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Abstract

The prevalence and pervasive impact of adverse childhood experiences (ACEs), and more 

broadly, trauma, are well supported in the extant literature. Despite this evidence, there remains 

a significant dearth of formal training and educational programs that prepare staff who work with 

trauma survivors within complex behavioral health systems. Trauma-informed care (TIC) has 

moved beyond a trend in the mental health field and is gaining momentum as a leading 

philosophical paradigm that is being infused as an operational framework for agencies that work 

with survivors. Risking Connection (RC) is a curriculum-based training program that works 

with agencies interested in becoming trauma-informed. The current study examined the impact 

of RC on trainee outcomes for knowledge gain, attitude change, and vicarious trauma (VT) on 

119 participants who all work for a therapeutic group home system being operated by a 

provincial government in Atlantic Canada. The findings in this study suggest that RC is 

effective in improving knowledge gain and attitude change in a favorable direction toward TIC. 

The study also supported previous findings associated with the improvement of VT.
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CHAPTER 1. INTRODUCTION

Introduction to the Problem

The negative impact of maltreatment and other Adverse Childhood Experiences (ACEs) 

on early development cannot be overstated. ACEs refer to a cluster of negative childhood 

experiences that have been identified as core risk factors for the development of trauma 

symptoms as well as other chronic conditions visible in adulthood (Anda et al., 2006; Cotter & 

Yung, 2017; Felitti et al., 1998; Sciaraffa, Zeanah, & Zeanah, 2018; Sousa et al., 2018). ACEs 

and, more broadly, trauma, often creates lifelong health problems for survivors, but also 

constitute a substantial strain on public health systems (Chartier, Walker, & Naimark, 2010), and 

have been described as a pandemic (Women and Trauma Federal Partners Committee, 2013). 

The ACEs study was foundational in raising awareness of the prevalence and profound impact 

that trauma can have on survivors (Anda, Butchart, Felitti, & Brown, 2010; Cotter & Yung, 

2017; Felitti, et al., 1998). Children who have experienced chronic abuse and neglect, usually in 

the form of violence and attachment disruptions in their caregiver systems, simultaneously grow 

and develop in adverse conditions (Sciaraffa et al., 2018; Sousa et al., 2018; Stolbach et al., 

2013). The developmental stress-responses to these negative environments carry lifelong 

neurobiological, social, psychological, attachment, and self-regulatory consequences (Baker et 

al., 2017; Brown, Baker, & Wilcox, 2011; Hamoudi, Murray, Sorensen, & Fontaine, 2015). 

Unlike single-incident trauma (i.e., car accident, mugging), cumulative childhood trauma 

exposure results in a more complex constellation of symptomology and covers a broader array of 

dysfunction (Cook, Blaustein, Spinazzola, & van der Kolk, 2003; Courtois, 2008; Giourou et al., 

2018) that is not adequately captured by the symptomology of Posttraumatic Stress Disorder
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(PTSD) as outlined in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 

(DSM-5) (American Psychiatric Association, 2013). Complex trauma or complex PTSD has 

been widely described in the field literature to capture the adaptive symptomology not 

represented in the traditional purview of PTSD (Cook et al., 2003; Giourou et al., 2018; Herman, 

1992; van der Kolk, Roth, Pelcovitz, Sunday, Spinazzola, 2005).

The high prevalence of complex trauma in the general population has been widely 

established in the extant literature (e.g., Felitti et al., 1998; Finklehor, Turner, Shattuck, & 

Hamby, 2015; McLaughlin et al., 2013; Wildemann et al., 2014). Though the rates are alarming 

in the general population, they pale in comparison to the rates of complex trauma identified 

among at risk populations, especially those who reside in various behavioral and mental health 

settings (Pickens, 2016; Sochting, Corrado, Cohen, Ley, & Brasfield, 2007).

Youth who reside in various congregate care settings such as residential treatment centers 

and group homes (Baker et al., 2017; Brown et al., 2011; Hummer, Dollard, Robst, Armstrong, 

2010), juvenile detention centers (Pickens, 2016) and the general child welfare system (Bartlett 

et al., 2018; Kramer, Sigel, Conners-Burrow, Savary, Tempel, 2013) experience complex trauma 

at disproportionately higher rates than the general population. Despite this, those who staff these 

agencies have rarely been required to have an educational background specific to working with 

survivors of trauma (Courtois & Gold, 2009; Strand, 2018a; Tompkins & Neale, 2016), nor have 

they been given appropriate in-house training by the agency (Ford & Courtois, 2013; Tompkins 

& Neale, 2016). The recent burgeoning of research on the prevalence and impact of complex 

trauma has pressured agencies to address the training and education gap resulting from staff who 

have no exposure to a trauma curriculum in their education programs (Baker et al., 2017; 

Courtois & Gold, 2009; Strand, 2018a). These agencies have become a prime target for trauma- 
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informed training interventions. A cluster of recent research (see Baker et al., 2017; Brown et 

al., 2011; Chafouleas, Johnson, Overstreet, & Santos, 2016; Overstreet & Chafouleas, 2016; 

Pickens, 2016) has been integral to melding the principles of Trauma-Informed Care (TIC) with 

implementation science (Baker et al., 2017; Fixsen, Blase, Naoom & Wallace, 2009; Strand & 

Walsh, 2018) in order to establish a framework for agencies to shift their organizational culture 

towards a favorable direction in TIC. With more rigorous benchmarks and indicators being 

entrenched in the existing literature, TIC is quickly moving beyond a trend in the mental health 

field (Brown et al., 2011) and is becoming established as an emerging best practice.

There are many training curriculums that have been developed to help agencies make the 

shift towards TIC, such as the Sanctuary Model and Risking Connection (RC). In a group- 

randomized research design, Rivard, Bloom, McCorkle, and Abramovitz (2005) found that 

implementation of the Sanctuary Model improved treatment environments in residential facilities 

such that staff felt safer and more supported. Further, this study associated TIC with better 

outcomes for clients including an increase in client coping strategies and a higher sense of 

control. Like the Sanctuary Model, RC has been implemented across various agencies in Canada 

and the United States in recent years. Unlike trauma-specific interventions that are used to treat 

an individual's trauma symptoms, RC is a trauma training that provides agencies with a 

conceptual framework for understanding trauma and it follows established stages of 

implementation that lead to sustainable outcomes for agencies (Baker et al., 2017; Brown et al., 

2011; Strand & Walsh, 2018). RC has two outcome studies to date that have evaluated outcomes 

across six agencies (see Baker et al., 2017; Brown et al., 2011) that have followed stages of 

implementation generally supported in the literature (Strand & Walsh, 2018). Both studies have 

found RC effective in increasing staff knowledge associated to TIC as well as shifting staff 
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attitudes in a favorable direction to TIC. Further, the study conducted by Baker and colleagues, 

(2017) used a mixed methods design and found RC beneficial to improving staff wellness. The 

RC training program includes an evaluation process to measure trainee outcomes, which is 

important given the push for agencies to adhere to evidence-informed practices and to measure 

outcomes for training initiatives.

Background of the Study

As the benefits of TIC are recognized in the expanding literature (see Chafouleas et al., 

2016; Overstreet & Chafouleas, 2016), TIC is quickly becoming more widely accepted as a 

philosophy of care and foundational framework for many human service agencies, particularly 

residential treatment centers, group homes (Baker, Brown, Wilcox, Overstreet, & Arora, 2015; 

Baker et al., 2017; Brown et al., 2011) and even schools (Chafouleas et al., 2016). In order to 

ensure agencies are creating sustainable outcomes associated to strong TIC cultures, Chafouleas 

and colleagues (2016) suggest particular attention is paid to implementation, professional 

development of staff, evaluation of outcomes, and the amelioration of staff wellness. 

Risking Connection

The RC trauma training provides agencies with a philosophy of care and a relational 

framework for understanding the complex responses to traumatic experiences (Baker et al., 2017; 

Brown et al., 2011; Giller, Vermilyea, & Steele, 2006). Using relational and experiential 

teaching methods, the curriculum-based training infuses practical day-to-day strategies and 

approaches used to treat a variety of adaptive symptoms within a TIC philosophy (Baker et a., 

2017; Brown et al., 2011; Saakvitne, Gamble, Pearlman, & Lev, 2000). The approach is 

theoretically grounded in constructivist self-development theory (CSDT), a clinical theory that 

describes personality development as a construct of an individual's complex responses to their 

4



environmental and social experiences (Giller et al., 2006; McCann & Pearlman, 1990; Pearlman 

& Saakvitne, 1995). As individuals grow and develop, they co-construct their own realities 

within the relational context of their environment. With regard to adverse experiences, CSDT 

suggests that many individuals will develop, to varying degrees, social, psychological, and 

neurobiological adaptations associated to their trauma. These developmental responses remain 

meaningful and adaptive in nature (Baker et al., 2017; Brown et al., 2011; McCann & Pearlman, 

1990; Pearlman & Saakvitne, 1995).

The RC curriculum has been carefully adapted as a 20-hour experiential and relational 

training based on teaching a philosophy of care rather than a trauma-specific intervention. The 

training focuses on teaching trainees about the lifelong impacts of trauma while providing a 

framework for understanding the complex manifestations of traumatic experiences. The training 

emphasizes the role of the therapeutic alliance, empowers clients and treatment providers, and 

views symptoms as adaptive and meaningful for clients. These principles are fused with 

practical approaches to help providers collaborate in the healing process. Finally, the training 

provides an in-depth exploration of the experience of the staff and teaches practical tools to help 

manage the cumulative negative effects of the work on the staff. A number of constructs have 

been used to describe the adverse impact on staff as a result of working with traumatized clients, 

including compassion fatigue (Figley, 2002), secondary traumatic stress (STS; Figley, 1995), and 

vicarious trauma (VT; McCann & Pearlman, 1990). Although all of these terms adequately 

describe the development of trauma symptomology of staff, the present study refers to this 

phenomenon as VT (McCann & Pearlman, 1990; Saakvitne et al., 2000; Substance Abuse and 

Mental Health Services Administration [SAMSHA], 2014).
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To further embed RC, the Traumatic Stress Institute (TSI) developed a process called 

Whole System Transformation to Trauma-Informed Care, which includes agency consultations, a 

basic training package, a train-the-trainer training, and an evaluation of trainee outcomes. This 

process ensures that RC implementation involves multilevel participation from the agency to 

maximize the overall agency buy-in of the philosophy as well as to positively affect 

administrative commitments (i.e., future hiring practices, policy revision, universal trauma 

screening practices) that complement the training initiative (Harris & Fallot, 2001; Strand & 

Walsh, 2018).

Implementation Site: Government-run Therapeutic Group Care in Atlantic Canada

This study focused on trainee outcomes related to the implementation of RC at a 

therapeutic group care system being operated by a provincial government in Atlantic Canada. 

The study was a secondary data analysis of data collected during the initial implementation phase 

of the training. The government-run program fully cooperated with TSI to implement the full 

training process and to create a trauma-informed culture within the group care system. The 

government-run program provides residential treatment, and group home services to youth who 

are in the care of the Director of Child and Family Services and who have been removed from 

their home due to ongoing abuse and neglect. Youth who reside in these facilities present with 

an array of challenging behaviors that require 24/7 awake frontline staff to run the programs.

Statement of the Problem

Just as trauma has profound and pervasive impacts on developing children, agencies that 

work with traumatized children often experience organizational challenges, including staffing 

issues, human resources issues, and leadership struggles at every level of the organizational 

culture (Bloom & Farragher, 2011; Ford & Courtois, 2013; Hales et al., 2018). Agencies that 
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fail to address these issues and continue to operate in these perilous conditions cultivate poor 

client outcomes as well as staff and agency depletion (Farragher & Yanosy, 2005; Hales et al., 

2018; Hopper, Bassuk, & Olivet, 2010; Morrissey et al., 2005). Agencies that neglect to address 

operational challenges such as workload issues, burnout, negative work environment, agency 

culture, and VT face significant fiscal strain with high benefit usage and constant human 

resources related costs (Bell, Kulkarni, & Dalton, 2003; Hales et al., 2017; Hales et al., 2018; 

Williams, Helm, & Clemens, 2012). Among the top challenges associated with agency decline is 

the quality of trained staff. According to Courtois and Gold (2009), the staff who have relevant 

educational backgrounds for the human service field are not adequately prepared for working 

with trauma clients. Similarly, Lotzin et al., (2018) found that healthcare staff working with 

substance abuse clients did not have the expertise to assess for or to respond to trauma survivors 

despite the high prevalence of trauma related symptoms. Training had to be brought into the 

agency to address the lack of staff preparedness. Farragher and Yonasy (2005) point out that 

frontline staff who work in residential facilities often have little understanding of the effect 

trauma has on the client let alone the secondary impact on the staff. Frontline staff typically 

work long hours, including overtime, with challenging clients, in order to supplement their 

income, and experience cumulative fatigue and high burnout rates. Farragher and Yonasy raise 

concern that frontline staff who stay in these conditions for long periods of time move beyond 

VT and become traumatized themselves, especially when the rest of the agency culture is not 

providing enough systemic support. Given these challenges with onboarding staff, agencies 

moving towards a TIC organizational culture must rely on in-house training initiatives to 

improve client, staff, and agency outcomes as well as address the education gap.
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Purpose of the Study

The purpose of this study was to examine the effectiveness of RC in creating trainee 

outcomes favorable to TIC. The study conducted a secondary data analysis of data collected 

from the government-run program during the initial stages of the RC training implementation. 

The study focused solely on staff outcomes that are influenced by the training. The study was 

closely informed by the Brown, Baker, and Wilcox (2011) study as well as the quantitative 

design of the Baker, Brown, Wilcox and Verlenden (2017) mixed methods study that established 

the foundation for RC trainee outcomes.

Research Questions/Hypotheses

The following research questions and hypotheses were used as the basis for analyzing the 

problem for this study: 

Research Question 1

Did the RC trainees gain knowledge favorable to TIC over the course of the RC 

implementation?

Null Hypothesis. The trainees did not gain knowledge favorable to TIC over the course 

of the RC implementation.

Alternative Hypothesis. The trainees gained knowledge favorable to TIC over the 

course of the RC implementation.

Research Question 2

Did the RC trainees shift their attitudes in a favorable direction toward TIC over the 

course of the RC implementation?

Null Hypothesis. Trainee attitudes did not change in a favorable direction toward TIC 

over the course of the RC implementation.
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Alternative Hypothesis. Trainee attitudes did change in a favorable direction toward 

TIC over the course of the RC implementation.

Research Question 3

Did Compassion Satisfaction, Burnout, and Secondary Traumatic Stress scores improve 

over the course of the RC implementation for trainees?

Null Hypothesis. Compassion Satisfaction, Burnout, and Secondary Traumatic Stress 

scores did not improve over the course of the RC implementation.

Alternative Hypothesis. Compassion Satisfaction, Burnout, and Secondary Traumatic 

Stress scores did improve over the course of the RC implementation.

Nature of the Study

The primary objective of this quantitative study was to investigate the effect of RC on 

trainee outcomes related to knowledge gain, attitude change, and the experience of the work on 

staff. The study was a secondary analysis of data that employed a repeated measures design 

using paired samples t-tests to examine the effect on the dependent variables (knowledge, 

attitude, compassion satisfaction, burnout, secondary traumatic stress) from the controlled 

independent variable (RC training) over the two time points. Univariate tests were conducted 

between each dependent variable and the independent variable to ensure the changes were not 

generalized and associated with other variable changes. The sample size (N = 119) supports the 

use of these analyses (Baker et al., 2017).

Theoretical Framework

The main theoretical framework that supports this research is the theory of planned 

behavior (TPB). Stemming from the theory of reasoned action (Ajzen & Fishbein, 1980; 

Fishbein & Ajzen, 1975), TPB posits that behavior change is best predicted by determinants that 
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affect an individual's intention toward adopting a specific change (Ajzen, 1991; Ajzen & 

Fishbein, 1977; Madden, Ellen, & Ajzen, 1992). Of particular note, Ajzen's (1991) model 

identifies three conceptually different determinants of behavior change: (a) attitude toward the 

behavior, (b) subjective norm, and (c) perceived behavioral control. The RC trauma training 

aims to support individual behavior as well as overall agency culture change by affecting these 

three determinants.

First, attitude toward the behavior refers to the degree to which an individual has a 

favorable or unfavorable belief that the behavior is worthwhile, effective, and will produce the 

desired outcome. RC has been successful at shifting attitudes in a favorable direction to TIC. 

This is achieved by increasing knowledge about trauma and trauma treatment as well as through 

challenging outdated assumptions (Baker et al., 2017; Brown et al., 2011). Second, subjective 

norm acknowledges the influence of perceived social pressures to perform or not perform a 

behavior, such as those pressures that exist within human services agency cultures. As the RC 

implementation process develops, more staff are trained, and system consultation occurs, 

knowledge and attitude shifts become evident across agency culture. Theoretically, this 

alignment of ideologies and practice increase TIC practices including staff addressing VT inside 

and outside of work. Finally, perceived behavioral control denotes the mastery of needed skills 

and abilities to perform a behavior with relative ease over competing behaviors. Shifts in 

attitudes and knowledge are believed to increase behavioral competency (Ajzen, 1991; Ajzen, 

2002; Ajzen & Fishbein, 1977; Baker et al., 2017; Brown et al., 2011). Further, individuals or 

groups who create goals around a desired behavior increase control over sustaining behavior 

change, as well as confidence to perform the behavior with ease (Conner & Armitage, 1998). RC 

is believed to have a positive impact on each determinant outlined in TPB.
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Through experiential learning and relational teaching techniques, RC's primary goals are 

to increase knowledge of TIC, change attitudes into a favorable direction of TIC, and create self

awareness. RC also teaches practical skills to address the impact of the work on the staff. RC 

has been shown to improve knowledge of TIC as well as move staff attitudes of TIC in a 

favorable direction, which impacts both the individual staff as well as the collective staff culture 

(Baker et al., 2017; Brown et al., 2011). From an organizational level, the consultation process 

further embeds RC principles at all levels of the agency. This whole systems approach works in 

unison to shift staff outcomes towards a favorable direction in TIC.

Definition of Terms

Burnout. Burnout refers to a subscale of the Professional Quality of Life (ProQOL) scale 

that measures the sense of emotional exhaustion and hopelessness as a result of doing one's work 

(Stamm, 2009).

Compassion satisfaction. Compassion satisfaction refers to a subscale of the Professional 

Quality of Life (ProQOL) scale that measures the pleasure that one derives from doing the work 

(Stamm, 2009).

Complex trauma. Complex trauma refers to both the chronic maltreatment and neglect, 

usually in the form of violence and attachment disruptions within caregiver systems as well as 

the resulting dysregulation that occurs across several domains of functioning (i.e., emotional, 

behavioral, interpersonal, physiological, and cognitive) (Cook et al., 2003).

Secondary traumatic stress. STS refers to a subscale of the Professional Quality of Life 

(ProQOL) scale that measures the cumulative negative affect of one's work that often emulates 

particular symptoms of direct trauma (i.e., intrusive images, sleep and other physiological 

difficulties) (Stamm, 2009). STS has been used interchangeably with VT in the extant literature.
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Trauma-informed care. Trauma-informed care is a term that refers to an organizational 

structure and framework that emphasizes the need for agencies to screen for, understand the 

effects of, and ameliorate rather than exacerbate the effects of trauma (SAMHSA, 2014).

Therapeutic group home. For the purpose of this study a therapeutic group home refers 

to a group home that provides a placement as well as support for behavioral and emotional health 

for children who cannot reside in their own home.

Trainee. For the purpose of this study, a trainee is anyone from the government-run 

program who attended the 3-day Risking Connection trauma training.

Train-the-trainer. Train-the-trainer refers to a second 3-day training in which a subset of 

trainees became Risking Connection trainers for the government-run program. The train-the- 

trainer training is part of the whole transformation to trauma-informed care implementation plan.

Assumptions and Limitations

The study was based on a number of statistical assumptions. The first assumption was 

normality. The research design assumed that the participant data sets were normally distributed. 

To check for normality, descriptive tests had to be run to look at skewness and kurtosis. 

Relatedly, the next assumption was that the participant data sets fell within a normal range. To 

check for outliers, the data input was double-checked. The final assumption was that the missing 

data was randomly missing and not identified as a specific pattern. In addition to these 

assumptions, there were a number of limitations associated with this research design.

Control Group

The major limitation of the repeated measures design was that the one-group design did 

not include a no-intervention control group. As a result, the design was prone to a potential 

internal validity issue known as contamination. Contamination reflects the extent to which 
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participants who have not received the intervention are inadvertently influenced by the 

intervention or treatment (Shenk, Noll, Peugh, Griffin, Bensman, 2016). Although there was no 

control group in this study, the agency engaged in implementation steps prior to the formal 

training (i.e., development of agency task force/committee, formal notification of training and 

training plan, developed an application process for participants etc.) that created some exposure 

to the training content. This exposure was likely exacerbated after the first training when the 

recently trained staff introduced training concepts, newly acquired skills and modeled changes in 

work behavior to their untrained coworkers. Therefore, causal inferences between the impact of 

the training and the noted changes in staff were difficult to draw when secondary exposure to 

training material may have attributed to the change (McCaleb, Andersen, & Hueston, 2008; 

Shenk et al., 2016). Relatedly, not having a randomized sample exacerbated this limitation. 

Because participants were not randomly assigned to groups, other factors related to the training 

initiative (i.e., training stronger staff in the initial trainings, changes in staff meetings, new 

language used by recently trained staff, general discussions and excitement about the training 

etc.) were beyond the control of this design and may have influenced outcomes (McCaleb, 

Andersen, & Hueston, 2008).

Self-reporting

Another limitation of this research design involved self-reporting. The surveys and 

measures administered were all self-reports. Although the principal investigator was not present 

in the room when the measures were filled out, the principal investigator did co-facilitate the 

initial training. It is possible that the general presence of the principal investigator caused 

participants to exaggerate answers, especially if participants were concerned about anonymity or 

the impact that the study might have on their job. Self-reports are generally criticized for 
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validity and reporting issues (Newbury et al., 2018; Podsakoff & Organ, 1986). Of particular 

note, answers can be exaggerated or minimized due to social desirability bias, which is the 

tendency to answer based on perception of what is socially favorable (Edwards, 1953; Edwards, 

1957; Newbury et al., 2018).

Organization of the Remainder of the Study

Chapter two will review the literature related to the research questions. Chapter three 

will describe the research methodology used to develop and answer the research questions. 

Chapter four will provide an analysis of the data. Chapter five will provide a summary, 

conclusions, and recommendations for future research.
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CHAPTER 2. LITERATURE REVIEW

This chapter examines literature related to the development of TIC. First, the prevalence 

and pervasive impact of complex trauma across the lifespan is explored in the extant literature. 

Second, the need for trauma recognition, beyond the scope of traditional parameters of 

posttraumatic stress disorder, is argued. Finally, the evolution of trauma-informed care and the 

need for service providers to respond to the trauma epidemic by moving agency services toward 

a trauma-informed model is established.

Understanding the Differing Manifestations of Trauma

One of the issues that remain in the trauma field, especially considering cross-cultural 

perspectives and the subjective aspects of trauma, is establishing a universally accepted 

conceptualization of trauma exposure and its effects (Giourou et al., 2018; Stamm & Friedman, 

2000). Although many definitions of trauma have emerged in the literature, the most significant 

disparity exists between the traditional and contemporary understandings. From a traditional 

perspective, trauma is usually understood as a single incident trauma that is so profound it 

involves an actual or perceived threat to one's personal integrity including serious injury or death 

(American Psychiatric Association, 2013; Giourou et al., 2018; Harris & Fallot, 2001). Single 

incident traumas often result in a formal diagnosis of PTSD or other trauma and stress related 

disorders recognized by the American Psychiatric Association (2013). More contemporary 

understandings of trauma emphasize the impact of repeated interpersonal traumas on emotional, 

behavioral, and relational functioning (Giourou et al., 2018; Harris & Fallot, 2001). These 

complex adaptations to trauma have taken on various labels, including complex trauma (Cook et 

al., 2003; Courtois, 2008), developmental trauma (van der Kolk, 2005), relational trauma 

(Schore, 2010), cumulative trauma (Ford & Courtois, 2013) and complex PTSD (Giourou, 2018;
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Herman, 1992). Despite the variety of labels, these contemporary definitions generally agree 

that the developing consequences of trauma take on complex forms across multiple domains of 

functioning and that adverse experiences are most prevalent in the early formative years.

Adverse Childhood Experiences

Adverse Childhood Experiences (ACEs) were first described in 1998 in a foundational 

trauma study that explored the relationship between childhood abuse and poor health outcomes 

later in adulthood, including early death (Felitti et al., 1998). ACEs refer to ten childhood 

experiences that have been identified as core risk factors for the development of complex trauma 

symptomology as well as other chronic conditions visible in adulthood. These ten experiences 

include: emotional abuse, physical abuse, sexual abuse, emotional neglect, physical neglect, 

domestic violence, household substance abuse, household mental illness, parental separation or 

divorce, and incarcerated household member. The researchers for this study provided 

participants with the ten-question survey and had them identify the number of ACEs they 

experienced in childhood. The researchers then cross-referenced the data with the health records 

of the 17,421 participants, which represented a middle-class and largely college educated 

sample. ACEs were positively correlated to chronic disease and disability in adulthood (Anda et 

al., 2006; Felitti et al., 1998; Stevens, 2012). Of particular note, 64% of this sample reported at 

least one ACE whereas 12% experienced four or more ACEs (Anda et al., 2006). As ACEs 

increased, the researchers identified a linear-to-dose relationship between the number of ACEs 

and the severity of documented health outcomes. Participants who reported four or more ACEs 

were six times more likely to commit suicide, seven times more likely to be substance 

dependent, forty-six times more likely to use injected drugs, two times more likely to develop 

cancer, two times more likely to develop hearth disease and two times more likely to be obese 
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(Felitti et al., 1998). Although the data from the original study is alarming, it pales in 

comparison to the proliferated research that examined at-risk populations, such as females in the 

juvenile justice systems, incarcerated men, children of alcoholics, children raised in foster care, 

and other children involved in the child welfare system (Anda et al., 2006; Baglivio et al., 2014; 

Bruskas & Tessin, 2013; Dube et al., 2001; Griffen et al., 2011; Hall, Stinson & Moser, 2018; 

Reavis, Looman, Franco & Rojas, 2013; Rahman, Perri, Deegan, Kuntz, Cawthorpe, 2018). The 

ACEs study has been foundational in establishing the risk factors for complex trauma as well as 

the concurrent health affects and the lifelong impacts of survivors.

Complex Trauma

Since the early nineties, researchers have been closely investigating the impact of early 

and prolonged exposure to traumatic events and adverse conditions on children (Herman, 1992; 

Herman, 2012). The first classification of trauma not encompassed by the PTSD diagnosis was 

referred to as DESNOS - Disorders of Extreme Stress, Not Otherwise Specified. This particular 

constellation of clinical symptoms and behaviors was not a distinct diagnosis; rather, it was 

indicated in the “associated features of PTSD” (Luxenberg, Spinazzola & van der Kolk, 2001; 

van der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 2005) in the Diagnostic and Statistical 

Manual of Mental Disorders, Fourth Edition (DSM-IV). The inclusion of DESNOS as a distinct 

category for capturing symptomology beyond the confines of PTSD has allowed for extensive 

research in this area, as well as several competing diagnostic concepts and labels including 

complex-PTSD (Giourou, 2018; Herman, 1992; Herman, 2012) and complex trauma (Cook et 

al., 2003; Courtois, 2008). Currently, the DSM-5, Trauma and Stressor-Related Disorders 

section offers two distinct diagnoses (i.e., Other Specified Trauma and Stressor Related

17



Disorder; Unspecified Trauma and Stressor Related Disorder) that attempt to classify symptom 

clusters that extend beyond the PTSD diagnosis.

Despite a long history of proposals to include a distinct category of Complex-PTSD 

(CPTSD) in previous versions of the International Classification of Diseases (ICD), Giourou 

(2018) noted strong evidence that the Eleventh Edition (ICD-11) would be remiss to not separate 

symptoms associated with CPTSD from traditional PTSD. Currently a distinct category within 

the ICD-11, CPTSD, was added and specifically refers to three symptom clusters (i.e., 1: affect 

dysregulation, 2: negative self-concept, and 3: disturbances in relationships) that capture changes 

to survivors' overall developmental and interpersonal functioning (Karatzias et al., 2019; World 

Health Organization, 2018). Further, the CPTSD diagnosis, as described in the ICD-11 supports 

the premise that the notable dysfunction is a result of sustained, repeated, or multiple forms of 

interpersonal abuse commonly seen in unhealthy caregiver situations (Karatzias et al., 2019). 

With the specific classification of CPTSD, assessment and treatment interventions will further 

recognize and treat the broad effects of individuals affected by interpersonal abuse (Karatzias et 

al., 2019). Individuals who have experienced constant toxic stress, particularly in key stages of 

development, are now being more formally recognized as suffering in a unique way from those 

who fit the symptoms of PTSD.

This unique array of challenging presentations commonly seen in children and 

adolescents who have experienced multiple and prolonged adverse events and maltreatment may 

be best accounted for by both the neurodevelopmental effects and the diminished opportunities 

for developing a healthy attachment to primary caregivers (Bartlett et al., 2018; Cotter & Yung, 

2017; Hall et al., 2018; van der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 2005). The 

National Child Traumatic Stress Network (NCTSN) has endorsed the term ‘Complex Trauma' 
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(Cook et al., 2003; Courtois, 2008; Rahman et al., 2018) to refer to various areas of functioning 

typically disrupted by early and chronic maltreatment. Courtois (2008) describes complex 

trauma as the cumulative effect of adverse experiences that occur repeatedly within the context 

of relationships. Attachment disruptions, neglect, physical and sexual abuse are all forms of 

childhood maltreatment that negatively affect development (Anda et al., 2006; Hall et al., 2018; 

Rahman et al., 2018).

Complex trauma assumes that seven major domain areas (that represent impairment) are 

typically associated to changes in mental health and overall functioning. These domains include: 

attachment, biology, dissociation, behavioral control, affect regulation, cognition, and self

concept (Cook et al., 2003; Cotter & Yung, 2017; Courtois, 2008; Sousa et al., 2018). These 

domain areas attempt to clinically represent the complexity of responses survivors may have 

when their core psychological needs are compromised. Responses closely linked to behavioral 

and emotional dysregulation (i.e., attachment, biology, behavioral control, affect regulation) are 

often the most noticeable presentations that quickly become the focus of clinical attention. 

These presentations are what practitioners commonly rely on to classify symptoms and render 

diagnoses (Bonanno & Mancini, 2012; Cook et al., 2003; Courtois, 2008; Giourou et al., 2018). 

Less observable changes in mental health (i.e., cognition, self-concept) represent shifts that may 

occur internally with regard to core beliefs and needs and are more difficult to measure 

(Saakvitne et al., 2000; Sousa et al., 2018). According to Goodman (2012) these distinctions 

between diagnoses are seen frequently in other clinical venues. For example, diagnosing the 

difference between a simple or complex seizure or a simple or complex bone fracture, involves a 

closer examination to the less observable symptoms associated to the complex diagnosis. 

Understanding shifts in a survivor's core thinking involves a deeper exploration of fundamental 
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psychological meanings associated to the event and ultimately to the environment. Changes in 

sense of self, ability to trust, ability to feel safe, fear of intimacy, and difficulty with modulating 

feelings states all represent adaptive changes to a person's cognitive and emotional processes 

(Saakvitne et al., 2000; Sousa et al., 2018). The cumulative effects of these traumas may result 

in PTSD; however, it is argued that these particular symptoms are developed beyond the current 

scope of what a PTSD diagnosis captures (Cloitre et al., 2009; Giourou et a., 2018; Simpson, 

Comtois, Moore, Kaysen, 2011). 

Posttraumatic Stress Disorder

PTSD, as outlined in the DSM-5, is characterized by the manifestation of five central 

symptom categories: exposure to an event, re-experiencing, avoidance, cognitive and mood 

alterations, and arousal. These domain areas have traditionally been researched as core 

psychological responses to an adverse event, whether brief (i.e., mugging) or extended (i.e., 

prisoner of war) and depict valid mental health sequalae in the survivor (Bonanno & Mancini, 

2012; Giourou et al., 2018). Single incident trauma is strongly correlated to the onset of PTSD. 

For survivors who live in a safe environment, especially children in a safe caregiver 

environment, the PTSD diagnosis has been shown to adequately capture core PTSD 

symptomology apart from symptoms associated to complex-PTSD and survivors who report 

broader abuse history profiles (Karatzias et al., 2017; Perkonigg, Hofler, Cloitre, Wittchen, 

Trautmann, Maercker, 2016). Further, particular PTSD screening tools have been shown to have 

strong predictability and reliability for accurately diagnosing PTSD. One study evaluated the 

effectiveness of a PTSD screening tool in children aged between 7 and 17 (n=90) who were 

hospitalized within four weeks of experiencing a traumatic event. The study (n=79) showed a 

PTSD instrument accurately assessed for and predicted PTSD in 89% of participants after a six- 
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month follow up. The instrument also accurately screened out 69% of participants who did not 

develop PTSD after six months (Nixon, Ellis, Nehmy, & Ball, 2010). The same study, however, 

also showed the other instruments tested were not able to accurately predict PTSD. Despite 

these encouraging statistics, the conditions of experiencing a single incident trauma, while 

having a safe and secure environment, are primary prerequisites for achieving these outcomes. 

Limitations of the PTSD Diagnosis

The diagnosis of PTSD has received scrutiny (Giourou et al., 2018; Maughan & Cicchetti, 

2002; Putnam, Trickett, Yehuda, & McFarlane, 1997) and continues to receive scrutiny for its 

limitations to capture the full scope of complex clinical manifestations of children and 

adolescents exposed to trauma (Cloitre, Garvert, Brewin, Bryant, & Maercker, 2013; Giourou et 

al., 2018; Knefel & Lueger-Schuster, 2013; Stolbach et al., 2013). Children who have 

experienced chronic abuse and neglect, usually in the form of violence and disruptions in their 

caregiver systems, often grow and develop in these adverse conditions (Sousa et al., 2018; 

Stolbach et al., 2013) and the diagnosis of PTSD does not encompass this type of development, 

which often carries lifelong and detrimental consequences (Courtois, 2008; Felitti & Anda, 1997; 

Felitti et al., 1998; Giourou et al., 2018). This population receives minimal support from the 

current diagnostic system as outlined in the DSM-5 to legitimize the complex symptomology 

stemming from trauma. The research on PTSD suggests that the PTSD diagnosis does not 

adequately capture trauma symptomology of victims of violence who do not live in safe and 

secure environments, which are conditions that are rarely met in trauma survivors. A survey that 

evaluated the rates and outcomes of complex trauma found that most trauma experienced by a 

survivor involved prolonged interpersonal violence. In fact, less than 10% of survivors were 

characterized as having a single-incident trauma such as an accident or serious medical illness
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(Spinazzola, et al., 2005). Most survivors of trauma, unless they meet full criteria for PTSD, are 

not receiving adequate treatment or support from the current diagnostic system. One primary 

issue is that the diagnosis is overlooked.

According to a Canadian national survey study, 76% of Canadian adults report some 

form of trauma in the lifespan; however, only 9.2% meet criteria for PTSD (Van Ameringen, 

Mancini, Patterson, & Boyle, 2008). Chesney and Sheldon (1991) discovered that 93% of 

adolescent inpatients had trauma histories, yet only 32% met full criteria for PTSD. A dataset 

kept by the National Child Traumatic Stress Network (NCTSN) analyzed a sample of over 9,000 

children receiving trauma services. Although over 70% of these children were exposed to 

multiple recent traumas, only 24% met criteria for PTSD (Pynoos et al., 2008).

In addition to failing to receive a diagnosis, other survivors often receive other, 

inaccurate diagnoses or diagnoses that do not adequately capture the treatment needs for 

particular trauma symptoms (Bonanno & Mancini, 2012; Griffen et al., 2011). Cohen, 

Mannarino, and Knudsen (2005) found that basing treatment outcomes solely on PTSD 

symptomology leaves gaps in addressing the broader array of symptoms associated to complex 

trauma. McDonald, Borntrager, and Rostad (2014) developed a questionnaire to capture 

symptoms outside the traditional PTSD criteria. This study found that participants reported 

events and symptomology that would not be captured by PTSD. Although an understanding of 

and treatment for PTSD remains important, the rates of complex trauma far exceed PTSD and 

therefore should be a central focus of mental health research and treatment.

Prevalence of Complex Trauma

The prevalence of complex trauma in the general population is concerning. The original 

ACEs study concluded that two-thirds of the general population report at least one ACE in a 
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lifetime (Felitti et al., 1998). Between 2004 and 2011 over 5.6 million children in the US 

experienced some form of childhood maltreatment (Wildemann et al., 2014). This study 

suggests that 1 in 8 children in the US will experience maltreatment by the age of 18 as opposed 

to the National Child Abuse and Neglect Data System (NCANDS) previous annual reports of 1 

in 100 US children. Another national survey, the National Survey of Children's Exposure to 

Violence, interviewed over four thousand participants via telephone and found that over 37% 

experienced physical assault and 9% of the physical assaults were so severe that they sustained a 

physical injury. Many other forms of childhood abuse were also noted (Finklehor, Turner, & 

Shattuck, 2015). According to the Public Health Agency in Canada (2008), there were 235,842 

maltreatment investigations in 2008. Of the 2008 statistics, 36% of the investigations 

substantiated maltreatment and later required some form of child protective intervention, 

including foster care and residential treatment. Of the 36% of substantiated maltreatment, 9% 

involved emotional abuse, 20% reported physical abuse, 34% witnessed domestic violence, and 

3% reported sexual abuse.

Earlier statistics show similarly alarming data. In a national comorbidity survey, Kessler, 

Sonnega, Bromet, Hughes, and Nelson (1995) found that 51.2% of women and 60.7% of men in 

the general public reported at least one trauma over their lifetime. In a public mental health 

setting, Mueser et al. (1998) found that 98% of clients receiving mental health treatment had 

histories marked with trauma, that is, the experience of direct or indirect violence. According to 

Mazelis (1999) 3 million children were suspected victims of abuse and neglect and over 9 

million had witnessed an act of serious violence. The alarming prevalence of complex trauma 

noted in the ACEs study as well as other important studies, including national surveys, have 
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impelled agencies to recognize the impact of complex trauma as well as the need for effective 

trauma treatment.

Trauma-Informed Care

Trauma Informed Care (TIC) grew out of the emerging public awareness of the impact of 

complex trauma on survivors. Given the general populations' need for effective trauma 

treatment coupled with the pervasive impact of complex trauma on healthy development, human 

service agencies have been faced with treating and serving a challenging array of biological, 

psychological and sociocultural adaptations to ACEs. TIC refers to a system wide approach 

whereby agencies create an organizational structure and treatment framework that involves the 

understanding, recognition, and appropriate response to the effects of trauma (Harris & Fallot, 

2001; Jennings, 2008; SAMHSA, 2014). Establishing a TIC organizational culture that is 

effective at ameliorating trauma symptoms requires a shift in agency philosophy, staff attitudes, 

assessment practices, policies, and training (Brown et al., 2011; Harris & Fallot, 2001; Jennings, 

2008). Such a profound shift in culture is necessary to ensure agencies help survivors rebuild a 

sense of control and empowerment while maintaining safety for both survivor and practitioner. 

Further, a TIC approach intends to avoid traditional pitfalls commonly used in other mental 

health models that exacerbate trauma symptoms.

One fundamental area of concern in non-TIC agencies is the high use of restraint and 

seclusion. Despite noted difficulties with gathering data on restraint and seclusion rates, (French 

& Wojcicki, 2018; Steinert et al., 2009), agencies with high restraint and seclusion practices 

contribute to the re-enactment of control and disempowerment that survivors have experienced 

with their abusers (Hodgedon, Kinniburgh, Gabowitz, Blaustein, Spinazzola, 2013; Sailas & 

Wahlbeck, 2005). Further, restraint and seclusion lead to agency issues such as staff injury and 
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high benefits cost (Hambrick et al., 2018). According to Smith and colleagues (2005) a total of 9 

psychiatric hospitals participated in a restraint reduction initiative for close to eleven years from 

1990 to 2000. Despite staff resistance and belief that moving away from a restraint culture 

would decrease staff safety, incident reporting on staff assaults showed that staff members were 

safer as a result of working in a restraint-reduced climate. LeBel and Goldstein (2005) found 

that restraint reduction was associated to less staff time devoted to restraints, staff-related costs, 

fewer injuries to both staff and clients, lower staff turnover and associated recruitment costs, and 

better therapeutic outcomes for clients. Hambrick et al., (2018) reviewed critical incident and 

restraint data from ten agencies and found that the implementation of effective trauma training 

(i.e., Neurosequential Model of Therapeutics) reduced staff hours associated to managing 

challenging behaviors. The reduction in hours was associated to financial savings. A general 

consensus in the literature denotes the need for alternatives to restraint and seclusion practices 

(Brown et al., 2011; French & Wojcicki, 2018; Hodgedon et al., 2013; Sailas & Wahlbeck, 

2005), including treatment approaches that help reduce client agitation and aggressive tendencies 

(Greene, Ablon, and Martin, 2006; Hambrick et al., 2018). Restraint reduction initiatives are 

essential in TIC agencies and are essential in changing staff attitudes regarding how to manage 

challenging behaviors in congregate care settings.

Using Risking Connection as a Pathway Towards Trauma-Informed Care

In response to the growing awareness and recognition of complex trauma as a public 

health epidemic, agencies are adopting TIC as a foundational framework for changing service 

delivery and organizational culture to provide more effective services to trauma survivors 

(Chafouleas et al., 2016). To this end, RC is one of several training models used nationally and 

internationally to help agencies establish valid TIC indicators to demonstrate an actual shift
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towards TIC. RC is currently in high demand and the TSI is working towards further 

establishing outcomes to demonstrate the effectiveness of both the RC training as well as the 

implementation model used by TSI (Baker et al., 2017; Brown et al., 2011).

The first outcome study for RC was a multi-site study conducted across 5 agencies with a 

total of 261 participants (Brown et al., 2011). The study examined the impact of the curriculum

based RC training on knowledge change, belief change, and behavior change from pre-test to 

post-test. According to the results, the RC training was effective at shifting knowledge, staff 

beliefs and behaviors towards a TIC framework across the two time points (Brown et al., 2011). 

Although this study was foundational is establishing a sustainable research design that agencies 

could adopt for evaluation, some noted limitations led to a more robust methodology for future 

evaluation. A notable limitation of the pre/post design used in this study is that the study could 

not examine whether the immediate effects of the training were sustained over time. A critical 

issue with most training initiatives is sustaining the positive changes over time when agencies are 

often faced with organizational challenges that include scepticism about TIC and change in 

general (Glissen et al., 2008). A second limitation involves the use of a psychometrically robust 

tool to measure belief and behavior change. Some of the agencies in the study were described as 

having different organizational contexts as well as receiving different levels of intervention. 

Around the time of this study, the Attitudes Related to Trauma Informed Care (ARTIC) scale 

was developed and underwent psychometric evaluation. According to Baker et al. (2016) the 

tool was evaluated with 760 participants across multiple settings. Finally, the study did not 

evaluate the experience of vicarious trauma for participants. Understanding VT and ensuring 

agencies are attending to staff wellness are critical to effective TIC services as well as the RC 

training. A mixed methods study that followed a similar research design for the quantitative 
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evaluation was conducted in rural Canada. In this study, Baker et al. (2017) included an 

evaluation of staff experience of VT. The results indicated that the Canadian agency that also 

used the RC training model also experienced favorable change towards a TIC organizational 

culture and that VT improved for staff over time. Although the qualitative interviews did allow 

for some validation on sustainability of effect, there still remains a gap in research to show how 

RC changes remain over time.

Implementation Site: Government-run Therapeutic Group Care in Atlantic Canada

This study focused on trainee outcomes related to the implementation RC at a 

government-run therapeutic group care system in Atlantic Canada. The government-run 

program provides residential treatment and group home services to youth who are in the care of 

the Director of Child and Family Services and who have been removed from their home due to 

ongoing abuse and neglect. Youth who reside in these facilities present with an array of 

challenging behaviors that require 24/7 awake frontline staff to run the programs. The agency 

partnered with the Traumatic Stress Institute to implement a process called the Transformation to 

Trauma-Informed Care, which included agency consultations, a basic training package including 

RC, train-the-trainer training, and evaluation of trainee outcomes. This process ensured that RC 

implementation involved multilevel participation from the agency to maximize the overall buy-in 

of the philosophy as well as to positively affect administrative commitments (i.e., future hiring 

practices, policy revision, and universal trauma screening practices) that complement the training 

initiative.
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CHAPTER 3. METHODOLOGY

This chapter describes the methodology used to answer the research questions. The 

chapter includes a description of the research philosophy that supported the proposed study, 

research design, sampling method, data collection procedures, data analysis, ethical 

considerations, and expected findings. The instrumental goal of the study was to examine the 

effectiveness of RC in creating trainee outcomes favorable to TIC.

The research questions for the study were:

Research Question 1

Did the RC trainees gain knowledge favorable to TIC over the course of the RC 

implementation?

Null Hypothesis. The trainees did not gain knowledge favorable to TIC over the course 

of the RC implementation.

Alternative Hypothesis. The trainees gained knowledge favorable to TIC over the 

course of the RC implementation.

Research Question 2

Did the RC trainees shift their attitudes in a favorable direction toward TIC over the 

course of the RC implementation?

Null Hypothesis. Trainee attitudes did not change in a favorable direction toward TIC 

over the course of the RC implementation.

Alternative Hypothesis. Trainee attitudes did change in a favorable direction toward 

TIC over the course of the RC implementation.
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Research Question 3

Did Compassion Satisfaction, Burnout, and Secondary Traumatic Stress scores improve 

over the course of the RC implementation for trainees?

Null Hypothesis. Compassion Satisfaction, Burnout, and Secondary Traumatic Stress 

scores did not improve over the course of the RC implementation.

Alternative Hypothesis. Compassion Satisfaction, Burnout, and Secondary Traumatic

Stress scores did improve over the course of the RC implementation.

Researcher's Philosophy

As noted in Chapter 1, the RC trauma training is grounded in Constructivist Self

Development Theory (CSDT). CSDT is a theoretical paradigm in which social realities are co

constructed between an individual's response to their environment and the subjective meaning 

associated to that relationship (Saakvitne et al., 2000). When exploring constructivism as a 

research philosophy, it is important that the researcher employ strategies to seek more complex 

understandings (i.e., qualitative interviews) of phenomena rather than approaches that quantify or 

narrow explanations (Creswell, 2014). Although the constructivist research approach is in line 

with the theoretical underpinnings of RC, the purpose of this research was to test the effect of the 

RC training on specific trainee outcomes.

The philosophical paradigm of the study was post-positivism. Creswell (2014) 

acknowledges that although absolute truth can never be determined, post-positivist approaches 

aim to indicate a failure to reject a certain hypothesis rather than to prove it. This assumption is 

consistent with the need for a statistical approach to test the research questions. According to 

Creswell (2014), post-positivists hold the idea that a probable cause will result in a deterministic 

effect or outcome. Through establishing a research design that is reductionist in nature, the goal 
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of a post-positivist researcher is to answer research questions by testing (and invalidating 

incorrect) hypotheses. Establishing a set of variables that may have an impact on another set of 

variables will create an objective reality that co-exists with an individual's subjective 

understanding. This creates an opportunity to employ a repeated measures design using paired 

samples t-tests, which will examine the impact on the dependent variables (knowledge, attitude, 

compassion satisfaction, burnout, and secondary traumatic stress) of the controlled independent 

variable (RC training) across the two time points proposed in the research design.

Research Design

This research study used a repeated measures design using paired samples t-tests, which 

examined the impact on the dependent variables (knowledge, attitude, compassion satisfaction, 

burnout, and secondary traumatic stress) of the controlled independent variable (RC training) 

across the two time points proposed in the research design. Each group of participants 

completed the measures pre-training and post-training.

Sampling Design

The study's participants were frontline workers for government-run behavioral health 

services, particularly staff within therapeutic group homes and foster care parents. The agency 

contacted the Traumatic Stress Institute (TSI) and purchased the Risking Connection Whole 

System Transformation to Trauma-Informed Care training and consultation package. In 

coordination with TSI, the agency developed an internal process for selecting training 

participants with the overall intention of training all staff. All selected training participants were 

invited to participate in the study on the first day of the training. Over the course of thirteen 

months from May 2016 to June 2017, four trainings took place, and a total of 119 participants 

were recruited.
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Measures

Measures for this study included: (a) the Risking Connection Curriculum Assessment 

(RCCA), (b) Attitudes Related to Trauma-Informed Care (ARTIC) scale, and (c) The 

Professional Quality of Life (ProQoL) scale.

Risking Connection Curriculum Assessment

The RCCA is an 11-item multiple-choice measure that assesses knowledge of RC 

concepts in the 3-day RC Basic training (Farber et al., 2004). The RCCA has been found as a 

valid measure that is sensitive to identifying knowledge change (Baker et al., 2017; Brown et al., 

2011).

Attitudes Related to Trauma-Informed Care

The ARTIC scale is a 35-item tool that measures professional and para-professional 

attitudes related to trauma-informed care. The ARTIC was psychometrically evaluated using 

760 staff across settings such as schools, human services, and health care (Baker et al., 2016). 

Overall, the study supported the psychometric properties, demonstrated internal consistency, and 

test-retest reliability over a 6-month period. The ARTIC scale has five subscales for specific 

measurement of attitude.

(a) Underlying causes of problem behavior and symptoms. This subscale measures 

attitudes about whether client behavior and symptoms are adaptive and malleable versus 

intentional and fixed.

(b) Staff responses to problem behavior and symptoms. This subscale measures 

attitudes about whether staff responses to problem behavior should focus on the importance of 

the staff-client relationship, flexibility, kindness, and safety as the agent of change versus focus 

on accountability, consequences, and rules as the agent of change.
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(c) On-the-job behavior. This subscale measures attitudes about whether staff behavior 

should be empathy-focused versus control-focused.

(d) Self-efficacy at work. This subscale measures attitudes about whether staff feel able 

to meet the demands of working with a traumatized population versus feel unable to meet those 

demands.

(e) Reactions to the work. This subscale measures the attitudes about whether staff 

appreciate the effects of secondary trauma/vicarious trauma and cope by seeking support versus 

staff minimize the effects of secondary trauma/vicarious trauma and cope by ignoring or hiding 

the impact.

Professional Quality of Life Scale

The ProQoL scale is a 30-item tool that measures the negative and positive effects of 

working with people who have experienced extremely stressful events. The ProQoL is widely 

accepted in the field as a psychometrically evaluated measure of a staff's secondary exposure to 

client trauma. This tool has been evaluated to demonstrate internal consistency, internal 

reliability, and construct validity for each conceptually different subscale (Potter, et al., 2010; 

Stamm, 2009). The ProQoL has three subscales.

(a) Compassion satisfaction (CS). This subscale measures the pleasure staff derive 

from doing their work well.

(b) Burnout (BO). This subscale captures the feelings associated with hopelessness 

resulting from feeling ineffective at one's work with trauma survivors. Of particular note, BO 

can be attributed to feeling that staff effort will not make a difference in the lives of clients. BO 

may also reflect specific work issues such as high caseloads or non-supportive work 

environments.
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(c) Secondary Traumatic Stress (STS). This subscale measures the negative effects of 

work-related secondary exposure to clients who have experienced adverse and traumatic events. 

Negative effects may include fear, sleep difficulties, intrusive images, and work difficulties. 

STS is similar in presentation to VT in terms of measuring the common negative impacts of the 

work on the staff.

Data Collection Procedures

Data collection occurred following Institutional Review Board (IRB) approval from 

Tulane University. IRB approval was sought at Tulane to ensure compliance to strict research 

ethics as well as to meet the timelines needed for the implementation site. As a result, this study 

was conducted as a secondary data analysis. All data analyses were completed while the study 

was active under the Tulane IRB. The University of Alaska, Fairbanks (UAF), Institute for 

Research Integrity accepted the IRB approval from Tulane.

All participants were employed by the government-run program and selected to attend the 

training through an internal process. Participants were all adults and able to provide informed 

consent to participate in data collection. The consent form included a description of the research; 

how the data was collected, stored, and used; and the risks associated with the study. All 

participants had the option not to participate in the study without any repercussions from the 

research team or the employer. Participants who did not wish to participate in the study still 

received the training. In addition to the signed consent form, all participants were asked to 

remember an identifier that was used to link the data over the two time points without identifying 

the participant. The identifier was a combination of birth month and the last four digits of a 

personal phone number.
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Data collection occurred at two separate time points for three separate groups. Group 1 

included RC trainees who attended the initial RC training in May 2016. Group 2 was a sub

group of Group 1 that went on to become trainers and champions in October 2016. Group 3 

involves all of the participants that received trainings from the new agency trainers in December 

2016. Group 3 is the composite of three separate trainings facilitated by new agency trainers. 

The new trainers for the government-run program (i.e., the new trainers from Group 2) 

conducted all three trainings for Group 3. Each group received the measures at pre-training in 

the morning of day 1 and again at post-training in the afternoon of day 3. Please see Appendix A 

for a full breakdown of the data collection design and dates.

Data Analysis Procedures

The Statistical Package for the Social Sciences (SPSS) was used to analyze the collected 

data. Descriptive statistics were first run to provide a demographical profile of the participants. 

This study employed a repeated measures design using paired samples t-tests to examine the 

impact on the dependent variables (knowledge, attitude, compassion satisfaction, burnout, and 

secondary traumatic stress) of the controlled independent variable (RC training) across the two 

time points proposed in the research design. Univariate tests were conducted between each 

dependent variable and the independent variable to ensure the changes were not generalized and 

associated with other variable changes (e.g., autocorrelation). The sample size (N = 119) 

supported the use of these analyses.

Limitations of Methodology

Control Group

The major limitation of the repeated measures design was that the one-group design did 

not include a no-intervention control group. As a result, the design was prone to a potential 
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internal validity issue known as contamination. Contamination reflects the extent to which 

participants who have not received the intervention are inadvertently influenced by the 

intervention or treatment (Shenk, Noll, Peugh, Griffin, & Bensman, 2016). Although there was 

no control group in this study, the agency engaged in implementation steps prior to the formal 

training (i.e., development of agency task force/committee, formal notification of training and 

training plan, developed an application process for participants etc.) that created some exposure 

to the training content. This exposure was likely exacerbated after the first training when the 

recently trained staff introduced training concepts, newly acquired skills and modeled changes in 

work behavior to their untrained coworkers. Therefore, causal inferences between the impact of 

the training and the noted changes in staff were difficult to draw when secondary exposure to 

training material may have attributed to the change (McCaleb, Andersen, & Hueston, 2008; 

Shenk et al., 2016). Relatedly, not having a randomized sample exacerbated this limitation. 

Because participants were not randomly assigned to groups, other factors related to the training 

initiative (i.e., training stronger staff in the initial trainings, changes in staff meetings, new 

language used by recently trained staff, general discussions and excitement about the training 

etc.) were beyond the control of this design and may have influenced outcomes (McCaleb, 

Andersen, & Hueston, 2008).

Self-reporting

Another limitation of this research design involved self-reporting. The surveys and 

measures administered were all self-reports. Although the principal investigator was not present 

in the room when the measures were filled out, the principal investigator did co-facilitate the 

initial training. It is possible that the general presence of the principal investigator caused 

participants to exaggerate answers, especially if participants were concerned about anonymity or 

36



the impact that the study might have on their job. Self-reports are generally criticized for 

validity and reporting issues (Newbury et al., 2018; Podsakoff & Organ, 1986). Of particular 

note, answers can be exaggerated or minimized due to social desirability bias, which is the 

tendency to answer based on perception of what is socially favorable (Edwards, 1953; Edwards, 

1957; Newbury et al., 2018).
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CHAPTER 4. ANALYSIS

Previous chapters have discussed the overwhelming evidence that survivors of complex 

trauma are over represented in our public health care system. Despite the noted prevalence and 

resulting impact on behavioral health agencies, there remains a significant need for educational 

programs and in-house agency training initiatives to adequately prepare staff to provide essential 

front-line support services to survivors. This study evaluated the impact of RC on improving 

knowledge of working with trauma survivors, attitudes related to providing TIC practices, and 

the identification and amelioration of negative staff experience responses to the work. This 

chapter describes the demographic profile of study participants as well as well as the results of 

the analyses.

Demographic Profile of Study Participants

One hundred nineteen participants (N=119), all employees of the government-run 

program, participated in the study. A majority of participants identified as staff that provide 

frontline or direct care services to youth (72.6%) whereas the remainder of the sample 

represented a cross section of clinical, administrative and other ancillary roles across various 

levels of the agency. With respect to education and experience, over ninety percent (92.4%) had 

an undergraduate degree or more and over eighty-five percent (86.5%) had a minimum of 6 

years' experience in the field. Further, over three quarters (77.2%) had at least 6 years in their 

current job. Please note that the agency requested that ethnicity was not collected at this time. 

Items about ethnicity and race were not included in the demographics battery due to expressed 

concerns about cultural sensitivity within the population. All demographics items were self

reported. The "Other" category for job role includes the following self-described roles: Child
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Protection Worker, Foster Parent, Manager in Government, Frontline Social Worker, Self

Employed. See Table 1 for a full demographic profile.
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Participant Demographic Information from Time-point One and Time-point Two

Table 1

Demographic Characteristic
Total Trainees (n=119) 
n (%)

Gender
Male 36 (30.3)
Female 83 (69.7)

Job Role
Administrator 3 (2.6)
Clinician 15 (12.8)
Frontline 85 (72.6)
Other 14 (12.0)

Highest Level of Education
Completed high school or GED 4 (3.4)
Some college 5 (4.2)
Completed college 81 (68.1)
Some graduate school 11 (9.2)
Completed graduate school 18 (15.1)

Age
18-24 6 (5.0)
25-34 26 (21.8)
35-44 44 (37.0)
45-54 24 (20.2)
55-64 13(10.9)
65+ 6 (5.0)

Years in Your Job Role
1. <1 7 (5.9)
2. 1-5 20 (16.8)
3. 6-10 43 (36.1)
4. 11-15 22 (18.5)
5. 16-20 16 (13.4)
6. >20 11 (9.2)

Years in Your Field
1. <1 6 (5.0)
2. 1-5 10 (8.4)
3. 6-10 40 (33.6)
4. 11-15 20 (16.8)
5. 16-20 22 (18.5)
6. >20 21 (17.6)

Note. Valid Percentage reported.
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Description of the Variables

Overall, this study evaluated the impact of RC on five dependent variables. The first 

variable was knowledge gain. Knowledge gain was measured with the RCCA, an 11-item 

multiple-choice question measure. A sample question from the RCCA was, “A client repeatedly 

engages in self-cutting behavior. Which would be the most effective response?” Knowledge 

gain noted a clinically significant change in mean score indicating that RC was effective in 

increasing trainee knowledge of trauma and how to deliver TIC services.

The second variable was attitude change. Attitude change was measured by the ARTIC 

and measured trainees' attitudes about their work with survivor clients. The ARTIC used a 

seven-point Likert scale between two corresponding statements in order to measure the strength 

of the trainee's belief. A sample item from the ARTIC includes, “Many clients just don't want 

to change or learn. [Likert scale] All clients want to change and learn.” Attitude change showed 

a clinically significant change in mean score. This change indicates that trainees did shift their 

attitudes in a favorable direction towards TIC.

The final three variables were subscales of the ProQol measure. The ProQol measured 

overall staff experience of the work. Compassion satisfaction specifically measured the pleasure 

staff derive from doing their work well. Burnout specifically measured the feelings associated 

with hopelessness resulting from feeling ineffective at one's work with trauma survivors. 

Finally, secondary traumatic stress measured the negative effects of work-related secondary 

exposure to clients who have experienced adverse and traumatic events. Negative effects may 

include fear, sleep difficulties, intrusive images, and work difficulties. STS is similar in 

presentation to VT in terms of measuring the common negative impacts of the work on the staff. 

Each of these final three variables showed slight movement in an unfavorable direction.
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Although this change indicates that RC was not effective in improving trainee's overall wellness 

and that RC did not better prepare trainees for the work, these trends were not surprising. 

Because staff wellness is linked to an improvement in knowledge gain and an attitude shift, it is 

not uncommon for trainees who learn about the personal impact of trauma during the training, to 

report an initial decline in these variables and at a later time point report improvement (Baker et 

al., 2017).

Research Questions and Hypothesis Testing

Research Question 1

Did the RC trainees gain knowledge favorable to TIC over the course of the RC 

implementation?

Null Hypothesis. The trainees did not gain knowledge favorable to TIC over the course 

of the RC implementation.

Alternative Hypothesis. The trainees gained knowledge favorable to TIC over the 

course of the RC implementation.

In order to determine if there was a shift in knowledge gain favorable to TIC, paired 

samples t-tests were conducted on the pre and post scores for the group. The analysis indicated 

that there was a statistically significant increase in knowledge gain and the mean scores from 

pretest had a mean of 5.21 (SD=1.83) and the mean scores at posttest had a mean of 8.23 

(SD=1.55); t(100), p < .001).

Research Question 2

Did the RC trainees shift their attitudes in a favorable direction toward TIC over the 

course of the RC implementation?
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Null Hypothesis. Trainee attitudes did not change in a favorable direction toward TIC 

over the course of the RC implementation.

Alternative Hypothesis. Trainee attitudes did change in a favorable direction toward 

TIC over the course of the RC implementation.

In order to determine if there was a shift in attitudes favorable to TIC, paired samples t- 

tests were conducted on the pre and post scores for the group. The analysis indicated that there 

was a clinically significant shift in overall attitude changes favorable to TIC. The mean scores at 

pretest had a mean of 5.81 (SD=0.49) and the mean scores at posttest had a mean of 6.2 

(SD=0.58); t(115)=-7.57, p < .001. In addition to the overall ARTIC score, paired samples t-tests 

were conducted on each subscale of the ARTIC. Each subscale indicated a clinically significant 

improvement in their respective domain. Please see Table 2 for the analysis of each subscale.

ARTIC Subscale Changes

Table 2

Subscale
Pre-Score 
M (SD)

Post Score 
M (SD) Significance

1. Underlying causes... 5.51 (0.62) 5.95 (0.69) p < 0.001
2. Staff responses. 5.75 (0.71) 6.30 (0.73) p < 0.001
3. On-the-job behavior 6.13 (0.59) 6.48 (0.59) p < 0.001
4. Self-efficacy at work 5.78 (0.65) 5.98 (0.73) p < 0.003
5. Reactions to the work 5.88 (0.59) 6.30 (0.66) p < 0.001

Research Question 3

Did Compassion Satisfaction, Burnout, and Secondary Traumatic Stress scores improve 

over the course of the RC implementation for trainees?

Null Hypothesis. Compassion Satisfaction, Burnout, and Secondary Traumatic Stress 

scores did not improve over the course of the RC implementation.
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Alternative Hypothesis. Compassion Satisfaction, Burnout, and Secondary Traumatic 

Stress scores did improve over the course of the RC implementation.

To determine if there was a change in staff experience, paired samples t-tests were conducted for 

each subscale of the ProQOL. The analysis for each subscale showed little change and, in fact, 

showed that scores slightly regressed rather than improved. Please see Table 3 for the analysis 

of each subscale.

ProQol Subscale Changes

Table 3

Subscale
Pre-Score 
M (SD)

Post Score
M (SD) Significance

1. Compassion Satisfaction 50.38 (8.37) 49.82 (10.02) p < 0.334
2. Burnout 50.53 (9.34) 50.04 (9.92) p < 0.423
3. Secondary Traumatic Stress 50.43 (9.61) 50.06 (10.08) p < 0.563

Summary

Results associated to the first two variables were predicted. The changes in mean scores 

for knowledge gain and attitude change replicated past findings and further support the 

effectiveness of RC in improving trainee knowledge and changing outdated and negative 

attitudes about working with survivors of trauma. Although the results for compassion 

satisfaction, burnout, and secondary traumatic stress were not hypothesized, these results were 

not surprising and also support past findings (See Baker et al., 2017).
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CHAPTER 5. DISCUSSION AND RECOMMENDATIONS

Discussion

The ACES study was foundational in creating awareness of the prevalence and profound 

impact of trauma across the lifespan (Felitti et al., 1998). As a result, ACES, and more broadly, 

trauma, has been identified as a substantial strain on the public health system (Chartier, Walker, 

& Naimark, 2010; Women and Trauma Federal Partners Committee, 2013). More recent 

research on ACES has strongly acknowledged how broader social determinants (i.e., income 

inequality, discrimination, social exclusion etc.) often accompany ACES and contribute to the 

severity of dysfunction commonly seen in survivors (Shim & Compton, 2020). Although the 

general impact on public health is concerning, complex behavioral health systems such as child 

welfare, group care, residential treatment, foster care, and juvenile justice often take on a 

majority of the burden of service delivery (Baker et al., 2017; Brown et al., 2011; Hummer, 

Dollard, Robst, & Armstrong, 2010; Pickens, 2016; Sochting, Corrado, Cohen, Ley, & Brasfield, 

2007). Despite the focus on treating clientele afflicted with trauma, many of the staff who 

provide the direct service often enter the workforce with a lack of education and training specific 

to working with survivors of trauma (Courtois & Gold, 2009; Strand, 2018; Tompkins & Neale, 

2016). To this end, interest in trauma-informed service delivery has burgeoned in the last two 

decades. Unfortunately, as noted in Baker et al., (2017), the lack of research on effective 

implementation practices (Strand & Walsh, 2018), and the agency benefits associated to TIC 

continue to be a primary barrier for many agencies considering a transformation to trauma- 

informed service delivery.

This research examined the effectiveness of RC on creating trainee outcomes favorable to 

TIC. The results for each variable were similar to past findings and provided further evidence on 
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how agencies can follow strong implementation practices to help move agency culture in a 

trauma-informed direction. These findings are important to the field as they help develop 

confidence in agencies that are considering a trauma-informed transformation. As noted in the 

literature, many complex behavioral health agencies are not providing services that mitigate the 

effects of trauma, nor do they improve the overall strain on public health care systems. 

Discussion of Findings

The primary aim of this study was to produce trainee outcomes favorable to the adoption 

of RC and TIC in general. The findings of this study were consistent with previous findings that 

demonstrate the benefits of RC/TIC implementation. Specifically, the findings associated to 

knowledge gain and attitude change were notably positive and bolstered the existing evidence 

(Baker et al., 2017; Brown et al., 2011; Farber et al., 2004). Of particular note, the mean scores 

for both knowledge gain and attitude change showed clinically significant results indicating that 

trainees learned the content of RC and had a change in attitude about the survivors. Because 

knowledge and attitude are both linked to changes in behavior at an individual as well as group 

level (Ajzen, 1991; Ajzen, 2002; Ajzen & Fishbein, 1977; Baker et al., 2017; Brown et al., 

2011), these findings indicate the likelihood that agencies adopting RC/TIC will achieve 

systemic change. The continued replication of these findings will help remove systemic barriers 

(i.e., evidence to include in grant writing, resource requests, and overall administrative support) 

that often impede agencies in securing funding to purchase training programs like RC.

With regard to the staff experience of VT, the findings indicated that outcomes were not 

favorable to TIC; in fact, that RC caused trainees to experience the negative aspects of the work 

more vividly and intensely. Although this was not hypothesized, these results were not 

unexpected. Compassion satisfaction, burnout, and secondary traumatic stress all revealed mean 
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scores that were not favorable to TIC. Baker et al., (2017) showed similar findings regarding 

staff experience of VT in their reported quantitative findings. These findings; however, spurred 

interest in conducting a qualitative review. Although the link is complex, Baker et al., (2017) 

was able to show that RC helped trainees identify the preexisting effects of VT that were not 

identified in pre data collection. As indicated in Baker et al., (2017) and likely true for this 

study, prior to attending RC the trainees were more affected by the work than they identified in 

the pre data. It was not until after RC that trainees were educated on the effects of VT and how 

their current wellbeing was being affected across several major life areas. Therefore, the post 

data appeared as though the trainees were worse off and had been negatively impacted by the 

training. It is believed, however, that the post data is a more accurate account of the trainees' 

level of cumulative VT that was being experienced both before and after RC. Further, because 

the 2017 study collected data at a third time point, five months after the post intervention data, 

the qualitative data also indicated that staff had made gains in self-care practices and VT 

reduction over time. It is assumed that if data had been collected at a follow-up time point and 

this research design was equipped with similar qualitative data collection, that similar findings 

would have been noted in this study. Implications for future research should explore mixed 

methods across multiple time points.

Implications for Practice

Frontline staff are a primary asset for agencies providing a broad array of services to 

survivors of trauma. Trainees (staff) who show favorable outcomes associated to TIC practice 

are providing better direct treatment to survivors across complex behavior health systems 

(Bartlett et al., 2018). Additionally, the more aware staff are of the negative impact of the work 
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on themselves, the more capable they are of adopting self-care practices that keep them healthy 

and providing optimal care to survivors (Baker et al., 2017).

On an agency level, continuing to show the benefits of TIC implementation will continue 

to increase agency awareness and the formal adoption of TIC. Further, as administration follows 

similar practices and also receive the same training, administrative support for trauma-informed 

services is likely to improve. As noted in Harris and Fallot (2001) administrative commitment to 

change, universal hiring practices, and policy revisions are among the top priorities for 

administrators and have a direct impact on frontline practice. The TSI ensures that these 

principles are reinforced, not only in the RC training itself, but also in other phases of 

implementation (i.e., agency consultation, task force development).

Recommendations for Future Research

Overall, there are two primary recommendations for future research stemming from this 

study. First, all future research should include a mixed methods approach with data being 

collected at a follow-up time point at least 3 months post intervention. Although the quantitative 

findings are being replicated and supported with regards to knowledge gain and attitude change, 

the only study for RC trainee outcomes that measured the sustainability of these changes over 

time was the study conducted by Baker and colleagues (2017). It is important for inquiring 

agencies to have evidence that the training investment will render longstanding and effective 

changes in order to justify the resources needed to achieve effective implementation. Further, 

the qualitative portion of the 2017 study was able to show improvement among trainee 

experience of VT, once it was understood, acknowledged, and validated through the training. 

More longitudinal data could show further improvement once agency and personal self-care 

practices are more embedded.
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The second recommendation is that more large-scale research designs be developed that 

utilize randomized control trials and multi baseline data and include outcomes for the agency, 

staff (trainee), and clientele. Although the trainee outcomes are valuable the field is in need of 

associating larger agency outcomes, such as, reduction in human resources related costs (e.g., 

reduced mental health days, sick time, long-term disability, staff and client injury etc.) as well as 

direct client outcomes (e.g., reduction of restraint and seclusion, increase in hope, increase in 

positive discharges etc.) to TIC implementation.

Limitations of the Research Study

As previously noted, this research study had several limitations. The major statistical 

limitation of this repeated measures design is that the one-group design did not include a no

intervention control group. As a result, the design was prone to internal validity issues that are 

commonly associated with observing the same participants over time, such as testing effect and 

regression toward the mean. Testing effect generally refers to the participants' ability to retrieve 

or recall long-term information. Regression toward the mean refers to how the impact of the 

intervention will even out over the course of an intervention or treatment. Without a control 

group it was difficult to minimize the impact of these potential threats as more staff become 

trained. Therefore, causal inferences between the impact of the training and the noted changes in 

staff were difficult to draw when other factors may have attributed to the change (McCaleb, 

Andersen, & Hueston, 2008). Relatedly, not having a randomized sample exacerbated this 

limitation. Because participants were not randomly assigned to groups, other factors related to 

the training initiative (i.e., changes in staff meetings, new language used by recently trained staff, 

general discussions and excitement about the training etc.) were beyond the control of this design 

and may have influenced outcomes (McCaleb, Andersen, & Hueston, 2008).
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The other statistical limitation that was previously noted involved self-reporting. The 

surveys and measures administered were all self-reports. Although the principal investigator was 

not present in the room when the measures were filled out, the principal investigator did co

facilitate the initial training. It is possible that the general presence of the principal investigator 

caused participants to exaggerate answers, especially if participants were concerned about 

anonymity or the impact that the study might have on their job. Self-reports are generally 

criticized for validity and reporting issues (Newbury et al., 2018; Podsakoff & Organ, 1986). Of 

particular note, answers can be exaggerated or minimized due to social desirability bias, which is 

the tendency to answer based on perception of what is socially favorable (Edwards, 1953; 

Edwards, 1957; Newbury et al., 2018).

Finally, it should be noted that the absence of a third time point as well as the absence of 

a qualitative component are general limitations. This study was not able to bolster findings 

associated to sustainability of TIC over time. Potential agencies are often considering the 

longer-term effects of training and want to ensure that their investments will not weaken or 

subside over time. Relatedly, and as previously noted, the study can only assume that staff 

experience will follow a similar trend as Baker et al., (2017) and report an improvement of staff 

wellness.

Conclusion

This research study advances our understanding of how and why RC is effective in 

creating favorable trainee outcomes associated with TIC. By reporting similar findings in 

knowledge gain, this study shows that RC is effective in teaching trainees the content. By 

reporting similar findings in attitude change, this study shows that RC can challenge outdated 

assumptions about trauma work and promote the adoption of beliefs and behaviors that are 
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consistent with trauma-informed service delivery. Finally, by reporting similar findings 

regarding the staff experience of VT, this study shows that RC is effective in creating self

awareness about the impact of trauma work on the trainee. Although the post data indicates that 

the staff experience of VT worsens throughout the duration of RC, it also indicates that the post 

data is a more accurate description of the cumulative impact of the work on the trainee and also 

reflects a gain in self-awareness as a result of RC. Overall, this study does support previous 

findings and further bolsters evidence to support that RC is effective in creating trainee outcomes 

favorable to TIC.
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APPENDIX A. DATA COLLECTION TIMELINE

Prince Edward Island Evaluation

Date Group

Training

Participant/Trainer

Pre, Post

Time Point

Measures

Delivery

Notes

May 9, 2016 Group 1 & 2*

RC Basic Training

Participants

Pre

Time Point 1

Knowledge Test
ARTIC
ProQol

Site visit/In
person

Collected and 
physical data 
inputted into SPSS

May 11, 2016 Group 1 & 2

RC Basic Training

Participants

Post

Time Point 2

Knowledge Test
ARTIC
ProQol

Site visit/In
person

Collected and 
physical data 
inputted into SPSS

December 5,
2016

Group 3

RC Basic Training 
(PEI Rollout)

Participants

Pre

Time Point 1

Knowledge Test
ARTIC
ProQol

Onsite trainers

Rollout training 
done onsite by PEI 
Trainers. Measures 
were collected onsite 
and physical data 
sent to Yukon. Data 
is inputted into 
SPSS.

December 7,
2016

Group 3

RC Basic Training 
(PEI Rollout)

Participants

Post

Time Point 2

Knowledge Test
ARTIC
ProQol

Onsite trainers

Rollout training 
done onsite by PEI 
Trainers. Measures 
were collected onsite 
and physical data 
sent to Yukon. Data 
is inputted into 
SPSS.

December 12,
2016

Group 3

RC Basic Training 
(PEI Rollout)

Participants

Post

Time Point 2

Knowledge Test
ARTIC
ProQol

Onsite trainers

Rollout training 
done onsite by PEI 
Trainers. Measures 
were collected onsite 
and physical data 
sent to Yukon. Data 
is inputted into 
SPSS.
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