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Abstract
Supporting evidence and intervention resources for addressing childhood trauma are growing, with schools indicated as a
potentially critical system for service delivery. Multiple points for prevention and intervention efforts in schools are possible, but in this manuscript, we review evidence on trauma-specific interventions targeted to students exhibiting negative
symptoms. Trauma-specific interventions with evidence and utility for school-based delivery are highlighted, along with
key considerations in selection. In addition, we discuss the potential to maximize the impact of trauma-specific interventions
for individual students when delivered as part of a school-wide trauma-informed approach that incorporates system-level
prevention and intervention strategies. Future directions for research on trauma-specific interventions and trauma-informed
approaches in school settings are discussed.
Keywords Childhood trauma · Trauma-specific · School mental health · Trauma-informed
Childhood trauma is increasingly recognized as an epidemic (Blaustein, 2013), with strong associations between
increased adverse childhood experiences and the likelihood
of negative outcomes such as mental health challenges,
lower cognitive abilities and academic achievement, and difficulties in school (Copeland, Keeler, Angold, & Costello,
2007; Nooner et al., 2012; Perfect, Turley, Carlson, Yahanna,
& Saint Gilles, 2016). Although indications of long-term
negative consequences associated with adverse childhood
experiences have a long history (e.g., Anda et al., 2006;
Felitti et al., 1998), only in more recent years has crossdisciplinary interest in childhood trauma exploded, thrusting
school systems to the forefront of efforts to put in place a
continuum of prevention and intervention efforts. The purpose of this paper is to review evidence on trauma-specific
interventions targeted to students exhibiting negative symptoms, offering key considerations in selection. Additional
guidance is provided regarding how school systems might
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incorporate trauma-informed practices into a comprehensive
system of service delivery.
To begin, definitions are needed as terms such as trauma
exposure, traumatic experience, toxic stress, and adverse
experiences have all been associated with childhood trauma.
In the landmark Centers for Disease Control-Kaiser Permanente Adverse Childhood Experiences Study (see Felitti
et al., 1998), questions regarding adverse experiences prior
to age 18 years are grouped into three primary categories:
(1) abuse (physical, sexual, psychological), (2) neglect
(emotional, physical), and (3) household challenges (mother
treated violently, household substance abuse, mental illness in household, parental separation or divorce, criminal
household member). In addition to these types of adversities,
symptoms as a result of traumatic experience can also occur
through exposure to events such as acts of terrorism, natural
disasters, and war or refugee experiences (American Psychiatric Association, 2013). Combining these various exemplars and incorporating the recent definition provided by the
Substance Abuse and Mental Health Services Administration (SAMHSA, 2014), childhood trauma can be described
as occurring based on an event that poses a threat, which
may be experienced by the child as harmful (physically or
emotionally); the child’s reaction to the traumatic experience
may have enduring effects on functioning and well-being. In
Fig. 1, we present a visual to illustrate this cycle of exposure,
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Fig. 1  Visual of the childhood trauma cycle of exposure, reaction, and consequence, along with points of opportunity for intervention

reaction, and consequence, providing points of opportunity
for school-based intervention efforts. As shown, the antecedent (trigger) to behavior (symptomology) is comprised
of a combination of (a) exposure to a traumatic event and
(b) setting event(s) that establish individual interpretation
of and reaction to the event. Features of the exposure to the
traumatic event, including predictability, duration, intensity,
and consequences, can play an important role in individual
reaction (see Brock, Reeves, & Nickerson, 2014), yet are not
the only influence. Setting event(s) are established through
multiple factors (personal, environmental, history of prior
trauma exposure) and can serve to buffer against or exacerbate negative interpretation and reaction. Together, the
combination of exposure to an event and individual interpretation and reaction lead to the observed behavior (social,
emotional, behavioral, and/or physical symptomology). The
consequence, or reaction by others to that behavior, can
serve to reinforce individual interpretation and reaction as
new situations are presented. These defining characteristics
of childhood trauma are important in interpreting prevention
and intervention efforts—that is, although we acknowledge
that childhood exposure to potentially traumatic events are
undesirable, not all individuals react in the same way. Thus,
a one-size fits all intervention approach may not be appropriate due to a combination of internal and external factors, and
thus, determining the most appropriate point(s) for intervention is critical.
In acknowledging the need for greater understanding of
childhood trauma, extension of intervention efforts beyond
the individual has burgeoned, and thus, a wider view of
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approaches has been advocated. Specifically, traumainformed and trauma-sensitive approaches have been referenced within the literature with regard to system-wide attention to childhood trauma and its impact in schools. Our view
is consistent with SAMHSA (2014) in that trauma-informed
approaches represent a continuum of efforts that foster a system-wide response to the needs of those exposed to trauma
(Chafouleas, Johnson, Overstreet, & Santos, 2016). In
school-wide service delivery, prevention efforts form a first
point for intervention and should focus on removing, minimizing, or neutralizing the exposure to a traumatic event. For
example, positively focused, proactive practices should be
implemented by all school staff to foster a safe and supportive climate. In a second point for intervention, school staff
should be prepared to create safe and supportive classrooms
that reduce the likelihood of triggering events through their
(a) realization about trauma and its effects, (b) recognition
of trauma signs—and also should be ready for (c) response
in a way that embraces trauma understanding, and (d) resistance of inadvertent re-traumatization (SAMSHA, 2014).
Yet another point for intervention is focused on the student
who is exhibiting maladaptive interpretation of or reaction
(social, emotional, behavioral, physical symptoms) to the
event, with efforts defined as trauma specific and delivered
by specially trained personnel in small group or individual
formats. These examples of points for intervention in schoolwide service delivery align with Cole, Eisner, Gregory, and
Ristuccia (2013)’s description of a trauma-sensitive school,
thus incorporating both educational and behavioral perspectives on childhood trauma to both meet individual need for
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treatment and create a system-wide culture that embraces
the impact of trauma on learning and works to ensure all
students feel safe and supportive.
In summary, a wider view regarding features to a traumainformed approach acknowledges that trauma-specific intervention may be provided to some students within the school
setting, but all school personnel are expected to facilitate
learning through the creation of safe and supportive classrooms. Consistent with this view, we define trauma-specific
interventions as individually focused interventions that typically target amelioration of symptomology and are delivered
by specially trained personnel. The need for specially trained
personnel is aligned with the 2015 National Child Traumatic
Stress Network position statement outlining expected areas
of clinical competency in order to deliver trauma-specific
intervention. In this paper, we focus on review and selection of trauma-specific interventions delivered to individual
students with intent to target improvement of symptoms
and long-term trauma recovery, not those interventions that
address immediate crisis response (e.g., psychological first
aid) or address other points for intervention (i.e., prevention
or response efforts).

Overview of the Impact of Childhood
Trauma on Schools
Childhood trauma is associated with risk factors for multiple aspects of health and life quality throughout the life
course (see Fig. 2). Although evidence to date hails primarily through retrospective studies with adults, emerging work

substantiates this life-course framework through documentation of the frequency and chronicity of adverse experiences
in childhood, thus providing implications for school-based
service delivery. Recent results from trauma screening conducted in school settings support substantial numbers of students who report experiencing traumatic stress symptoms
at elevated levels. For example, one study found traumatic
stress symptoms reported at clinical or subclinical levels in
13.5% of participating middle school students (Woodbridge
et al., 2016), and another study found moderately elevated
or clinically significant levels in 35.5% of their elementary sample (Gonzalez, Monzon, Solis, Jaycos, & Langley,
2016). Clearly, students are coming to school with exposure
to a potentially traumatic event and may be presenting with
symptoms stemming from those experiences, but the impact
on relevant school outcomes has yet to be fully understood.
In a retrospective study of a sample from an urban community with high violence exposure, one study found that
the majority of participants had some exposure to adverse
childhood experiences and that report of 4 or more different
types of adverse childhood experiences (ACES) was associated with increased risk of learning/behavior problems as
well as obesity (Burke, Hellman, Scott, Weems, & Carrion,
2011). For example, learning/behavior problems were found
in 3% of participants with 0 ACES, 20.7% for those reporting 1–3 ACES, and 52.2% for those with 4 or more ACES. In
a recent study, Porche, Costello, and Rosen-Reynoso (2016)
found that children exposed to higher numbers of adverse
family experiences were more likely to have more mental
health diagnoses, which also led to decreased engagement
at school and a greater likelihood of retention and placement

Fig. 2  Definition of adverse
childhood experiences (ACES),
and a framework for understanding how childhood trauma
relates to risk factors throughout
the life course
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in special education services. In summary, the current literature supports that schools are comprised of a substantial
volume of children who have been exposed to potentially
traumatic events, with many of these students presenting
behavior suggestive of traumatic stress reactions, and that
exposure with more substantial intensity, frequency, and/
or duration increases likelihood of negative school-relevant
outcomes. Next, we provide more detailed review of impact
at the level of (a) the student and (b) the school.

Impact at the Student Level
As noted, evidence has converged regarding the long-term
and enduring negative consequences for individuals who
experience childhood trauma. More recent reviews (e.g.,
Perfect et al., 2016) have attempted to disaggregate impacts
of exposure to traumatic events and traumatic stress symptoms specifically related to educational outcomes. Next, we
summarize this literature, separating content into psychosocial and academic impact, as done in the systematic review
by Perfect et al. (2016).
Psychosocial
One aspect of the review focused on identifying teacherreported social, emotional, and behavioral functioning
of students who have experienced a traumatic event. The
authors identified 24 studies including teacher ratings/
observations of social functioning. Results of the systematic review broadly indicated elevated teacher-rated behavior
symptomatology for children with trauma exposure. Studies
included in the review also reported on internalizing symptomatology (Perfect et al., 2016). Across the studies, the
authors found patterns of elevated symptoms of withdrawal,
depression, and anxiety across different traumatic event
types. Consistent findings related to elevated teacher-rated
externalizing symptoms were also found, with greater externalizing symptoms (e.g., aggression, hyperactivity, impulsivity, and oppositional defiant behaviors) across different
types of traumatic events such as natural disasters, sexual
abuse, maltreatment, and neglect. In summary, a review of
the evidence supports greater psychosocial challenges in
classroom settings for those children with trauma exposure.
Academic
Perfect et al. (2016) also synthesized the literature on the
effects of trauma on academic functioning; the authors
identified 34 articles that measured outcomes in this
domain. Interestingly, more studies used rating scales to
evaluate academic functioning rather than standardized
assessment or other permanent products (Perfect et al.,
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2016). Across the group of studies, results largely indicated a relationship between traumatic event exposure and
poorer academic achievement. Several studies compared
children with trauma exposure or posttraumatic stress
disorder (PTSD) to controls, finding that these students
demonstrated lower performance in both math and reading (De Bellis, Hooper, Spratt, & Woolley, 2009; De Bellis, Woolley, & Hooper, 2013; Eckenrode, Laird, & Doris,
1993; Saigh, Mroueh, & Bremner, 1997). In addition, three
studies found that students with trauma exposure were
more likely to be retained and repeat a grade (Eckenrode,
Rowe, Laird, & Brathwaite, 1995; Shonk & Cichetti, 2001;
Wodarski, Kurtz, Gaudin, & Howing, 1990). In summary,
although further work is needed to tease apart the specific
mechanisms impacting academic outcomes, available evidence suggests a relationship between trauma exposure
and academic achievement.

Impact at the School (Classroom and District) Level
The review conducted by Perfect et al. (2016) also evaluated other school-related outcomes that can have substantial impact at the systems level, such as school-wide
climate and disciplinary practices. For example, several
studies looked at discipline patterns for students with
trauma exposure; one study found that children with
trauma exposure had more discipline issues and referrals than control students (Eckenrode et al., 1993), and
another found that students with trauma exposure were
more likely to be suspended than non-trauma-exposed students (Lansford et al., 2002). In addition, a relationship
between trauma exposure and attendance was well documented in the review; several studies indicated that those
students who experienced trauma were more likely to miss
school (Fantuzzo, Perlman, & Dobbins, 2011; Hurt, Malmud, Brodsky, & Giannetta, 2001; Lansford et al., 2002;
Mathews, Dempsey, & Overstreet, 2009; Shonk & Cicchetti, 2001; Wodarski et al., 1990). Another large-scale
study included in the review found that students with
trauma exposure experienced greater mobility or school
transfers than comparison students and found that mobility significantly contributed to the relationship between
trauma exposure and academic achievement (Eckenrode
et al., 1995). In summary, each of these indicators has
negative consequences not only for individual students but
school systems as school personnel are challenged to maintain the learning environment while dedicating resources
to respond to a potentially ever-changing context. Thus,
the full impact of childhood trauma at the systems level
may be determined based on a combination of individual
student factors as well as resources used in preparedness
and response to resulting challenging behaviors.
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Evidence‑Based Treatment and Impact
on School‑Relevant Outcomes
The results of systematic reviews and meta-analyses evaluating trauma-specific interventions provide some of the
most compelling evidence that informs our understanding of school-based interventions for childhood trauma.
We identified three key reviews in the last 10 years (2006
to 2016) focused on treating child trauma (Dorsey et al.,
2017; Jaycox, Morse, Tanielian, & Stein, 2006; and Rolfsnes & Idsoe, 2011). Several key findings inform the
way we understand school-based trauma treatment. First,
schools have been among the most common settings for
intervention delivery. For example, the review by Dorsey
et al. (2017) revealed that schools were the most frequent
setting for trauma-specific interventions, comprising 10 of
the 37 reviewed studies. Second, results of these reviews
indicate that trauma-specific interventions delivered in
schools can be effective. For example, the meta-analysis
conducted by Rolfnes & Idsoe (2011) for treatment of
PTSD symptomatology in school-based settings indicated
relatively large effects (0.68, SD = 0.41). Third, evidence
for school-based interventions for childhood trauma
extends across developmental levels and populations. For
example, the reviews provided support for school-based
trauma interventions that span across developmental levels, although only one intervention (i.e., trauma-focused
CBT) was indicated as having “promise” in preschool settings (see Jaycox et al., 2006). In addition, school-based
interventions also demonstrate evidence for use in a range
of populations, including international populations of children and children exposed to natural disasters, war, and
terrorism abroad (Dorsey et al., 2017; Jaycox et al., 2006;
Rolfnes & Idsoe, 2011).
An important point with regard to the body of evidence
behind interventions for childhood trauma relates to the
theoretical approach. In their review of 37 studies focusing on child and adolescent trauma treatment across settings (not necessarily only in schools), Dorsey et al. (2017)
categorized each intervention according to the evidence
supporting its use, from treatments with questionable efficacy to well-established treatments. Of the treatments categorized as well established or probably efficacious, only
one was not based in cognitive behavioral therapy (CBT).
According to their review, group-based CBT (a frequently
utilized mode of school intervention for individual students identified at risk) was a well-established treatment,
along with individually delivered CBT with and without
parent involvement. In addition, the authors concluded
that for those individual interventions that met the wellestablished criteria, almost all included a combination of
the following six components: (1) psychoeducation about

trauma and the intervention; (2) emotion regulation training; (3) imaginal exposure; (4) in vivo exposure; (5) cognitive processing; and (6) problem solving—all of which
are aligned with CBT approaches. In sum, it appears that
CBT-focused strategies and treatments are among most
effective interventions available for treating childhood
trauma.
Evidence exists for a variety of interventions targeting
childhood trauma, with many indicating promise for delivery
in school-based settings and also offering overlap in content
and approach. However, given variations in features across
interventions, selection of an intervention appropriate for a
particular context requires attention to key considerations.
The National Child Traumatic Stress Network (NCTSN)
created a series of steps when reviewing and selecting
interventions, which can apply to school-based delivery of
trauma-specific interventions. In particular, a list of core
components to consider, separated by intervention objectives and practice components, can be helpful in reviewing
“fit” of a particular intervention. See Table 1 for a summary.
Next, we have selected a few school-based trauma-specific interventions deemed as promising, walking more specifically through the evidence related to social, academic,
and other school-relevant outcomes in order to facilitate
decisions about optimal selection of a specific intervention. The interventions included in Table 2 were selected by
reviewing the NCTSN Empirically Supported Treatments
and Promising Practices (2016) and the Substance Abuse
and Mental Health Services Administration’s (SAMHSA)
National Registry of Evidence-Based Programs and Practices (NREPP) for school-based trauma-specific interventions. We selected interventions based on the following
criteria. First, we selected interventions from NREPP and
NCTSN with the highest standard of evidence available,
which we defined as interventions with at least one study
with a control condition (control group, wait-list design, or
multiple baselines); treatments or interventions relying on
anecdotal, case study, or pilot study evidence alone were
excluded. Thus, we acknowledge that of the many interventions available for review on NREPP and NCTSN, few
studies available included rigorous design (e.g., randomized
control trial). Although random assignment is often not an
option in this work, clinicians are encouraged to adhere to
the highest standard of evidence available, and thus, our
presentation includes those trauma-specific interventions
with the most rigorous evidence available. Second, we
selected interventions that we considered most feasible for
school-based implementation. Specifically, we omitted treatments that were family-focused or required parent/caregiver
participation as a key element (e.g., trauma-focused CBT:
Cohen, Mannarino, & Deblinger, 2006; for a review of TFCBT for school-based practitioners, see Fitzgerald & Cohen,
2012). Although involving family systems can be effective in
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Table 1  Checklist of key considerations in selecting trauma-specific interventions, separated by intervention objectives and practice elements
Risk screening
Triage to different levels and types of intervention
Systematic assessment, case conceptualization, and treatment planning
to tailor intervention
Progress monitoring of client responsiveness to treatment
Evaluation of treatment effectiveness, as perceived by all stakeholders
Provider-focused
Practice elements
Motivational interviewing to engage client
Are the intervention components usable (acceptable, feasible, understood, supported) by client, provider, and others involved in delivery? Addressing barriers to service seeking
Advocacy on behalf of client across systems of care
Client-focused
Psychoeducation about trauma reminders and loss reminders
Psychoeducation about posttraumatic stress and grief reactions
Teaching emotional regulation skills
Maintaining adaptive routines
Parenting skills and behavior management
Constructing a trauma narrative
Teaching safety skills
Teaching relapse prevention skills

Intervention objectives
Does the intervention target the desired outcomes as valued by client
and related stakeholders and/or intended by provider?

Adapted from the NCTSN (2016) Empirically Supported Treatments and Promising Practices

trauma-specific interventions, it may not always be feasible
for school-based practitioners to center intervention delivery on family therapy given competing resource demands
(Langley, Gonzalez, Sugar, Solis, & Jaycox, 2015). Third,
given the previous note indicating that CBT-based interventions have the strongest evidence of efficacy, we chose to
select only those programs with CBT-based components.
Finally, we attempted to present interventions with schoolrelevant indicators, such as academic outcome measures or
implementation by school-based professionals. In Table 2, a
summary of selected interventions, including effects on the
selected outcomes, is presented. Note that for those studies
that did not report effect sizes, we provide the value calculated by Rolfsnes and Idsoe (2011) in their meta-analytic
review. Table 2 also includes the approximate length/number
of sessions for each intervention.

Cognitive Behavioral Intervention for Trauma
in Schools (CBITS)
CBITS is one of the most well-documented school-based
treatments for childhood trauma. Delivered by a school
mental health professional, the intervention occurs primarily in small groups of 6–8 students with each session
lasting about an hour (Jaycox, Kataoka, Stein, Langley, &
Wong, 2012). As its name implies, CBITS is cognitively
and behaviorally oriented and includes psychoeducation
and behavioral modification training in an attempt to
identify traumatic events and modify thought processes
surrounding these events (see Jaycox et al., 2012 for a
full description of the intervention). The CBITS program
also seeks to promote generalization of skills outside
of the treatment setting by assigning homework (e.g.,
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challenging negative thoughts in everyday life). CBITS is
student-focused as intervention is planned around a student-selected traumatic event that is most salient or problematic for them; the student’s specific trauma experience
is further discussed in 1–3 individual sessions that occur
separately from the group sessions. In addition, the program also includes a teacher information session and 2–3
optional parent sessions. The program seeks to proactively
address barriers to implementation by providing suggestions in the manual for how school-based practitioners can
respond to issues like student non-compliance.
A strength of the CBITS program is its cultural responsivity; the manual has been translated into five different
languages: Spanish, Korean, Russian, Armenian, and Japanese (NCTSN, 2015), and there are several studies documenting the efficacy of the program in Native American
students (Morsette et al., 2009; Goodkind, LaNoue, & Milford, 2010; Morsette, van den Pol, Schuldberg, Swaney,
& Stolle, 2012) and immigrant populations (Kataoka
et al., 2003). In addition, CBITS has some of the strongest empirical evidence of available school-based trauma
interventions, given that randomized control trials or waitlist studies have been conducted (Kataoka et al., 2003;
Stein et al., 2003). See Table 2.
CBITS has also been adapted into another program
called Support for Students Experiencing Trauma (SSET;
Jaycox et al., 2009) which is designed to be implemented
by school staff without explicit clinical training such as
teachers and school counselors. Although only pilot data
are available to date, it represents a promising practice
for school-based practitioners, perhaps as a consultationbased intervention.

10 group sessions; 2–3 individual sessions; 1–3 parent
sessions

10 group sessions, plus 1–3
one-on-one sessions

Langley et al. (2015)

Jaycox et al., 2009; Jaycox
et al., 2010; Kataoka et al.,
2003; Stein et al., 2003

Bounce Back

Cognitive Behavioral
Intervention for Trauma in
Schools (CBITS); Support
for Students Exposed to
Trauma (SSET)

Format

Associated Authors

Intervention

Outcomes related to psychosocial functioning, reported
by effect size

Designed to address a variety Decreased PTSD and anxiety
symptomatology in treatof different trauma experiment group compared to
ences; includes components
wait-list control (Langley
of both TF-CBT and CBITS
et al., 2015)
such as psychoeducation,
relaxation, cognitive coping, Treatment group compared
to wait-list control group:
and exposure
.09 (parent-reported PTSD
symptomatology); .26
(child-reported PTSD symptomatology), .26 (childreported anxiety)
Includes psychoeducation and Decreased PTSD symptomolCBT-based techniques; child ogy, depression symptomatology, and psychosocial
selects one traumatic event
dysfunction:
on which to focus treatment
Stein et al., 2003: 1.08 (selfreported depression); .45
(parent-reported psychosocial dysfunction); .77 (parent-reported psychosocial
dysfunction at follow-up)
Jaycox et al., 2009: .23
(PTSD symptomatology),
.32 (depression at follow-up)
Jaycox et al., 2010: 0.72
(PTSD symptomatology)
Kataoka et al., 2003: 0.25
(depression); 0.31 (depression at follow-up)

Description

Table 2  Select trauma-specific interventions and effects on social, academic, and other school-related outcomes

Teacher-reported behavior
problems:
Stein et al., 2003: no differences between intervention
and control groups; Jaycox
et al., 2009: decrease in
behavior problems (effect
size: .28)
Jaycox et al., 2010: Measured
teacher-reported behavior
problems but did not report
changes over time

Not reported

Outcomes related to school
functioning
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Associated Authors

Trauma-Focused Coping in
Schools (TFC)/Multimodality Trauma Treatment
(MMTT)

Amaya-Jackson et al., 2003;
March et al., 1998

Modular Approach to Therapy Chorpita et al., 2013;
Chorpita & Weisz, 2009;
for Children with AnxiWeisz et al., 2012
ety, Depression, Trauma,
or Conduct Problems
(MATCH-ADTC)

Intervention

Table 2  (continued)

14 group sessions and 1
individual

CBT-based treatment with
social learning theory influences; includes treatment
related to coping with anxiety, anger, and grief

Not reported
For modular condition,
decreased internalizing,
externalizing, and total
problems when compared to
standard protocol treatment
and usual care; steeper rate
of improvement; effects
maintained over time
Weisz et al., 2012: 0.59 (total
problems/symptomatology),
0.51 (internalizing), 0.48
(externalizing; all effect
sizes compared to ‘usual
care’ treatment and for combined youth and caregiver
reports)
Chorpita et al., 2013 (24month follow-up to Weisz
et al., 2012): 0.65 (total
problems/symptomatology),
0.59 (internalizing), 0.51
(externalizing; all effect
sizes compared to ‘usual
care’ treatment and for combined youth and caregiver
reports)
Not reported
Decreased PTSD, depression, anger, and change of
locus of control, but effect
sizes not reported (AmayaJackson et al., 2003; March
et al., 1998)
Several modules based in
CBT; clinicians can use
a flow chart or decision
making model to respond to
different client concerns

Individual; number of sessions varies based on modules used (mean number of
sessions approximately 16;
Weisz et al., 2012)

Outcomes related to school
functioning

Outcomes related to psychosocial functioning, reported
by effect size

Description

Format
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Bounce Back
Bounce Back is a CBT-based, group delivered intervention
designed for children ages 5–11. The creators of the intervention sought to combine the two most effective treatments
for trauma, TF-CBT and CBITS, to target an intervention to
younger, elementary-aged children (Langley et al., 2015).
The authors noted that although TF-CBT has the strongest evidence available for the treatment of trauma reactions,
it is not necessarily feasible for implementation in schools
given that it requires a high level of parent involvement.
The authors consulted with the creators of TF-CBT and
CBITS along with other experts to select the key elements
of each program to be adapted into this new program. Elements selected from each program include psychoeducation, exposure to avoided stimuli, narrative retelling of the
traumatic event, relaxation strategies, and cognitive coping.
The intervention was adapted for younger students including
developmental scaffolding of activities, such as learning to
identify feelings as a foundational activity before connecting
feelings, thoughts, and behaviors in a therapeutic manner.
Bounce Back is delivered by a school-based clinician;
all interventionists in the study evaluating the program’s
efficacy were master’s level psychologists or social workers
(Langley et al., 2015). See Table 2. The intervention consists
of 10 group sessions lasting 50–60 min consisting of the
aforementioned CBT-based approaches. Bounce Back also
includes an additional 2 to 3 individual sessions lasting for
20–30 min each; the primary focus of these sessions is narrative retelling of the traumatic event experience by the child
to gradually reduce adverse reactions related to the memory
of the actual event. The program also includes 1–3 parent
sessions which less involvement than the original TF-CBT
intervention, which the authors describe as being much more
feasible for school-based practitioners and working parents.

Modular Approach to Therapy for Children
with Anxiety, Depression, Trauma, or Conduct
Problems (MATCH‑ADTC)
The MATCH intervention provides practitioners with tools
to address symptoms and other diagnoses that often appear
concurrently with negative reactions to trauma exposure and
addresses common comorbidities that practitioners are likely
to see in the field. Unlike some of the other common schoolbased trauma treatments, MATCH is provided to students
individually rather than in a group format. The materials
include modules for different client presentations such as
anxiety, depression, or conduct problems, and then guidance
if symptoms of other disorders arise throughout the course
of treatment. School-based clinicians can select different
modules for that are appropriate for the individual student
with whom they are working. The number of sessions and

duration of treatment depends on the type and number of
modules selected by the practitioner, so each student’s experience will likely be unique.
In Table 2, a summary of outcomes related to the MATCH
intervention is provided. However, the evidence supporting
MATCH should be interpreted in light of the limitations that
these studies were conducted in clinic-based settings and not
in schools. In the studies evaluating the efficacy of MATCH,
the providers were primarily social workers and psychologists indicating that school-based mental health providers,
including school psychologists and social workers, could be
a good fit to implement this intervention (Weisz et al., 2012).
Although the MATCH interventions for conduct problems
require greater parent involvement, the other modules largely
include only the interventionist and the student, making it
potentially feasible for school-based implementation. Thus,
MATCH might be best described as a promising intervention for school-based practitioners. In addition, participants
in available studies were a mixed clinical sample, and there
were few participants experiencing PTSD symptoms. It is
difficult to evaluate the effects on trauma because the authors
did not report on participant traumatic exposure or evaluate
PTSD symptomatology as an outcome measure (Chorpita
et al., 2013; Weisz et al., 2012). Further research is needed to
evaluate the effectiveness of a school-based MATCH intervention and the effects specifically for students with trauma
exposure.

Trauma‑Focused Coping in Schools (TFC)/
Multimodality Trauma Treatment (MMTT)
TFC/MMTT also offers a cognitive behavioral oriented
treatment consisting of 14 group sessions, each with a specific goal and skill to teach. The interventionist also meets
with each student individually at the midpoint of the intervention duration to assess progress and determine whether
adjustments to intervention goals should be made. TFC/
MMTT does not include a parental participation component. A strength of the TFC/MMTT program is that it is
designed to be adapted for different age levels. The authors
of the program initially developed two different manuals—
one for elementary students and one of middle/high school
age students. In revising the manual, the two manuals were
integrated, with different recommendations and guidelines
based on developmental levels provided within each session (Amaya-Jackson et al., 2003). The strength of the evidence available for TFC/MMTT includes a multiple baseline
design conducted in schools across settings and time (see
March, Amaya-Jackson, Murray, & Schulte, 1998), and
Amaya-Jackson et al. (2003) evaluated participants engaged
in the intervention but did not have a control group. See
Table 2.
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Summary of Interventions
Of the studies included in Table 2, each measured outcomes in psychosocial domains such as depression, anxiety, and emotional regulation. All of these studies were
successful in improvement of functioning in students with
exposure to a wide variety of traumatic events. Other than
measuring teacher-rated behavior problems (Jaycox et al.,
2009, 2010; Stein et al., 2003), studies evaluating the efficacy of CBITS, Bounce Back, MATCH, or TFC/MMTT
examined few outcomes related to other school-related factors such as academic achievement, regular school attendance, or discipline. Documented relationships between
trauma and these areas exist (Perfect et al., 2016), suggesting that future research includes more robust inclusion
of school-related outcomes in addition to psychosocial
domains, particularly for school-based projects in which
standardized testing, attendance, and discipline data may
be readily accessible.
In Table 3, we have separated information about the
interventions based on age ranges with demonstrated
effects. As noted, many of the CBT-focused, schoolbased interventions demonstrate effectiveness across
developmental levels, although there are few options for
preschool-aged children. The lower end of the age range
for the Bounce Back intervention is 5 years and thus
could have potential for older preschool students if the
language is appropriately adjusted to account for developmental level. However, it should be noted that although
the Bounce Back intervention is designed for grades K-5,
no kindergarteners were included in the study evaluating the efficacy of Bounce Back; the youngest students
were in first grade (Langley et al., 2015). The systematic
review conducted by Jaycox et al. (2006) found that the
only intervention that showed “promising” results for preschool is TF-CBT. As previously stated, given the family involvement required for implementation of TF-CBT,
this intervention choice may not always be feasible for
school-based practitioners. Further investigation as to the
efficacy of school-based trauma-based interventions for the
preschool level is needed. Taken together, the summary

tables might be used in combination with Table 1 checklist
to inform decisions about choice of a particular traumaspecific intervention.

Recommendations for School Mental Health
Providers
With regard to trauma-specific intervention delivery, recent
guidelines were released to outline expectations for specific training or basic competencies expected of any person
engaging in trauma-specific intervention delivery, which
includes those working in school-based delivery. Specifically, the 2015 NCTSN position statement outlines expected
areas of clinical competency, at a minimum, in order to
deliver an NCTSN-endorsed trauma-specific intervention.
Broadly, those competencies include skills in assessment
(general and risk specific), case conceptualization, and treatment planning, engagement, implementation, and quality
monitoring.
In addition, the 2016 NCTSN document on reviewing and
selecting interventions provides helpful guidelines that apply
to school-based delivery of trauma-specific interventions. A
first step includes ensuring review of not only the available
evidence for an intervention, but evaluation in consideration
of the appropriateness for the intended problem and desired
outcomes as well as the population to be served. For example, identification of the type of traumatic event and the level
of need for an intervention is needed—such as immediate
crisis intervention for a larger community population versus an intervention for individuals who have experienced
chronic and persistent levels of abuse. Part of identification and need may include consideration as to how best to
identify which students should participate in a school-based
trauma-specific intervention; for example, one option may
include use of a screening measure to evaluate exposure to
or negative response to traumatic events. Although beyond
the scope of this review, many factors should be considered
when choosing to implement a trauma screening measure,
see Eklund et al. (in press) for a full review. Related to both
assessment and intervention identification, consideration of

Table 3  School-based trauma treatments by developmental level
Author suggested age range

Age range with demonstrated effects
Preschool

Intervention
CBITS/SSET
Bounce Back
MATCH
TFC/MMTT
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Ages 10–16; Grades 5–12
Ages 5–11; Grades 1–5
Depending on module selected, but have been
reported as ranging from ages 6–15
Grades 4–12

Elementary

Middle School

High School

x
x
x

x

x

x

x

x

x

School Mental Health

use and related evidence for intended developmental levels is important. A second step involves consideration of
the fit for the intended service delivery setting as well as
broader community. For example, factors such as the local
culture and values in the community, settings available for
service delivery and other resources that might be leveraged, training and other logistical requirements are essential considerations in planning, adoption, and maintenance.
School mental health providers are encouraged to engage in
direct and indirect assessment of key intervention usability
factors, such as acceptability, feasibility, understand, homeschool collaboration, system climate, and system support
(Briesch, Chafouleas, Neugebauer, & Riley-Tillman, 2013).
As previously noted, another step involves consideration of
the clinical competencies of the intended provider. Finally,
the match between the presenting situation and various core
components in trauma-specific interventions is needed. And
as previously summarized, given substantial overlap in content and approach across existing trauma-specific interventions, the NCTSN (2016) provides a list of core components
to consider, separated by intervention objectives and practice
elements (see Table 1).
In summary, directions in who, what, where, when, and
for how long regarding trauma-specific intervention for
individual students are established, and general guidelines
for mental health providers are available. Further work is
needed to fully understand how best to deliver school-based
services at all possible points for intervention (see Table 1).
For example, extension of knowledge of mental health providers to professional development and training for school
personnel is not fully complete, leaving understanding of
procedures that can be proactively deployed across students,
classrooms, and schools within a district underdeveloped.
Using guiding principles from SAMHSHA (2014) for a
trauma-informed approach, a multi-tiered framework for service delivery in schools has been recommended (Chafouleas
et al., 2016) in which the focus is on (a) strategies to build
positive adaptive systems for all students, (b) incorporating
strategies that address psychoeducation about trauma and
its impact, reinforcing social support systems, and strengthening self-regulation skills for targeted (at-risk) students,
and (c) trauma-specific interventions for select (identified)
students. Professional development resources for all school
personnel intended to increase awareness and understanding of the impact of trauma on student learning and health
(aka “Trauma 101/102”), provide strategies to decrease triggers in the classroom and avoid student re-traumatization,
and increase engagement in adult self-care have burgeoned,
yet evidence to fully understand the short- and long-term
impact on relevant school outcomes is just beginning to
emerge. Despite the nascent state of the current evidence
for school-relevant impact, the work to date across the country supports interest and engagement in school settings as

a critical system for prevention and early intervention of
trauma (Overstreet & Chafouleas, 2016), thus providing
encouragement that the evidence and ensuing best practice
recommendations will be more fully developed within the
next decade.

Future Directions
The evidence base for trauma-specific interventions in
schools is growing, but many questions remain regarding
how best to integrate these interventions into the school setting and to document their impact on school-relevant outcomes. Even larger questions loom when considering the
expansion from trauma-specific interventions to traumainformed approaches that may have the potential to impact
the entire school system (Overstreet & Chafouleas, 2016).
With acknowledgement of the current status of evidence, we
offer recommendations to expand the literature on traumaspecific interventions and trauma-informed approaches at
the student and then school and district level.

Trauma‑Specific Interventions
As the prevalence and impact of childhood trauma has
become increasingly understood (see Perfect et al., 2016,
for a review), schools have responded by providing access
to trauma-specific treatments. Compelling evidence suggests
that when such treatments are provided in schools, students
are more likely to complete treatment and demonstrate significant reductions in traumatic stress symptoms (Jaycox
et al., 2010; Rolfsnes & Idsoe, 2011). However, much less
is known about the impact of trauma-specific treatments on
educationally oriented outcomes, such as academic engagement, achievement, and social relationships. In one of the
only studies to examine academic performance among students who participated in a school-based trauma treatment,
Kataoka et al. (2011) provide important preliminary evidence for a positive impact on grades.
The impact of trauma-specific treatments on academic
outcomes is relevant to increase the likelihood that access to
intervention in schools is sustained over time (Kataoka et al.,
2011; Nadeem & Ringle, 2016). Aligning trauma-specific
treatments with the educational missions of school is critical to sustainment of a trauma-informed approach (Nadeem
& Ringle, 2016), which includes articulation as to how a
trauma-informed approach that includes both trauma-sensitive and trauma-specific practices fits with other initiatives
that support student success. Several qualitative studies have
identified potentially important factors for the sustainability of trauma-specific treatments in schools beyond demonstrating an impact of the treatments on academic outcomes
(Baweja et al., 2016; Langley et al., 2010; Nadeem & Ringle,
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2016). For example, Langley et al. (2010) found that teachers who perceived the benefits of trauma-specific treatments
were less reluctant to let their students leave class to participate in the intervention. In addition, Baweja et al. (2016)
highlight the importance of teacher–clinician consultation
as an element of trauma-specific treatments. Consultation
may allow teachers to be more invested in the trauma-specific treatment as well as be more capable of managing the
behaviors of trauma-exposed students in their classroom,
resulting in increased teacher engagement and a more positive classroom environment. Future research should examine
whether expansion of treatment models to include teacher
training in trauma and teacher–clinician consultation lead
to increased teacher buy-in and sustainability of traumafocused treatments.
There is also a need to identify moderators and mediators
of school-based trauma intervention effects, such as intervention components and approaches, developmental level
of the child, amount of training provided to the clinician,
and dosage. Understanding what accounts for differences
in treatment effects and what works best for which children
and adolescents will aid in providing the best care for youth
struggling with trauma symptoms at school. Finally, few
interventions included in these reviews focused on treating
childhood trauma associated with neglect and household
challenges, such as parental absence or family discord. Often
more chronic in nature, these types of events can pose some
of the greatest threats to child development and are often
commonly experienced by entire populations of youth developing in contexts of persistent poverty. Thus, development
of innovative school-based interventions that take a more
universal approach to the treatment of chronic stressors may
be warranted.

Trauma‑Informed Approaches at the Whole School
Level
Although several models outline core components and
implementation processes for the development of traumainformed schools (see Chafouleas et al., 2016, for a review),
empirical studies have yet to identify factors that lead to
the adoption, successful implementation, and sustainment
of comprehensive trauma-informed approaches. Furthermore, aside from preliminary data from case studies (e.g.,
Dorado, Martinez, McArthur, & Leibovitz, 2016), little
is known about whether the educational workforce finds
trauma-informed approaches acceptable and feasible.
Given the rapid push for expansion of trauma-sensitive
schools (Overstreet & Chafouleas, 2016), there is a critical
need for rigorous research on implementation processes to
identify cost-efficient and effective strategies for the adoption and implementation of trauma-informed approaches by
schools. A critical opportunity for future work is to establish
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a crosswalk that aligns related initiatives in supporting student social, emotional, and behavioral success so that a
trauma-informed approach is not simply viewed as an addon to the workload or a temporary initiative. Early reports
from uncontrolled studies of trauma-informed schools
have reported drastic reductions in suspensions and office
referrals (Dorado et al., 2016; Stevens, 2012). However, as
noted by Overstreet and Chafouleas (2016), it is not clear:
(a) what specific elements of the trauma-informed schools
may have contributed to those changes, (b) what shortterm outcomes (e.g., changes in classroom management
approaches, changes in school discipline policies, changes in
student functioning) may have served as precursors to those
changes, or (c) whether there are other long-term outcomes
that could be expected. As researchers consider long-term
outcomes, it will be critical to include teacher and school
outcomes, in addition to student outcomes. For example,
with an increased understanding of trauma and its effects,
teachers may be challenged by secondary traumatic stress,
which is characterized by emotional disturbances that often
manifest when working with trauma-exposed populations
(Figley & Kleber, 1995).
In summary, available resources and supporting evidence for addressing the needs of trauma-exposed students
in schools is growing, with established trauma-specific
interventions targeted toward individual students experiencing negative symptoms and promising trauma-informed
approaches for the entire school that address other points for
intervention More research is needed to refine our knowledge on the best implementation approaches, to link our
interventions to academic outcomes, and to understand how
to sustain these efforts over time.
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