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Childhood trauma has become nation-wide public health challenge. Researchers within the field 

of trauma studies continue to work towards forming a comprehensive model. This increased 

research has led to important findings that help to understand this dynamic phenomenon. 

Developed utilizing the extant literature on childhood trauma, Hawai‘i’s Resilient Classroom is a 

training module aimed at informing elementary school educators on what is currently understood 

about childhood trauma, how it can impact the classroom environment, and the positive impact 

that can be made in utilizing a trauma-informed perspective when interacting with students.  
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Chapter I. Introduction 

 Exposure to trauma and coping with posttraumatic stress during childhood is increasingly 

prevalent and is one of the causes for mental health challenges in youth and adults today. 

Unfortunately, there remains a scarcity of available care. This paucity of age-appropriate 

interventions presents concerns not only for mental health professionals but for educators as well 

as they are often one of the first to witness the impact of trauma on the behaviors and educational 

attainment of students.  

Although the understanding of trauma and its resulting psychological toll has been 

extensively researched and documented throughout history, there are still areas that require 

further investigation and theory refinement. The literature pertaining to the possible ways trauma 

can manifest on an adult is more complete than the literature effects of trauma on a developing 

brain. In conjunction to the established awareness of the intricate effects trauma can have on an 

adult brain, the added factor of development brings on an additional layer, resulting in even more 

possibilities. The nature of this interaction is acknowledged by researchers and practitioners to be 

complex and intricate.  

As such, there is an urgency to understand the phenomenon and to ensure our 

understanding of it is comprehensive and clinically meaningful. Current researchers and 

practitioners continue to develop, revise, and reevaluate their models to verify its accuracy. As 

this is an extremely lengthy and expensive process, and the effects of prolonged trauma can 

result in lifelong challenges, out of urgency and convenience many researchers and clinicians 

have adopted the evidence-based practices for adult trauma survivors to inform treatment of 

children. The inherent risk of using this strategy is one that assumes a child’s brain is the same as 

that of an adult’s. The low efficacy of the resulting intervention programs suggest that this is not 
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a valid assumption to make. Thus, it is imperative that developmentally-informed models of 

childhood trauma rooted within child studies be developed, and that these models be used to 

inform treatment programs as it would best attend to the intricacies of childhood trauma.  

 Schools and teachers are in a unique position to serve as first responders as they are the 

primary institution for children. They can be important partners in treatment teams that help 

support children who have experienced trauma. They may serve as a first line in identifying 

possible cases involving trauma and may be valuable partners in the delivery of intervention 

strategies in the context of the classroom. Although schools are not mental health facilities and 

teachers are not therapists, teachers abide by a code of ethics in which the educator agrees to 

foster inquiry and the acquisition of knowledge, and strive to help each student realize his or her 

potential and place within society (National Education Association, 2019). In working towards 

maintaining this code, the profession requires continued education and professional development 

trainings in various areas. As mental health can derail educational attainment, introductory 

training within this area is within the ethical parameters for teachers.  

Rationale for the Study 

 According to the Centers for Disease Control (CDC, 2016), maltreatment is one of the 

leading causes of traumatic stress in childhood. This is extremely concerning as recent data 

shows in increase in incidents of child maltreatment (Department of Health & Human Services 

Administration for Children and Families, 2020). When left untreated, it can have lifelong 

implications. It is estimated that two out of three incidents of child maltreatment go unreported 

(Violence prevention, 2016). This equates to millions of children who are experiencing traumatic 

stress. Furthermore, the prevalence of traumatic stress among today’s children has serious 

implications, not only for the affected child, but also for the future wellbeing of society.  
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With the prevalent challenge of child maltreatment in today’s society, there is an 

immense amount of research surrounding the efficacy of various interventions aimed at helping 

children heal from experiences of traumatic stress. However, many of the current intervention 

strategies have been derived from evidence-based interventions for adults. This adaptation does 

not take into consideration the nuances and developmental differences inherent between children, 

adolescents, and adults. An example of this can be seen in the effects of pre-verbal trauma, 

which can be more pervasive and are not as responsive to insight-oriented therapies (Green et al., 

2010). Depending on the age of the child, trauma may affect them differently and, therefore, 

require a different approach to treatment processing. Furthermore, without conceptual consensus 

regarding the nature of childhood trauma in the context of development, intervention techniques 

utilized could differ on a case-by-case basis, increasing the risk of inadequate treatment. A strong 

model of childhood trauma would need to be robust enough to address the complexity of the 

phenomenon. The development of a comprehensive, developmentally-informed model based on 

emergent research findings and practice would be invaluable in the development of more 

effective treatment programs. It could also inform the development of training programs that 

enhance the efficacy of services provided by multiple stakeholders, like those in the teaching 

profession.  

Child Maltreatment in Hawai‘i 

In 2017, over three thousand reports of child abuse were reported (State of Hawaiʻi 

Department of Human Services, 2017). When considering the estimated ratio that two out of 

three incidents go unreported, this means that thousands more go unreported and therefore, 

uninvestigated (Violence prevention, 2016). Research into the risk factors of child maltreatment 

have correlated family characteristics of substance use with increased rates of child maltreatment 
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(U.S. Department of Health and Human Services, 1993). This is further supported in the Hawaiʻi 

data. Hawaiʻi’s population, similar to the rest of the nation, continues to fight against substance 

abuse, it was reported that alcohol or drug abuse was identified as a factor the precipitated the 

incident in over 50% of the investigations (State of Hawaiʻi Department of Human Services, 

2017).  

Community factors, particularly poverty, has been a strongly correlated potential risk 

factor of child neglect (Black, 2000; Lee & George, 1999). In fact, a study done by Chang et al. 

(2006) found that rates of child maltreatment are higher in impoverished communities. With 

Hawai‘i’s high cost of living, it is no surprise that it has the ninth-highest poverty rate in the 

nation (United States Census Bureau, 2016). Incidents of child maltreatment is a valid concern.  

Hawai‘i’s largest public university educates and graduates approximately 243 licensed 

undergraduate teachers each year. Its curriculum does not, however, offer training in trauma-

informed care (University of Hawai‘i at Mānoa College of Education, 2018). This is concerning 

with the heightened risk that many of Hawai‘i’s children are facing. Throughout their 

undergraduate education and preparation for the classroom environment, there is no established 

curriculum or module that is covered to inform them of the effects of trauma, its impact on the 

classroom community, or intervention strategies.  

Purpose of the Study 

 This clinical research project will focus on developing an educational module that is 

intended to provide a comprehensive developmental theory of childhood trauma, based on 

current literature on childhood maltreatment and trauma. It will also present a framework for 
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treatment based on this theory and introduce evidence-based interventions that can be utilized 

within a classroom setting.  

 This module is intended to better prepare new teachers for the workforce they are 

entering by introducing them to an informed way of viewing their students. It will provide an 

introduction to potential classroom-appropriate interventions and essential resources. It will also 

provide recommendations on how to foster ongoing discussions about this widespread issue and 

to support ongoing communication and consultation regarding best practices and the reevaluation 

of interventions that have not been as effective with a particular child.  

Research Questions 

 The following research questions will be addressed within this research project:  

1. What is trauma?  

2. How does complex trauma differ in adults versus children?  

3. What are prevailing theories of childhood trauma?  

4. What would a comprehensive, integrated model of childhood trauma, based on 

current literature look like? 

5. What is a teacher’s role in the life of a student who is experiencing posttraumatic 

stress? 

6. What would a training for elementary educators look like?  

Significance of the Study 

 This clinical research project and its resulting education module will be of use to student 

teachers, teachers, and community members who find themselves working with children. These 

populations will be the direct beneficiaries of the module as they may be the first to observe the 

effects of childhood trauma and will be able to utilize the information provided in their daily 
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work lives. It is imperative that children receive adequate support and access to treatment during 

these times. Educating those closest to them will be beneficial in fostering awareness and, in 

turn, forging stronger liaisons to outside resources when necessary.  

 Other stakeholders of this project’s comprehensive theory and educational model will be 

school counselors and other mental health professionals. With heightened awareness of traumatic 

stress, educators will be better equipped to identify students that may need extra services and will 

be better able to communicate specific concerns to mental health care providers. In turn, 

practitioners working within the school system may benefit from the insights provided by this 

module which provides a trauma-informed framework for evaluating students with behavioral 

difficulties. 

As student teachers become teachers, this trauma-informed framework may be used to 

inform their decisions regarding student classroom placement and making appropriate and earlier 

referrals for student evaluations and treatment planning. By bringing awareness to noteworthy 

behaviors, this can foster ongoing communication and begins to formulate a multidisciplinary 

team approach, not only supporting the student but the school community as a whole. 

 



Chapter II. Review of Literature 

Before examining the term trauma, it is important to understand how society came to 

acknowledge this phenomenon. There are many names associated with the history of trauma 

theory: Charcot, Janet, Breuer, and Freud are just a few. Importantly, it was a combination of 

each other’s research that has built what we now understand as traumatic stress.  

The concept of psychological trauma was not always widely accepted within the 

academic community. It endured skepticism as the notion that an experience could prompt both 

physiological and psychological changes was unheard of. However, early literature depicting war 

not only showed the physical hardships endured, but also another side of it, the extent to which it 

impacted the psyche. In early works such as Homer’s Iliad and Shakespeare’s Henry IV, war and 

other inhumane acts of violence could take a toll on the human psyche often resulting in 

nightmares, fear, and increased stress (Bennet, 2011). Common symptoms of today’s 

posttraumatic stress disorder. Most importantly, although trauma has a longstanding and 

assumed association with military combat, its early theories were not exclusively derived from 

war.  

Early Conceptualizations of Trauma 

Traumatic Hysteria 

The beginning studies of traumatic-stress focused on what was termed traumatic hysteria. 

This was due to the fact that its symptoms, specifically dissociation, was first seen as hysteria. At 

the beginning of the nineteenth century, the French neurologist Jean-Martin Charcot, began 

exploring hysteria, particularly focusing on males. At that time, it was widely accepted that 

hysteria was exclusively a female affliction, with the understanding that its etiology was 

associated with the uterus. The origin of Charcot’s study in hysteria was to establish a 
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neurological base, however, he would later find that this was not the case. He began by drawing 

information from cases of Railway Brian, following railway accidents, and identified that 

majority of those cases were misdiagnosed cases of hysteria. He then aptly introduced the term 

traumatic hysteria or traumatic neuroses, due to the fact that they were caused by trauma. This 

began the discussion on traumatic shock and accidents as an etiology of neurological disorders 

(Libbrecht & Quackelbeen, 1995).  

Noting the explicit role of trauma within hysteria, Charcot further rationalized the 

concept, elaborating that the fear (stress) experienced during the accident and the notion of the 

possible effects (e.g., paralysis) would subsequently yield the hysterical symptom. Inspired by 

his work, Sigmund Freud and Pierre Janet would each further investigate Charcot’s theory.  

Janet particularly investigated the effects of trauma on personality development and 

while utilizing hypnosis to re-expose the traumatic memories, found that this could help alleviate 

the symptoms (van der Kolk et al., 1996). Freud, continued on the path of investigating hysteria 

specifically working with sexual abuse victims. Josef Breuer, a colleague of Freud’s, produced 

ground-breaking work in his work with his patient, “Anna O.” 

Anna O. was diagnosed with a case of hysteria after the passing of her father. Her 

treatment consisted of hypnosis and talking through the memories Breuer connected to the 

prevailing symptom. He discovered that this therapy worked to help cure her symptoms of 

hysteria (Ringel & Brandell, 2012). The combination of re-experiencing the traumatic memory, 

processing it by talking, and the resulting cessation of symptoms established the basic foundation 

of what is now conceptualized as traumatic stress and have provided the basic framework for the 

prominent interventions utilized today.  
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Utilizing these theories as a foundation, crisis intervention approaches began to progress 

resulting in the creation of the first suicide hotline in 1902 and psychological “first aid” a few 

years later. The psychological effects of World War I on soldiers, which was termed “shell 

shock” syndrome, sparked an increased need for psychological first aid (Herman, 1992). 

Although the initial goal was to provide brief intervention aimed at returning soldiers to the field 

quickly, the method of administering the intervention near the battlefield and soon after the 

traumatization, proved to be pivotal.  

In the years following World War I, continued research into this largely unspecified 

phenomenon resulted in the identification of the mechanism of reenactment. This was 

encompassing of the patient acting as if they were experiencing the original situation, as well as 

similarly implementing the protective devices that had failed during the initial encounter (Ringel 

& Brandell, 2012). During the reenactment the individual re-creates and repetitively relives the 

trauma in present time. Although there are several ideas, the function of reenactments still 

remains elusive.  

Also emanating from this era and currently withstanding are two important 

understandings within the field of psychological trauma. First, is the balancing act between the 

choices of bringing the traumatic memory into consciousness or focusing on stabilization (van 

der Kolk et al., 1996). The second was the accepting notion that symptoms of traumatic stress are 

a normal response to an unbearable and often inhumane situation. This negated the original 

hypothesis of symptoms being brought about due to poor mental character (Ringel & Brandell, 

2012).  

There is trauma research from many historical events that have also attributed to its 

conceptualization. Evidence from the Holocaust survivors and Vietnam veterans provided 
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additional information. Furthermore, this gave way to additional interest and understanding of 

the impact of trauma on females and children. Although it took some time to catch on, a study 

done by Diana Russell in the 1980s uncovered the high rates of rape and childhood sexual abuse 

in females. Additionally, the first rape crisis center opened its doors in 1971, which lead to 

further exploration in the treatment of domestic violence (Herman, 1992). Furthermore, 

introducing and understanding the types of trauma on children was led by Lenore Terr and her 

study of child victims who experienced a school bus kidnapping (Ringel & Brandell, 2012). 

There is long-standing evidence of psychological trauma within history. This brief 

timeline captures the various hypothesis proposed by researchers and the overall evolution in 

understanding this phenomenon. Although there has been immense progress in establishing a 

contemporary conceptualization, it is evident that there is still much work to be done.  

Adverse Life Events, Stress, Toxic Stress, and Trauma 

As previously stated, the understanding and acceptance of psychological trauma has 

come a long way. Throughout history there have been many different terms generated, linking it 

to different conceptualizations of the phenomenon. As the effects of trauma are wide-spread, 

finding its way into many different disciplines, there are still many terms related to this concept. 

The following section will describe the common terms utilized in trauma research.  

Adverse Life Experiences 

Adverse life experiences refer to a concept discussed by Francine Shapiro (2002), a noted 

psychologist who developed the psychotherapeutic technique Eye Movement Desensitization 

and Reprocessing (EMDR) useful in working with posttraumatic stress disorder (PTSD). This 

concept involves what is termed large-T trauma and small-T trauma. Large-T trauma 

encompasses largely traumatic events that are consistent with a PTSD diagnosis, such as, rape, 



 11 
murder or torture. Small-t trauma encompass the adverse life experiences, which are more 

subjective in nature and ordinarily will not qualify one for a PTSD diagnosis. This can include 

bullying, verbal abuse, discrimination, divorce, etc. Shapiro suggested that, although seemingly 

less significant, adverse life experiences can be just as valid and significant as large-T traumas, 

and if left unaddressed may induce PTSD symptoms (Shapiro, 2002).  

The adverse childhood experiences study, or ACE study, is a prominent research study 

that was conducted by Kaiser Permanente and the CDC. The original study collected data from 

over 17,000 participants between the years of 1995 and 1997 to gather data regarding adverse 

childhood experiences (ACEs) and correlated health and social challenges throughout their 

lifespan (Dube et al., 2001).  Findings from the original study indicated that higher ACE scores, 

as reported by participants, were correlated with increased risk for negative health and well-

being outcomes. These outcomes varied from chronic diseases and mental health problems, to 

increased risky behaviors, and even lower occupation and education achievement (Dube et al., 

2001). Depicting the overall negative and sometimes compounding impact that developmental 

traumatic experiences can have on overall well-being throughout an individual’s life.  

Stress 

The term stress is a common term linked to trauma. Stress is a normal part of human 

existence that is experienced on a daily basis. It is used to describe the body’s response to events 

that demand adaptive resources and create a state of imbalance (American Psychiatric 

Association, 2013). Although it has come to have a negative connotation, stress is related to both 

negative and positive experiences and entail both physical and emotional reactions.  

Stressors are the stimuli or an event that induce stress, it may be physical, emotional, 

social or theoretical. Likewise, this can be related to both positive and negative experiences. 
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Simply stated, it is an event that triggers an individual’s parasympathetic nervous system. Events 

such as enduring a natural disaster, going to college, and giving birth are examples of both 

positive and negative events that trigger a stress response. Furthermore, a psychological stressor, 

according to the DSM-5, is “any life event or life change that may be associated temporally (and 

perhaps casually) with the onset, occurrence, or exacerbation of a mental disorder” (American 

Psychiatric Association, 2013, p. 829). Giving birth is one example of a psychological stressor as 

it can sometimes result in postpartum depression.  

Toxic Stress 

The toxic stress model, particularly utilized in the medical field, examines the interaction 

of interpersonal relationships and biology when trauma is experienced during the developmental 

period. It is recognized that experiencing stress during the developmental period is integral in 

learning to cope. When a child has supportive relationships with their caregivers, the experience 

fosters healthy development. When a person endures a traumatic event, the body’s stress 

response systems activate, increasing heart rate, blood pressure, and production of stress 

hormones, such as cortisol. For a child, healthy relationships with adults can help ease the child 

and help the brain recover, bringing them back down to baseline.  

This model explains three different ways the body can be impacted by the stress response 

system: positive, tolerable, and toxic stress response. It is important to note that this does not 

refer to the event or the experience itself. A positive stress response is the most ideal and 

essential part of healthy development. This is characterized by fleeting increases in heart rate and 

elevations in hormone levels (Harvard University: Center on the Developing Child, 2018). This 

is a stress response typical of receiving an injection during a check-up or getting into a conflict 

with another child.  
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Tolerable stress response involves a greater degree of activity. This is typical after 

tougher life experiences such as a severe injury or the loss of a loved one. A crucial part of this 

stage is that the body is able to recover as the child’s interpersonal relations help them adapt 

(Harvard University: Center on the Developing Child, 2018). If not for these supportive 

relationships, it could be characterized as toxic stress.  

A toxic stress response occurs when there is frequent and prolonged activation of these 

stress systems without the nurturing support of an adult. It is caused by traumatic adversity such 

as maltreatment or exposure to caregiver domestic violence, substance abuse, or mental illness. 

This results in neurodevelopmental disruptions and significantly increases the child’s risk of later 

developing a stress-related disease and other mental health problems (Harvard University: Center 

on the Developing Child, 2018).  

Trauma 

The term trauma is a commonly used and understood concept within various professions. 

Its definition is rooted within the medical field. In 1690, it was defined as a “physical wound; a 

wound, a hurt” (Online Etymology Dictionary, p. 1). This definition was not amended until 1894 

to include: “psychic wound, unpleasant experience which causes abnormal stress” (Online 

Etymology Dictionary, p. 1). Since then, this phenomenon has become more complex and has 

evolved within different disciplines. Colloquially, it refers to either a physical wound or a deeply 

disturbing experience that evokes a distressing emotional response (Dictionary.com, p. 1).  

Importantly not all psychological trauma is alike, and different fields of study have 

slightly different classifications for types of trauma. Classification terms vary by degree of 

intensity and time of occurrence. Based on this, trauma can be classified in these three 

categories: acute, chronic, and complex (Burr-Harris, 2012; van der Kolk, 2005).  
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 An acute traumatic experience refers to a single, isolated incident and chronic trauma 

refers to repeated and prolonged incidents. Although they may seem similar, there are distinct 

differences between chronic and complex trauma (Burr-Harris, 2012).  

Complex trauma is the most severe of the three and is generally understood as prolonged 

chronic interpersonal trauma. van der Kolk (2005) defines complex trauma in childhood as “the 

experience of multiple, chronic and prolonged, developmentally adverse traumatic events, most 

often of an interpersonal nature, often within the child’s caregiving system” (p. 2). In the 

pediatric field, complex trauma is also understood as toxic stress, which along with its prolonged 

interpersonal nature, also acknowledges its adverse effect on neurodevelopment in infancy and 

childhood (Kuehn, 2014).  

The most severe types of trauma that occur in the developmental period are child abuse 

and neglect (physical, sexual, and emotional) and intentional violations of bodily boundaries and 

integrity. As they often occur within the child’s caregiving system, they can be seen as complex. 

Thematically, these forms of complex trauma are summarized with the four Is. “They are 

intentional acts by other human beings (interpersonal) that are inescapable and create a sense of 

fundamental insecurity” (Ford, 2017). 

Child Maltreatment 

According to the World Health Organization (WHO), child maltreatment is defined as 

the abuse and neglect to children under 18 years old. Specifically:  

It includes all types of physical and/or emotional ill-treatment, sexual abuse, neglect, 

negligence and commercial or other exploitation, which results in actual or potential 

harm to the child’s health, survival, development or dignity in the context of a 
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relationship or responsibility, trust or power. Exposure to intimate partner violence is also 

sometimes included as a form of maltreatment. (World Health Organization, 2016, p. 1)  

Forms of Child Maltreatment 

These traumatic events can be single event or an ongoing pattern of interaction between 

the child and the perpetrator (Glaser, 2000). There are three commonly understood forms of child 

maltreatment: physical abuse, sexual abuse, and neglect. Emotional abuse is another type, 

however, within the Child Welfare System, it is challenging to confirm and identify without the 

presence of other forms given the subjective nature of the harm.  An additional form of 

maltreatment that has been recently added is exposure to “intimate partner violence” or domestic 

violence as witnessing intense violence can be traumatizing for any individual, especially a child 

(Child Welfare Information Gateway, 2016).  

Physical abuse encompasses any nonaccidental physical injury to the child as well as 

circumstances including threats or substantial risks of harm. Sexual abuse includes any sexual 

activity with a child. Sexual exploitation is also stated under this category, this includes allowing 

the child to engage in prostitution, human trafficking, and child pornography. Neglect is the 

failure of a parent or guardian to provide basic necessities, including proper supervision, to the 

degree that the child’s health, safety and well-being are threatened with harm. Withholding or 

failure to provide needed medical or mental health care can also be deemed as an act of neglect. 

Emotional abuse includes an injury to the psychological and emotional stability of the child. 

Evidence for this form of maltreatment is required to be observable or substantial change within 

the domains of behavior, emotion, and/or cognition. Each state and territory within the United 

States has their own specific definition and standards in confirming forms of child maltreatment 

(Child Welfare Information Gateway, 2016).  
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Risk and Protective Factors 

Over the past several years, empirical studies have been conducted focusing on the 

variety of factors shown to be related to child abuse. Although parent mental health, such as 

impulse control problems and depression have been related to child maltreatment, there are also 

family and environmental factors that may pose an added risk to children within the household 

(Stith et al., 2008).  

Socioecological Factors 

The surge in mass murders, wars, and inhumane acts of violence highlighted in today’s 

media, coupled with the current political controversies and evident drug epidemic, has increased 

the amount of stress on today’s society. In 2015 the Stress in America survey reported an 

increase in stress levels in comparison to the year before. More importantly, it was found that 

there was an increase in extreme levels of stress. Furthermore, the increased stress they 

experienced impacted their behaviors towards others, often resulting in lost patience, ignoring 

responsibilities, irritability and anger (American Psychological Association, 2015). Negative 

media, the economy, work and family are all areas of stress that affect parents and can result in 

negative parent-child interactions.  

In analyzing children, maltreatment, and appropriate interventions, it is imperative to not 

only look at the individual child but also the systemic dynamics involved. Children’s 

psychological development is influenced by parent characteristics and the greater society 

(Bronfenbrenner, 1986). As children are dependent, there will likely be other parties involved in 

their treatment, including parents, teacher, and other caregivers.  

Higher occupational stress and psychological strain correlates with negative parenting 

behaviors and less positive emotional parent and child interaction (Gallavan & Newman, 2013).  
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A study done with military families found that deployment elevates the risk for maltreatment. 

This study utilized longitudinal data of children under the age of two who had an active duty 

parent. All were enlisted in the U.S. Army and the data was collected from 2001 to 2007. 

Specifically, results indicate even when accounting for characteristics that differ amongst 

families (e.g., rank, race, education, birth siblings, child’s prematurity or early special needs 

status, etc.), there is an elevated risk for maltreatment in the 6 months following a soldier’s 

return. Additionally, in looking at gender differences, results showed that with female soldier-

parents, the 6 months prior to deployment was a higher risk period than the 6 months after their 

return, which was the case for the males (Strane et al., 2017). Although deployment is an 

amplified example, it is implicit that employment-related stress elevates the risk for child 

maltreatment.  

Socioeconomic Status  

Although there are many risk factors in regard to child maltreatment, poverty and low 

socioeconomic status (SES) has been one of the most prevalent and widely researched risk 

factors as a significant number of children referred to Child Welfare Services due to concerns of 

maltreatment come from low-income households and impoverished communities (Chang et al., 

2006). It is suggested that the overwhelming financial pressure that parents and guardians 

experience in these communities can negatively impact their parenting and subsequently their 

relationship with their children.  

Parent and Caregiver Mental Health 

In a study utilizing a meta-analytic approach, results supported the hypothesis that a 

parental history of mental health problems are strong predictors of maltreatment. Within the 

study, maltreatment in the form of neglect was the focus. The parental characteristics that were 
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investigated and showed significant results were: a history of antisocial/criminal offending, a 

history of mental/psychiatric problems, a low education level, and having a history of childhood 

abuse (Mulder et al., 2018). These parental characteristics pose an added risk and shows 

evidence supporting the concept of intergenerational maltreatment.  

An additional study explored the effects of parental intellectual disability on child 

maltreatment, as there were assumptions that such disability would heighten the risk for 

maltreatment. Within the analysis, empirical data was condensed from multiple studies focusing 

specifically on the impact of parental intellectual and physical disability independently as risk 

factors. Although no significant results were declared, this indicates an area for future research 

that would be beneficial in addressing the presumption that an intellectual disability negatively 

impacts parenting and could predispose children to maltreatment (Leeb et al., 2012).  

Children with Disabilities 

A considerable amount of maltreatment research encompasses parent characteristics, this 

raises questions on possible child characteristics that may place children at risk. It is 

hypothesized that children with special health care needs are at a higher risk of child 

maltreatment than their peer counterparts without disabilities. However, the amount of empirical 

studies focused on this relationship are sparse and have varying results. The challenges with 

these studies in particular include the subjectivity of the parents. Researchers found that 

behaviors of the child were observable and, therefore, may have been more objective than the 

parents. Additionally, the inherent subjectivity of parenting stress provided to be a difficult 

construct to investigate due to response biases in the self-report measures utilized (Neece et al., 

2012). However, with the information previously mentioned regarding parenting stress, higher 
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job-related and financial stress can impact parent-child relationships and elevate the risk for 

maltreatment, it is probable that parenting-related stress may have an impact as well.  

A 2004 study identified the additional parental-stress of having a child with disabilities. 

The study consisted of three samples of mothers (n=57). One group consisted of mothers with 

prelingually deaf children who were seeking out cochlear implants for their child, the second 

consisted of mothers in similar circumstance who chose not to seek out cochlear implants, and 

the third group consisted of mothers of normally hearing children (Knutson et al., 2004).  

The comprehensive behavioral psychological evaluation consisted of questionnaires, 

interviews, and standardized tests. Discipline escalation scores were computed in response to the 

destructive, dangerous, and rule-violating scenes. The results provide evidence that when 

children have a profound disability, such as hearing loss, mothers are more likely to endorse the 

use of physical discipline. Furthermore, it supports that they are also more likely to escalate the 

discipline in response to destructive or dangerous acts, when compared to mothers of normally 

hearing children (Knutson et al., 2004). It is evident that the increased parental stress of raising a 

child with a profound difficulty impacts general discipline methods and may put the child at an 

increased risk for abuse, particularly physical abuse.  

Protective Factors 

Just because an individual is exposed to a traumatic experience, does not necessarily 

mean they will meet the diagnostic criteria for PTSD or symptoms of posttraumatic stress. 

According to Ozer and Weinstein (2004), in looking at a child and adolescent population that has 

experienced community violence, they identified four key factors that may prevent the 

development of posttraumatic symptoms and posttraumatic disorder. These factors are: social 

support, opportunity for youth to discuss their experience related to violence, safer or more 
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cohesive family environments, and the school setting. The results of additional studies found 

similar results in that self-reported greater support for adults and peers led to fewer endorsed 

PTSD symptoms (Berman et al., 1996), and in researching a group of suburban adolescents, 

perceived teacher support was also a protective factor against posttraumatic stress symptoms 

(Löfving-Gupta et al., 2015). Although this research is limited to protective factors specific to 

the youth population exposed to community violence, findings contribute to the larger body of 

research relating the importance of supportive adult relationships as a buffer against various risk 

factors (Troop-Gordon & Kopp, 2011).  

 Another protective factor against the development of PTSD is actually talking about the 

experiences. Adolescents may perceive others as uncomfortable or unwilling to talk about these 

experiences, which can lead to internalization and an inability to process the trauma (Ozer & 

Weinstein, 2004). Therefore, it is imperative that intervention efforts, at its foundation, endorse 

an open and supportive dialogue regarding these experiences. Teachers are an untapped resource 

and can play an important role in prevention and intervention. This further highlights the 

necessity to train and educate teachers in establishing open communication and in recognizing 

posttraumatic stress-related symptoms so that referrals can be made quickly (Jaycox et al., 2012).  

Resilience 

Although research identifies childhood trauma as being a prominent risk factor for 

psychopathology, it is also noted that some children have good outcomes despite being exposed 

to this risk (Masten, 2001). Thus, generating searches for identifiable differences in children who 

are able to thrive in the face of adversity. Current resilience theories contain important 

information in promoting mental health and positive development despite enduring these risk 

factors. This provides an alternate perspective, focusing on identifying and providing 
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opportunities for altering the assumed negative trajectories for those exposed to adversity and 

highlighting the potential to significantly improve psychological, emotional, educational, and 

social life outcomes. Additionally, focusing on developmental resilience has implications for 

health at individual and societal levels.  

 Although many definitions exist, to provide a basis for understanding resilience, a few 

definitions from key theorists will be discussed, making note of the theoretical foundations and 

implications for intervention. Garmezy (1991) utilized this definition of resilience for his work, 

“not necessarily impervious to stress. Rather resilience is designed to reflect the capacity for 

recovery and maintained adaptive behavior that may follow initial retreat or incapacity upon 

initiating a stressful event” (p. 460). Furthermore, to be resilient, one needs to show, “functional 

adequacy (the maintenance of competent functioning despite an interfering emotionality) as a 

benchmark of resilient behavior under stress” (Garmezy, 1991, p. 460). The theoretical 

foundation for this definition came from research examining the impact of interventions on the 

individual level as well as within different facets of the microsystem (Garmezy, 1991).  

 Werner (1989) conducted a longitudinal interdisciplinary study Kauai, Hawai‘i, looking 

at the development of high-risk and resilient children. Upon the culmination of the study, the 

findings appear to coincide with the integrative definition of resilience that Rutter (1985) 

proposed, as seemingly “to involve several related elements. Firstly, a sense of self-esteem and 

self-confidence; secondly, a belief in one’s own self-efficacy and ability to deal with change and 

adaptation; and thirdly, a repertoire of social problem solving approaches” (p. 607). While it was 

supported that the individual itself had their own inherent ability to cope with the stress of 

changes throughout their life, Werner (1989) also indicated that the influence of various 

protective factors varied throughout the developmental stages and correlated with the 
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individual’s gender. It was reported that although the presence of protective factors was essential 

to later life success, there was a trend of increased vulnerability to risk factors during specific 

developmental periods. This increases the need and influence of the protective factors during 

those periods. For example, Werner (1989) identified that males have an increased vulnerability 

to caregiving deficits in the first decade of life than their female counterparts.  

 These elements of resilience are also seen in, Masten (2014) definition, “the capacity of a 

dynamic system to adapt successfully to disturbances that threaten system function, viability, or 

development” (p. 6). Masten (2001) took a person-focused approach to research by studying 

participants identified as resilient and comparing them to those that lacked resilience. Consistent 

with the summarizations from Garmezy (1991) and Werner (1982), Masten (2001) also 

concluded that factors exist at all levels. Masten (2011) further supplemented this theory by 

conducting research to identify “windows of opportunity” within developmental timing and 

transitions, implying that particular interventions can be timed to have the greatest impact for 

children.  

 While additional research is needed within the notion of an optimal time to implement 

interventions, these theories identify the basic concepts that, resilience is not a trait and that the 

resilient person has experienced serious adversity and has shown positive functioning despite the 

risk. Resilience as a dynamic process, dependent on individual and environmental factors, 

therefore, providing multiple avenues for implementing intervention. Additionally, these theories 

highlight the importance of utilizing as many avenues as possible in intervening.  

Impact of Trauma on Development 

Within the heavily criticized area of research regarding the impact of trauma on 

development, questioning into its legitimacy has been acknowledged. As higher rates of 
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maltreatment correlated with lower socioeconomic status, it was hypothesized that the stressors 

present within this environment have long lasting adverse effects on children and youths. It was 

further suggested that the environmental stress experienced within the community attributable to 

the internalizing and externalizing behaviors associated with maltreatment trauma, and not a 

result of the maltreatment itself (Herrenkohl & Herrenkohl, 2007).  

This was addressed in a longitudinal study conducted by Herrenkohl and Herrenkohl 

(2007) examined the overlap of child maltreatment, stressors, and socioeconomic status. The 

study was compromised of data utilizing 457 participants within child welfare programs and 

Head Start centers. Participants selected all had cases where at least one abused or neglected was 

in the home. The victimized child was between the age range of 18 months to 6 years. Data was 

collected through assessments and interviews with the children and their families at three points: 

at entrance of preschool, school age, and adolescence.  

Results of the study concluded that child maltreatment was the only independent 

predictor of the symptoms measured. Noting that the hardships and problems endured by the 

family was not a direct predictor of their internalizing and externalizing behaviors, this was more 

attributable to the actual victimization itself (Herrenkohl & Herrenkohl, 2007).  

Development 

Much of the complexity in understanding complex trauma is in the acknowledgement that 

development itself is a dynamic, non-linear process. In such, it is difficult to have a complete 

picture of what complex trauma will look like in a child as its presentation can drastically differ 

from child to child. However, as the field of research continues to further understand and create a 

concise and inclusive conceptualization, it is first important to address and operationalize 

development itself.  
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 Theories such as evolutionary developmental biology and Piaget’s cognitive-

development theory conceptualize development within the framework of a specific field of 

science or as pertaining to specific human processes. Although useful when working within those 

domains, an integrative framework is beneficial in utilizing and teaching to a multi-disciplinary 

audience and fosters a multi-dimensional understanding, creating various areas to target and 

implement interventions for each discipline.  

 The nature versus nurture debate remains prevalent in today’s society. Early theories of 

development are rooted in the dichotomous view dividing development into genetic causes and 

environmental causes. Developmental systems theory (DST) rejects the dichotomous 

understanding of development, instead suggesting developmental information does not merely 

reside in either genes or the environment, but rather emerges from the interactions across system 

levels (Oyama, 2000). The dynamic nature of human development is understood as a progression 

shaped by the interplay of processes within and between individuals as well as their environment 

at multiple levels of function, from molecular to the macro-level systems of culture, society, and 

ecology (Oyama, 2000). Consequently, this integrative understanding of development is 

probabilistic, non-linear, and shaped by processes integrating many systems, making it difficult 

to predict case-specific outcomes when adding in the additionally complex factor of chronic 

traumatic experiences.  

Changes in Neurological Structures and Functioning 

Human brain development is an extremely complex process that is still yet to fully be 

understood. However, an understanding of the basic principles of brain development can help to 

conceptualize the role trauma plays and provide additional insight in intervention planning.  
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The human brain begins developing during the third gestational week and continues 

through late adolescence (Stiles & Jernigan, 2010). Although the necessary brain structures are 

present at birth, development continues to progress afterwards. Importantly, both genetics and 

the environment have integrally interwoven roles in neurodevelopment. Specifically, genetics 

provide the basic framework, order and organization of development. The input from the 

environment (e.g., interactions with people and environmental stimuli) influence how the 

predispositions are conveyed (De Bellis, 2005).  

The neural connections present during the first few years of life far outnumbers those of 

an adult as the child learns from and interacts with the environment around them. The 

experiences the child has throughout these early years, influence these connections as some are 

strengthened and remain intact while others are discarded. Through pruning and proliferation, the 

complex connections build upon simpler ones. (Innocenti & Price, 2005). By the age of three, the 

brain reaches approximately 80 percent of adult volume (Falasca, & Caulfield, 1999; Zero to 

Three, 2012). Indicating within these first few years, their neurological foundation has already 

grown immensely.  

Its predetermined hierarchical development leads to different maturation times for brain 

functions. This creates sensitive or critical periods during development, in which certain 

experiences or environmental stimulation are more influential than others (Perry, 2006). 

Sensitive periods, as defined by Knudsen (2004), is “when the effects of experience are 

particularly strong on a limited period of development” (p. 1412).  This is the period in which the 

linkage of a neural circuit is further developed by experiences, and those connections then 

become favored (Knudsen, 2004).  
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The use-dependent nature of development influences the changes that take place, 

therefore, the shortage or lack of social interactions and experiences during this period can delay 

language development and make it more challenging to acquire later in life. In the same way, 

maltreatment, the lack of safe supportive relationships, within the developmental period 

negatively effects the child’s ability to bond and build stable nurturing relationships which will 

be increasingly difficult to attain later in life (Perry et al., 2002).  

Repeated experiences of trauma induce a phenomenon called sensitization (Ziegler, 

2002). Within the first few years of development, the brain is constantly processing the 

information from new experiences and future experiences will be associated with initial early 

experiences. When those experiences are traumatic events, this leads to maladaptive functioning 

and minor stressors that should not normally elicit a stressful response may result in one of a 

perceived threat (Glaser, 2000). For example, a child who has been sexually abused may 

interpret a friendly touch by a teacher as threatening.   

Within the scientific and medical community, one of the most prevalent criticisms against 

the theory of psychological trauma has been the inability to pinpoint explicit biological effects of 

the trauma. However, advances in neuroimaging technologies have allowed for extensive 

research not only in how trauma effects brain development, but also in understanding how 

general early experiences play a role in neurodevelopment. This has led to advances within the 

field of traumatology as it provides objective justifications for the psychological, behavioral and 

emotional symptoms being reported.  

Trauma research conducted with women indicate that those who have confirmed having a 

history of experiencing abuse as a child have significantly smaller left hippocampal volumes 

(Stein et al., 1997). A more recent study on major depressive disorder in women, utilized similar 
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magnetic resonance imaging (MRI) techniques and had similar results. This study supported 

pervious findings, further indicating that even in looking at individuals who have a psychiatric 

diagnosis, there are still differences in left hippocampal volume based on the presence of 

childhood trauma. The hippocampal volumes for the participants that did not confirm a history of 

childhood trauma were similar to those of healthy women that did not have a psychiatric illness 

nor an abusive history (Vythilingam et al., 2011). Therefore, experiences of childhood trauma 

still produce statistically significant differences in neural structures. Results from experimental 

studies support the theory attributing childhood trauma stress toxicity and diminished 

neurotrophic factors.  

These findings are concerning as the hippocampus is an essential structure within the 

limbic system, which is highly involved in emotion and memory processes. In looking at the 

possible emotional and behavioral implications correlated with reduced hippocampal volumes, 

empirical studies indicate that it is correlated with executive dysfunction and a higher rate of 

developing major depression (Frodl et al., 2006; Vythilingam et al., 2011). These studies are 

meaningful in depicting the neurological impact that childhood trauma has on brain development 

and highlighting the correlated impacts and heightened risk factors that these neurological 

changes can have.    

Preverbal Trauma 

Preverbal children have an added vulnerability to the negative impacts of trauma. This is 

because they do not yet have access to the language capabilities to ask for help, additionally 

when trauma happens at this point in development, it is likely that the perpetrators are their 

primary caretakers (Green et al., 2010). Research within this area is extremely sparse, indicating 
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a relatively new area of knowledge, one that healthcare providers may not be aware of. Thus, 

treatment and processing of the trauma experienced may not happen until later in life.  

It is hypothesized that early emotional neglect produces a greater negative impact than 

abuse. The term relational trauma is used to describe experiences of insufficient communication 

(Schore, 2003). Schore (1991) suggests that this lack of interaction is detrimental to the child’s 

ability to self-regulate emotions. Furthermore, when traumatic experiences take place before the 

age of two, before the acquisition of language, they express their trauma through behaviors, such 

as play. Green et al. (2010) provide an example of a three-year-old female who had been 

sexually assaulted within the first six months of her life. She played out the assault with 

extensive detail.  

These traumas are found to be encoded in the subcortical memory system, in a different 

location and thus, it is hypothesized that the memories are unable to be retrieved verbally 

(Schiffer et al., 1995). Suggested interventions for preverbal trauma are rooted in play and 

reenactment (Adams, 1999; Gaensbauer, 2002). Utilizing these modalities fosters the emotional 

processing of the trauma within a safe environment built on a trusting therapeutic relationship, 

where the therapist is able to guide them.  

Stress Response 

Stress response is the body’s coping mechanism, physiologically it allows the body to 

respond to and repair itself using various biochemical and hormones, after a heightened state of 

arousal (Glaser, 2000). This is an important physiological response, however, within an 

environment of prolonged trauma, these responses become misinterpreted. The amygdala 

processes incoming stimuli and detects potentially threatening situations (Christopher, 2004).  
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Children who are raised in an unstable environment often present with hypervigilance. 

This is an enhanced state of sensitivity (Perry, 2006). They are very much aware and attune to 

their surroundings, effortful in noticing even the slightest changes. Within this state their stress 

responses are continuously activated due to a perceived threat. This state negatively impacts the 

child’s academic and socio-emotional learning, this is not only because it requires a lot of 

energy, but also because it takes their attention away from the learning. With the limbic system 

activated, they will be focusing more on the environment and the nonverbal cues of others 

(Perry, 2006). Often times, teacher can mistake this as inattentiveness and may believe that the 

child just has a hard time focusing.  

When children are unable to self-regulate and it is not addressed and treated, when they 

become adults it is more likely that they will turn to external sources of coping and calming 

down (Mulvihill, 2005). This often can include alcohol or illicit substance use. Studies show that 

there are higher rates of substance use among adults who have experienced trauma in their 

childhood (Milaniak & Widom 2015).  

Attachment Theory 

Interaction plays an integral role in a child’s internalization of the social, emotional and 

cognitive characteristics of their primary relationships. The deep and enduring emotional bond 

that connects the child to their caregiver is attachment and is what allows the child to construct 

what Bowlby (1969) called internal working models. From an evolutionary standpoint, 

attachment enhances protection from caregivers which helps boost chances of survival; ideally, 

this bond is the secure base on which they can safely explore and interact with their environment.  

However, this bond is highly adaptive and based upon the type of environment the child is in. 
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 In attachment theory, there are different classifications of caregiver attachment, secure, 

ambivalent, and insecure or avoidant (Ainsworth et al., 1978). It was found that infants develop a 

secure attachment to caregivers that are sensitive and supportive of their needs and to whom they 

know they can trust to keep them safe. They are adequately distressed when the caregiver leaves, 

but eventually calm down and chow happiness upon the caregivers’ return.  

Ambivalent attachment occurs when the child’s needs are inconsistently met by their 

primary caregiver. This results in a child that develops an ambivalent behavior style towards 

their caregiver, their behavior will often fluctuate from clingy and dependent to rejecting. 

Furthermore, they are often difficult to soothe and comfort by the primary caregiver interaction 

(Ainsworth et al., 1978).  

Lastly, in a situation regarding a child that is insecurely or avoidantly attached, they are 

both physically and emotionally independent of their caregiver. They do not seek them out, 

signifying that the caregiver is often unavailable or absent during times of emotional distress 

(Ainsworth & Bell, 1970). The effects of child maltreatment result in insecure attachment (Baer 

& Martinez, 2006) because the child is unaware of how to cope with the added stress, this 

becomes the environment and emotional state they become accustomed to, resulting in emotion-

regulation deficits and a higher risk for mental health problems. 

Within the context of maltreatment, there are high levels of stress within the 

environment. Behaviorally, their attachment system is activated, triggering innate survival 

behavior focused at getting the child close to a protective caregiver. Consequently, when this is 

activated, play and exploration cease, as issues of safety and protection prevail. This impairs 

their development and compromises the child’s opportunity to learn and cope with their 

environment (Howe et al., 2000). This produces insecure anxious attachment, leading to 
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emotional and social problems later on in life (Bacon & Richardson, 2001). The inaccurate 

patterns of relating and responding stemming from these experiences impact the development of 

healthy arousal, cognitive, social and emotional functioning, and leading to unhealthy 

interpersonal relationships.  

Effects of Specific Forms of Trauma 

It is evident that, when experienced, maltreatment has a large impact on children 

extending throughout their later life years. However, yet to be identified is the relationship 

between different types of maltreatment and the different symptomology that may appear as a 

result of each form (neglect and abuse). Although many studies have attempted to examine the 

relationship, due to inconsistent findings and the often-multiple forms of maltreatment that 

children can endure, maltreatment outcomes are extremely complex and have been challenging 

to identify. Many researchers hypothesize that children who have been physically abused exhibit 

more aggressive externalizing symptoms and that sexually abused children have a stronger 

tendency to exhibit dissociation (Macfie et al., 2001).  

A recent study utilizing the Trauma Symptom Checklist for Young Children (TSCYC) 

focused on delineating the effects of different forms of maltreatment and its resulting symptoms.  

The TSCYC is a comprehensive measure that is completed by the parent or caregiver. It was 

specifically chosen due to its sensitivity and ability to assess several symptoms of maltreatment 

(Augusti et al., 2017). 

Specifically, the researchers examined children who had and had not experienced 

maltreatment as well as maltreated children. The nonmaltreated children were used as the control 

group in the study. Within the maltreatment group, it focused primarily on forms of neglect and 

physical abuse. Researchers also compared the neglect group with the physical abuse group. 
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Given the literature, it was hypothesized that exposure to abusive acts would lead the child to 

present with more psychological problems when compared to children who primarily 

experienced neglect. Specifically, the more externalizing problems would be associated with 

abusive maltreatment and internalizing symptoms associated with neglectful acts (Augusti et al., 

2017). 

The results of this study indicate that exposure to acts of commission correlated with a 

likeliness to utilize externalizing symptoms of aggression. Additionally, it was reported that 

abuse also significantly increased the chance of internalizing symptoms, such as anxiety when 

compared to the nonmaltreated group. These overlapping findings reflect past studies’ attempts 

to identify these relationships. It was found that although researchers wanted to investigate each 

form explicitly, they found that often times children experienced multiple forms of maltreatment. 

Furthermore, the age at which the maltreatment was experienced differed from one child to the 

next providing additional challenges (Augusti et al., 2017). 

Most importantly, maltreated children were found to present with more symptoms of 

psychopathology than their non-maltreated counterparts; however, it was not always enough to 

meet diagnostic criteria for PTSD, particularly in regard to neglected children (Augusti et al., 

2017). This important finding identifies that the effects of child maltreatment, particularly 

neglect, have a likelihood of going unnoticed by caregivers and undiagnosed by clinicians. The 

findings of this study further identify the complex nature of child maltreatment on development 

and the support for diagnostic criteria that can capture its symptomology. Additionally, this 

reiterates the importance for children to participate in services even when there is no diagnosis of 

a mental disorder, as its significance could differ depending on the child. 
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Evolution of a Diagnosis 

As previously mentioned, the DSM-5 diagnostic criteria has been proven troublesome 

when it comes to children. Currently there are proposals to include other trauma diagnoses 

within diagnostic manuals used by clinicians. Although there is a clear necessity for additional 

diagnoses, it is proving difficult to operationalize the constructs in a concise manner. Proposals 

for complex posttraumatic stress disorder and developmental trauma disorder have been 

continuously researched and reorganized in attempts to further delineate the unique 

characteristics of each construct and make it more understandable to clinicians and intervention 

strategies.  

Complex Trauma 

Theorist and clinician, Judith Herman (1992), proposed the formulation of complex 

posttraumatic stress disorder (CPTSD) for adults. In her most influential piece of work, Complex 

PTSD: A Syndrome in Survivors of Prolonged and Repeated Trauma, Herman (1992) 

acknowledged that PTSD in the DSM was developed and designed to capture the symptomology 

that emerged following either single or limited episodes of trauma (i.e., rape, combat, shooting, 

etc.). Furthermore, she noted that the criteria for PTSD was derived from adult male soldiers 

whose trauma stemmed from war. The lack of diversity in the population sample used to 

generate the criteria fostered additional research.  

It was proposed that there is a contrast in the experiences of trauma between soldiers who 

have experienced the inhumane acts of war and those being held in captivity and are unable to 

flee from their perpetrator. The latter of which, results in inevitable extended and prolonged 

trauma (i.e., prisons, trafficking, domestic violence, slave labor camps, etc.). There is a noted 
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difference in that experiencing complex trauma alters basic self-structure, attachment systems, 

and the individual’s ability to connect with the larger community (Herman, 1992).  

Factor analyses conducted utilizing data from child abuse studies found that although 

there was a traumatic etiology, it significantly varied from the criteria stated in the DSM-III 

(American Psychiatric Association, 1980; Herman, 1992). It was found that the complex trauma 

endured produced differing psychological problems such as dissociation, risk-taking behaviors, 

revictimization, and problems with interpersonal relationships. Additionally, these issues 

produced its own inherent challenges in treatment as it often varied by case based on individual 

characteristics of the trauma experienced (Courtois, 2004).  

This led to a preliminary formulation of CPTSD being considered for the DSM-IV under 

the term Disorders of Extreme Stress Not Otherwise Specified (DESNOS). This would be the 

first step towards expanding the concept of PTSD that Herman (1992) believed should later 

include a spectrum of disorders.  

Developmental Trauma Disorder 

Herman (1992) also asserted the need for further research in the realm of childhood 

complex trauma, which van der Kolk, supplemented with the concept developmental trauma 

disorder (DTD).  

Within clinical settings, the need for a diagnosis that is capable of joining developmental 

and psychopathological aspects has been urged due to the noticeable effects of maltreatment in 

children (Schmid et al., 2013). It was found that with the DSM-IV, traumatized children either 

did not meet criteria or were receiving the diagnosis of PTSD when they did not meet the 

criteria. Furthermore, there is controversy on diagnosing a child as the symptomology is based 

on adults and requires inherently subjective and verbal symptom descriptions by the patient. 
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Considering the development of the child, this is not always possible nor reliable. Innovatively, 

van der Kolk recognized the different and complex emotional, behavioral and neurobiological 

implications that stemmed from childhood trauma as well as the need for delineating criteria to 

pinpoint the disorder.  

In addition to the defined symptoms of PTSD within the DSM, the additional symptom 

clusters proposed by van der Kolk (2005) included symptoms of emotional and physiological 

dysregulation/dissociation, problems with attention and conduct regulation and difficulties with 

self-esteem regulation and in managing social connections. Following is a summarization of van 

der Kolk’s DTD diagnostic criteria:  

A. Exposure to the child or adolescent was marked by repeated interpersonal 

exposure to severe physical or emotional abuse lasting at least one year. 

B. There is impaired development in regard to competencies related to arousal 

regulation. Including an inability to recover from extreme states of affect, 

regulation disturbances of bodily functions, weakened awareness of affective 

states and reduced ability to describe the states.  

C. There is a significantly weakened developmental proficiency in sustained 

attention, learning, and/or coping with stress. This could be identified in the form 

of hypervigilance, maladaptive attempts at self-soothing or reactive self-harm.  

D. The child exhibits significantly diminished competency in their sense of personal 

identity and interpersonal relationships. This is often identified by a negative 

sense of self and distrust or defiance in close interpersonal relationships.  

E. There is at least posttraumatic stress symptom exhibited from at least two of the 

PTSD symptom clusters.  
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F. Symptoms persist for at least 6 months.  

G. The disturbance causes significant impairment within at least two of the following 

domains: school, family, peer, legal and health. (van der Kolk, 2005, p. 14)  

Even with the highly specified proposed criteria that delineates the impact of complex 

trauma in childhood versus complex and acute or chronic trauma in adulthood, it still faces much 

criticism. The full DTD diagnostic criteria encompass a multitude of symptom descriptors that 

familiarize clinicians and non-mental health professionals to the negative effects of trauma and 

maltreatment. The addition and acknowledgement of this disorder into diagnostic manuals would 

bring added attention and focus onto the maltreatment epidemic facing today’s society and will 

help the general public understand how this highly-preventable disorder is affecting society’s 

youth and future generations. Furthermore, this would foster specified research into 

epidemiological and developmental studies; and with universally operationalized diagnostic 

criteria, research methods and results will become more generalizable and useful to the field as a 

whole.  

Diagnostic Considerations 

DSM. The Diagnostic and Statistical Manual of Mental Disorders (DSM) is a 

comprehensive guide utilized by health care professionals to diagnose mental disorders. 

Although the diagnosis of posttraumatic stress disorder (PTSD) was not included in the manual 

until 1980 in its third edition (DSM-III), there was recognition that experiences could cause 

posttraumatic stress. In the fifth and most current edition of the DSM, the American Psychiatric 

Association (APA) defines trauma as, “exposure to actual or threatened death, serious injury, or 

sexual violence” (p. 143). The effects of a traumatic experience can lead to troubling memories, 

arousal, and avoidance. 
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Within the first edition of the DSM (1952) posttraumatic stress would have been 

diagnosed under gross stress reaction. It is noted that this was also the introduction of the term 

stress into posttraumatic nomenclature. This diagnosis recognized that great or unusual stress to 

a previously “normal” person may result in temporary reactions such as overwhelming fear, thus 

this was viewed as a transient diagnosis. However, neurosis or psychosis was not included under 

the diagnosis of gross stress reaction. Specifiers included stress due to combat or civilian 

catastrophe (American Psychiatric Association, 1952).  

With the DSM-II (1968), the American Psychiatric Association then added the diagnosis 

of transient situational disturbances. Classifications for this category included the acute reaction 

of overwhelming environmental stress. Notably, it was revised to also include psychotic 

symptoms.  

Psychological trauma and PTSD finally made its entrance into the DSM in its third 

edition (American Psychiatric Association, 1980). This was a result of comprehensive advocacy 

for veterans returning from the Vietnam War, battered women, as well as victims of rape and 

child abuse as there was a need for prolonged psychological services (Herman, 1992). 

Additionally, the advocacy also highlighted the supplementary victimization these traumatized 

clients faced due to social stigma and the lack of understanding of their cognitive, behavioral, 

and emotional symptoms within society (Ringel & Brandell, 2012).  

DSM-IV (1994) added the DESNOS diagnosis in an attempt to capture the complex 

PTSD patients that did not meet the criteria for PTSD, however, this would not make it back into 

the DSM-5 (Ford, 2017). Although CPTSD and DTD diagnoses have been proposed and 

considered for the DSM-5, APA, has not yet recognized it as an official diagnosis due to the 

inherent complexity of the disorder.  
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A criticism to the diagnosis of PTSD on children is the notion that it was conceptualized 

based on adults at their development level. This is problematic for clinicians unfamiliar with the 

dynamics that trauma has on development and the feasibly life-long implications it will have on 

their future self. In diagnosing children with the DSM-5 criteria of PTSD, this also effects 

intervention techniques and subsequent treatment outcomes. It fosters a simplistic view of the 

disorder, in generalizing the diagnosis to children it fosters the generalization of intervention 

techniques as well. This is key, as children process differently and are likely not developmentally 

capable to benefit from the same structure and gals of treatment as adults (Ford, 2017).   

ICD. The WHO’s International Classification of Diseases, 11th edition (ICD-11) was the 

first version to include and differentiate the diagnosis of PTSD compared to complex PTSD. The 

previous version, ICD-10 had a diagnostic category for personality change following prolonged 

trauma labeled Enduring Personality Change after Catastrophic Events (EPCACE). The 

diagnostic criteria for EPCACE includes the disturbances in self-organization that research 

supports as a result from chronic and repeated traumas such as child maltreatment, war 

imprisonment, and domestic violence (Cloitre et al., 2013; World Health Organization, 2018).  

The current ICD-11 diagnostic criteria for complex PTSD incorporated the EPSCACE 

symptomology, forming six symptom clusters. These criteria are easily understood utilizing a 

two-factor higher-order model. The first half of the complex PTSD criteria are identical to the 

PTSD clusters of re-experiencing, avoidance, and a sense of threat. The second half of the 

criteria and distinction of complex PTSD are the remaining clusters. These clusters are 

categorized as disturbances in self-organization and include: negative self-concept, affect 

dysregulation and interpersonal disturbances (Brewin et al., 2017; World Health Organization, 

2018). The current studies note that although there does not need to be significant personality 
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change, similar to other disorders, the disturbances in self-organization require pervasive and 

sustained problems that occur in various contexts (Maercker et al., 2013). The conceptual 

framework of the ICD-11 complex PTSD is similar to the DSM-IV disorders of extreme stress 

not otherwise specified (DESNOS) criteria with a more succinct symptom set, showing the 

continued refinement and distinction being made based on the current and available research.  

 A relevant study conducted by Powers et al. (2017) aimed at uncovering the existence of 

clinically-relevant differences, between PTSD based on DSM-5 diagnostic criteria and ICD-11 

Complex PTSD. The results of their study overall supported the diagnosis and found that there 

were clinically-significant differences between the two diagnoses. Overall, it was found that the 

Complex PTSD group had higher emotion dysregulation and higher general dissociation. These 

differences identify and support the addition of a Complex PTSD-related diagnosis in the DSM.  

 However, it is important to note that the diagnostic conceptualization of complex PTSD 

found clinical and empirical literature varies. This is likely due to the absence of a unified 

conceptual framework, leading to differences in measuring symptoms. Ultimately, there are 

many clinically useful guidelines with overlapping symptom sets, however, they are not 

identical. The challenge in creating universally accepted diagnostic criteria presents because 

although prolonged childhood trauma is not uncommon, symptomologies vary due to multiple 

factors (i.e. nature of trauma, duration, individual resiliency, social supports, etc.) (Brewin et al., 

2017). Thus, this addition into the ICD-11 made a significant stride in solidifying a 

conceptualization and providing researchers with unified criteria.  

Early Approaches to Intervention 

 Originally used by Charcot and Freud, as well as throughout the second World War, 

symptoms of traumatic stress were largely treated using hypnosis. Additionally, Abraham 
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Kardiner and colleague Herbert Spiegel (1947) identified that in addition to the hypnosis, 

reducing the separation between these traumatized soldiers and their unit was beneficial in their 

recovery. Thus, during World War II the U.S. Army expanded intervention techniques by also 

implementing group stress debriefings (Ringel & Brandell, 2012).  

 In studies of prolonged trauma and stress on concentration camp survivors, Henry Krystal 

(1976) dove deeper, differentiating between those symptoms from acute combat stress. Being a 

Holocaust survivor, he studied the effects of prolonged trauma on other concentration camp 

survivors. His work suggested that their emotional reactions were experienced somatically, 

unable to interpret the underlying meaning of their feelings. This has been further supported by 

the works of McDougall (1989) who also found that there was significant inability to “contain 

and reflect over an excess of affective experiences” (p. 94), rather than an impairment in emotion 

expression.  

 These early understandings of trauma and intervention have paved the way to creating the 

interventions that are utilized today. In understanding the history and process that led up to the 

creation and implementation of specific interventions, it will allow clinicians to further 

understand the reasoning behind current techniques.  

Characteristics of Interventions 

 Before identifying and analyzing specific evidence-based treatments, it is beneficial to 

identify the common characteristics among interventions. Thomlinson (2003) summarized and 

reviewed the components of effective interventions. Through careful consideration the study was 

assembled using data from nine studies of child maltreatment, each exploring a different 

program, examining recovery and its effects on child and parent outcomes. Additionally, the 

samples represented high risk families, often indicated by very young, physically abused and 
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neglected children. Parents utilized coercive parenting strategies and demonstrated a high-risk 

profile for parenting stress.  

Effective Intervention Models. Notably, the researched interventions revealed their 

efficacy was in-part due to the timing and wide-reaching ability of the program. Programs 

identified that it was imperative to begin at the earliest time feasible and ideally utilizing home- 

and/or community-based settings. Examples of these settings that were identified from the 

research included: family and foster family homes, classrooms and neighborhoods. Some 

programs were able to utilize multiple setting to implement interventions. There was also an 

inherent flexibility within each program in choosing settings, as it was based on the case and 

compatibility with the service providers (Thomlinson, 2003). This identifies the challenging 

nature in implementing successful and appropriate intervention programs.  

Furthermore, unlike adult intervention strategies that focus on the individual, these 

interventions were highly reliant on family and sometimes school training and participation. 

Although the child is the focus and priority, with the understanding that their best interest was in 

preventing the reoccurrence of maltreatment, families were viewed as partners and the parent-

child relationship contingent on their success. Additionally, intervention application required 

highly trained professionals to deliver and ensure effective distribution of services (Olds 2002; 

Thomlinson, 2003).  

Intervention Goals. In providing intervention to children and families of child 

maltreatment, multiple goal characteristics were shared amongst the programs. These included: 

decreasing out-of-home placements, implementing change in behavior, improvement in the 

mental health and social emotional functioning, advancement in social and personal resources, 
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and prevention of the reoccurrence of child maltreatment all in regard to the children and their 

families (Brunk et al., 1987).  

Researchers also found that there is a difficulty in determining the origin of the 

problematic behaviors, i.e., if the behaviors were present prior to maltreatment or as a result and 

were exacerbated by the negative relationships. This is a challenge as the study implies that there 

is a benefit to the families when interventions target specific antecedent and consequential 

behaviors to the maltreatment (Thomlinson, 2003). This may be hard to delineate with parents 

but nonetheless, it is recognized that the stress caused by maltreatment and household violence 

has a negative impact on brain development in multiple domains, including: learning, emotional 

regulation, and social functioning (Krug et al., 2002). 

Early Intervention. The necessity for early intervention and treatment application is 

imperative when working with childhood exposure to trauma. Research shows that when a child 

experiences prolonged trauma without adequate nurturing, development is often stunted (Bacon 

& Richardson, 2001). 

 A study conducted through the University of San Francisco, California explored the 

efficacy of the implementation of mental health treatment in children at or below the age of 5. 

Within the given study, all children were placed in foster custody due to abuse and neglect. The 

mode of psychotherapy that the children received was relationship-based psychotherapy over an 

average of 3.35 years. The 23 children that participated in the study all received treatment 

through a national nonprofit organization that focused on the emotional health of foster children. 

The results of the study supported the benefits of early intervention as there were substantial 

reductions in therapist-reported symptoms. The extensive list of symptoms that were assessed are 

as follows: depression, anxiety, dissociative symptoms, self-injurious behavior, sleep problems, 
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enuresis, school problems, conduct problems, sexualized behavior, and aggression. There was at 

least one urgent psychological symptom present at the time of intake (Ruff et al., 2016).  

 Although exploratory and conducted with a limited sample size, this study highlights the 

conceivably positive short-term and long-term effects of early intervention implementation. 

Overall, it depicted outcomes that went against the normative developmental trajectories of 

foster youth. It is noted that there is a higher risk for academic difficulty (Shonk & Cicchetti, 

2001), which often lead to subsequent difficulties in adulthood. Additionally, depressive and 

anxiety symptoms in childhood also put the individual at a higher risk of further developing a 

mood and/or anxiety disorder during adolescence and adulthood (Roza et al., 2003). The results 

of this study indicate that there was a decrease in school problems as well as an overall decrease 

in anxiety and depression. This provides potentially promising long-term impacts and highlights 

the overall significance of early intervention (Ruff et al., 2016).  

Symbolic Play and Reenactment. As suggested by Green et al. (2010), with children 

who have experienced preverbal trauma (birth to 2 years of age), therapy that focuses on verbal 

expression and processing will not be as effective as processing the trauma through physical 

representations. However, it is important to note that the evidence for this remains scarce. Due to 

the population age being so narrow, it is likely that many of the studies conducted are only 

possible through a case study format. This represents a relatively new area of research that would 

be beneficial to continue researching as the effects of the trauma untreated would be detrimental 

to the individual’s mental health.  

Conclusion 

 The concept of posttraumatic stress has been evident and experienced throughout history. 

Although there have been numerous literary depictions of this phenomenon, the psychiatric field 
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remained skeptic of its validity. At the time, the notion that an external stimulus could alter a 

person psychologically was not received well. The effects of trauma on the psyche does not have 

a simple cause and effect reaction. Although there will likely be an effect from the trauma, taking 

into account the extent of the trauma, the age at which it was experienced, and other individual 

characteristics, the effects can span a large range of presentations.  

 Trauma is experienced differently at different ages. Child maltreatment has been a 

prevalent challenge in today’s society, the increased stress from the economy and finances may 

exacerbate mental health issue in parents and in turn, negatively impact parent-child 

relationships. Additionally, child characteristics, such as a disability, likely create additional 

parenting stress, therefore, demonstrating to be an additional risk factor. The importance of 

identifying and exploring these risk factors is evident in determining at risk populations and 

implementing intervention techniques.  

 The effect of child maltreatment is a ripple effect. Typically emanating within the home, 

it carries on outward, impacting the classroom, community and society. As the child grows and 

the trauma remains unresolved, it impacts their socio-emotional, personality and overall 

psychological development. Additionally, the large financial cost to society expends funds that 

could be allocated elsewhere.  

 The impact of trauma is not only evident in the individuals’ external behaviors, but also 

has physiological effects. The trauma that makes up the reality of their home life creates a sense 

of perceived trauma that is present in other environments. This hypervigilance initiates the 

activation and prolongs the stress response and stress hormones within the body.  

 The added concern within the mental health field regards diagnosis. Currently, children 

are either diagnosed with PTSD based off of adult soldier sample populations, or they are not 
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diagnosed at all. Branching off the work from Herman (1992), van der Kolk (2005) proposed 

developmental trauma disorder (DTD). The diagnostic criteria proposed is specific and was 

created with early human development at the forefront. However, although DTD has yet to be 

included in a diagnostic manual, this is a useful tool for clinicians to help guide them in treating 

their young clients.  

 The purpose of this comprehensive review was to consolidate and summarize the current 

research pertaining to the impact of trauma on development. This will be beneficial to 

individuals working with victims of child maltreatment and their families at it will provide a 

brief overview of the current knowledge. Additionally, this can also be beneficial to parents, 

caregivers, teachers, and other individuals who may be the first to observe the effects of 

childhood trauma. In familiarizing themselves with this knowledge, it may provide an alternate 

perspective in supporting the child and would foster confidence in reporting the suspected abuse.  

 



Chapter III. Hawai‘i’s Resilient Classroom Training Module 

 The Hawai‘i’s Resilient Classroom (HRC) training module has been designed to 

primarily be utilized with classroom educators and student teachers training to be future 

educators. However, other school professionals could also benefit from the information provided. 

This module was created to meet the identified gap in education and training for Hawai‘i’s 

classroom and student teachers. The structure of this module has been organized to be flexible 

enough to be integrated into a curriculum for students or to be utilized as a stand-alone workshop 

for current classroom teachers with a busy work week. Additionally, the HRC training has been 

developed utilizing the current evidence-based literature in child development and trauma 

studies.  

Theoretical Foundations 

The HRC training module was developed utilizing empirically-based human 

development and social theories. Bronfenbrenner’s (1979) bioecological systems theory and its 

conceptualization of human development was highly influential in the creation of this module. 

Bronfenbrenner (1979) theorized that the developing person is dynamic, everchanging based on 

the environment and experiences that are encountered. In addition to this premise, his theory also 

acknowledges multiple systems that, based on the people and frequency of interaction, have 

various levels of impact on the developing individual.  

 Within Bronfenbrenner’s (1979) bioecological systems theory, the microsystem is the 

most immediate setting in which an individual is placed. For a child, this includes their 

immediate family and school. Therefore, these contexts, encompassing individuals, and the 

interactions they have with the child, are an integral part of a child’s healthy development. 

Notably this includes the teacher-student interactions as well as student-peer interactions as well. 
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An effective educator strives to create a constructive classroom community that fosters healthy 

social interactions and learning outcomes for all developing students.  

 Branching out, the mesosystem (i.e., interactions between the individual’s family and 

school), exosystem (i.e., the school board), and macrosystem (i.e., the school system’s values 

and policies) could all be benefitted by the utilization of the HRC training module. The HRC 

module could begin to impact these systems by acknowledging and educating staff about the 

impact of trauma on the individual, their student’s interactions with teachers and peers, taking 

this into consideration when forming school curricula and policy, and connecting them to 

appropriate community personnel. By beginning with teachers that are already have their own 

classrooms and student teachers who are still in the process of learning, the HRC training module 

is structured to bring in a community licensed mental health professional to not only present the 

learning material and to facilitate discussions, but to also provide the schools with a gateway to 

additional resources and provide a point of contact if concerns arise that are outside the scope of 

the teacher and additional guidance or suggestion is needed.  

 Additional theories that were used to inform the construction of HRC were van der 

Kolk’s (2005) conceptualization of developmental trauma and attachment theory (Ainsworth et 

al., 1978).  

 The proposed Developmental Trauma Disorder (DTD) conceptualization by van der Kolk 

(2005) has been a prolific attempt at delineating the phenomenological and symptomatic 

differences of complex trauma during development versus during adulthood. DTD focuses on the 

utilization and consolidation of the empirical research resulting from child studies (van der Kolk, 

2005). This significant aspect of DTD was used to inform the educational of HRC. Teachers are 

privy to observe and participate in the many interactions students have. A trauma-informed 
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perspective, based on the current literature, will introduce the specific challenges traumatized 

children can face and may change the way teachers address them. This is a strong step to creating 

teachable moments and corrective experiences for children who may be suffering from 

posttraumatic stress and for the rest of the students.  

 Attachment theory highlights the significant role healthy caregiver interactions have in 

human development. The type of bond the child has with their caregiver not only impacts the 

child’s social and emotional wellbeing throughout their lifetime but can also affect the child’s 

exploration and interaction with their environment (Ainsworth et al., 1978). Teachers can be seen 

as supplemental caregivers to their students and, as such, the interactions they share can be 

beneficial to the student. An insecure anxious attachment style can develop in a child who has 

experienced complex trauma. These then contribute to inaccurate patterns of interacting with 

others. If maintained, these patterns can then lead to later social and emotional deficits (Bacon & 

Richardson, 2001). The HRC module focuses on and highlights the importance of the teacher-

student relationships and provide increased opportunities for the children to practice healthy 

interactions at school. These interactions may also provide corrective experiences for those who 

have not experienced the safety of secure attachments in their lives.  

Need for Trauma Training 

Youth exposure to adverse life experiences and the debilitating effects they have on both 

mental and physical health continue to be a prevalent nationwide public health issue (Geffner et 

al., 2008). These adverse life experiences can often include maltreatment and witnessing of acts 

of violence. If the child resides in an impoverished community and there is substance abuse 

occurring in that household, the likelihood of experiencing and witnessing violence is increased. 

As this becomes a prevalent issue in Hawai‘i, it becomes a growing concern for Hawai‘i’s youth 
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and the teachers educating them (Black, 2000; Chang et al., 2006; State of Hawaii Department of 

Human Services, 2017; U.S. Department of Health and Human Services, 1993).  

Although there are many studies correlating negative longitudinal physical and mental 

health outcomes with frequency of adverse life experiences, the more immediate impact of these 

traumatic experiences can be just as devastating to both the individual and those around them. As 

Hawai‘i’s largest educator of teachers does not currently address this issue within their 

undergraduate curriculum, many of Hawai‘i’s newly graduated teachers and their students are at 

a disadvantage (University of Hawai‘i at Mānoa College of Education, 2018). Therefore, this 

educative module attempt to help prepare teachers and other school staff, who come into contact 

with students on a daily basis, to increase their awareness of chronic trauma and what it might 

look like in the context of their classrooms. The intent is to support increased appropriate 

referrals for children who may be in crisis. 

Assumptions of the Training 

With the creation of the HRC training module, it begins to address the gap in education 

and preparedness for the school professionals directly working with Hawai‘i’s youth population. 

Although the psychological community continues to be divided on whether or not to create a 

comprehensive diagnosis and conceptualization for complex childhood trauma, this does not 

minimize the need to share findings from the current literature with other essential professionals 

that are likely to witness the effects of complex childhood trauma in their classrooms.   

There are core understandings about the impacts of complex childhood trauma that will 

be beneficial to share with the education community that could further help our youth and 

provide connections to further mental health care as needed. By creating and implementing this 

training module, it is hopeful that classroom and student teachers will gain and practice utilizing 
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a trauma-informed perspective in their daily interactions with children. This training module 

highlights the importance of a teacher-student relationship that can be healing and lead to more 

than just academic success. 

Conceptualizations of Process of Change 

It is hoped that the HRC training module will be a catalyst to change, that it will enhance 

the important work already being accomplished by teachers as they interact with students in their 

classrooms. At the surface level, learning objectives are presented in the introduction to bring 

awareness to the knowledge and skills that will be introduced or practiced.  

The three-part design of this training is designed to allow for individual reflecting and 

maybe classroom application trials, depending on the time of year. Each part can be done on a 

different day of the week. This aides in scheduling flexibility and also allows for reiteration of 

the material and gives participants opportunities to implement a trauma-informed perspective in 

the natural setting, which provides them with experiences they can bring into the next discussion 

opportunity.  

The foundational knowledge of trauma and development presented in HRC will support 

educators in understanding and thinking about how the brain develops through experiences of 

complex trauma. Informational slides as well as videos are utilized to explain the dynamic 

processes involved and to present the information in a visual manner for those who benefit from 

this modality of learning. This information is linked to general examples of what classroom 

behaviors trauma can produce. The purpose of these brief examples is to begin connecting the 

information presented to the classroom environment, maybe reminding them of a current or past 

student that they may not have thought of in this way. This exercise is another introductory 

experience to considering and utilizing the trauma-informed perspective.   
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The activity tasks and many structured didactic discussion experiences are integrated to 

deepen the learning. The didactic discussions are presented after videos and performance tasks to 

reflect on the information or skill practiced and to provide participants with the opportunity to 

connect it to their professional work. Different discussion and reflection methods are presented 

to the facilitator to differentiate the experience. For example, a large group discussion method 

may be selected to discuss perspectives of the presented material and pairs or an individual 

reflection method may be selected in addressing a more personal or experiential task. The 

discussion questions chosen not only ask participants to consider a trauma-informed perspective, 

but also scaffold them to consider what they would need or how they could transition this into 

their own classroom with their current students. These discussions with other professionals not 

only allow participants to learn from the experiences of others, but also work to facilitate 

conversations that encourage critical thinking and consider additional perspectives and solutions 

for a situation.  

The performance task in part 1 (see Appendix B) is designed to bring awareness to 

personal stress responses that can impact the classroom environment. This is an important 

consideration as the student’s may not be the only “emotional brain” that has taken over and 

utilizing a trauma-informed perspective cannot be done if the “emotional brain” is in control.  

The performance task in part 2 (see Appendix B) of the module was created to challenge 

participants in their application of the information presented to them, thus further enhancing their 

learning and hopefully fostering a continual utilization of a trauma-informed approach. The task 

utilizes vignettes depicting classroom behaviors that could be challenging to educators, requiring 

them to take multiple perspectives (not trauma informed, trauma informed, and that of the 

student), ask for additional clarification, consider the student’s strengths, and corrective 
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experiences would benefit the student. It is hopeful that the task will strengthen participants 

skills and increase the availability in utilizing a trauma-informed approach within the classroom. 

This psychoeducative module provides participants with an opportunity to begin 

challenging their immediate assumptions about themselves and their students. By educating and 

bringing awareness to the needs of children who have been traumatized, understanding the 

probable behaviors, and practicing utilizing a trauma-informed approach through various 

performance tasks, it is anticipated that educators will consider a trauma-informed perspective 

when concerned for their students. It is also hopeful that the professional connections built 

throughout participating in HRC are used to support further brainstorming for classroom 

interventions and to foster working relationships with community-based resources when referrals 

are necessary.  

Personal/Professional Benefits 

This section will acknowledge some of the anticipated professional and personal benefits 

of participating in this training both as a participant and as a facilitator. Through participation in 

this training, it is hoped that participants can benefit professionally through practice and 

utilization of interacting with their students through a trauma-informed perspective. This training 

provides information on the impact of traumatic experiences students could be going through, 

providing an alternative way of responding to and interacting with them. Additionally, HRC 

proposes classroom interventions and opportunities to brainstorm and discuss alternative ways to 

integrate a trauma-informed perspective within their pedagogical teaching strategies.  

 Other potential professional benefits participants could expect to see is an increase in 

professional connections. This training could help educators forge professional relationships that 

could benefit participants directly and their students indirectly. More specifically, it could build 



 53 
networking with professionals in other disciplines, such as ones that maintain a different role 

within the school community or mental health professionals who may serve as resources 

regarding accessing future training and sources of consultation. It is not uncommon for clinical 

professionals to be consulted and asked to provide recommendations for classrooms. It is hopeful 

that the development and proposed implementation of HRC will help to connect the education 

and mental health disciplines, encouraging continual communication to enhance the care and 

experiences of students.  

 The program also could provide a potential personal benefit for participants. It may 

provide educators with information regarding early warning signs of posttraumatic stress or 

vicarious trauma, compassion fatigue, or burnout, and offer some initial community resources 

that they could consult. The practice of self-awareness, understanding their own stress response 

system, and taking breaths before reacting is knowledge that could be beneficial in multiple areas 

of their lives. It is hoped that this training might bring light to their own experiences and will be 

able to direct them to seek help and resources that benefit them personally and in the classroom.  

Overview of HRC 

The HRC training module is organized into three different parts. Each portion of the 

training takes approximately three hours. However, given the flexibility of the training, the time 

could vary depending on facilitation of activities and discussion. The facilitator has the discretion 

to utilize any combination of the four discussion/reflection formats (whole group, small group, 

pairs, and individual reflection) provided based on the number of participants, setting, and time 

allotted. Additionally, there are a variety of activities and supplemental videos to support the 

information provided in the manual.  
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 Part one of HRC provides a brief introduction, which is organized around the question: 

“What is trauma?” This portion of the training module defines trauma-related terminology, 

describes human development, identifies risk factors pertaining to Hawai‘i’s youth, and 

introduces the impact of complex trauma on the stress response system.  

Part two provides a transition to the classroom. This portion of HRC provides teachers in 

gaining a beginning understanding of the connection between traumatic experiences and 

classroom behaviors. Much of this portion utilizes discussion and practice applying a trauma-

informed lens. Having participants go through a series of performance tasks and discuss 

reactions with others enhances the learning process. These activities will support participants in 

brainstorming and consulting with others to generate more ideas of how to transform their 

classrooms into trauma-informed classrooms.  

Part three of HRC acknowledges the indirect impact of trauma work. It acknowledges the 

impact of hearing and knowing about these detrimental experiences. It is just as important to be 

self-aware and address the impact it can have on them as educators, parents, friends, and 

community members. In order for educators to succeed in their profession and help their 

students, they must also know when and how to help themselves.  

HRC Training Manual 

Refer to Appendix B for the complete HRC Training Manual. 

Formative Evaluation 

The HRC training module is in its preliminary stages of development and has not yet 

been implemented. In preparation for its future presentation to the educators’ community, a pre- 

and post-test (see HRC Training Manual – Appendix B), a formative evaluation form (see HRC 

Training Manual – Appendix C), and community resources list (see HRC Training Manual – 
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Appendix D) is provided. The formative evaluation is organized in a self-report format and 

assesses the following areas: general satisfaction, content, applicability, resource, and support. 

The information gathered by the formative evaluation form may provide important information 

that could direct further development of HRS (e.g., directions for future module development).  

This evaluation form, in addition to the pre-/posttest scores will provide feedback to the 

facilitator and the employing each entity (i.e., the school) sponsoring the training on what 

worked and areas that could be improved on. For example, if the time or day did not work for 

teachers, the school could propose another time if they wanted to train a different group of 

teachers. The evaluation form would also provide the facilitator with feedback on modalities that 

were more helpful to participants (e.g., the use of discussions and performance tasks to reinforce 

learning). This feedback could be utilized to inform the facilitation of supplemental trainings for 

the facilitator. To enhance the quality of feedback provided, it is required that all 

surveys/assessments from participants be anonymous and explicitly stated so. 

The pre-/post-test utilizes a multiple choice and short answer format and is designed to 

assess participants’ understanding of the learning material which will be beneficial for the 

facilitator and can be utilized to further develop the training. The community resource list is 

provided for participants to provide information on local supports for educators, youth, and their 

families. The contacts and links can be used for educators who are seeking further consultation, 

information and training, and can be used to suggest resources to families in need. It is suggested 

that educators suggest families also speak with the school’s counselor and a social service 

provider to receive access to additional resources. 

 



Chapter IV. Discussion 

Addressing the Research Questions 

Psychological Trauma in the Classroom  

Trauma is understood as an experience that is subjectively deeply disturbing and evokes 

a distressing emotional response. Its occurrence is acknowledged across multiple disciplines and 

current theory and research acknowledge its varied intensity and outcome severity. The 

prevailing classification delineates trauma into three categories: acute, chronic, and complex, 

with complex trauma being the most severe classification. Although not yet included in the 

American Psychiatric Association’s Diagnostic and Statistical Manual (5th ed.), complex trauma 

is acknowledged by clinicians as prolonged chronic interpersonal trauma that can occur within 

the developmental period (van der Kolk, 2005).   

These emotional and behavioral responses are not only distressing to the child but to 

those around them. Furthermore, depending on the child and the nature of the trauma, there are a 

wide array of symptoms that can present. Internalizing and/or externalizing symptoms commonly 

discussed, but regressing behaviors, difficulties with self-regulation, physical symptoms, and 

inattention are also prevalent. In understanding this list of symptoms and keeping in mind the 

interpersonal nature of the trauma, it is understandable why children who have experienced 

complex trauma experience often present with challenges in interpersonal relationships, 

attachment, and academic learning (Bacon & Richardson, 2001; Herrenkohl & Herrenkohl, 

2007; Perry, 2006).  

Within the classroom, this could be the child that is quiet, easily startled, and often seems 

distracted because they are hypervigilant, or this could be the child that the teacher always needs 

to keep an eye on, that often has intense emotional outbursts, and reacts violently. This spectrum 
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is part of the reason why the field of psychology has a difficult time conceptualizing 

developmental complex trauma. Certainly, it is easier to treat the symptoms when the origin has 

been confirmed, but since there is still so much more to learn about developmental complex 

trauma and since many educators are only now learning about it, trauma may not be the first 

explanation anyone would posit when it comes to the root of these types of behaviors.  

The Hawai‘i’s Resilient Classroom (HRC) training program, therefore, was created with 

these challenges in mind. HRC was not only constructed to educate Hawai‘i’s teachers on how 

trauma can impact development and academic achievement, and how one might incorporate 

activities and structure classroom environments to support children who may be experiencing 

forms of posttraumatic stress. The HRC training program will be beneficial to the education 

population of Hawai‘i and addresses an ongoing area of need (Black, 2000; State of Hawai‘i 

Department of Human Services, 2017; U.S. Department of Health and Human Services, 1993). A 

majority of Hawai‘i’s teachers are educated within the state but the largest state university does 

not currently provide training on this matter—perhaps because of the perceived level of 

specialization required to address the effects of trauma in the classroom (University of Hawai‘i at 

Mānoa College of Education, 2018). Thus, the implementation of the HRC training program is 

intended to supplement ongoing teacher training, by offering a program that not only enhances 

the relationships between teachers and students but also facilitates discussions and collaborations 

between educators and mental health practitioners.  

Complex Trauma During Development 

 The implications of experiencing trauma during the developmental period have been 

correlated with debilitating outcomes such as increased symptoms of psychopathology, 

substance dependence, and shorter life expectancy (Dube et al., 2001). In addition to these 
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outcomes, experiences of complex trauma also bring higher incidences of emotion regulation 

difficulties and challenges in interpersonal relationships (van der Kolk, 2005; WHO, 2018).  

 When children are in elementary school, typically when they are five to ten years old, 

their brains, language, and personality are still developing. Although individual genetics play an 

integral role in a child’s development, the environment of the child and their own personal 

experiences are also highly influential. Therefore, the quality of their environment and types of 

interactions with others at this age can have profound lifelong implications.  

This differs from experiencing trauma as an adult. The adult brain is fully developed and 

if all has gone well, adults have mastered verbal language and will have arrived at a healthy 

awareness and understanding of themselves and of the world around them. Thus, an individual 

who has their first encounter with interpersonal trauma as an adult, perhaps physical abuse by a 

significant other, have a different understanding, or a schema, for a healthy relationship based on 

their direct and vicarious relationships with parents, other family members, strangers in the 

community, and to some degree the media, than someone who has experienced trauma in 

significant relationships. Additionally, they also are more likely to have experienced being in a 

healthy relationship with another person—if not romantically, then platonically—and have a 

basic understanding of how to be treated by those with whom they have intimate relationships. 

Furthermore, they are aware of their own reactions to different situations, their body’s stress 

responses, feelings, and thoughts. They may be fearful for their own safety, anxious, and 

powerless. This may bring up past experiences they have had that prompted the same feelings 

and thoughts. Such as experiencing a thunderstorm as a child or getting hurt by a sibling, where 

they were able to seek out a parent or another supporting adult that helped ease their worry or 

rectify the situation. In that they not only learned proper ways to interact with others, but also 
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where they could go and what they could do when they felt that sense of danger. Based on these 

experiences, their understanding of themselves, others, and the world around them, they are 

better able to assess the situation and make the necessary actions to ensure their own safety and 

future happiness.  

In contrast, a child’s relational schema and understandings of their own feelings and 

reactions to interpersonal distress are still being developed based on their recent and present 

experiences. Thus, they are more vulnerable to the dynamics they experience in the world around 

them. New or emerging experiences can inadvertently trigger traumatic injuries. The school 

environment can play a critical role in reinforcing maladaptive schema. Children spend 

approximately 40 hours a week at school, interacting with teachers, peers, and other school staff. 

Thus, it is critical that teachers and other school staff become more aware of how their 

relationships may positively or negatively impact these maladaptive schema. The HRC provides 

information that might help to highlight how developmental complex trauma may appear in the 

classroom and how to connect children needing intervention with other professionals who can 

help. It also provides opportunities for teachers to get the support they may need in coping with 

the social impacts of developmental complex trauma in the classroom.  

Theories of Childhood Trauma 

Trauma studies have greatly increased as researchers seek to learn more about this 

dynamic and sometimes unpredictable phenomenon. So have the construction of theories 

attempting to conceptualize childhood trauma. These emergent theories attempt to identify how 

traumatic experiences during childhood can have different effects than those experienced in 

adulthood. The toxic stress model theorizes how the quality of interpersonal relationships within 

the developmental period impact biology as well as the individual’s understanding of their stress 
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response system (Harvard University: Center on the Developing Child, 2018). The feedback 

from caregivers in response to stress is highly influential in the developing child’s ability to 

recover from and cope with future stress. Supportive relationships with caregivers are the most 

ideal and are essential to healthy development. When supportive caregiver relationships are 

lacking and there is frequent and prolonged activation of the stress response system, this can lead 

to neurodevelopmental disruptions and an increase in perceived stress throughout their lifetime, 

negatively impacting quality of life (Bossé et al., 2018; Dube et al., 2001; Harvard University: 

Center on the Developing Child, 2018).  

These findings underscore the importance of healthy caregiver relationships. Attachment 

theory takes this a step further by identifying a consequence of developmental complex trauma—

namely, insecure or disorganized attachment. It also identifies the longitudinal effects of 

traumatic injuries. Attachment theory posits that in the context of complex trauma experiences 

and the absence of supportive caregiver relationships, a child’s natural tendency to explore and 

learn from their environment is impeded, hindering multiple development across multiple 

domains exploration and development (Ainsworth et al., 1987; Lahousen et al., 2019; van der 

Kolk, 2005).  

van der Kolk’s (2005) developmental trauma theory and the proposed developmental 

trauma disorder (DTD) aim to signify the debilitating effects of developmental complex trauma 

by identifying symptomatic differences within the profile of a child and proposing criteria for 

diagnosis. van der Kolk (2014) stated that “eighty-two percent of the traumatized children seen 

in the National Child Traumatic Stress Network do not meet criteria for PTSD” (p. 157), leading 

clinicians to use diagnosis such as oppositional defiant disorder and disruptive mood 

dysregulation disorder that do not address the trauma. Although still quite controversial, van der 



 61 
Kolk’s work and advocacy has been aimed at bringing awareness to the need to elevate the 

standard of care to children who have been traumatized.  

 Bronfenbrenner’s (1979) bioecological systems theory is a developmental theory that 

does not directly address trauma. However, it does identify the different systems that influence 

human development and impact the child. The microsystem is the most immediate setting in 

which the child is placed, and includes home and school environments. Over the course of an 

individual’s lifespan, the individual is exposed to influences from mesosystems and 

macrosystems that include influences beyond the child’s immediate environment. 

Bronfenbrenner’s model can be used to identify important contexts in which the child is 

immersed and to develop interventions that support them in multiple environments  impacting 

their development of self and self-efficacy. 

HRC was designed specifically to begin developing resources in a child’s microsystem. 

Besides the child’s family system, schools have the strongest influence on and most frequent 

points of contact with the child.  

Working Towards a Comprehensive Model of Childhood Trauma 

 Although there is much research denoting the after-effects of developmental complex 

trauma, our current model is unorganized and primitive, and the trauma studies field has yet to 

reach consensus on a comprehensive model of complex trauma let alone developmental complex 

trauma. HRC was created utilizing a comprehensive, yet general understanding of developmental 

complex trauma. As was seen within the trauma studies community, focusing on the minute 

details of a theory or proposed diagnosis can halt its progress. This can move the focus away 

from its original purpose: to provide a standardized model that enhances the applicability of 

research findings and to streamline evidence-based treatment.  
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A comprehensive model of childhood complex trauma is one that firstly, identifies the 

subjective interpersonal traumatic experiences as present within development and presumably 

the root of the disturbances that negatively impact multiple settings in which the child is in. This 

was the point that van der Kolk (2005, 2014) was emphasizing, illuminating the discrepant 

reality that many of the children who seek treatment for trauma, do not end up with a diagnosis 

that denotes those experiences as the origin of the problem. The purpose of diagnosing is to not 

only monitor and provide an empirically-based prognosis, but also to standardize research 

criteria, to ensure a solid foundation for future studies, to streamline treatment, and bolster 

treatment outcomes. This is astoundingly frightening, current research depicts the debilitating 

effects that trauma has on overall health and well-being as well as the large impact it has on the 

society, yet and when the majority of the millions of children who are identified and referred to 

treatment receive insufficient diagnosis, this greatly impacts not only treatment outcomes, but 

their future well-being.  

Secondly, a comprehensive model would acknowledge the core findings of childhood 

trauma studies. This would include areas such as interpersonal relationships and mood 

dysregulation (Dube et al., 2001; Harvard University: Center on the Developing Child, 2018; van 

der Kolk, 2005) as well as known posttraumatic stress components such as negative alterations in 

cognition, arousal regulation, and executive functioning (APA, 2013; van der Kolk, 2005). These 

areas would be compared to the developmental profiles of others within their age group, deficits 

should be noted in majority of these areas. Even if a child is at the appropriate developmental 

standard for one area, treatment could still be beneficial in addressing deficits.  

Additionally, an understanding that if trauma is not mentioned, it should remain as a 

differential. The inherent difficulties of trauma and development are that they are 
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individualistically dynamic processes, making them difficult to identify, separate, and pinpoint if 

not stated at the beginning of treatment. Therefore, trauma can always exist and a basic trauma-

informed approach to all treatment can be beneficial. Furthermore, data from professionals 

within the child’s microsystem, such as teachers, can be valuable as they can provide a viewpoint 

into the child’s environment and are supplemental caregivers. This could be beneficial in the 

treatment of children.  

  It is easy to get lost in the specificities, nuances, and exclusions when proposing a 

comprehensive model, however, in a time where there is no formal criteria available, this can be 

further damaging the youth population. It would immensely benefit the current population to 

come to an agreed upon comprehensive model that will reach majority of this insufficiently 

diagnosed population. It is arguable by having knowledge of this condition and letting time pass 

without any agreed upon model is doing more harm than good. Furthermore, within this 

preliminary stage, there will be more opportunities to conduct further research and refine the 

theory.  

Teachers as Gatekeepers 

 The role of an educator is integral to maintaining the health and well-being of our youth 

and future society. Ensuring that our youth population remains safe is an important task and one 

typically assumed by the parent. Unfortunately, recent statistics indicate that incidents of child 

maltreatment, one of the leading causes of traumatic stress in childhood, have increased (CDC, 

2016; U.S. Department of Health & Human Services Administration for Children and Families, 

2020). Furthermore, the risk factors associated with higher rates of child maltreatment such as 

poverty and substance use, also are on the rise (Chang et al., 2006; Mulder et al., 2018). To 
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maintain the future well-being of our youth and society, we must begin to adopt a more systemic 

approach that involves other collaborators that play a significant role in the lives of children.  

 Educators are not counselors, their responsibility and training are to teach and manage 

groups of children, not assess, diagnose, and treat. So, when a student is disruptive, they are 

expected to manage it and help minimize the amount disruption to their learning and to the 

learning of those around them. Although their role is not to treat, they do hold an important role 

in the potential treatment of our youth. As gatekeepers to this vulnerable population, they witness 

the unmet needs experienced by some of the children with whom they work and can initiate the 

process to get them access to additional resources.  

For the millions of students who suffer from maltreatment and experience recurrent, 

triggering experiences in the classroom, but who have yet to be treated, one teacher’s referral 

could make a tremendous difference. The HRC is developed to share the knowledge of 

developmental complex trauma with education professionals, to create opportunities to practice 

thinking and interacting through a trauma-informed lens, and help to begin initiating the process 

of forming cross-disciplinary working relationships so that when there are mental health 

concerns, educators are prepared in having direct contact with community-based mental 

healthcare providers.  

HRC Training Module 

 The HRC training module has been specifically developed for elementary teachers and 

those training for a future in the teaching profession. Clinical practitioners are trained to identify 

and treat symptoms of traumatic stress, however, when it comes to developmental trauma, that is 

only part of the battle. Clinicians are unable to treat the children that are not referred for services. 

This is where HRC can be beneficial.  
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 HRC was developed to educate teachers in understanding how trauma can impact 

classroom behaviors and to connect them to community-based resources, so that if a situation 

were to arise, they will be more prepared to liaison with local resources. For children with 

developmental trauma, it is important that there be adults with whom they feel safe enough to 

make first contact, adults with a trauma-informed perspective.  

One of the well supported impacts of developmental complex trauma are the 

interpersonal challenges that typically succeed it (Ainsworth et al., 1987; van der Kolk, 2005). 

These challenges emanate from the trauma and impact their future experiences with others, 

compounding over their lifetime if not treated. For example, if a student becomes triggered in a 

classroom, reacts with a verbal outburst, is met with the consequence of getting sent outside or 

being yelled at without later discussing the situation, it can reinforce unhealthy methods of 

communication. Additionally, the student misses out on the opportunity to learn and cope with 

their emotions in a healthy way. Although this is just one example of a situation and each teacher 

has their own style of interacting with their students and their own thoughts about how to handle 

unwanted behaviors, the activities and discussions included in the HRC training were created to 

help educators consider thinking about their interactions with students utilizing a trauma-

informed perspective. This perspective supports arriving at an understanding of human behavior 

that is informed by knowledge of the human stress response and the benefits of having healthy 

teacher-student interactions.  

Furthermore, the concluding section of the HRC training addresses the impact of trauma 

work. HRC is a training that educates participants regarding how prevalent these experiences are 

within our youth population and asks them to practice utilizing a trauma-informed perspective. 

HRC also acknowledges the importance of addressing the negative impacts that this work can 
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have on the caregiver. Educators on the front line need to be made aware of the potential for 

secondary traumatic stress, compassion fatigue, and vicarious trauma. HRC highlights the 

significance of the teaching profession in the care of students with traumatic stress, while 

understanding the stressful and sometimes consuming nature of holding this position. While 

aiming to educate teachers on developmental complex trauma, HRC also shares knowledge of 

the potentially negative impacts of trauma work, to help ensure their well-being.  

Clinical Implications 

 As the field of developmental trauma is still relatively new, this project yields a wide 

range of implications. As discussed earlier, the effects of developmental trauma are far reaching 

and can be detrimental to experiencing a positive quality of life (Augusti et al., 2017; Macfie et 

al., 2001). Unfortunately, of the many children who experience complex trauma, few receive 

adequate treatment, and even fewer receive treatment while they are still developing, making it 

more difficult for the individual suffering (Violence and prevention, 2016). Research studies 

indicate that early intervention and treatment application are ideal to minimize the impact of 

trauma on further development (Bacon & Richardson, 2011).  

This project focused on designing a psychoeducational program for teachers and 

caregivers that work with children on a daily basis, in hopes that early identification and early 

access to resources will become customary. Furthermore, the dialogue that this program will help 

to facilitate among educators may help to shape curricula and classroom organization. For 

clinical professionals, the program will provide teams working to support students a common 

language and foundational understanding of trauma. This will support rich dialogues and the 

creation of pedagogical interventions that may more effectively benefit school professionals and 
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students. It also will support the development of symbiotic professional relationships amongst 

members of the multidisciplinary teams working with children.   

 Much of the reasoning for why training programs have been delayed is due to the absence 

of a universally recognized conceptualization of developmental trauma. Although this is 

important for mental health practitioners, this continues to prolong the wait time for the 

development of comprehensive and effective programs. The children currently experiencing 

complex trauma should not have to wait until there is a clear-cut conceptualization before they 

are identified and referred for treatment. Yet, it is likely that decades may pass before needed 

program are developed because of the dynamic nature of development and the complex 

repercussions psychological trauma have neurologically. In many ways, identifying and 

monitoring the impacts of complex trauma over time involve chasing a moving target. With any 

new information, there could be a change in theory or conceptualization.  

In the meantime, though, there are certain aspects of developmental trauma that are 

agreed upon and these should be relayed to those who may observe these symptoms across 

multiple contexts in the lives of children in order to reduce the effects of further harm and to aide 

in connecting victims with mental health professionals sooner. This project empowers other 

program and curriculum developers to be proactive in disseminating emerging information and 

helping those on the frontline, while still keeping up to date with current research. The intent is 

to begin developing ways to support educators by providing them with updates on developmental 

complex trauma and consultation with respect to evidence-based findings that might be 

incorporated into their work so that these children may be supported in thriving and we can work 

together to uphold social justice.  
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 Lastly, when in treatment, mental health practitioners may see their clients for a couple of 

hours a week at most. Partnering with other professionals in a child’s microsystem may help 

create a stronger network of communication between educators and mental health care providers, 

and collaborative support for children with complex trauma.  

Limitations of the Program 

The following areas are identified as limitations of this training module. As this training 

module is in the program development stage, there is still much room for growth and 

development. First and foremost, this training has been developed using a comprehensive 

gathering of the extant literature on developmental trauma. But, this program has not yet been 

implemented or tested within its intended population. Moreover, there has been no formative 

evaluation of its efficacy or feedback from participants.  

Secondly, this module was intentionally created for the use of educating elementary 

school teachers in an effort to support teachers with the most prolonged contact with students. 

Therefore, this training module does not address the impact of psychological trauma for 

adolescents nor does it consider the differing schedules middle and high school teachers might 

have. Middle school and high school students currently have an average of six teachers per grade 

level, each teaching a different subject. Because of this specialization, teachers may have contact 

with students in a larger group format and only see them a few hours a week. A supplementary 

module can be added to this program to address these areas and would be an area for future 

development.  

Teachers whose foci are even more specialized (i.e., physical education, art, music, and 

resource teachers) as well as school administration staff may be a subset of the population that 

this module overlooks. As they are not the primary educators of students, they have less face 
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time with them. This may make it difficult to identify students that may be experiencing 

posttraumatic stress. Furthermore, they may find the interventions difficult to implement if they 

do not fit with their specialized areas of education, have limited contact with students, or do not 

have their own classrooms. Although this is a limitation for the module, it is stressed that these 

important members of the school community participate in a child’s training. Thus, their input 

would be valuable and they should not be excluded in collaborative interventions. Future 

development of the HRC might be focused on how to include the valuable resources provided by 

these partners.  

This program encompasses teachers working with students age 5 to 11 years old. This 

spans a large developmental period and elementary teachers working with five-year-olds will not 

have the same experiences as those working at the opposite end of the spectrum. Therefore, even 

within this targeted subset, the experiences that participants bring could be drastically different. 

Additionally, they may have concerns for their students that teachers educating children in a 

different age group would not have. Because of this, it would be essential for the facilitator to 

work with schools to run separate groups for teachers of a smaller age range within this band.  

When implemented, gathering feedback from the facilitators and participants would 

identify additional areas that need further development and would strengthen the module. The 

HRC satisfaction survey can be utilized as a formative evaluation form to gather data on strong 

areas and areas needing improvement. Importantly, the information gathered from the proposed 

evaluation form is comprehensive and results will be beneficial to both the facilitator, the school 

(or other contracting agency), and in further program development. Facilitators will receive 

feedback on the relevance and effectiveness of the training provided. Contracting agencies will 
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receive feedback on the fit of the program’s foci to participants’ needs in the classroom, as well 

as scheduling and location.  

Recommendations for Future Study 

The creation of this program begins to address the ongoing need for effective age-

appropriate treatments for developmental complex trauma. Future development of HRC needs to 

be supported by continued research and theory development in regard to the effects of childhood 

trauma. Much of the programs in existence have utilized information derived from adult complex 

trauma studies, and attempted to generalize it to children. The problem is that these models and 

programs do not account for the developmental differences between children and adults (van der 

Kolk, 2005). The field of trauma studies acknowledges this difference, but there remains a need 

for research in support of more systematic theory and intervention development.  

Similarly, age-specific programs like HRC need to be developed to facilitate teachers and 

other school professionals working with students at different stages of development and with 

different developmental needs. Such programs would be designed to identify the information 

taught and types of classroom interventions best suited to the specific age group.  

Additionally, future studies might benefit from practice-based evidence or applied 

research on programs like the HRC. By using strategies like participant action research work out 

any procedural issues and to gain ongoing feedback, empirically-based research may be better 

informed with respect to what is not only theoretically meaningful but practically meaningful at 

the clinical level.  

Conclusion 

“Being able to feel safe with other people is probably the single most important aspect of 

mental health; safe connections are fundamental to meaningful and satisfying lives” (van der 
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Kolk, 2014, p. 79). Childhood trauma, the lack of safe, supportive connections is the cause of so 

much undue suffering on both an individual and societal level. For a child who is in need of this 

critically fundamental connection, a teacher could be the key to experiencing the qualities of a 

safe environment and the catalyst to changing the narrative.  
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Hawai‘i’s Resilient 
Classroom Training 
Manual

Kylie Uratsuka
1

Introduction

2

Introduction

This manual for The Hawai‘i’s Resilient Classroom training program includes the 
information, activities, and discussion questions for the facilitator to use while 
presenting the training in-person. This program has been created for the 
intended purpose of promoting and building awareness within the education 
community and to aid classroom teachers in understanding and working with 
their students who may have experienced traumatic stress. 

3
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Intended Use

This manual and its materials are appropriate for all elementary educators, 
student teachers, staff, and other supplemental care providers working with 
the youth population. Much of the activities and discussion questions have 
been produced to specifically apply to those working with the elementary-
age population. However, the information provided may be beneficial for 
those working with or those intending to work with preschool-, middle school-, 
or high school-aged students. Some activities and discussions may also be 
modified for these educators. 

4

Facilitator Qualifications
Prior to beginning this training, facilitators should be familiar with the entire 
training and have a plan of administration. This manual and the prospective 
training offered by this module has been developed to be facilitated by a 
professional who is licensed and working in the mental health field and with 
the child population, ideally, within the community. 

Trauma is a sensitive topic and the information discussed may be triggering to 
some, therefore, a mental healthcare professional who is familiar in working 
with the possible reactions and can manage these situations as well as 
maintain the goal of the training is highly recommended. 

The implementation of this training offers a first step toward helping Hawai‘i’s 
youth population who have experienced trauma. By bringing in a mental 
health professional with these specific qualifications, it is hoped that the quality 
of feedback provided participants will be enhanced. Facilitators may also 
provide information on community-based services and help liaison 
participants to providers within the community. Facilitators also may benefit by 
learning more about educators’ issues of concern—what they would like help 
with going forward.

5

For the Facilitator

This training manual is organized into three parts. It is at the discretion of the 
facilitator and possibly the requesting entity as to the duration of the training. It 
is created to be conducted over a three-day time frame, possibly over the 
course of a week after school hours (Monday, Wednesday, Friday). Part one is 
largely informational, part two is focused on application with many suggested 
classroom interventions, discussion, and activities, and part three is focused on 
self-care for educators. There are suggested homework assignments at the 
conclusion of each part, however, as each school has different schedules, this 
can be modified as needed. Each part is accompanied with the information 
required, a sample script for activities and discussions, as well as participant 
handouts to be distributed.

6
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Before you begin…

Address the difficult nature of the material

´ This is a trauma training and contains information and examples about 
trauma and its effects, which may be distressing to some individuals. As the
facilitator, be aware of the participants. Relaxation and grounding 
techniques are provided to be taught and utilized as necessary. When 
facilitating activities,  discussions, and reflections acknowledge the 
potentially difficult nature of the material. Most importantly, encourage 
participants to take breaks and ask for support if needed. 

7

Ground Rules

As previously mentioned, trauma is a sensitive topic. It may remind participants 
of their past experiences, which can trigger different responses. For example, 
reactions could be as overt as participants attempting to share too much 
information or as subtle as individuals becoming quieter or more withdrawn, 
possibly dropping out of the training. Establishing rules will help to set the tone 
for a respectful and safe setting for discussion. Importantly, it will also promote 
the maintenance of clear boundaries. 

Here are some suggested ground rules: 

´ Be respectful and sensitive to others

´ Be aware of the potentially distressing nature of the material and take care of yourself

´ What is said in the training, stays in the training

´ Avoid side conversations

8

Methods of Facilitation

The presenter may choose to facilitate activity discussions in a variety of ways 
based on the number of participants and time allotted. 

´ Activities: The activities are originally intended to be completed individually and then 
followed with discussion/reflection questions for the group. Changes can be made at the 
discretion of the presenter

´ Whole group discussions: The question is addressed to the entire group of participants and is 
facilitated by the presenter

´ Small group discussions: Participants break into smaller groups (3-6 individuals) and discuss a 
question. This method invites more participation from the participants and allows everyone to 
be heard. Small groups can the come back to the whole and share summaries from their
discussion. 

´ Pairs: Participants pair up with a partner to discuss a question or to work on an activity. This 
may allow for a more personal discussion

´ Individual reflection:  Participants may be asked to write down their responses, allowing 
everyone the opportunity to situate their thoughts before sharing. This may also be a 
beneficial method if there is a time restraint or if discussions go longer than planned, ensuring 
that participants are still going through the process of critically thinking about the material

9
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Materials

Additional materials may be needed, such as: 

´ Presentation technology

´ Whiteboard and markers

´ Printed handouts for participants

´ Pre-/posttest

´ Activity Handouts

´ Homework

´ Satisfaction Survey

´ Community Resources List

´ Writing materials to complete activities

10

Time

The completion time for each portion of this training is approximately 3 hours. It 
should be noted that the time may vary depending on the discussion method 
and the number of participants in attendance. This training is adaptive and 
can be combined or broken up into smaller segments as needed to 
accommodate for schedule constrictions. This allows presenters the flexibility to 
allow for more or less time on various activities, discussions, and sections. 

11

Evaluations

This manual provides facilitators with materials for evaluating participant 
knowledge and a satisfaction survey. Schools may request to review a 
summary of the scores to assess for change. Facilitators may use the scores as 
well as the satisfaction survey responses to identify areas of improvement or 
areas that need modification. 

12
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Pre-Test

13

Part 1: 
What is trauma?

14

Learning Objectives

´ Describe the relationship between trauma and stress

´ Discuss the different types of trauma

´ Understand how traumatic stress can impact various domains of human
development

´ Reflect on how trauma can impact a classroom and community

15
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“Many abused children cling to the hope that growing up will bring 
escape and freedom. 

But the personality formed in the environment of coercive control is not 
well adapted to adult life. The survivor is left with fundamental problems 
in basic trust, autonomy, and initiative. She approaches the task of 
early adulthood—establishing independence and intimacy—burned by 
major impairments in self-care, in cognition and in memory, in identity, 
and in the capacity to form stable relationships. 

She is still a prisoner of her childhood; attempting to create a new life, 
she reencounters trauma.” 

-Judith Herman, 1997, p.110

16

Trauma

Refers to an experience or multiple experiences that is 
subjectively harmful or life threatening and overwhelms 
one’s ability to cope, possibly evoking a distressing
emotional response. 

Traumatic events may come in various forms such as one 
time events (i.e., a car accident), or ongoing 
experiences (i.e., abuse). 

1 in 5 adults report 3 or more adverse experiences in 
childhood

Trauma experiences in childhood are correlated with 
adult mental health problems, chronic physical problems, 
and shorter life expectancy. 

17

Trauma 
Model

´ Not all psychological trauma is alike, classification
terms vary by degree of intensity and time of 
occurrence 

Three classifications of trauma: 

´ An acute traumatic experience refers to a single,
isolated incident 

´ Chronic trauma refers to repeated and prolonged
incidents 

´ Complex trauma is the most severe of the three and
is generally understood as prolonged chronic 
interpersonal trauma. 

´ van der Kolk (2005) defines complex trauma in 
childhood as “the experience of multiple, chronic and 
prolonged, developmentally adverse traumatic events, 
most often of an interpersonal nature, often within the 
child’s caregiving system” (p. 2). 

18
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Stress Model

While trauma refers to the experience, the term stress is 
used to describe a body’s response to a condition such as 
a threat or challenge. 

The Toxic Stress Model explains three different ways the 
body can be impacted by the stress response system

´ A positive stress response is the most ideal and essential 
part of healthy development. This is characterized by
fleeting increases in heart rate and elevations in 
hormone levels

´ Tolerable stress response involves a greater degree of 
activity. This is typical after tougher life experiences such
as a severe injury or the loss of a loved one.

´ A toxic stress response occurs when there is frequent 
and prolonged activation of these stress systems without 
the nurturing support of an adult. It is caused by 
traumatic adversity such as maltreatment or exposure to
caregiver domestic violence, substance abuse, or 
mental illness.

19

Toxic Stress

´ Repeated exposure to bad situations, abuse, neglect 
or serious hardship can cause severe stress, which 
can be very toxic if it happens frequently and lasts for
a long time

´ If supportive caregivers are not around to buffer, 
cortisol levels can remain high, negatively impacting
the brain architecture 

´ Let’s take a look at the implications that toxic stress
can have on the overall quality of life

https://www.youtube.com/watch?v=vMseNYpOQvE

20

Types of Trauma Experienced by Children

The most severe types of 
trauma that occur in 
childhood are abuse 
and neglect (physical, 
sexual, and emotional)

Other forms of family 
trauma include: 
witnessing domestic 
violence, substance 
abuse, sudden loss of a 
family member (death or 
incarceration). 

Poverty: Homelessness, 
financial stressors, lack of 
resources, etc.

Community violence: 
Gang-related violence, 
robberies, shootings, 
assault, etc.

School violence: Bullying, 
fights, threats, school 
shootings, etc. 

Natural disasters: 
Hurricanes, flooding, fires

Medical trauma: invasive 
medical 
procedures/treatments, 
injury, serious illness

21

https://www.youtube.com/watch?v=vMseNYpOQvE
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Risk Factors

These factors have been correlated with higher incidents of child 
maltreatment: 

´ Parent occupational stress

´ Poverty and low socioeconomic status (SES)

´ Parent/caregiver mental health challenges

´ Children with disabilities

22

Are Hawaii’s children at risk?

(Bla c k, 2000 ; Le e  &  G o e rg e , 1999 ; S ta te  o f H a w a ii D e p a rtm e n t o f H u m a n  
Se rv ic e s, 2017 ; U .S . D e p a rtm e n t o f H e a lth a n d H u m a n Se rv ic e s,1993)

Child maltreatment is correlated with family characteristics of substance use and 
impoverished communities have been found to have higher rates of child 
maltreatment 

Hawaii’s population, similar to the rest of the nation, continues to fight against 
substance abuse, it was reported that alcohol or drug abuse was identified as a 
factor the precipitated the incident in over 50% of the investigations.

With Hawai‘i’s high cost of living, it is no surprise that it has the ninth-highest poverty 
rate in the nation. 

In 2017, over three thousand reports of child abuse were reported in the state of 
Hawaii. When considering the estimated ratio that two out of three incidents go 
unreported, this means that thousands more go unreported and therefore, 
uninvestigated. Incidents of child maltreatment is a valid concern. 

23

Discussion

´ Do these statistics surprise you? Why or
why not? 

´ What are some takeaways from this
video?

24
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Complex Trauma and Brain Development

(G la se r, 2000)

The hum an brain continues to develop well after birth. The early experiences 
attained at this age have a power effect on brain developm ent and 
organization

Repeated experiences of traum a induce 
a phenom enon called sensitization . This 
leads to m aladaptive functioning and 
m inor stressors that should not norm ally 

elicit a stressful response m ay result in one 
of a perceived threat. 

For example, to a child who has been 
sexually abused a friendly touch by a 
teacher can be interpreted as 
threatening. 

25

Brain Development

´ There are multiple factors that influence a child’s brain 
development:

´ Individual genetics
´ Environment

´ Personal experiences
´ The last two factors of environment and personal 

experiences are areas where schools can make a 
difference

´ While in elementary school, the child’s brain is in a 
sensitive stage of development. This means that its 
connectivity, which will be the foundation of the
individual’s lifelong behavior and interactions, is being 
developed through their environment at this time and 
their different experiences

26

Impact on the Brain

The adverse childhood experiences 
(ACE)study examined the effects of 
multiple types of abuse in childhood 

Findings are outlined and Trust-Based 
Relational Intervention strategy is 
outlined and introduced

https://www.youtube.com/watch?v=KDh
PBkzkxz8

27

https://www.youtube.com/watch?v=KDhPBkzkxz8
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“After a traumatic experience, the human system of self-preservation 
seems to go onto permanent alert, as if the danger might return at any 
moment.”

-Judith Herman, 1997, p. 35

28

Stress in today’s 
youth

´ It is estimated that the stress levels
of children have increased 45%
over the past 30 years

´ 39% of preteens report difficulty
sleeping, however, only 13% of 
parents report an awareness of 
children’s sleep problems

´ 27% of preteens report 
inconsistent eating patterns (either
excessively or at a deficit) due to 
the amount of stress, however, 
only 8% of parents reported an
awareness of these eating 
changes

29

Stress

´ Not all stress is bad, it is a part of the natural human experience and can
be a positive influencer on motivation, too much stress, however, can
have debilitating effects

´ Different forms of stress:
´ Eustress or “good stress” is understood to have a positive impact on

emotional and physical health. Characteristics: short duration, 
energizing motivating, increases focus, perceived as manageable. 

´ Distress or “negative stress” is the type of stress we typically talk
about and can have adverse effects. Characteristics: short or long 
duration, surpasses coping abilities, triggers unpleasant feelings (i.e., 
anxiety, concern, etc.), can contribute to both mental and physical
problems.

´ Excessive stress impacts cognition, in particular, executive functions (i.e.,
memory, attention, concentration, planning, organization, etc.) which
are necessary for academic learning

30
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Stress Response

Stress Response System

Your “emotional brain” senses a 
threat, alarming the body to react

The “thinking brain” assesses the 
situation for a threat

If there is a threat, the “emotional 
brain” resumes control and initiates 
the “fight-or-flight” response. In the 
event that fighting or fleeing is 
unsuccessful, the individual may 
“freeze” during the situation

•For children exposed to complex 
trauma, shutting down or
“freezing” may be their only 
option in reacting to the situation

When the threat has passed, the 
“thinking brain” resumes control, 
helping to switch off the alarm, 
calm down (physiologically and 

emotionally), and bring the 
individual back to homeostasis

Various daily experiences activate our stress response, 
understanding how it works helps us become familiar with our 

own stress responses and those of our students

31

Physiological Response

´ These physiological 
responses also happen when
one is angry, excited, or in 
any state of emotional 
arousal

´ For a child who has 
experienced complex 
trauma, they may 
immediately interpret these
responses as indicators of a
threat, automatically going
into “survival mode”

32

Stress Response and Trauma

´ Stress response is the body’s coping mechanism, it is an important 
physiological response but within an environment of prolonged trauma,
these responses become misinterpreted

´ Not every experience that activates a child’s stress response is traumatic
´ Overwhelms our coping abilities
´ Fight or flee responses are ineffective
´ Feelings of helplessness, vulnerability, and powerlessness

´ Under traumatic circumstances, the “emotional brain” maintains control
and in agitated, signaling the body to react even after the threat has 
passed

´ Within constant activation of this system, a child can remain in an 
enhanced state of sensitivity also known as hypervigilance causing them to
interpret nonthreatening situations or interactions as dangerous

´ These individuals are very much aware and attune to their surroundings,
effortful in noticing even the slightest changes, remaining in ”survival 
mode”

33
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Stress Response and Trauma

´ This negatively impacts the child’s academic and socio-emotional learning,
not only because it requires a lot of energy, but also because it takes their 
attention away from the learning

´ With the limbic system activated, they will be focusing more on the
environment and the nonverbal cues of others

´ Often times, it can be mistaken as inattentiveness and seem like the child
just has a hard time focusing

´ When children are unable to self-regulate and it is not addressed and 
treated, when they become adults it is more likely that they will turn to
external sources of coping and calming down

(C h risto p h e r, 2004 ; G la se r, 2000 ; Pe rry , 2006)

34

Stress Response Examples

1. Our stress response can be activated by our interactions with others.
If an interaction with a student, parent, or colleague activates our 
own stress response, we will have a difficult time thinking rationally 
and responses may become more emotional

2. If a student’s stress response is activated and they are feeling 
threatened, remember that their “emotional brain” is in charge. 
Therefore, attempts to rationalize and talk with the student will be
ineffective and should wait until their “thinking brain” is back on 
board

35

Stress and 
Behavior

This video outlines the stress response system and 
connects an activated stress response to seemingly 
impulsive behaviors

https://www.youtube.com/watch?v=W-8jTTIsJ7Q

36

https://www.youtube.com/watch?v=W-8jTTIsJ7Q
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Activity 1

37

Discussion

What does an activated stress 
response look like in your students? 

What situations at school have the 
potential to activate your stress 
response? For your students? 

How does this information inform 
your daily interactions with 
students? 

38

Trauma and Attachment 

´ Interaction plays an integral role in a child’s understanding the social, emotional
and cognitive characteristics of their primary relationships.

´ The deep and enduring emotional bond that connects the child to their 
caregiver is attachment and is what allows the child to construct “internal
working models.”

´ Within the context of chronic trauma, there are high levels of stress within the 
environment. Behaviorally, the child’s attachment system is activated, triggering
innate survival behavior focused at getting the child close to a protective 
caregiver.

´ Consequently, when this is activated, play and exploration cease, as safety and
protection prevail. This impairs their development and compromises the child’s 
opportunity to learn and cope with their environment. This produces insecure 
anxious attachment, leading to emotional and social problems later on in life. 

´ The inaccurate patterns of relating and responding stemming from these 
experiences impact the development of healthy arousal, cognitive, social and
emotional functioning, and leading to unhealthy peer relationships.

(Ba c o n  &  R ic h a rd so n , 2001 ; 
Bo w lb y ,1969 ; H o w e  e t a l., 2000  ) 

39
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Trauma and Cognitive Development

´ Children learn and express themselves through observation, interaction,
and play. 

´ Researchers have studied the effects of psychological trauma on children
at each of Piaget’s developmental stages and noted significant 
differences. 

´ Age wise, elementary children will fall into the preoperational stage at the 
beginning of elementary and will then transition and leave elementary at the 
concrete operational stage. 

´ Trauma experienced at these stages facilitate changes that dampen the child’s 
ability to engage in symbolic play in the preoperational stage and have 
negative effects in their ability to play cooperatively with others in the concrete 
operational stage. 

´ These deficits have been correlated to future challenges both academically and 
socially.

(D re w e s, 1999 ; P ia g e t, 1962) 

40

Impact on 
Academic 
Learning

´ As previously discussed, trauma can impact many
foundations for Learning:
´ Ability to read verbal and nonverbal cues
´ Ability to process oral and written information
´ Organization
´ Memory

´ This video outlines additional ways it can impact
classroom behavior and dynamics

https://www.youtube.com/watch?v=UPwdWLWYqBI

41

Resilience and Protective Factors

´ Although research identifies childhood trauma as being a prominent risk 
factor for later mental health challenges, it is also noted that some children
have good outcomes despite being exposed to this risk. 

´ Resilience theories contain information in supporting positive development 

despite enduring risk factors. This provides an alternate perspective that 
focuses on providing opportunities for those exposed to adversity and 
highlighting the potential to significantly improve psychological, emotional,
educational, and social life outcomes. 

´ These theories identify the basic concepts that, resilience is not a trait. 
Resilience as a dynamic process, dependent on individual and 
environmental factors, providing multiple ways to implement intervention.

´ Additionally, these theories highlight the importance of utilizing as many
avenues as possible in intervening.

(G a rm e zy , 1991 ; M a ste n , 2001 ; M a ste n 2014). 

42

https://www.youtube.com/watch?v=UPwdWLWYqBI
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Discussion

´ What surprised you?

´ How does this information inform how your
classroom’s daily operations?

´ What more would you like to learn?

43

Part 2: 
What does this 
mean for the 
classroom? 

44

Review of 
Part 1

45
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Components of Complex Trauma
´ When these symptoms have been present for a specific length of time, 

worsen, and significantly impact the child’s daily life, they may meet the
criteria for a diagnosable mental health disorder

´ Given the multiple points of interaction with their students, teachers are in a
unique position of being able to see these symptoms and connect their 
students and families to outside resources

´ Posttraumatic stress symptoms:
´ Re-experiencing 
´ Avoidance
´ Sense of threat

´ Disturbances in self-organization: When these symptoms are present with
the posttraumatic stress symptoms, the individual may be experiencing 
complex trauma
´ Emotion dysregulation
´ Negative self-concept
´ Interpersonal disturbances

(Ku e h n , 2014 ; va n  d e r Ko lk , 2005 ; W o rld  
H e a lth  O rg a n iza tio n , 2018). 

46

Posttraumatic Stress Symptoms

´ Re-experiencing

´ Flashbacks, nightmares, memories, or any other intense reactions to triggers that 
cause the child to feel like they are re-experiencing or reliving the trauma

´ Children may depict a pattern of re-enacting aspects of the traumatic 
experience through play, drawings, or behaviors

´ Avoidance

´ The traumatic experience(s) impact their behavior by the child avoiding specific 
people, locations, or activities that could remind them of the situation, thoughts, 
or feelings that were experienced because of the trauma

´ Sense of Threat

´ Through experiencing trauma, changes in their stress response system occur

´ Children may feel like they are constantly in danger

(W o rld  H e a lth  O rg a n iza tio n , 2018). 

47

Disturbances in Self Organization
´ Emotion dysregulation

´ Difficulty regulating their emotions
´ Because their “emotional brain” becomes over-reactive, the child may 

demonstrate overly-emotional responses and has difficulty calming down

´ Negative self-concept
´ Experiences of complex trauma can lead to the development of negative 

beliefs about oneself
´ Children may view themselves as powerless, messed up, or bad and can think 

that they are the ones to blame

´ Interpersonal disturbances
´ Additionally, these experiences can impact their views about the world and 

others, common beliefs are that the world is unsafe or threatening and that 
others cannot be trusted or dangerous

´ Because of these past experiences, the emotional and cognitive impacts it has 
had on their development, it can also impact their social development

´ Children may have difficulty interacting with others and may misinterpret the 
actions of others, causing conflict and further negative experiences

(va n  d e r Ko lk , 2005 ; W o rld  H e a lth  O rg a n iza tio n , 
2018). 

48
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Responses 
to Trauma

´ Some level of distress is typically experienced after a 
traumatic event. However, the level of distress and 
length of time it is experienced can vary depending on 
the internal and external resources available (protective
factors)

49

Common 
Responses to 
Trauma for
Early 
Elementary-
aged Children

Cognitive symptoms: Tend to focus on their own actions 
and may experience feelings of shame or guilt, believing 
that it was their fault. Difficulty focusing.

Emotional symptoms: Aggression, easily agitated, 
sadness 

Physical symptoms: Headaches, stomachaches, rapid 
heartbeat, clenched jaw

Behavioral symptoms: regression, social withdrawal, 
changes in appetite and sleep

Be aware that children may over- or underreact to 
situations such as sudden movements, loud noises, or 
physical contact. 

50

Common Responses to Trauma for  Older 
Elementary-aged Children

While children in both groups may experience similar symptoms, there are some 
differences

´ Older children, such as those approaching adolescents may be more 
concerned with how others will view them and can experience intense anxiety
and fear. 

´ They may feel shame and guilt as well, but also embarrassment and anxiety
around how peers will see them

´ May have more intense mood swings and can engage in risk-taking behaviors
(i.e., substance use, self-harm, physical altercations, etc.)

51
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What are triggers?

´ Can be sounds, sights, feelings, smells, or situations that remind the 
individual of past traumatic experience(s). These triggers evoke an 
automatic stress response that causes the body and sometimes the mind to
react as if they are being traumatized again

´ At this time the “thinking brain” shuts off and the “emotional brain” takes
control to keep the child safe

´ The body remembers the trauma and is unaware if it is reacting to an
actual threat or not

´ Example: a student is living in a violent environment. A large gust of wind 
blows and slams the classroom door shut during a test. This could trigger the
student to become hypervigilant and lose his ability to concentrate on his 
test because his “emotional brain” has taken over and assumes the student 
is in danger

(A m e ric a n  Psyc h ia tric  A sso c ia tio n , 2013 ; 
H e rm a n ,1992). 

52

Other Possible Triggers

´ Threatening gestures

´ Loud noises

´ Yelling

´ Physical touch

´ Emergency vehicle sounds

´ Car screeches

´ Changes in routine

´ Chaos

´ Enclosed spaces

´ Dimly lit areas

´ Bathrooms

´ Witnessing arguments or violence
between others

´ Certain smells

53

What could traumatic stress look like in 
the classroom?
´ Let’s listen to more examples of what the perspective of a child is like after

experiencing traumatic events. 

´ How triggering can a school setting be?

https://www.youtube.com/watch?v=dw1R_tlWE04

54

https://www.youtube.com/watch?v=dw1R_tlWE04
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Regulation 
vs. 
Behavioral 
Challenges

´ Many children who have experienced trauma face
emotion regulation challenges, there are 
instantaneous strong reactions of intense emotion

´ These can often appear to be behavioral challenges
because in situations like this, the child can often act 
impulsively (i.e., throwing things, yelling, physical 
aggression, running away, etc.)

´ Remember that their “emotional brain” has control 
and even if they “know” how they should react, their
“thinking brain” cannot enact those behaviors

´ Classroom interventions:

´ Create and introduce a safe/calm space within
your room where a child can go when feeling 
dysregulated

´ Discuss its purpose and how it can meet their
needs when they feel dysregulated

´ Teach strategies to self-regulate

55

Activity 2

56

Discussion

´ What was challenging about this activity?

´ How does this activity inform your perspective of who (e.g., students,
parents, teachers) and how individuals are affected by trauma? 

´ How could you apply these concepts to your daily interactions with others?
What might you change or keep? 

57
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Relaxation Classroom Videos:
Techniques that can be practiced in the classroom

https://www.youtube.com /watch?v=FZoFPT3FXDI https://www.youtube.com /watch?v=8JgqW YKLFGM

58

Discussion

WHAT RESOURCES/SUPPORTS WOULD YOU NEED IN 
ORDER TO IMPLEMENT THESE IDEAS IN YOUR 

CLASSROOM?

REFLECT ABOUT A TIME WHEN YOU WORKED WITH A 
CHILD WHO WAS HAVING DIFFICULTY MANAGING 

THEIR EMOTIONS. WHAT STRATEGIES DID YOU USE TO 
HELP THEM? WHAT NEW STRATEGIES MIGHT YOU TRY?

59

Mindfulness 
and 
Meditation Benefits: 

Helps to build 
awareness of 

oneself and the 
environment 
around them

Opportunity to 
practice and 

strengthen 
focus and 

concentration

Lowers anxiety 
and stress

Promotes 
maintenance 
of healthy life 

habits

Shows the 
perspective of 

process 
learning and 
maintenance 

of skills

For children 
who feel 

powerless to 
manage their 
emotions, this 
practice helps 
show children 
that they do 
have control 

and how to use 
it

Teaching and practicing mindfulness 
and meditation can be beneficial in 
stress reduction and learning how to 

self-regulate

60

https://www.youtube.com/watch?v=FZoFPT3FXDI
https://www.youtube.com/watch?v=8JgqWYKLFGM
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Mindfulness 
and 
Meditation

Here are additional mindfulness resources and 
techniques that are easy to teach and practice as a 
class!

5-minute body scan

https://www.youtube.com/watch?v=9A0S54yAgEg

Classroom meditation (early elementary)

https://www.youtube.com/watch?v=Rj1EnH8DIhA

Older elementary

https://www.youtube.com/watch?v=R9w7SjHaZmE
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Relationships

´ Complex traumatic experiences have an added interpersonal nature that
makes it extremely disruptive to a child’s social development

´ Both caregiver and peer relationships have a significant influence on brain
development

´ Educators and other school staff can create corrective experiences for a
child who has been traumatized

´ Be aware of triggering experiences

´ Be consistent, children who have had traumatic experiences are hyper-aware of 
even small changes in routine and interpersonal interactions

´ Model appropriate emotion regulation and behaviors

´ Acknowledge appropriate communication and behaviors

(Ba c o n  &  R ic h a rd so n , 2001 ; va n  d e r Ko lk , 2005). 
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Relationships

Classroom Tips:
Support positive 

interactions with others
Provide opportunities to 
practice team-building 

skills

Discuss conflict and 
healthy resolution

Play is the primary language and modality for 
children to practice and learn appropriate 

social skills

Positive peer experiences and relationships 
are also important to social development

(H o w e  e t a l., 2000). 
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https://www.youtube.com/watch?v=9A0S54yAgEg
https://www.youtube.com/watch?v=Rj1EnH8DIhA
https://www.youtube.com/watch?v=R9w7SjHaZmE
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Relationships

´ Children’s struggles with traumatic stress and their 
insecure relationships with adults outside of school 
can adversely affect their relationships with school
personnel and peers

´ What is emotional intelligence? And how is this
impacted by trauma?

https://www.youtube.com/watch?v=to8MhwP8zZQ
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Discussion

´ Knowing this information, how does it inform your
interactions with your students? 

´ Would you share this information with your students?
If so, how? Why or why not? 

´ Come up with three ways to integrate strengthening
peer relationships into a lesson

65

For next time…

Homework: Understanding the Role of an 
Educator

66

https://www.youtube.com/watch?v=to8MhwP8zZQ
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Part 3: 
Caring for the 
Caregiver

67

Review of Part 2

68

Discussion

Thoughts about the article? 

What are possible implications 
of not maintaining these 
boundaries?

Are there situations where 
these suggestions could be 
utilized?

69
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Learning 
Objectives

Identify the different ways trauma can impact your 
professionIdentify

Recognize the potential impact of trauma on supporting 
staffRecognize

Create routines to manage the impact of this workCreate

70

Secondary 
Traumatic 
Stress

Secondary Traumatic Stress refers to the stress reaction 
induced by indirect exposure to the traumatic 
experience of others

Over time, this can lead to an educator or caregiver 
developing some or many of the posttraumatic stress 
symptoms

An individual hearing about a gruesome traumatic 
experience can find themselves experiencing 
secondary traumatic stress if their experience in hearing 
the traumatic material generates posttraumatic stress-
like symptoms

(H yd o n e t. a l, 2015 ; Le ve r e t a l., 2017). 
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Compassion 
Fatigue

´ Also known as “compassion stress”

´ Can occur as the result of empathizing and caring
deeply for others

´ The effects of which, can make the educator or 
caregiver emotionally vulnerable and exhausted

´ Common symptoms include:

´ Fatigue

´ Excessive worrying about others

´ Loss of sleep

´ Guilt

´ Helplessness

(H yd o n e t. a l, 2015 ; Le ve r e t a l., 2017). 

72
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Vicarious Traumatization

´ Vicarious trauma, refers to the cumulative effect of working with individuals
that have been traumatized and their loved ones

´ A more pervasive and longer-lasting change that results in disrupted beliefs
regarding themselves, others, and the world

´ Identifiers of vicarious trauma:
´ Difficulty separating work from home
´ Increased irritability
´ Fatigue and diminished patience
´ Self-doubt
´ Questioning the purpose of your work
´ Having less emotional availability for others

(H yd o n e t. a l, 2015 ; Le ve re t a l., 2017). 
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Impact of Caring:
Videos on the cost of caring and it is not selfish to “put on your mask first”

https://www.youtube.com /watch?v=v-4m 35Gixno https://www.youtube.com /watch?v=ZsaorjIo1Yc

74

Activity 3

75

https://www.youtube.com/watch?v=v-4m35Gixno
https://www.youtube.com/watch?v=ZsaorjIo1Yc
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Discussion

´ What was it like for you to complete the checklist?

´ What plans do you have to maintain and care for yourself?

´ Is there more that you need to remain healthy and productive within your
profession?

76

Burnout

´ Secondary traumatic stress, compassion fatigue, and vicarious trauma can
all lead to burnout

´ Burnout is a state of mental exhaustion caused by ones professional life

´ Dimensions of burnout:

´ Emotional exhaustion: feeling overworked or overextended, having “nothing left 
to give”

´ Depersonalization: feeling detached from others, lack of feeling or emotion in 
response to others

´ Reduced personal accomplishments: feelings of incompetence of inefficient, 
inability to complete tasks

(H yd o n e t. a l, 2015 ; Le ve re t a l., 2017). 
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Tips to 
Maintain a 

Healthy 
Work-Life 
Balance

´ Breathe!

´ When faced with a stress-inducing situation, try taking 
a few deep breaths before reacting

´ Maintaining a regular practice of mindfulness 
breathing can help to calm and focus our mind

´ Be selective

´ Understand your role and set limitations that you are 
comfortable with

´ Exercise

´ Physical movement has many health benefits and 
has positive impacts on cognition and emotion

´ Maintain healthy habits

´ Measurement and management

(O sb o rn , 2004). 

78
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Final Review 
and 
Conclusion

79

Community Resources List

80

Posttest and Survey

81
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HRC Training Manual 

Appendix A: Activity and Homework Handouts 

Activity 1 
Understanding the Stress Response System-Facilitator Instructions 

 
Objective: The objective of this learning activity is to help participants understand the body and 
the brain’s response to stress 
 
Instructions:  

1. Print and distribute the participant hand out for Activity 1.  

2. Read the objective listed aloud to the group.  

3. Read the participant instructions aloud.  

“Please read and number the following experiences from start (1) to finish (7), 

indicating how the body’s stress response system works” 

4. Use the discussion questions in the presentation manual to facilitate group conversation 

regarding the activity. 

5. Close the activity and return to the presentation. 

Answer Key:  

__6__ The teacher reacts, raising their voice at the student and telling them go wait out of the 
classroom and calm down.  

 
__2__ The teacher’s “emotional brain” is alerted to a potential threat to their physical or 

emotional well-being. Heart and breath rate increase. 
 
__4__ The teacher’s “thinking brain” retreats and simultaneously, the “emotional brain” takes 

over.  
 
__3__ The teacher’s thinking brain” assesses the situation, confirming that a threat is present. 
 
__1__ A teacher is busy helping a student. Another student becomes agitated and begins to yell 

at them, accusing them of ignoring their request and not helping them. 
 
__7__  The teacher’s “thinking brain” comes back on to help their body calm down. 
 
__5__ Your “emotional brain” initiates the “fight, flight, or freeze” response. 
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Activity 1 

Understanding the Stress Response System – Participant Handout 
 
Instructions: Please read and number the following experiences from start (1) to finish (7), 

indicating how the body’s stress response system works. 

 
____ The teacher reacts, raising their voice at the student and telling them go wait out of the 

classroom and calm down.  
 
____ The teacher’s “emotional brain” is alerted to a potential threat to their physical or 

emotional well-being. Heart and breath rate increase. 
 
____ The teacher’s “thinking brain” retreats and simultaneously, the “emotional brain” takes 

over.  
 
____ The teacher’s thinking brain” assesses the situation, confirming that a threat is present. 
 
____ A teacher is busy helping a student. Another student becomes agitated and begins to yell 

at them, accusing them of ignoring their request and not helping them. 
 
____  The teacher’s “thinking brain” comes back on to help their body calm down. 
 
____ Your “emotional brain” initiates the “fight, flight, or freeze” response. 
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Activity 2 

Application of Trauma Concepts-Facilitator Instructions 
 
Objective: The purpose of this activity is to apply the trauma concepts learned throughout parts 
1 and 2 to general student scenarios. 
 
Instructions:  

1. Print and distribute the participant handout. 

2. Read the objective aloud. Facilitator can also summarize points that they’ve learned from 

parts 1 and 2.  

3. Refer to the participant handout and review the instructions with the group.  

Decide if… 

- This as an individual, pair, or small group activity.  

- All scenarios will be completed by everyone (you may have different 

groups work on different scenarios) 

- There will be discussion in between the completed scenarios or until 

all are completed.  

4. Direct the group accordingly. Activity handout can be completed ahead of time to 

provide sample answers that can be utilized to help guide the group. Additional 

Background information is also provided to enhance activity.  

5. Determine method of debriefing (e.g., have each group share their scenario) 

6. Use the discussion questions presented in the manual to help facilitate discussion.  

7. Close the activity and return to presentation. 

 

Background Information unknown to participants:  

Scenario 2: Kari has been abused neglected by both parents, who struggle with substance 
use before being removed and placed with her uncle and aunt. After failed attempts to reunite 
Kari with her parents, they were awarded custody 4 months ago. 

 
Scenario 1: When Finn was 3, his mother passed away from a brain tumor. At age 4, his 

adult sister and her family moved in to help care for him and his father. Finn’s sister is rarely at 
home due to working two jobs to support the family and his father leaves the disciplining to 
Mary’s physically abusive husband. In learning about the incident, Finn’s father was extremely 
upset and told him he’d “get it when he gets home”.    
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Activity 2 

Application of Trauma Concepts-Participant Handout 
 

Objective: The purpose of this activity is to apply the trauma concepts learned throughout parts 
1 and 2 to general student scenarios. 
 

Participant Instructions: Please read through the scenario below and complete the table.  

Kari is a 10-year-old who has been residing with her uncle and aunt. Kari’s aunt shares 
that she has been withdrawn at home and spends a lot of time in small hidden spaces. She is 
often found playing with her hands, twirling her hair and appears to be spacing out in class. Kari 
is disorganized and will lose school supplies, appearing uncaring and does not ask for assistance 
when she cannot find her belongings.  

Many days she appears tired and will rest her head on the desk. Kari struggles with 
talking to teachers and peers, she often will remain mute when questioned and is socially 
withdrawn. Teachers become frustrated when Kari seemingly ignores their invitations to 
participate and do her work. However, when she is able to focus, she seems able to easily 
complete the assignments independently.  

 
Questions to consider:  

1. What else would be important to know about her background? (History, culture, home 
environment, etc.) 

 
2. What could be potential triggers?   

 
3. What are her strengths and how can you create situations that support him using them? 

 
4. What are examples of teacher-student interactions that would benefit her social-emotional 

development?  

Your thoughts without 
considering trauma 

Kari’s perspective Your thoughts considering 
trauma 

 
 
 
 
 
 
 
 
 
 
 
 
 

About herself… 
 
 
 
About others… 
 
 
 
About the world… 
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Activity 2 
Application of Trauma Concepts-Participant Handout 

 
Participant Instructions: Please read through the scenario below and complete the table.  
 

Finn is a 7-year-old boy. He appears to do well in school and is observed as a hard 
worker, completing assignments regularly. Although Finn continues to excel in academics, he is 
described as cold and frightening by other teachers. He can be inconsiderate to other peers in the 
class and come across as callous and bossy. When Finn makes a mistake or becomes frustrated at 
his inability to complete a problem his reactions are explosive, often throwing things and ripping 
up his work. One incident at depicts Finn throwing a pencil sharpener and unintentionally hitting 
another student. He has difficulty calming down and when anyone, including the teacher, tries to 
physically stop him from throwing and help him calm down, it makes the situation worse. 

 
Questions to consider:  

1. What else would be important to know about his background? (History, culture, home 
environment, etc.) 

 
 

2. What could be potential triggers?   
 
 

3. What are his strengths and how can you create situations to support him using them? 
 

 
4. What are examples of teacher-student interactions that would benefit his social-emotional 

development?  
  

Your thoughts without 
considering trauma 

Finn’s perspective Your thoughts considering 
trauma 

 
 
 
 
 
 
 
 
 
 
 
 
 

About himself… 
 
 
 
About others… 
 
 
 
About the world… 
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Part 2 Homework 

Understanding the Role of an Educator-Facilitator Instructions 
 

Objective: This reading will help clarify the role of the educator in working with youth that have 
been traumatized 
 
Instructions:  

1. Access, print, and distribute reading material.  

Venet, A. S. (2019). Role-clarity and boundaries for trauma-informed teachers. Educational 
Considerations, 44(2), 1-11. https://doi.org/10.4148/0146-9282.2175. Retrieved from: 
https://files.eric.ed.gov/fulltext/EJ1206249.pdf 

 
2. Read the objective listed above aloud to the group.  

3. Conclude Part 2. 
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Activity 3 

Secondary Impacts of Traumatic Stress-Facilitator Instructions 
 
Objective: This activity will help bring awareness to warning signs that we may be experiencing 
secondary traumatic stress and vicarious trauma.  
 
Instructions:  

4. Print and distribute the participant hand out for Activity 3.  

5. Read the objective listed above aloud to the group.  

6. Read the participant instructions aloud.  

“Please read through and complete the checklist below, circling the most appropriate 
answer (1 = Almost Never, 2 = Not Usually, 3 = Occasionally, 4 = Usually, 5 = Almost Always) 
based on your current experiences. These results will not be shared.  

 
* This not a standardized assessment tool. If you feel that you are experiencing most of 
these at an increased rate and that it is negatively impacting your professional and/or 
home life please speak to the facilitator and inquire for additional guidance.” 
 

7. Use the discussion questions in the presentation manual to facilitate group conversation 

regarding the activity. 

8. Close the activity and return to the presentation. 
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Activity 3 

Secondary Impacts of Traumatic Stress-Participant Handout 
 

This activity will help bring awareness to warning signs that we may be experiencing secondary 
traumatic stress and vicarious trauma. 
 
Instructions: Please read through and complete the checklist below, circling the most 
appropriate answer (1 = Almost Never, 2 = Not Usually, 3 = Occasionally, 4 = Usually, 5 = Almost 
Always) based on your current experiences. These results will not be shared.  
 
*This not a standardized assessment tool. If you feel that you are experiencing most of these at 
an increased rate and that it is negatively impacting your professional and/or home life please 
speak to the facilitator and inquire for additional guidance.  
 
 Almost 

Never 
Not 

Usually 
Occasionally Usually Almost 

Always 
1. I have difficulty sleeping 1 2 3 4 5 
2. I find my thoughts of the past 

intrusive 
1 2 3 4 5 

3. I have trouble focusing 1 2 3 4 5 
4. I question my ability to help 

my students 
1 2 3 4 5 

5. I feel frustrated at work 1 2 3 4 5 
6. My tolerance has diminished 1 2 3 4 5 
7. It is difficult to think positively 

in regard to the future 
1 2 3 4 5 

8. I avoid situations that may 
remind me of work 

1 2 3 4 5 

9. My enjoyment in leisure 
activities have diminished 

1 2 3 4 5 

10. I feel detached from work 1 2 3 4 5 
11. I spend more time at work than 

I should 
1 2 3 4 5 

12. I am becoming less productive 
at work 

1 2 3 4 5 

13. I find myself taking things 
personally 

1 2 3 4 5 

14. I question the value of my 
work 

1 2 3 4 5 

15. My friends/family feel the 
need to tell me to stop working 

1 2 3 4 5 
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Appendix B: HRC Pre-/Posttest 

1. What is the prevalence rate of adults who report 3 or more adverse experiences in childhood  
a. 1 in 2 
b. 1 in 5  
c. 1 in 20 
d. 1 in 100 

 
2. What are the characteristics of complex trauma (circle all that apply) 

a. Developed out of multiple and prolonged traumatic events 
b. Always involves physical harm 
c. Can occur after a single incident 
d. It has an interpersonal nature 

 
3. The Toxic Stress Model indicates that all stress is bad 

a. True 
b. False 

 
4. Neglect and maltreatment is the only form of trauma that children experience 

a. True 
b. False 

 
5. What are factors correlated with higher rates of child maltreatment (circle all that apply) 

a. Parent occupation status 
b. Parental substance use 
c. Parent education level 
d. Poverty 

 
6. One student’s activated stress response can appear different than that of another 

a. True  
b. False 

 
7. When a child’s stress response system is activated, they are less capable of  

a. Reasoning and planning  
b. Reacting  
c. Listening 
d. Both A and C   

 
8. What areas of development are impacted by trauma (circle all that apply) 

a. Social development 
b. Brain development 
c. Emotional development 
d. Cognitive development 
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9. Brain development is only based on genetics 

a. True 
b. False 

 
10. A child is either resilient or not and nothing can change it 

a. True 
b. False 

 
11. Common response(s) to trauma in children 

a. Difficulty focusing 
b. Aggression 
c. Social withdrawal 
d. All of the above 

 
12. Which of these situations can be triggering to a student 

a. A friendly touch on the shoulder 
b. Someone yelling at them 
c. The faint sound of a police siren  
d. All of the above 

 
13. The primary language for young children is 

a. Play 
b. Conversation 
c. Written 

 
14. Trauma only effects the individual who experienced it 

a. True 
b. False 

 
15. Circle the symptoms indicating one might be experiencing vicarious trauma 

a. Difficulty separating work from home 
b. Questioning the purpose of your work 
c. Diminished patience 
d. Having less emotional availability for others 

 
16. You can never care too much 

a. True 
b. False  
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HRC Pre-/Posttest Answer Key 

1. What is the prevalence rate of adults who report 3 or more adverse experiences in childhood  
a. 1 in 2 
b. 1 in 5  
c. 1 in 20 
d. 1 in 100 
Answer: b 

 
2. What are the characteristics of complex trauma (circle all that apply) 

a. Developed out of multiple and prolonged traumatic events 
b. Always involves physical harm 
c. Can occur after a single incident 
d. It has an interpersonal nature 
Answer: a & d 

 
3. The Toxic Stress Model indicates that all stress is bad 

a. True 
b. False 
Answer: b 

 
4. Neglect and maltreatment is the only form of trauma that children experience 

a. True 
b. False 
Answer: b 

 
5. What are factors correlated with higher rates of child maltreatment (circle all that apply) 

a. Parent occupation status 
b. Parental substance use 
c. Parent education level 
d. Poverty 
Answer: b & d 

 
6. One student’s activated stress response can appear different than that of another 

a. True  
b. False 
Answer: a 

 
7. When a child’s stress response system is activated, they are less capable of  

a. Reasoning and planning  
b. Reacting  
c. Listening 
d. Both A and C   
Answer: d 
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8. What areas of development are impacted by trauma (circle all that apply) 

a. Social development 
b. Brain development 
c. Emotional development 
d. Cognitive development 
Answer: a, b, c, & d 

 
9. Brain development is only based on genetics 

a. True 
b. False 
Answer: b 

 
10. A child is either resilient or not and nothing can change it 

a. True 
b. False 
Answer: b 

 
11. Common response(s) to trauma in children 

a. Difficulty focusing 
b. Aggression 
c. Social withdrawal 
d. All of the above 
Answer: d 

 
12. Which of these situations can be triggering to a student 

a. A friendly touch on the shoulder 
b. Someone yelling at them 
c. The faint sound of a police siren  
d. All of the above 
Answer: d 

 
13. The primary language for young children is 

a. Play 
b. Conversation 
c. Written 
Answer: a 

 
14. Trauma only effects the individual who experienced it 

a. True 
b. False 
Answer: b 
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15. Circle the symptoms indicating one might be experiencing vicarious trauma 

a. Difficulty separating work from home 
b. Questioning the purpose of your work 
c. Diminished patience 
d. Having less emotional availability for others 
Answer: d 

 
16. You can never care too much 

a. True 
b. False  
Answer: b 
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Appendix C: HRC Satisfaction Survey 

My overall satisfaction after completing Hawaii’s Resilient Classroom Training 
Module  

 
Extremely satisfied Somewhat satisfied Somewhat dissatisfied Extremely dissatisfied 
 

I would recommend the HRC training to my colleagues from other schools 
 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 
 
There are others within the school staff that would benefit from this program 

 
  Yes    No 
 
 If so, please list their titles ________________________________________ 
 
Skill 

1. I feel that this course was helpful in educating me on the possible impacts of trauma 
 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 

 
2. I feel that this course addressed relevant issues to classroom/student teachers 

 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 
 

3. There was enough time allotted for discussion/reflection 
 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 
 

4. I feel that this training has made a positive impact on my relationships with students 
 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 

 
5. I would have appreciated additional information on 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
Resource 

1. The information presented was understandable 
 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 
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2. I was able to adequately see the presentation 
 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 

 
3. This was a beneficial time/day(s) of the week to conduct the training 

 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 
 

4. I was able to adequately hear the information 
 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 
 

5. The activities were beneficial in my learning 
 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 
 

6. Was there any aspect of the course that impeded your ability to benefit from the 
course? 

Yes    No 
  
If yes, please explain: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

 
Support 

1. There was an appropriate amount of time allotted for questions 
 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 
 

2. The facilitator was available to adequately answer my questions 
 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 
 

3. If the facilitator was unable to answer my question(s), they directed me to someone 
who could  
 
Strongly agree  Somewhat agree Somewhat disagree Strongly disagree 

 
Additional comments:  
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 



 133 
HRC Training Manual 

 
Appendix D: Community Resource List 

 
Child Welfare Services 
To report child abuse or neglect call: (808) 832-5300 
 
HRC Facilitator 
Your HRC facilitator is an excellent community-based resource! They may be open to 
consultation and have access to additional resources. 
 
Email: ___________________________________ 
 
Phone: __________________ 
 
Consultation 

• Hawai‘i Pacific Health Kapi‘olani Child Advocacy and Protection Center:  
Provides consultations for those who have concerns regarding child abuse and 
maltreatment 

Call: (808) 949-9355 
 
Additional Education and Trainings 

• Friends of the Children’s Justice Center of Maui Mandated Reporting Video:  
This informative Youtube video explains Hawai‘i's law on mandated reporting and 
outlines the process that takes place when placing a report.  

URL: https://www.youtube.com/watch?v=2R7jKB96is0&feature=youtu.be 
 

• Hawai‘i Pacific Health Kapi‘olani Sex Abuse Treatment Center (SATC): 
This is for educators and school staff looking for additional specified training on 
understanding, responding to, and implementing lessons about sexual violence. Their 
website also has informative resources for educators and parents.  

Website: http://satchawaii.com/education-training/ 
 

• Attachment & Trauma Network, Inc: 
Listed are books, articles, and access to classroom resources to address trauma that may 
be useful.  

Website: https://creatingtraumasensitiveschools.org/resources/ 
 
For Youth and Families 
Here is a brief list of some online and local agencies that can provide support for your students 
and their families. However, it is important to also recommend they speak to the school 
counselor and a social service provider who can provide access to additional resources.  
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• Help Your Keiki:  
This online resource can be useful for parents and educators looking for additional 
information and recommendations for evidence-based services. This is a comprehensive 
resource that can be utilized in looking to help children who have been exposed to 
trauma. Additionally, this resource also provides information for all caregivers on 
understanding and working with problematic behavior, mental health issues, and working 
with mental health care providers.  

Website: http://helpyourkeiki.com/ 
 

• Big Brothers Big Sisters of Honolulu: 
They provide a free one-to-one mentoring program to offer guidance, support, or 
mentorship. Children who are from single parent households, in the foster care system, or 
ones where a parent is deployed or incarcerated, and need a mentor can be referred by 
self, a teacher, or social service providers. 

Phone: (808) 521-3811 
Website: www.bigshonolulu.org   
 

• Kids Hurt Too Hawai‘i:  
This local organization is a free service for Hawai‘i’s youth and their families. They work 
with grief, loss, and trauma resulting from abuse and neglect. This organization partners 
with other local groups within the community to strengthen connections to Hawaiian 
values. 

Website: https://kidshurttoo.org/ 
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