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Becoming Trauma-Informed: Supporting Staff Through the Process of Change to Enhance
the Care of Youth with Complex Trauma
Introduction

Child maltreatment generally encompasses neglect and physical, sexual, and
psychological abuse to those younger than 18 years old (Centers for Disease Control &
Prevention [CDC], 2018; World Health Organization [WHO], 2018). In 2016, about 676,000
children in the United States experienced abuse or neglect, of which more than 1,750 died as a
result of child maltreatment (CDC, 2018). For those who survive, child maltreatment often leads
to traumatic stress, which can cause disruption in brain development, impair development of
nervous and immune systems, and increase risk for behavioral, physical, and mental health
problems in adulthood (CDC, 2018; WHO 2018). As a result, childhood traumatic stress is
associated with higher utilization of services across systems including health, mental health,
child welfare, and juvenile justice systems (Briggs et al., 2013), putting increased demands on
these child-serving systems, particularly in Oregon.
Problem Description

The number of child maltreatment victims in Oregon is consistently higher than the
national rate. Since 2012, the child maltreatment victimization rate in Oregon has increased by
23.8% reaching 13.6 per 1,000 children compared to the national rate of 9.1 per 1,000 children
(United States Department of Health & Human Services [HHS], Administration for Children and
Families [ACF], Administration on Children, Youth and Families [ACYF], & Children’s Bureau,
2018). Unfortunately, Oregon is failing to meet the needs of children with complex issues who
are involved in multiple child-serving systems (Oregon Health Authority [OHA] & Oregon

Department of Human Services [DHS], 2018). A primary recommendation to address this crisis
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is for all child-serving systems to become trauma-informed (OHA & DHS, 2018). Lack of a
trauma-informed approach can lead to re-traumatization and continued skill deficits in areas
needed to be successful in school, work, in the community, and in interpersonal relationships.
(Oregon Health Authority Addictions and Mental Health Division [OHA AMHD], 2013).
Although it is well documented that trauma-informed care (TIC) can improve outcomes for child
maltreatment victims, lack of knowledge about how to successfully integrate TIC into practice is
a significant barrier to meeting the needs of this population.

It is estimated that only about 20-50% of changes in work process are successful
(Steckler, Rawlins, Williamson, & Suchman, 2016). A lack of knowledge about how to
successfully navigate work process change can impede an organization’s ability to become
trauma-informed, thwarting efforts to improve outcomes for children experiencing traumatic
stress. Morrison Child and Family Services (MCFS) is a non-profit, community mental health
organization in Oregon that serves populations at high risk for complex trauma, such as youth in
residential treatment centers, in foster care, involved in the juvenile justice system, and youth
experiencing poverty or homelessness (Complex Trauma Treatment Network, n.d.). In response
to the need to implement trauma-informed care in child-serving systems, MCSF has started
implementation of the trauma-informed intervention Attachment, Self-Regulation, and
Competency (ARC). ARC is an empirically supported, evidence-based intervention that includes
individual, family, and systems modalities to address complex trauma in children age zero to
eighteen (OHA AMHD, 2013; NCTSN, n.d.). The consultation period from ARC trainers has
concluded and given the poor rate of successful change integration in healthcare, leadership at
the MCFS Beaverton clinic are seeking assistance to develop internal structures to support

sustainable implementation of ARC.
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Available Knowledge

Although the complexity of health care settings presents challenges to implementing
evidence into practice, change can be more effective if grounded in appropriate theory (Davidoff,
Dixon-Woods, Leviton, & Michie, 2015; Davis, Campbell, Hildon, Hobbs, & Michie, 2015). A
change theory that can be adapted to a wide variety of settings and is based on continuous
improvement can help navigate the significant gaps that exist between evidence and practice,
while sustained implementation of TIC specifically requires ongoing educational support for
staff. Organizational readiness for change was a common theme found in the literature on change
theory. Lack of organizational readiness for change may account for up to half of unsuccessful
change initiatives (Rubenstien et al., 2014). Despite inconsistent language and narrow views of
readiness (Attieh et al., 2013; Rubenstien et al., 2014), similarities surfaced related to
organizational dynamics, change process, innovation readiness, institutional readiness, and
personal readiness (Attieh et al., 2013). The common theme of ongoing assessment at
organizational and individual levels highlights the need to assess change readiness from a
multilevel perspective throughout the entire change process.

Change is no longer considered time-limited, but rather thought to be a continuous
process (Batras et al., 2015; Worley & Mohrman, 2014) and use of a theoretical framework is
considered necessary to meet the continuous challenges of policy driven, evolving healthcare
systems (Attieh, et al., 2013; Batras, Duff, & Smith, 2015; Orr & Davinport, 2015).
Implementation of sustainable change requires an ability to be flexible in the pace of change,
which varies across settings (Batras et al., 2015; Worley & Mohrman, 2014). Further, appropriate
market and political forces, clearly defined goals, and internal change advocates are critical to

successful change implementation (Batras et al., 2015). Trauma-informed care (TIC)
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interventions currently have political momentum behind them driven by policy such as The
Affordable Care Act and are supported by efforts of national groups such as Substance Abuse
and Mental Health Services Administration and National Child Traumatic Stress Network, and
by the state through the Oregon Health Authority. However, specific implementation strategies
must be taken into account.

Staft support is an essential component to sustained implementation of TIC frameworks.
Minimal access to trainings is a key barrier to successful ARC implementation (Hodgdon,
Kinniburgh, Gabowitz, Blaustein, & Spinazzola, 2013). Psychoeducation for staff on the impacts
of trauma is critical to helping staff understand the purpose of TIC and gain staff buy- in (Bryson
et al., 2017). Training also provides staff with a common language that can be used to describe
specific interventions and patient experiences (Bryson et al., 2017). Further, staff need continued
educational support throughout the change process via activities such as recertification, ongoing
training, coaching, and supervision (Bryson et al., 2017; Hodgdon et al., 2013). ARC Trainings
should be both didactic and experiential with opportunities for staff to practice self-regulation
(Bryson et al., 2017; Hodgdon et al., 2013). For example, clinicians can explore how to regulate
their own arousal level while helping a client to process trauma. Literature also indicates an
increased ability to promote a culture of safety and increased job satisfaction among providers
that participate in TIC training (Damian, Gallo, Leaf, & Mendelson, 2017), which helps to
sustain TIC principles in practice.

The ARC framework is designed to be flexible to adapt to numerous settings with varying
resources and has improved outcomes for youth in outpatient, residential, classroom, and
juvenile justice settings (NCTSN, 2012). Initial ARC implementation generally consists of an

initial training and a period of consultation from ARC trainers (NCTSN, 2012). The consultation
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period from ARC trainers has concluded at MFCS and further integration of ARC requires a
structured implementation plan (Hodgdon et al., 2013). To ensure sustainability of ARC, a
trauma team to provide leadership and focus should be established, policies and procedures
should support ARC, orientation and ongoing training should be established, and there should be
ongoing evaluation of ARC practice (Hodgdon et al., 2013; NCTSN, 2012). However,
knowledge is lacking on how to implement these ARC specific changes. Survey of recent change
theory literature (see table 1) provides rationale for a flexible theory that facilitates ongoing
multilevel assessment and can guide implementation of changes specific to sustainable ARC
implementation.

Table 1

Major change theories identified in the literature

Benefit

Theory

Description

Application

Organizational Readiness
for Change

Transtheoretical Model of
Change

Lewin’s Three-Step Model

Roger’s Diffusion Theory

Organizational Learning

Theory of Organizational
Culture

Readiness determined
through assessment of
change commitment and
perceived ability to
change

Behavioral model; uses
five stages of change;
identifies decisional
balance

Based on field theory and
group dynamics

Explores communication
about an innovation, how
it spreads, and learning
process; five stages; relies
on a change advocate

Establishes congruence
between what is said and
what is done using

Change created through
repeated group
experiences of success

Contextual factors used to
predict variation in uptake

Predicting and working with
behavior change; navigating
organizational change

Maximizing efficiency,
effectiveness, and sustainability

Identifying barriers to change

Creating open and reflective
learning cultures

Embedding change within
organizational culture

Organizational

Organizational
& Individual

Organizational

Organizational

Organizational

Organizational
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Receptive Context for Manipulation of non-static  Designing health initiatives in Organizational
Change variables that influence bureaucratic organizations
receptiveness to change

Kotter’s Eight-Step Process  Incremental Avoiding barriers to change Organizational
transformational change

Note: Organizational Readiness for Change and Transtheoretical Model of Change information
is from Rubenstein et al. (2014); Lewin’s Three-Step Model, Roger’s Diffusion Theory,
Organizational Learning, Theory of Organizational Culture, and Receptive Contexts for Change
Theory information is from Batras, Duff, and Smith (2015); Kotter’s Eight-Step Process
information is from Orr and Davinport (2015).
Rationale

Sustainable implementation of ARC can be achieved at MCFS Beaverton clinic through a
quality improvement initiative informed by the Transtheoretical Model of Change (TMC) and
focused on the development of an ARC educational support system. Leadership at the clinic are
not currently using a formal change theory to guide implementation of ARC and no educational
support system has been developed. TMC was the one empirically supported framework
identified in the literature that can be applied at both the organizational and individual level (see
table 1). Given the current healthcare environment, the multilevel application of the TMC is well
suited to guide successful implementation of trauma-informed care interventions in child-serving
systems, including community mental health settings. At the organizational level, TMC can help
identify specific barriers and facilitators to implementing evidence-based practice, and provide
direction for change implementation (Rubenstein et al., 2014). TMC also provides the flexibility

of ongoing assessment which is consistent with the ongoing nature of change. At the individual
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level, TMC is well suited to the situation at the MCFS Beaverton clinic as the implementation
process is already underway and staff are in various stages of change.

TMC can also be used to guide the development of an educational support system
informed by the literature. Staft educational support identified in the literature and not currently
established at the MCFS Beaverton clinic includes initial training, ongoing training, and
coaching. Development of initial and ongoing training that include didactic and experiential
components can improve sustainability of ARC. TMC assessment can help identify potential
change advocates who can be recruited to provide leadership and coaching that further supports
staff and informs ongoing education modules based on staftf identified needs.

Specific Aim

The overall aim for this project is to establish continuous educational support for staff at
various entry points to enhance the sustainability of ARC, a trauma-informed practice, in a
community mental health setting that serves youth experiencing complex trauma. Foundational
education, ongoing education, ongoing needs assessment, coaching, and understanding of
provider perceptions are goals that support this aim and are informed by the literature on change
implementation in general and TIC specifically.

Methods
Context

MCEFS Beaverton clinic is a non-profit, outpatient clinic that is one of nine office
locations in the Portland metro area and Salem that provide comprehensive mental health and
substance abuse services for youth. The clinic serves approximately 400 patients annually
through the efforts of 20 employees. Patient care staff include seven Licensed Professional

Counselors, four Clinical Social Workers, two Marriage and Family Therapists, one Psychiatric
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Mental Health Nurse Practitioner, and one Skills Trainer. Support staff include three
administrative staff, one clinical supervisor, and one clinic manager. The majority of patient care
staff are new to the field and there is high turn-over among both support and patient care staff.
Through informal conversations with staff and leadership, the work environment is perceived to
be safe and supportive, though stressful due to the nature of the work (personal communication,
April 11, 2018). Clinical staff report that leadership is highly accessible, supportive, and open to
discussing new ideas (personal communication, April 11, 2018). All staff are encouraged to
participate in weekly self-care activities and engage in improvement conversations during
regularly scheduled weekly team meetings.
Intervention

The Model for Improvement framework was used to guide application of TMC principles
to assess organizational readiness, individual readiness, as well as identify facilitators and
barriers to sustainable implementation of ARC. A four-hour foundational education module was
created and delivered to current staff and to new staff as part of the on-boarding process. Change
advocates among staff were identified and an ARC Support Team was created to provide
coaching and co-lead ongoing education modules. This author led the initial Plan, Do, Study, Act
(PDSA) cycle of the quality improvement project with assistance from the clinic manager and
identified change agents.
Study of the Intervention

Data was collected via an online survey that was administered before and after the
foundational educational module. Links to the pre- and post- surveys were administered to all
staff via work email. The survey included rating scale and open-ended question formats. The

goal of tracking staff perceptions was to understand if the educational intervention had an impact
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on staff movement through stages of change and what effect ARC has on clinical care. The goal
for staff attendance at the foundational education module was 100%.
Measures

Outcome and process measures were collected during this initial PDSA cycle. The first
outcome measure of focus was staff perceptions of knowledge of and comfort using ARC. Data
was collected in Likert scale format and reported as the number and percentage of staff in each
stage of change for each ARC building block. The second outcome measure of focus was staff
perceptions of how using ARC impacts client interactions. A free text box was provided in the
survey to gather data on the impact of ARC on client interactions and this data was categorized
into themes based on similarities found in the data. The percentage of staff that participated in
the initial training was the process measure used during the initial PDSA cycle.
Analysis

Information gathered at baseline and after the foundational education module was
collected and stored electronically. Descriptive analysis of quantitative data was performed to
summarize individual variables and find patterns. Changes were considered to be an
improvement if provider perceptions reflected progression through the stages of change,
indicated by frequency and percentage data. Narrative analysis was completed on qualitative
data. Word repetitions were used to create a framework for identifying themes.
Ethical Considerations

Quality improvement status was obtained via the Internal Review Board determination
process. No identifying data was collected or displayed in order to maintain staff privacy. All
information was stored in a secure online Box account. The foundational education module was

provided at the clinic during regular business hours. No clients were scheduled for the day,



BECOMING TRAUMA-INFORMED 11

allowing all staff to participate with regular pay. There are no conflicts of interest to report. This
author would like to acknowledge the cooperation and support of MCFS staff.
Results
Staffing issues resulted in some challenges. Figure 1 provides a summary of the steps

taken and challenges faced during this initial PDSA cycle. Due to the loss of a significant
number of staff, there were thirteen baseline survey respondents, reflecting 100% of staff at that
time. Due to the loss of two ARC Support Team members this author presented the foundational
education module along with the one remaining ARC Support Team member. Continued staffing
issues resulted in only seven post-education survey respondents. Despite these challenges,

meaningful information was obtained.

Figure 1: Summary of first PSDA cycle

ARC Support Team

Identified 3 change agents among staff Meeting to establish roles

Survey Development

Designed to capture staff engagement, perceptions, and Informed by meeting with

experience with ARC ARC Support Team

Enducation Module Development

Informed by meeting with ARC Support Team and meeting with Informed by existing ARC materials
all staff

Pre-Education Survey

Follow up emails sent to encourage compliance High staff turnover presented traking challenges

Foundational Education Session

Presented by 1ARC Support Team member and the author due All current staff completed pre-education survey and attend
to loss of staff session

Follow up emails sent to encourage compliance Continued staff turnover Ited in lost to foll p
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Descriptive analysis of qualitative data revealed organizational readiness and movement
through the stages of change. About 70% of staff were either in preparation, action, or
maintenance stages of change at baseline, indicating the organization’s overall readiness. In post-
education survey data, this figure jumped to 86%, with about 43% of staff in the maintenance
stage alone. Figure 2 provides the percentage of staff in each stage of change before and after the
foundational educational module, clearly illustrating staff movement through the stages of
change. Further, there was a global increase in staff knowledge of and comfort using ARC
components (figure 3). The most improvement was found in engagement and caregiver affect

management components, with the least improvement in trauma experience integration.
Figure 2: Movement of staff through the stages of change
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Figure 3: Changes in staff perceptions of knowledge and comfort using ARC components
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Qualitative data analysis revealed perceived effects of ARC on patients and barriers to
using ARC (figure 4). Themes related to effects on patients included safe and predictable
environment, calming effect, increased knowledge, connection, and confidence, as well as
healthier relationships. At baseline, several staff members were unable to articulate how ARC
effected clients, which improved after the education module. Barriers included lack of time to
learn concepts, heavy caseloads, and confusing language on ARC worksheets.

Figure 4: Staff experiences using ARC
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Discussion

Summary

The foundational education module helped staff to move forward through the stages of
change by increasing staff knowledge of and comfort using ARC principles. Staff also gained
increased ability to identify the effects of ARC. This outcome is in line with findings from the
literature and supports the project aim by providing an educational module that can be delivered
as an annual review and as part of the onboarding process. Involvement of staft at each level
increased buy-in and facilitated sustainability of the work beyond this authors involvement. The
project also provided a framework MCFS can use to implement ongoing trainings which are vital
to the success of TIC work process change.
Interpretation

Using the Model for Improvement to guide TMC principles for TIC work process change
was successful in this clinic setting. Staft gained knowledge and comfort that increased the
organizations ability to provide TIC. Leadership also gained knowledge of specific barriers staff
face, which provides opportunities to further expand ARC fluency. This project proves to be a
powerful first step toward establishing continuous educational support for staff at various entry
points to enhance the sustainability of ARC. Based on the literature and outcomes of this project,
it is reasonable to expect that with ongoing educational support the capacity of the organization
to fully implement ARC will continue to improve. Overall, the results of this project reflect the

anticipated outcomes, despite contextual challenges.
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Limitations

The outcomes of this project are limited to the organization, though similar organizations
may find comparable results. The small number of survey respondents make the results site
specific and there may be inaccuracies in the data due the number lost to follow up. The staffing
challenges that community mental health settings face will be an ongoing barrier to data
accuracy in improvement work, however, this should not deter organizations from improvement
work as it is vital to the success of work process change initiatives like TIC.

Conclusions

Oregon has a significantly higher rate of child maltreatment compared to the national
rate, resulting in many detrimental long-term developmental outcomes. To address this crisis,
Oregon Health Authority and Oregon Department of Human Services have identified TIC as a
primary recommendation for child-serving systems. Successful implementation of TIC is an
important work process change that can prevent re-traumatization and improve outcomes related
to school, work, community involvement, and interpersonal relationships. The sustainability of
this work is dependent on ongoing educational support for staff.

Next steps for this project include providing monthly education modules during regularly
scheduled team meetings. Ongoing needs assessment can be obtained through the ARC Support
Team by tracking how often this source is utilized and what additional staff needs are identified.
Balancing measurement can be obtained via the Professional Quality of Life survey to be
delivered prior to the start of monthly education modules and on a quarterly basis. This will
ensure we are not losing sight of those who are caring for youth with complex trauma. After all,

the key to becoming trauma-informed is supporting staff.
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