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Abstract
Aim The purpose of the present study was to establish and validate the Survey for Trauma-Informed Systems Change 
(STISC), a measure of culturally responsive trauma-informed care (TIC) and services that can be administered to profes-
sionals in any field or industry.
Subject/methods The current study with 262 respondents from judicial, healthcare, political, non-profit, and for-profit set-
tings examined the internal consistency reliability and factor structure of the STISC.
Results A total of 262 respondents from various industries accessed the pre-training survey. Seven of the 59 items were 
reassigned to alternate subscales and three subscales were merged following correlation analysis. Internal consistency reli-
ability for subscales based on the final item assignments was good or excellent (lower 95% confidence limits for hierarchical 
omega ≥ 0.85). The root mean square error of approximation estimate for the confirmatory factor analysis based on final 
item assignments was acceptable (0.073; 90% CI 0.071, 0.076). Neither the comparative fit index value of 0.76 nor the 
Tucker–Lewis fit index value of 0.75 approached conventional thresholds for acceptable fit.
Conclusion Given the absence of a validated alternative, this study supports use of the STISC tool to measure the degree 
of an individual’s trauma-informed knowledge and positive attitudes toward trauma-informed systems change, as well as 
trauma-informed practices in the workplace. Further study and refinement will aim to determine whether the STISC survey 
is sensitive to change, which will provide stronger support for the survey’s potential usefulness as a cost-effective method 
of standardizing trauma-informed systems change programs across multiple fields and industries.
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Introduction

Traumatic stress and trauma are pervasive public health con-
cerns that impact the daily lives of many Americans (Bassuk 
et al. 2017; Magruder et al. 2017). More than 60% of Ameri-
can adults have experienced at least one adverse childhood 
experience (CDC 2019). Similarly, 60% of children experi-
ence at least one trauma each year (Finkelhor et al. 2005). 
Those rates increase when examining the global population, 
where 70% of people reported at least one traumatic event 
in their lifetime (Kessler and Ustün 2008). Rates of trauma 
exposure further increase when examining marginalized 
populations (Adams 2010; Alim et al. 2006; Bassuk et al. 
1996; Goodman et al. 1997; Hatch and Dohrenwend 2007; 
Hayes et al. 2013).

Exposure to traumatic events can have long-lasting con-
sequences, both physical and mental (Drury et al. 2012; 
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Copeland et al. 2007; Felitti et al. 1998). However, evi-
dence has demonstrated that people can overcome trau-
matic experiences with appropriate interventions and 
support (Covington 2008; Dozier et al. 1994; SAMHSA 
2014). As a result, many researchers, clinicians, and legis-
lators are looking for ways to not only prevent trauma but 
to interact with and support individuals who are trauma-
tized. As the majority of both the US and global popula-
tions have experienced a traumatic event in their lifetimes, 
it is becoming increasingly necessary that individuals and 
organizations examine how their policies and procedures 
can impact individuals who have experienced trauma. 
Trauma-informed systems change has multiple layers and 
demands the support of leadership in any given system, 
adjusting policies and practices to focus on safety and 
reduce re-traumatization, and providing inter- and multi-
disciplinary training and coaching of members of a system 
(Oehlberg 2008).

Within the mental health field, the acknowledgment 
of trauma is evolving. As the public and mental health 
professionals are learning more about the importance of 
addressing trauma, trauma-informed care is becoming 
increasingly prevalent (SAMHSA 2014). However, there is 
an opportunity for mental health systems to more consist-
ently integrate an understanding of trauma and its impact 
on the biopsychosocial framework as a means of improving 
treatment and outcomes, as this is not a general practice in 
mental health systems currently (Sweeney et al. 2018). For 
example, Hepworth and McGowan (2013) demonstrated 
that while many mental health professionals recognized 
the significance of trauma and the need to inquire about 
it, there is inconsistency in trauma inquiry during mental 
health assessments in acute settings, and even less consist-
ency in routine inquiry about childhood sexual trauma in 
acute mental health settings. One study of general practi-
tioners’ routine assessment of trauma found that they may 
feel reluctant to assess trauma for a variety of reasons, such 
as a lack of sufficient training in trauma-informed care and 
how to employ trauma-informed practices or a fear of caus-
ing harm when discussing a patient’s more complex issues 
(Tomaz and Castro-Vale 2020).

Importantly, research has demonstrated that trauma-
informed interventions can improve attitudes and knowledge 
about trauma-informed practices and approaches and show 
promise for encouraging trauma-informed change on an indi-
vidual and group level in both clinical and non-clinical (e.g., 
child welfare, school, business, government) settings (Damian 
et al. 2019; Kenny et al. 2017; Kramer et al. 2013; Lang et al. 
2016; Niimura et al. 2019; Palfrey et al. 2019; William and 
Smith 2017; Haime 2020; SAMHSA 2020; Schreiber et al. 
2006). Yet, as highlighted by Niimura et al. (2019), few stud-
ies have examined the effectiveness of trauma-informed care 
training programs using standardized measures with follow-up 

assessments. Even fewer have used measures validated for use 
across multiple systems (Champine et al. 2019).

Even outside of mental health, there is a desire to become 
more trauma-informed in fields ranging from dentistry to 
children’s sports leagues (Donisch et al. 2016; D’Andrea et al. 
2013; Purtle 2020; Raja et al. 2015). However, as in health 
care fields, there is an absence of standardization in measur-
ing the effectiveness of trauma-informed initiatives. A recent 
meta-analysis that included 33 studies on the implementation 
of trauma-informed practices and approaches in education 
pointed out that multiple disciplines have employed different 
methods in examining trauma-informed practices in schools, 
but examination of the impact of trauma-informed practices 
and approaches on educators is limited in current literature 
(Thomas et al. 2019). This analysis also showed limits to the 
effectiveness of school-based trauma-informed interventions 
because of the absence of evaluation and standardization of 
trauma-informed systems change.

As a further example, a 2019 systematic review of 
organization-wide implementation of trauma-informed 
initiatives in the child welfare system demonstrated that 
some form of trauma-informed training (each study had 
different dosages and content of training) was effective in 
positively impacting staff knowledge, skills and / or con-
fidence. However, their analysis also showed weaknesses 
in study designs, and a lack of standardization or consist-
ency in evaluation of service user, treatment, and training 
outcomes (Bunting et al. 2019).

There is also an effort to standardize trauma-informed 
training efforts for police officers and criminal justice pro-
fessionals. Much of this work has been led by the Sub-
stance Abuse and Mental Health Services Administration 
(SAMHSA) GAINS Center, which created a trauma-informed 
response tool for criminal justice professionals with the stated 
goals of: (1) increasing understanding and improving aware-
ness of trauma, (2) equipping members of the criminal justice 
system with trauma-informed tools and practices, and (3) 
providing a framework for trauma-informed policy change. 
This is an emerging training, and validation of the tool and its 
impact is yet to be determined. Equally, it is unclear how case 
studies that highlight cultural and gender issues (which is 
critical in any trauma-informed training model) is employed 
in the framework (SAMHSA, Trauma Training for Crimi-
nal Justice Professionals 2014). It is encouraging to see the 
criminal justice system focus on trauma-informed practices 
and approaches and move toward making trauma-informed 
change. However, consistent evaluation with validated meas-
ures is lacking, and it will be most important to be able to 
evaluate and measure the impact of trauma-informed systems 
change. A key part of measuring trauma-informed systems 
change is including cultural and historical components in a 
scale, such as the impact of racism and discrimination.
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Meeting the need for a standardized and culturally 
responsive measure of trauma‑informed systems 
change

Because trauma is ubiquitous and experienced widely in 
society across various systems (education, family, com-
munity, workplace, business, government, criminal justice, 
healthcare), it is imperative that every system promote a 
trauma-informed environment. It is clear from these exam-
ples that there is a desire to be trauma-informed, but there 
is no consistent framework on how to implement and/or 
measure trauma-informed systems change across fields. 
Moreover, core to trauma-informed principles are historical, 
cultural, and gender considerations. Many systems, includ-
ing mental healthcare, have engaged with trauma-informed 
training, practices and approaches but were inadequate in 
considering historical and cultural factors.

Here we describe the Survey for Trauma-informed Sys-
tems Change (STISC), which was established to standard-
ize the assessment of trauma-informed care, practices, and 
approaches in a multidisciplinary, cross-systems fashion 
(see Fig. 1). There is a lack of existing scales quantifying 
trauma-informed care that measure culturally responsive 
systems change. Some scales were designed for one spe-
cific field, such as education (e.g., ARTIC) (Baker et al. 
2016) or health and human services (e.g., TIC Grade; 

TICOMETER, “Knowledge, Attitude, and Practice Related 
to Trauma-informed Practice” tool) (Bassuk et al. 2017; 
King et al. 2019; Sinko et al. 2020a, b), but these may not 
be generalizable. Because trauma impacts every system and 
field, there would be great utility in a scale that is gener-
alizable across contexts (i.e., a comprehensive assessment 
of a trauma-informed, culturally responsive system that can 
be used in any system); however, a scale like this does not 
currently exist. To meet this need, we developed a scale 
(STISC) that could be administered to any professional, in 
any field, for assessment of trauma-informed and cultural 
responsivity of individuals and organizations. Availability 
of the measurement tool is critical to the development and 
evaluation of trainings and interventions aimed at improving 
trauma-informed practices across a broad range of systems 
and settings. This paper outlines the process of validating 
the STISC, a comprehensive assessment tool that measures 
trauma-informed, culturally responsive knowledge, attitudes, 
and practices across fields and systems.

Methods

Institutional Review Board (IRB) approval was granted 
by Massachusetts General Brigham, IRB2021P002889for 
evaluating the impact of trauma-informed training on a 

Fig. 1  Pre and post Survey 
for Trauma-informed Systems 
Change (STISC)

Trauma-Informed Systems Change: Pre Survey
Thank you for participating in our Trauma-Informed Systems Change workshop. The purpose of this survey is to
assess your knowledge and attitudes around trauma-informed practices and approaches. Your responses to this
survey are anonymous and confidential.

Please enter your age:
__________________________________

Please indicate your race/ethnicity (check all that apply):

White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Other Pacific Islander
Hispanic or Latinx

How do you identify your gender?

Man
Woman
Transgender Man
Transgender Woman
Non-binary or gender-nonconforming
Other
Prefer not to say

Please indicate your highest education level: Highschool diploma or GED
Some college
Associates degree
Bachelor's degree
Master's degree
Professional degree beyond bachelor's (e.g. JD,
DDS, MD)
Doctoral degree
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multidisciplinary, cross-sectional group in a virtual set-
ting. This study had three main stages: (a) development of 
the survey used for pre- and post-training assessment; (b) 
administration of the survey to participants 24 hours prior to 
two-day, 12-hour interactive trauma-informed training work-
shops and within 48 hours of completion of the workshops; 
(c) preliminary psychometric validation of the survey as a 
tool to evaluate and measure trauma-informed, culturally 
responsive knowledge, attitudes, and practices.

Development of the survey for trauma‑informed 
systems change

We used the methodology for scale development and vali-
dation of Boateng et al. (2018). Following this methodol-
ogy, we began generating items for the survey. To begin 

drafting an instrument, the study team initially focused on 
knowledge and attitude-based questions related to trauma 
and cultural responsivity. In our review of the literature, 
we found that there were scales that already measured 
attitudes and perceptions related to trauma and trauma-
informed care, but not necessarily behaviors and/or cul-
tural responsivity (e.g., ARTIC, TICS-10) (Hales et al. 
2019). As a result, we focused on developing a scale that 
measured practices and behaviors and cultural sensitivity 
in addition to knowledge and attitudes. We further found 
that current scales measuring trauma-informed change 
focus on specific systems, such as healthcare, social 
services (TIC Grade, TICOMETER) or child welfare 
(Trauma-informed Systems Change Instrument) (Rich-
ardson et al. 2012). Our goal was to design a measure that 
was applicable to all industries and professions.

Assessing Knowledge and Attitudes

Please indicate the extent to which you agree or disagree with the following statements:
Strongly
disagree

Disagree Neutral Agree Strongly agree

I understand the physiology of
fear.

I understand how trauma affects
the brain.

I am familiar with
trauma-informed care.

I can recognize how fear
operates in a system.

I understand how adverse
childhood experiences (ACEs)
impact an individual throughout
the lifespan.

I am familiar with the long-term
physical and behavioral effects
of ACEs.

I am familiar with historical
trauma.

I understand how racism and
stereotype threat contribute to
ACEs.

I understand how the brain
develops.

I can identify threats to healthy
brain development.

Strongly
disagree

Disagree Neutral Agree Strongly agree

I am familiar with attachment
theory.

I am familiar with mindfulness as
a trauma-informed practice.

I understand the reward
pathway.
I understand the effects of
alcohol and cannabis on the
brain.
I understand the effects of
cocaine, methamphetamine, and
nicotine on the brain.

Fig. 1  (continued)
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The instrument was divided into four sections cover-
ing the four domains to be assessed by the scale. These 
sections are knowledge and attitudes; trauma-informed, 
culturally responsive practices in the workplace; assess-
ing interactions with clients; and assessing safety and 
acceptance. Items corresponding to each section were 
chosen using SAMHSA’s key principles of a trauma-
informed approach (safety; trustworthiness and trans-
parency; peer support; collaboration and mutuality; 
empowerment, voice, and choice; cultural, historical, 
and gender issues), as well as their 10 implementation 
domains (governance and leadership; policy; physical 
environment; engagement and involvement; cross sec-
tor collaboration; screening, assessment, treatment ser-
vices; training and workforce development; progress 
monitoring and quality assurance; financing; evalua-
tion) (SAMHSA 2014). As suggested by Boateng et al. 

(2018) once questions for each section were drafted and 
reviewed as a study team, we reviewed our proposed 
scale with experts in the fields of trauma, psychology, 
and psychiatry. After discussing each item with leaders 
in the field of trauma research, they helped pare the scale 
down to 59 items that were appropriate, interpretable, 
and accurate. After the content of the scale was verified, 
we then administered the draft to multiple additional 
experts to receive feedback, administered in two rounds 
of feedback. From a qualitative perspective, we asked 
the target groups to verbalize their thought process when 
providing their answers to ensure that the questions were 
gathering the information we wished to capture. Before 
administering the scale to actual participants in trauma-
informed trainings, we performed another round of 
mock-administration to determine how long the survey 
would take to complete. This was done by sending the 

I understand the connection
between substance use
disorders and trauma.

I understand vicarious trauma.
I understand trauma
stewardship.
I am familiar with racism as a
form of trauma.

I can identify fear and trauma in
a system.

Strongly
disagree

Disagree Neutral Agree Strongly agree

I understand what it means to be
trauma-informed.

I can identify whether a practice
is trauma-informed.

I can take my knowledge of
trauma-informed practice and
approaches and change a
practice and/or policy in the
system in which I work.

I care about whether my work is
trauma-informed.

Learning about trauma-informed
practices and approaches is
important for the work I do.

Applying a trauma-informed lens
to my work can improve how I
provide service in my
system/organization.

Applying a trauma-informed lens
to my work can improve the
outcomes I (and the
system/organization) seek to
achieve.

It is important that our
organization has a budget
specifically allocated for
trauma-informed trainings and
care.

Acknowledging cultural
differences is an important
component of a trauma-informed
approach.

Fig. 1  (continued)
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link to the survey to [10] trauma researchers and having 
them complete the survey in its entirety.

Participants and procedure

Because the scale was created to generalize across indus-
tries and professions, we wished to include participants 
from a wide variety of fields for validation. Our partici-
pants were recruited from monthly trainings conducted 
by the Institute for Trauma-Informed Systems Change 
within McLean Hospital. These seven trainings took place 
between July 2021 and February 2022. All participants 
were sent an electronic pre-survey before the training. If 
the pre-survey was completed, the participant was sent a 
post-survey at the conclusion of training. In addition to 
the 59 items selected for the scale, the pre-training sur-
vey included questions on demographics (race/ethnicity, 

gender, and education level) and both the pre-survey and 
post-survey included a question on elements that define 
the respondent’s culture.

For survey administration with the target groups, partic-
ipants were sent an individualized link to a REDCap survey 
before their scheduled workshop. The pre-survey expired 
on the day of their training before participants learned any 
content from the training. The 262 participants (including 
lawyers, doctors, government agencies, community-based 
organizations, fortune 500 CEO’s, healthcare, government 
and business leaders from the UK and Africa) received 12 
hours of core trauma-informed teaching and training in two 
days on the fundamentals of trauma, fear, human develop-
ment, trauma-informed systems change, the psychologi-
cal impact of racism, and cultural responsivity. They were 
given tools and an active challenge to meaningfully apply 
the learning in making trauma responsive changes in their 

Measuring Trauma-Informed Practices in the Workplace

Please indicate the extent to which you agree or disagree with the following statements:
Strongly
disagree

Disagree Neutral Agree Strongly agree

Trauma-informed practices and
approaches are common
knowledge in the system in
which I work.

All employees in my
system/organization are
adequately trained on
trauma-informed care.

Our employee handbook and
on-boarding material sufficiently
references trauma and
trauma-informed practices.

Most employees understand
trauma and how it might show
up in our system.

Our organization cares about
trauma.

Our organization is interested in
learning about ways to reduce
re-traumatization.

Our office of Human Resources
provides adequate initial training
and maintenance training on
trauma-informed practices and
approaches.

Our organization can provide
resources to support employees
when they feel burnt-out.

Our organization is concerned
about vicarious trauma and
provides resources to employees
who may be feeling traumatized.

Our organization prioritizes
emotional, mental, and physical
wellness.

Fig. 1  (continued)
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respective work systems. After the two-day, 12-hour train-
ing, participants that had completed a pre-survey received 
an individualized electronic link to the post-survey. All 
survey responses were anonymous, but the pre- and post-
surveys were linked to each other via unique, nonidentifi-
able subject keys.

Statistical approach

Prior to analysis, items were assigned to one of seven sub-
scales by the first author (AM) according to measurement 
domain and assessment of the domain at the individual (I), 
system (S), or individual-within-system (I-S) level: self-
assessed knowledge and attitudes (I), system-wide knowl-
edge and attitudes (S), training and employee support (S), 
interactions with clients (I-S), personal safety and accept-
ance at work (I), promotion of safety, acceptance and inclu-
sion by system (S), and acceptance of cultural differences 

(I-S). Likert ratings for each item were assigned numeric 
values from 1 to 5 and summed to obtain subscale scores. To 
assess item performance, Spearman item-total correlations 
were calculated for each item and for each subscale. Items 
correlating substantially higher on an alternate subscale than 
their assigned subscale were candidates for reassignment. 
Items with no more than a weak correlation (< 0.30) with 
any subscale were candidates for removal or regrouping with 
other items. Subscales sharing a substantial number of items 
with moderate (> 0.40) or stronger correlation were consid-
ered for merging into a larger, more general subscale. All 
modifications of item assignments to subscales were under-
taken with consideration of the theory underlying the scale’s 
development and the face validity and comprehensiveness 
of the subscales. Internal consistency reliability of the sub-
scales based on original item assignment and final modified 
item assignments was quantified using hierarchical omega 
(Kelley and Pornprasertmanit 2016).

Assessing Interactions with Clients

Please indicate the extent to which you agree or disagree with the following statements:
Strongly
disagree

Disagree Neutral Agree Strongly agree

I believe that our clients can
identify at least one practice or
policy that reflects our system's
desire to be trauma-informed.

I believe that our clients feel
safe within our system.

I believe that our organization
has strong partnerships with
trauma-informed
community-trusted organizations
to further support our clients in
need.

I believe that our organization
has a thoughful and effective
process for addressing and
incorporating feedback from
clients into current practices.

I believe that our organization
makes every effort to provide
trauma-informed services to our
clients.

Assessing Safety and Acceptance

My culture is defined by (check all that apply):

My race
My ethnicity
Where I grew up or where I live
Where I work or what I do for a living
My gender identity or sexual orientation
My socioeconomic status
My education
Other (please indicate below)

Please tell us how you define your culture:
__________________________________

Fig. 1  (continued)
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To evaluate the factor structure of the scale, the model 
corresponding to the final modified item assignments 
was submitted for confirmatory factor analysis (CFA) in 
MPLUS version 8 using robust maximum likelihood esti-
mation and treating the item scores as continuous, con-
sistent with guidance for Likert items with five or more 
categories (Rhemtulla et al. 2012). Overall fit of the model 
was evaluated using the root mean square error of approxi-
mation (RMSEA), the comparative fit index (CFI), and the 
Tucker–Lewis fit index (TLI).

For the purpose of summarizing results, correlation 
estimates of magnitude greater or equal to 0.40 and less 
than 0.60 are described as moderate, and correlation esti-
mates of magnitude greater or equal to 0.60 are described 

as strong. Surveys with missing item-level data were 
excluded from calculations of item-total correlations and 
hierarchical omega for the corresponding subscale. All 
partially observed item data contributed to estimation for 
CFA, consistent with treatment of missing data in imple-
mentation of maximum likelihood estimation in MPLUS. 
The analysis plan included submission of the model cor-
responding to original item assignments for CFA and 
accommodation of clustering of responses by training 
date for the CFA; however, the CFA model associated 
with the original item assignments was not identifiable, 
and our data did not support fitting a model accommodat-
ing clustering. Item-total correlations and estimates of 
hierarchical omega were calculated using version 4.1.2 of 

Please indicate the extent to which you agree or disagree with the following statements:
Strongly
disagree

Disagree Neutral Agree Strongly agree

I have thought about how my
cultural background impacts my
sense of safety and well-being at
work.

I have thought about how my
cultural background affects the
way I am perceived by others
(e.g., colleagues, clients) at
work.
I have thought about how my
cultural background affects the
way I engage with others (e.g.,
colleagues, clients) at work.

I am confident that my
organization thoughtfully
embraces and celebrates
cultural differences.

I am confident that my
organization makes sure that
everyone feels included.

I am confident that my
organization understands
racialized trauma.

I am confident that my
organization understands and
values diversity, equity, and
inclusion.

I am confident that my
organization intentionally
encourages employees to
consider cultural differences
when delivering services.

My cultural background is
respected in the system in which
I serve.

I feel seen and heard at work.
My unique cultural experience is
valued at work.

I feel understood at work.
I feel accepted at work.
I feel supported at work.
I feel safe at work.

Fig. 1  (continued)



2097Journal of Public Health (2023) 31:2089–2102 

R statistical software. Calculation of hierarchical omega 
used the MBESS package (Kelley 2007).

Results

Characteristics of the respondents

Two hundred sixty-two respondents accessed the pre-training 
survey, of whom 249 (95%) provided complete responses. Of 
the 13 (5%) respondents who did not complete all questions, 
5 (2% of total) provided only partial or complete demographic 
information, and 8 (3% of total) provided responses for only 
some items, with a range of 1–39 of the 59 item ratings miss-
ing. Demographic characteristics of the respondents are sum-
marized in Table 1. Two hundred fifty-eight (99%) reported 

postsecondary education, with 150 (57%) reporting a master’s 
degree or more education.

Assignment of items to subscales

Original and final modified assignment of items to sub-
scales, magnitude of item-total correlations with assigned 
scales, and cross-correlations with alternate scales are 
provided in Fig. 2. Cross-correlations calculated using 
the original item assignments suggested that some reas-
signment of items to alternate subscales was appropri-
ate. Items were reassigned in three stages, between which 
item-total correlations were recalculated and item per-
formance re-assessed. In the first stage, two of the 25 
items assigned to the self-assessed knowledge and atti-
tudes subscale, “I care about whether my work is trauma-
informed” and “Acknowledging cultural differences is an 
important component of a trauma-informed approach,” 
were reassigned to the system-wide knowledge and atti-
tudes subscale based on weak correlation estimates (< 
0.20) with the former and strong estimated cross-correla-
tions with the latter. In addition, three items asking about 
“reflection on impact of cultural background on work” 
that did not correlate moderately or strongly with any 
subscale (magnitude of estimated correlations < 0.40) 
were assigned to their own subscale: “Awareness of cul-
tural background at work.” This left only two items, “I 
am confident that my organization thoughtfully embraces 
and celebrates cultural differences” and “I am confident 
that my organization understands racialized trauma,” in 
the acceptance of cultural differences subscale. Because 
only two items remained in this subscale, and they cross-
correlated strongly with the promotion of safety, accept-
ance and inclusion subscale, the items were reassigned.

Following the first stage of item reassignment, item-
total correlations still reflected moderate or greater cor-
relation of multiple items with more than one subscale 
for all but the self-assessed knowledge and attitudes, 
system-wide knowledge and attitudes, and awareness of 
cultural background at work subscales. Because all items 
on the promotion of safety, equity, and inclusion subscale 
correlated moderately with the training and employee 
support total score, and because both scores were thought 
to reflect trauma-informed practices at the systems level, 
items assigned to these two subscales were merged into a 
single subscale. For the final reassignment, because four 
of five items on the “interactions with clients” subscale 
correlated moderately with the merged subscale, and 
items on the interactions with clients’ subscale also rated 
trauma-informed practices of the system, its items were 
added to the merged system subscale, which was labeled 
the “training, support, interaction and environment” sub-
scale. After this final reassignment, multiple items on the 

Table 1  Demographic characteristics of the n =  2621 survey respond-
ents

1. Five of the 262 respondents completed only the demographic por-
tion of the survey. Four of the five provide completed demographic 
information, and one provided race/ethnicity and gender but not age 
or education.
2. Respondents could select zero or more categories. Fifteen respond-
ents (6%) selected no categories, 235 (90%) selected one category, 10 
(4%) selected two categories, and 1 (<1%) selected four categories.
3. No respondents selected transgender woman or other.

Mean (SD; range) or n (%)

Age 46.3 (10.7; 25–71)
Race/ethnicity1

 White 191 (73%)
 Black or African American 41 (16%)
 American Indian or Alaska Native 6 (2%)
 Asian 21 (8%)
 Native Hawaiian or Other Pacific 

Islander
1 (<1%)

 Hispanic or Latinx 24 (9%)
Gender2

 Man 78 (30%)
 Woman 178 (68%)
 Transgender man 1 (<1%)
 Non-binary or gender-nonconforming 3 (1%)
 Prefer not to say 2 (1%)
Highest education level
 Highschool diploma or GED 3 (1%)
 Some college 15 (6%)
 Associates degree 9 (3%)
 Bachelor’s degree 84 (32%)
 Master’s degree 73 (28%)
 Professional degree beyond bachelor’s 32 (12%)
 Doctoral degree 45 (17%)
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training, support, interaction, and environment subscale 
still correlated moderately with the safety and acceptance 
at work total score. However, items on these two sub-
scales were not combined because items on the former 
were included to assess experience of trauma-informed 

practices on the individual level rather than to assess 
practices at the systems level. Estimates of internal con-
sistency reliability as quantified by hierarchical omega 
for the original and final modified item assignments are 
presented in Table 2.
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Fig. 2  Spearman item-total correlations (rhos) of the 59 scale items 
with their assigned subscales (+) and cross-correlations with alter-
nate subscales, for the original and final item assignments to sub-
scales. Items performing as expected have strong correlations with 
their assigned subscales and weak or no correlations with other sub-
scales. TI, trauma-informed; TIC, trauma-informed care; TIP, trauma-
informed practice; ACEs, adverse childhood experiences; MAMP, 
methamphetamine; SUD, substance use disorder; org, organization; 
HR, human resources; DEI, diversity, equity, and inclusion. I, self-

assessed knowledge and attitudes subscale; II, safety and acceptance 
at work subscale; III, system-wide knowledge and attitudes subscale; 
IV, training and employee support subscale; V, promotion of safety, 
acceptance, and inclusion subscale; VI, interaction with clients’ sub-
scale; VII, acceptance of cultural differences subscale; VIII, aware-
ness of cultural background at work subscale. Prior to final item 
assignments, subscale VII was eliminated, subscale VIII was created, 
and subscales IV, V, and VII were combined into a single training, 
support, interaction, and environment subscale (IV/V/VI)

Table 2  Estimates of internal 
consistency reliability (95% 
confidence intervals) as 
quantified by hierarchical 
omega, original item 
assignments and final modified 
item assignments

Prior to final item assignments, subscale VII was eliminated, subscale VIII was created, and subscales IV, 
V, and VII were combined into a single training, support, interaction, and environment subscale. Seven of 
59 items were moved from their originally assigned subscales to an alternate subscale: two from subscale I 
to subscale III, two from subscale VII to subscale V, and two from subscale II and one from subscale VII to 
subscale VIII.

Subscale Original item assignments Final modified item 
assignments

I Self-assessed knowledge and attitudes 0.95 (0.93, 0.96) 0.95 (0.94, 0.96)
II Safety and acceptance at work 0.84 (0.80, 0.88) 0.92 (0.90, 0.94)
III System-wide knowledge and attitudes 0.93 (0.91, 0.95) 0.94 (0.92, 0.95)
IV Training and employee support 0.81 (0.71, 0.88) 0.92 (0.90, 0.94)
V Promotion of safety, acceptance, and inclusion 0.83 (0.78, 0.87)
VI Interaction with clients 0.84 (0.78, 0.88)
VII Acceptance of cultural differences 0.67 (0.55, 1.00) n/a
VIII Awareness of cultural background at work n/a 0.89 (0.85, 0.92)
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Factor structure

The RMSEA value for the CFA model corresponding to the 
final modified item assignments was 0.073 (90% CI 0.071, 
0.076), a value associated with acceptable but not close fit. Nei-
ther the CFI value of 0.76 nor the TLI value of 0.75 approached 
the conventional threshold for acceptable fit of 0.90.

Standardized factor loadings for the CFA based on the 
final item reassignment ranged from 0.46 to 0.78 for self-
assessed knowledge and attitudes, 0.59 to 0.87 for safety and 
acceptance at work, 0.76 to 0.93 for system-side knowledge 
and attitudes, 0.42 to 0.75 for training, support, interaction, 
and environment, and 0.75 to 0.97 for awareness of cultural 
background at work. All factor loadings were significantly 
different than zero.

Discussion

Our goal was to develop and validate a comprehensive 
assessment tool that measures trauma-informed, culturally 
responsive systems change across fields and systems. After 
development of the scale with a several step qualitative 
process, we obtained pre-survey measures from over 250 
multi-disciplinary participants of a trauma-informed system 
change program. Following survey administration, analyses 
of the item-total correlations generally support expectations 
regarding the association of items with the underlying con-
structs measured by the scales. With the exception of five 
items that were reassigned to alternate subscales, items cor-
related moderately or more strongly with the total scores of 
their assigned subscales based on pre-specified item assign-
ments. Estimates of internal consistency reliability quanti-
fied using hierarchical omega were also favorable after item 
reassignments, with lower limits of 95% CIs exceeding the 
common threshold of 0.80 for all subscales.

Low values for the CFI and TLI after final item reas-
signment likely reflect the correlation of some items 
with multiple underlying domains targeted by the scale. 
For the original item assignments, cross-correlations 
were particularly high among items intended to meas-
ure practices of the system and individuals within the 
system: training and employee support; promotion of 
safety, acceptance and inclusion, and interactions with 
clients. Combining items from these subscales reduced, 
but did not eliminate, moderate or greater cross-corre-
lation. After the final item reassignment, items assigned 
to the knowledge and attitudes subscales and the aware-
ness of cultural background at work subscales did not 
cross-correlate moderately or more strongly with any 
total score, but some moderately cross-correlating items 
remained for the safety and acceptance at work and train-
ing, support, interaction, and environment subscales. 

This cross-correlation of items for both the original and 
final modified item assignments could reflect the items’ 
association with a shared dimension underlying several 
of the domains targeted for measurement. For example, 
a workplace culture valuing diversity, inclusivity, and 
empathy may support adoption of a variety of trauma-
informed practices at the systems level as well as a sense 
of safety and acceptance at the individual level.

Given that no alternative scale has been validated for 
evaluating trauma-informed knowledge, attitudes, and 
practices across industries and professions, this study dem-
onstrates the STISC scale’s favorable overall performance. 
Furthermore, this study supports the use of the scale pending 
further study and refinement. Because of the high observed 
cross-correlations among items included to measure dif-
ferent aspects of trauma-informed workplace practices, 
we recommend scoring based on the final modified item 
assignments, which combine items corresponding to train-
ing and employee support, promotion of safety, acceptance, 
and inclusion by the system, and interaction with clients 
into a single subscale, rather than reporting totals for these 
workplace practices separately.

Study limitations and future directions

Limitations of the study include the small sample size rela-
tive to the number of items included on the scale, which 
prevented assessment of its factor structure using models of 
greater complexity and may have resulted in overestimation 
of the RMSEA and underestimation of the CFI and TLI (Shi 
et al. 2019). Items were not randomly ordered, and no items 
were reversed scored, which could make the scale suscepti-
ble to socially desirable response patterns. Respondents were 
highly educated, so results may not generalize to those with-
out postsecondary education. Finally, the motivation for this 
work – the absence of a gold standard of measurement for 
trauma-informed practices in the general setting and research 
associating trauma-informed practices with characteristics 
of systems, knowledge, and attitudes – limited our ability to 
establish convergent and divergent validity.

Future studies investigating changes in scale scores fol-
lowing trauma-informed systems training and their predic-
tors, and validating the scale using larger samples, will help 
to meet the need for measurement tools and understand-
ing of the impact of trauma-informed practices. Further, 
in future studies, exploratory structural equation modeling 
using a larger sample of respondents can provide further 
insight into associations among the domains targeted by the 
scale and which items can best distinguish them. In addi-
tion, because modifications to item assignments were made 
based on the same data used to confirm the fit of the underly-
ing model and estimate the internal consistency reliability 
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of the subscales, results for the modified item assignments 
should be replicated using an independent sample. Lastly, 
sensitivity of the survey to change and degree of change in 
knowledge, attitudes, and practices following training will 
be addressed in a future study.

Implications and conclusion

Despite the need for further investigation using larger 
samples, our study demonstrates preliminary sup-
port for the STISC survey tool as a useful measure of 
trauma-informed practices and a cost-effective method 
of assessing trauma-informed systems change programs 
across multiple fields and industries. At 59 items, the 
Survey for Trauma-Informed Systems Change is brief, 
and easily administered and scored. Importantly, our sur-
vey is designed to be applicable in any setting. Trauma-
informed care is becoming widely discussed in the media, 
government, and scientific literature (Becker-Blease 
2017). Consequently, various systems have engaged with 
trauma-informed training absent cultural responsivity 
training and/or a standardized way to measure the impact 
of the training. Many existing validated scales measur-
ing trauma-informed practices are limited in that they 
are designed for one specific system, such as educa-
tion or health and human services, or they fail to ade-
quately address the critical role of cultural responsivity 
in trauma-informed care. The goal of this study was to 
fill a gap by developing and validating a scale that can be 
administered to professionals in any field and will assess 
cultural responsivity at the individual and organization 
level. Our chosen subscales were based on SAMHSA’s 
key principles of a trauma-informed approach and their 
10 implementation domains (SAMHSA 2014). The sur-
vey was hence designed to comprehensively capture the 
aspects of trauma-informed attitudes and practices that 
are predictive of positive outcomes for individuals, organ-
izations, and systems, to include integrating knowledge 
about the consequences of trauma, fostering safety, trust-
worthiness, and transparency in the workplace through 
trauma-informed practices and services, and remaining 
sensitive to cultural, historical, and gender issues.

Evaluating the attitudes, beliefs, and practices surround-
ing trauma-informed care is becoming increasingly relevant 
as trauma remains a debilitating public health concern, per-
vasive across all systems. Thus, a standard way to measure 
trauma-informed care across all systems is needed. We echo 
the sentiment of previous scholars that critical to trauma-
informed systems change efforts are psychometrically sound 
tools to measure the extent to which an organization or sys-
tem is trauma-informed (Champine et al. 2019). Our hope 
is that the STISC can be used to help systems determine 
whether they are trauma-informed, to screen for and identify 

areas needing to be addressed and improved, and to guide 
trauma-informed intervention efforts and evaluate change 
in knowledge, attitudes, and practices in response to these 
efforts. As a next step in the validation process, we will need 
to determine whether our tool is sensitive to change. Further, 
pairing our survey results with outcome data that demon-
strates meaningful change for stakeholders and those served 
will be important for showing that our tool is useful.

In sum, the Survey for Trauma-Informed Systems Change 
shows potential for providing the first psychometrically 
reliable and valid tool to help professionals from multiple 
systems, such as lawyers, judges, law enforcement officials, 
physicians, mental health care providers, educators, politi-
cians, and many others, evaluate their culturally responsive 
trauma-informed practices.
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