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ABSTRACT 

Teacher Attitudes Towards Adverse Childhood Experiences, Trauma-Informed 

Educational Practices & Student Resiliency  

by Alyson Reynolds Kohl 

Purpose: The purpose of this convergent parallel design mixed methods case study was 

to determine how training on Adverse Childhood Experiences and Trauma-Informed 

Educational Practice affected the attitudes of teachers, in Shasta County’s Enterprise 

Elementary School District (EESD), regarding students who had experienced Adverse 

Childhood Experiences (ACE). A further purpose of this study was to understand if 

teachers in EESD perceived training in ACE and Trauma-Informed Educational Practices 

(TIEP) was effective in changing their classroom practices to support the resiliency of 

students who had experienced ACEs. 

Methodology: The methods for this research included: an online survey, The Attitudes 

Regarding Trauma-Informed Care (ARTIC) Scale© by The Traumatic Stress Institute, 

distributed electronically to 140 teachers EESD Teachers and concurrent interviews of 9 

volunteer EESD Teachers. The results were studied to gain an understanding of the 

effects of ACE trainings and TIEP on the attitudes and classroom practices of teachers 

and student resiliency.  

Findings: The teachers reported that ACE & TIEP trainings positively impacted their 

relationships with students, changed their classroom practices, improved student 

resiliency, and decreased negative behaviors.    

Conclusions: Teacher education in ACE and TIEP is beneficial to teachers.  Teachers 

gain valuable perspectives regarding student behaviors and helped them gain valuable 
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skills.  Whole School approaches to TIEP lead to an increase in positive student 

outcomes and develop student resiliency.   

Recommendations: It is recommended that a replication of this study be conducted on a 

larger scale with multiple rural districts, however, not conducted during a pandemic.  

Conduct a mixed methods comparative study of communities, comparing communities 

that use a trauma-informed communities’ approach.   Research school districts which 

have developed the ‘Whole School’ approach including training and supporting 

parents/caregivers, teachers, and other staff to include not only TIEP for the students but 

includes Trauma-Informed Supervision for staff and teachers and trauma-informed 

parenting for the parents.   
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CHAPTER I: INTRODUCTION 

Children throughout the world may encounter Adverse Childhood Experiences 

(ACE).  ACEs are situations which occur during childhood that create chronic stress 

(Anda et al., 2006).  These experiences and the ensuing stress can be traumatic and 

negatively impact a child’s brain development, due to how the brain and body respond 

biologically to a perceived threat.  Because trauma impacts brain development, it can 

result in behavioral and learning challenges as well as physical ailments and mental and 

physical disorders and disabilities over time, not only in childhood, but into adulthood as 

well.  Children with a high number of ACEs are more likely to drop out of school, have 

mental health and/or delinquency problems and often develop lifelong social and health 

problems (Anda et al., 2006).  The ACE Study has been one of the most groundbreaking 

studies of the 21st century in terms of linking traumatic childhood experiences with brain 

science and identifying short term and long term negative behavioral, mental, and 

physical health outcomes.   

 In the early 1990s, Dr. Robert Anda and Dr. Vincent Felitti, conducted a study of 

over 17,000 Kaiser adult patients, who were predominately White middle class.  In 1998, 

Felitti and Anda published their research findings in the American Journal of Preventive 

Medicine in an article called Relationship of Childhood Abuse and Household 

Dysfunction to Many of the Leading Cause of Death in Adults: The Adverse Childhood 

Experiences (ACE) Study.  In their study they found there was a direct correlation 

between the number of ACEs in a person’s childhood and later behavioral, as well as 

physical problems, such as obesity, alcohol and drug addiction, heart disease, diabetes, 

mental illness and suicide.  The higher the number of ACEs, the higher the risk for 
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adverse mental, physical, and behavioral health outcomes (Anda et al., 2006; Felitti et al., 

1998).  This is what Anda & Felitti call the Dose Response.   

ACEs include abuse (emotional /mental, physical, and sexual), family dysfunction 

(divorce, parental substance use, incarceration, and domestic violence), and neglect 

(physical and emotional)(Anda et al., 2016).  The ACE questionnaire contains 10 

questions addressing those issues.  Answering Yes to any of the 10 questions results in an 

ACE score of 1.  Individuals can have anywhere between 1 and 10 ACEs as an ACE 

score.  The higher the number of ACEs the greater the risk for poor behavioral and 

physical outcomes.  This is called the dose response (Felitti et al., 1998).   

Stephen Porges (2017) explained the biological impact of trauma in his polyvagal 

theory.  In simple terms, when the brain experiences stress, the body goes into fight or 

flight mode for the purposes of survival.  The blood and oxygen leave the brain moving 

instead into the extremities for fight, flight or freeze. Hormones such as cortisol and 

adrenalin are released and, when this happens, disease and negative patterns of behavior 

(in order to cope with agitation and/or anxiety) can begin to set in.  The more chronic the 

stress the more possible damage may be done to the brain and body due to the excessive 

stress hormones (Porges, 2017).   

Much of the research regarding ACEs focuses on adults and adult health 

outcomes; however, researchers are beginning to focus on children in order to identify 

potential ways for early intervention to decrease the negative impact on development 

over the long term. Currently there is a movement (ACE Aware) in California on training 

teachers on ACEs and its impact on brain development, and many districts are developing 

trauma-informed schools (California Department of Education, 2020).  The purpose of 
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the training is to educate people about ACEs, chronic stress, and trauma, as well as for 

teachers to better understand behavioral and learning difficulties which may occur in the 

classroom because of ACEs, trauma, and chronic stress (Rossen & Hull, 2013). There has 

yet to be any research on the effectiveness of the trainings on changing teachers’ attitudes 

and approaches to behavioral and learning problems in the classroom.  Teachers can have 

a direct impact on children, and they are well positioned for identification of and early 

intervention on ACEs (Martin et al., 2010).   

Background 

 The ACE Study came about as a result of Dr. Anda working at the Centers for 

Disease Control (CDC) in 1990 (R. F. Anda, personal communication, May 16, 2019).  

Anda was studying smoking and noticed there seemed to be a correlation between child 

abuse and smoking, in that those who smoked and were unable to quit were often 

survivors of abusive childhoods. He also observed that these smokers reported their 

childhoods were fraught with abuse.  In 1991, Dr. Anda developed the ACE Survey from 

the results of his smoking study.  In 1994, the CDC provided funding to conduct the first 

ACE study.  Dr. Anda then teamed with Dr. Felitti, who during his study on obesity at the 

Department of Preventative Medicine in San Diego, found a correlation between obesity 

and childhood sexual abuse (R. Anda, personal communication, January 15, 2020).  In 

the ACE study, the team gave the ACE questionnaire to 17,000 Kaiser Permanente 

patients between the ages of 19 and 94.  The results were published in 1998 in the 

American Journal of Preventative Medicine.  Most of the study subjects had attended 

college and only 6% did not have a high school diploma.  What Anda and Felitti found 

was the following: In the category of household dysfunction, 27% grew up with a 
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substance abuse in their home; 23% had experienced separation/divorce; 17% had a 

mentally ill household member; 13% witnessed intimate partner violence and 6% had 

experienced criminal behavior and had a household member incarcerated during their 

childhood.  In the areas of neglect, 15% had experienced emotional neglect and 10% had 

suffered physical neglect.  And in the areas of abuse, 28% had experienced physical 

abuse, 21% sexual abuse, and 11% had experienced emotional abuse (Felitti et al., 1998).   

  In the study, 33% of the participants had 0 ACE; 26% had 1 ACE; 16% had 2 

ACEs; 10% had 3 ACEs and 16% had 4 or more ACEs.  Anda and Felitti found there was 

a dose response relationship; the higher the number of ACEs, the greater the toxic stress 

resulting in a higher percentage of health problems, physically, mentally, and 

behaviorally (see Figure 1).  They further found that the risk of using injected drugs was 

40 times higher for those with an ACE score of 4 compared to those with an ACE score 

of 0.  Other examples of ACE related health and social problems with a dose response 

included alcoholism & alcohol abuse, chronic pulmonary disease, coronary heart disease, 

depression, drug and/or alcohol abuse, fetal death; intimate partner violence, mental 

health problems, obesity, sexual behavior problems, smoking, unintended pregnancy, 

violence, and workplace problems (Felitti et al., 1998). 

In a recent study conducted by the Data Resource Center for Child and 

Adolescent Health (Crouch Probst et al., 2019; Sacks & Murphy, 2018), 45,287 

caregivers of children 0 to 17 were surveyed and 1348 interviews were conducted.  This 

study had similar findings as Anda and Felitti; however, additional ACEs for youth were 

discovered to also include economic hardship (difficulty meeting basic needs of food and 
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shelter) and difficulties due to discrimination and race related issues.  Economic hardship 

and divorce were found to be the number one ACEs among children in the study.  

Figure 1 

ACE Dose Response 

 

From “ACE Interface, LLC Training Materials,” by R. F. Anda & L. Porter, 2018, ACE 
Interface (http://www.aceinterface.com/). Reprinted with permission. See Appendix P. 
 
Long Term Effects of ACEs 

 Anda and Felitti (1998) found that there are long term negative effects from 

untreated ACEs.  They found that people who suffered ACEs were not only at greater 

risk for physical diseases and behavioral disorders, but there is risk for early death 

resulting from both the physical and psychological disorders.  Studies around the world 

have confirmed Anda and Felitti’s findings (Bhopal et al., 2019; Luca & Liang-Ching, 

2019). 
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 Dr. Anda and Dr. Brown developed the graphic mechanisms that influence ACEs 

(see Figure 2) to illustrate the long-term effect of untreated ACEs (Anda & Brown, 

2007).  These mechanisms are displayed as a continuum of effects on child development 

resulting from ACEs. At the first level or base of the triangle is Generational 

Embodiment/ Historical Trauma.  Through the study of epigenetics, it was found that 

ACE actually impacts children’s genetic code.  A 2010 study discovered that processes 

that affect gene expression can be inheritable and passed from one generation to the next 

(Szyf & Bick, 2013; National Scientific Council on the Developing Child, 2010).  This 

portion of the triangle was added after ACEs related epigenetics studies were conducted 

and was not part of the original Kaiser study triangle.  The second level of the triangle is 

Social Conditions/Local Context. It too was added to the triangle, after it was discovered 

that poverty and homelessness, as well as community violence were also adverse 

experiences for children. (Anda et al., 2006).  The third portion of the triangle contains 

the original 10 ACEs which include: household dysfunction such as divorce, substance 

abuse, mental illness, domestic violence, and criminal behavior; neglect both physical 

and emotional; and abuse- emotional, physical, and sexual.   

Next in the triangle comes Disrupted Neurodevelopment within the brain (see 

Figure 2). This causes the fight, flight, freeze or flop response for survival, which triggers 

the release of hormones, including cortisol and adrenalin, for the purpose of survival of 

the species (Porges, 2007; Seng & CAsCAid Group, 2019).  The fifth layer of the triangle 

addresses the Social, Emotional and Cognitive Impairments, which develop as a result of 

the disrupted neurodevelopment.  These impairments include learning disabilities, 

emotional disorders, and self-regulation difficulties, which result from the brain and body 
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being under constant stress from the chemical reaction of being in a continual primitive 

state of fight, flight and/or freeze or survival mode for an extended period with no relief 

or intervention.  The sixth layer, the Adoption of Health Risk Behaviors, reflects that 

children adopt risky behaviors as a response to the chronic physiological state of stress 

experienced within their neurological systems.  Some of these behaviors include 

avoidance of stimuli, smoking, drinking, angry behavior, over or under eating (Anda & 

Felitti, 2006).  These adaptive behaviors vary in risk; however, they all have an inevitable 

outcome of Disease, Disability, and Social Problems shown in the seventh level of the 

triangle. All of the lower levels can lead to the top section of the triangle of Early Death, 

whether as a result of suicide or terminal illness resulting from a life of chronic 

maladaptive behaviors and cellular and genetic changes.  Brown et al. (2009) 

subsequently conducted a follow-up study to the original ACE study.  They found people 

with 6 or more ACEs died nearly 20 years earlier on average than those with no ACEs.  

Roughly one third of the study died before the age of 75 (Brown et al., 2009).    

Figure 2 

ACE Triangle 

 

Note. National Center for Injury Prevention and Control, Division of Violence Prevention, 2019.  
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ACE Issues in Shasta County California 

Shasta County is located two hours south of the Oregon border.  It spans 3,789 

square miles and is home to over 183,000 people, most of whom live in or around 

Redding, California.  The poverty rate in Shasta County sits at 18.1% (with some areas of 

Shasta County being as high as 33%) and 25% of the Shasta Counties Children live in 

poverty. Shasta County has the third highest arrest rate in California (Shasta County 

Health & Human Services, 2019).  In Shasta County, 33% of children under the age of 1 

are in foster-care and there are more children in foster-care than the rest of the state, with 

11.8% per 1000 children in foster-care compared to the state average which is 5.8% per 

1000 (Population Reference Bureau, 2019).  Other indicators which stand out compared 

to the state and national averages include significant high school dropout rates, high rates 

of domestic violence (both spousal abuse and child abuse), suicide, substance abuse, 

tobacco use and obesity.  Eighty-four percent of single mothers in Shasta County fall 

below the federal poverty limit.  In 2019, Shasta County was ranked 48th out of the 58 

counties for overall health outcomes (https://datausa.io/profile/geo/shasta-county-ca/). 

In a study conducted in 2012, the number of Shasta County residents with four or 

more ACEs was 39.7% compared to the state of California average of 16.7% (Shasta 

County Health & Human Services, 2012).  Following the Carr Fire in 2018, Shasta 

County began to explore options for treating trauma in the community.  Shasta County 

hired Dr. Anda to teach his ACE Interface Training (2019) to Shasta County personnel.  

In 2016, to mitigate the poor outcomes in Shasta County, Shasta County Public Health 

began training teachers in the effects of ACEs on children’s developing brains and how 

behavioral and learning problems can develop because of ACEs (Shasta Collaborative, 
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shastastrongfamilies.org).  The purpose of the training is to educate teachers and other 

school personnel that learning problems and behavioral problems are not related to 

children being lazy, unmotivated, willfully oppositional, or trying to be problematic.  In 

the past, these students were often subject to discipline, having the students leave the 

classroom and often suspending the child from attending school.  The training seeks to 

equip teachers with strategies for understanding and effectively dealing with children 

who have or are experiencing ACEs; helping children adopt positive behaviors, develop 

resiliency, and keep them in school.  In addition, a California law adopted in 2019 

(SB419), required schools to limit the use of suspending or expelling students with 

behavioral problems as a last resort, to change the trajectory of those students who often 

end up dropping out (California Legislature Information, 2019). This law increases the 

urgency for districts, principals, and teachers to adopt effective alternative means for 

improving student behavior and learning.   

Effects of ACE in the Classroom  

 Untreated ACEs can result in poor learning outcomes to include the development 

of learning disabilities as a result of the neurobiological effects of ACE on the cognitive 

process of students (Bick & Nelson, 2015).  ACEs can impact cognition because when 

the student feels stress and the brain goes into fight, flight or freeze it is very difficult for 

these children to think clearly.  The neuropsychological results of ACE affect intellectual 

functioning; attention and executive functioning; learning and memory; visuospatial 

functioning; language development and acquisition, and motor functioning.  These 

students are at risk of failure in meeting grade-level standards in math and language arts.  

They are at risk for poor school attendance, excessive illness and/or truancy.  They are 
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also at risk for behavioral problems such as poor impulse control, aggression, excessive 

fearfulness, and poor social skills (Malarbi et al., 2017).    

Theoretical Foundations  

Polyvagal Theory 

Stephen Porges (2007) published the Polyvagal Perspective.  The Polyvagal 

Theory is a newer construct for understanding how the body and the autonomic nervous 

system impact humans both in brain and body.  The focus of his research is on the Vagal 

nerve, which is the main nerve that connects to all the functions of the body.  His theory 

focuses on the autonomic nervous system incorporating neurophysiology and vertebrate 

phylogeny.  This theory shows that changes in neural structures can shift adaptive 

functioning both in the effect of ACE and in the healing of ACEs.  It also addresses what 

an individual has control over, versus what they do not have control over via the 

parasympathetic and sympathetic nervous system.  This theory holds that biology in the 

body and brain is changed including the idea that the changes can occur at the genetic 

level due to the primal drive for survival during real or perceived danger.  The Polyvagal 

Theory focuses on neuroscience and the brain body connection.  It explains how the body 

perceives a situation as the mind and the senses assess for danger constantly.  When the 

body feels safe, the nervous system is in a relaxed state and the body reacts differently 

based on if the brain and body feel safe versus if it perceives danger.  The Vagal nerve is 

not only connected to every organ in the body, but it is also connected to the amygdala 

which is considered the reptilian or primitive brain for the purposes of survival as it 

manages fear and strong emotions (Porges, 2007). 
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Attachment Theory 

Attachment Theory provides a framework for understanding and treating trauma.  

Attachment theory holds that ACEs may be impacted by the lack of attachment and that 

positive attachment may act to heal ACEs (Marshall & Frazier, 2019).  A lack of 

attachment or disorganized or avoidant attachment may occur because of or contribute to 

abuse/neglect.  Disruptions in attachment can lead to a lifetime of relationship and living 

difficulties.  Attachment theory is about relationally focused interventions to mitigate the 

impact of ACE on children.  When a child feels attached and connected, they feel safe, 

thus calming their nervous system and building resiliency (Chinitz et al., 2008).   

Relational Theory 

Similar to the Attachment Theory is the Relational Theory.  While Attachment 

Theory focuses on the attachment bond between the caregiver and the child, Relational 

Theory looks at the attunement of the relationship and the internalized relational patterns 

(Rubinstein, 2015).  “Relational Theory offers a structure from which to understand and 

treat the interpersonal and intrapsychic legacy of severe childhood trauma” (Rubinstein, 

2015, p.398).  Relational Theory projects experiences from childhood into teen/adult 

relationships often reenacting the abuse, leaving one open to further and additional abuse.  

Betrayal Trauma Theory 

Freyd (1996), reported in her book Betrayal Trauma: The Logic of Forgetting 

Childhood Abuse, that “the closer and more necessary the relationship, the greater the 

degree of betrayal” (Freyd, 1996, p.12).   The pain of Betrayal Trauma is so significant 

that the child can compartmentalize or dissociate from their experience and not remember 

what happened to them (Giesbrecht & Merckelbach, 2009).  This amnesia serves to 
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protect the child from remembering the abuse and is one of the reasons some children can 

go about their normal school day without thinking about or remembering the abuse.  

Some children with Betrayal Trauma have lost trust in all adults and develop anger and 

resentment towards adults.   

Schema Theory 

Piaget (1954) identified schema theory as the attitudes, thoughts, and perceptions 

of how one relates to themselves, other people, and other objects in life based on early 

life experience.  Schema Theory is very similar to Relational, and Attachment Theories 

except Schema Theory is a pattern of projecting childhood experiences into other areas of 

life.  For example, a student may report that a teacher is being mean to him when he 

expects the teacher to treat him the way his mother treats him if his mother is mean and 

abusive.   

Connecting Theories 

Resiliency Theory looks at resilience factors that mitigate negative outcomes from 

ACEs.  Resiliency is essentially the ability to bounce back from and bounce forward in 

the face of adversity.  Resiliency Theory, Attachment Theory, and Polyvagal Theory all 

relate to children experiencing negative outcomes due to ACEs. These theories offer 

insights on the interventions related to healing from ACEs.  Each of these theories 

compliments the other.  The Polyvagal Theory gives the why of biological trauma and 

how trauma impacts the brain and body, contributing to lifelong challenges to mental, 

physical, and behavioral health and wellbeing.  Attachment Theory explains how a break 

in attachment can contribute to the negative outcomes of ACEs, and how 

connection/attachment contributes to the healing of the effects of ACEs.  Lastly the 
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Polyvagal and Attachment theories lead to the concept of developing resiliency despite 

adversity. Resiliency Theory will be the central focus of this research. 

Theoretical Framework 

 The Theoretical Framework for this study is the Resiliency Theory developed by 

Norman Garmezy, a developmental psychologist at the University for Minnesota 

(OptomistMinds, 2021).  Garmzey was the founder of ‘Project Competence’, a study 

which looked at positive outcomes of at-risk youth over time which began in early 

1980’s.  The key elements in Garmezy’s view of resilience include individual factors 

such as dispositional attributes, cognition, and temperament; familial factors including 

caregiver responsiveness or absence, family cohesion and caring or lack of caring; and 

support factors outside of the family for both the child and the family such as school, 

church, and community.   

Traub and Boynton-Jarrett (2017 p.3 Table 1) identified five modifiable resilience 

factors also known as protective factors to include: 

1. “Cognitive traits of a positive appraisal style and executive functioning skills 

– A positive appraisal style has been defined as optimism and confidence 

about one’s ability to manage adversity and executive functioning includes 

cognitive flexibility and inhibitory control.” 

2. “Parenting/caregiving – Positive parent -child/caretaker-child relationships 

have a profound effect on resiliency.” 

3. “Maternal Mental Health – Treating the mothers mental health is very 

important toward the child’s resiliency.”  
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4. “Self-Care skills and household routine – Consistency provides safety for 

children and learning self-care skills are imperative toward resiliency”.  

5. “Trauma understanding – As age-appropriate assisting children and their 

caregivers in understanding the impact of trauma and how it can be 

overcome.”  

The stronger the protective or resiliency factors, the more likely a child will have positive 

life outcomes despite childhood adversity (Gardner & Stephens-Pisecco, 2019).   Other 

protective factors include safe supportive relationships, empowerment and choice, 

realistic expectations, flexible boundaries, ability to constructively use time, positive 

values, social competencies, and a positive identity (Gardner & Stephens-Pisecco; 

Southwick et al., 2014). 

Treating ACE in Schools  

 While prevention of ACEs is the optimal strategy, many students arrive at 

preschool, pre-kindergarten or kindergarten having experienced or experiencing 

childhood traumas (Price & Ellis, 2018).  When children with ACE display behavioral 

problems in classrooms, early intervention has been shown to change the trajectory of 

youth impacted by ACE. Various forms of psychotherapy have been shown to make a 

difference in mitigating the effects of ACEs.  Schools are often the first to notice negative 

signs and symptoms which can occur because of ACEs such as attention problems, 

difficulty with abstract reasoning, memory problems, impulse control problems and 

attendance issues (Sitler, 2008).  Teachers have the opportunity to either positively or 

negatively impact a child struggling with ACEs.  Schools are recognizing the 

neurological impact of ACEs and are implementing various interventions such as 
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teaching students mindfulness techniques, EFT Tapping, yoga, meditation, and 

mind/body techniques for managing toxic stress and anxiety (Rossen & Hull, 2013).   

Trauma-Informed Educational Practices 

 Trauma-Informed Educational Practices (TIEP) are specifically designed for 

teachers and schools to meet the needs of students who have or may be experiencing 

ACEs or trauma.  According to Substance Abuse & Mental Health Services 

Administration (2014) a trauma-informed approach has the following components,  

1) “Realizes the widespread impact of (ACE)/Trauma and understands potential 

paths for recovery.” (p. 9) 

The importance of recognizing the widespread impact if ACE/Trauma is to be aware 

that anyone, any child, can be impacted by ACE and/or trauma thus the importance of 

utilizing a universal approach of treating all with kindness and care as well as using 

trauma informed responses with all students universally.    

2) “Recognizes signs and symptoms of ACE/Trauma in the child, family, staff 

and others involved in the system.” (p. 9) 

Similarly, to recognizing the widespread impact, it is important to recognize these 

signs and symptoms, because in a trauma-informed response one should be cognizant 

of what symptoms are recognized and the best non-threatening response to those 

symptoms.   

3) “Responds by fully integrating knowledge about ACE/Trauma into policies, 

procedures and practices.” (p. 10) 

It is not only important for each teacher to be trauma-informed, but it is also 

important the school and school district policies, procedures, and practices be trauma-
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informed.  This means it is important for school principals and superintendents to also 

be trauma-informed trained and trauma responsive toward teachers and staff.  

Teachers and school staff must feel supported, just as students must feel supported, in 

order to decrease burn-out potential for teachers.  

4) “Seeks to actively resist re-traumatization of self or others.” (p. 10) 

Most important of all is to not re-traumatize those with histories for trauma.  Many 

practices such as suspension and expulsion, corporal punishment, shaming, etc. 

retraumatize those who have experienced ACE/Trauma. (pp. 9-10) 

The Principles of Trauma-Informed Educational Practices include safety, trustworthiness, 

support, collaboration and mutuality and empowerment, voice, and choices (SAMHSA, 

2014).  Trauma Informed Educational Practices (TIEP) should incorporate all those 

principles.   

Statement of the Research Problem 

 The problem is, with nearly one in 10 children experiencing 4 or more ACE and 

nearly half of children experiencing one or more ACE, these children are considered at 

risk when entering elementary school (Bartlett & Steber, 2019).  When children enter 

school with these problems they often struggle academically, behaviorally and/or socially 

(Martin et al., 2010).  These children often require multiple resources and can be 

challenging for teachers.  They can be disruptive to the classroom and often react or act 

out in ways which often lead to possible suspension and expulsion.  Due to SB419, 

suspensions and expulsions will be much more difficult to administer, thus teachers and 

administrators need to find alternatives to these exclusion practices (California 

Legislature, 2019).  Traumatized students need inclusive interventions, not exclusive 
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interventions (Chafoueas et al., 2016).  The student who is experiencing high ACEs often 

feels out of control and does not know why they can’t sit still, anger easily or blank out 

on a test (McGruder, 2019).  Teachers often think these students are misbehaving on 

purpose or are simply not trying.  Other students may see these students as weird and 

ostracize or bully them.  It is important that (a) teachers be aware of ACE as well as the 

symptoms a child may be displaying, (b) teachers be aware of their own ACE and the 

triggers that may incur their own trauma response of anger, et cetera, and (c) teachers and 

administrators know how to help students with a high number of ACEs to self-regulate in 

order to decrease their fight, flight, freeze responses (Sitler et al., 2010).    

 Sitler (2008) describes the importance of teachers and school staff being informed 

in the signs and symptoms of ACEs and the impact of trauma on learning and behavior.  

Interventions not only include education on ACE, but how to implement the use of social 

and emotional learning curriculums (Phifer & Hull, 2016).  Communities like Shasta 

County struggle to make use of the ACE research to both decrease the number of ACE’s 

a child may experience and heal the effects of ACEs for the purposes of improving 

children’s learning, behavioral and health outcomes (Boparai et al., 2018).  The Shasta 

County Public Health Department and Shasta County Office of Education have teamed to 

trained teachers and school personnel on the research and impacts of ACEs on children’s 

learning and behavior.  This training was designed by Dr. Anda from the CDC to equip 

teachers with the knowledge and skills to better serve student with ACEs.  The aim of the 

training is, that by educating teachers on ACE, teachers will have compassion as well as 

understanding and try alternative strategies besides removing a child from the classroom, 

suspension, or school expulsion.    
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There is a need to understand if the trainings make a difference in improving the 

behavior and resiliency of children.  Effectively intervening and changing behaviors in 

elementary school can help to mitigate the long-term effects of ACE, as students’ 

progress through their years of school and transition into adulthood (Gardner & Stephens-

Pisecco, 2019) 

Purpose Statement 

The purpose of this convergent parallel design mixed methods case study was to 

determine how training on ACE and TIEP affected the attitudes of teachers in Enterprise 

Elementary School District towards (with) students who experienced Adverse Childhood 

Experiences (ACE). A further purpose of this study was to understand if teachers in 

Enterprise Elementary School District perceived the training was effective in changing 

their classroom practices to support the resiliency of students who had experienced 

ACEs. 

Research Questions  

1. To what extent do teachers in Enterprise Elementary School District indicate 

the trainings on ACEs & Trauma-Informed Educational Practices (TIEP) 

affected their attitudes towards students who had experienced ACEs? 

2. What were the perceptions of teachers in Enterprise Elementary School 

District on the effectiveness of ACEs & TIEP trainings in changing their 

classroom practices to support the resiliency of students who had experienced 

ACEs?   
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Significance of the Problem 

Given the fact that 47% of all children in the United States have experienced at 

least one adverse childhood experience, with 35% of those children having had at least 

one ACE before they enter kindergarten this research could lead to new insights into 

early interventions for decreasing the negative impacts of ACEs (Price & Ellis, 2018).  

ACEs contribute to problems such as learning difficulties resulting from problems with 

cognitive processing for reading, writing and math, as well as behavioral regulation 

difficulties which can contribute to truancy, dropout rates and lifelong social problems; it 

is important that teachers be informed on the latest in brain science (Blodgett & Lanigan, 

2018).  Elementary School teachers are the frontline in terms of having the ability to 

positively impact and intervene in the lives and the development of children.  It is 

important to know if training in ACEs and TIEP changes a teacher’s attitudes and 

perceptions and thus changes reactions/interventions with students who have learning 

and/or behavioral problems.   

 If research is not conducted into the efficacy of providing ACE training and 

trauma-informed instruction to teachers, then it will not be known if these trainings are 

making an impact on teachers in the classroom thus impacting student resiliency.  It is 

also important to know how teachers are impacted by this training and if attending the 

training does it change their perspective when working with students with learning, 

emotional and behavioral problems. If the training has not changed their attitudes and 

practices, it is likely teachers are relying on old forms of discipline, which have often 

proven infective (punishment, exclusion, etc.).  If teachers are not informed on ACE and 

the impact of trauma, and how to assist their students by providing a safe learning 
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environment, then school could potentially, at worst be another adverse experience for a 

child, or at best do nothing to assist in providing an optimal learning environment for the 

student impacted by ACE. 

 The results of this study can assist principals and superintendents in determining 

if ACE training and TIEP are beneficial for teachers in modifying negative student 

behaviors or poor learning outcomes.  The study can also assist Shasta County Public 

Health, Shasta County Children’s Mental Health and Shasta County Office of Education 

in knowing whether to modify the existing training or decide to continue to fund the ACE 

training of teachers.  The results may assist in answering the question: Does training 

teachers on ACE and the impact of ACEs on children’s’ neurodevelopment and 

educational experience, change teaching practices.  If ACE training does influence the 

teaching practices of elementary school teachers, the results could positively impact the 

learning environment of students who have or are experiencing ACEs.  ACE training can 

help to identify interventions that elementary school teachers can implement to mitigate 

the negative impact of ACEs on students’ lives currently and in the future (R. Anda 

personal communication @ ACE Interface Training, May 15, 2019).   

 Research has shown that early intervention can help in mitigating the negative 

outcomes for students experiencing ACEs (Romero et al., 2018).   Shasta County schools 

are plagued with a dropout rate at 10.9 % (California 10.7%), school suspensions at 6% 

(state average 3.5%), expulsion rate of 1% (state average .63%) and an absenteeism rate 

of 12.9% (11.1 state average; http://www.eddata.org/county/) all statistics known to be 

adverse outcomes impacted by ACEs.  By educating schoolteachers and staff on ACE 

and effective trauma-informed interventions, the trajectory of these students impacted by 
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ACEs can be changed.  The learning experience for all students can be improved by 

having trauma-informed teachers and staff who can provide a safe educational 

experience.  The long-term outcomes could include an increase in high school graduation 

rates, less violence, less substance abuse, and less intergenerational transmission of 

further ACE onto the next generation and improved overall functioning in society.   

Definitions  

 Adverse Childhood Experiences (ACE):  Negative experiences which occur 

during childhood (0 to 17 years) to include but not limited to the following categories: 

Abuse – to include physical, emotional, and sexual; Neglect often due to parental 

substance abuse or mental illness; Domestic or community violence; loss of a family 

member by death, suicide, incarceration, or divorce; economic insecurity and racism 

(National Center for Injury Prevention & Control, Division of Violence Prevention, 

2020). 

 ACE Interface Training:  An evidence-based training developed by Dr. Robert 

Anda & Laura Porter, LCSW on ACE’s and the impact on brain development (Anda & 

Porter, 2018).   

 Amygdala:  An almond-shaped set of neurons located deep in the brains medial 

temporal lobe which plays a vital role in in the formation of conditioned fear responses 

and automatic reactions for the purposes of survival are stored here.  It is part of the 

limbic system which is known as the emotional and primitive part of the brain (Weber & 

Reynolds, 2004).   

 Attachment Theory: A theory developed by Bowlby and Ainsworth focuses on 

the importance of human connection.  It views children as socially oriented and the need 
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to develop trust that their caregivers will take care of them and meet their basic 

connection and survival needs.  

 Attitudes Related to Trauma-Informed Care (ARTIC) Scale ©:  A 45-item 

Likert Scale questionnaire developed by Traumatic Stress Institute of Klingberg Family 

Centers, Tulane University and Pace University to measure teacher attitudes about the 

underlying causes of problem behavior and symptoms; responses to problem behavior 

and symptoms; on the job behavior; self-efficacy at work; reactions to the work; personal 

support of Trauma Informed Practices (TIP); and system-wide support of TIP. 

 Autonomic Nervous System:  The nervous system responsible for control of 

bodily functions not consciously directed such as heartbeat, breathing and digestion (Bick 

& Nelson, 2016; Porges, 2006). 

 Capturing Kids’ Hearts ©: A research-based process developed by Flippen 

Group, which helps teachers strengthen attachment connections with students and help to 

develop self-managing, high-performing classrooms using team-building skills and a 

social contract (Flippin Group, 2009). 

 Cerebellum:  The area at the back and bottom of the brain behind the brain stem 

that has to do with movement and coordination.  

 Cerebellar Vermis:  The part of the brain in the Cerebellum that regulates the 

release of the feel-good chemicals, norepinephrine, and dopamine. Research shows the 

Vermis in those who have experienced abuse is reduced in size in those who have 

experienced abuse (Anda & Porter, ACE Interface, 2018).    

 Classroom Practices: Are the techniques used by teachers for the purposes of 

both managing a classroom of children and educating them.   
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Cognitive Traits: The traits of a positive appraisal style, self-efficacy in managing 

adversity and executive functioning needed for the purposes of resiliency (Traub & 

Boynton-Jarrett, 2017).    

Cortisol:  The primary Glucorticoid hormone that activates the body’s stress 

response system (Weber & Reynolds, 2004).   

 Dose Response: The higher the number of ACEs (dose) a child has increases the 

likelihood of ongoing behavioral and physical problems (response) in adulthood (Felitti, 

et al, 1998).   

Epigenetic:  Nongenetic influences on gene expression   

 Executive functioning:  Mental constructs which involve cognitive flexibility and 

inhibitory control for the purposes of resiliency Traub & Boynton-Jarrett, 2017). 

Hippocampus:  Plays a crucial role in memory, special learning, and behavioral 

inhibition.   

 Intergenerational Transmission:  The passing of one biological or learned 

behavior from one generation to the next.   

 Limbic System:  A complex set of nerves and networks in the brain, involving 

several areas near the edge of the cortex concerned with instinct and mood, which 

controls basic emotions such as fear, pleasure, anger, as well as drives such as hunger, 

sex, dominance, and care of offspring.  The limbic system is known as the survival brain.  

It is the part of the brain that humans had before the more intellectual parts of the brain 

(prefrontal cortex and frontal lobes) developed (Weber & Reynolds, 2004).   

 Maternal Mental Health:  Ensuring that mothers have mental health support is 

very important for childhood resiliency (Traub & Boynton-Jarrett, 2017).   
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Neuroplasticity:  Ability for the brain to change continuously throughout life 

(Bick & Nelson, 2016) 

 Parasympathetic Nervous System:  Nerves arising in the brain and the lower end 

of the spinal cord to help calm and relax the body and counterbalances the sympathetic 

nervous system (Porges, 2017).   

 Prefrontal Cortex: Controls the thinking brain or what is called executive 

functioning.  The functions include impulse control and attention.  This area of the brain 

is susceptible to stress especially during development until the age of 30 (Weber & 

Reynolds, 2004).   

 Polyvagal Theory: The Theory of the neuropsychological foundations of 

emotions, attachment, and communications controlled by the sympathetic nervous system 

(SNS) and the parasympathetic nervous system (PNS) of the autonomic nervous system 

(ANS).  Theory proports that humans have retained the primitive Vagal system for 

survival, even though we are no longer living in the wild; in that when threatening events 

(or perceived life-threatening events) occur this triggers a biobehavioral response that 

puts humans in a state where it may be difficult to become “normal” again, thus 

impacting the physiology of the brain and the body (Porges, 2017).  

 Positive Appraisal Style:  One’s level of optimism as related to resiliency (Traub 

& Jarrett, 2017). 

Positive Parent: A positive parent-child or caretaker-child relationship which 

contributes to resiliency (Traub & Boynton-Jarrett, 2017).   

Resiliency: The ability to bouncy back or repair; the ability to recover from 

difficulties or adjust easily to adversity (“Resiliency,” 2020).  The American 
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Psychological Association (2020) defines resilience as “the process of adapting well in 

the face of adversity, trauma, tragedy, threats or even significant stress”. 

 Resiliency Theory: Theory developed by multiple theorists (Garmezy, Rutter, 

Werner, Luthar, Matson, and Unger) that looks at resilience factors (internal and 

external) that mitigate negative outcomes from ACEs/Trauma or stress.   

 Second Step©:  Second Step developed by the Committee for Children is a 

program rooted in social-emotional learning theory that helps transform schools into 

supportive, successful learning environments by teaching and creating empathy. 

 Secondary or Vicarious Trauma:  The trauma response that occurs when 

someone hears stories of others trauma and/or triggered from working with traumatized 

high needs individuals.   

Self-Care Skills and Household Routine: Skills that provide consistency and 

safety needed for resiliency (Traub & Boynton-Jarrett, 2017) 

Social-Emotional Learning: A therapeutic educational model developed by the 

Collaborative for academic, social, and emotional learning that teaches students self-

awareness, self-management, relationship skills and responsible decision making.    

 Somatic: Physical complaints which are a result of psychological problems.  

 Sympathetic Nervous System (SNS):  The SNS is a major axis of the stress 

response. It is responsible for unconscious emergency response.  The SNS increases 

blood pressure and accelerates the heart rate in response to perceived dangerous or 

stressful situation.  Allows for the body and its extremities to prepare for fight or flight 

(Weber & Reynolds, 2004).   
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 Synaptogenesis: The formation of synapses between neurons in the nervous 

system.  

 Trauma-Informed Practices / Trauma-Informed Care/ Trauma-Informed 

Educational Practices (TIP/TIC/TIEP):  Evidenced based practices which have been 

shown to improve outcomes for students impacted by trauma. 

 Trauma Understanding: Age-appropriate knowledge and understanding of the 

impact of trauma and how it can be overcome (Traub & Boynton-Jarrett, 2017).    

Vagus Nerve:  The tenth cranial nerve that interfaces with the parasympathetic 

control of heart, lungs, and digestive tract (Porges, S.W., 2017).   

Delimitations 

This study was delimited to elementary teachers in eight Shasta County 

elementary schools in one school district where teachers have received ACE training and 

TIEP have been implemented. 

Organization of the Study 

In addition to Chapter I, the introduction, Chapter II will follow with a review of 

the literature.  This will be followed by Chapter III which includes the methodology 

outlining the methods that were used in the study.  Chapter IV addresses data collection 

and findings followed by Chapter V which includes analysis of the findings, conclusions, 

and recommendations for future research.  
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CHAPTER II: REVIEW OF THE LITERATURE 

This chapter contains information about ACEs and the ACE Study conducted by 

Dr. Anda and Dr Felitti in the late 1980s.  It covers how ACEs impact the development of 

a child and the long-term effects that continue into adulthood if ACEs are not mitigated.  

The chapter covers the Polyvagal Theory as it relates to ACEs and the Attachment and 

Resiliency Theories as they relate to the healing of the negative impacts of ACEs.  Other 

theories covered include the Betrayal Trauma Theory and the Relational Theory.  A 

discussion of the prevalence of ACEs both globally and in Shasta County is included.  

Next will follow typical classroom management practices of the past as well as how 

teachers have historically interpreted poor behavior or lack of learning in the past as the 

impact of ACE in the schools.  Trauma-informed Educational Practices are covered, as 

well as an introduction to the Shasta County ACE Teacher Training.  Lastly the gaps in 

literature will be identified.  

Adverse Childhood Experiences 

ACEs are negative experiences a child may have while growing up, which 

significantly impact a developing person.  ACEs are experiences that much of the 

population has experienced (Anda & Porter, ACE Interface 2018).  There are three 

primary types of ACEs Household dysfunction including divorce, substance abuse and/or 

domestic violence; neglect both emotional and physical; and abuse - emotional, physical, 

and sexual.  Adverse Childhood Experiences have long-term consequences including 

adult disease and early death (Anda & Porter, ACE Interface 2018).    

According to the CDC (2021), the ACE study is one of the most important studies 

of this era and it has been replicated worldwide.  The ACE study was one of the largest 
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investigations of its kind ever completed (Hughes et al., 2017).  ACEs were originally 

identified by Dr. Robert Anda and Dr. Vincent Felitti in the early 1980s.  Both doctors 

were conducting research separately on opposite ends of the United States on different 

issues but were obtaining similar results.  In 1984, Dr. Robert Anda joined the Epidemic 

Intelligence Service at the CDC in Atlanta.  He conducted research in disease 

surveillance, behavioral health, mental health, heart disease, psychosocial origins of 

health-risk behavior, and childhood determinants of health (Anda & Porter, ACE 

Interface, 2018).  It was during this time that he began to suspect that adult health 

outcomes correlated with problems during childhood.  During that time, he also began 

developing the ACE questionnaire – a series of 10 questions about possible adverse 

childhood experiences (Anda, personal communication, May 15, 2019).  Dr. Anda, who 

was an internist and epidemiologist, was studying depression and smoking.  He identified 

that smoking was a way for people to self-medicate depression.  He was also identifying 

that many of those in the research study had started smoking at young ages and seemed to 

have histories of abuse.  In 1991, shortly after publishing his studies on depression and 

nicotine, Dr. Anda met Dr. Felitti.  Dr. Felitti was the director of the department of 

preventative medicine at Kiser Permanente in San Diego.  In the early 90s, Dr. Felitti 

presented to the CDC his findings related to childhood sexual abuse and morbid obesity 

in women.  Dr. Felitti found a high correlation between childhood sexual abuse and 

morbid obesity in women.  His hypostasis was that the women may be obese as a 

protection from unwanted advances from men.  From 1991 to 1994, Dr. Anda and Felitti 

began conducting literature reviews and pilot studies on the ACE study design at the 

CDC.  Also, during this time, they were raising funds for the ACE study.  Data collection 
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began in 1994 and the first ACE study was published in 1998.  Since 1998, Anda and 

Felitti have published 70 studies from the original ACE study (Anda, personal 

communication, January 23, 2020).   

The Adverse Childhood Experience (ACE) Study 

 As stated, in 1994, Dr. Anda and Dr Felitti teamed together and began conducting 

the ACE Study to investigate the idea that child abuse may be an underlying cause for 

public health problems.  They published their results in 1998.  Anda and Felitti used the 

10-statement ACE questionnaire to investigate ACES more extensively.  During the 

initial ACE study, they collected data from over 17,000 middle class San Diego Kaiser 

Permanente clients.  They found that there was a correlation between adverse childhood 

experience and negative behavioral, physical, and social health outcomes.  The ACE 

questionnaire included the following 10 statements, to which 1 point was given for an 

answer of yes.   

1)  Did a parent or other adult in the household often…. 
 

Swear at you, insult you, put you down or humiliate you? 
   or 
Act in a way that made you afraid you might be physically hurt?  

2)  Did a parent or other adult in the household often…. 
 
Push, grab, slap or throw something at you?   

     or 
 Ever hit you so hard that you had marks or were injured?  
 
3)  Did an adult or person at least 5 years older than you ever…. 
   

Touch or fondle you or have you touch their body in a sexual way? 
     or 
 Try to or actually have oral, anal or vaginal sex with you? 
 
4)  Did you often feel that. 
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 No one in your family loved you or thought you were important or   
  special? 

                                                           or 
 Your family didn’t look out for each other, feel close to each other or   
             support each other? 
 
5)  Did you often feel that… 

You didn’t have enough to eat, had to wear dirty clothes, and had no one 
to protect you?   

   or 
Your parents were too high or drunk to take care of you or take you to a 
doctor if needed?      

   
6)  Were your parents ever separated or divorced?   

7)  Was your mother or stepmother: 
   

Often pushed, grabbed, slapped, or had something thrown at her? 
                                                           or  
 Sometimes or often kicked, bitten, hit with a fist, or hit with something  

hard? 
     or 
 Ever repeatedly hit over at least a few minutes or threatened with a knife  

or a gun? 
 
8)  Did you live with anyone who was a problem drinker or alcoholic or who used 

 street drugs? 
 
9)  Was a household member depressed or mentally ill or did a household 

 member attempt suicide? 
 
10)  Did a household member go to prison?   

 
At the end of the questionnaire, the number of Yeses were totaled, and the total used as 

the ‘ACE score’.  

 While times have changed since the early 1990s, the questionnaire has not 

changed to maintain data quality over the years (R. F. Anda, personal communication, 

May 15, 2019).  The study, commonly referred to as the Kaiser study or ACE study, has 

been replicated numerous times worldwide. Consistently, the data from the replicated 
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studies have correlated with the data from the original study (Anda, 2019).  Below are 

some of the findings from the original study.   

 According to Anda, ACEs are highly interrelated.  Often when one ACE is 

reported, there are additional ACEs experienced during a person’s childhood.  Anda and 

Felitti found that ACEs are more common than once thought. During their study of 

17,000 middle class, primarily white, Kaiser Permanente members, they found that only 

33% of the population studied had identified no ACEs, 26% had one ACE, 16% had 2 

ACEs, 10% had 3 ACEs and 16% had 4 or more ACEs (Dong et al., 2004).   

The 10 questions correlate with 10 categories, organized by three different types.  

The types of household dysfunction include the categories of substance abuse, parental 

divorce or separation, mental illness, battered mothers (domestic violence) and criminal 

behavior.  Another type is neglect, which involves both emotional and physical neglect.  

The last type which is abuse; includes emotional, physical, and sexual abuse (Anda & 

Porter, ACE Interface, 2018).  Since Anda and Felitti’s study additional adverse 

childhood experiences have been added to include homelessness, poverty, discrimination, 

community violence, and poor housing quality (Dietz, 2017).  

Long-Term Effects of ACEs 

The ACE score is considered a measure of childhood “biologic stress dose” 

otherwise known as the “Dose Response’ (Anda & Porter, ACE Interface, 2019; see 

Figure 1).  There is a dose response relationship between the number of ACEs and health 

problems.  Figure 3 shows how where there is a higher dose of ACE’s, the higher the % 

of health problems.  Those with zero ACEs have few health problems.  Those with 5 or 

more ACEs tend to have a high number of health problems as adults.   
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Figure 3 shows the correlation between smoking and ACEs.  The higher the 

number of ACEs the increased likelihood of smoking during childhood or adolescence.  

Also increased is the use of tobacco as an adult which for many has resulted in Chronic 

Pulmonary Disorder (COPD) (ACE Interface, 2018).   

Figure 3 

ACE Smoking and Lung Disease 

 

From “ACE Interface, LLC Training Materials,” by R. F. Anda & L. Porter, 2018, ACE 
Interface (http://www.aceinterface.com/). Reprinted with permission. See Appendix P.  
 
 Figure 4 shows the relationship between ACE and alcoholism or marrying and 

alcoholic.  The higher the number of ACE the more likely one is to develop alcoholism or 

marry an alcoholic. In these graphs, it is evident that poor health outcomes increase with 

the number of ACEs experienced.  Insight into the correlation between ACEs and poor 

health outcomes can be gained through an understanding of neurobiology and the 

Polyvagal Theory.  
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Figure 4 

ACE and Alcoholism 

 
From “ACE Interface, LLC Training Materials,” by R. F. Anda & L. Porter, 2018, ACE 
Interface (http://www.aceinterface.com/). Reprinted with permission. See Appendix P. 

 
Neurodevelopment 

The human brain continually develops from two weeks from conception to 

approximately the mid-thirties (Bick & Nelson, 2016).  The early years are especially 

critical to brain development.  According to developmental brain biology researchers, 

brain development is shaped by genetics and experience (Bick & Nelson, 2016; Malarbi 

et al., 2017).  Genes lay the groundwork (however, scientists have also found ACEs also 

impact epigenetics; this will be covered in more detail later) for brain development and 

experiences, including prenatal influences such as the mother’s level of stress hormones, 

illnesses, or nutritional deficiencies, which further impact brain development (Bick & 

Nelson, 2016; Wilson et al., 2 004).  In addition to genetics and experiences impacting 

the brain, there are also critically sensitive developmental periods.  Sensitive periods are 

times during development when certain types of abuse can significantly impact the brains 

development and the brain is most dependent on optimal conditions (Berger, 2018).  
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When experience is less than optimal during critical periods of development, parts of the 

brain maladaptively adapt, which can cause life-long problems.   

Prenatal development is one of the most sensitive and critical periods, as is 

infancy and early childhood (Bick & Nelson, 2016; Malarbi et al., 2017; Wilson et al., 

2011).  During these times the brain and body are developing important connections 

which impact future development.  For example, on a social level, Piaget coined infancy 

as the time when the child develops trust or mistrust.  On a biological level, 

synaptogenesis occurs from 27 weeks post-gestation until approximately 2 years of age 

(Ismail et al., 2017).  During synaptogenesis the brain is forming and pruning the 

functional synapses needed for establishing neural circuits for complex behaviors 

(Tierney & Nelson, 2009).  If ACEs occur during these sensitive periods of growth, 

various parts of the brain either do not develop or develop adaptations (see Figure 5). 

Figure 5  

The Inner Brain  

 

From “ACE Interface, LLC Training Materials,” by R. F. Anda & L. Porter, 2018, ACE 
Interface (http://www.aceinterface.com/). Reprinted with permission. See Appendix P. 



 

35 
 

 
 Research has shown the consequences of ACEs and toxic stress on many aspects 

of brain development.  Children with ACEs often have reduced brain volumes and 

alterations can be found in the temporal, frontal, parietal, and occipital regions of the 

brain (Bick & Nelson, 2016).   ACEs impact the brain’s limbic system with the amygdala 

and the hippocampus all of which controls instinct and mood. The amygdala and the 

hippocampus control emotional processes, stress regulation, learning and memory and 

when these are smaller and less developed, due to the impact of stress during their 

development, multiple problems can occur (Bick & Nelson, 2016; Busso & Sheridan, 

2015).   The frontal regions of the brain are likewise highly susceptible to stress.  The 

development of that part of the brain controls emotional and cognitive functions, 

including attention, executive function, and self-regulating abilities. Studies show 

reductions in the orbitofrontal cortex and the dorsolateral prefrontal cortex of the frontal 

regions of the brain as a result of ACEs (Weber & Reynolds 2004).    

The cerebellum controls higher level learning and cognition.  Children who 

experienced ACEs were found to have decreases in the vermis, a subregion of the 

cerebellum, as well as overall reduced cerebral volumes (Bick & Nelson, 2016; Careaga 

et al., 2016).  This area of the brain appears highly impacted by stress.  Other structures 

of the brain impacted by ACEs includes the structural connectivity of the neural 

pathways which can cause a number of cognitive and emotional problems as parts of the 

brain may have difficulty communicating with each other (Anda et al., 2006; Bick & 

Nelson, 2016).    

There are key sensitive development periods during childhood that if ACEs occur, 

can significantly affect the brain structures and functions.  Early childhood, especially 
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between the ages 0 to 5, is an especially sensitive time, as a child develops the ability to 

regulate emotion, participate in social interaction, and develop neurocognitions.  Another 

critical period is between the ages of 7 and 13 when abuse, neglect or family dysfunction 

can impact cognitive processing, cross-brain communication, and perception of social 

cues (Anda & Porter, ACE Interface, 2018).   

 In addition to actual changes in the neurodevelopment of the brain, there are 

consequences to the functions of the brain as well.  This is particularly true in the areas of 

cognitive regulation resulting in deficits in executive functioning such as inhibitory 

control, working memory, planning, cognitive flexibility, and sustained attention (Bick & 

Nelson, 2016; Weber & Reynolds, 2003).  Social and emotional functions are also 

impacted in that the brain has an attentional bias toward threatening cues (Bick & Nelson, 

2016).  This means that brains impacted by ACEs tend to scan for threats more often than 

a brain not impacted by ACEs.  “Infants exposed to higher levels of interpersonal conflict 

have shown relatively greater activation in brain regions critical for emotion processing 

and stress regulation. School age children have shown increased insula and amygdala 

response to threatening faces” (Bick & Nelson, 2016, p.179).   

 Another function impacted by ACEs is the brain gets stuck in high gear. This 

means that the resting state of a person who has experienced ACEs is higher than a 

normal resting state of those not impacted by ACEs.  The result is an increase in right 

frontal cortex activation, leaving a human open to high emotional reactivity (Bick, & 

Nelson, 2016).  This amplification of the stress response is described in the Polyvagal 

Theory.  Porges wrote, Orienting in a Defensive World: Mammalian Modifications of Out 

Evolutionary Heritage. The Polyvagal Theory in 1995 around the same time Anda and 
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Felitti were uncovering the concept of ACEs (Dana, 2018).  Porges reports that the 

article, “intended to emphasize that mammals had evolved in a hostile environment in 

which survival was dependent on their ability to down regulate states of defense with 

states of safety and trust; states that supported cooperative behavior and health” (Dana, 

2018, p. x).   

Polyvagal Theory 

 The Polyvagal Theory addresses the neurobiological process which occurs in the 

brain when the brain perceives a threat.  In the Polyvagal Theory, Porges addresses the 

biology of what occurs in the survival response of fight, flight, freeze.  The Polyvagal 

Theory originated from questions about how the Vagus nerve can “be both a marker of 

resilience and a risk factor” (Dana, D., 2018, p. 4).  The Vagus nerve is part of the 

autonomic nervous system (ANS).  The sympathetic branch of the ANS, prepares humans 

for danger and releases cortisol and adrenalin for the flight, fight, freeze response.  The 

parasympathetic branch has to do with the Vagus nerve which travels up and down the 

body. Vagus means “wanderer”, because it travels through the lungs, heart, diaphragm, 

and stomach and connects the neck, thought, eyes and ears (Dana, 2018; Porges, 2007).   

 The Vagus nerve is divided into the Ventral Vagal pathway and the Dorsal Vagal 

pathway (Dana, 2018). The Ventral Vagal is related to a feeling of safety and connection 

and the Dorsal Vagal is related to survival and fear responses (seeing the world as a 

dangerous place) and results in feeling immobilized, leaving the brain and body in 

collapsed and immobilized state.  During the Dorsal Vagal process state, the heart rate 

increases, and breathing is short and shallow.  In addition to the Dorsal and Ventral Vagal 

system, the sympathetic nervous system is included in Polyvagal Theory.  The 
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sympathetic nervous system is the danger mobilization system in which, the system 

releases adrenalin and cortisol, and prepares the body for fight, fight, or freeze.  This is 

the primal response mechanism for survival that developed before civilization.  Health 

consequences for being chronically stuck in the sympathetic adrenal system and the 

Dorsal Vagal pathway include heart disease, high blood pressure, memory impairment, 

headache, neck, back and shoulder tension, stomach problems, depression, chronic 

fatigue, type 2 diabetes, and dissociation (Dana, 2018; Porges, 2007; see Figure 6).   

Figure 6  

Phylogenetic Stages of the Polyvagal Theory  

 ANS Component Behavioral Function Lower Motor Neurons 

III Ventral Vagal 
Complex 
Parasympathetic  

Social communication, 
self-soothing and 
calming, inhibit 
“arousal” 

Nucleus Ambiguus 

II Sympathetic Adrenal 
System 

Mobilization (Active 
avoidance – 
fight/flight) 

Spinal Cord 

I Dorsal Vagal Complex 
Parasympathetic  

Immobilization 
(death feigning, 
passive avoidance, 
shut down) 

Dorsal motor 
Nucleus of the 
Vagus 

From “The Polyvagal Perspective,” by S. W. Porges, 2007, Biological Psychology, 74,  
p. 116 (https://doi.org/10.1016/j.biopsycho.206.06.009). Reprinted with permission. See 
Appendix P. 
 

The Polyvagal Theory provides an explanation for why ACEs impact brain 

development and often result in life-long problems.  For the developing child’s brain, 

when the nervous system remains in sustained high alert due to adverse or traumatic 

events especially when chronic, normal brain development is derailed and can result in 

fear conditioning.  Fear conditioning impacts the amygdala and the hypothalamus which 

can result in the child being chronically anxious, angry, or hopeless (Busso & Sheridan, 
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2015).  The result can be problems with attention, learning, memory, executive function, 

and visuospatial skills.  In addition, behavioral disorders such as depression, dissociation, 

anxiety, conduct disorder and attention deficit hyperactivity disorder may develop.  

Prevalence of Childhood ACEs 

The journal Child Abuse and Neglect published a study in April 2019, which 

focused on the prevalence of ACEs among children in the USA.  The study sample 

included 45,287 children using the 2016 National Survey of Children’s Health. Parents 

reported ACEs for their children.  The ACE questionnaire was completed by parents and 

teens.  The most common reported ACE exposure was economic hardship at 22.5% and 

parental divorce or separation 21.9%.  Other ACEs included exposure to violence in the 

home or neighborhood and living in a disrupted household.  While these occurred at a 

high rate across the nation, a higher prevalence was found in rural America (Crouch 

Probst et al., 2019).  In addition, children in poverty also tended to have highly stressful 

and conflictual homes, thus often being exposed to more ACEs.  Another nationwide 

study found that one in ten children has experienced three or more ACEs and just under 

half (45%) have experienced at least one ACE (Sacks & Murphey, 2018).    

Parents with their own ACEs during childhood are more likely than those without 

ACEs to have children with behavioral and mental health problems (Schickedanz et al., 

2018).  Of the more than 2500 children studied, one-fifth had a parent who reported 

experiencing 4 or more ACEs, compared to peers who had no ACEs.  They found that the 

mother’s ACE score had a stronger influence on child outcomes than fathers 

(Schickedazet al., 2018).  The fact that parents with ACEs also propagate ACEs onto 

their own children, without intervention occurs because most parents will repeat patterns 
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of their own parents because of their own adaptations and lack of awareness or 

knowledge of healthy child rearing, or they will try to do the opposite of their parents 

without considering the child’s needs.  Lange et al. (2018) conducted a study to 

understand parenting practices impacted by ACEs.  Lange et al. (2018) found that parents 

with high ACE scores also reported higher parental stress than parents without ACEs, this 

was especially true for mothers.  Parents with a history of ACEs were more likely to 

resort to either authoritarian or permissive parenting styles – both styles which tend to 

have more negative child outcomes when compared to authoritative parenting.  This 

study shows the intergenerational transmission of trauma from one generation to the next.   

Shasta County ACE Study 

The Shasta County ACE Study was a replica of the original ACE study.  In Shasta 

County an ACE survey was conducted in 2012 (Shasta Strong Families, 

http://www.shastastrongfamilies.org/data-statistics/).  The survey was taken by 271 

persons randomly selected by robocalls. Nearly 40% of the respondents reported 4 or 

more ACEs.  Figure 7 and Figure 8 give the statistics from that 2012 community survey.   

Shasta County in the orange is significantly higher than the rest of California especially 

in all categories with the highest being family substance abuse (58%) and verbal abuse 

(55%).   
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Figure 7 

Prevalence of ACE in Shasta County 

   

From Shasta County Health & Human Services Agency 2012. (https://shastastrongfamilies.org/data-statistics/) 
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Figure 8 

Number of ACE in Shasta County 

 
From Shasta County Health & Human Services Agency 2012. (https://shastastrongfamilies.org/data-statistics/)  
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 Nearly 40% of Shasta County residents who took the survey had 4 or more ACEs.  

Shasta County has a high prevalence of poverty, children removed from the home due to 

abuse or neglect, as well as high substance abuse and homelessness (Shasta County 

Health & Human Services, 2019).  Figure 9 shows a depiction of how adverse 

community environments contribute to ACEs.  Shasta County is an extremely fragmented 

community with little cohesiveness, reflecting all the aspects shown in the diagram.  

Poverty is high in Shasta County at 23%, and 43.2% of single mother households live in 

poverty (Shasta County Health & Human Services, 2019).  Since the fires of 2018, what 

little affordable housing there was, is even more limited.  In Shasta Counties 2014-2019 

Housing & Urban Development (HUD) Housing Element report, it was identified that in 

the unincorporated areas there are only 95 vacant units for the extremely poor (less than 

30% median income) and that Shasta County needs at least 395 more very low-income 

units and another 295 low-income units (Shasta Website, (https://www.co.shasta.ca.us/ 

index/drm/planning/general-plan/2014-2019-housingelement). In addition, many of 

Shasta County Housing Unit Vouchers go unused due to a lack of landlords who will 

accept HUD vouchers (Shasta County Housing Department, 2019)   
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Figure 9 

Pair of ACEs 

 
From “A New Framework for Addressing Childhood and Community Experiences: The Building 

Community Resilience (BCR) Model,” by W. Ellis & W. Dietz, 2017, Academic Pediatrics, 17, 

p. S87 (https://doi.org/10.1016/j.acap.2016.12.011). Reprinted with permission. See Appendix P. 

 

Theoretical Foundations 

Attachment Theory 

The impact of ACEs can be explained partially by the attachment theory.  In 

addition, attachment theory can also be used for intervention for children who have 

experienced or are experiencing ACEs.  James Bowlby developed the attachment theory 

in the late 1950s and is based on the infant feeling safe and secure with its caregiver 

usually the mother (Prather & Golden, 2009).  Primal human instinct is to care for the 

infant and the infant primally depends on the mother for survival.  “In attachment theory 

it is believed that the mother-child bond is the essential and primary force in infant 

development, and thus forms the basis of coping, negotiation of relationships and 
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personality development” (Porter, 2003, p. 62).  Attachment is defined as both a 

behavioral and emotional connection with the primary caretaker.  It is instinctive to both 

the mother and the baby to bond and attach through physical behaviors such as clinging, 

sucking, closeness and emotionally this creates a feeling of safety and security for the 

infant (Porter, 2003). This is secure attachment. Most infants, approximately 65%, are 

securely attached (Colin & Low, 1991).    

A lack of the physical and emotional connection according to attachment theory 

results in less-than-optimal adaptive attachment styles to include:  

• Anxious/preoccupied/resistant/ambivalent, which comes from a lack of or 

inconsistent and unpredictable nurturing leaving the infant with an 

emotional hunger and emptiness.  

• Anxious/Avoidant, results from the infants needs not being met, such as 

refusal to sooth the infant when the infant is crying, leaving the infant 

unsure about their safety, thus they avoid contact and ignore their mothers; 

and lastly,  

• disorganized/disoriented/anxious attachment, which is a result of abusive 

parenting. These infants may appear disorganized and display fear seeing 

the caregiver as both a source of danger and inconsistent security. 

(Conners, 2011) 

Children with damaged attachment experiences also exhibit symptoms similar to children 

with ACEs. Children with anxious/avoidant attachments often have detached and 

restricted emotional awareness and have difficulty in expressing negative emotions.  

They often have a defensive posture and do not request practical assistance or emotional 
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support.  They lack trust and are unable to admit normal imperfections (Colin & Low, 

1991).  Anxious/avoidant attachments account for about 20% of the population.  Anxious 

attachments are common, approximately 35% in most US samples.  Most children with 

anxious attachment will not develop psychopathology, but they do appear to be at greater 

risk than securely attached children.   

About 10 to 15% of infants have anxious/ambivalent attachments (Colin & Low, 

1991).  These children are less persistent, less enthusiastic, and less compliant and they 

express more anger, are easily frustrated and can often be victims of exploitation and they 

develop ambivalent relationships with others (Colin & Low, 1991). Approximately 10 to 

15% of infants have disorganized attachment and these children are at risk for behavioral 

problems, aggressive/hostile behavior, and severe psychopathology (Colin & Low, 1991).  

Children need to feel safe for positive social engagement to occur (Schuengel et al., 

2009).  Children with disorders of attachment often have pervasive problems with 

relational skills.  These are the children that need positive adult relationships to begin to 

heal the wounds of disrupted attachment (Schuengel et al., 2009).  A child who is 

securely attached to a positive caregiver can “explore the environment, develop creative 

independence, self-sooth, and regulate emotion, due to the availability of rapprochement 

with a secure base in the form of a predictable nurturing relationship with a caregiver” 

(Dadds & Tully, 2019, p. 798).   

Schema Theory 

 Piaget (1954) identified schema theory as the attitudes, thoughts, and perceptions 

of how one relates to themselves, other people and other objects in life based on early life 

experience. Maladaptive schema includes dysfunctional attitudes, cognitions, and 
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attitudes (Zeynel & Uzer, 2020).  Maladaptive schema is a result of adverse experiences 

with attachment and a lack of getting emotional needs met.  Caregiver maladaptive 

schema can significantly result in the child developing maladaptive schema.  Early 

Maladaptive Schema (EMS) are “self-defeating emotional and cognitive patterns that 

begin early in our development and repeat throughout life” (Young et al., 2003). 

 As shown in Figure 10, the EMS that develop from disconnection and rejection 

domains are likely to come from detached, withholding, cold, rejecting, violent, 

explosive, unpredictable and abusive family environments.  All the maladaptive schemas 

can result in psychopathology.  There is also a belief that the EMS can be passed from 

one generation to the next if there is no intervention according to the schema theory - 

schemas drive behavior (Scott & Crino, 2014).  Young et al. (2003) believed the 

maladaptive schema’s to be present in all populations, however they are severe in those 

with psychological and behavioral problems (Scott & Crino, 2014). 

Figure 10 

Schema Domains 

From Schema therapy: A practitioner’s guide (p.14), by J. E. Young, J. S. Klosko, & M. 
E. Weishaar (2003). Guildford Press. Reprinted with permission. See Appendix P. 
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Betrayal Trauma Theory 

 Trauma Theory was first investigated by Jean Martin Charcot a neurologist from 

France during the 19th century (Kumar et al., 2011).  Charcot studied hysteria.  During 

this time, hysteria was thought to originate from the uterus, thus a hysterectomy was the 

treatment.  Charcot found that it was a psychological problem related to trauma rather 

than a physical disorder.  He determined that hysteria was a hypnotic or dissociative 

response to “having endured unbearable experiences”.  Freyd (2019) reported that 

betrayal trauma theory is a result of severe abuse at the hands of their primary caretaker 

for whom the child relies on for his/her basic needs (food, clothing, and shelter).  Freyd 

believed this wounding to be more traumatic than other traumatic events, such as natural 

disaster, due to the betrayal.  She reported the core issue is not necessarily the physical 

trauma, but instead the betrayal of trust which results in conflict between reality that the 

person the child must rely on is unsafe yet necessary for survival (Freyd, 2019).  Freyd 

also believed, since the betrayal is so painful because the child depends on that adult, 

they may develop betrayal blindness.  “Betrayal blindness is the unawareness, not-

knowing, and forgetting exhibited by people towards betrayal” (https://www.jjfreyd.com/ 

about-research, 2021).   This betrayal blindness can lead to amnesia or a tendency to 

dissociate and not remember the abuse (Freyd, 2019).  The damage to the child’s ability 

to trust is the crux of betrayal trauma and this lack of trust if not treated, caries into all 

other relationships.   

Relational Theory 

 Relational Theory holds that human development is impacted more by 

relationships than drives (Rubinstein, 2015).  In addition, the theory also consists of the 
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personal relationship one has with their various self-states.  It is when there are 

conflicting self-states a person will dissociate from the most painful self-state.   

According to relational theory, abuse stress is composed not only of the actual abuse, but 

also the disclosure of such events to others, if disclosed.  Children are naturally self-

centered; thus, they blame themselves for abuse.  When they do this, they feel their 

badness caused the abuse in order to defend against feeling powerless and to protect their 

attachment to the abusive caregiver upon whom the child relies (Levendosky & 

Buttenheim, 2000).  In relational theory healing occurs by helping the child develop a 

sense of safety with caring safe adults. 

Theoretical Framework 

Resiliency Theory 

 Resilience is defined in the Oxford Dictionary (2020) as “the ability … to spring 

back into shape” or “capacity to recovery quickly from difficulties.  However, there are 

several different views regarding what resiliency is in terms of trauma and healing.  The 

definition of resiliency has changed over the years in terms of human development.  

Some examples of the definition of resiliency include: 

• 1974, Garmezy:  "[Resilient children are] … invulnerable children … those 

children who, despite genetic, psychological, and environmental disadvantage, 

continue to adapt and perform competently." (Garmezy, 1974. p. 65) 

• 1989, Werner and Smith:  

Resilience of children, that is, their capacity to cope effectively with the internal 

stresses of their vulnerabilities (such as labile patterns of autonomic reactivity, 

developmental imbalances, unusual sensitivities) and external stresses (such as 
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illness, major losses, and dissolution of the family). Even through the most 

stressful experiences in the most terrible homes, some individuals appear to 

emerge unscathed and to develop a stable, healthy personality. (Werner & Smith, 

1989, p. 4) 

• 2010, Cicchetti:  

The attainment of positive adaptation in the face of significant adversity involves 

a developmental progression; new vulnerabilities and challenges and/or strengths 

and opportunities often emerge with changing circumstances over the life course. 

Resilience is not something an individual 'has', it is a multiply determined 

developmental process that is not fixed or immutable. (Cicchetti, 2010, p. 146) 

• 2018, Carnevali et al:  Brain morphological measures show that certain regions of 

the brain impact resiliency (Carnevali et al., 2018).   

Existing studies suggest that the structural morphology of the anterior cingulated 

cortex (ACC), particularly its cortical thickness, is implicated in the expressive 

differences in heart rate variability.  The characteristics of the ACC are linked to 

the psychological traits ascribed to a high-resilient profile and abnormal structural 

integrity of the ACC to the psychophysiological expression of stress-related 

mental health consequences. (Carnevali et al., 2018, p. 1)  

• 2019, Feder et al, Biopsychosocial model (see Figure 11):  

Genes interact with environmental influences to shape the function of neural 

circuitry and stress response systems, especially during development. 

Environmental influences additionally exert a lasting impact on neural and stress 

response system function through epigenetic modifications affecting gene 
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expression.  At the core of resilience are stress responses that are sufficient but 

not excessive, as well as rapid and efficient psychobiological recovery following 

stress exposure.  At the neural level, appropriate activation of brain regions 

mediating threat appraisal, efficient emotion regulation circuitry function, and 

neural adaptability to changing environmental contingencies support accurate 

appraisal of stressful contexts and adaptive coping.  Additionally, brain circuitry 

function sub-serving reward responses and cognitive control underlie key 

psychological factors associated with resilience including optimism and the 

capacity for cognitive reappraisal.  Accumulating evidence suggests that 

preventative and therapeutic interventions at different phenotypic levels have the 

potential to enhance resilience. (Feder et al., 2019, p. 444)  

In terms of the stress response system identified above, Li et al. (2019) identified 

the importance of a balance of oxytocin and cortisol in controlling the neuroendocrine 

stress responses.  Cortisol and adrenaline are the stress hormones that can hijack the brain 

and lead to maladaptive responses, which can lead to mental and behavioral disorders.  

Oxytocin is a neurotransmitter and a hormone involved in childbirth; however, it is also 

associated with attachment and social connection, trust, and empathy (Li et al., 2019).  

Even though each of these views of resiliency are different and evolving, they all address 

the idea of positive change or adaptation in the face of adversity with the most recent 

definition or model of resiliency described by Feder et al. in 2019.   
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Figure 11  

Resiliency 

 

From “The Biology of Human Resilience: Opportunities for Enhancing Resilience Across the 

Life Span,” by A. Feder, S. Fred-Torres, S. M. Southwick, & D. S. Charney, 2019, Biological 
Psychiatry, 86(6), 443 (https://doi.org/10.1016/j.biopsych.2019.07.012). Reprinted with 

permission. See Appendix P. 

 

Theoretical Framework Explained 

The Theoretical Framework for this study is the Resilience Theory developed by 

Traub and Boynton-Jarrett (2016). Resilience is defined as the ability to withstand, adapt 

to, and recovery from adverse experiences.  Resilience is “a complex interplay between 

the child’s genetics, natural temperament, knowledge and skills, past experiences, social 

supports, and cultural and societal resources” (Traub & Boynton-Jarrett, 2016, p. 2).  The 

brain especially in early years has plasticity.   Neuroplasticity allows for the brain, when 

possible, to repair itself.  Thus, if early interventions including strong positive adult 

connections are provided to children who have experienced trauma, recovery from ACEs 
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is possible.   Traits found in persons with high resiliency include “high self-esteem, 

internal locus of control, external attributions of blame, optimism, determination in the 

face of adversity, cognitive flexibility, reappraisal ability, social competence and the 

ability to face our fears” (Traub & Boynton-Jarrett, 2017, p. 2).   These are not traits 

generally found in children who have experienced ACEs.  Increasing the traits that aid in 

resiliency is important for a child to overcome adversity.  The authors identified building 

resiliency as being accomplished through cultivating protective factors and 

developmental internal and external assets.   

Protective Factors   

Protective factors are both internal (biological cognitive traits, genetic traits, 

temperament, and personal qualities) and external resources (a caring adult who makes 

the child feel safe or an adult who makes sure basic needs of the child are met) that assist 

in overcoming adversity (Crouch, Radcliff et al., 2019).  Protective factors are also called 

developmental assets (The Search Institute, 2009).  The Search Institute (2009) identified 

40 developmental assets which assist in resiliency.  Some of these assets are in categories 

that include safe support, empowerment, boundaries and expectations, constructive use of 

time, commitment to learning, positive values, social competencies, and positive identity 

(Search Institute, 2009).  It is through these protective factors or developmental assets 

that children (and adults) can overcome ACEs with fewer maladaptive adaptations 

(Sciaraffa et al., 2018; The Search Institute, 2009; Traub & Boynton-Jarrett, 2017).   

 Resiliency was selected as the primary lens from which this paper is written, 

because resiliency is the primary mitigating factor which determines the trajectory of a 

child’s life following ACEs.  As previously indicated all facets of a child’s life both 
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internally and environmentally either contribute to positive outcomes or negative 

outcomes, it is all dependent on the presence of and type of resiliency factors in that child 

and/or that child’s environment.  There was a time when society assumed all children 

were resilient, as often the saying could be heard that ‘children were resilient and could 

easily overcome the struggles of childhood’.  We now know that resiliency does not just 

happen.  Resiliency must be cultivated through relationships, education, instruction, 

guidance, and skill building techniques (Romero, V.E., Robertson, R. & Warner, A., 

2018).   

ACE Impact on Schools 

 Trauma-Informed Educational Practices (TIEP) can be used universally with all 

students since teachers may not know which of the children in their classrooms are being 

impacted by ACEs.  Much of the problematic behaviors and learning difficulties in 

schools can point to a student being impacted by ACEs.  Some common symptoms that 

may indicate a child is or has been impacted by ACEs can include difficulty regulating 

emotions and difficulty with certain cognitive tasks including deficits in executive 

functioning (involving inhibitory control, working memory, planning, cognitive 

flexibility, and sustained attention; Bick & Nelson, 2016).  Children who have 

experienced ACEs may have difficulty trusting, may respond with anger/aggression and 

suspicion and have difficulty making and sustaining relationships with others (Cummings 

& Swindell, 2019).   Other symptoms include hypervigilance and an exaggerated startle 

response, excessive fear and anxiety, withdrawal and avoidance of interactions or 

conflict.  Children who have experienced ACEs can appear checked out or spacy, or 

hyperactive and impulsive (Cummings & Swindell, 2019).  These children may have 
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multiple somatic complaints as well.  All the previously listed symptoms can cause 

significant academic and behavioral problems as well as classroom management 

problems.   Teachers often interpret resistant student behavior as a 'choice' the student is 

making to assert themselves in the classroom.  Often acting out classroom behavior is 

meeting a need for the student, but the behavior is a maladaptive and compensatory 

response to adversity which tends to be problematic in most settings. (Stokes & Brunzell, 

2019).  Thus, teachers benefit from being aware of the possible signs and symptoms of 

ACEs to know what the behavior might be telling about a student’s inability to cope.  

Some of the ways ACEs can impact school performance is lower student GPAs, high 

truancy rates, high drop-out rates, low reading, writing and math skills and (National 

Child Traumatic Stress Network, 2008).   

Elementary School  

 Some students in elementary school who have experienced ACEs may exhibit 

behavioral and/or academic problems, or their suffering may not be apparent outwardly at 

all (Gerrity & Folcarelli, 2008).  Some common potential behaviors seen in children 

include but are not limited to: 

• Anxiety, fear, and worry about safety of self and others (clingy with teacher or 

parent) 

• Worry about recurrence of violence  

• Increased distress (unusually whiny, irritable, moody)  

• Changes in behavior: 

o Increase in activity level 

o Decreased attention and/or concentration 
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o Withdrawal from others or activities 

o Angry outbursts and/or aggression 

o Absenteeism  

• Distrust of others, affecting how children interact with both adults and peers  

• A change in ability to interpret and respond appropriately to social cues  

• Increased somatic complaints (e.g., headaches, stomachaches, overreaction to 

minor bumps and bruises)  

• Changes in school performance  

• Recreating the event (e.g., repeatedly talking about, “playing” out, or drawing 

the event) 

• Over- or under-reacting to bells, physical contact, doors slamming, sirens, 

lighting, sudden movements  

• Statements and questions about death and dying  

• Difficulty with authority, redirection, or criticism  

• Re-experiencing the trauma (e.g., nightmares or disturbing memories during 

the day) Hyperarousal (e.g., sleep disturbance, tendency to be easily startled)  

• Avoidance behaviors (e.g., resisting going to places that remind them of the 

event) 

• Emotional numbing (e.g., seeming to have no feeling about the event). 

(Gerrity & Folcarelli, 2008) 

• Disconnection, dissociation or spacing out 

• Easily distracted or lack of motivation 
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If teachers learn to recognize these signs and symptoms, then they can positively 

intervene in the student’s life utilizing Trauma-Informed Educational Practices to 

mitigate negative outcomes for the student.    

Teachers and Trauma 

 Martin et al. (2010) found that out of 112 teachers (who had not had ACE 

training) surveyed 47% believed that abuse resulted in disruptive behaviors in the 

classroom and 52% believed that neglect resulted in disruptive classroom behaviors.  

They also found that 35% of teachers believed that abuse could impact learning and 41% 

believed that neglect could result in learning difficulties. However, 21% of the 112 

teachers reported not knowing how physical and sexual abuse might impact students.  

Thus, from these studies it seems that nearly half the teachers are aware that trauma can 

impact learning and behavior.   

Since Anda and Felitti’s original ACE study it has been determined that 

approximately 45% of children in the United States have experienced at least one ACE 

(Sacks & Murphey, 2018).  Since those children grow up and some become teachers, it 

can be assumed that a significant number of teachers may have also survived their own 

share of ACEs.  To date no studies have been conducted to see what the percentage is of 

teachers who have experienced ACEs themselves.  A biological response found with 

ACEs occurs with those who work with persons who have experienced trauma/ACEs, 

and this is called Compassion Fatigue.  Compassion Fatigue or Secondary Traumatic 

Stress occurs because of working in an environment with troubling events and traumatic 

content on sometimes a daily basis (National Child Stress Network, 2008).   It is 

important that teachers be knowledgeable of the following:  their own possible trauma 
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response and emotional triggers; student behaviors as possible signs or symptoms of 

ACEs and trauma; intervention skills for student learning and class classroom 

management that are trauma sensitive and effective; as well as self-care to decrease burn-

out potential, as unmitigated secondary trauma generally leads to a physical and mental 

breakdown of the stress response system (Fowler, 2015).  Teacher turnover tends to be 

high because of burn-out and the average new teacher lasts about 5 years (Fowler, 2015; 

Schepers, 2017). 

Trauma-Informed Educational Practices (TIEP) 

 Educators have an opportunity to intervene in students’ lives and assist in building 

resiliency by being informed.  Many authors agree that the more teachers know about 

ACEs, the resulting impacts on child development, the symptoms of ACEs, and 

interventions for helping to heal the impact of ACEs and build resilience, the better the 

student outcomes (Arincorayan et al., 2017; Bellis et al., 2017; Gardner et al., 2019).  

Teachers have the opportunity to be a secure trustworthy attachment that is often key to 

overcoming adversity as noted by numerous authors (Arincorayan et al., 2017; Gardner & 

Stephens-Pisecco, 2019).  Research has shown that one positive caring adult can make a 

difference in a child’s life (Arincorayan et al., 2017).  Teachers can promote protective 

factors in the classroom in several ways, such as assisting relationship building, teaching 

affect regulation skills, providing esteem building activities, exhibiting fortitude 

(optimism, not yielding to stress, tolerant of negative affect, setting healthy expectations 

and goals) and creating a safe environment Gardner & Stephens-Pisecco, 2019).   

According to Substance Abuse & Mental Health Services Administration 

(SAMHSA; 2014), a Trauma-Informed approach: 
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1) Realizes the widespread impact of ACE/Trauma and understands potential 

paths for recovery. 

2) Recognizes signs and symptoms of ACE/Trauma in the child, families, staff, 

and others involved in the system. 

3) Responds by fully integrating knowledge about ACE/Trauma into policies, 

procedures, and practices. 

4) Seeks to actively resist re-traumatization (of self or others) 

These are important concepts applicable in the school settings.  Educational practices in a 

trauma informed school include safety and consistency, positive engagement, and 

supportive relationships with students, teachers, and staff (Cavanaugh, 2016).  Trauma-

informed schools require a culture shift from the view that poor learning outcomes and 

problematic behavior are choices the student makes because they want to be difficult or 

disruptive, to the view that children may not be intentionally refusing to learn or 

behaving poorly out of choice (González et al., 2019).  Being trauma-informed is 

recognizing that all behavior has meaning.  Punitive practices of the past which were 

highly exclusionary through expulsions, suspensions and even the use of physical force 

are now recognized by many to not only be ineffective but often causing re-

traumatization at worst and contributes to social and economic disparities at best 

(González et al., 2019).  It is now recognized that trauma-informed practices such as 

teaching emotional regulation skills, emotional literacy and problem solving have long-

term benefits that far outweigh the punitive practices of the past.   

 As society has learned more about ACEs and how they impact child development 

as well as, the long-term negative effects of trauma into adulthood, there have been 
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several developed practices which are considered Trauma-Informed.  SAMHSA (2014) 

identified key principles, which should be evident in Trauma-Informed interventions.  

The first principle is that of safety.   Safety is the foundation of a Trauma-Informed 

practice.  One of the impacts of ACEs and trauma is a fear-based personal perspective, 

thus the main ingredients for healing ACEs is safety.  Safety must be a priority because 

without safety healing cannot occur.  Safety and security must be felt by the student both 

physically and psychologically (SAMHSA, 2014).  For safety to occur, the second most 

important principle is trustworthiness.  The student must be able to trust the teacher has 

his/her best interest in the forefront.  In addition, teachers must be able to trust 

administration to have theirs and the student’s best interests in mind in policies and 

supports.  The third principle is support.  “Peer support and mutual self-help are keys for 

establishing safety and hope, building trust, enhancing collaboration” (SAMHSA, 2014, 

p.10).  Thus, the school must also address bullying.  Trauma-Informed Practices include 

teaching students positive peer relational skills.  Teachers must also feel supported and 

safe.  The fourth principle is collaboration and mutuality.  “The organization recognizes 

that everyone has a role to play in Trauma-Informed Practices, from the student to the 

superintendent” (SAMHSA, 2014, p. 10).  Empowerment, voice, and choice are all part 

of the fifth principle.  For healing to occur all (students and teachers) must have a voice 

as well as, feel safe and supported.  Students need to feel they have choices and that they 

have a voice.    

These underlying principles are behind all evidence-based Trauma-Informed 

Practices found in schools today.  Some examples of observable behaviors which take 

these principles into mind include:  communicating boundaries and respecting others 
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boundaries; having the ability to control emotions and stay calm; exhibiting consistent 

behavior so students know what to expect; providing attention and care to all students; 

practicing unconditional, positive regard for all students; allowing students to “take 

space” as needed to self-regulate; holding all students to high reasonable standards and 

expecting them to work to their ability (Dombo &Sabatino, 2019).  There are a number of 

Trauma-Informed educational practices available for schools this research will focus on 

models such as Positive Behavior Interventions & Supports ©, Capturing Kid’s Hearts ©, 

Second Step ©, and Social Emotional Learning ©.   

Shasta County ACE Teacher Training 

 Shasta County has a long history of poor child outcomes to include high 

substance use, child neglect and abuse, high child protective services involvement; high 

numbers of children in foster care, high poverty, high homelessness, high rates of public 

assistance use and low high school completion (Shasta County, Health & Human 

Services Agency, 2019).  From 2012 to 2014, three times as many infants were removed 

from their mothers than the rest of California 38.8 per 1,000 infants were removed from 

their mother’s care compared to 12.3 per 1,000 throughout California (Shasta County 

Health & Human Services (SCHHSA, 2016).  In 2008, Shasta County recognized the 

need for change.  The Public Health department learned of the ACE study and the 

associated implications for Shasta County residents.  Shasta County Public Health 

conducted its own study of ACEs (Shasta County Health & Human Services Agency, 

2012).  Shasta County Public Health began a push to get information about ACEs into the 

hands of the public for the purposes of community change.  ACE Interface training was 

brought to Shasta County and several trainers were taught how to conduct the ACE 
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training.  Schools have been one of the primary targets, educating teachers, staff and 

parents in ACEs and Trauma Informed Care.   

ACE Interface Training © 

 The ACE Interface © Organization which disseminates educational products and 

empowerment strategies to help improve community health, was developed by Dr. 

Robert Anda the co-co-principal investigator of the ACE Study and Laura Porter, LCSW.  

Laura Porter teaches and coaches communities to effectively use Neuroscience, 

Epigenetics, ACE and Resilient (NEAR) communities to improve lives. ACE Interface© 

was developed to “put the science into the hands of the people” to develop self-healing 

communities.  The ACE Interface Master Training Education Program is an educational 

framework and strategy for rapidly disseminating information about the ACE Study, 

neurobiology which explains why ACE’s impact people’s lives and what we can all do to 

improve health and resilience for this and future generations (Anda & Porter, ACE 

Interface, 2019).   

Trauma-Informed Care /Trauma-Informed Educational Practices 

 Trauma-Informed educational practices available for schools such as Positive 

Behavior Interventions & Supports ©, Capturing Kid’s Hearts ©, Second Step ©, and 

Social Emotional Learning © have been designed to improve teacher student 

relationships and to instill and develop resiliency in students.  The programs seek to first 

develop connection (attachment) between the students and the teacher.  The programs 

teach skills for self-awareness, emotional-regulation, social connections, and relaxation 

(to decrease the fight, flight & freeze reactions to stress and ACE).   
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Summary 

The literature review discussed the Adverse Childhood Experiences Study, the 

short and long-term effects of ACEs, the ACE training, symptoms of ACEs which can be 

seen in the classroom and Trauma-Informed classrooms.  A review of the literature on 

resiliency was conducted as well.  A number of Trauma-Informed classroom practices 

and school programs have been developed over the years and these programs have been 

adopted by many schools.  Minimal research exists on teachers’ attitudes and attitudes 

about ACEs, Trauma-Informed practices, and student resiliency. 

Synthesis Matrix 

A synthesis matrix is often utilized by researchers to organize variables which are 

identified in the literature (see Appendix A).  It is a conceptual framework in a table 

format enabling the researcher to have an overview of information related to the 

variables. In this study the synthesis matrix was used to identify themes on the topic and 

to determine focus of the study. Further, the Synthesis Matrix was used to inform the 

development of the interview questions used in the qualitative portion of the study. The 

matrix cites information in related studies and contributes to the validity of the study.  
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CHAPTER III: METHODOLOGY 

Overview  

Chapter III outlines the methodology used in this study to understand if training 

teachers in ACE and related Trauma-Informed Educational Practices (TIEP) affected 

their attitudes and instructional practices to increase the resiliency of students. The 

chapter begins with the purpose statement and research questions for the study, as well as 

the research design used to accomplish the purpose of the study.  In addition, the chapter 

describes the population, target population and process used to determine the research 

sample.  The chapter outlines the instrumentation used to collect the data from the 

research sample, and validity and reliability of the instruments.  Included in the chapter is 

a description of how the data were collected, organized, and analyzed.  The limitations of 

the study are addressed.  The chapter concludes with a summary of the methodology. 

Purpose Statement 

The purpose of this convergent parallel design mixed-methods case study was to 

determine how training in Adverse Child Experiences (ACE), and Trauma-Informed 

Educational Practices (TIEP) affected the attitudes of teachers in Enterprise Elementary 

School District (EESD) regarding students who had experienced ACEs. A further 

purpose of this study was to understand if teachers in EESD perceived the training was 

effective in changing their classroom practices to support the resiliency of students who 

had experienced ACEs.  

 

 

 



 

65 
 

Research Questions 

1. To what extent do teachers in Enterprise Elementary School District indicate 

the trainings on ACEs & Trauma-Informed Educational Practices (TIEP) 

affected their attitudes towards students who had experienced ACEs? 

2. What were the perceptions of teachers in Enterprise Elementary School 

District on the effectiveness of the ACE & TIEP trainings in changing their 

classroom practices to support the resiliency of students who had experienced 

ACEs?  

Research Design 

This research study was a mixed method case study utilizing qualitative and 

quantitative research methods. The purpose of a case study is to investigate a 

phenomenon in more depth than a typical quantitative or qualitative study (Baxter & 

Jack, 2008).  Case studies, according to Tetnowski (2015), are used to investigate a 

contemporary phenomenon within its real-life context.   Baxter and Jack (2008) state that 

case studies can be used to inform professional practice or decision/policy making.  This 

study focused on a single significant case (Enterprise Elementary School District) as an 

example of the phenomena of interest (ACE and Trauma Informed Educational Practices 

trainings).  According to McMillan and Schumacher (2010), a case study is the in-depth 

exploration of a unique system to gain insight into a specific theme.  “Case studies 

provide a more complete understanding of complex situations, identify unintended 

consequences, and examine the process of policy implementation” (McMillan & 

Schumacher, 2010, p. 440).  
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The mixed methods portion of the study, the Convergent Parallel Design formerly 

known as the Triangulation Design, was used to collect both qualitative data through a 

survey offered to all district teachers and concurrently to qualitatively interview 

participants to gain a more in-depth understanding of their attitudes and perceptions on 

ACEs, TIEP, and resiliency.  According to Creswell and Clark (2017), the convergent 

Parallel design is the most well-known of the mixed method approaches and was 

originally known as the “triangulation design where two different methods were used to 

obtain triangulated results about a single topic” (p. 77).  This method utilizes the 

strengths of both qualitative and qualitative methods.  This method offers the opportunity 

to compare the data from both methods for the purposes of validation.  There are many 

benefits for utilizing the convergent design such as being an efficient way of collecting 

data as both sets of data are collected at the same time independently (Creswell & Clark, 

2017; McMillan & Schumacher, 2010).  Another benefit is data analysis of the two data 

sets can be used to compare, connect, and contrast data for further clarity and accuracy.  

The researcher analyses the data both separately and together and seeks convergence, 

corroboration, collaboration, and comparisons (see Figure 12) 

Figure 12  

Convergent Parallel Design 

 

From Designing and Conducting Mixed Methods Research (p. 69), by J. W. Creswell & 
V. L. Clark, 2017, Sage. 
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In this study, the quantitative data were collected in numeric form using a survey 

(see Appendix B).  This survey was sent out to all 180 elementary teachers in Enterprise 

Elementary School District.  While waiting for the results of the survey, 9 volunteer 

teachers were selected and interviewed to gain their perceptions as to whether these 

practices improved the resiliency of the students who had experienced ACEs.  

Conducting both the qualitative and the quantitative research at the same time, was time 

efficient and allowed the researcher to compare and contrast the data results to determine 

patterns and meaning.    

Quantitative research designs assist with decreasing researcher bias and 

increasing objectivity of the research (McMillan & Schumacher, 2010).  This was a 

nonexperimental quantitative design utilizing a survey (see Appendix B).  According to 

McMillan and Schumacher (2010), “Nonexperimental designs describe phenomena and 

examine relationships between different phenomena without any manipulation of 

conditions that are experienced” (p. 22).  Surveys are a form of qualitative 

nonexperiential design.  Surveys are utilized to identify attitudes and attitudes of the 

sample. The survey used in this study is the Attitudes Related to Trauma-Informed Care 

Scale (ARTIC) developed by The Trauma Stress Institute of Klingberg Family Centers 

(see Appendix B). 

The purpose of the qualitative research component is to gain an understanding of 

the personal views of those surveyed, as qualitative research is an interactive method 

focused on the lived experience of those surveyed (McMillan & Schumacher, 2010).  

Qualitative research according to Patton (2015) is used to gain meaning and understand 

the perceptions and experience of those interviewed.  The purpose of the qualitative 
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method is to gain an understanding of the results of the quantitative results from the 

survey.  In qualitative research, data is collected via interviews and then the researcher 

identifies themes, and these themes then assist in finding meaning and narrative behind 

the data collected in the survey and quantitative portion of the research (Patton, 2015).  In 

this study, interviews were used to identify the perceptions of the teachers regarding the 

effectiveness of trainings in ACE and TIEP in improving the resiliency of the students 

and thus improving the classroom environment.  One of the benefits of the convergent 

design is the method generally can decrease the effects of researcher bias that can 

sometimes be found in qualitative research and added qualitative interviews can increase 

the reliability of the quantitative research (Creswell & Clark, 2017).  In the convergent 

design, the data is collected through the survey for the quantitative portion of the study 

and then this data is analyzed through descriptive and inferential statistics (Creswell & 

Clark, 2017).     

Population  

A population is a group of individual participants that meet a certain criterion. 

The population of a study is a group of persons who have characteristics in common 

which separate them from other groups (McMillan & Schumacher, 2010).  The general 

population for this study was elementary teachers in California who have been trained in 

ACEs and TIEP.  According to the National Center of Education Statistics (NCES), there 

were an estimated 3.6 million full time equivalent elementary and secondary teachers in 

2017 (NCES, 2019). During the 2018-19 school year there were 148,288 elementary 

teachers in California, serving in 5887 elementary schools, with a total enrollment of 

3,010,015 students (NCES, 2019).  Elementary school teachers are likely to encounter 
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students with ACEs and subsequently have the opportunity to intervene with students 

during critical brain developmental periods (Post et al., 2020). In recent years, school 

districts in California have offered training in TIEP with elementary teachers, in 

identifying and implementing instructional practices that help students develop skills to 

improve their behaviors and academic performance (NCES, 2019).  While it is known 

that some schools have offered ACEs & TIEP training for teachers in California, no data 

exists on the extent of the training offered. Further, there was no information found on 

whether the ACEs trainings were required or voluntary for teachers to attend.   Therefore, 

the population selected for this study was elementary school teachers in California who 

have participated in ACE related TIEP training. 

Target Population    

The target population of this study was elementary teachers in Enterprise 

Elementary School District, located in Redding California.  The Enterprise School 

District is the only known school district to require training in ACEs and training in TIEP 

for all their elementary teachers. The Shasta County Public Health Department began 

training teachers on trauma informed care beginning in 2010. The Enterprise School 

District has been training educational personnel in ACE and TIEP since about 2015. This 

school district implemented the training district-wide, resulting in all instructors being 

prepared to implement TIEP in their classrooms.  

The Enterprise Elementary School District is made up of nine schools, with a total 

enrolment of 3,781 students and approximately 188 full time equivalent credentialed 

teachers. The district operates four K through 5 schools, two K through 8 schools, one 6 

through 8 school, one community day school K through 8 and one K through 12 



 

70 
 

academy. In 2017/2018, the average teaching experience was 10 to 11 years and 24 

teachers with 2 years or less experience.  The teacher student ratio was 20:1 in 

2017/2018. The district covers a large portion of Redding’s east side where there are 

pockets of significant poverty, with over 71.4% of the students on free or reduced lunch 

(California Department of Education, 2020).  According to California Department of 

Education in 2017 the statistics were reported for the school district:  

• Suspensions were 6.6% compared to the state at 3.4% and those most likely to 

be suspended were African American (14.8%), Hispanic (7.9%), homeless 

(7.8%), of two or more races (7.7%) and the socioeconomically disadvantaged 

(7.5%).  

• Chronic absenteeism was at 8.3% with 13.3% African American children, 

11.7% Native American, 9.1% Hispanic and 30.5% homeless.   

According to the superintendent the district is committed to providing emotionally 

safe environments for student learning. The mission at Enterprise Elementary School 

District is “Empowering every child, every day, to create a better world”. To support the 

implementation of trauma-informed practices, the district provided social and emotional 

education utilizing a team of school counselors who collaborated with the teachers to 

provide techniques and skills to assist students and teachers in managing emotions and 

building prosocial skills. In addition, each school has a mental health professional 

assigned to the school to assist the students and the teachers.  Teachers and support staff 

all received trained in multiple -based and innovative TIEP that included ACE training, 

Capturing Kids Hearts, Love and Logic, and Second Step curriculums.   
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The researcher e-mailed the superintendent of Enterprise Elementary School 

District to inquire about their interest in having the district participate in the research 

study (see Appendix C).  The researcher subsequently met with the superintendent to talk 

about the study.  The superintendent agreed to have the district participate in the study. 

The superintendent arranged for the researcher to present the study to the principals of the 

elementary schools in the district to gain their buy-in and interest in the outcomes of the 

study (see Appendix D).   The principals agreed to encourage their teachers to participate 

in the study. Therefore, the target population for this study was 188 teachers employed by 

the Enterprise Elementary School District.   

Sample 

The sample includes exactly who was studied.  This case study utilized the 

approach of sampling an exemplar of phenomenon of interest (Patton, 2015).  Patton 

(2015) described this method as providing, insights that stand alone as important.  The 

Enterprise Elementary School Teachers were selected as the exemplars, given the 

additional investment and trainings given to the teachers to support children struggling 

with the impacts of trauma or adverse childhood experiences.  This study also utilized a 

combination of convenience, purposeful and random sampling.  Convenience and 

purposeful sampling occur when subjects are selected based on being easily accessible 

and to best meet the needs of the study (McMillan & Schumacher, 2010). The researcher 

sent an e-mail to the superintendent of Enterprise Elementary School District.  The e-mail 

outlined the basics of the study and a request to use the elementary school teachers in the 

district (see Appendix C).  
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The sample for the quantitative survey was drawn from the target population of 

188 elementary school teachers at Enterprise Elementary School District in Redding, 

California.  All 188 teachers received an e-mail with information about the study (see 

Appendix E), the informed consent (see Appendix F), the Brandman Participant Bill of 

Rights (see Appendix G) and an introduction to the survey (see Appendix H), which 

included a link to an online survey with a yes/no statement “I have read and understand 

my rights as a research participant and agree to participate in the study (see Appendix F).  

A second e-mail was then sent to those who gave their consent to participate which 

included the link to the demographics survey (see Appendix I), and the online Attitudes 

Regarding Trauma Informed Care Survey © (see Appendix B).  It was estimated that out 

of the 188 teachers asked to take the survey, an acceptable return rate was 144 or 80%.  

Patton (2015) explained that a respondent return rate of 80% of the pool of participants 

would yield a 95% confidence level.  For quantitative studies the larger the sample size 

the greater the statistical validity (McMillan & Schumacher, 2010).   

The sample for the qualitative portion of the study consisted of those teachers 

who voluntarily responded to the e-mail request for participants, indicating their interest 

to participate in an interview. An e-mail message from the researcher describing the study 

was sent to the 180 district elementary school teachers, which included a request for 

volunteers to participate in the interview portion of the study.  This email was sent at the 

same time as the electronic survey.  The e-mail also included the researchers e-mail 

address and phone number for further contact for questions and/or to volunteer for the 

interview portion of the study.    
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The sample size for the interview portion of the study was 12 teachers from the 

Enterprise Elementary School District.  Patton (2015) stated there are no rules for sample 

size in qualitative studies, however, the size needs to be representative of the population 

being studied.  However, in qualitative studies, more interviews do not necessarily mean 

better data, due to the fact the data can reach a saturation point where the data becomes 

repetitive (Vasileiou et al., 2018). If more than 12 teachers had responded to the initial e-

mail, then a random number list was planned to be used to select the 12 participants for 

the interviews (Random Number Generator from random.org, 2020).  According to 

Patton (2015), a purposeful random sampling adds credibility to the study and can reduce 

bias.  The 12 participants who volunteered were contacted via e-mail and an appointment 

was set for a virtual interview.  The volunteers not selected for the interviews were 

contacted via e-mail and were informed of such. 

Instrumentation 

Quantitative Instrument - Survey 

In quantitative studies there are many forms of instrumentation. For the 

qualitative portion of this study the Attitudes Related to Trauma Informed Care © 

(ARTIC) scale from the Traumatic Stress Institute was selected (see Appendix B).   The 

participants were e-mailed the informed consent and Bill of Rights forms and a link to an 

informed consent survey (see Appendix F) to indicate that they had received and 

understood the informed consent provisions prior to being sent the link to the secure 

ARTIC assessment website. The ARTIC for Educators measures attitudes and attitudes of 

teachers about Trauma Informed Care/ Trauma Informed Practices.  The ARTIC 

assessment was originally developed to meet the program evaluation needs of a program 
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called Risking Connection a staff trauma training model for Trauma Informed Care 

(Baker et al., 2016).  The scale was developed by a team of experts in trauma, stress, 

school-based mental health, study design and research methodology.  When the scale was 

first developed in the early 2000s it contained 19 items and by the time the scale was 

ready to be tested there were 133 items on the scale.  The original study took 2 years and 

the final result led to three ARTIC Scales, one with 10 questions for individuals who 

have not yet implemented trauma informed care (TIC), 35 questions with 5 subscales for 

those in the beginning stages of implementing TIC practices, and finally a 45-item scale 

with five core subscales and two supplementary subscales addressing how teachers 

believed administration supported them in TIP.  For the purposes of the study the 45-

question survey was administered. The subscales include attitudes about: 

1. Underlying causes of problem behavior and symptoms  

2. Responses to problem behavior and symptoms  

3. On the Job Behavior 

4. Self-Efficacy at work 

5. Reactions to the work 

Supplemental subscales: 

6. Personal support of TIP 

7. System-wide support of TIP 

The researcher purchased a subscription to use the online edition of the ARTIC Scale 

which is housed on a confidential site which utilizes 256-bit SSL encryption for all 

communications with the survey.  According to the Traumatic Stress Institutes website 

the 256-bit SSL encryption is the current internet standard for securing transmissions of 
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data between a user and a website and is used for both banks and medical facilitates with 

strict confidentiality laws.    

 The ARTIC was selected because it is one of the first psychometric measures of 

TIP developed for educational institutions published in peer-reviewed literature. It has 

been used by both the Chicago and Baltimore city school systems and by 2017 (one year 

after it was released) had been completed by more than 25,000 professionals in the fields 

of education, health care and human services (Baker et al., 2016).   The reason the 

ARTIC was selected was because it has been widely tested in the school setting and 

specifically looks at teachers’ attitudes and attitudes (Baker et al., 2016).  ACE and 

Trauma Informed Educational Practice trainings are meant to create change which can be 

measured by the ARTIC Scale results, especially if given in a pre-test post-test.  Prior to 

being given the login information for the ARTIC each teacher was sent the informed 

consent and the Brandman Participant Bill of Rights (see Appendix G) with a link to a 

Survey Monkey survey. Once the survey was complete a link to the ARTIC and the 

confidential login were sent to the participant.  The data were collected by the 

confidential ARTIC survey platform. A comprehensive aggregated data report from the 

Traumatic Stress Institute was then sent to the researcher (see Appendix N). 

Qualitative Instrument – Interview  

 Methods for collecting qualitative data include “interviews, observations, 

questionnaires, document reviews, and audiovisual reviews” (McMillan & Schumacher, 

2010, p. 343).  For the purposes of the qualitative portion of this study, individual 

interviews were conducted.  According to Patton (2015), a phenomenological interview 

measures the life experience of participants regarding the phenomena being studied. The 
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researcher conducted virtual Zoom © interviews using semi-structured questions which 

provided or open-ended responses for the purpose of obtaining the teachers narratives for 

a phenomenological interview. The interview questions were developed by the researcher 

and emanated from the literature review of this study. All interview participants were 

given the demographic questions (see Appendix I) in written form with the participant 

assigned number prior to starting the interviews. The interviewer used a script to ensure 

the same approach was used throughout the interviews and all participants were asked the 

same interview questions (see Appendix J).  Interviews were recorded for the purposes of 

coding and analysis.  Nvivo © and frequency tables were used to identify the themes. The 

benefit of doing the interviews is that it allows for further exploration of attitudes, 

attitudes, and experience.  The data from the interviews was compared to quantitative 

data collected from the ARTIC surveys.  The emails with the survey and the request for 

interview volunteers were sent simultaneously.   

Validity and Reliability 

 In research it is important that instruments are tested for both validity and 

reliability.  According to McMillan and Schumacher (2010), researchers need to show 

validity exists.  Validity is determined by the purpose, population, and environment in 

which the study takes place.  An instrument may be valid in one setting but not in 

another.  Reliability, according to McMillan and Shumaker (2010), indicates the 

consistency with which the instrument has little error between the obtained score and the 

true score. Reliability is rated from .00 to .99. The higher the reliability the better it is.  
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Quantitative Instrument 

 The Attitudes Related to Trauma Informed Care Survey tool was originally 

developed by the Traumatic Stress Institute in 2001 as a 19-item measure developed as a 

program evaluation of a trauma-informed training called Risking Connection.  The 

original instrument was very limited thus the researchers decided to address the 

limitations by conducting extensive mixed methods studies to revise the tool (Brown & 

Baker, 2016).  The tool was evaluated by using a sample of 760 staff employed in 

education, human services, and healthcare. 165 of the participants worked specifically in 

education. Validity indicators were analyzed using Pearson’s product moment 

correlations (Baker et al., 2016).  Confirmatory factor analysis revealed that the seven-

factor model fit the data well.  The tool was then tested on 888 education professionals.  

The tool has now been used widely since 2016 and by 2017 had been administered to 

over 25,000 professionals.  

 Using Cronbach’s alpha, the ARTIC demonstrated excellent internal consistency 

and reliability (a=.93) for the ARTIC 45 and the subscale alphas ranged from respectable 

to very good (Baker et al., 2016).  “The test-retest reliabilities were determined using 

Pearson’s product moment correlations.  Test-Retest correlations were strong, with 

correlations of 8.4 at .84 at less than 120 days, .80 at 121 – 150 days, and .76 at 151-180 

days” (Baker et al., 2016, p. 68).  The scale was tested on a total of 888 education 

professionals.  Additionally, the scale has been used worldwide in places such as the 

United Kingdom, Australia, Japan, Sweden, Philippines, and Iran, and it has shown the 

same reliability (J. Engle of Traumatic Stress Institute, personal communication, January 

23, 2020).   
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Qualitative Instrument Validity 

 In qualitative instruments validity is determined by degree to which the 

instrument measures what is supposed to be measured (Roberts, 2010). The content of the 

interview questions was determined from the literature review.  The synthesis matrix (see 

Appendix A) provided the basis for the content related to trauma-informed practices and 

resiliency.  In order to ensure validity of the interview questions used for the qualitative 

portion of the interview, the questions were first tested by interviewing one teacher under 

the observation of a person with a doctorate degree who had experience in research.  For 

the field test the observer and the interviewee gave verbal and written feedback on the 

research questions and the delivery of those questions.  They both received the Interview 

Review form (see Appendix K). The teaching expert and the research expert each gave 

independent feedback to improve the questions and the interview experience. 

Adjustments were made to the interview script and questions (see Appendix K) according 

to the feedback received.  The Alignment of Research Questions, Interview Questions, 

and Supporting Literature table (see Appendix L) indicates the research utilized to 

develop the interview questions and how they relate to the study’s Research Questions.  

The alignment between the Research Questions, interview questions, and the literature 

supports the validity of the interview instrument. 

Qualitative Instrument Reliability  

To ensure reliability, the same questions were asked of every participant.  NVivo 

was utilized to improve the accuracy of the coding and assisted with identifying themes.  

Further, 10% of the surveys were coded by another researcher for intercoder reliability. 



 

79 
 

Lastly, interviews were recorded and professionally transcribed to ensure the accuracy of 

the analysis.   

Data Collection 

Data for this mixed methods study were collected from a quantitative survey and 

a qualitative interview.  Prior to data collection the researcher e-mailed the 

superintendent of Enterprise Elementary School District informing him of the study and 

requesting to meet further to obtain permission to use the district for the study (see 

Appendix C).  Following meeting the superintendent, the researcher was invited to a 

leadership meeting with the principals of the district.  A letter was given to the principals 

outlining the study and requesting permission to survey and interview the elementary 

school teachers at their schools (see Appendix D).  Prior to collecting data, Brandman 

University Institutional Review Board (BUIRB) approval was then obtained by the 

researcher to ensure protection of all participants (see Appendix M).     

Quantitative Data 

For the quantitative component of the study the ARTIC measurement scale 

Internet link and letter of explanation, invitation for participation, Informed Consent and 

Bill of Rights were e-mailed from the researcher to administrative secretary. The 

administrative secretary forwarded these documents) and an informed consent survey  

e-mail link to all district elementary school teachers May 30, 2020.  The e-mail outlined 

the details such as the purpose of the study, as well as that participation was voluntary, 

anonymous and could be discontinued at any time.  The e-mail explained that only 

aggregate data would be gathered from the survey.  Also, in the e-mail was the offer to e-

mail the researcher to volunteer to be interviewed further for the qualitative portion of the 
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study.  Following the receipt of the Informed Consent survey the link to the ARTIC was 

sent to those teachers via e-mail. The surveys were made available to the teachers for two 

weeks. After the first week the administrative assistant resent the first e-mail in an 

attempt to capture additional participants.    

Qualitative Data 

The e-mail sent to the teachers asked for volunteers willing to participate in the 

interviews. Interested teachers e-mailed or called the researcher indicating their interest. 

If more than 12 participants responded, the participants would have been selected using a 

random number process. Each participant would have been assigned a number to protect 

their identities.  Those numbers would have been placed in a Random Number Generator 

(Random Number Generator from Random.org, 2020).  The first 12 numbers selected 

would have been the participants and those participants were contacted via e-mail or 

phone to set up the interviews.   The researcher conducted the interviews in confidentially 

via Zoom virtual video conferencing. Prior to the interview all participants were sent the 

informed consent, Bill of Rights, and a link to a Monkey Survey demographic 

questionnaire.  The researcher interviewed the participants utilizing the script to remain 

consistent with all interviewees.  The interviewer also asked follow-up questions when 

necessary to gain clarity and better understand the participants’ answers.   

Interviews were recorded with participant permission for the purposes of coding 

and analysis. To ensure confidentiality numbers were used instead of names for the 

interviews.  Interviews were conducted via Zoom software, which also transcribed the 

transcription and summarization.  The coding and analysis were conducted using NVivo 

a well-known software program used for coding and analyzing qualitative data.   
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Data Storage 

 The ARTIC is an electronic survey collected and stored on the Traumatic Stress 

Institute’s secure server. The ARTIC is housed on a highly confidential password 

protected server with strong firewalls and privacy protections.  The data were securely 

maintained and stored on the secure ARTIC platform with the Traumatic Stress Institute 

and the researcher had access to confidential reports protected with a password known 

only to the researcher. The data collected from the interviews were also kept in a secure 

location maintained by the researcher.  For all data collected each teacher was given a 

unique number to protect the participant’s identity.  All data were stored securely and 

safely, and password or lock protected.  The data were stored for 3 years before being 

destroyed by the researcher.   

Data Analysis 

This study used the convergent parallel mixed method approach, which includes 

both quantitative and qualitative analysis.   The quantitative data were collected via the 

ARTIC Survey online.  The qualitative data were collected through recorded Zoom 

interviews.  The data collection occurred simultaneously. The data were analyzed both 

separately and together.  The data gathered was from Enterprise Elementary School 

District teachers.  Artifacts from the schools and classrooms including newsletters, lesson 

plans and pictures of bulletin boards and classroom layout were collected to further 

analyze the Educational Practices occurring in the classroom and around the school.   

Quantitative Data Analysis 

 Following the completion of the survey the quantitative data were analyzed. In 

this study Enterprise Elementary school teachers were surveyed regarding their attitudes 
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and attitudes regarding ACE Trainings and TIC practices implemented at the district.  

The data were analyzed via The Traumatic Stress Institute of Klingberg Family Centers 

ARTIC Scale secure online platform data analysis system which utilized Qualtrics © 

Software for analyses.  The ARTIC provided a comprehensive report to the researcher 

(see Appendix N). The report included narrative explanations and graphs showing the 

overall aggregate results of the district, and schools using the subscales and overall 

scores. The minimum number to provide an aggregate value was 10.  It also compared 

the aggregate data with schools of similar educational profiles.  In addition to 

demographic questions contained in the ARTIC survey, the scale consisted of 45 Likert 

contrasting questions.  The seven-point Likert scale questions asked for teachers’ 

attitudes and attitudes regarding adverse childhood experiences of students, trauma-

informed practices and self-efficacy in trauma-informed response, student resiliency and 

institutional support.  The researcher accessed and downloaded the report. The aggregate 

data were organized and compared and contrasted to gain perspectives and insights. The 

aggregate data were reported using graphs and tables in Chapter 4, and findings 

identified. Themes were analyzed and then compared with the qualitative survey results 

and artifact analysis.    

Qualitative Data Analysis  

 The qualitative data were gathered through recorded Zoom interviews with the 10 

elementary school teachers.  Analysis for qualitative data begins when conducting the 

interviews by noting emergent patterns and possible themes (Patton, 2015).   Following 

the interviews all raw data were inventoried and organized and safely secured.  Recorded 

Interviews were uploaded and transcribed utilizing transcription software.  Then the 
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transcripts were read by the researcher and themes were identified.  Content analysis after 

the data were coded using NVivo an electronic coding software dividing the data into 

themes, categories, and patterns (Patton, 2015).  NVivo© (QSR International Pty Ltd, 

2019) software provides a way for researchers to organize content, store, code, retrieve, 

compare, and link data.  Frequency tables were used to find consistent themes and 

repeated phrases. A second researcher also coded 10% of the interviews to ensure 

consistency and interrater reliability. According to Patton (2015) interrater reliability is 

appropriate with semi-structured interviews, where the same questions are asked in the 

same order.  Once the coding analysis was complete, the researcher identified the 

findings that emerged from the interviews. The researcher then compared and contrasted 

the quantitative data analysis with the qualitative data analysis utilizing deductive 

analysis in order to answer the research questions 

Limitations 

One of the primary limitations of this study is it was conducted with only one 

small school district of 188 teachers. According to McMillan and Schumacher (2010), the 

larger the number for a sample size the more the results can be considered credible for a 

quantitative study. Only 59 of 188 people is a very small sample size for a quantitative 

study.  Also, only 9 of those 188 were interviewed thus the results may not generalize to 

the larger population of all elementary school teachers.  A limitation with the small 

number of responses it that it is possible that only those most enthused about TIEPs may 

have responded, thus not possible showing the full picture of the 180 teachers at EESD.  

A limitation of the ARTIC © Scale usage was that the research was unable to obtain the 

demographics or the raw data for further analysis.  Another limitation is that of potential 
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bias of the researcher.  The researcher was a Shasta County Department of Health trainer 

in Adverse Childhood Experiences (see Appendix O) with extensive knowledge of child 

development and how ACEs and Trauma impact on brain development and the long-term 

effects of ACEs.  Another limitation was that during this study, the COVID-19 pandemic 

restrictions and distance learning occurred.   

Summary 

This study was a convergent parallel mixed methods case study which combined 

qualitative and quantitative data as well as artifacts to answer the study’s research 

questions. The population selected was elementary school teachers and the sample was 

survey respondents from Enterprise Elementary School District in Redding, California.  

The quantitative data were collected via an electronic survey called the ARTIC.  The data 

from the ARTIC were analyzed utilizing descriptive and inferential statistics.  Numerical 

data were collected to identify the attitudes of teachers regarding learning and behavioral 

problems and ACEs and TIC classroom practices.  The qualitative method used to collect 

data was structured interviews with elementary school teachers through open ended 

questions designed to assist in answering the research questions.     

 The purpose of this study was to determine teachers’ attitudes regarding ACEs as 

an explanation for student behavioral and learning problems.  Also, this study was 

designed to learn the perceptions of the teachers regarding the TIC practices taught and 

implemented in the district in terms of effectiveness for classroom management.  Chapter 

IV contains the results of the data collection, the findings, and the combined analysis of 

both the qualitative and quantitative results.  Chapter V discusses the findings, 

conclusions, and makes recommendations for further research.  
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CHAPTER IV: RESEARCH, DATA COLLECTION, AND FINDINGS 

Overview 

Chapter IV provides a summary of the purpose, research questions, methodology, 

data collection procedures, and population sample.  The demographic data of the teachers 

at Enterprise Elementary School District who responded to the survey or participated in 

the interviews are also summarized.  In addition, this chapter presents a synthesis and 

report of the findings of the data collected as related to the research questions.  The 

chapter concludes with a brief summary of the findings.  

Purpose Statement 

The purpose of this convergent parallel design mixed methods case study was to 

determine how training on the ACEs and TIEP affected the attitudes of teachers in 

Enterprise Elementary School District towards (with) students who had experienced ACE 

and/or trauma. A further purpose of this study was to understand if teachers in Enterprise 

Elementary School District perceived the training was effective in changing their 

classroom practices to support the resiliency of students who had experienced ACEs. 

Research Questions 

1. To what extent do teachers in Enterprise Elementary School District indicate 

the trainings on ACEs & TIEP affected their attitudes towards students who 

had experienced ACEs? 

2. What were the perceptions of teachers in Enterprise Elementary School 

District on the effectiveness of ACEs & TIEP trainings in changing their 

classroom practices to support the resiliency of students who had experienced 

ACEs?  
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Research Methods and Data Collection Procedures 

This research study was a mixed method case study utilizing qualitative and 

quantitative research methods. The purpose of a case study was to investigate a 

phenomenon in more depth than a typical quantitative or qualitative study (Baxter & 

Jack, 2008).  Case studies according to Tetnowski (2015), are used to investigate a 

contemporary phenomenon within its real-life context.   Baxter and Jack (2008) state that 

case studies can be used to inform professional practice or decision/policy making.  This 

study focused on a single significant case (Enterprise Elementary School District) as an 

example of the phenomena of interest (ACE and TIEP) trainings.  According to 

McMillan and Schumacher (2010), a case study is the in-depth exploration of a unique 

system to gain insight into a specific theme.  “Case studies provide a more complete 

understanding of complex situations, identify unintended consequences, and examine the 

process of policy implementation (McMillan & Schumacher, 2010, p. 440).”  

The mixed methods portion of the study, the Convergent Parallel Design formerly 

known as the Triangulation Design, was used to collect both qualitative data through a 

survey offered to all district teachers and concurrently to qualitatively interview 

participants to gain a more in-depth understanding of their attitudes and perceptions on 

ACEs, TIEC, and resiliency.  According to Creswell and Clark (2017), the convergent 

Parallel design is the most well-known of the mixed method approaches and was 

originally known as the “triangulation design where two different methods were used to 

obtain triangulated results about a single topic” (p. 77).  This method utilizes the 

strengths of both qualitative and qualitative methods.  This method offers the opportunity 

to compare the data from both methods for the purposes of validation.  There are many 
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benefits for utilizing the convergent design such as being an efficient way of collecting 

data as both sets of data are collected at the same time independently (Creswell& Clark 

2017; McMillan & Schumacher, 2010).  Another benefit is data analysis of the two data 

sets can be used to compare, connect, and contrast data for further clarity and accuracy.  

The researcher analyses the data both separately and together and seeks convergence, 

corroboration, collaboration, and comparisons (Schoonenboom & Johnson, 2017; see 

Figure 12). 

In this study, the quantitative data were collected in numeric form using a survey 

(see Appendix B).  This survey was sent out to all 180 elementary teachers in Enterprise 

Elementary School District.  While teachers were taking the survey, 9 volunteer teachers 

were selected and interviewed to gain their perceptions as to whether these practices 

improved the resiliency of the students who had experienced ACEs.  Conducting both the 

qualitative and the quantitative research at the same time, was time efficient and allowed 

the researcher to compare and contrast the data results to determine patterns and meaning.    

Quantitative research designs assist with decreasing researcher bias and 

increasing objectivity of the research (McMillan & Schumacher, 2010).  This was a 

nonexperimental quantitative design utilizing a survey (see Appendix B).  According to 

McMillan and Schumacher (2010), “Nonexperimental designs describe phenomena and 

examine relationships between different phenomena without any manipulation of 

conditions that are experienced” (p. 22).  Surveys are a form of qualitative 

nonexperiential design.  Surveys are utilized to identify attitudes of the sample. The 

survey used in this study is the Attitudes Related to Trauma-Informed Care Scale 
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(ARTIC©) developed by The Trauma Stress Institute of Klingberg Family Centers (see 

Appendix B). 

The purpose of the qualitative research component is to gain an understanding of 

the personal views of those surveyed, as qualitative research is an interactive method 

focused on the lived experience of those surveyed (McMillan & Schumacher, 2010).  

Qualitative research according to Patton (2015) is used to gain meaning and understand 

the perceptions and experience of those interviewed.  The purpose of the qualitative 

method is to gain an understanding of the results of the quantitative results from the 

survey.  In qualitative research, data is collected via interviews and then the researcher 

identifies themes, and these themes then assist in finding meaning and narrative behind 

the data collected in the survey and quantitative portion of the research (Patton, 2015).  In 

this study, interviews were used to identify the perceptions of the teachers regarding the 

effectiveness of trainings in ACE and Trauma Informed Educational Practices in 

improving the resiliency of the students and thus improving the classroom environment.  

One of the benefits of the convergent design is the method generally can decrease the 

effects of researcher bias that can sometimes be found in qualitative research and added 

qualitative interviews can increase the reliability of the quantitative research (Creswell & 

Clark, 2017).  In the convergent design, the data are collected through the survey for the 

quantitative portion of the study and then this data are analyzed through descriptive and 

inferential statistics (Creswell & Clark, 2017).     

Population  

A population is a group of individual participants that meet a certain criterion. 

The population of a study is a group of persons who have characteristics in common 
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which separate them from other groups (McMillan & Schumacher, 2010).  The general 

population for this study was elementary teachers in California who have been trained in 

ACEs and Trauma Informed Educational Practices.  According to the NCES (2019), there 

were an estimated 3.6 million full time equivalent elementary and secondary teachers in 

2017. During the 2018-19 school year there were 148,288 elementary teachers in 

California, serving in 5887 elementary schools, with a total enrollment of 3,010,015 

students (NCES, 2019).  Elementary school teachers are likely to encounter students with 

ACEs and subsequently have the opportunity to intervene with students during critical 

brain developmental periods (Post et al., 2020). In recent years, school districts in 

California have offered training in TIEP with elementary teachers, in identifying and 

implementing instructional practices that help students develop skills to improve their 

behaviors and academic performance (NCES, 2019).  While it is known that some 

schools have offered ACEs & TIEP training for teachers in California, at the time this 

study was started there was no significant data on the extent of the training offered.  

Further, there was no information found on whether the ACEs trainings were required or 

voluntary for teachers to attend.  Therefore, the population selected for this study was 

elementary school teachers in California who have participated in ACE related TIEP 

training. 

Target Population    

The target population of this study was elementary teachers in Enterprise 

Elementary School District, located in Redding California.  The Enterprise School 

District is the only known school district in Shasta County to require training in ACEs 

and training in TIEP for all their elementary teachers. The Shasta County Public Health 
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Department began training teachers on trauma informed care beginning in 2010. The 

Enterprise School District began training in ACE and TIEP around 2015.  

The Enterprise Elementary School District is made up of nine schools, with a total 

enrolment of 3,781 students and approximately 188 full time equivalent credentialed 

teachers. The district operates four K through 5 schools, two K through 8 schools, one 6 

through 8 school, one community day school K through 8 and one K through 12 school.  

According to the superintendent the district is committed to providing emotionally 

safe environments for student learning. The mission at Enterprise Elementary School 

District is “Empowering every child, every day, to create a better world”.  To support the 

implementation of TIEPs, the district provided social and emotional education utilizing a 

team of school counselors who collaborated with the teachers to provide techniques and 

skills to assist students and teachers in managing emotions and building prosocial skills. 

In addition, each school has a mental health professional assigned to the school to assist 

the students and the teachers.  Therefore, the target population for this study was 188 

teachers in the Enterprise Elementary School District. 

Sample 

The sample includes exactly who was studied.  This case study utilized the 

approach of “sampling an exemplar of phenomenon of interest” (Patton, 2015).  Patton 

(2015) described this method as providing, insights that stand alone as important.  The 

Enterprise Elementary School Teachers were selected as the exemplars, given the 

additional investment and trainings given to the teachers to support children struggling 

with the impacts of trauma or adverse childhood experiences.  This study also utilized a 

combination of convenience, purposeful and random sampling.  Convenience and 
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purposeful sampling occur when subjects are selected based on being easily accessible 

and to best meet the needs of the study (McMillan & Schumacher, 2010).  

The sample size for the quantitative portion of this study was 59 participants, who 

represented 31% of the target population. While there is no agreement in the literature 

regarding sufficient sample size for convergent mixed methods studies, it is appropriate 

to select a sample that will allow for a sufficient number to answer the research questions 

and gain insights from the participants (Creswell, 2006).  Creswell (2006) indicated that, 

“The sample needs to be large enough for statistical procedures to be used that will make 

it possible for the researcher to draw inferences with some confidence that the sample 

reflects the characteristics of the entire population” (p. 113.). Triangulation of the results 

of the convergent mixed methods design with 59 participants who completed the 

quantitative portion of the study combined with 9 (1 recorded interview of the 10 

interviews was damaged and could not be used) individuals who completed interviews 

was determined by the researcher to be of sufficient size to gain insights into the case 

study population of 188, especially given the constraints of the COVID-19 pandemic. 

The email containing the survey link and the request for interview volunteers was sent in 

early 2020 just as COVID-19 was beginning to spread and COVID-19 pandemic 

restrictions were put into place.  The school was in the process of setting up distance 

learning and both teachers and administrators were stretched thin due to the stress 

induced both by the pandemic and with the pandemic restrictions and distance learning.   

The sample size for the interview portion of the study consisted of nine teachers 

from the Enterprise Elementary School District who volunteered to be interviewed.  Only 

10 teachers volunteered, thus the desired 12 interviews did not occur. As stated above, 1 
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interview recording was damaged, thus only 9 interviews were transcribed and coded.   

Patton (2015) stated there are no rules for sample size in qualitative studies, however, the 

size needs to be representative of the population being studied.  However, in qualitative 

studies, more interviews do not necessarily mean better data, due to the fact the data can 

reach a saturation point where the data becomes repetitive (Vasileiou et al., 2018).  

Sample Demographic Data 

For the Quantitative portion of the study, the survey was sent to 188 teachers in 

Enterprise Elementary School District.  Of the 188, 59 completed the survey for a 

response rate of 31.4%. Demographic data for the ARTIC Survey were unavailable, as 

the Traumatic Stress Institute (TSI) does not release the demographic information for the 

purposes of maintaining strict confidentiality.  The lack of data from the ARTIC made in-

depth data analysis challenging.   

 For the qualitative portion of the study there were nine participants. Of the 

participants participating in the interviews there were one male and eight females.  Two 

of the interview participants had master’s degrees and seven had bachelor’s degrees. 

Table 1 represents the demographics of the nine interviewees.  Eight of the interviewees 

had more than 6 years of teaching experience with eight of them also having 6 or more 

years teaching experience in EESD.  Seven of the teachers were older than 35 years.   

Table 1  

Qualitative Demographics 

Years Teaching Years with Organization Age 
3 = < 20 2 = < 20 1 = < 65 
1 =16-20 1 = 16-20 3= 45-54 
1 =11-15 2 = 11-15 3 = 35-44 
3 =6-10 3 = 6-10 2 = 25-34 
1 = 1-5 1 = 1-5 1 None 
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Presentation and Analysis of Data 

 This research study used a convergent parallel mixed methods case study design.  

This allowed the researcher to use both numerical analysis and narrative understanding, 

to answer the research questions.  Interviews were conducted at the same time in that a 

link to an electronic online survey, the Attitudes Regarding Trauma Informed Care 

(ARTIC), was sent to teachers via e-mail and volunteers were requested, selected, and 

interviewed.  The data presented begins with the quantitative analysis of the ARTIC 

survey provided to the study participants by the TSI. TSI is the organization that designed 

the survey as well as collected, aggregated, and disseminated the data for the ARTIC.  

While the Traumatic Stress Institute administered the ARTIC, the researcher began the 

qualitative research using semi-structured interviews.  The researcher analyzed the 

interview data using NVivo, a qualitative data analysis software application.  Both the 

quantitative data and the qualitative data were collected to identify the attitudes of the 

teachers at Enterprise Elementary School District (EESD) regarding adverse childhood 

experiences and trauma informed educational practices.  The quantitative and qualitative 

results of the analysis are presented for each of the research questions.   Artifact data was 

not collected due to the pandemic and visitors were not allowed on school grounds.  

Teachers who had indicated they would send artifacts via email did not send those 

artifacts.  Thus, no artifacts were analyzed.   

Quantitative Data Analysis 

To collect quantitative data for this research study, the Attitudes Regarding 

Trauma Informed Care Survey (ARTIC) (see Appendix B) was administered by the 

Traumatic Stress Institute.  The researcher provided the Institute with the   
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e-mails of the 188 teachers in Enterprise Elementary School District.  Fifty-nine teachers 

voluntarily participated in the survey portion of the study. The survey consists of 45 

questions with questions addressing the possible beliefs of teachers using a 7-point scale.  

A sample question is provided in Figure 13.   

Figure 13  

Sample ARTIC Question 

 

 The ARTIC instructions to the participants state, “For each item, select the square 

along the dimension between the two options that best represents your personal belief 

during the past two months of your job.”  The data were aggregated by TSI to identify the 

overall attitudes of the teachers regarding adverse childhood experiences/ trauma and the 

trauma informed practices put into place within the district.    

The ARTIC scores range from 0 to 7.  Scores are reported as means and percentile 

ranks.  A mean score is the average of a group of individual respondent scores (Patton, 

2015).  Percentile ranks show how the mean score compares to large representative 

samples in the education sector.  The percentile rank of the score is the percentage of 

scores in the sample that are equal to or lower than it.  For example, a score at the 55th 

percentile means that the score is greater than 55% of the people in the sample.  The 

sample for the percentages consisted of number of teachers who had taken this education 

version of the ARTIC, which TSI reported was 888. 
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In addition to the data from the 45 items were further organized into 7 subscale 

scores. These subscale scores provided indicators for understanding the teacher’s beliefs 

and attitudes regarding TIC/TIP as outlined below: 

1. Underlying Causes of Problem Behavior and Symptoms. This subscale 

measured whether teacher attitudes endorse the view that student behavior and 

symptoms are adaptive and malleable versus intentional and fixed.   

2. Staff Responses to Problem Behavior and Symptoms.  This subscale 

measured teachers’ attitudes about whether teacher responses to problem 

behavior should focus on the importance of the relationship, flexibility, 

kindness, and safety as the agents of change versus focus on accountability, 

consequences, and rules as the agent of change.    

3. Empathy and Control.  This subscale measured teachers attitudes about 

whether teachers’ behaviors tend to be empathy-focused versus control-

focused.   

4. Self-Efficacy at Work.  This subscale measured teachers attitudes about 

whether teachers feel able and confident to meet the demands of working with 

traumatized students versus feeling unable to meet the demands.    

5. Reactions to the Work. This subscale measured teachers attitudes about 

whether teachers recognize the effects of secondary trauma/vicarious trauma 

and cope by seeking support versus minimizing the effects of 

secondary/vicarious trauma and cope by ignoring or hiding the impact.    

6. Personal Support for Trauma-Informed Care/Practices.  This subscale 

measured teachers’ attitudes about whether teachers feel supportive of and 
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confident about, implementation of Trauma Informed Practices (TIP) versus 

concerns regarding the implementation of TIP.   

7. System-Wide Support for Trauma-Informed Care/Practices.  This 

subscale measured teacher attitudes about whether the wider system (i.e., 

administration, the school, the district, etc...) supports TIP versus does not 

support TIP.   

 Figure 14 shows that the mean score of 5.05 for subscale 7.  What this indicates is 

that most of the EESD survey respondents reported that they felt the wider system was 

supportive of trauma-informed educational practices.   Scores on each scale range from 1 

to 7, with a 1 not being a favorable view of the support the teachers felt they received and 

a 7 being completely viewing the overall system as supportive of TIP.  A mean score of 

5.05 means that most of the teachers who responded to the survey felt there was 

supportive of TIEP. 

Figure 14  

System Support for Teachers in Using Trauma Informed Practices  
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Qualitative Data Analysis  

 Qualitative interviews were conducted in this convergent mixed methods case 

study, to provide context and gain insight into the lived experience of the teachers and to 

build further on the results of the data received regarding the survey.  The researcher 

developed an interview script with the two research questions broken into 10 questions 

with probing prompts (see Appendix J).  Questions addressed the teachers attitudes 

regarding ACEs and TIEP trainings, student behavior, signs of resiliency and the impact 

of COVID-19 on these issues.  The same script was used for all interviews.  Each 

interview was completed utilizing Zoom © video-conferencing software.  Each interview 

was recorded and transcribed.  Nine teachers form the EESD participated in the 

interviews.  The interviews began with an introduction and an overview of the research 

study to build trust and rapport between the researcher and the interviewee.  The 

interview transcripts were analyzed by the researcher using NVivo software to determine 

the frequency of the themes found in the interview transcripts.  Themes were established 

when the participants gave a similar comment four or more times across all nine 

interviews. The data were used to establish the themes to answer the two main research 

questions. 

Research Question Results 

Research Question 1    

To what extent do teachers in Enterprise Elementary School District in Shasta 

County indicate the trainings on ACEs and TIEP affected their attitudes towards students 

who have experienced ACEs? 
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Quantitative Data  

 Figure 15 is a summary of the seven ARTIC Survey subscales.  Each subscale is 

reviewed below.   

Figure 15 

Summary of the ARTIC-45, Seven Subscales 

 

 

 

      

 

 

 

 

 

        

 

 The Underlying Causes Subscale or Subscale 1 in Figure 15, focuses on teachers 

attitudes regarding what the underlying causes are of problem behavior, meaning is 

problem behavior willful, intentional, and fixed or are problem behaviors simply 

symptoms of trauma that are adaptive, and malleable (TSI, 2020).  The mean score for 

the answers was 5.20, meaning that on the scale of 1 to 7, the majority of the 59 teachers 

attitudes supported the concept that student behavior/symptoms were considered adaptive 

and malleable rather than intentional and fixed.   EESD scored in at the 54th percentile 
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range, indicating that the 59 teachers responded as more trauma-informed than 54% of 

the 888 teachers who had taken this version of the ARTIC.   

The Responses Subscale or Subscale 2 in Figure 15 focuses on teacher attitudes 

that support positive responses to problem behavior based on relationship building, 

flexibility, and kindness (TSI, 2020).  The mean score for the Responses Subscale was 

5.59 meaning that on the scale of 1 to 7, the 59 teachers’ average indicated that their 

attitudes support responding to problem behavior based on relationship building, 

flexibility, and kindness rather than accountability, consequences, and rules.  This score 

place EESD at the 65th percentile, which indicates that compared to other 

teachers/districts, EESD is on its way to become a Trauma-Informed Educational 

Organization.  This is also the highest rated among the seven subscales.   

The Empathy and Control Subscale, Subscale 3 in Figure 3, indicates the teachers 

attitudes support empathy-focused professional behavior rather than control-focused 

teacher behavior when working with students exposed to trauma (TSI, 2020).  The mean 

score was 5.60 out of 7.  This score placed EESD in the 61st percentile.  Wink et al. 

(2020) found that teachers higher in empathy reported more positive mindsets about 

student behavior, had greater competence in handling problem behavior, had increased 

use of effective problem-solving strategies, had greater relationship closeness with 

students and lower levels of job burnout.   

In the Self-Efficacy Subscale, the 4th subscale in Figure 15, the teachers’ attitudes 

support feeling confident meeting the demands of the students suffering from trauma 

(TSI, 2020).  The mean score was 5.65 out of 7 indicating that the majority of the 

teachers who answered the survey felt somewhat confident in their abilities to respond to 
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students in a trauma-informed manner.  This score places EESD in the 50th percentile in 

this subcategory.  This was the lowest subcategory (see Figure 15) indicating teachers 

had a possible a lack of confidence in their ability to implement trauma informed skills 

and practices in the classroom that they had learned in the trainings.  According to Larsen 

and Samdal (2011), the greater a teacher’s self-efficacy in applying and using the trauma 

informed skills, the more likely they are to utilize those skills.  They also noted that the 

opposite is also true.  The less competent the teachers felt in using the skills, the less 

likely they were to utilize those skills.   Bandura, coined the term “Self-Efficacy” and 

defined it as “Self-efficacy is a person’s beliefs about their capabilities” (Bandura, A., 

1994).  Kim et al., (2020), reported that positive perceptions and positive experiences 

with a concept can reinforce one’s belief in self efficacy and this results in adjusting 

behavior accordingly.   

For the Reactions Subscale, in Figure 15 (Subscale 5), teachers reported attitudes 

that support recognizing the effects of secondary or vicarious trauma and cope by seeking 

assistance rather than minimizing the effects by ignoring or hiding the impact of student 

trauma/behavior (TSI, 2020).   The mean for this subscale was 5.63, placing EESD in the 

61st percentile when compared to other teachers who had taken this version of the 

ARTIC. The Personal Support Subscale in Figure 15 with a mean of 5.34 out of 7, 

indicates the teachers endorsed feeling personally supportive of TIC/TIP and they believe 

it will be effective (TSI, 2020).  This score placed EESD in the 53rd percentile when 

compared to other teachers.    

Subscale 6 in Figure 15, Personal Support Subscale is the subscale that addresses 

the teachers support or “buy-in” regarding the implementation of the trauma informed 
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educational practices (TSI, 2020).   The mean for this subscale was 5.34 out of 7 

indicating that the majority felt personally supportive of TIEP and believe it is or will be 

effective with students.  This placed EESD at 53% compared to other teachers who had 

taken the ARTIC.  This indicates that most of the teachers believe in the trauma-informed 

practices implemented by the district.   

Subscale 7 in Figure 15, the System Support Subscale had a mean of 5.05 out of 7 

which placed EESD in the 53rd percentile.  This indicates that staff felt supported by the 

wider system such as colleagues, administration, and principals.  Overall, the results of 

the ARTIC Survey indicate that the 59 teachers who participated in the survey believed 

the trainings have been effective and most of these teachers have positive attitudes 

towards the trauma-informed educational practices implemented in the district.  

 Figure 16 shows the overall mean score with all seven subscales which was 5.64 

out of 7 and this score placed EESD in the 60th percentile when compared to other 

teachers at other districts.  This means that the 59 teachers who completed the ARTIC 

Survey responded with answers indicating positive attitudes toward trauma-informed 

practices more than 60% of the other 888 teachers who have completed this version of 

the ARTIC.  This indicates that, most of the 59 teachers at EESD had a positive attitude 

about the trauma-informed practices which have been implemented  
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Overall 

 

 

 

 

 

 

 

 

 

 

 

Figure 16  

Overall Teacher Attitudes Towards Trauma Informed Care/Practices  

 

 

 

 

 

 

 

Table 2 shows the ranking of the strength in each subscale for EESD compared to 

teachers from other districts who have taken the ARTIC.  Three subscales fell between 

the percentile scores from 61-65, which were the highest rated areas from the sample: 

Responses, Empathy and Control, and Reactions. These items reflect subscales which 

represent skills the teachers generally control.  Four items scored the lowest: Underlying 

Causes, System Support, Personal Support, and Self-Efficacy.  These areas generally not 

under their control reflecting the idea that outside conditions impact teacher’s attitudes 

towards TIEP. 

Table 2  

Rank Order of the Seven Artic Subscales 

Subscale Percentile Mean Score 
1. Responses (2) 65 5.59 
2. Empathy and Control (3) 61 5.60 
3. Reactions (5) 61 5.34 
4. Underlying Causes (1) 54 5.20 
5. System Support (7) 53 5.05 
6. Personal Support (6) 53 5.34 
7.  Self-Efficacy (4) 50 5.65 
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 In Table 2, the 7 subscales (with the number of the subscale in parentheses) are 

ranked from the highest percentile to the lowest.   The percentage is based on the 

responses of the 59 teachers compared to the 888 other teachers who have taken this 

version of the ARTIC.    The mean score shows the mean teachers attitudes on the 1 to 7 

scale in each subscale.   The mean score and the percentile are not a one-to-one 

correlation.  For example: Subscale 2, “Responses”, was EESD’s strongest subscale.  

What this means is that compared to the other 888 teachers who have taken this version 

of the ARTIC, the 59 EESD teachers fall in the 65th percentile.   The mean score was 5.59 

which indicates that out of the 1 to 7 scale teachers’ attitudes were mostly supportive of 

the concept that responses to problem behavior need to be based in relationship-building, 

flexibility, and kindness.   While this subcategory was EESD’s strongest in terms of the 

percentage, this was not the subscale that teachers supported the most.  The subscale with 

the highest mean was subscale 4 self-efficacy.  While the teachers reportedly, according 

to their answers on the survey, felt they had high confidence in meeting the demands of 

students suffering from trauma, when their answers are compared to other 888 teachers 

who have taken this version of the ARTIC, EESD was only in the 50th percentile.    

 Figure 17 shows the self-reported confidence level of the 59 teachers regarding 

their practice of trauma informed educational practices.  The figure shows that 52% were 

moderately confident and 15% were very confident, indicating that 67% feel confident in 

the use of trauma informed educational practices.  Thirty three percent of the instructors 

reported little or no confidence in their use of trauma informed educational practices.  

Two-thirds of the elementary teachers in the district reported confidence while one-third 

reported a lack of confidence.  Both Ciganek (2020) and Hinton-Pollard (2020) found 
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that self-confidence and feelings of self-efficacy with trauma informed educational 

practices improved with increased exposure and experience with the model.    

Figure 17  

Confidence in Practicing Trauma Informed Care 

  

Qualitative Data 

Types of Training 

 All nine participants indicated they had taken ACEs and TIEP trainings included 

in Table 1 below.  When trying to describe the trainings, all nine of the respondents could 

not remember the names for some of the trainings but instead remembered them as 

trainings on trauma-informed teaching practices which were mentioned the most by the 

most respondents.  The most frequently mentioned training was Capturing Kids Hearts © 

which is a program utilized by the district focusing on building the teacher student 

relationship and strengthening student’s connectedness to others through enhancing 

healthy bonds with teachers where agreements are established regarding acceptable 

classroom behavior.  Both Capturing Kids Hearts © and Second Step © are social 
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emotional learning curriculums for schools.  EESD has had extensive trainings in the last 

5 years on these models.  The theme of trauma-informed teaching practices and trauma-

based classroom management trainings were frequently mentioned even though the 

teachers could not remember the exact names of the training.   The total for Table 3 

indicates that these nine teachers attended a total 57 (59 minus 2 personal research) 

trainings pertaining to ACEs, trauma and trauma informed educational practices.   

Table 3 

Training Received 

Theme Respondents  Frequency 

Capturing Kids' Hearts (all   

grade levels) 
4 7 

Second Step (K-8) 3 9 

Dr. Bruce Perry trainings  2 2 

Neuroscience of the brain 2 2 

Ruby Payne’s Poverty  

Training 

2 2 

ACEs from Shasta County  

trainer K.R. 

2 2 

Other -- cannot remember  

names 

a) Trauma informed teaching 

practices 

b) Trauma-based classroom    

management 

c) College Courses 

d) Personal Research 

e) School Assemblies  

9 

 

5 

 

 

3 

2 

2 

2 

9 

 

11 

 

 

8 

2 

2 

2 

Total  59  

 

Teacher Attitudes Prior to Training 

 Made Assumptions About Behavior. All nine teachers discussed their attitudes 

prior to receiving the trainings (see Table 4).  Six teachers mentioned 15 times that they 

had made assumptions about student behaviors. One of the most common reported 
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practices (six participants) was that they felt they had unknowingly made assumptions 

about student behavior and hadn’t thought to ask questions about why students might be 

behaving the way they were.  One teacher reported,  

 In the past I made assumptions that the child was intentionally making a choice,  

that they were acting out on purpose to get my attention. And that may or may not 

 be true, but now I look at it more now when a child's acting out is telling me there 

 is something going on with them.    

Another teacher reported,  

  I think sometimes before the training, I would think a child was being defiant on  

purpose. And then afterwards you realized that there could be many reasons, a  

sense of not having any power or no choice, a sense of putting them in a situation   

where they've been yelled and screamed at forever. And so, the minute I start  

getting that tone of voice that reminds them of this, they either freak out and  

overtly get angry or they shut down completely based on their prior experiences.  

And I think those kinds of things are things that I noticed. Before I was judging  

more harshly.  Now, I dig deeper now to learn what might be going on or what is  

the child trying to tell me through their behavior.   

 Teacher-Directed Classroom.  Four participants reported 9 times, that prior to 

the trainings their classrooms were teacher directed and teacher controlled utilizing 

behavior management models and behavior charts.  One teacher reported, “I felt I was in-

charge, I was the boss and the kids just needed to behave right and meet expectations, I 

was a no-nonsense teacher.”  Another reported, “prior to coming here to this district, I 

was very behaviorally focused and felt acting out behavior was just for attention to be 
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punished, extinguished or ignored.  I thought poor student behavior was due to my poor 

teaching skills and an inability to control the classroom”.   

Table 4 

Attitudes Regarding Student Learning and Behavior Problems Prior to Trainings   

Themes Respondents Frequency 
Made assumptions about behavior 6 15 
Teacher-directed classroom/Behavior Focus 4 9 
Personalized student behaviors 4 6 
Rigid expectations 2 5 
High teacher frustrations 2 4 

 

Teacher Attitudes After Training 

All nine teachers reported their attitudes were changed by the trainings.  The 

changes in attitude are included in Table 5.  Five themes emerged from the analysis. One 

of the most common responses was that after training the teachers were able to recognize 

behavioral symptoms of trauma.  Another common response was the teachers had or were 

learning how not to take student behavior personally.   

Recognize Behaviors as Symptoms. In Table 5, eight out of the nine teachers 

reported they were now able to recognize behavior as a symptom of possible trauma or 

issues at home.  Behaviors as symptoms were repeated 19 times during the interviews.  

One teacher reported, “I no longer use a behavior chart, because now I recognize 

behaviors as symptoms that something is going on, so I work on building the relationship 

so they will trust me and teach them to regulate their emotions, rather than focusing on 

modifying their behavior.”    

 Stop Personalizing Student Behavior.  Seven of the nine reported with a 

frequency of 21 statements during all interviews, that they had stopped taking student 
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behaviors personally and stopped seeing student behavior as a problem with their 

teaching or a reflection of them or intentional toward them.   

I used to see acting out as defiance against me as a teacher, that if they behaved  

poorly, I would be seen as a bad teacher unable to control my students and now I  

know their behavior usually has nothing to do with me.  

And another stated,  

I think I take the kid's behavior a little less personally.  I'm not as worried that if a 

child is acting out that it's a reflection on my not being able to control them. I  

guess I would have thought if the principal came in and somebody was having a  

hysterical fit, the principal would think, obviously, I'm a bad teacher.   

A third teacher reported, “I’m a little less likely to take it (behavior) personal. And I don't 

see it quite as willful. And like, they're not purposefully trying to be jerks to me in the 

classroom.” 

Increase in Tolerant Responses. This was reported by five participants stated 

eight times an increase in personal tolerance.  These teachers reported feeling they were 

more tolerant of many behavioral problems than they were before the trainings.   

Rather than seeing behavior as willful behavior against me, I now recognize their   

behavior is telling me something.  If the classroom is falling apart rather than  

nagging the kids about their behavior, I recognize the students are telling me they   

need a break, and we do a brain break.  I am much more tolerant, and the students   

also have become more tolerant, we have all learned to ignore the behavior.  I   

allow that student to cry or kick their feet (if it is not at someone) until they are   
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ready to do something different. The students have learned to ignore the behavior.  

 I have learned not to engage with a student who has flipped their lid until they are   

calm, and I avoid getting into a power struggle. 

Feeling Compassion & Affection.  Four of the respondents stated 11 times they 

feel more compassion and affection for the students rather than feeling angry at them.  

“Now when a student acts out, I wonder and often ask them, ‘why don’t you tell me how 

you are feeling, did something happen either at home or at school that is bothering you?’.  

I feel less angry at the behavior and more compassion for the student.” “I’m more 

compassionate and actually feel affection for students rather than dread.”  “I can see 

where the acting out student is coming from, and I feel compassion for them.  It must be 

hard to have fighting at home all night and not be able to sleep and have to come to 

school and preform the next day.” 

Table 5  

Teacher Attitudes After Training 

Themes Respondents  Frequency 

Recognize “behaviors as  
symptoms” 

8 19 

Stop personalizing student behavior 8 21 
Increase in tolerant responses  5 8 
Feel compassion & affection 4 11 
Awareness of classroom  
environment  

3 7 

Flexible expectations 3 7 
More optimistic - receptive 2 4 
Use of Labeled praise 1 1 
Modeling calming behavior for   
students 

1 2 

Understanding brain-body  
connection 

1 1 
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Additional Themes 

Seven participants out of the nine (or 78%) teachers reported there has been 

follow-up support for trauma informed educational practices at their school.  The most 

common type of follow-up reported is that five of those seven reported their schools had 

mental health counselors who provided guidance and assistance with children with 

behavioral issues.   

 When asked about each teacher’s own confidence level in trauma informed 

educational practices four reported feeling very confident, two felt moderately confident 

and three felt a little confident.  The teachers who reported feeling more confident had 

either come to the district already believing that student behavior was connected to other 

issues students might have or had been with the district some time.  The teachers who 

struggled the most with efficacy tended to be newer teachers to the district who were 

unfamiliar with many of the concepts of trauma-informed educational practices.  One 

teacher stated, “I just don’t feel like I am very good at the skills yet.”  Another teacher 

reported that because of the number of students in her classroom she has been unable to 

focus on building relationships with the students that was needed for the practices to be 

successful.   

Summary of Research Question 1 

 Both the qualitative and quantitative data from the 59 teachers who took the 

ARTIC survey and the nine teachers who were interviewed, all reported the trainings they 

have had on ACEs and the Trauma Informed Educational Practices had positively 

affected their attitudes towards students who had likely experienced ACE’s or trauma.  

This is evidenced by the fact that all the data in the seven categories the 59 teachers 
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ranked above 50% when compared to the other elementary school teachers who have 

completed this version of the ARTIC survey with the EESDs’ highest average at 65th 

percentile.  All nine of the interviewees also reported positive attitudes and a greater 

awareness of and ability to positively respond to students who exhibited problematic 

behaviors and learning difficulties because of trauma or ACEs (see Table 6).    

Table 6  

Summary of Quantitative Findings for Research Question 1 

Quantitative Findings 

Findings Percentile Mean Score 

1. Three ARTIC Subscales were above 
61% 

  

• Responses (2) 65 5.59 

• Empathy and Control (3) 61 5.60            

• Reactions (5) 61 5.34 

Four ARTIC Subscales scored below 54% 

• Underlying Causes (1) 54 5,20 

• System Support (7) 53  5.50 

• Personal Support (6) 53 5.34 

• Self-Efficacy (4) 50 5.56 

2. All teachers surveyed in the EESD indicated an overall positive attitude towards 
Trauma Informed Care 

3. The elementary teachers in the EESD scored within the growth range for all Artic 
Subscales.  

4. Two-thirds of elementary teachers (67%) were confident in their practice of trauma 
informed care. 

5. One-third of elementary teachers (33%) were not confident in their practice of trauma 
informed care. 
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 Table 6 is a summary of the qualitative findings.  Subscales 2, 3 and 5 were the 

highest percentages placing EESD 61 to 65 percent higher than other 

teachers/schools/districts who have taken the survey.  Thus, EESD teachers attitudes in 

this area show EESD was well on their way to being a trauma-informed school district.   

The highest mean score was in self-efficacy and the teacher’s confidence in their trauma 

informed skills, however when compared to other teachers in other districts who have 

taken the survey, EESD fell in the 50th percentile.  While 50% is still a strong sign of 

EESD becoming a trauma-informed school, other districts reported higher attitudes of 

self-efficacy in TIEP than the 59 EESD teachers did.   

Table 7  

Summary of Qualitative Findings for Research Question 1 

Qualitative Findings 

Training Received in the Last 5 years 

1. The 9 elementary teachers in the EESD reported participating in a total of 59 Trauma 
Informed Educational Practices trainings.  

2. Social & Emotional Learning curriculums which are trauma informed were highly 
impactful   
 

Teacher Attitudes Prior to Training  Number Frequency 

3. Made assumptions about behavior 6 15 

4. Teacher-directed classroom/Behavior 
Focus 

4 9                

Teacher Attitudes After Training   

5. Recognize Behaviors as Symptoms 8 19 

6. Stopped Personalizing Student Behaviors 8 21 

7. Increase in Tolerant Responses  5 8 
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Qualitative Findings 

8. Feel Compassion & Affection 4 11 

Additional Themes   

7 out of 9 teachers reported follow-up at the school following the trainings and 5 reported 

there were mental health counselors at the school whom they could reach out to 

4 reported feeling very confident, 2 felt moderately confident and 3 felt a little confident.   

 

 Table 7 is a summary of the qualitative data.   Which shows that the 9 teachers 

have attended a total of 59 trainings in ACE and TIEP.   Teachers also reported that the 

social and emotional learning curriculums were very helpful in changing classroom 

practices and student behavior.   Both the qualitative and quantitative data suggest that 

the teachers in EESD do report the trainings affected their attitudes regarding students 

with ACEs.   Not only did it affect their attitude, but it reportedly positively affected the 

teachers, the students, and the classroom.    

Research Question 2  

 What were the perceptions of teachers in EESD on the effectiveness of ACE’s 

and Trauma Informed Educational Practice trainings in changing their classroom 

practices to support the resiliency of students who had experienced trauma?   

 The data for Research Question 2 came from the analysis of the teacher 

interviews and therefore is qualitative.  The analysis of the qualitative date identified 18 

themes grouped into 5 areas:  

1. Changes in classroom practices 

2. Changes in classroom management and instructional practices 
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3. Student behaviors indicating resiliency 

4. Effectiveness of training 

5. Need for additional training 

The themes are discussed individually within each of these 5 categories  

Changes in Classroom Practices  

All nine respondents reported making changes in classroom practices following 

the trainings.  Classroom practices are the ways the teacher sets up and utilizes the 

classroom and tools in the classroom to both manage and educate the students.  For 

example, a social and emotional learning program such as 2nd Step, using a behavior 

chart, or learning cubicles.  Table 8 shows the themes that emerged from the analysis.   

Table 8  

Changes to General Classroom Practices 

Theme Respondents  Frequencies 

Utilizing Relationship Building Communication 

techniques 

9 

 

13 

Instituting social and emotional curriculums in the 

classroom 

8 28 

Physical movement techniques 4 11 

Adjusting expectations/goals based on student 

and/or circumstances 

4 12 

Individualize education to student needs 4 10 

Increase Positive Connection 4 6 

 

  Relationship Building Communication.  All nine respondents reported they 

were now using relationship building communication skills and the concept was 

mentioned 13 times during the interviews.  In trauma-informed educational practices, the 

student and teacher relationships are the number one most important concept (Wink et al., 

2020).  Without the human connection of the relationship trauma informed educational 
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practices and tools are essentially minimally effective. (Post et al. (2020) found that the 

success of trauma informed programs was based on how well developed the relationships 

are at every level.  One teacher stated, “I see my class as my tribe, and it is important 

that. I build a solid relationship with everyone in my tribe, and they build positive 

relationships with each other.”  Another stated, “Capturing Kids Hearts, is all based on 

building relationships and understanding where the students are coming from.” A third 

reported, “The main thing I focus on when school starts is to build the relationship with 

the students and make sure they know I care about them.”   

Instituting Social and Emotional Learning Curriculums in the Classroom. 

Eight participants had implemented Capturing Kids Hearts and/or Second Step concepts 

into their classrooms and the two programs were mentioned 28 times during the 

interviews.  These two programs are the primary social/emotional learning programs 

taught district wide.  EESD’s website states, “EESD believes in the powerful role of safe, 

supportive relationships as a catalyst for student growth and development.”  One teacher 

reported, “with Second Step and Capturing Kids Hearts, we set goals to work toward 

positive experiences and to help students feel good inside, rather than teaching the 

students to behave in order to avoid punishment”.   “I enjoy using Capturing Kids Hearts 

and Second Step, the strategies and concepts have really improved the overall classroom 

experience.  I don’t feel so tired and beat up at the end of the day.  It seems there is less 

acting out behavior overall.”   

Physical Movement Techniques.  Five of the respondents reported they now 

utilize various movement techniques such as desk yoga/ stretching, providing fidget type 

items, standing up and shaking and dancing, walking, jumping jacks, etc., as well as 



 

116 
 

relaxation techniques and mind and body calming skills. Stress as reported in Chapter II 

is a physical autonomic response in the body that impacts the mind (Andaet al., 2016; 

Bick & Nelson, 2016).  Physical movement can help to release stress hormones from the 

body and calm the autonomic nervous system (Porges, 2006).   

When I notice a lot of fidgeting or spacing out, I now rather than becoming angry, 

institute what are called ‘Brain Breaks’.  Whether it is getting everyone to stand 

up and shake and dance or giving a student a handheld ‘fidget’ device, or we take 

a break from the lesson.   

“Sometimes just taking a break and having everyone stretch can make all the difference 

in the world”, were some of the statements the respondents made.   

Adjusting Expectations and Individualizing Educational Plans.  Another 

change reported by eight of the teachers was that they adjusted their expectations and 

individualized educational plans based on each student’s needs and circumstances.  These 

concepts were mentioned with a combined frequency of 22 times.  Typical individualized 

responses included, giving students choices, allowing students to take time to cool down 

or take space, adding movement for some students, a lower-level assignment at times.  

Respondent 5 stated, “Somethings I have to remind students we are all different and this 

student is working on something different than you. I expect all of you to do your best.  

Your best is different than someone else’s best.”  Teacher 3 indicated she, “used a 

scaffolding approach, make sure everyone gets the right amount of time”.  

Increased Positive Connectedness.  A theme that occurred among four of the 

respondents was that positive reinforcement was paired with connection – whether 

connection with the teacher or with other students or both.  “Rather than giving stars or 
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points and earned treats or trinkets, the positive reinforcement is related to time spent 

with others” stated one respondent.  Respondent 8 reported,  

I am fortunate to work in a district where relationships are so important.  The 

relationship between the student and I, the other students and the families have to 

come first.  Without the relationship, many of these children could care less about 

academics, they are too busy just trying to survive. 

Changes in Classroom Management & Instructional Practices    

All nine teachers reported they have changed their classroom management 

practices as seen in Table 9.  Trauma-informed schools and TIEP are much different than 

schools without these training and concepts.  A typical classroom is focused on the 

teacher and the subject the teacher is teaching.  A trauma informed school sees the child 

as a whole person with a history and recognizing that due to the Polyvagal nerve and the 

autonomic response system, learning cannot occur if a child’s basic needs are not met or 

if they are emotionally dysregulated (Cavanaugh, 2016; Stateman-Weil, 2015; Stokes & 

Brunzell, 2019).  Table 9 shows some of the primary changes teachers have made in their 

classrooms and instructional practices.   

Table 9  

Changes in Classroom Management & Instructional Practices    

Theme Respondents  Frequency 

Flexibility (in routines, expectations, etc.) 8 28 

Student (self-regulation) spaces & Activities 6 17 

Physical environment 5 11 

Building a team/Building relationships/tribe 5 14 

Differentiation - support modifications 5 11 
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Flexibility. The concept flexibility was stated 28 times. One respondent reported, 

“I allow for a lot more flexibility with students.  I still have limits, but I am less ridged 

and if a lesson is not going well, I will change course and say OK, let’s take a movement 

break.”  Another stated, “If a student is struggling with an assignment or shutting down, 

rather than continue to push, I am flexible and will say ok let’s take a ‘brain break’ or do 

a relaxation exercise.” Respondent 9 reported,  

The district is more flexible as well, if a student is struggling at one school and for 

 whatever reason interventions to assist that child are not working, the teachers, 

 parents and administration will discuss if shifting the student to a different 

 classroom or different school to better meet that child’s needs.   

Physical Environment, Self-Regulation Spaces & Activities.  Six of the 

teachers reported having a space in the room that is calming and soothing where students 

could go to calm-down and regulate their emotions if needed.  The teachers reported that 

these areas included sensory type items to help regulate emotions, such as “fidgets”, 

stuffed animals, comfy blankets or beanbags, headphones with quiet music, coloring 

items, books on emotions, et cetera.  These areas are not used as punishments but instead 

students can choose to use the area to help regulate their overwhelming emotions.   

In order to make sure we are meeting the students’ basic needs for optimal 

 learning; I encourage the students to drink lots of water while in class and even 

 allow the eating of some healthy non-processed foods.  I try to provide space for 

 them to learn what their needs are, what’s coming up for them and what will help 

 them moderate those needs or meet those needs within reason.  



 

119 
 

stated respondent 1.  Another respondent stated, “I encourage the students to self-regulate 

and if they need to, we have a quiet area in the room where they can go and sit or draw or 

read to calm down.”  And another, “I give the students choices, sometimes I put up 

stations around the room and they can select which activity is best for them in the 

moment given their emotional state.”  A trauma informed classroom according to experts 

in trauma informed educational practices focuses on safety, consistency, and teaching 

students to self-regulate their emotions in healthy productive ways. This involves setting 

up the classroom in a manner that is both inviting and soothing (Cavanaugh, 2016; Frey 

et al., 2020; Jennings, 2019; Stateman-Weil, 2015; Stokes & Brunzell, 2019).  Five of the 

teachers reported the importance of making sure the physical environment was 

welcoming and conducive to seeming calm and relaxing.  These five teachers also 

mentioned incorporating movement into the physical environment.   

 I provide a structure for the kids to take physical movement breaks as a group and 

 while I provide structure and routine, I have learned to pay attention to the group 

 and there are times when we need to stop everything and take a movement break.   

“It is important to structure the room to allow for more movement.”  “It changes your 

whole perspective as to how to approach curriculum.  You have more choices, and they 

have choices. They seem to always make the right choice without any power struggle”.   

Building a Team/Building Relationships/Developing a Tribe.  Five of the 

teachers reported the importance of building relationships with the students.  Five of the 

teachers reported the importance of developing the classroom comradery as a team or 

tribe.  Some of the statements included “Not only does this give every child a sense of 

belonging, but it helps them recognize that they are an important member of the team” 
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and “Each and every person and relationship in the classroom is important”.  All of the 

literature reviewed for this research indicated that a trauma informed classroom takes into 

consideration two primary concepts, emotional self-regulation and attachment or 

relationships/connections.  As mentioned before, without the building of safe, trusting, 

and respectful relationships, other interventions which might be considered trauma 

informed are not found to be helpful (Minahan, 2019; Post et al., 2020).  

Differentiation / Support Modifications. Like flexibility, a trauma informed 

teacher needs to be able to recognize the importance of differentiation and that one size 

does not fit all when it comes to learning and the ability to learn (Chafoueas et al., 2016).  

Five of the teachers spoke of differentiation and modifying assignments or the classroom 

to accommodate individual learning as well as safety needs.   

Since the trainings, I have been more willing to make individual modifications for 

 students as needed.  I will adapt an assignment to meet the student where they are 

 at.  I understand now that some students will need to slowly build their threshold   

for struggle and frustration.  Thus, I chunk it, and modify the assignment to     

provide support as needed.   

Another teacher reported,  

 Differentiation is a big thing and I enjoy doing it.  I always have alternatives 

 available, so they have choices.  If a student has difficulty in certain subjects, I try 

 to figure out what they need... what is it that they are missing, the gap, to 

 implement something different for them.  

Teacher 4 reported,  
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 We get together as a team to brainstorm and get ideas to help this child be more 

 successful.  It could be recourses for the child or their family.  Or it could be an 

 adjustment the assignment or in the communication process.”  Another stated, “I 

 give more choices now and we take a lot of breaks when needed. 

Student Behaviors Indicating Resiliency   

 Resiliency as defined by this paper as the ability to bounce back or repair; the 

ability to recover from adversity.  When people are resilient, they have an array of 

positive coping skills to utilize in times of adversity or difficulty.  Eight of the nine 

teachers reported student behaviors had changed since the trainings and since 

implementing trauma informed educational practices.  Table 10 outlines some of the 

many signs that teachers recognized as signs of resiliency.  Eight of the nine indicated 

there was a focus on resiliency in the trainings and one reported they did not remember.  

All nine respondents stated that they believe the practices implemented, have helped to 

build student resiliency.  All the teachers were able to report seeing many student 

behaviors currently, which indicate the students have gained resiliency skills since 

implementing trauma informed practices at EESD.  All nine teachers indicated they had 

instituted many tools from the trainings they attended in order to build student resiliency.  

All of the teachers believed that some of the student resiliency comes about from the 

relationships that the teachers build with the students.  One teacher reported, “one thing 

the students with ACEs tend to struggle with is anger and how to appropriately express 

and deal with anger and regulate their overwhelming emotions.  When a student says they 

are sorry I ask them, “what are you sorry for” or “why don’t you tell me what happened 
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and how you might deal with it better next time”, I help guide their words because they 

don’t always know what to say”.   Figure 10  

Table 10  

Student Behaviors Indicating Resiliency  

 Respondents  Frequency 

Self-Regulation-Ability to regulate emotion & Self-sooth 9 22 

Positive relationships with others 8 17 

Problem solving skills evident 5 10 

Shows self-control 4 8 

Ability to master challenges when believed they couldn’t 3 6 

Able to follow through 3 3 

 

 Self-Regulation Skills.  Self-regulation is a key component of resiliency. 

Students who know how to down-regulate intense emotions are much more able to learn 

and be able to cope with adversity (Feder et al., 2019).  Self-regulation skills were 

mentioned a total of 22 times by all nine respondents. One teacher said,  

 I have seen kids start to self-monitor and ask for both physical and mental breaks.  

 Students have begun to be aware of when they have or are going to ‘flip their lid’, 

 meaning become angry or upset [and now] they are able to self-intervene and 

 make a different choice and stay with things longer.  I have also seen kids who 

 started out on an activity that would completely cause them to freeze from 

 anxiety, usually during testing and they learn to use self-regulation skills for 

 managing that anxiety and they can get themselves unstuck.   
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Another teacher indicated,  

 I can tell them, you can make a choice you could chose to not do the activity 

 which would result in these consequences, or you could choose to do the activity 

 and then these following outcomes might happen.  The choice is yours.  It gives 

 them a since of independence and ends the power struggle.    

“If a student is at their wits end on an assignment, I can let them take a break and work 

with them a little later individually.   

Positive Relationships with Others.  As stated before, relationships are a key 

component to trauma informed practices.  The ability to build and maintain relationships 

is a sign of resiliency.  Teacher 1 reported, “Since building a relationship with each child, 

I also notice students are getting along better in general.”  Some of the teachers 

mentioned positive relationships with others as signs that they were seeing resiliency in 

their students.  “It seems the students become less angry and oppositional.  They have 

better relationships with their peers and with me, not only as the teacher, but also a 

person they can come to.”  Another teacher reported,  

They feel less stressed.  Because they know they have an adult there that will 

 jump in and help them if they need it.  I try to be one positive relationship they 

 can count on.  They know I have got their back. 

One teacher told the story of a boy who was running out of his classrooms all the time 

and just fighting with his teachers,  

 But when he came to our class, we started working with him getting in getting 

 him into the classroom and letting him know how happy we were to have him in 

 our class.  We built a positive relationship with him and made the classroom a 
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 safe place where he was welcomed and was seen as an important member of the 

 classroom community.  He was, eventually, able to return to mainstream 

 education. 

Problem-Solving Skills Evident.  Five of the teachers saw an increase in 

problem solving skills and this was mentioned 10 times during interviews.  The ability to 

solve problems is an important sign of resiliency.  One teacher told the following story.   

One girl struggled for the last two years and frequently did not complete work and 

 was mean and said hurtful things to other students and made disturbing artwork.  

 She told adults on campus she wanted to harm them.  I started the school year by 

 making her my buddy.  I used her as a model student.  I gave her jobs to do and 

 spent time with her, her attitude slowly started to change. When she would start to 

 slide back into old ways, I would just say, ‘what’s the choice you want to make,  

to make this better?’.  She would look at me funny and I would say, ‘because you 

 are making a choice right now. And right now, you’re choosing to be unkind.  Is 

 that the choice you want to make?’.  She would always choose to change her 

 behavior.   

Shows Self-Control.  Similar to the ability to self-regulate emotions, not only 

must one learn to regulate emotions, but someone who is resilient can also control their 

emotions and behaviors (Southwick et al., 2014)  Respondent’s reported,  

I am more tolerant of behaviors, within reason, and because of that I think the 

 kids are more tolerant.  Students are less reactive.  I am less reactive.  I allow the 

 student to own their feelings and chose how they are going to express that feeling 

 until they are ready to choose to do something different.  And I think because I 
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 am not agitated or iterated about the behavior the rest of the class is like well if 

 she is ok with it, I guess it is ok.  Everyone has gotten a lot better at ignoring 

 negative behavior.  They are modeling their behavior after my behavior.    

There was one student, he was very challenging, he would crawl out of his desk 

and run out of the room.  But as we [teacher and other school personnel] began to 

build a relationship with him and other students built a relationship with him, I 

began to see positive change. It was slow change, but it was change. His outbursts 

decreased.  He showed more self-controlled. I had paired him with a mentor 

student.  He felt he belonged and had a role in the classroom. 

Effectiveness of the Trainings 

 All the teachers felt they had gained new skills (see Table 11).  What the table 

indicates is that most of the teachers felt the training was relevant to them and they 

gained valuable tools for working with their students.  

Table 11  

What Teachers Feel They Gained Most from the Trainings    

What Teachers Gained  # of 
Respondents Frequency 

Tools and skills 9 18 
Importance of relationships 6 11 
Knowing the science behind the behaviors  4 4 
Importance of providing safe place for kids 
(Safety) 

3 3 

 

Importance of Relationships.  Six teachers discussed that they now truly know 

and understand the importance of building a personal relationship with each and every 

child.  One teacher stated,  



 

126 
 

I am fortunate to work in a district that relationships are so important.  You know 

 those relationships have to come first.  You have to reach out to those kids.  You 

 have to let them learn and see they can trust you.  That’s a huge thing and it’s not 

 something they teach you in your credentialing program.  They don’t teach you 

 how to build the relationship.   

Another teacher reported,  

 You need to build that personal relationship with each kid and their parents (if 

 you can).  You need a personal relationship; they need to know that you care 

 about them, that you see them as human beings.  They need to know you’re going 

 to be there for them and that they can come talk to you if they need to.   

Science Behind the Behaviors.  Four teachers discussed that they now know and 

understanding the science behind student behaviors.  They reported this was very 

important to them and wished they had learned these concepts when attending school.  

They indicated they had learned the different learning styles and universal design, “but 

until the trainings on the impact of trauma and stress on the brain, I never thought to 

consider what might be going on with a kid mentally and how that might be impacting 

their behavior in the moment or how to help them regulate those feelings for a better 

outcome.  I never considered that, I just thought they were trying to get attention or were 

just disrespectful or willful.”  

Safe Place/Safety.  Another three teachers discussed the importance of making 

the classroom “a safe place for all students” as well as the “importance of being a safe 

person who can stay regulated under stress.”  “I want the students to feel safe and trusted.  
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I want them to have some power and I truly listen to them. I have lightened up on 

discipline.  We talk about things more.”   

Kids need to know you are honest and trustworthy, a safe person in a safe 

 environment.  My expectation is that you become a wonderful adult.  So, in 

 whatever way, wherever they are, they are in a safe place to take steps to get 

 there, however small, however repetitive they are, we have to be able to provide 

 that space. 

The teachers interviewed were asked about the effectiveness of the trainings they 

had attended within the Enterprise Elementary School District.  Table 12 shows the 

informed practices trainings that teachers felt were effective or not.  Eight of the nine 

indicated that the trainings were effective.  One felt the training was not realistic to the 

middle school population.  The teacher who reported the trainings were ineffective 

reported that it was not so much the trainings, but the skills and techniques were not 

supported by the excessive workload and the administrative policies.    

Table 12 

Trainings as Effective or Ineffective  

 Number of 
Responses Frequency 

Effective 8  
Tools – skills were effective  6 
Relevant for the teachers – effective   5 
Ineffective 1  
Admin policies not supportive  1 
Excessive workload   1 
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Need for Additional Training 

  Eight of the nine teachers felt that there should be additional training, both for 

those in teacher training programs and for current teachers both new and seasoned.  Table 

13 shows that six of the teachers felt trauma informed practices should be taught 

regularly. Eight of the nine reported that all new teachers should get this training and that 

it should be taught in the credentialling programs.  One teacher stated,  

 I wish I had known this stuff before I stepped a foot into a classroom.  Instead, I 

 learned 10 years later.  I think I am a better teacher now, less into controlling 

 behavior and it seems the students actually behave better.  They know they can 

 have feelings and the behavior they chose to express those feelings is up to them 

 and there are positive and negative possible outcomes.   

Six of the teachers reported 12 times that they wanted more training and 2 teachers stated 

they wished there was some practical application training in the actual classroom.   

Table 13  

Need for Additional Training 

 Respondents  Frequency 
Additional trainings 8  

Pedagogy - credentialing program 
courses 

8 9 

More training & timely refresher training 6 12 
         Practical applications in the classroom 2 2 

 

Summary of Qualitative Findings for Research Question 2 

 Table 14 is a summary of the qualitative findings for Research Question 2.  The 

qualitative data points to the fact that the nine teachers in EESD did perceive the 

effectiveness of ACE and TIEP trainings in changing their classroom practices to support 
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the resiliency of students who had experienced trauma.  Skills and practices that the 

teachers gained included the importance of building the teacher/student relationship and 

utilizing relationship building communication; instituting the skills learned in Second 

Step & Capturing Kids Hearts programs; adjusting expectations based on the students’ 

abilities and circumstances as well as idealizing and modifying supports as needed per 

the student.  Some of the behaviors that the 9 teachers reportedly saw change toward 

increased student resiliency were an increased ability for students to regulate emotions 

and self sooth; an increase in positive relationships with others; an increase in problem 

solving skills and an increase in self-control.  All of the teachers indicated they had 

gained skills and tools to better respond to and interact with traumatized students.  Eight 

of the nine indicated that they wanted more of this type of training.  One teacher stated, “I 

just want more information and ideas for how best to help these students be successful.  

More just need more of it so we don’t forget and return to the old ways of teaching”. 

Table 14  

Summary of Qualitative Findings for Research Question 2 

Theme Respondents Frequencies 

Changes to Classroom Practices 

Utilizing Relationship Building Communication 

techniques 

9 

 

13 

Instituting social and emotional learning curriculum 

into the classroom 

8 28 

Adjusting expectations/goals based on student 

and/or circumstances 

4 12 

Individualize education to student needs 4 10 

Increase Positive Connection 4 6 

Physical movement techniques 4 4 

Changes in Classroom Management & Instructional Practices 

Flexibility (in routines, expectations, etc.) 8 28 

Student (self-regulation) spaces & Activities 6 17 

Physical environment & movement 5 11 
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Building a team/Building relationships/tribe 5 14 

Differentiation - support modifications 5 11 

            Student Behaviors Indicating Resiliency 

Self-Regulation-Ability to regulate emotion & Self-

sooth 

9 22 

Positive relationships with others 8 17 

Problem solving skills evident 5 10 

Shows self-control 4 4 

                    What Teachers Gained from Trainings   

Gained tools and skills 9 18 

Importance of relationships 6 11 

Knowing the science behind the behaviors  4 4 

          
Effectiveness of the Trainings 

Tools and Skills 7 8 

Relevant for Teachers  7 7 

          Need for Additional Trainings   

New Teacher Training & Credentialing programs 8 9 

More training ongoing & timely refresher training 6 12 

 
Impact of the COVID -19 Pandemic 

Since this research was conducted during the COVID-19 pandemic of 2020, the 

teachers were asked about the impact of COVID-19 and the pandemic protocols on the 

students and the learning environment as a result of the pandemic.  Due to COVID-19 the 

end of the 2019/2020 school year and the bulk of the 2020/2021 school year, classes were 

held online or in a hybrid classroom with half the class in the classroom to allow for 

social distancing.  The American Psychological Association (2019) has identified signs 

and symptoms of stress in children from infancy to 18 years of age.  McKegney, (2021) 

discusses the impact that COVID-19 has had on youth depending on the stress of their 

caretakers/parents/teachers and those around them including exposure to the news.  The 

analysis identified 3 impacts perceived by the teachers.  
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Table 15 

Impact of COVID-19  

Theme Respondents Frequency 

High levels of stress 9 20 

Underperform academically in home 
environments 

7 7 

Loss of one-on-one contact with students 5 5 

High Levels of Stress. Table 15 indicates that all nine teachers felt there were 

extremely high levels of stress among both themselves and the students.  They reported 

that there were increased levels of stress in the students which manifested in many 

different ways from disappearing altogether for the school year, to acting out in virtual 

classrooms or becoming agitated or irritated more easily.  Multiple respondents stated 

that for most students, especially the younger ones, virtual learning was a challenge and 

generally not productive.  “It was a challenge for me too, I have never taught or been 

trained to teach virtually.”  

Underperforming Students.  Seven of the nine reported that the students 

underperformed during COVID-19.  “I really had to lower my expectations of what 

students could and could not do virtually.”  “It was very difficult to make sure the 

students were learning the concepts.  Most things sent home never came back to me.” 

“Last Spring and this year have been mostly an academic loss it seems. I tried my best, 

but without the support from home to get the work done, for many it didn’t get done.” 

Loss of One-to-One Contact.  The loss of the one-to-one contact was also seen 

as problematic and perceived to have contributed to lack of academic progress for some 

of the students throughout the pandemic.  “It was really hard to feel connected to the kids 

when we were fully virtual.  Some wouldn’t even attend, and some would turn off their 
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video.”  Another stated, “it is really difficult to capture a first graders attention online.  I 

can’t just ‘give them the look’ as I can in the classroom and calling students out in front 

of everyone isn’t effective either.” 

Summary 

 The purpose of this convergent mixed methods case study was to determine if 

ACE and TIEP trainings were effective in changing teachers attitudes regarding 

problematic student behavior and learning problems within the Enterprise Elementary 

School District.  A secondary purpose was to determine if the change in teachers’ 

attitudes may build student resiliency.  In accordance with the mixed methods design, a 

link to the Attitudes Regarding Trauma Informed Care Survey was sent to all 188 

teachers in Enterprise Elementary School District.  Fifty-nine teachers completed the 

survey.  While the survey was offered for completion, the researcher sent an e-mail 

asking for volunteers to participate in individual interview process.  Ten teachers were 

interviewed using a script with 10 probing questions to help answer the two research 

questions.  The interviews allowed the researcher to further explore the teacher attitudes 

and classroom practices.  One interview was accidentally erased and could not be used 

for the purposes of the research.   

 The quantitative data indicated that overall, the 59 teachers who took the survey 

staff attitudes are supportive of trauma informed educational practices and utilizing 

information learned about how adverse childhood experiences or trauma impact students.  

All answers were above 50% with the highest at 61% in the area of empathy versus 

control.  This indicates that the majority of those who answered the survey now viewed 
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teaching their students with more empathy and less a need to try and control student 

behavior.   

 The qualitative data indicated that all of the teachers interviewed had favorable 

attitudes toward the ACE’s and TIEP trainings.  The data also indicates that the trainings 

not only changed attitudes but also changed education practices and increased student 

resiliency.  The qualitative data also suggests that the pandemic of 2020 made education 

difficult and traumatic for all, teachers, parents and students alike and resulted in not only 

high stress, but students underperforming and the loss of the 1:1 connection between 

teacher and students.   
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CHAPTER V: FINDINGS, CONCLUSIONS, AND RECOMMENDATIONS 

 Chapter V provides a summary of the purpose, research questions, methodology, 

data collection procedures and population sample.  The demographic data of the teachers 

in Shasta County’s Enterprise Elementary School District are also summarized.  In 

addition, the chapter presents major findings, unexpected findings, and conclusions.   

Chapter V ends with implications for action, recommendations for future research and 

concluding remarks and reflections. 

Purpose Statement 

The purpose of this convergent parallel design mixed methods case study was to 

determine how training on Adverse Childhood Experiences (ACE) and Trauma-Informed 

Educational Practices (TIEP) affected the attitudes of teachers in Enterprise Elementary 

School District towards (with) students who had experienced ACE and/or trauma. A 

further purpose of this study was to understand if teachers in Enterprise Elementary 

School District perceived the training was effective in changing their classroom practices 

to support the resiliency of students who had experienced ACEs. 

Research Questions 

1. To what extent do teachers in Enterprise Elementary School District indicate 

the trainings on ACEs & TIEPs affected their attitudes towards students who 

had experienced ACEs? 

2. What were the perceptions of teachers in Enterprise Elementary School 

District on the effectiveness of ACEs & TIEP trainings in changing their 

classroom practices to support the resiliency of students who had experienced 

ACEs?  



 

135 
 

Research Methods and Data Collection Procedures 

This research study was a convergent parallel mixed method case study utilizing 

qualitative and quantitative research methods. The purpose of a case study is to 

investigate a phenomenon in more depth than a typical quantitative or qualitative study 

(Baxter & Jack, 2008).  Case studies according to Tetnowski (2015), are used to 

“investigate a contemporary phenomenon within its real-life context.   Baxter and Jack 

(2008) state that case studies can be used to inform professional practice or 

decision/policy making.  This study focused on a single significant case (Enterprise 

Elementary School District) as an example of the phenomena of interest (ACE and TIEP 

trainings).  According to McMillan and Schumacher (2010), a case study is the in-depth 

exploration of a unique system to gain insight into a specific theme.  “Case studies 

provide a more complete understanding of complex situations, identify unintended 

consequences, and examine the process of policy implementation” (McMillan & 

Schumacher, 2010, p. 440).  

The mixed methods portion of the study, the Convergent Parallel Design formerly 

known as the Triangulation Design, was used in order to collect both qualitative data 

through a survey offered to all district teachers and concurrently to qualitatively interview 

participants to gain a more in-depth understanding of their attitudes and perceptions on 

ACEs, TIC, and resiliency.  According to Creswell & Clark (2017), the convergent 

Parallel design is the most well-known of the mixed method approaches and was 

originally known as the “triangulation design where two different methods were used to 

obtain triangulated results about a single topic” (p. 77).   This method utilizes the 

strengths of both qualitative and qualitative methods.  This method offers the opportunity 
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to compare the data from both methods for the purposes of validation.  There are many 

benefits for utilizing the convergent design such as being an efficient way of collecting 

data as both sets of data are collected at the same time independently (Creswell & Clark, 

2017; McMillan & Schumacher, 2010).  Another benefit is data analysis of the two data 

sets can be used to compare, connect and contrast data for further clarity and accuracy.  

The researcher analyses the data both separately and together and seeks convergence, 

corroboration, collaboration and comparisons (Schoonenboom & Johnson, 2017; see 

Figure 12). 

In this study, the quantitative data were collected in numeric form using a survey 

(see Appendix B).  This survey was sent out to all 188 elementary teachers in Enterprise 

Elementary School District.  While waiting for the results of the survey, 10 volunteer 

teachers were selected and interviewed to gain their perceptions as to whether these 

practices improved the resiliency of the students who had experienced ACEs.  

Conducting both the qualitative and the quantitative research at the same time, was time 

efficient and allowed the researcher to compare and contrast the data results to determine 

patterns and meaning.    

Quantitative research designs assist with decreasing researcher bias and 

increasing objectivity of the research (McMillan & Schumacher, 2010).  This was a 

nonexperimental quantitative design utilizing a survey (see Appendix B).  According to 

McMillan and Schumacher (2010), “Nonexperimental designs describe phenomena and 

examine relationships between different phenomena without any manipulation of 

conditions that are experienced” (p. 22).  Surveys are a form of qualitative, 

nonexperiential design.  Surveys are utilized to identify attitudes and attitudes of the 
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sample. The survey used in this study is the Attitudes Related to Trauma-Informed Care 

Scale (ARTIC) Scale developed by The Trauma Stress Institute of Klingberg Family 

Centers (see Appendix B). 

The purpose of the qualitative research component is to gain an understanding of 

the personal views of those surveyed, as qualitative research is an interactive method 

focused on the lived experience of those surveyed (McMillan & Schumacher, 2010).  

Qualitative research according to Patton (2015) is used to gain meaning and understand 

the perceptions and experience of those interviewed.  The purpose of the qualitative 

method is to gain an understanding of the results of the quantitative results from the 

survey.  In qualitative research, data is collected via interviews and then the researcher 

identifies themes, and these themes then assist in finding meaning and narrative behind 

the data collected in the survey and quantitative portion of the research (Patton, 2015).  In 

this study, interviews were used to identify the perceptions of the teachers regarding the 

effectiveness of trainings in ACE and TIEP in improving the resiliency of the students 

and thus improving the classroom environment.  One of the benefits of the convergent 

design is the method generally can decrease the effects of researcher bias that can 

sometimes be found in qualitative research and added qualitative interviews can increase 

the reliability of the quantitative research (Creswell & Clark, 2017).  In the convergent 

design, the data are collected through the survey for the quantitative portion of the study 

and then this data are analyzed through descriptive and inferential statistics (Creswell & 

Clark, 2017).     
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Population  

A population is a group of individual participants that meet a certain criterion. 

The population of a study is a group of persons who have characteristics in common 

which separate them from other groups (McMillan & Schumacher, 2010).  The general 

population for this study was elementary teachers in California who have been trained in 

ACEs and TIEP.  According to the NCES, there were an estimated 3.6 million full time 

equivalent elementary and secondary teachers in 2017 (NCES, 2019). During the 2018-

19 school year there were 148,288 elementary teachers in California, serving in 5887 

elementary schools, with a total enrollment of 3,010,015 students (NCES, 2019).  

Elementary school teachers are likely to encounter students with ACEs and subsequently 

have the opportunity to intervene with students during critical brain developmental 

periods (Post et al., 2020). In recent years, school districts in California have offered 

training in Trauma-Informed Educational Practices with elementary teachers, for the 

purpose of identifying and implementing instructional practices that help students 

develop skills to improve their behaviors and academic performance (California 

Department of Education, 2019).  While it is known that some schools have offered 

ACEs & TIEP training for teachers in California, no data exists on the extent of the 

training offered. Further, there was no information found on whether the trainings were 

required or voluntary for teachers to attend or if the teachers gained knowledge or skills 

from the trainings.  Therefore, the population selected for this study was elementary 

school teachers in California who have participated in ACE related TIEP trainings. 
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Target Population    

The target population of this study was elementary teachers in Enterprise 

Elementary School District, located in Redding California.  The Enterprise School 

District is the only known school district in Shasta County to require training in ACEs 

and training in TIEP for all of their elementary teachers. The Shasta County Public 

Health Department began training teachers on trauma informed care beginning in 2010. 

The Enterprise School District began training in ACE and TIEP around 2015.  

 The Enterprise Elementary School District is made up of nine schools, with a total 

enrolment of 3,781 students and approximately 180 full time equivalent credentialed 

teachers. The district operates four K through 5 schools, two K through 8 schools, one 6 

through 8 school, one community day school K through 8, and one K through 12 school.  

 According to the superintendent the district is committed to providing emotionally 

safe environments for student learning. The mission at Enterprise Elementary School 

District is: Empowering every child, every day, to create a better world.  To support the 

implementation of trauma-informed educational practices, the district provided social and 

emotional education utilizing a team of school counselors who collaborated with the 

teachers to provide techniques and skills to assist students and teachers in managing 

emotions and building prosocial skills. In addition, each school has a mental health 

professional assigned to the school to assist the students and the teachers.   

Sample 

 The sample includes exactly who was studied.  This case study utilized the 

approach of “sampling an exemplar of phenomenon of interest” (Patton, 2015).  Patton 

(2015) described this method as providing, insights that stand alone as important. The 
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Enterprise Elementary School Teachers were selected as the exemplars, given the 

additional investment and trainings given to the teachers to support children struggling 

with the impacts of trauma or adverse childhood experiences.  This study also utilized a 

combination of convenience, purposeful and random sampling.  Convenience and 

purposeful sampling occur when subjects are selected based on being easily accessible 

and to best meet the needs of the study (McMillan & Schumacher, 2010).  

 The sample size for the quantitative portion of this study was 59 participants, who 

represented 31% of the target population. While there is no agreement in the literature 

regarding sufficient sample size for convergent mixed methods studies, it is appropriate 

to select a sample that will allow for a sufficient number to answer the research questions 

and gain insights from the participants (Creswell, 2006).  Creswell (2006) indicated that, 

“The sample needs to be large enough for statistical procedures to be used that will make 

it possible for the researcher to draw inferences with some confidence that the sample 

reflects the characteristics of the entire population” (p. 112) Triangulation of the results 

of the convergent mixed methods design with 59 participants who completed the 

quantitative portion of the study combined with individuals who completed interviews 

was determined by the researcher to be of sufficient size to gain insights into the case 

study population of 188.  

 The sample size for the interview portion of the study consisted of 10 teachers 

from the Enterprise Elementary School District who volunteered to be interviewed (1 

interview recording was damaged, thus only 9 interviews were used).  Patton (2015) 

stated there are no rules for sample size in qualitative studies; however, the size needs to 

be representative of the population being studied.  However, in qualitative studies, more 
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interviews do not necessarily mean better data, due to the fact the data can reach a 

saturation point where the data becomes repetitive (Vasileiou et al., 2018).  

Sample Demographic Data 

 For the Quantitative portion of the study, the survey was sent to 188 teachers in 

Enterprise Elementary School District.  Of the 188, 59 completed the survey for a 

response rate of 31.4%. Demographic data for the ARTIC Survey were unavailable, as 

the Traumatic Stress Institute (TSI) does not release the demographic information for the 

purposes of maintaining strict confidentiality.   

 For the qualitative portion of the study there were nine participants. Of the 

participants participating in the interviews there were one male and eight females.  Two 

of the interview participants had master’s degrees and seven had bachelor’s degrees (see 

Table 1).  Eight of the interviewees had more than 6 years of teaching experience with 8 

of them also having 6 or more years teaching experience in EESD.  Seven of the teachers 

were older than 35 years.   

Major Findings 

Finding 1:  Positive Teacher Attitudes Developed in Response to the ACEs & TIEP 

Trainings 

 Teachers developed positive attitudes in response to the ACE and TIEP trainings 

offered by the Enterprise Elementary School District. The ARTIC Scale survey indicated 

that the majority of teachers at EESD who completed the survey responded positively to 

the trauma-informed educational practices they have been learning and practicing over 

the last several years.  The qualitative findings also indicated that the teachers’ attitudes 

were changed as they reported an increased ability to recognize behaviors as symptoms 
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of something else, usually trauma or stressors; not to personalize student behavior but 

instead to see it as a symptom of something going on with the student; and an increase in 

compassion and tolerance when responding.  Shooks, (2019) and Hinton-Pollard (2020), 

both conducted research on teacher efficacy and trauma informed trainings and both 

found that most teachers responded positively to trainings in trauma informed educational 

practices and adverse childhood experiences the more they receive training and support at 

a whole school / whole district level.  Both studies point to the fact that one simple 

training will not necessarily evoke change, but there needs to be a whole school approach 

with a complete school mindset shift towards being trauma informed in both personnel 

and administration as well as in the classroom.     

Finding 2: Confidence in Trauma Informed Educational Skills 

 Teachers reported gaining confidence in the understanding and use of trauma- 

informed educational skills in their classrooms.  Teachers indicated positive reactions in 

the survey to trauma-informed educational skills and reported they use the concepts in 

their classrooms during the qualitative interviews.  About two-thirds or 67% of the 

teachers indicated confidence in their abilities to effectively use trauma informed 

educational practices on the ARTIC.  The level of confidence also was related to the 

number of years teaching and attending trainings.  Newer teachers (and teachers newer to 

the district) were less confident.  McIntyre et al. (2019) found that the more trainings 

teachers attended that provided practical application in the classroom the greater the 

learning outcomes for teachers.  All nine teachers reported attending at least one training 

in ACEs and/or TIEP.  The nine teachers had a combined total of 59 ACE or TIEP/TIC 

trainings.  The number of trainings they have attended may reflect on the extent of their 
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positive attitudes and confidence regarding trauma-informed practices.  The fact that the 

two-thirds of the teachers felt at least somewhat confident shows that it is likely that these 

teachers were mostly from schools where trauma-informed pedagogy has been 

completely embraced and both Shooks (2019) and Hinton-Pollard (2020) studies lead this 

researcher to believe that whichever schools the nine interview participants and the 59 

survey participants teach at, follow-up and ongoing support for TIEP is likely because 

they felt confident in their ability to understand ACEs and utilize TIEP.  Larsen and 

Samdal (2012) reported that positive feelings of self-efficacy in Second Step © 

interventions resulted in positive student outcomes.    

Finding 3: Assumptions Prior to Training 

 Teachers indicated that prior to the ACE & TIEP trainings they had made faulty 

assumptions about children with problematic behaviors. Some of the assumptions they 

had made included believing that children were willfully being disobedient or that 

students would refuse to do assignments just to get to the teacher.  Teachers reported that 

prior to the trainings they personalized student behaviors, believing that students were 

maliciously doing something to them i.e., refusing to do an assignment, being 

oppositional or disruptive.   Helen Collins Sitler (2009) found that until teachers learn 

about the impact of adverse child experiences and stress on the brain and how it impacts 

both behavior and learning, they often view behavior as more volitional, oppositional, or 

lazy.  Sitler indicates that, “the task is to teach with a pedagogy of awareness that 

provides ongoing support for the needs of all learners (p. 120)”.    
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Finding 4: Changes in Classroom Practices Resulted in Improved Student 

Behaviors 

Teachers perceived that the knowledge and skills they learned in ACE’s and TIEP 

trainings assisted them in making changes with their classrooms that resulted in positive 

changes in student behaviors.  The student behaviors that were most often noted by the 

teachers included four main skills.  The number one and most frequently reported in the 

interviews was that teachers noticed an increase in student use of self-regulation skills to 

manage overwhelming feelings.  Thus, teachers saw an increase in students being able to 

effectively calm themselves down when overwhelmed with emotions rather than acting 

out improperly.  Another reported change was an increase in positive relationships with 

others.  Both the teacher and child relationship improved as did the student and student 

relationships.  Teachers also reported an increase in problem solving skills and noted that 

students were much more able to think through problems rather than shutting down or 

impulsively act out.  The Increases in self-control were evidenced by a decrease in 

impulsive acting out, decrease in anger outbursts and overall, out of control behavior.  

These four behaviors are related to improved student resiliency (Souers & Hall, p. 2018). 

These teachers’ perceptions agree with what the current trends in literature are indicating.  

Numerous research articles have indicated that trauma informed teaching practices and 

trauma informed curriculums such as Second Step© and Capturing Kids Hearts © help 

children learn valuable ways to manage the overwhelming emotions from stress and 

trauma (Maynard, Farina, Dell & Kelly M., 2019; Dorado, Martinez, McArthur, 

Leibovitz, 2016; Kim, Crooks, Bax &Shokoohi, 2021).    
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Finding 5:  Changes in General Classroom Practices Designed to Build Student 

Resiliency Resulted From the ACEs & TIEP Trainings 

Teachers perceived it was important to incorporate changes in their general 

classroom practices following the ACEs & TIEP trainings to help build student 

resiliency.  There were four primary changes identified by the nine teachers: utilizing 

relationship building communication and supportive connections; implementing social 

and emotional learning curriculums; adjusting and individualizing expectations and 

education; and incorporating movement techniques into the classroom.  These four 

changes identified by the nine teachers all contribute to student resiliency as evidenced 

by the teachers’ reports and by the literature.      

Utilizing relationship building communication and increasing positive 

connections:  Resilience enhancing positive relationships and social connections build 

resiliency (Arincorayan et al. 2017).  Many studies have found that mental illness, 

addictions, domestic abuse, and poor coping occur mostly in social isolation and/or with 

negative relational connections (Padgett, D.K., Henwood, B., Abrams, C. & Drake, R.E. 

2010; Jascz, 2019).  Thus, it is important that students learn healthy positive relational 

skills and that they feel connected, cared about and important to at least one positive 

person in their life.   

When instituting social and emotional learning interventions and/or curriculum 

within the classroom, the district trained the teachers and staff in both curriculums and 

the eight of the nine teachers interviewed reported the curriculums were highly useful and 

helpful.  Both are social-emotional learning programs.  These programs promote self-

awareness, social awareness, self-management, relationship skills, and responsible 
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decision making (Flippen Group©, 2019).   The skills in these two programs are designed 

to promote connections and healthy coping which are signs of resiliency. 

Teachers reported adjusting expectations and/or goals based on the student and 

their circumstances and individualizing education to meet student needs.  Trauma- 

informed schools recognize the importance of individualized learning and borrowed 

concepts from special education pedagogy, recognizing that a one size education does not 

fit all.  This goes beyond individual learning styles and includes being aware of students 

current and past living situations, current and past traumas, and current abilities (Fry et 

al., 2020). 

 Teachers are incorporating physical movement techniques into everyday practice.  

The Polyvagal Theory explains that trauma and stress impact the entire brain and body 

including all internal organs (Porges, 2006).  Gordon (2021) indicates that movement, 

especially if it is carefully individualized, will give one a wide range of trauma healing 

psychological and physical benefits.  He stated that, “Aerobic Exercise, the kind that 

requires oxygen and stimulates energy, increases stress-relieving, resiliency-building 

hormones depleted by trauma, including dopamine, serotonin and the endorphins.” (p.1) 

Finding 6: Changes in Classroom Management and Instructional Practices 

Contributed to Increased Student Resiliency 

 Teachers perceived the changes they made as a result of their trauma-informed 

trainings did contribute to student resiliency. The participants shared that the most 

important changes included: flexibility in routines and expectations; having student self-

regulation spaces and activities; adjusting the physical environment; building a team or 

tribe in the classroom; and differentiation – support modifications.    Some of the signs of 
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resiliency that teachers reportedly were seeing in children were increased self-control, 

improved personal relationships with peers, ability to regulate emotions and ability to 

self-sooth as well as positively resolve conflict.     

Finding 7: Teachers Gained Valuable Knowledge and Skills from the Trainings 

Teachers perceived that as the result of the ACEs and TIEP trainings they gained 

valuable knowledge and skills to help student with ACEs build resiliency. They indicated 

that knowing the science behind the student behaviors resulting from ACEs was crucial 

for understanding what classroom interventions can be effective. ACEs related trainings 

begin with understanding the short-term and long-term effects of ACEs on students as a 

baseline for building effective and appropriate interventions.   

Finding 8: Offer ACEs & TIEP Trainings on a Continuous Basis 

 All the teachers in the study indicated that more trainings should be offered by the 

school district on a continuing basis.  The teachers said there should be training provided 

for both new and experienced teachers every year. In addition, the teachers believed that 

structured follow-up at the school site following trainings would help them to better 

implement the knowledge and skills they learned. The teachers also suggested the ACE’s 

& TIEP training should be part of teacher credentialing programs to better equip new 

teachers to assist children with ACEs.    

Other studies have concurred with these findings that training needs to occur 

during teacher education as well as continuously throughout their teaching careers 

(Ciganek, 2020; Hinton-Pollard, 2020; McIntyre et al., 2019; Shooks, 2019 McIntyre).   

One of the interview participants, a newer teacher stated,  
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I did not get the education I needed during my teacher education, and I had no 

idea what to do with the “misbehaving” or “checked out” child who likely 

experienced trauma.   A high number of my students live in poverty or experience 

domestic violence or are in foster care.  My first couple of days were rough.  I am 

glad I started getting trained in ACE’s and trauma responsive techniques.   

Unexpected Finding 

Unexpected Finding: Students Reportedly were Better Behaved Upon Return to In-

Person Schooling  

 An unexpected finding was that the students were better behaved upon returning 

to the in-person classroom following distance learning due to COVID-19 pandemic 

restrictions.  Even though there were some acting out behaviors due to the stress of the 

back and forth from distance learning to classroom learning, the teachers reported that 

overall student behavior improved.  According to the teachers, they perceived the 

students’ number one goal appeared to be to not get sent home from school, indicating a 

preference for remaining in the classroom rather than return home to virtual learning.  

Teachers also believed that the TIEPs that were in place prior to the pandemic, had also 

given students valuable resiliency skills which contributed to the improved behavior.   

Conclusions 

Conclusion 1: ACE & TIEP Trainings are Beneficial to Teachers 

 Based on the findings of this study, as supported by the literature, it is concluded 

that ACE and TIEP trainings are beneficial to teachers.  Teachers who participated in the 

trainings gained valuable skills that helped not only students with histories of trauma, but 
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all students, because of the teachers increased awareness of the Why’s for behavior and in 

creating a more inclusive, accepting and supportive classroom.   One teacher stated,  

 The classroom just runs so much more smoothly since learning these skills.  There 

 are less outbursts and an increase in academic learning for all the students it 

 seems.  I can never get enough of this training as it really helps.   

Hinton-Pollard in her 2020 research, reported that middle school teachers found the 

trainings helpful in attempting to meet the needs of students with trauma.  All the 

teachers in this study felt positively about TIEP and felt the practices were beneficial to 

the students and teachers themselves.  Shooks found in her 2019 study that teachers, who 

had multiple or ongoing trainings in ACE and TIEP, reported an increase in self-efficacy.  

Kim et al. (2021) found that these trainings were not only beneficial in changing 

attitudes, but when implemented in a Whole School or Whole District approach also 

decreased teacher burnout.    

Conclusion 2: A “Whole School” Approach to Training is effective in shifting 

teachers attitudes towards students who have experienced ACEs.   

Based on the findings of this study, as supported by the literature, it is concluded 

that when teachers attend training designed in a whole school approach, they develop 

positive attitudes regarding TIEP and helping students who have experienced ACEs. Both 

the quantitative and qualitative data indicate that the trainings did result in positive 

attitude changes in the teachers.  The one teacher who did not feel the trainings were 

realistic for middle school, had also reported that there was not a lot of support for 

making the necessary changes to utilize the trauma informed approaches.  For example, 

there were too many students in the classroom and the techniques were not realistic given 



 

150 
 

the high number of students and the state academic standards and demands.  The eight 

other teachers all felt their schools were highly supportive and felt positively about 

utilizing the trauma-informed approach, thus the more the whole school was onboard 

with being trauma informed the more positive the teachers felt.  Also, it seems that the 

more trainings teachers attended the higher their self-efficacy with the TIEP.  The 

teachers who felt the least confident in these practices were newer to teaching or newer to 

the district and ACEs and TIEP were new to them.  Both Shooks (2019) and Hinton-

Pollard (2020) similarly found that when all school personnel are trained in ACEs and 

TIEP and when administration is completely on board with the philosophy and concepts 

and backs the teachers up through ongoing support and policies and procedures, teacher 

satisfactions and feelings of self-efficacy improve.  Stokes and Brunzell (2019) indicate 

that a three-tiered approach is important.  Tier 1 – Teaching teachers how to assist 

students in increasing self-regulatory skills.  Tier 2 – Increasing relational capacities both 

by training and providing opportunities for relationship-building (class size and 

supporting teachers in decreasing their own secondary trauma reactions through trauma 

informed supervision).  And lastly Tier 3, increasing psychological resources for student 

wellbeing by providing coaching to teachers by professional counselors and providing 

mental health counseling to students.    

Conclusion 3: TIEP’s Develop Student Resiliency Skills  

Based on the findings of this study, as supported by the literature, it is concluded 

that when teachers incorporate the TIEP instructional and classroom management 

practices into their classroom, then student resiliency improves.  One thing was clear 

from the interviews; teachers’ attitudes and behaviors were positively changed by the 
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trainings and both the attitude shift and the TIEP put into practice resulted in increased 

signs of resiliency in the students.  This was evidenced by teachers recognizing student 

behaviors as symptoms of the student’s feelings and that they stopped personalizing 

student behaviors as personal attacks toward the teacher.  Teachers also reported an 

increase in their tolerance and ability to ignore acting out behavior (when safe to do so), 

as well as an increase in feelings of compassion and affection towards the students.  The 

teachers who have been teaching at EESD for several years also reported that they saw 

increased signs of resiliency in the students, such as increased self-control and classroom 

teamwork. Numerous studies have been conducted in the last several years which show 

that when teachers who are equipped and supported in understanding ACEs and teaching 

using TIEP, student outcomes improve socially, emotionally, and academically (Blodgett 

& Lanigan, 2018; ; Murphey & Sacks, 2019; Phifer & Hull, 2016; Post et al., 2020).   

Conclusion 4: Student’s Social-Emotional Skills Improve when Teachers deeply 

understand the TIEP Strategies for Assisting Students in Overcoming the Effects of 

ACE. 

Based on the findings of this study, as supported by the literature, it is concluded 

that when school districts commit to providing all teachers with training in ACE and 

TIEP, the new practices they acquire result in improved student social-emotional and 

academic skills.  Teachers in this study reported that the trainings have been helpful, and 

that they gained valuable skills and knowledge.  One teacher reported,  

I have learned to not take things students do or don’t do personally.  I find I 

 hardly ever have to yell at the students and behaviors seem to be diffused before 

 they escalate now, as long as I stay centered and calm myself.   
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Findings of other recent studies also had the same findings: ACE and TIEP should be 

taught to teachers in all schools to improve teacher skills in inclusive classroom 

management, compassion and understanding, utilizing movement, mindfulness sills, and 

non-punitive discipline which in turn improved student emotional and social skills as well 

as academic skills (Ciganek, 2020; Hinton-Pollard, 2020; McIntyre et al., 2019; Shooks, 

2019).  

Conclusion 5: Relational Skills Improve When Teachers Implement TIEP  

Based on the findings of this study, as supported by the literature, it is concluded 

that when school districts provide training in ACE and TIEP, teacher-student 

relationships improve, which build the healthy relational skills students need for 

resiliency.  Given that teachers who receive these trainings tend to have more compassion 

and understanding, they approach education from a more holistic and individualized 

manner, teacher-student relationships are improved.  It is through these improved 

relationships that students learn to trust because they begin to learn that there are adults 

who are safe.  It is through these relationships that students learn healthy relational skills.  

Students flourish when someone believes in them.  Post et al. (2020) report that stable 

and consistent relationships are the number one buffer for toxic stress and traumatic 

experiences and that it is through caring and positive relationships are what bring about a 

lot of healing.  Patricia Jennings (2019) states that teachers can become both a protective 

factor by having positive regard for their students and being a safe person for the student 

and they become role models of healthy social and emotional behavior for students to 

emulate.  She also indicates that there are three critical dimensions to the teacher-student 

relationship.  The first is that students learn to see that teachers are sensitive to their 
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needs and are supportive of them as individuals.  The second is utilization, meaning that 

the student knows and becomes willing to rely on the teacher for help.  And third, “A 

sense of relatedness is reflected in the extent to which students feel successful in their 

bids for belonging and acceptance” (Jennings, 2019, p. 13).  The teacher-student 

relationship is fundamental in overcoming ACEs.    

Conclusion 6: Teachers are Better Prepared to Assist Students as they Return to 

School 

Based on the findings of this study, as supported by the literature, it is concluded 

that although the disruption caused by the COVID-19 pandemic has been traumatic for 

both students and teachers, the teachers increased understanding of ACEs and TIEP 

better prepared them to sensitively support students return to school.  Both the findings in 

this study and in other studies conducted during the 2020 COVID-19 pandemic indicate 

that the 2020/2021 school year was a difficult and traumatic year for both students and 

teachers (Yasmin et al., 2021).   Because of the tools these teachers had learned prior to 

COVID-19, as students returned from distance learning the teachers were able to 

recognize the symptoms of trauma such as spacing out, anxiousness, and difficulty sitting 

still.  They were also able to mitigate the impact of the stress from being a child during a 

pandemic by utilizing their trauma informed teaching skills, such as implementing more 

brain breaks though movement, breathing and mindfulness activities which helped 

students regulate their emotions and anxieties.  They also utilized their relationship 

building skills by allowing students to talk both individually and as a group about their 

fears, concerns and worries.  The trusting supportive relationships the teachers had built 

with the students prior to the pandemic enabled children to return to the classroom with 
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minimal behavioral disruptions.  Several of the teachers reported that students indicated 

they felt safe at school and did not want to return to distance learning.   

Implications for Action 

Implication 1: Superintendents & School Boards Should Implement ACE and TIEP  

Training for All Teachers in Their District 

This body of research, as well as other recent research, indicate that giving 

teachers information about the impact of ACE and training in and implementing TIEP 

positively benefit both the teachers and the students (with or without ACEs). Bryant et al. 

(2020) report that at least 45% of the children in the United States have experienced at 

least one ACE.  They also state that 61% of Black non-Hispanic and 51% of Hispanic 

children have experienced ACEs compared to 40% of Caucasian non-Hispanic children.  

The authors believe that the pandemic for many children is an additional ACE and may 

also have contributed to additional ACEs such as family financial stress, increased 

substance use, and an increase in domestic violence.   Thus, it is imperative that schools 

move in the direction of trauma informed education.  Not to do so would put many 

students at risk for a lifetime of academic, mental, emotional, social, and health problems.  

Minahan (2019) identified several trauma informed teaching strategies.  These strategies 

include: 

• Expect unexpected responses (p. 31) 

• Employ thoughtful interactions (p. 31) 

• Be specific about relationship building (p. 32) 

• Promote predictability and consistency (p. 32) 

•  
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• Teach strategies to “change the channel”, [i.e., self-regulation and self-

soothing skills] (p. 33)  

• Give supportive feedback to reduce negative thinking (p. 34) 

•  Give opportunities for students to feel competent (p. 34) 

• Limit exclusionary practices and develop inclusion (p. 34) 

• Foster a feeling of safety. (p. 35) 

The teachers interviewed all reported implementing practices in their classroom that 

include these strategies and reported positive results.   If the education system in the USA 

were to focus its energies into providing quality ACE training to all teachers and staff and 

require the implementation of TIEPs in all schools, then there would be an increase in 

student resiliency and protective factors for youth to develop into healthier and more 

adaptable adults. This could be done in multiple years through a phasing approach.     

Implication 2: All Teacher Education Programs Should Include Information on 

ACEs, the Impact of Trauma on the Brain and Body, and Trauma-Informed 

Educational Practices  

Several of the teachers indicated that they wish they had had this knowledge when 

they first started teaching as they felt unprepared for teaching students who were highly 

emotionally reactive.  Teacher preparation programs for K-12 teachers require courses in 

Language Arts, Science, Mathematics, Humanities, etc., as well as Fundamentals of 

Teaching, Student Assessment, Instructional Planning, and Learning Methods 

(https://www.ctc.ca.gov/credentials/leaflets/single-multiple-subject-credentials-(cl-560c). 

Teachers generally receive education in Human or Child Development.  However, until 

recently these courses were void of information regarding ACE, trauma and/or stress and 
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how they impact a student’s individual emotional, social, and academic functioning.   

Given that as many as 46 million children living in the United States have likely 

experienced some form of trauma, it seems imperative that teachers be trained and ready 

to teach children who have experienced trauma (McIntyre et al., 2019).  The better 

prepared teachers are for managing and mitigating the effects of trauma, the more 

successful these children are likely to be.    

Implication 3: ACEs and TIEP Training Should be Required by the US Department 

of Education, the California Department of Education and the California 

Commission on Teacher Credentialing Program Standards and Requirements  

 It is recommended that education policies, regulations and practices be inclusive 

of trauma-informed educational practices.  Requiring teachers to have ACE & TIEP 

training should be a requirement just as equity and inclusion training is required.  As one 

of the middle school teachers reported that while the information was helpful, the teacher 

was unable to implement their learnings due to the large class size and state education 

standards.  Duffy and Comly (2019) indicate that successful trauma-informed schools 

have a multi-layered trauma informed approach.    

 At the Tier 1 level, components typically include revisions to disciplinary 

 policies, social and emotional learning, schoolwide culturally responsive 

 education about trauma, and parent and caregiver education and engagement. 

 Group and individualized intensive supports (e.g., cognitive behavioral therapy 

 and wraparound services) are based on screenings that identify students’ exposure 

 to trauma and fall under Tiers 2 and 3. Schools implementing trauma-informed 
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 approaches often develop community partnerships and collaborate across child 

 services to coordinate care. (p. 5)  

This would require both state and federal policy makers to recognize the importance of 

promoting and supporting trauma-informed teachers and trauma-informed educational 

practices.  It would require providing educational funding to states, counties and districts 

to ensure the feasibility of implementing these practices.  It would require a review and 

revision of the federal Every Student Succeeds Act legislation to recognize and include 

the impact of trauma on learning and the need for trauma-informed schools to include 

ongoing support for teachers, staff, parents or caregivers and administration to meet the 

needs of every child in school.   

Implication 4: Educate and Support Parents 

 While trauma-informed schools are important and provide important protective 

factors to mitigate the impact of trauma, if a student returns home every night to a home 

filled with stress, anger, and hostility or domestic violence, substance use, et cetera even 

the most supportive trauma-informed teacher and school will have a limited impact. We 

cannot put the burden all on teachers.  It is imperative to help parents and caregivers.  

Parenting is a stressful job and often parents who were raised with their own ACEs have 

few positive parenting skills.  Supporting parents by providing positive parenting 

education programs as well as parent support groups and parent partners or parent 

mentors who can support families where they are at, would lift some of the burden off 

teachers and the school system.  If schools work in tandem with community providers to 

support parents, then the schools, the families, and the children will benefit.  Johnson et 

al. (2018) conducted a meta-analytic study of trauma-informed parenting interventions 
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and found promising results on child psychosocial outcomes.  Imagine the possible 

resiliency skills of a young adult who experienced ACEs and then had trauma-informed 

teachers in a trauma-informed school paired with caregivers providing trauma-informed 

parenting skills in a trauma-informed community.  With this approach it might be 

possible to decrease mental illness, addictions, and criminal behavior in the next 

generation.    

Implication 5: Provide Ongoing Support to Teachers  

 Teaching students with ACEs is challenging work.  Teachers who work with 

students with ACEs can often struggle, especially if they have their own histories of 

ACEs.  They can also experience secondary or vicarious trauma.  Secondary or vicarious 

trauma is the internal trauma response that happens to one when exposed to others trauma 

on a regular basis and many teachers also had their own ACEs growing up and continue 

unbeknownst to the teacher to react from a trauma response rather than a proactive 

compassionate resilient response.  School districts need to provide support to these 

teachers to decrease the potential for burnout or inadvertently reacting negatively toward 

a student and essentially re-traumatizing him/her.  Essary et al. (2020), identify some 

strategies for supporting teachers to include: increasing community resources available to 

them such as counseling, support groups, et cetera; lower class sizes; school counselors to 

debrief difficult student situations with; teaching teachers self-care and encouraging them 

to take time to take care of themselves; and school-based strategies such as creating 

awareness with teachers about what secondary trauma and ensuing burnout looks like and 

then proving support such as leave of absence policies that take into secondary trauma 

into account (see Table 16). 
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Table 16 

Strategies for Prevention of Secondary Traumatic Stress Among Educators  

Administrative Strategies Personal Career Strategies  Home Self-Care 

Release time & leave Identify Limits and set them Self-nurture 

Safe physical space Set long and short-term goals Seek connection with others 

Employee Assistance with 

psychotherapy support  

Ongoing relevant continuing 

education 

Exercise  

Student ratio reduction  Engage in professional 

organizations for support  

Maintain healthy eating habits  

Paperwork Assistance / 

workload support 

Foster positive collaboration 

opportunities  

Self-Care Planning 

Accessible regular and 

ongoing supervision  

Ask for help when needed  Develop and participate in a 

balance of enjoyed activities 

Trust Building /team building   

Access to natural light   

Provide Debriefing support 

groups and/or ongoing 

supportive discussion groups 

  

From “Secondary Traumatic Stress Among Educators,” by J. N. Essary, L. Baraza, & R. J. 

Thurston, 2020, Kappa Delta Pi Record, 56, p. 116 

(https://doi.org/10.1080/00228958.2020.1770004). Reprinted with permission. See Appendix P. 

 

Implication 6: School Boards Should Adopt Policies that Institutionalize and 

Provide Funding for Trainings in ACEs and TIEP in Schools    

Often funding for these trainings and practices comes from grants (Jones, Smith 

& Smith, 2019).  Grants generally have an end date.  Ongoing sustainability of these 

trainings and educational practices is imperative to help traumatized students in an 

ongoing and meaningful way.  Funds should be secured at a district level to support 

trauma-informed building/structural needs, social-emotional learning curriculum(s), 

related professional development, mental health support for students and staff, as well as 

partnering with other agencies such as County departments of public health and/or mental 

health as well as community-based organizations such as local Child Abuse Prevention 

Agencies.   
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Implication 7:  Make TIEP & ACE Training a Condition of Receiving Federal and 

State Educational Grant Money 

 In order to ensure that principals and school districts are held accountable, and 

that Trauma-Informed Education becomes the norm, receipt of educational grant funding 

should require that districts implement these ACE & TIEP trainings and educational 

practices as a contingency for receiving such funding.  If districts and schools had 

additional funding to implement these practices, then students in both rural and urban 

districts would have a better chance at having a successful educational experience.  If 

districts and schools had additional funding for TIEP then, they would have the resources 

to successfully implement TIEP and develop whole child trauma-informed schools. 

Implication 8:  Create Collaborative Trauma Informed Communities  

 While this study focused on teachers and trauma-informed educational practices, 

building youth resiliency needs to be a community effort.  Teachers cannot do it all.  If 

only one person, entity or organization provides trauma-informed care to a traumatized 

youth, the likelihood for burnout is high and while the interventions are effective, they 

are not comprehensive for the greatest possible outcome.   In Shasta County Public 

Health and the County Office of Education have partnered to provide information and 

training on ACE and TIEP.  Shasta County Public Health is training many organizations 

in the community including the YMCA, local medical establishments, the Child Abuse 

Prevention Council, local businesses, and many other organizations in the concepts of 

trauma, ACE, the trauma response, and ways to mitigate the impact of ACE and build 

resiliency.  Yet industry silos continue to exist and many in the community still do not 

know about ACE, the trauma response in the brain and how it impacts the developing 
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child as well as adults.  In communities like Shasta County where 40% of the population 

has experienced four or more ACE (compared to 16% of Californians as a whole), and 

has high substance abuse, homelessness, numerous high school dropouts, and a high 

number of children in out-of-home placements, it seems a community-wide collaborate 

education and intervention is needed (Shastastrongfamilies.org).          

Recommendations for Further Research 

Based on the findings and research of the study there are several 

recommendations for further research.  Adverse Childhood Experiences and chronic 

stress are very much a part of the lives of many children and strategies are needed for 

helping these children build the resiliency skills that they will need to flourish in life 

rather than just struggle to survive.  Because of this much more research is needed.    

Recommendation 1: Replicate this study in other districts that are in rural 

California 

It is recommended that, due to the small sample size, this mixed methods study be 

replicated on a much larger scale including multiple districts with higher participation 

rates for both the ARTIC and the interviews.  The goal would be to see if the positive 

reactions, attitudes, and outcomes would be the same with an increased number of 

participants.   If this study were to be replicated at several other rural school districts 

throughout California, then it would be possible to discover if the findings in this study 

are an anomaly or not.  It is important to know if the findings for EESD would be similar 

or different in other rural school districts.      
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Recommendation 2:  Conduct a Comparative Study of Student Achievement 

Records with Teacher Attitudes Found on the ARTIC 

To see if the trainings are impacting student achievement, it is recommended that 

where possible student records are reviewed prior to implementing trauma informed 

educational practices and student records are reviewed following six months and then a 

year after implementation of the trauma informed teaching practices.  The purpose of this 

research would be to see if the changes not only impacted classroom behavior and 

schoolwork completion, but if the results are also seen academically.    

Recommendation 3: Conduct a Mixed Method Comparative Study of Districts 

Where There are Collaborative Communities with the Local School Districts 

It is recommended that studies be conducted comparing districts with no ACE or 

TIEP trainings, districts where there is not only ACE and TIEP training, but where  

districts where County and community agencies  along with the schools/school districts 

collaborate together in a trauma-informed approach.  The purpose of this study would be 

to compare ARTIC scores of teachers from the three different communities to see the 

difference in school personnel’s attitudes towards students with ACEs and TIEP based on 

the differences in the three communities.  This research could determine if students fair 

better with the “Whole Community Approach” or not.       

Recommendation 4: Replicate This Study with a District Which has Adopted the 

Whole School Approach Including Training, and Supporting Parents/Caregivers 

  Replicating this study in a school district where everyone involved in each 

child’s life is trained in ACEs and Trauma Informed Care.  It is this researchers’ belief 

that if all who are involved in a student’s life are trained in and can model, teach, and 
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reinforce resiliency and positive coping skills, the better the outcome for the student due 

to the consistency and ongoing support from all.  It is likely that if the teacher is the only 

resource for support, progress and sustainability of the student’s resiliency skills, then 

those skills are likely to be tenuous.    

Recommendation 5: Conduct a Correlational Study That Compares Schools Post 

Pandemic, Which Have Already Implemented Trauma Informed Educational 

Practices, With Schools Which Have Not Trained or Implemented any ACE or 

TIEP 

 The purpose of this research would be to see the resiliency or lack thereof of 

students returning to school after the pandemic to see if student resiliency differs based 

on the students emotional and behavioral responses as well as learning abilities following 

the trauma of a worldwide pandemic.  Do the students from trauma informed schools fair 

better emotionally, mentally, and academically, if their school utilizes trauma informed 

educational practices prior to the pandemic?      

Recommendation 6:  Replicate this study comparing schools that provide not only 

trauma informed education, but provide a “Whole School” approach where trauma 

informed supervision for staff and teachers occurs as well 

             It is recommended that this study be replicated, however compare schools with 

generic trauma informed philosophy with school that provide a “Whole School” approach 

that not only includes being trauma informed in educational practices but includes trauma 

informed supervision for staff and teachers as well.   The purpose of this study would be 

to see if teachers’ attitudes towards students and TIEP improve when primary, secondary 

or vicarious trauma (which impact teachers and staff) are also recognized, and trauma 
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focused supervision is utilized.  This provides additional support to those teachers who 

may have their own histories of trauma which impacts how they teach and their attitudes. 

Concluding Remarks and Reflections 

The researcher was surprised at the outcome of this study.  This was because 

often when conducting trainings regarding ACEs, sometimes there were teachers who 

appeared disinterested or felt that the trainings were an infringement on their time (which 

is understandable given the limited amount of free time teachers have).  It was interesting 

to find out that most of the teachers surveyed and interviewed have really enveloped the 

concepts from the trainings and that students are reaping the benefits and developing 

resiliency skills.  This study did validate this researcher’s view that knowledge of ACE 

(both our own and others) and the trauma informed educational skills will improve 

teachers attitudes towards students who have behavioral or learning problems due to 

chronic stress/trauma/ACE.  It also verified that what is being taught to teachers is 

helping students both in the classroom and in developing resiliency for life.   

This researcher has had their own experience with ACEs and had also struggled 

during their own K-12 journey. They also experienced their fair share of adverse 

experiences from teachers during those years when corporal punishment and shaming 

were normal educational practices.   Educational adverse experiences included being tied 

into their chair, to rulers across the knuckles and told that they were not working up to 

their potential, to name a few.   It is the researchers hope that children today no longer 

experience school as just one more adverse event that contributes to self-doubt, shame 

and feelings of inadequacy.   The researcher grew tremendously during this study and is 

now a firm believer in not just trauma-informed school, but in overall trauma informed 
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organizations and communities.  It is the researcher’s belief that if everyone in society 

understands the trauma, stress, brain, body and behavior connection that compassion for 

self and others would improve all human interactions.   It is the researchers hope that in 

the future they will continue to learn more about trauma-informed organizations and 

communities and would like to take the learnings from this study and other studies to 

help build trauma-informed organizations and trauma informed communities.     

Ellis (2020) of the George Washington University Center for Community 

Resiliency, writes about building community resilience through a community coalition 

network of organizations and community leaders that share responsibility in driving the 

process across sectors called Building Community Resilience (BCR).  BCR is a systemic 

approach based on four central components (see Figure 18) which stakeholders apply 

continually.    

• Create a shared understanding of childhood and community adversity  

• Assess system readiness by mapping community assets and identifying 

potential partners for resources and services that can be leveraged to address 

ACEs 

• Develop cross-sector partnerships 

• Engage families and community residents in a collaborative response to 

prevent and mitigate ACEs.  

Ellis (2020) does point out that community change can happen without developing a 

BCR and that to do so community members only need to begin asking questions such as 

“How can we engage as a community to better understand and serve both students and 
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others in the community especially those impacted by trauma?  What opportunities are 

there for collaboration with groups/organizations serving families in the community?”  

(p. 57).  By asking these questions, building partnerships, and educating community 

members about the impact of ACEs and chronic stress, as well as providing resources for 

support and healing, we can become a more resilient and collaborative community to 

improve the lives of all children and families (see Figure 18).    

Figure 18 

Building Community Resilience: Assessment, Readiness, Implementation & Sustainability 

 

From “A New Framework for Addressing Childhood and Community Experiences: The 
Building Community Resilience (BCR) Model,” by W. Ellis & W. Dietz, 2017, 
Academic Pediatrics, 17, p. S86 (https://doi.org/10.1016/j.acap.2016.12.011). Reprinted 
with permission. See Appendix P. 
 

The researcher hopes to utilize the BCR model to build a resilient community in Shasta 

County and elsewhere.   
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This researcher and the research study faced many challenges including a 

worldwide pandemic which shut down schools and sent teachers into the unchartered 

territory of virtual/distance learning.  The pandemic was a highly stressful time for many 

but was especially challenging for teachers, students, and parents, this is one of the 

reasons the researcher feels the number of survey participants was so small and that so 

few teachers volunteered to be interviewed.   Also because of the pandemic the 

researcher was unable to visit the schools and classrooms to collect artifacts related to the 

trauma-informed practices being used in in EESD.    

It is hoped that this body of research will assist districts in deciding to teach 

school staff about ACEs and implement TIEP within the schools.  It is also hoped that 

this body of research will be used to inform education policy at the state and federal level 

to make trauma-informed educational practices as well as social and emotional learning a 

regulatory requirement to meet the needs of the students who have been impacted by 

trauma and chronic stress.  It is also hoped that Shasta County and other struggling 

communities with high poverty, high addiction, high homelessness, high dropout rates 

and high numbers of out of home foster-care/kinship care placements will develop 

comprehensive and collaborative trauma-informed supports for youth, families and 

individuals impacted by trauma/chronic stress.  Resilient students grow into resilient 

healthy, emotionally regulated, and productive community members.  Investing in trauma 

informed educational systems and trauma-informed communities is essential to building a 

compassionate and functional society.   
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APPENDIX B 

Attitudes Regarding Trauma Informed Care Survey 

 

 

ARTIC TRAUMATIC STRESS 
I N S T I T U T E 

Developed and copyrighted by the Traumatic Stress Institute of Klingberg Family Centers in partnership with Dr. Courtney N. Baker, Tulane University. 

370 Linwood Street, New Britain, Connecticut 06052 | (860) 832-5562 | artic@klingberg.org | www.traumaticstressinstitute.org 
1 

CONTINUED � 

People who work in education, health care, human services, and related fields have 

a wide variety of beliefs about their students, their jobs, and themselves. The term 

“student” is interchangeable with “client,” “person,” “resident,” “patient,” or other 

terms to describe the person being served in a particular setting. 

Trauma-informed care is an approach to engaging people with trauma histories in 

education, human services, and related fields that recognizes and acknowledges the 

impact of trauma on their lives. 

� INSTRUCTIONS 

For each item, select the 

circle along the dimension 

between the two options that 

best represents your personal 

belief during the past two 

months at your job. 

Sample 

Ice cream is delicious � � � � � � � Ice cream is disgusting. 

� Note: In this SAMPLE ITEM, the respondent is reporting that he/she believes that ice cream is much more delicious than disgusting.

I believe that… 

Students’ learning and behavior problems are 

1 
Students’ learning and behavior problems are 

relationships is the best approach when working �

I serve. 

about the work because they will think I am not cut � 

much I can do about it now. 

in order to function in the real world. 

makes me look like a fool in front of others. 

is to seek support. 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

rooted in their behavioral or mental health � 
condition. 

� � � � � � 
rooted in their history of difficult life events. 

Focusing on developing healthy, healing 

2 

with people with trauma histories. 
� � � � � � 

Rules and consequences are the best approach 

when working with people with trauma histories. 

3 
Being very upset is normal for many of the students 

�
 

� � � � � � It reflects badly on me if my students are very upset. 

4 I don’t have what it takes to help my students. � � � � � � � I have what it takes to help my students. 

It’s best not to tell others if I have strong feelings 

5 

out for this job. 
� � � � � � 

It’s best if I talk with others about my strong feelings 

about the work so I don’t have to hold it alone. 

6 
The students were raised this way, so there’s not 

� � � � � � � 
The students were raised this way, so they don’t yet 

know how to do what I’m asking them to do. 

7 
Students need to experience real life consequences 

� � � � � � � 
Students need to experience healing relationships in 

order to function in the real world. 

8 
If students say or do disrespectful things to me, it 

� � � � � � �
If students say or do disrespectful things to me, it 

doesn’t reflect badly on me. 

9 I have the skills to help my students. � � � � � � � I do not have the skills to help my students. 

10  
The best way to deal with feeling burnt out at work

� � � � � � � 
The best way to deal with feeling burnt out at work 

is not to dwell on it and it will pass. 

11  Many students just don’t want to change or learn. � � � � � � � All students want to change or learn. 

"55"$).&/5��-
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CONTINUED � 

 

 

I believe that… 
 

 

Students often are not yet able or ready to take 
12 responsibility for their actions. They need to be 

treated flexibly and as individuals. 

 

 
 

Students need to be held accountable for their 
actions. 

 
 

I realize that students may not be able to apologize 
to me after they act out. 

 
 

14 Each day is uniquely stressful in this job. 
 

 

The fact that I’m impacted by my work means that I 
care. 

 
 

Students have had to learn how to trick or mislead 
others to get their needs met. 

 
 

Helping a student feel safe and cared about is the 
best way to eliminate undesirable behaviors. 

 
 

When I make mistakes with students, it is best to 
move on and pretend it didn’t happen. 

 
 

The ups and downs are part of the work so I don’t 
take it personally. 

 
 

The most effective helpers find ways to toughen up – 
20 to screen out the pain – and not care so much about 

the work. 

 
 

If students don’t apologize to me after they act out, I 
look like a fool in front of others. 

 
 

Each day is new and interesting in this job. 
 

 

Sometimes I think I’m too sensitive to do this kind of 
work. 

 
 

Students are manipulative so you need to always 
question what they say. 

 
 

Administering punitive consequences is the best 
way to eliminate undesirable behaviors. 

 
 

When I make mistakes with students, it is best to 
own up to my mistakes. 

 
 

The unpredictability and intensity of work makes me 
think I’m not fit for this job. 

 
 

The most effective helpers allow themselves to be 
affected by the work – to feel and manage the pain – 
and to keep caring about the work. 

 
 

21 Students could act better if they really wanted to. 
 

 

It’s best to treat students with respect and kindness 
from the start so they know I care. 

 
 

Healthy relationships with students are the way to 
good student outcomes. 

 
 

I feel able to do my best each day to help my 
students. 

 
 

It is because I am good at my job that the work is 
affecting me so much. 

 
 

Students do the right thing one day but not the next. 
26 This shows that they are doing the best they can at 

any particular time. 

 
 

Students are doing the best they can with the skills 
they have. 

 
 

It’s best to be very strict at first so students learn 
they can’t take advantage of me. 

 
 

People will think I have poor boundaries if I build 
relationships with my students. 

 
 

I’m just not up to helping my students anymore. 
 

If I were better at my job, the work wouldn’t affect 
me so much. 

 
 

Students do the right thing one day but not the next. 
This shows that they could control their behavior if 
they really wanted to. 

 
 

When managing a crisis, enforcement of rules is the 
most important thing. 

 
 

If I don’t control students’ behavior, bad things will 
happen to property. 

 
 

I dread going to my job because it’s just too hard 
and intense. 

 
 

When managing a crisis, flexibility is the most 
important thing. 

 
 

As long as everyone is safe, it is ok for students 
to become really upset, even if they cause some 
property damage. 

 
 

Even when my job is hard and intense, I know it’s 
part of the work and it’s ok. 
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I believe that… 
 

 

How I am doing personally is unrelated to whether I 
can help my students. 

 
 

If things aren’t going well, it is because the students 
are not doing what they need to do. 

 
 

I am most effective as a helper when I focus on a 
student’s strengths. 

 
 

Being upset doesn’t mean that students will hurt 
others. 

 
 

If I told my colleagues how hard my job is, they 
would support me. 

 
 

When I feel myself "taking my work home," it's 
35 best to bring it up with my colleagues and/or 

supervisor(s). 

 
 
 

 

I have to take care of myself personally in order to 
take care of my students. 

 
 

If things aren’t going well, it is because I need to shift 
what I’m doing. 

 
 

I am most effective as a helper when I focus on a 
student’s problem behaviors. 

 
 

If I don’t control students’ behavior, other students 
will get hurt. 

 
 

If I told my colleagues how hard my job is, they 
would think I wasn’t cut out for the job. 

 
 

When I feel myself "taking my work home," it's best 
to keep it to myself. 

 
 

 

� Note: Some of the following items pertain to people working at organizations that have ALREADY implemented trauma-informed care to some 
degree. If you do NOT work at such an organization, use the “N/A” option for any items that are not applicable to you. 

 
I believe that… 

 
  

Students react positively to the trauma-informed 
care approach. 

 
 

I do not have enough support to implement 
trauma-informed care. 

 
 

The trauma-informed care approach takes too 
much time. 

 
 

When I feel like I can’t handle this alone, I can go 
to my colleagues and/or supervisor(s) for help. 

 
 

40 The trauma-informed care approach is effective. 
 

 

I have the support I need to work in a trauma- 
informed way. 

 
 

I am able to carry out all my responsibilities with 
respect to the trauma-informed care approach. 

 
 

There is not much support from the 
administration for my work. 

 
 

I cannot manage all that the trauma-informed 
care approach requires. 

 
 

Everyone is committed to working in a trauma- 
informed way long term. 

Students react negatively to the trauma-informed 
care approach. 

 
 

I have enough support to implement trauma- 
informed care. 

 
 

The trauma-informed care approach saves time in 
the long run. 

 
 

There is not much support from my colleagues 
and/or supervisor(s) for my work. 

 
 

The trauma-informed care approach is not 
effective. 

 
 

The program talks about trauma-informed care, 
but it is really business as usual. 

 
 

I am not able to carry out all my responsibilities 
with respect to the trauma-informed care 
approach. 

 
 

There is clear indication that the administration 
supports my work. 

 
 

I can manage all that the trauma-informed care 
approach requires. 

 
 

This emphasis on working in a trauma-informed 
way is just a passing phase. 

 
  

 

Thank you for your participation. 
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APPENDIX C 

Request for Superintendent’s Permission to Survey and Interview Teachers 

Trauma Informed Schools 
Kohl, Alyson <kohl@brandman.edu> 
Thu 1/23/2020 7:57 AM 
To: 

• bwinstead@eesd.net <bwinstead@eesd.net> 

Hello Dr. Winstead, 

I am a doctoral student at Brandman University, and I work for Shasta County Health and 

Human Services as a program manager.  I am also an ACE trainer.  I am working on my 

doctoral dissertation on how ACE training and trauma informed practices have or have 

not changed teachers’ attitudes about student learning and behavioral challenges and how 

their teaching and classroom management practices have or have not changed.  I 

understand that your schools utilize trauma informed approaches.  I would like to request 

permission to survey and interview your teachers for this purpose (I plan on giving those 

who participate thank you gift cards).   Please let me know if this is a possibility or 

not.  Also, is there a process that I need to go through to make this happen.  Please let me 

know how best to proceed.  I would be glad to meet with you if you would like to discuss 

my dissertation plan.  

Thank you for your time and for consideration of this matter, 

Alyson Kohl 

530-XXX-5453 or cell 530-848-XXXX 
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APPENDIX D 

Request for Principal’s Permission to Survey and Interview Teachers 

To the Elementary School Principals of Enterprise Elementary School District, 
 

My name is Alyson Kohl.  I am an educator and a mental health professional, 
obtaining my doctorate in education at Brandman/Chapman University.  I live here in 
Redding and work for the Shasta County Health & Human Services.   

Shasta County has many of the factors which contribute to adverse childhood 
experiences including high poverty, high substance use, high foster care rates, high 
incarceration, high domestic violence, high divorce rates, high homelessness, high 
isolation, low community connections, poor public transportation and few family 
supportive resources.   

According to my research, elementary schools are often the first place where 
symptoms of childhood trauma can be recognized, treated and mitigated.  Elementary 
schools have the unique opportunity to teach not only a love of learning but positive 
social and emotional skills for improved resiliency and long-term positive outcomes. 

• Would you like to know if educating teachers in the effects of Adverse Childhood 
Experiences, Love and Logic, Capturing Kids Hearts and Second Step has 
changed both their attitudes and attitudes about student learning and behavior as 
well as classroom management practices?   

• Would you like to know if teachers believe the innovative practices implemented 
in your schools have improved student resiliency?  

 
I would like to provide some answers to you regarding these questions.    

As part of the study, I propose to send a survey to the teachers in your elementary 
schools with the attached Attitudes Related to Trauma-Informed Care Scale via a 10-
minute electronic survey.  From that survey I will ask to interview 12 volunteer 
elementary school teachers (preferably one from each school) for an in-depth analysis 
exploring teachers lived experiences related to student adverse childhood experiences, 
and the trainings they have received.  Each teacher who participates in the 30-minute 
interview will receive a $25.00 gift certificate.   

I am requesting permission to survey and interview the teachers in your schools.  I 
believe this is an important opportunity to see if the efforts of the district to provide 
innovative services to not only assist teachers but instill skills of resiliency for improved 
student outcomes.  I also commit to sharing the outcomes of the study with you when it is 
completed.  
Thank you for considering this request. 
Sincerely, 
Alyson R Kohl, MA, LMFT 
  



 

198 
 

APPENDIX E 

Study Information 

To the Elementary School Teachers of Enterprise Elementary School District, 
My name is Alyson Kohl.  I am an educator and a mental health professional with 

the Shasta County Health and Human Services, obtaining my doctorate in educational 
leadership at Brandman/Chapman University.  I live and work here in Redding.  I am 
conducting a research study on teachers’ attitudes and attitudes regarding the effects of 
adverse childhood experiences, trauma informed educational practices, and student 
resiliency.   

Shasta County has many of the factors which contribute to adverse childhood 
experiences including high poverty, high substance use, high foster care rates, high 
incarceration, high domestic violence, high divorce rates, high homelessness, high 
isolation, low community connections, poor public transportation and few family 
supportive resources.   

According to my research, elementary schools are often the first place where 
symptoms of childhood trauma can be recognized, treated and mitigated.  Elementary 
schools have the unique opportunity to teach not only a love of learning but positive 
social and emotional skills for improved resiliency and long-term positive outcomes. 

My research study is designed to understand the lived experiences of elementary 
school teachers in the Enterprise Elementary School District regarding adverse childhood 
experiences experienced by students, trauma informed practices, and the trainings you 
have received on these topics.  I want to learn how you view the use of these trauma 
informed responses in regard to improving student learning, behavior and resiliency 
skills.  
 

Attached to this e-mail you will find a link to a survey called the Attitudes 
Related to Trauma-Informed Care Scale survey.  The scale is a 45-question survey which 
should take less than 10 minutes to take.  Your personal responses will be kept strictly 
confidential and only aggregate data will be used in the analysis of the data.   

Also, as part of the study I will be interviewing 12 volunteer elementary school 
teachers (preferably one from each school) for a more in-depth understanding of your 
lived experiences.  Those of you who volunteer to be interviewed will be given a number 
to ensure confidentiality. The interview will be conducted wherever you prefer to be 
interviewed – your classroom, my office, your home, the phone, etc. If you are interested 
in being interviewed, please e-mail me at the e-mail address below. 

If you have questions about the study, the process, confidentiality, etc... or if you 
have any concerns about the survey or the study you may contact me at 530-848-2892 or 
by e-mail at kohl@brandman.edu.  Also, please note that you may withdraw from the 
study at any time.   
Thank you in advance.  
Sincerely, 
Alyson R Kohl, MA, LMFT 
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APPENDIX F 

Informed Consent 

INFORMATION ABOUT: Teachers Attitudes Regarding Adverse Childhood 
Experiences and Trauma Informed Classroom Practices 
 
RESPONSIBLE INVESTIGATOR: Alyson Kohl, M.A., LMFT 

PURPOSE OF STUDY: You are being asked to participate in a research study 
conducted by Alyson a doctoral student from the School of Education at Brandman 
University/Chapman University College. The purpose of this explanatory mixed 
methods study is to determine the attitudes and lived experience of teachers regarding 
adverse childhood experiences and trauma informed classroom practices.   

 
The interview(s) will last approximately 30 minutes and will be conducted in person, via 
skype or over the phone.  In addition, participants will complete an electronic survey 
using the Attitudes Regarding Trauma Informed Care Scale by The Traumatic Stress 
Institute. The survey will take approximately 10 minutes to complete. 
 
I understand that: 

a) There are minimal risks associated with participating in this research. I understand 
that the Investigator will protect my confidentiality by keeping the identifying 
codes and research materials in a locked file drawer that is available only to the 
researcher. 

b) I understand that the interview will be audio recorded.  The recordings will be 
available only to the researcher and the professional transcriptionist.  The audio 
recordings will be used to capture the interview dialogue and to ensure the accuracy 
of the information collected during the interview.  All information will be identifier-
redacted, and my confidentiality will be maintained. Upon completion of the study all 
recordings will be destroyed. All other data and consents will be securely stored for 
three years after completion of data collection and confidentially shredded or fully 
deleted. 

c) The possible benefit of this study to me is that my input may help add to the research 
regarding teachers’ attitudes towards Adverse Childhood Experiences and Trauma 
Informed Classroom Practices. The findings will be available to me at the conclusion 
of the study and will provide new insights about the coaching experience in which I 
participated. I understand that I will not be compensated for my participation. 

d) If you have any questions or concerns about the research, please feel free to contact the 
researcher by e-mail at kohl@brandman.edu or by phone at 530-848-2892 or Dr. 
Patrick Ainsworth (Advisor) at painsworth@brandman.edu.  

e) My participation in this research study is voluntary. I may decide to not participate 
in the study, and I can withdraw at any time. I can also decide not to answer 
particular questions during the interview if I so choose. I understand that I may 
refuse to participate or may withdraw from this study at any time without any 
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negative consequences. Also, the Investigator may stop the study at any time. 
f) No information that identifies me will be released without my separate consent and 

that all identifiable information will be protected to the limits allowed by law. If the 
study design or the use of the data is to be changed, I will be so informed, and my 
consent re-obtained. I understand that if I have any questions, comments, or concerns 
about the study or the informed consent process, I may write or call the Office of the 
Vice Chancellor of Academic Affairs, Brandman University, at 16355 Laguna 
Canyon Road, Irvine, CA 92618, (949) 341-7641. 

 

I acknowledge that I have received a copy of this form and the “Research 
Participant’s Bill of Rights.” I have read the above and understand it and hereby 
consent to the procedure(s) set forth. 
 
 

 
Signature of Participant  

 
 

 
Signature of Principal Investigator 

 

 
Date 
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APPENDIX G 

Participant Bill of Rights 
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APPENDIX H 

Introduction to Survey 

Thank you for agreeing to participate in this research on teachers’ attitudes and 

attitudes about adverse childhood experiences, trauma informed care/practices and 

resiliency.  Upon completion of the study, you will receive an aggregate report of your 

results. The researcher will not have access to this individual report.  

Please read the attached Informed consent and Bill of Rights.  Click the attached 

link to indicate that you give your consent to participate in the study. Upon stating yes to 

the informed consent, you will receive a link to the Survey.  You may stop the survey at 

any time. It is best not to overthink the answer and respond with your first perceptual 

thought.  It is anticipated this survey will take approximately 10 minutes to complete.   If 

you wish to participate in the interview portion of the study, please e-mail the researcher 

at kohl@brandman.edu or call the researcher at 848-2892. 
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APPENDIX I 

Demographics and Standard Graphs for ARTIC 

We take the protection of your confidentiality seriously. Again, your answers to individual items and 

your scores will not be shared with anyone. On any demographic item you can check “Prefer not to 

answer.” 

 

By answering demographic items, we can provide your organization with more detailed reports to 

support trauma- informed care (TIC) implementation. You are also providing valuable information to 

advance research in the TIC field. 

 

Please answer the following demographic questions: 

How familiar are you with trauma-informed care? 

! Not at all familiar 

! A little familiar 

! Moderately familiar 

! Very familiar 

 

How many hours of formal training about psychological trauma or trauma-informed care have you received? 

! <5 

! 6-15 

! 16-30 

! >30 

 

To what extent do you feel confident in your skills practicing a trauma-informed care approach? 

! Not at all confident 

! A little confident 

! Moderately confident 

! Very confident 

 

To what extent has your organization embraced trauma-informed care? 

! Not at all 

! A little 

! Moderately 

! Completely 

Primary Sector of Organization and Job Role 
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Education - Early Childhood, Primary, Secondary, 

Special Ed  

Choose the Job role that BEST fits your job: 

❑ Administrator 

❑ Teacher 

❑ Teacher Aide 

❑ Guidance Staff 

❑ Mental Health or Health Care Staff 

❑ Paraprofessional or Direct Care Staff 

❑ Support Staff 

❑ Prefer not to answer 

 

Years in this role 

❑ <1 

❑ 1-5 

❑ 6-10 

❑ 11-15 

❑ 16-20 

❑ >20 

❑ Prefer not to answer 

 

Years with your organization 

❑ <1 

❑ 1-5 

❑ 6-10 

❑ 11-15 

❑ 16-20 

❑ >20 

 

Age  

❏ 18-24 

❏ 25-34 

❏ 35-44 

❏ 45-54 

❏ 55-64 

❏ 65+ 

❏ Prefer not to 

answer 
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Gender 

❑ Male 

❑ Female 

❑ Transgender 

❑ Non-binary 

❑ Prefer to self-describe:   

❑ Prefer not to answer 

 

Race and Ethnicity Identify 

Identify your ethnicity: 

❑ Hispanic, Latino, or Spanish origin 

❑ Not Hispanic, Latino, or Spanish Origin 

❑ Prefer not to answer 

 

Identify your race (select all that apply): 

❑ American Indian or Alaska Native 

❑ Asian American 

❑ Black or African American 

❑ Native Hawaiian or Other Pacific Islander 

❑ White 

❑ Other (specify):    

❑ Prefer not to answer 

 

Highest level of education completed 

❑ Less than high school diploma 

❑ Completed high school or GED 

❑ Associates degree or some college 

❑ Bachelor’s degree 

❑ Master’s degree 

❑ Doctoral or professional degree 

❑ Prefer to not answer 

 

Annual household income 

❑ <20,000 

❑ 20,000-40,000 

❑ 40,000-60,000 

❑ 60,000-80,000 
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❑ 80,000-100,000 

❑ 100,000-120,000 

❑ >120,000 

❑ Prefer not to answer 

 

 

Standard Report Graphs – see sample report (see Appendix N) 

1. ARTIC Overall and Subscales, All Respondents, by timepoint 

2. Sub-Graphs: Individual graphs for overall and subscales, All Respondents, by 

timepoint - with benchmark lines 

3. ARTIC Overall, all job roles, by timepoint - with benchmark line 

4. ARTIC Overall, years with organization, by timepoint - with benchmark line 

5. ARTIC Overall, confidence in skills practicing TIC approach, by timepoint - with 

benchmark line 

6. ARTIC Overall, all department, program, or site, by timepoint - with benchmark line  



 

207 
 

APPENDIX J 

Interview Script and Questions 

My name is Alyson Kohl.  I am currently an Adverse Childhood Experiences and 

Trauma Focused trainer for Shasta County Public Health. I am a doctoral candidate at 

Brandman University in Organizational Leadership.  I am conducting research into 

teachers’ attitudes regarding adverse childhood experiences (ACE), student problematic 

behavior and learning problems, trauma informed educational practices and childhood 

resiliency.  ACE are negative experiences children have which can impact brain 

development due to the autonomic nervous system (ANS) being wired for survival 

through flight, fight or freeze when the ANS perceives danger.  To mitigate the long-term 

effects of ACEs it is important to build resiliency in children.  Resiliency is the ability to 

bounce back from adversity and is developed through positive relationships and skill 

development.  The purpose of this inquiry is to seek your attitudes/attitudes and 

perceptions regarding student behavior, ACEs and the trauma informed practices the 

district has implemented.  I will be interviewing 12 other teachers like yourself.  The 

information you share, along with others, will hopefully provide a clear picture of the 

perspective of teachers on being trained in ACEs and Trauma Informed Practices (TIP).  

This knowledge will be used to inform teachers, principals, and superintendents in the 

effectiveness of these trainings and practices.   

The questions I will be asking are the same for everyone in the study.  The reason 

for this is to try and guarantee, as much as possible, that all interviews with participating 

teachers will be conducted in a consistent manner.  I want to remind you, any information 

obtained in connection to this study will remain confidential. All of the data will be 
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reported without reference to any individual(s). For ease of our discussion and accuracy, I 

will record our conversation as indicated in the Informed Consent sent to you via e-mail. 

I will have the recording transcribed to a Word document and will send it to you via 

electronic mail so that you can check to make sure that I have accurately captured your 

thoughts and ideas. The digital recording will be erased following review and approval of 

the transcription. In order to maintain student confidentiality please refrain from naming 

any children.  Please use the term “Child A, Child B”, etc... 

Did you receive the Informed Consent and Brandman Bill of Rights I sent you via 

e-mail?  Do you have any questions or need clarification about either document? If so, 

would you be so kind as to sign the hard copy of these IRB requirements for me to 

collect?  Thank you for agreeing to participate in this research on Adverse childhood 

experiences (ACE), Trauma Informed Practice (TIP) and Resiliency.   This interview will 

take approximately 45 to 60 minutes.  At any point during the interview, you may ask 

that I skip a particular question or stop the conversation altogether.  Do you have any 

questions before we begin? Okay, let’s get started, and thanks so much for your time.   

Important Note for the Interviewer: To ensure validity and reliability, please ask each 

question for every teacher. 

Research Questions 

To ensure reliability and validity some questions may be repeated. 

Adverse Childhood Experiences 

Question: 

1. What trainings have you participated in regarding Adverse Childhood 

Experiences?  
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Probe: 

A. What Trauma Informed Educational Practices training have you received? 

B. Describe any changes you have made to your classroom practices since the 

training?  

C. Describe the follow-up after the training or subsequent trainings offered? If so, 

What? 

Effects of ACE 

 Use Appendix O – Part 1-Symptoms of ACE for the following questions:  

Question: 

2. What types of behavior problems did students display in your classroom prior to the 

trainings?  

Probe: 

A. Describe any of the problematic behaviors you observed in your classroom. 

B. How did behavior problems affect your classroom? Please give examples. 

C. Can you share a time when the training affected your classroom or your 

classroom management?  

Question: 

3. What types of student learning problems did students display in your classroom prior 

to the trainings?   

Probe: 

B. Describe any learning problems from Appendix O you observed in your 

classroom. 

C. How did learning problems affect your classroom? Please give examples. 
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Attitudes/Attitudes 

Questions: 

4. What were your attitudes and attitudes regarding problematic student learning and 

behaviors prior to trainings?  

5. After going through the training did your attitudes/attitudes change regarding 

classroom behavior & learning problems? How so?  

Probe: 

A. How do you perceive the trainings have changed your classroom management 

practices?   

B. How do you perceive the trainings have changed your instructional practices?   

6. What changes have you seen in your students since these trainings? 

A. What student behaviors have changed? 

B. What changes in learning or achievement have you witnessed?  

Resiliency  

 Use AppendixO – Part 2- Signs of Resiliency to help you with the following questions  

Question: 

7. A major purpose of the trainings is to equip teachers with the knowledge and 

practices to help students develop resiliency skills.   

Probe:   

A. Did the training have a focus on building student resiliency? 

B. Among the practices you have implemented, have any of those helped to build 

student resiliency.  
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C. What student behaviors do you see now that indicates and increase in student 

resiliency? Can you give an example?   

8. Describe the effectiveness of the trainings on equipping you to respond to ACE 

behaviors in the Classroom.  

A. What have you learned from the trainings? 

B. Please explain how you feel the training was effective/ineffective? 

C. What improvements would you suggest in the training? 

D. Should additional trauma informed practices training be offered in the school.  

Why/Why not? 

That concludes the interview.  Thank you for your participation.   
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APPENDIX K 

Interview Review and Field Test Participant Feedback Questions 

While conducting the interview you should take notes of their clarification request or 
comments about not being clear about the question. After you complete the interview ask 
your field test interviewee the following clarifying questions. Try not to make it 
another interview; just have a friendly conversation. Either script or record their 
feedback so you can compare with the other two members of your team to develop your 
feedback report on how to improve the interview questions. 
Before the brief post interview discussion, give the interviewee a copy of the interview 
protocol. If their answers imply that some kind of improvement is necessary, follow up for 
specificity. 
 

1. How did you feel about the interview?  Do you think you had ample opportunities 
to describe what you do as a leader when working with your team or staff? 

 

2. Did you feel the amount of time for the interview was ok?   

 

3. Were the questions by and large clear or were there places where you were 
uncertain what was being asked?  If the interviewee indicates some uncertainty, 
be sure to find out where in the interview it occurred. 

 

4. Can you recall any words or terms being asked about during the interview that 
were confusing?   

 

5. And finally, did I appear comfortable during the interview… (I’m pretty new at 
this)? 

Remember, the key is to use common, conversational language and very user-friendly 
approach. Put that Emotional Intelligence to workJ 
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APPENDIX L 

Alignment of Research Questions, Interview Questions, and Supporting Literature 

Research Questions Interview Questions Supporting Literature* 

To what extent do teachers in 
Shasta County Enterprise 
Elementary School District 
indicate the trainings on the 
Trauma Informed Evidence-
Based Practices affected their 
attitudes towards students who 
had experienced ACEs? 

 

1. What trainings have you 
participated in regarding 
Adverse Childhood 
Experiences?  

2. What types of behavior 
problems did students 
display in your classroom 
prior to the trainings?  

3. What types of student 
learning problems did 
students display in your 
classroom prior to the 
trainings?   

4. What were your attitudes 
towards problematic student 
learning & behaviors prior to 
trainings?  

5. After going through the 
training did your 
attitudes/attitudes change? 
How so?  

6. What changes have you seen 
in your students since the 
trainings? 
 

Rossen, E. & Hull, R. (2013) 

Martin, C.G., Cromer, L.D. & 
Freyd, J.J. (2010) 

McIntyre, E.M., Baker, C.N. & 
Overstreet, S. (2019) 

Sitler, H.C. (2008) 

Craig, S.E. (2016) 

Terrasi, S. & Crain de Galarce, 
P. (2017) 

Jennings, P.A. (2019) 

Cummings, K.P. & Swindell, J. 
(2019) 

Kataoka, S.H., Vona, P., Acuna, 
A., Jaycox, L., Escudero, P., 
Rojas, C., Ramirez, E., Langley, 
A., Stein, B.D. (2018) 

Nealy-Oparah, S. & Scruggs-
Hussein, T. C. (2018) 

Honsinger, C. & Brown, M.H. 
(2019) 

Seng, J. & CAsCAid Group 
University of Michigan (2018) 

Anda, R. F, Felitti, V.J., 
Bremner, J.D., Walker, J.D., 
Whitfield, C., Perry, B.D., 
Dube, S.R., Giles, W.H. (2006) 

Blaustein, M.E. (2013) 

Adelman, H.S. & Taylor, L. 
(2013) 

Bick, J. & Nelson, C.A. (2016) 

Crouch, E., Radcliff, R., 
Strompolis, M. & Srivastav, A. 
(2019) 

Crouch, E., Probst, J.C., 
Radcliff, E. & Bennett, K.J. & 
McKinny, S.H. (2019) 
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What were the perceptions of 
teachers in Shasta County 
Elementary Schools on the 
effectiveness of the Trauma 
Informed Evidence-Based 
Practice trainings in changing 
their classroom practices to 
support the resiliency of 
students who had experienced 
ACEs?  

 

7. A major purpose of the trainings 
is to equip teachers with the 
knowledge and practices to help 
students develop resiliency skills.   

3. Describe the 
effectiveness of the 
trainings on 
equipping you to 
respond to ACE 
symptoms in the 
classroom. 

Chafoueas, S.M., Johnson, 
A.H., Overstreet, S., Santos, 
N.M. (2016) 

Blodgett, C. & Lanigan, J. D. 
(2018) 

Phifer, L.W. & Hull, R. 
(2016) 

Watson, M.,& Ecken, L. 
(2019) 

Romero, V.E., Robertson, R. 
& Warner, A. (2018) 

Post, P.B., Grybush, A.L., 
Elmadani, A. & Lockart, C.E. 
(2020) 

Clements-Nolle, K. & 
Waddington, R. (2019) 

Gardner, R. L. & Stephens-
Pisecco (2019) 

Arincorayan, D., Applwhite, 
L., Garrido, M., Cashio, V., 
Bryant, M. (2017) 

Hargreaves, M.B., Verbitsky-
Savitz, N., Coffee-Borden, B., 
Perreras, L., Whilte, C.R., 
Pecora, P.J., Morgan, G.B., 
Barila, T., Ervin, A., Case, L., 
Hunter, R., Adams, K. (2017) 

Sciaraffa, M.A., Zeanah, P.D., 
Zeanah, C.H. (2018) 

Cohen, H. (2016) 

Everly, G.S. & Firestone, 
R.M. (2013) 

Traub, F., Boynton-Jarrett, R. 
(2017) 
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APPENDIX M 

Brandman University Institutional Review Board (BUIRB) Approval 

Form 6: Approval 
MyBrandman <my@brandman.edu> 
Fri 6/26/2020 12:27 PM 
To: Kohl, Alyson <kohl@brandman.edu> 
Cc: Ainsworth, Patrick <painswor@brandman.edu>; edd <edd@brandman.edu> 

Hello Alyson Kohl, 
You have been approved for Form 6, Approval of Formal Study Proposal. 
Next step: IRB (Please visit the Brandman University IRB site at 
https://irb.brandman.edu/Pages/Home.aspx) 
Please submit your Form 7, Request to Schedule Oral Defense once the following are 
completed: IRB approval and your Chair has approved you to move forward and proceed 
with scheduling the Final Defense. 
Form 7 uploads (2 separate documents) 
Abstract required format: Word Document 
Final Dissertation: Word Document or PDF 
Thank you, 
Ed.D Team 
School of Education 
Brandman University 
16355 Laguna Canyon Road 
Irvine, CA 92618 
edd@brandman.edu 
www.brandman.edu 
Unfortunately, this e-mail is an automated notification, which is unable to receive replies. If you have 
questions please e-mail us 
at edd@brandman.edu. You may also call Nicole Cook, Doctoral Program Support Specialist at 949-

341-9962. 
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APPENDIX N 

ARTIC Summary Report 
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APPENDIX O 

Symptoms of Adverse Childhood Experiences & Resiliency 

Behavioral Symptoms 

Inability to regulate emotions Poor relations with others (peers & teachers) 
Difficulties with authority Spacing out 
Negative thinking Executive functioning challenges  
Hypervigilance Negative attention seeking 
Believing no one cares  Anxiety 
Poor impulse control  Social isolation  
Bullying Being a victim of bullying 
Difficulty trusting Excessive shame 
Clinginess  Grandiosity  
Underdeveloped since of self   
 
Subjugation 
Approval seeking behavior  Poor self-discipline  
Lack of flexibility  Entitlement attitude  
Becomes agitated under stress Hopelessness 
 
Learning Difficulties 
Self-disparaging statements  Learning disabilities  
Defeatist attitude  Don’t ask for help 
Difficulty thinking or concentrating  Don’t try new things or hard assignments 
Shuts down under stress Poor self-efficacy  
 
Signs of Resiliency 

• Positive relationships with others • Ability to regulate emotion 
• Self-Efficacy – believes in self • Ability to master challenges  
• Positive stress coping strategies • Strong executive functioning  
• Future oriented & Optimism  • Intact cognition  
• Self-soothing  • Able to use mind -body skills  
• Sense of belonging  • Ability to think things through – see the 

bigger picture  
• Positive realistic perception of self & 

others  
• Sense of humor 

• Relaxed and easygoing • Ability to plan 
• Problem solving skills  • Empathy and warmth for others and self 
• Learns from past experiences  • Flexibility / able to compromise 
• Healthy self-esteem • Engaged at school 
• Shows self-control • Patient  
• Creative • Confronts fears directly 
• Trust’s self  • Appropriate boundaries with others 
• Independent yet interdependent  • Able to communicate needs 
• Healthy expectations and goals  • Insight and reflective skills   
• Able to accept responsibility • Can label & express feelings 
• Sets high but achievable goals • Patience  
• Able to follow through •  
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