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Abstract

Objective: Trauma-informed care (TIC) 
trainings seek to improve individual 
and organizational recognition and care 
to individuals who have experienced 
trauma. However, whether TIC trainings 
result in long-term changes to an 
organization’s policies and practices 
remains unclear. This article describes 
the effectiveness of a workshop designed 
to train professionals across disciplines 
in understanding and implementing 
TIC in their work and workplace.

Methods: Between July 2021 and May 
2022, participants completed a 2-day 
(approximately 12 hours) training in 
TIC that included didactics on cultural 
responsivity, the biological effects of 
trauma, the components of TIC, and how 
to deploy TIC within their organization. 

Prior to the training, participants 
completed a previously validated survey, 
the Survey for Trauma-Informed Systems 
Change, which evaluated their pre-
training (T0) competency in TIC and the 
level of TIC within their organization. 
Within 48 hours following the training, 
participants completed a post-survey (T1). 
To evaluate the longer-term impact of the 
training, participants repeated the post-
survey at 6 months post-training (T2).

Results: Over a 1-year period, 598 
individuals (78% women, 20% men; mean 
age = 45.5 years) received training in 
TIC. There was a significant increase 
between the T0 survey and the T1 post-
survey in self-assessed knowledge and 
attitudes; systemwide knowledge and 
attitudes; training, support, interaction, 
and environment; and awareness of 
cultural background at work (P values < 
.001), but not safety and acceptance at 

work (P = .06). Open-ended qualitative 
responses on the T2 survey, which 
probed what specific policies and/
or practices had been modified within 
the participant’s organization, revealed 
improvement in several key themes 
(training, policy, and communication).

Conclusions: This unique trauma-
informed didactic training resulted 
in persistent quantitative and 
qualitative change within individuals 
and organizations. Most notably, the 
training yielded greater confidence 
in utilizing TIC practices and systemic 
change at the organizational level. The 
results suggest that a 2-day training 
in TIC can transform organizational 
training, policy, and communications.
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Globally, 70% of the population has reported at least 
1 traumatic event happening in their lifetime, and 
nearly two-thirds of Americans have experienced 

at least 1 adverse childhood experience (ACE).1,2 These 
ACEs can include physical and sexual abuse, loss of a 
parent, and intimate partner violence.3 Trauma, and 
ACEs, are so pervasive that this has been called a public 
health epidemic.4 The seminal ACEs Study showed a link 
between greater ACEs and poorer health outcomes across 
the lifespan.3,5 Specifically, correlates at the intersections of 
chronic stress, physical health diagnoses (ie, cardiovascular 
disease, diabetes), mental health diagnoses (such as 
depression, anxiety, posttraumatic stress disorder, 
substance use disorder), and ACEs have been shown.5,6 
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This extensive body of literature indicates that most 
individuals have experienced at least 1 trauma and that 
traumatic events uniquely shape their health and behavior.

IMPORTANCE OF PRACTICING  
TRAUMA-INFORMED CARE

Given the high burden of trauma on the global 
population, it is critical that individuals and organizations 
(the workforce and the workplace) in all fields are trauma-
informed. Trauma-informed refers to the recognition 
and management of the effects of trauma on individuals 
as well as the prevention of recurring trauma. There 
has been a recent shift toward implementing trauma-
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informed care (TIC) practices across systems. For example, 
TIC trainings have occurred within community-based 
organizations, health care clinics, and legal systems.7–10 
Public and private organizations, as well as federal and 
state legislatures, have expressed interest in creating 
trauma-informed policies and procedures.11–14 There 
are several examples of trauma-informed legislation as 
evidenced by work done on the federal level through 
the SUPPORT for Patients and Communities Act,15 as 
well as on the state level. For example, Oregon16 and 
Massachusetts17 have introduced bills to expand access 
to training in TIC. As more systems, organizations, and 
individuals invest in TIC, it is critical to be able to measure 
the efficacy of these trainings and policy changes.12

A critical step in measuring the effectiveness of 
training in TIC is standardizing what it means to be 
trauma-informed. The Substance Abuse and Mental 
Health Services Administration (SAMHSA)11 released 
guidelines in 2014 outlining the 6 core principles 
of TIC that must be adhered to when implementing 
system change, including safety; trustworthiness and 
transparency; peer support; collaboration and mutuality; 
empowerment, voice, and choice; and cultural, historical, 
and gender issues. Furthermore, SAMHSA11 laid out 
10 implementation domains for TIC: governance and 
leadership; policy; physical environment; engagement 
and involvement; cross-sector collaboration; screening, 
assessment, treatment services; training and workforce 
development; progress monitoring and quality assurance; 
financing; and evaluation.11 These TIC guidelines operate 
as a critical structural framework that outlines domains 
trainings can target. Indeed, prior work suggests TIC 
has changed attitudes, built knowledge, and improved 
critical outcomes within these domains.18,19 For example, 
in health care settings, implementation of trauma-
informed principles and approaches has not only improved 
providers’ attitudes and knowledge but also translated 
to improvement in patient health outcomes.20–23

An important part of engaging in TIC is the ability to 
clearly state what change(s) an institution has made and 
reliably measure and demonstrate the effects of policy and 
practice changes. Therefore, in addition to showing specific 

evidence of trauma-informed changes that happen within 
an organization (eg, patient health outcomes), researchers 
have begun to find ways to measure the efficacy of trauma-
informed implementations. To demonstrate when and how 
trauma-informed change is occurring, researchers have 
been, and actively are, developing instruments to measure 
organizational change reliably and meaningfully.23–27

Prior work demonstrates that staff and client 
knowledge, attitudes, and perceptions on trauma-informed 
care can be quantified. However, most of this work used 
system-specific measurement scales. For example, scales 
were designed to measure change in a single field, such as 
education (eg, Attitudes Related to Trauma-Informed Care 
[ARTIC]) or health and human services.23,24,28 Moreland-
Capuia and colleagues27 noted that there were no existing 
scales that could be used to consistently quantify trauma-
informed, culturally responsive change in every system, 
across all disciplines. As such, our team developed the 
Survey for Trauma-Informed Systems Change (STISC).27 A 
detailed description of the STISC is provided in Moreland-
Capuia et al.27 To summarize it briefly: a 5-subscale 
instrument was developed using the methodology of 
Boateng et al29 and the principles and practices of the 
TIC-tool development guide authored by the National 
Center for Trauma-Informed Care.11 The 59 items can be 
broken down into 5 subscales: self-assessed knowledge 
and attitudes, safety and acceptance at work, systemwide 
knowledge and attitudes, training and employee support, 
and awareness of cultural background at work.

This scale was developed with a training workshop 
on TIC hosted monthly by the Institute for Trauma-
Informed Systems Change (ITISC), housed in McLean 
Hospital in Belmont, Massachusetts. The 2-day 
training included topics such as, what is trauma?; the 
neurobiological impacts of trauma; trauma and racism; 
and the traumatized organization/corporation.30 All 
sessions were created and facilitated by experts in these 
fields who hold advanced degrees. While participants 
mostly listened to these presentations, there was 
question-and-answer time after every topic. The role of 
the participant was not a passive one; there were several 
breakout sessions throughout the 2 days, facilitated by 
trained fellows at the ITISC. These were designed to 
help individuals brainstorm specific trauma-informed 
practices to apply to their organizations in a smaller 
setting. The length of the workshop was determined 
based on work conducted by Diane Wagenhals31 at 
Lakeside Global Institute which suggests that an 
individual requires 2 hours of trainings to be deemed 
“trauma aware” and 12 hours of training to become 
“trauma-informed.” Therefore, we examined whether 
the ITISC’s 12-hour “Training for Change” curriculum 
led to significant improvements in positive attitudes 
toward TIC and marked improvement in knowledge.

In the current study, we leveraged pre- and post-
survey data from individuals who attended the ITISC’s 

Clinical Points
• Very few studies evaluating trauma-informed care 

trainings have evaluated whether the effectiveness of 
the training persists 6 months later, and even fewer 
have evaluated trauma-informed systems change 
within multiple organizations.

• Long-lasting trauma-informed change can happen 
both on an individual level and on a systemwide level. 
Change at both levels is needed to have a trauma-
informed organization, system, and/or program.
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“Training for Change” workshop. Participants included 
a wide range of professionals at various stages of their 
careers, including from health care, corporate, legal, and 
government sectors. To name some of the participants’ 
careers represented in this sample: floor nurses, CEOs, 
therapists, academics, and correction officers within the 
justice system. The primary aim was to quantify whether 
the training yielded sustained TIC change in individual 
and organizational policies and practices. To address 
this goal, we collected 6-month post-training qualitative 
surveys specifically inquiring about how individuals 
and organizations applied their attitudes and improved 
knowledge in TIC and made organizational change. We 
expected that even 6 months after training, participants 
would report improved individual and organizational 
knowledge, attitudes, and confidence in care.

METHODS

Participants and Procedure
Between July 2021 and May 2022, 598 participants 

participated in the Training for Change workshop, 
virtually, on Zoom. Participants either signed up for 
this workshop individually or were signed up by their 
organization to take the training. Most participants 
found out about this workshop series via word-of-
mouth or through McLean’s continuing medical 
education (CME) website. There was not a formal 
advertising campaign done for recruitment. Pre-surveys 
(T0) were sent to all participants and consisted of a 
demographic questionnaire and the STISC. The pre-
survey expired the morning participants underwent 
day 1 of the workshop. If the participant accessed 

Table 1. 
Demographic Characteristics and Mean Pre-Training (T0) Subscale Scores Among Survey for 
Trauma-Informed Systems Change Respondents 

Completed  
1 or more  

subscales at T0  
(N = 473)

Completed 1 or more subscales at T1  
(post-training)

Answered 1 or more follow-up 
questions at T2 

(6 mo post-training) 
Yes (n = 322) No (n = 151) Pa Yes (n = 56) No (n = 417) Pa

Demographic characteristics
Age, mean (SD), yb 45.5 (11.1) 46.0 (11.2) 43.8 (10.8) .34 47.2 (12.1) 45.2 (10.9) .01
White, n (%)c 364 (77) 246 (76) 118 (78) .65 44 (79) 320 (77) .70
Black or African American, n (%)c,d 53 (11) 32 (10) 21 (14) .30 < 5 (≤ 7) 49–53 (12–13) NA
American Indian or Alaska Native, n (%)c,d 7 (1) 3–7 (1–2) < 5 (≤ 3) NA < 5 (≤ 7) 3–7 (1–2) NA
Asian, n (%)c 41 (9) 33 (10) 8 (5) .006 6 (11) 35 (8) .45
Native Hawaiian or Other Pacific Islander, n (%)c,d < 5 (≤ 1) < 5 (≤ 1) < 5 (≤ 3) NA < 5 (≤ 7) < 5 (≤ 1) NA
Hispanic or Latinx, n (%)c,d 43 (9) 30 (9) 13 (9) .81 < 5 (≤ 7) 39–43 (9–10) NA
Gender identification, n (%)d,e .01 .78

Man 94 (20) 70–72 (22–23) 22–24 (15–16) 10–12 (18–22) 82–84 (20)
Woman 368 (78) 242–244 (74–76) 124–126 (83–84) 41–43 (75–78) 325–327 (79)
Other identificationf 7 (1) 3–7 (1–2) < 5 (≤ 3) < 5 (≤ 7) 3–7 (1–2)

Highest education level, n (%)d .14 .51
High school diploma, GED, or Associate’s degree 32 (7) 17 (5) 15 (10) < 5 (≤ 7) 28–32 (7–8)
Bachelor’s degree 176 (37) 120 (37) 56 (37) 19–20 (34–36) 156–157 (37–38)
Master’s degree 128 (27) 87 (27) 41 (27) 15–16 (27–29) 112–113 (27)
Professional degree 65 (14) 40 (12) 25 (17) 6–7 (11–13) 58–59 (14)
Doctoral degree 72 (15) 58 (18) 14 (9) 12–13 (21–23) 59–60 (14)

Pre-training total subscale scores, mean (SD)b,e

Self-assessed knowledge and attitudes 77.0 (13.8) 77.2 (14.5) 76.7 (12.2) .89 75.4 (14.5) 77.2 (13.7) .32
Safety and acceptance at work 24.4 (5.0) 24.5 (4.8) 24.1 (5.3) .26 25.0 (4.4) 24.4 (5.0) .42
Systemwide knowledge and attitudes 26.7 (3.9) 26.5 (4.1) 27.1 (3.6) .04 27.1 (3.2) 26.6 (4.0) .26
Training, support, interaction, and environment 56.2 (11.8) 55.9 (11.6) 56.5 (12.4) .92 55.6 (11.7) 56.1 (11.8) .99
Awareness of cultural background at work 12.1 (2.2 12.2 (2.1) 12.1 (2.4) .57 11.8 (2.2) 12.2 (2.2) .06

aP values are from logistic regression associating probability of completing 1 or more post-training subscales or answering 1 or more 6-month follow-
up questions with demographic characteristics and pre-survey total subscale scores. The method of generalized estimating equations accounted for 
clustering by training date. Demographic categories associated with cell counts < 5 were excluded from statistical models.

bCalculation of SDs accounted for clustering by training date.
cRespondents could endorse any number of race and ethnicity categories.
dSome frequencies and percentages are presented as ranges to avoid disclosing exact cell counts less than 5.
eFour respondents selected “Prefer not to say” for gender identification. Two of the 473 respondents were missing self-assessed knowledge and attitudes 

pre-survey subscale totals; 10 were missing safety and acceptance at work pre-survey subscale scores; 2 were missing systemwide knowledge and 
attitudes totals; 10 were missing training, support, interaction, and environment totals; and 9 were missing awareness of cultural background at work 
totals.

fIncludes transgender man, transgender woman, non-binary or gender-nonconforming, and other.
Abbreviations: GED = general equivalency diploma, NA = not applicable, SD = standard deviation.
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Table 2. 
Post-Training Changes (T1 – T0) in Survey for Trauma-Informed 
Systems Change Subscale Total Scores (N = 473 Total 
Respondents)a

Subscale Mean change (95% CI)b ESc tb dfb Pb

Self-assessed knowledge and attitudes 23.6 (22.2–24.9) 1.71 33.32 780 < .001
Safety and acceptance at work 0.4 (0.0–0.8) 0.08 1.88 769 .06
Systemwide knowledge and attitudes 1.5 (1.1–1.8) 0.38 8.54 780 < .001
Training, support, interaction, and environment 3.7 (2.6–4.8) 0.32 6.73 769 < .001
Awareness of cultural background at work 0.9 (0.7–1.1) 0.40 8.70 770 < .001

aNumber of respondents contributing data per subscale was 463–471 at T0 and 319–322 at T1.
bFrom repeated measures linear regression accounting for clustering by training date.
cEffect sizes calculated by dividing the model-estimated mean change by the standard deviation of 

the subscale score at T0.
Abbreviations: CI = confidence interval, df = degrees of freedom, ES = standardized effect size.

the pre-training survey (T0), they received a post-
training survey that expired 48 hours after the course 
(T1). The 6-month post-survey (T2) was sent to 
participants who accessed both the T0 and T1 surveys. 
All surveys were sent via RedCap and were anonymous. 
Institutional review board (IRB) approval was given by 
Massachusetts General Brigham (IRB2021P002889).

Six-Month Survey
For T2 data, participants were asked 18 questions 

from the T1 survey that could be answered with yes, no, 
or not applicable. Additionally, participants were asked 
in 3 free-response questions to indicate which specific 
outcomes had been improved in their organization, 
what efforts had been made to make their organization 

Figure 1. 
Pre-Survey (T0) and Post Survey (T1) Scores on Survey for Trauma-Informed Systems Change 
Subscalesa
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aError bars indicate 95% confidence intervals; dotted lines indicate subscale ranges.
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more trauma informed, and tangible changes their 
system had made, as well as a general question about 
which resources they found helpful. The complete 
questionnaire is available from the authors upon request.

Statistical Analyses
Demographic characteristics of respondents and 

STISC subscale total scores at T0 were summarized 
using frequencies, percentages, means, and standard 
deviations. Standard deviations were calculated using 
linear models with random intercepts for training dates 
to account for similarities among respondents who 
participated in the same training. Logistic regression 
compared the probability of providing subscale scores 
at T1 and T2 among those with different demographic 
characteristics and subscale scores at T0. The method 
of generalized estimating equations was used to account 
for clustering by training date for these comparisons.

Mean subscale total scores at T0 and T1 and 
associated 95% confidence intervals were calculated 

using separate linear models for each subscale and 
timepoint with random intercepts for training date. 
Changes in subscale total scores between T0 and 
T1 were estimated using 1 repeated-measure linear 
regression model for each subscale, with random 
intercepts for training date and unstructured residual 
covariance between measurements from the same 
respondent. These models accommodated incomplete 
data from respondents (either T0 or T1 response 
missing) under the missing at random assumption.32 A 
standardized effect size for each subscale was calculated 
by dividing the model-estimated mean change by the 
standard deviation of the subscale total score at T0.

Data from respondents with missing responses 
from 1 or more items on a subscale were excluded from 
calculations for the corresponding subscale. Otherwise, 
all observed data were included in analyses for all survey 
respondents. Statistical analysis was conducted using 
version 9.4 of SAS software.33 Statistical tests were 2-sided 
and conducted at the testwise α = .05 significance level.

Figure 2. 
Percent of Responses Endorsing Changes 6 Months Following Training (N = 56 Total Respondentsa

0% 20% 40% 60% 80% 100%
Individual has applied Tl lens to work (n = 56)

 Individual has used TIP to improve how service is provided to clients (n = 48)

 Individual has made efforts to make clients feel safer within the system (n = 48)

 Individual has used knowledge of TIP to suggest a change in system (n = 53)

 Learning about TIP has improved system’s outcomes (n = 45)

System has reevaluated or modified its DEI initiatives (n = 53)

 System has implemented new practices prioritizing wellness (n = 52)

 Individual has used Institute resources to make changes in system (n = 50)

System reevaluated or created resources for employees feeling traumatized (n = 49)

 System reevaluated or created resources for employee burnout (n = 49)

 System has created or modified a process for client feedback (n = 49)

 System has allocated a budget specifically for Tl trainings and care (n = 47)

System added trauma and TIP to handbook or on-boarding materials (n = 48)

 System has created or strengthened partnerships with Tl organizations (n = 45)

 Individual has communicated steps system has taken to become Tl to clients (n = 49)

 HR has offered maintenance training on TIP to current employees (n = 45)

HR has provided initial training on TIP to new hires (n = 44)

All employees in organization trained on TIC (n = 51)

aQuestions received 54–56 responses each (yes, no, or not applicable), with all but 3 questions receiving 54 responses. The sample size in parentheses for each 
change corresponds to the number of respondents who considered the question applicable.

Abbreviations: DEI = diversity, equity, and inclusion; HR = human resources; TI = trauma-informed; TIC = trauma-informed change; TIP = trauma-informed practice.
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Figure 3. 
Individual, Individual-Within-System, and Systemwide Changes That Occurred After 
the Institute for Trauma-Informed Systems Change Workshops

Abbreviation: DEI = diversity, equity, and inclusion.

RESULTS

Characteristics of Survey Respondents
Of the 598 training participants sent T0 surveys, 483 

responded to 1 or more survey questions (81%), and 
473 provided complete responses for 1 or more survey 
subscales (79%). Three hundred twenty-two participants 
(67% of the 483 who accessed the T0 survey and 54% 
of the 598 training participants) provided complete 
responses for 1 or more T1 subscales, and 56 (12% of 
those who accessed the T0 survey and 9% of training 
participants) responded to 1 or more T2 survey questions. 
It is important to note that for T2, many participants left 
the organizations they worked at or changed their email 
addresses within the 6 months between T1 and T2. This 
partially accounts for why the attrition rate is so high. 
Table 1 provides demographic information and mean 
T0 subscale scores for the 473 respondents contributing 
T0 or T1 subscale data, both overall and by availability 
of T1 and T2 survey data. Mean (SD) age for the 473 
respondents was 45.5 (11.1) years. Most participants 
identified as White (77%) and as a woman (78%), and 
most (93%) had a bachelor’s degree or more education 
(93%). Participants who identified as Asian, identified as 
a man (relative to a woman), and had lower systemwide 
knowledge and attitudes pre-survey subscale scores 
were more likely to contribute T1 data. Participants who 
were older were more likely to contribute T2 data.

Post-Training Changes in Survey Scores
Scores increased significantly post-training for all 

STISC subscales except safety and acceptance at work. 
Mean scores by subscale before and after training are 
displayed in Figure 1. Mean changes in subscale scores, 
standardized effect sizes by subscale, and results of 
statistical testing are provided in Table 2. The largest 
standardized effect size (1.71) was observed for the self-
assessed knowledge and attitudes subscale, followed by 
the awareness of cultural background at work (0.40), 
systemwide knowledge and attitudes (0.38), and training, 
support, interaction, and environment (0.32) subscales.

Six-Month Survey: Quantitative Results
The 56 respondents to the 6-month post-training 

survey represented 10 of the 12 training dates. Forty 
respondents (71%) reported affiliation with the health 
field, 13 (23%) reported affiliation with the education 
field, and 6 (11%) reported affiliation with government. 
Fewer than 10% reported affiliation with criminal justice, 
business, community-based organizations, non-profits, or 
other fields. Figure 2 displays percentage endorsements 
for the 18 questions asking about changes in the 6 
months since individuals completed the training. The 
4 most endorsed changes, all endorsed by 70% or more 
respondents who considered the change applicable, were 
all made by individuals or individuals within systems. 
These were applying a trauma-informed lens to work, 
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outcomes from learning about trauma-informed practice; 
reevaluated or modified diversity, equity, and inclusion 
initiatives; new practices prioritizing wellness; reevaluated 
or added resources for employees feeling traumatized; and 
reevaluated or added resources for employee burnout.

Six-Month Survey: Qualitative Results
For the qualitative data, all answers were categorized 

twice. First, each answer was labeled as an individual 
change, an individual-within-a-system change, or a 
systemwide change. Examples of each category are shown 
in Figure 3. After the type of change was noted, we looked 
for thematic similarities. We categorized each qualitative 
response into one of 3 themes: changes in communication, 
changes in policy, and changes in training. Table 3 shows 
the number of participants who described a change 
within each domain and the number of responses per 
theme. The interconnections between the themes and 
the levels of systems change are shown in Figure 4.

DISCUSSION

Training in trauma-informed care can result in 
remarkable improvements to employees’ attitudes and 
knowledge and positive secondary outcomes for individuals 
served. To date, there are multiple discipline-specific 
curriculums that teach trauma-informed principles to 
professionals. Given the importance and relevance of 
TIC across fields, there was a need to develop a scalable 
curriculum that can be implemented across professions. 
The Training for Change curriculum is unique because it 
was created for participants in every field. Similarly, the 

Table 3. 
Number of Participants Who Described a Change Within Each 
Domain in Response to Open-Ended Questions at 6 Months 
Post-Training (T2)

Level of systems change indicated in response

Question
Individual 

change
Individual-within-
a-system change

Systemwide 
change

No 
change

Please indicate which specific outcomes have 
been improved (N = 14) 

1 7 4 2

What efforts have you made? (N = 24) 8 9 6 1
In the last 6 months, what other tangible 

changes has your system/organization made 
to become more trauma-informed? (N = 32)

1 5 14 12

 Response theme
Change in 

communication
Change in 

training
Change in 

policy
No 

change
Please indicate which specific outcomes have 

been improved (N = 14a)
6 2 5 2

What efforts have you made? (N = 24) 15 5 3 1
In the last 6 months, what other tangible 

changes has your system/organization made 
to become more trauma-informed? (N = 32)

3 11 6 12

aOne participant listed 2 changes, 1 being a communication change and 1 being a policy change.

using trauma-informed practice to improve how service 
is provided to clients, making efforts to make clients feel 
safer within the system, and using knowledge of trauma-
informed practice to suggest a change in the system. 
Five system changes were endorsed by more than half of 
respondents who considered them applicable: improved 
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corresponding STISC27 was developed with the workshop 
and designed to be administered across professions to 
measure the effectiveness of training. Although more 
individuals and organizations are seeking trauma-informed 
education, the long-term impact of these curriculums is 
understudied. In the current study, we evaluated the long-
term effectiveness of the Training for Change curriculum 
in improving knowledge, attitudes, and confidence in TIC.

The pre- and posttest data indicate that the Training for 
Change curriculum positively impacted 4 of the 5 subscales 
in the STISC. Following a 2-day, 12-hour curriculum, 
participants showed positive improvements in self-
assessed knowledge and attitudes; systemwide knowledge 
and attitudes; awareness of cultural background at work; 
and training, support, interaction, and environment.

Prior studies have shown that workshops on trauma 
informed care can persistently improve knowledge 
about and attitudes toward trauma informed care 
after training. For example, Niimura and colleagues34 
found that a 1-day workshop for mental health 
professionals resulted in significantly more positive 
attitudes toward TIC immediately after and 3 months 
after the workshop. Similarly, 2-day trauma-informed 
workshops for employees within the child welfare 
system significantly increased employees’ knowledge 
and implementation of trauma-informed practices.35

Most organizations (82%) that participated in the 
workshops did not send all their employees to the 
training. One can wonder if this was due to the cost of 
training or the need to train only specific roles within an 
organization. It will be helpful to understand the barriers 
of sending more individuals from each organization to TI 
training. The 6-month follow-up also indicated that 44% 
of participants who considered the question applicable 
made specific changes to their employees’ handbooks 
and on-boarding materials. Most participants (64.2%) 
reported that their organization reevaluated existing 
resources and created new ones following the training and 
implemented new practices following TIC lens (63.4% 
of participants). Similarly, 74% of participants who 
considered the question applicable reported that they 
have used their new knowledge of TIP to suggest changes 
to their organization. These findings strengthen our 
hypothesis that the training will lead to long-lasting impact 
on the organization level and on the individual level.

Ninety-six percent of participants reported that 
following the training they applied a trauma-informed lens 
in their work, and 92% of participants who considered 
the question applicable used this new knowledge to 
improve their overall service to clients. They also reported 
that learning about TIP improved their organization’s 
outcome. This relates to the idea that investing in 
resources in mental health in general and in TIC can have 
a fiscal impact on organizations. Intransigently, 55% 
of participants who considered the question applicable 
noted that their organization did not allocate a budget 

specifically for TI training. This may indicate that making 
changes to budget decisions might take more time. 
However, since most participants noted that they could 
find more resources and make changes, it might be that 
the training improved overall motivation and creativity 
in implementing these changes without budget change.

Another notable finding indicated that although 
65% of participants who considered the question 
applicable did not communicate to their clients the 
specific steps that their organization has taken to 
become trauma informed, 88% of those who considered 
the question applicable reported that they have made 
efforts to make their clients feel safer. It might be that 
“actions speak louder than words” in this situation, 
and that they prioritize making the change first.

Finally, 62% of participants who considered the question 
applicable reported that they have used the resources 
provided to them in the training to make changes, which 
again validates the quality of the training in the long term.

The specific changes and actions that participants 
facilitated are overwhelmingly powerful, resulting in 
changes to communication, policies, and training. Some 
organizations changed their handbooks, and others created 
monthly seminars to address TIC and/or taskforce groups. 
A few organizations noted specific changes to their human 
resources training (including to hiring procedures, the 
orientation of employees, and reviews), and others noted 
increased awareness to include psychoeducation materials 
about TIC both for their employees and for their clients.

Numerous participants noted that they changed their 
attitude and language. While this might seem to have a 
small individual impact, it can have an enormous effect 
when these individuals are in a key position and interacting 
with others. For example, one participant responded: 
“Becoming aware of this lens with which to view the 
perspectives of others has helped my communication to 
my group of 500.” Another participant noted that following 
the training, they created and delivered a series of trauma-
informed diversity, equity, and inclusion workshops 
for faculty at a health care and science university.

Participants from health care organizations noted 
changes in the way they talk with their clients, seeking 
permission and changing their handbooks. Others 
reported adding support groups for their clients to 
address their needs through a trauma-informed lens.

Several participants also noted that the training 
increased their motivation to seek more training 
and research to understand ways that trauma has 
impacted and can still impact their community.

Limitations
Specifically, with the 6-month follow-up survey, only 

the people responding to the surveys may have positive 
views of their organization. For example, if one is in 
a leadership position in a company, it might be easier 
to create changes rapidly in that institution. As these 
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surveys are anonymous, there is no way of knowing the 
position of the survey responder. Furthermore, certain 
systems can inherently be changed faster than others; a 
10-person company could make sweeping changes within 
6 months, but a 10,000-person company would have 
more difficulties doing so due to regulations. This could 
make employees from larger organizations respond more 
negatively than employees from smaller institutions.

In addition, much of the training population consisted 
of White, college educated women. Our goal is for entire 
organizations to be trauma-informed, but this demographic 
does not reflect the average member of the workforce. 
Ideally, as time passes, institutions will make more effort 
to train their entire organizations, diversifying our sample.

CONCLUSION

The goal of this article is to demonstrate the long-
term effectiveness of the Training for Change curriculum. 
Using the STISC, we have proven that 2 days of TIC 
can lead people to take specific actions within their 
organizations that can impact the entire organization, 
their clients, and moreover the individuals within each 
organization. Our results showed that participants not 
only learned and changed their attitudes but also made 
specific changes to policies, communication, and training.

While there are still limitations to generalizing 
these changes in some organizations, we have 
proven that changes can also be made on the 
individual level. As trauma and stress impact so 
many individuals (and therefore their workplace), 
our hope is that more organizations will lean into 
curiosity and learning about TIC and take specific 
actions to support and change their environment.

Our results emphasize that even when a segment 
of an organization attended the training and only 
some individuals took specific actions, the impact 
of their decisions is powerful and can change not 
only their own attitudes but the impact on their 
organization. Healing happens on a spectrum. Our 
results emphasize that the training had a long-lasting 
direct positive impact on the individual and indirect 
impact on the system. Furthermore, since individuals 
are part of the system itself, we can conclude that 
the system itself changed following the training.
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