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Abstract

Objectives: We report on the development of 7rauma and Society (7&S), an innovative trauma-specific program. 7&S
is a mental health literacy program, a psychoeducation intervention, and a standards-aligned social studies or health
elective course for adolescents in high school and cross-sector settings.

Methods: We built the 7&S intervention on theory, similar trauma psychoeducation interventions for other client
populations, experience implementing psychoeducation in the healthcare sector, and a 3-step patient and public
involvement (PPI) process. It is manualized for individual, small-group, and classroom use. The credit-bearing course
format for use in schools is aligned with the national common core for social studies and for health and consistent with
the Understanding by Design™ framework.

Results: The prototype was evaluated by 7 adult and 14 adolescent stakeholders who provided extensive feedback.
The “mock lesson” beta testing by a small group of interns (n= 16) provided detailed input on key content, leveling of
homework assignments, lesson format and content, group dynamics in a virtual class setting, and feedback about the
writing and layout of the student materials. Ecological momentary assessment of “distress scores” among these youth
indicated a high level of safety. Peer review of the student book by one cadre of school mental health professionals
(n=14) gave strong insight into the forms of manualization needed to support implementation and acceptability for
staff.

Conclusions: The fully-manualized pilot version of the 7&Sintervention and curriculum is ready for cross-sector early-
adopter demonstration projects and outcomes research.
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Trauma and its effects on adolescent physical, psychological, and social well-being, and life outcomes is a well-
understood problem. By age 18, most adolescents in the United States (U.S.; 60%-70%) are exposed to a potentially
traumatic event (PTE; Gunaratnam & Alisic, 2017). The effects of PTEs can be minimal for resilient adolescents or can
present as complex sequelae that may or may not meet diagnostic criteria for posttraumatic stress disorder (PTSD; Alisic
etal, 2014). General adolescent populations in the U.S. that have PTEs demonstrate an overall PTSD rate of 15.9% (Alisic
etal, 2014), with some populations of marginalized youth, (e.g., Black, Indigenous, People of Color [BIPOC]; lesbian, gay,
bisexual, transgender, and queer [LGBTQ]; youth with immigrant or refugee status) demonstrating posttraumatic stress
disorder (PTSD) rates near 30% (Belivanaki et al., 2017; Dierkhising et al.,, 2013; Greeson et al., 2011; Havens et al,, 2012;
Palines et al, 2020; Wong et al, 2016). Adolescents with PTSD frequently have comorbid diagnoses of depression,
substance use disorder, or both (MacDonald et al., 2010). Youth may be vulnerable to complex PTSD (CPTSD; Chiu et
al, 2023), which includes PTSD (American Psychiatric Association, 2013) as well as affect dysregulation, negative self-
concept, and relationship difficulties (World Health Organization, 2018). Youth with PTE can present with a range of
posttraumatic sequelae that affect their ability to learn, navigate relationships, develop a positive identity, and stay
connected to prosocial opportunities. This in turn derails achievement of basic positive life outcomes for emerging
adults: educational attainment, gainful activity, desistence from criminal activity, interpersonal functioning, responsible
sex and parenting, residential independence, mental health, and abstaining from substance use (Abram et al,, 2017).

Adolescents need trauma-specific programs that reach them in the spaces where they are already receiving
services. US. schools structure services on a multi-tiered system of supports (MTSS; Lehigh University College of
Education, 2020). The MTSS three tiers (see Figure 1) parallel the public health (1) universal, (2) targeted, and (3) intensive
or specialist levels of healthcare, and the (1) trauma-informead, (2) trauma-specific, and (3) trauma-focused levels of a
trauma-informed system of care (Substance Abuse and Mental Health Services Administration [SAMHSA], 2014).
Currently Tier 1: universal, trauma-informed approaches and Tier 3: specialist, trauma-focused treatment or therapy are
more available than Tier 2: targeted, trauma-specific programs. Tier 2 targeted programs should be the bridge between
universal and intensive levels (Moore et al,, 2019; Ridgard et al,, 2015). Tier 2 programs in schools are for “some students”.
Trauma-specific programs are for people who can self-identify that they have a trauma history and opt into a program,
without need of a diagnosis. While trauma-specific programs require trained facilitators and typically require a
relationship with a clinician for safety purposes, facilitators are not necessarily clinicians. This can extend the reach of a
program in underserved mental health regions and improve equity of reach.

Figure 1. Tiered Services with Vocabulary Used in Public Health, Schools, and Trauma-Informed Systems
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This project’s goal was to develop a safe, feasible, acceptable, and ultimately beneficial trauma-specific
program for youth with any history of trauma that can reach them in schools, residential settings, and through
community organizations. The purpose of this paper is to report on the development (Staniszewska et al,, 2017:
www.equator-network.org/reporting-guidelines/gripp2) of 7rauma and Society (7&9), an innovative, trauma-specific
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mental health literacy and psychoeducation program for trauma-exposed young people who are at risk for or who may
have PTSD or CPTSD and related conditions.

To enhance the credibility and acceptability of 7&S, we conformed to numerous theories and frameworks. The
U.S. National Institute for Mental Health outlines standards for behavioral interventions, including that they be theory-
based, articulate a theory of change, and be fully manualized (Bellg et al., 2004). Curricula also must use a coherent
framework for aligning objectives, content and activities, and assessments; and the learning outcomes must align with
national standards for school subjects. 7&Swas built upon the following theories and frameworks.

The psychopathology content of the book and the rationale for using education to decrease risk or lower
symptom burden rest on the Memory and Identity Theory of Complex PTSD (Figure 2; Hyland et al,, 2023). Education
can move the person from “Pre-reflective” responses to trauma memories and negative identities to “Self-aware”
responses. This theory is well-suited to interventions for adolescents because it centers the effects of trauma and
intrusive memories on identity formation, a central developmental task for youth (Erickson, 1994).

Figure 2. Memory and Identity Theory of Complex PTSD Diagram Simplified to Show How T&S Psychoeducation Could
Decrease Risk for PTSD and Disorders of Self-Organization (i.e,, Complex PTSD)

Trauma Exposure Traumatic Memories —_— PTSD -
. Type of event « Sensation-based 4 C Re-experle ncing now
* Peri-traumatic reactions « Contextual

—| » Avoidance of reminders ]
Lower risk .. .. .Higher risk Self-aware. . .. .Pre-reflective J

— [- Sense of current threat
X —

Individual Vulnerability

* Pre-trauma

* Post-trauma (social
support, loneliness,

Negative Identities
Unsafe, powerless

— | Disorders of self-organization
Worthless, inferior — | * Pervasive affectdysregulation ]
Betrayed, abandoned

Alienated, fragmented —>- [ * Pervasive negative self-concept

stress, coping)

Lower risk . . . . .Higher risk

Self-aware. . .. .Pre-reflective . . q
—p | * Pervasive relationship problems

7&S includes two forms of therapeutic education. It conforms with the conceptualization of mental health
literacy frequently cited in relation to adolescent programs (Mansfield et al., 2020). Mental health literacy provides
knowledge of the mental health condition, reduction of stigma and self-stigmatization, and self-efficacy to seek mental
health treatment if needed. 7&S is also psychoeducation, which is characterized by information, skills training, and
emotional support for learning. The theory of change (Bellg et al., 2004) addresses both PTSD and CPTSD. The target
client is any adolescent or emerging adult who self-identifies as having experienced a trauma event. The proximal
target outcome is re-regulation in mind, body, and interpersonal domains. The distal target outcomes are attaining the
eight positive life outcomes for emerging adults put forth by the U.S. Department of Justice and listed above (Abram
etal, 2017). There are three target mechanisms that drive skills training and practice: (1) management of PTSD reactions
despite the presence of triggers; (2) emotion regulation; and (3) interpersonal regulation. These mechanisms address
learning needs consistently identified for adults with PTSD and CPTSD, and thus could logically extend to late
adolescents for problems they have already developed or for prevention. Programs with these target mechanisms
include Skills Training in Affective and Interpersonal Regulation (STAIR; Cloitre et al., 2002), Dialectical Behavior Therapy
(DBT; Lynch et al, 2007), and Trauma Adaptive Recovery Group Education and Therapy (TARGET; Ford, 2025; Ford &
Russo, 2006). Consistent with educational and developmental settings, 7&Sis learning and achievement oriented. 7&5
builds these skills to prevent trauma-related losses of or derailments from developmental attainments via symptom
management skills, even if the youth cannot or is not yet ready to engage in treatment that might lead to PTSD or
CPTSD improvements or remission.
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The curricular structure of 7&S uses the framework by Wiggins and McTighe (2005) known as Understanding by
Design™. Early in the development process, 7&S was also framed to align with the U.S. Common Core curriculum for
social studies; subsequently colleagues adapted the curriculum to align with the Common Core for health and for
English language arts (Common Core, 2010) increasing the likelihood of receiving formal administrative approval.

Program Description

The principal innovation of 7&Sis its unique formatting as an elective high school course open to any student.
This delivers mental health literacy and psychoeducation while maximizing reach and reducing stigma. An expected

secondary use is to implement the curriculum in
other settings in a short format (i.e., “mini-course”) in
1:1 or small groups where it is facilitated by a “tutor”.
What follows is a brief description aligned with the
TIDierR  checklist  (Hoffman et al, 2014
http://www tidierguide.org/).

Rationale, Theory, and Goal. The rationale
and theoretical framework, mental health literacy
and psychoeducation theories of change, and
pedagogical framework were presented above. The
goal of 7&Sis tofill the gap in Tier 2 trauma programs
for adolescents served in a range of settings.

Materials. The student workbook has an
introduction and five units with multiple sections,
reference and resource lists (see Table 1 for topics).
The course is written for eleventh and twelfth graders
with low-literacy supports built in. These include a
preview, vocabulary lists, graphics for key points, and
short assignments at the low learning taxonomy
levels of remembering, understanding, and applying
section content, with a section summary that uses
each new vocabulary word. There are section-specific
three-minute videos that recap the key points. A
Classroom Materials Portfolio for teachers provides a
lesson activity for each section and a unit project,
giving higher-level opportunities to analyze, evaluate
and create that facilitate assessment for grading and
awarding credit (previews are available from the
corresponding author). Fidelity to the content and
curriculum requires using the book.

Procedures. Trauma-informed teaching and
learning suggests that tutoring sessions and
classroom periods should be non-triggering to
maximize learning. Students choose between two
threads to titrate intensity: the standpoint of a person
with trauma doing psychoeducation to learn to help
themselves or the standpoint of a person exploring
future careers working with people with trauma to
learn to help others. Students make agreements at

Table 1. T&S Contents

Preface
Introduction
Unit |: Orientation
Trauma-Informed Care
Trauma-Informed Teaching and Learning
Restorative Justice
Unit II: Finding Flow
Dysregulation—from Fight, Flight, Freeze or Faint to Flow
Managing PTSD—Navigating the Rapids
Managing Emotions—Captaining the Right Boat for Your River
Managing Relationships—Onboarding Low and Slow; Pulling Together
One at a Time Might be Easy, But There is Complex PTSD
It Might Also Be Easier If All the Trauma Was In the Past
Your Why—Right Now, Soon, and Always
Unit lll: Trauma and the Individual
When to Manage PTSD versus When to Treat It
There May Be Barriers to Treatment
Theory, Theory of Change, and Big-Picture Theory of PTSD
Three Specific Theories of What Causes Trauma Effects
Professional Life and the Task of Diagnosing
Diagnosing PTSD Specifically
Comorbidity
Evidence-Based Treatments for PTSD and Treatment Guidelines
Finding a Therapist
Therapeutic Alliance
Critiquing the Status Quo
Unit IV: Trauma and Society
A Different Paradigm—Trauma and Human Rights
The Eco-Social Model of Trauma Recovery
Definition of and Institutions for Human Rights
A Different Definition of Violence—Galtung's Contribution
A Different Word for PTSD—Posttraumatic Stress Injury, PTSI
Justice Responses to Traumatic Events and Human Rights Violations
The Burden of PTSD on Society
The Impact of Trauma and PTSD on Public Health
Collective Trauma and Triumph
Collective Trauma and Connection—Forms of Social Cure
Role Models and Career Roles within an HR Paradigm
Unit V: Triumph, Celebration and...Onward
Posttraumatic Growth
Make a Plan
Meeting the Goals
Theories and Narratives
Celebration
References and Resources

the start of the course, including agreeing not to disclose their past trauma exposures, but to stay present- and future-
focused. Each tutoring meeting or class period ends with 3-5 minutes for a “finding flow” activity to transition out of
content that might be intense. Fidelity to the process requires adhering to these tutoring meeting or classroom lesson
routines.
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Interveners. In schools, interveners are social studies, health, or English language arts teachers. In other
settings interveners are staff (e.g., probation officers, social workers, patient techs or nurses) referred to as “tutors”. The
developers require that teachers and tutors have a licensed psychologist, social worker, or nurse as a “clinician partner”
who can provide referrals if needed and support the intervener with reflective supervision. Training is fully manualized.
Fidelity to the relationship involves sticking to teaching or tutoring, not venturing into psychotherapy or trauma
processing.

Modes. 7&5 can be delivered in-person or virtually. Tutors can work with one individual or in small groups.
The mini-course version was designed with justice-involved youth, those aging out of foster care, or those in partial
hospital or intensive outpatient programs in mind. It has a subset of content and does not include academic activities
or projects.

Tailoring. Flexibility is built into 7&S. The tutor and learner can select which sections to prioritize. If 7&Sis used
with learners who have similar trauma histories (e.g., in a program for youth who are refugees) sections more salient to
those exposures can be chosen, such as those focusing on trauma and human rights. If learners are preparing for
individual psychotherapy, they can prioritize understanding how treatment works and how to manage exposure
therapies.

Fidelity. Fidelity monitoring is built into the manualized tools and reflective supervision. Manualization design
choices were heavily influenced across the development work based on patient and public involvement (PPI) processes
that are reported in the following section.

The components and processes used to develop 7&S are depicted in Figure 3. Having identified the gap in
trauma-specific programs, chosen the theories and frameworks, considered practical constraints, planned the content,
and imagined the design, a PPl process was then utilized to maximize acceptability and feasibility.

Figure 3. T&S Intervention Development Components and Project Flow
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The purpose of PPl is not research. Rather it is a process used to engage the target clients (and other
stakeholders) in the creation of an intervention. Use of PPl in intervention development increases the relevance of the
intervention for the target population (Greenhalgh et al.,, 2019). PPl also lives out the principles of a trauma-informed
approach between developers and the target population by offering voice and mutual collaboration in shaping the
intervention (SAMHSA, 2014). The developers engaged with young people and staff across a range of settings.
Invitations included transparency about how their input would be used, and they were assured they would not be
identified. At each phase, the procedures were applied loosely enough to include as many volunteers as possible (e.g.,
individual interview, focus group, or survey). Developers chose a 3-stage approach with each stage tailored to the phase
of development and contributing to iterative advances toward completion of a version ready to pilot: (1) prototype



feedback toward completion of the book; (2) beta-testing to inform the classroom materials portfolio (i.e. lesson
structure, learning activities and assessments); and (3) peer review of the entire final draft to inform manualization.

Although PPl is not research, it is useful to apply a systematic approach to prevent overlooking input due to
haste or bias. For all three PPI projects a qualitative content analysis approach was used (Morgan, 1993). Qualitative
content analysis applies a systematic approach tailor-made for what can be a commonsense purpose, such as
collecting feedback about a program design. At each phase, questions started out specific, asking for feedback about
details of the materials. The next set of questions moved to more general questions asking, given what they had
examined, how likely they thought students would be to choose the program and why, and how likely they thought
adults in schools or other settings would be to offer it and why or why not. Finally, they were asked for open-ended
suggestions to make the materials stronger and, if some of the developers’ questions were not addressed
spontaneously, specific probes were added. At all 3 phases, all text from survey answers and interview or focus group
transcripts was coded into categories: (1) affirmations; (2) critiques or concerns; or (3) suggestions. Elements receiving
affirmations were retained. Every critique/concern and suggestion was listed and a response was determined by the
co-developers with three interns participating in this process.

The purpose of the first PPI project, a prototype evaluation, was to gain early feedback on the general idea
after drafting the first two units of the book and after a book designer laid out the content. Evaluators were recruited
from the developers’ professional networks including teachers, therapists, clinic staff and adolescents active in
community organizations, and members of a children’s hospital advisory group. Five adult professionals and four
adolescents provided input via an electronic survey. Two adults completed interviews and staff of an adolescent clinic
participated in a focus group; these were conducted by a graduate student intern. Ten adolescents took part in focus
groups led by two high school summer interns on this project. All had read the first two units. Analysis results led to
text revisions, adding an introduction, and design of the lesson routine.

The next phase, teaching the lessons to students, aimed to assess safety and well-being during lessons and
acceptability to a range of learners. The developers engaged 19 adolescents as beta-testing interns. They were referred
by adults from an adolescent health clinic, a high school mental health club, a student advocacy center, a county youth
commissioner, an anti-gun violence community youth organization, two high schools (one virtual, one traditional), and
a juvenile justice facility. The interns were paid stipends of $15 per hour for 20 hours to attend seven weekly virtual
lessons, to do homework and a group project, and to provide anonymous feedback via electronic survey at three points
across the two-month period.

The first survey asked for feedback on similar aspects as were asked in the prototype evaluation, using rating
scales with the option to comment about the content and materials. They were asked questions about hopes and
concerns starting out, about their sense of comfort and safety in the group and with the teacher, and to share
comments about the virtual class experience. The middle survey focused on any experiences of distress or regret and
if they would recommend the course to others, as well as asking about any insights they were gaining, and anything
else they wanted to say, including suggestions for improvement. The final survey repeated the items in the middle
survey.

Anursing student volunteer sat in on the virtual lessons to collect safety data. The nursing student used private
chat messages to collect “subjective units of distress” (SUD) scores as an ecological momentary assessment (Wolpe,
1969). That is, she asked students to use the 1-10 (no distress to the worst distress they could imagine) scale to rate
how distressed they were in real time. SUD scores are commonly used in PTSD therapies to monitor emotional
engagement versus distress; doing so in the moment enhances validity by avoiding recall bias. The nursing student
followed up scores greater than five using the Zoom chat function to assess the cause and determine needs for help.
Homework and small group projects were assessed by the co-developers and the nursing student for evidence of
learning.

A team of school mental health, wellness, and learning specialists from a multi-district, consolidated service
area provided the first adult professional peer review of the entire student book; this was prior to development of the



classroom materials portfolio and manualization. These 14 staff convened in a two-day retreat in the summer, for which
they were paid by the district. They had a brief introduction to the program via videoconference with the co-developers
who provided guiding questions. The retreat was facilitated by their team leader. Chart paper notes and a written
summary were compiled. The team met with the co-developers again at the end of the second day to convey their
review verbally as well. A second, brief meeting was held with some participants whose divergent input did not fit into
the first meeting’s timeframe and group dynamics.

The guiding questions queried first impressions and opinions about theoretical soundness; fit with young
people’s mental health needs generally and with the needs of those they work with specifically; the benefits and risks
they perceived; acceptability to students and staff, and appropriateness to the eleventh and twelfth grade target age
group. Specific appraisals were asked about the alternative career exploration focus, the requirement for a clinician
partner, the practices used to address safety considerations, and their ideas about ways to shorten the program for
non-school settings. Many of the guiding questions were addressed and many unqueried topics also surfaced and
were reported in chart paper notes, a written summary, and notes from the concluding meeting where the input was
provided verbally.

Due to lack of agreement within this team, the co-developers engaged two additional academic peer
reviewers expert on trauma-informed education programs delivered in communities.

Prototype Evaluation Results. The participants who completed prototype surveys provided demographic
and trauma history information. These nine volunteers were Latino (1), Asian (3), White (2), and Black (3). One was
LGBTQ. Asked if they saw themselves as a person with trauma, 5 replied “definitely yes”, 2 replied “probably yes’, 2
replied "might or might not be”, and 1 replied “probably not”. Of the students, 3 were in eleventh grade and 1 was in
twelfth grade. Demographic data were not collected in the contexts of interviews or focus group meetings.

Feedback about the prototype, whether it was coded as an affirmation, a critique or concern, or a suggestion,
were grouped categorically as addressing: the big picture; authors’ presence and tone; formatting and layout; the need
to better introduce the concept of trauma; pedagogy; and safety features. Input was both strongly encouraging and
very specific, prompting the developers to think about vocabulary, density of ideas, density of the text, and the order
in which new ideas were presented. An introduction was added to contain the information about safety, non-
disclosure, titrating intensity of the material, availability of referrals, the limits of confidentiality, explanations about
mandatory reporting, and information about the option to drop the course (i.e., “to have an emergency exit plan”). The
co-developers followed advice to streamline and simplify the text while maintaining richness and humor. They opted
to enhance sign-posting, add a very low-literacy “preview”, break up text with more figures and tables, and add a
“summary” that used every new vocabulary word from the unit. Feedback about the relational nature of the writing
was consistently positive; but suggestions included finding ways to make it both more obvious and less distracting.
The authors retained the introductory letter from them to the students that frames each unit and the first-person plural
voice of the main text. They separated some text intended to signal a sense of connection between students and the
authors by using “speech bubbles” and “thought bubbles” for parenthetical topics or comments so the paragraphs
could be simple and clear. This device provided a way to add enriching information, key take-aways, and pause points
for self-check-ins.

Mock Lesson Beta-Testing Results. The aim of this second PPI strategy was to assess student safety, well-
being, and acceptability in a “class” situation. The beta-testing interns were diverse in terms of personal identities,
academic accomplishment, and academic setting, but they were not asked directly about demographics. Of the 19
original interns, 14 finished the 7-lesson sequence, and 10 returned the final survey. Of the 14 who finished the
sequence, 9 indicated on the mid-point survey that they were a person with trauma, 3 were unsure, and 1 was not.

The survey responses were globally positive, with ratings about features that were changed based on the
prototype evaluation uniformly skewed to the positive end of the 10-point rating scale. Comments on questions about
comfort and safety in the virtual class setting and about the relationship with the teacher and clinical partner were
uniformly positive.



SUD scores monitored in real time by the nursing student were reassuring. On average, scores at the start of
class across the seven weeks ranged from 2.1 to 3.5 out of 10. Queries about higher (outlier) scores yielded information
from the students that the distress was from events in their day, not from the class. Average scores at the end of the
class ranged from 1.5 to 3.4. Initially, the plan was to use the SUD scores only as a tool to measure safety in the beta
test, but the learners liked having this tool; thus, the use of distress scores was incorporated in the curriculum itself as
a “check-in". Developers also formalized in the manualization the requirement to gather referrals or at least resources
because a few students in this pilot came to the attention of the teacher and clinical partner as having high levels of
distress — wunrelated to the course — that should not be ignored.

Students liked the relational tone and devices intended to signal the presence of supportive adults, including
the letters, speech and thought bubbles, and first-person plural text. They liked the homework, class activities, and the
project they completed. They especially liked the writing prompts in each section. The developers considered the beta
test results to be affirming and carried the approach and design into the last three units (the beta test report to the
funders is available from the corresponding author).

Single-Team Peer Review Results. Input from the initial peer review of the student materials without
manualization was mixed. The main responses presented in the debriefing meeting with the co-developers were
concerns that teachers would think they could do therapy, that students would be far too triggered by the information,
and that the school mental health staff did not have time to support teachers to deliver the course. They agreed that
the youth mental health crisis was real and that Tier 2 programs are needed, but they expressed that their already
overwhelming role demands would not permit taking on a new responsibility, even if it would reach more students
efficiently. They also viewed the relational tone of the writing and the end-of-book location of references as
unprofessional. They deemed the material not to be evidence-based. Some members dissented from these views and
requested a second debrief. They were not as concerned about teachers as interveners or students being triggered by
content. They noted and agreed with the relational tone of the writing as a form of presence and support while
students read, picking up on the authors’ voice as a proxy for a supportive adult relationship. They did not have
concerns about the theory or research basis of the material. They concurred that time to support teachers to deliver
the course was not in their current use of time, but they favored implementing because they viewed a Tier 2 program
to be needed.

The two additional peer reviewers engaged due to the unexpected feedback that the book’s writing was
unprofessional and not evidence based. They strongly disagreed with that feedback. Each independently remarked
that the writing made the topic approachable and conveyed a sense of hopefulness and adult presence. From their
expert standpoints, they had no concerns about the validity of the information presented, the theoretical
underpinnings of the curriculum, or the decisions to use a journalistic approach to citing source material in the text
and to place references and resources in a dedicated section at the end of the book.

Based on this combined peer review, no changes were made to the student book. It seemed that the novelty
of 7&Swas at the root of many of the critiques and concerns that arose. The critiques, concerns and misunderstandings
strongly informed the next step, which was to produce the manualization for the program.

Producing the Manualized Components. The goals in producing the manualized components were to
meet U.S. National Institute of Health standards for promoting and monitoring fidelity (Bellg et al, 2004), to embed
trauma-informed care principles (SAMHSA, 2014), to address the concerns raised in the single-team peer review, and
to make processes like gathering referral resources, incorporating reflective supervision, and undertaking training as
easy as possible. Fidelity to the 7&S design is defined by four intervener behaviors: (1) teaching the content; (2) using
the structure of the curriculum; (3) adhering to the process routine for classroom lessons or tutoring sessions; and (4)
maintaining adult-youth relationship quality in terms of being learning-focused and trauma-informed and not straying
into psychotherapy. The training, documents, and reflective supervision support content, structure, process, and
relationship fidelity. A 20-minute Guided Tour video was produced to ease exploration by providing verbal explanations
paired with images from the text and manualization.

The first step in implementation and training is to read the book. A Community-Based Learning Collaborative
approach was used (Hanson et al, 2019) to include multiple stakeholders in “book groups” involving potential
teachers/tutors, clinical partners, administrators, and parents or advisory board members. This process was manualized
by providing a book group guide that leads the group through examining the whole program over five weeks and
helps them consider logistics of implementation. Training workshops rest on the assumption that the tutors, teachers,



and clinical partners have qualifications to work with young people, know something about trauma-informed care, are
part of trauma-responsive settings, and want to take on the role.

The 7&S program is an evidence-informed innovation based on theory and produced to be appropriate and
supportive for high school aged people with trauma. The three-stage PPI process used for developing the book,
curriculum, and manualization enhances likelihood of smooth installation across settings and successful learning
outcomes for students. The beta test indicated a positive profile for safety, feasibility, and acceptability. 7&Sis currently
advancing in the process to become an evidence-based program via demonstration projects in a range of settings.

There are strengths and limitations to the 7&S program itself, as currently designed. First, although many
stakeholders acknowledge the need for Tier 2 programs, addressing trauma has not been a typical part of teacher or
staff member roles in schools or youth-serving organizations. It will take early adopter organizations to lead the way in
demonstration projects, monitor fidelity, be on the lookout for adverse events or unintended consequences, and
provide feedback to the developers so iteration can occur as needed based on real-world use. Second, 7&Sis not meant
to work as a stand-alone solution. Groundwork laid in organizations that have started using a Tier 1, universal trauma-
informed approach and who have Tier 3 specialist treatment resources are those most likely to see benefit from adding
this Tier 2 program. Third, organizations may clamor for a less resource-intensive program such as simple handouts or
online modules. However, many of the youth who are not resilient after trauma exposure are those whose trauma
happened in a relationship. Navigating relationships well is a vital life skill. Supportive, safe, growth-producing
relationships play a vital role in trauma recovery. Thus the resources required to implement a program with a
teacher/tutor and clinical partner that involves interactions to grapple with this learning is worth investing in.

Using a PPI process with the “target patient population” and stakeholders is a strength in intervention
development. Although the PPI process was limited by somewhat small numbers of people being engaged, the three
steps resulted in improvements. The beta-test and peer review processes were the most valuable. The beta testers
were diverse in multiple characteristics salient to this program. The peer review group members were not selected by
the developers; they were likely typical of county-level teams by virtue of differing roles, levels of experience in their
jobs, familiarity with trauma, a sense of being stretched thin in their roles, and opinions about addressing trauma
outside of specialist treatment settings. Ultimately 7&S may not be viewed as desirable in all settings. Early adopter
organizations will likely be uniquely equipped to pilot because they are experienced at a trauma-informed approach
and want a tool with which to fill the gap at Tier 2.

The next step, demonstration projects in a range of settings with evaluation, is underway. After any revisions
suggested by those projects, it will be vital to partner with research-capable organizations or academics who have
capacity to conduct outcomes research. Measures exist to assess mental health literacy, including stigma and self-
stigma (Docksey et al,, 2022) and self-efficacy to seek treatment (Moore et al,, 2015). Psychoeducation outcomes could
be assessed by content-specific knowledge and self-efficacy measures. Self-report symptom checklists could be used
to evaluate increased ability to manage symptoms. The Posttraumatic Stress Disorder Checklist (PCL-5), which is
sensitive to change from intervention could be used for pre-to-post comparison (Weathers et al,, 2013) and has been
validated and used with adolescents (Ghazali & Chen, 2018). The Child PTSD Symptom Scale for DSM-5 (CPSS-5) is
another option (Foa et al,, 2017). However, for the elective course version, not all students who enroll are required to
have a trauma history or any mental health condition. By design, the amount of the program used and the learning
outcomes from homework, activities and projects are to be proximal outcomes and moderators or mediators of the
distal outcomes. The eight positive life outcomes will not have been attained at the end of the learner’'s engagement.
However, one of the capstone assignments in the fifth and final unit is a student self-assessment for how “on track”
they are to achieve these outcomes. In psychiatric treatment settings, adherence to individual treatment and symptom
reduction outcomes will be aligned with the purpose of 7&5. In justice settings 7&S may be best used as an alternative
to community service or sentencing or as a re-entry support opportunity. Staff may set individual goals depending on
the young person’s risks, such as managing anger expression during triggered PTSD reactions or reduced self-
medicating with substances. Youth aging out of foster care may benefit from putting their experience into context and
gaining narrative self-understanding. In other words, 7&Sis flexible enough for organizations to set their own target
outcomes that logically fit their clients and the mechanisms of mental health literacy and psychoeducation that 7&S
teaches.



Trauma and Society: Intervention Development Report on a Trauma-Specific Psychoeducation Course for Adolescents in
Schools, Residential, and Community Settings

The youth mental health crisis has stubborn roots in trauma. 7&S offers progress on creating a multi-tiered
system of supports that embodies a trauma-informed approach to addressing youth mental health across all three
MTSS tiers.
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