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Abstract

This article describes implementation experiences “scaling up” the Cognitive Behavioral 

Intervention for Trauma in Schools (CBITS)—an intervention developed using a community 

partnered research framework. Case studies from two sites that have successfully implemented 

CBITS are used to examine macro- and school-level implementation processes and strategies used 

to address implementation issues and create a successful implementation support system. Key 

elements of the implementation support system include pre-implementation work, ongoing clinical 

and logistical implementation supports, promotion of fidelity to the intervention’s core 

components, tailored implementation to fit the service context, and a value on monitoring child 

outcomes.

The vast majority of children with mental health needs do not receive services (Kataoka, 

Zhang, & Wells, 2002), and of those who do, about 75% receive mental health services 

through school (Farmer, Burns, Phillips, Angold, & Costello, 2003). This has resulted in 

increased attention to the provision of mental health services in schools, which can address 

financial and structural barriers to care (Garrison, Roy, & Azar, 1999). A growing number of 

school-based programs are demonstrating positive effects on children’s emotional and 

behavioral outcomes. A critical issue in school psychology is how to best support these 

programs in moving from initial development and effectiveness studies to full-scale 

implementation in schools across the country. This article explores implementation 

processes and lessons learned from “scaling up” the Cognitive Behavioral Intervention for 

Trauma in Schools (CBITS). Of primary interest were strategies sites used to address 
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common implementation issues for school mental health programs. We use case examples 

from two sites that have successfully adopted and implemented CBITS to explore macro- 

and school-level strategies important in developing an implementation support system.

 Overview of CBITS

CBITS was developed using a community-partnered research model involving several of this 

article’s coauthors (e.g., Jaycox, 2003; Kataoka et al., 2009; Stein et al., 2002). Participatory 

research partnerships are useful as researchers strive to develop, evaluate, and disseminate 

mental health programs in educational settings (Stoiber & Kratochwill, 2000), and CBITS 

development followed key elements of the community partnered participatory research 

model that Wells and colleagues (2006) articulated for the mental health field. This model 

begins with joint negotiation of health improvement priorities across community 

stakeholders and research partners, and then involves matching community needs, resources, 

and values with evidence-based interventions. Development and implementation of 

programs is accomplished through a participatory process. Program effects on individuals 

and communities are assessed, followed by dissemination of programs and findings. The 

model emphasizes sustainability planning and involvement of partners in all phases of 

research.

The development of CBITS stemmed from a collaborative partnership among Los Angeles 

Unified School District, University of California, Los Angeles, and RAND, and was 

motivated by school officials’ concern about exposure to violence affecting students’ school 

success (Jaycox, Kataoka, Stein, Wong, & Langley, 2005; Stein et al., 2002; Wong, 2006; 

Wong et al., 2007). Los Angeles Unified School District forged a partnership with clinical 

researchers to create a program to improve the well-being of students exhibiting symptoms 

of post-traumatic stress disorder (PTSD). Specifically, school partners wanted a program 

that could be (a) delivered by existing school staff using the limited resources available in 

this public school system; (b) conducted during a class period, typically 45 minutes in 

duration; (c) provided to a large number of students; and (d) disseminated with user-friendly 

materials that could be tailored for a socioeconomically, ethnically/racially, and 

linguistically diverse student body.

One of the research partners, a clinical psychologist and expert in cognitive behavioral 

treatment (CBT) and trauma, developed a group intervention based on CBT for trauma-

related PTSD, which has been supported in controlled outcome studies for sexually abused 

children (e.g., Cohen, Deblinger, Mannarino, & Steer, 2004), children with single-incident 

trauma (March, Amaya-Jackson, Murray, & Schulte, 1998), and adult survivors of 

interpersonal violence (Foa et al., 1999). CBT interventions have similarities to other models 

used in schools (i.e., time-limited, incorporate didactics and homework, skills-based, 

behaviorally-oriented) and are amenable to groups. The psychologist drafted the manual, 

continually eliciting feedback from partners (e.g., school clinicians and staff, community 

members, academic partners); revised the manual (most often for clarity and ease of use); 

piloted the intervention; and further refined it based on iterative feedback, including focus 

groups with parents to assess program acceptability.
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Thus, the CBITS program was designed to “fit the intervention” within the framework of the 

school environment. As a result, CBITS has many characteristics found to predict adoption 

of new innovations (Rogers, 1995), such as relative advantage over usual care, compatibility 

with school practices, and minimized complexity. The resulting intervention is a 10-session 

group intervention, with 1–3 individual sessions dedicated to creating a trauma narrative 

(structured telling and processing of the memory of a traumatic event) and additional parent 

and teacher education sessions (Jaycox, 2003). The key elements of CBITS include core 

CBT techniques: psychoeducation regarding the effects of trauma on students, relaxation, 

cognitive restructuring, graduated in vivo exposure, and social problem solving. The 

program also has taken a public health approach, using a brief screening tool to identify 

students who may not otherwise come to the attention of school staff.

CBITS was evaluated in two consecutive research studies in which CBITS was delivered by 

school district employed clinicians. The first was a quasi-experimental pilot study in which a 

preliminary version of CBITS was tested as part of a program for recently immigrated 

students. Results showed significant reductions in symptoms of PTSD and depression in the 

intervention versus the waitlist control group (Kataoka et al., 2003). The intervention was 

further refined (adding two sessions, per clinician request), and evaluated with a general 

school population in a randomized, controlled effectiveness trial. Results indicated that 

students who received CBITS earlier in the school year had significantly lower symptoms of 

PTSD and depression, and parent-reported psychosocial dysfunction (effect sizes of 1.08, 

0.45, and 0.77 SD, respectively) compared to those in a waitlist control group (Stein, Jaycox 

et al., 2003; Stein, Kataoka et al., 2003). An important facet of these studies was the use of 

the partnered research model and an emphasis on maximizing the real-world relevance of the 

study. Each study was designed to balance the priorities of the school community with the 

demands of rigorous research design, and to capitalize on the combined expertise of the 

partners. One example of this joint decision making was the study design. The district 

indicated that its priority was to treat all identified children within the same school year, 

leading researchers to choose a randomized waitlist control design in which students 

received the intervention either in the fall or spring semester.

In addition to the CBITS manual (Jaycox, 2003), products from this partnership include 

dissemination tools such as a Web-based training (www.cbitsprogram.org), a CBITS 

implementation “toolkit,” and videos for school staff and parents that feature principals and 

teachers talking about the effects of trauma on academics. The team has also developed 

adaptations to facilitate implementation in foster care settings (Schultz et al., 2010), in faith-

based settings (Kataoka et al., 2006), for students in special education or with low literacy, 

and for nonclinical school staff (Jaycox et al., 2009).

 Scaling Up: Implementation Examples From the Field

Over time, interest in CBITS has grown across the country and internationally, with the 

demand for the program outpacing capacity to engage in the same level of community– 

research partnership at each site. Thus, dissemination and implementation activities have 

changed over time. Most sites adopting CBITS do not have research partners, and service 

models have varied considerably (e.g., district-employed social workers and school 
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psychologists, colocated community mental health clinicians, individual contracted 

providers). Understanding the process of adoption and implementation as it occurs in these 

real-world contexts is a crucial next step in being able to promote the factors that lead to 

successful community implementation.

Several systematic reviews and conceptual models highlighting critical factors in 

implementation of innovations can help frame this understanding (e.g., Feldstein & 

Glasgow, 2008; Fixsen, Naoom, Blasé, Friedman, & Wallace, 2005; Greenhalgh, Robert, 

MacFarland, Bate, & Kyriakidou, 2004). These models highlight factors such as 

characteristics of the intervention (e.g., ease of use, relevance, compatibility with the 

setting), the support system (e.g., time, money, tangible supports, leadership), provider 

characteristics, and community characteristics. To guide our discussion of CBITS, we turn to 

the model of Domitrovich et al. (2008), which identifies independent but interrelated factors 

at multiple levels that affect school program implementation. These include macro-level 

factors (policies and financing, university/community partnerships, leadership); school 

factors (resources, expertise, administrative leadership, decision structure, school climate, 

organizational health, school culture, mission/policy alignment); the support system for the 

intervention (training, ongoing coaching, implementation tools), and individual provider-

level issues (professional characteristics, perceptions of the intervention; Domitrovich et al., 

2008). Figure 1 depicts an adapted version of this model that includes factors most relevant 

to CBITS implementation, along with an expanded representation of the support system to 

include macro-level factors. Although each of these factors is important in its own right, it is 

difficult for a single study to examine the entire model. In this article, we concentrate on 

macro- and school-level processes and their implications for the structure of local 

implementation support systems.

As an initial exploration of these issues, we conducted interviews with clinicians and site 

directors from sites previously trained in CBITS. The study highlighted key implementation 

barriers: lack of parent engagement (for active consents for screening and treatment, 

attendance at parent sessions), competing priorities for clinicians and schools, logistical 

barriers (time, space), and lack of buy-in from school staff (Langley, Nadeem, Kataoka, 

Stein, & Jaycox, 2010). Interestingly, there was no variation between sites that successfully 

implemented CBITS and those that did not in the types of barriers endorsed. Both groups 

held positive perceptions of CBITS, rating it highly on its ease of use. The primary 

difference was that “successful” sites reported having a network of professionals for support 

and funding (and by extension, leadership support and organizational infrastructure; Langley 

et al., 2010). Findings from this study raise questions about specific processes that allowed 

successful sites to overcome barriers.

In the current study, we were interested in understanding macro- and school-level processes 

that allow successful implementation of CBITS. Implementation of an intervention with 

fidelity to positively affect student outcomes requires a quality implementation support 

system with ongoing support (e.g., training, coaching, and practical tools; e.g., Fixsen et al., 

2005; Joyce & Showers, 2002; Kelly et al., 2000). To date, we have little understanding of 

the on-the-ground macro- and school-level approaches needed to garner that support.
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At the macro level, we focus on three key factors: leadership and human capital, policies and 

financing, and university/community partnerships (Domitrovich et al., 2008). Leadership 
and human capital refers to the presence of district-level champions, staff with the requisite 

skills, as well as community coalitions that can leverage resources and support. Policies and 
finances refers to the presence of funds and federal, state, and local policies that facilitate 

implementation. University/community partnerships refers to partnerships and support from 

researchers or treatment developers. At the school level, we focus on six primary factors: 

mission–policy alignment (aligning social emotional goals with educational goals), 

administrative leadership (from local principals and leaders), resources (time, space, 

funding), personnel expertise (presence of skilled staff), school culture (attitudes towards 

new practices), school climate and organizational health (functioning of organization), and 

school characteristics (population/community needs, demographics, geographical context; 

Domitrovich et al., 2008).

Using two case studies, we explore the interactions between the factors at the macro and 

school levels as they contribute to the establishment of a CBITS implementation support 

system. Specifically, we address the following questions: (a) How do sites use macro-level 

and school-level approaches to create the conditions for successful implementation of 

CBITS? (b) What key components of local implementation support systems emerge from 

these approaches?

 Method

To guide our approach, we draw on the key principles of developmental evaluation, an 

approach suited to examination of dynamic processes in real-world contexts (Gamble, 2008; 

Patton, 2011). Unlike traditional evaluation focused on assessing program success and 

failure, developmental evaluation is specifically designed to support, guide, and understand 

innovations as they emerge and develop. There is recognition that within adaptive systems 

that such innovative practices and processes may unfold in nonlinear, complex, and dynamic 

ways, with levels of uncertainty and ambiguity (Patton, 2011). Although developmental 

evaluations can use common methods and data-collection approaches seen in school 

psychology (e.g., collecting individual-level outcome data), they increasingly require the use 

of nontraditional methods (e.g., experiential data-gathering, interviews, observations of 

naturally occurring decisions and processes; Gamble, 2008; Patton, 2011). Using this 

approach, we examine two case studies of CBITS implementation. Case studies are a 

methodology well suited to developmental evaluation as they are designed for understanding 

complex implementation processes and examining variables that are not readily measured 

with existing quantitative instruments (Yin, 2009; see Figure 2 for an overview of the 

methodological process).

 Selection of Sites

Sites were selected based on their success implementing CBITS groups across many 

schools, indication of improved child outcomes (i.e., pre- and post-treatment outcomes 

showing significant declines in trauma symptoms), and representativeness of the most 

common service delivery models for CBITS (i.e., district-employed clinicians or community 
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agency-employed clinicians colocated in schools). Although a number of sites met these 

criteria, we chose two sites in which sufficient information on implementation processes was 

available to answer research questions regarding macro- and school-level factors.

The two sites selected, described in more detail later, were Jersey City Public Schools 

(JCPS) in Jersey City, New Jersey, where CBITS was delivered by district-employed 

clinicians, and Mercy Family Center in New Orleans, Louisiana, where CBITS was 

delivered by a community mental health agency. We gathered information for the case 

studies from the following key stakeholders: site leadership (clinic director from Mercy 

Family Center, district-level administrators from JCPS); clinicians implementing CBITS 

(i.e., community agency clinicians, school district-employed clinicians); and members of our 

research team.

 Procedures

Case study data were derived from multiple sources. We gathered data via informal 

communication and direct observation, as well as the sites’ local data and discussions with 

key informants. Members of our research team have communicated with JCPS and Mercy 

Family Center during implementation planning, training of clinicians, and active 

implementation of CBITS. Information gathering occurred within the context of ongoing 

work on collaborative projects, informal discussions, formal meetings, consultation phone 

calls, and e-mail exchanges with site leadership and clinicians (Gamble, 2008; Patton, 2011). 

To ensure that our understanding of site-specific implementation activities was accurate and 

that we had sufficient information to address all the domains in our conceptual model, we 

also conducted interviews with the two site leaders and had supplementary verbal and 

written exchanges with site leadership and lead supervisors and clinicians, who confirmed 

our interpretation of the available information.

 Data Analysis

Case study information from the two sites was analyzed according to our chosen theoretical 

framework, as recommended by Yin (2009). The lead author synthesized the information 

about the two case study sites by analyzing how their implementation processes conformed 

to, or diverged from, our conceptual model, noting specific actions the sites took that were 

representative of macro- and school-level implementation processes. A written summary of 

the analysis was distributed to coauthors for feedback, which focused on facilitating 

consensus and refining the analysis. In the event of diverging perspectives, consensus was 

achieved through group discussion and written communication. As discussed in the results 

section, the JCPS case study illustrates how macro-level factors were primary in 

implementing CBITS across a school district. In the New Orleans case study, school-level 

factors played a more significant role. Both sites experienced interactions across levels, 

illustrating the interdependence of these factors. We end by describing emerging core 

components of the support system.
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 Results

 Macro-Level Factors in Dissemination: JCPS

 Background—This case study describes the process used to achieve district-wide 

CBITS implementation in the 2008–2009 academic year. The JCPS serve approximately 

30,000 students from diverse backgrounds (38% Latino, 36% African American, 10% 

White, 14% Asian American, 1% American Indian/Alaskan Native, and 0.6% Pacific 

Islander) in Jersey City, New Jersey. There are high proportions of recent immigrant students 

(35% foreign born; 25% no English in the home; over 50 languages) and socioeconomically 

disadvantaged students (66% of students eligible for free lunch). A unique aspect of the 

JCPS’s CBITS implementation was the role of senior-level district leadership, whose 

involvement shaped how the district handled policy issues, partnerships, school-level factors, 

and the implementation support system. We organize our discussion of JCPS’s 

implementation strategies within the three macro-level categories highlighted by 

Domitrovich et al. (2008).

 Leadership and human capital—The associate superintendent of Special 

Education’s (AS) leadership was critical to CBITS implementation in JCPS. The process 

began with a partnership between the AS, her staff, and a local community agency to address 

the educational needs of the district’s recent immigrant and refugee students. In the years 

before district-wide CBITS implementation, the agency partners provided teachers with 

education about the experiences of recent immigrant and resettled communities, and worked 

with parents to orient them to the U.S. educational system. As dialogues evolved, the AS 

recognized the high levels of trauma exposure across the district and became interested in 

implementing CBITS.

Before district-wide implementation, the community agency partners piloted CBITS in a 

single school, enlisting the school’s guidance department for logistical support. Groups were 

expanded to a second school, at the request of that school’s principal, and cofacilitated with 

a district-employed counselor. Based on promising student outcomes and a positive response 

from the school community, the AS decided to use district-employed clinicians to implement 

CBITS district-wide in the fifth through ninth grades (30 schools). The AS built on the 

district’s existing human capital, in the form of clinical social workers, district staff, and 

existing partnerships with community agencies. She and her staff also obtained support and 

engaged key stakeholders by presenting on CBITS to district officials, the JCPS Board of 

Education, and school principals through a Principals’ Symposium. Using evaluation data 

from the community agency’s smaller scale implementation, the AS provided a clear 

delineation of benefits for the district, schools, and students.

 Policies and financing—A critical strategy for district-wide roll out was alignment of 

CBITS with educational policies. At the federal level, the Individuals with Disabilities 

Education Act mandates that all children, including those with disabilities, receive a free and 

appropriate public education. Particularly relevant for CBITS were provisions in the 2004 

reauthorization of Individuals with Disabilities Education Act regarding early intervening 

services (EIS) for children who are not currently identified as needing special education or 
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related services but who need additional academic and behavioral support to succeed in 

general education settings. In addition, JCPS has a mandate to address disproportionate 

representation of racial/ethnic groups in special education.

As one approach to address these mandates, JCPS was implementing response to 

intervention. Response to Intervention is a model that promotes early identification of 

students at risk for learning difficulties, and may be used as one approach to determine 

whether a student has a learning disability. The model seeks to match instruction with 

students’ identified needs, using evidence-based approaches and a tiered system of services 

that increase in intensity, as needed. Although the primary focus of Response to Intervention 

is on instruction and learning difficulties, there is recognition of the need for behavioral 

supports to support learning (Reschly & Bergstrom, 2009). Using the response to 

intervention framework, the AS and her team developed a behavioral support program to 

provide counseling to general and special education students. CBITS qualified as a second-

tier targeted intervention for students affected by traumatic stress.

 University–community partnerships—Partnerships with community agencies and 

researchers were another critical macro-level factor. As noted earlier, the district partnered 

closely with a community agency that provided grant-funded services for traumatized 

students. The agency partners had prior training from certified CBITS trainers and actively 

facilitated relationships that allowed the district to pursue this training for its own staff. 

JCPS then enlisted the agency partners to provide ongoing clinical consultation to district 

clinicians. The agency also provided targeted direct implementation support (e.g., help 

administering screening instruments to students) if needed.

After the clinicians were trained, the district took part in a yearlong CBITS Learning 

Collaborative led by CBITS faculty, including treatment developers and CBITS trainers. The 

Learning Collaborative was based on the Institute for Healthcare Improvement’s 

Breakthrough Series Collaborative model, which is designed to help health care 

organizations make improvements in quality of care in response to scientific evidence. The 

model provides a structure in which organizations can easily learn from each other and from 

recognized experts (Institute for Healthcare Improvement, 2003). Several sites across the 

country, including JCPS, were trained in CBITS through the standard in-person two-day 

training. They also attended two additional in-person Learning Sessions (midschool year, 

and at the end of the school year) designed to enhance skills, introduce quality improvement 

methods, and share lessons learned across sites. In between these meetings, key staff (i.e., 

supervisors, site leaders, lead clinicians) participated in monthly phone calls with CBITS 

faculty focused on clinical skills and implementation issues. Sites also completed monthly 

implementation metrics (i.e., groups sessions held, attendance, clinician self-ratings) to 

inform quality improvement efforts. For example, if a site’s metrics indicated poor 

attendance in parent sessions compared to other sites, the site might try a new parent 

engagement strategy. After the initial two-day training by CBITS faculty, the 30 JCPS 

clinicians implementing CBITS typically did not participate in the ongoing Learning 

Collaborative phone calls or meetings. However, the involvement of district leadership (i.e., 

the AS, supervisors, and program directors in the Department of Special Education) in the 
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CBITS Learning Collaborative helped JCPS create an organized implementation support 

structure and learn with colleagues from other sites.

 Implementation support system—With supportive leadership and strong 

connections with university and community partners, JCPS developed a centralized, 

structured support plan that fit their setting and helped to address school-level 

implementation variables. At the district level, they added clinical and logistical support for 

CBITS to existing monthly team meetings for district-employed clinicians, provided on-call 

assistance available from district staff and agency partners, and developed an internal 

implementation “toolkit” that included timelines for specific tasks (e.g., principal meetings, 

teacher in-services, consents, screening), outreach materials, handouts, consents/letters, and 

outcome measures all tailored for JCPS.

Although JCPS did not monitor fidelity formally (aside from clinician-reported session 

checklists), an agency partner with CBITS experience reviewed core clinical skills during 

the monthly team meetings. The meetings also included discussion of cultural or clinical 

adaptations (e.g., expanding sessions, translation issues, cultural adaptations of examples to 

illustrate concepts more effectively), engagement strategies for recent immigrant families, 

and implementation-related adaptations (e.g., running groups after school or during lunch).

Finally, the district conducted an evaluation to ensure quality, provide feedback to 

stakeholders, and support sustainability. In the 2008–2009 school year, the program served 

214 students across 30 schools. Of the students who participated in CBITS, there was a 

significant pre- to post-CBITS decline in PTSD symptoms, t(212) = 10.43, p < .001. The 

district gathered preliminary data on school performance by contrasting fall and spring 

report cards. About a quarter of the students participating in CBITS improved their grades in 

math, reading, and writing, and about 62% maintained their grades (approximately 13% had 

declines in grades). In addition, students and teachers provided written and verbal feedback 

on their experiences with CBITS. Together, this data made a convincing case to district 

officials and local school administrators that the CBITS program was helpful.

 Interactions with school-level implementation factors—Because macro-level 

variables do not operate in isolation, we examined the interaction between macro- and 

school-level variables. Here, we discuss the general approach used by JCPS to optimize 

school factors (e.g., administrator support, resources, mission/policy alignment, school 

culture). First, at the Principals’ Symposium mentioned earlier, the AS discussed the link 

between trauma exposure and learning, made the case for CBITS, and elicited principals’ 

active involvement in planning for implementation (e.g., the AS routinely involved 

principals in making strategic plans). Second, the monthly team meetings and internal 

implementation toolkit (which included timelines and concrete outreach materials geared 

towards local principals and teachers) provided structure and tools for clinicians as they 

garnered the support of local administrators. This support was critical to addressing mission/

policy alignment and resources. Resources in this case included protected time, group space, 

and venues for parent and teacher outreach (e.g., presence at PTA meetings, back-to-school 

night, teacher meetings).
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These strategies were extended to local school staff. Using the JCPS implementation toolkit 

and ideas shared at the monthly team meetings, clinicians educated teachers and school staff 

about the effect of trauma on learning and collaboratively problem solved on how to 

minimize the program’s effect on academic time. A subset of clinicians involved teachers 

more directly. In some schools, teachers helped motivate students to return consents for 

CBITS screening by offering homework credit (parents had the option to agree or decline). 

Some teachers also assisted during CBITS screenings in classrooms. In parallel, progress 

and student outcomes were shared with school administrators and district leadership. Such 

activities helped to create a trauma-informed school culture open to programs addressing 

student mental health.

 School-Level Factors in Implementation: Mercy Family Center, New Orleans

 Background—In 2005, Hurricane Katrina was one of the most devastating natural 

disasters in recent U.S. history; over 1.7 million people suffered flooding or moderate to 

catastrophic damage (McCarthy, Peterson, Sastry, & Pollard, 2006). In New Orleans, the 

public school system was shut down, and many other schools and districts were affected. 

Because schools were among the early responders to mental health issues upon their 

reopening, there was interest in CBITS from a variety of districts and agencies. In 

conjunction with some of these early trainings, Kataoka and colleagues (2009) conducted a 

focus group study with practitioners working in schools soon after they reopened. Key 

themes included the pervasiveness of both hurricane- and nonhurricane-related traumas, the 

effect of the disaster on providers, challenges related to fragmented service structures (e.g., 

isolated clinicians, lack of communication, lack of centralized resources), and limited 

resources and support of mental health in schools.

Against this backdrop, Mercy Family Center, which housed a newly created program called 

Project Fleur-de-lis (PFDL), requested CBITS training. PFDL’s leader (the clinical director 

of Mercy Family Center and PFDL) recognized that the influx of supports to New Orleans 

would be short-lived and that schools would continue to be a primary service setting for a 

host of needs. As such, he designed PFDL to address intermediate- and long-term mental 

health needs (Walker, 2008). PFDL offers three tiers of services: the Classroom-Camp-

Community-Culture Based Intervention to formally or informally screen students for 

services and address general school needs (Macy, Macy, Gross, & Brighton, 2006); CBITS 

as a school-based targeted intervention program; and clinic-based Trauma-Focused 

Cognitive-Behavioral Treatment (TF-CBT; Cohen, Mannarino, Berliner, & Deblinger, 2000) 

for children with higher-level needs related to trauma and grief (Walker, 2008). To set up the 

service system, the clinical director secured financing from foundation, private, and 

nonprofit sources and forged partnerships with treatment developers for training of PFDL 

staff (Cohen et al., 2009; Walker, 2008). After initial attention to macro-level factors 

(leadership, financing, partnerships), CBITS implementation success was achieved primarily 

by focusing on intertwined school-level factors.

 School characteristics—Along with inherent challenges common to schools in urban 

communities, the hurricane had tremendous effect on schools and communities’ basic needs 

and mental health, with both students and staff affected (Kataoka et al., 2009). To assess 
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these issues before offering services, PFDL conducted focus groups with staff from 42 area 

schools in the months after the hurricane, and learned that many schools were overwhelmed 

with overcrowded classrooms, lack of teachers, and damaged buildings and student records 

(Walker, 2008).

 School climate and organizational health—These school characteristics were tied 

to school climate and organizational health. Climate refers to student and staff perceptions of 

the school. Organizational health is the organization’s ability to adapt to challenges over 

time, foster an open and supportive environment, and maintain staff morale (Domitrovich et 

al., 2008). As PFDL began its work, it became clear that many schools had immense 

challenges around student and staff safety and basic infrastructure for teaching and 

reestablishing routines. PFDL staff (the clinical director and clinicians) felt that such schools 

were poor environments to intervene on mental health issues because they did not engender 

basic feelings of trust and safety. As such, PFDL felt they had to work in schools that were 

“ready” to receive services, both in terms of climate and organizational health. In practice, 

this meant working with schools that had reestablished routines, basic feelings of safety, and 

a stable infrastructure within which to work. The Catholic schools were among the first to 

reopen and establish these conditions after the storm. PFDL first started CBITS in three 

Catholic schools, and then expanded over time to additional Catholic schools and schools in 

the public and charter systems.

 School culture—School culture as it relates to implementation of mental health 

programs refers to routine activities and shared values, norms, and beliefs around the uptake 

of innovative programs and practices (Domitrovich et al., 2008). There was general support 

for new programs in New Orleans that addressed mental health aftereffects of the hurricanes 

(Walker, 2008). However, the PDFL team felt that schools were inundated with new 

programs, many of which did not have a strong evidence base and did not address long-term 

mental health needs. Ultimately, schools began to perceive new programs negatively. This 

dynamic was particularly pervasive in the public school system, making schools reticent to 

take on CBITS.

Interestingly, the Catholic school system was less affected by disaster politics and was also 

embracing its role in the broader community to provide for students’ needs beyond 

education. Although they were reticent to allow individual therapy on campus, Catholic 

schools were increasingly open to skills-based group programs like CBITS. Over time, 

CBITS success led to a greater openness to intensive individual treatment in school (i.e., TF-

CBT).

 Mission–policy alignment—PFDL partnered closely with each school to address the 

social and emotional student needs most pressing to the school, including behavior and 

attention problems. This focus on daily needs, rather than rigidly sticking to hurricane 

exposure, provided schools the support they needed rather than trying to make all problems 

fit into the trauma-related interventions. PFDL did this by working with schools to assess 

students’ needs and triage cases into an array of PFDL and community services (Walker, 

2008). In parallel, they educated school staff about the effect of trauma exposure on 

learning.
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 Administrative support and resources—Building from this work, the notion that 

schools were an appropriate place to address emotional issues was gaining traction among 

local school administrators. Although few administrators became “champions” for CBITS, 

their support was critical to secure staff time, space, and on-site logistical support for 

running CBITS groups.

 Personnel expertise—PFDL had a core clinical social work staff that provided initial 

services in three Catholic schools with intensive weekly clinical supervision. As CBITS 

expanded to additional Catholic, public, and charter schools, PFDL required that schools 

provide their own counselor whom PFDL would train and support. This was done in order to 

develop local expertise, ensure administrator and school support, and build longer-term 

capacity.

 Implementation support system—Like JCPS, the core PFDL team was trained by 

the CBITS faculty and took part in a CBITS Learning Collaborative. In the initial 

implementation with the Catholic schools, clinicians met weekly in their regular PFDL 

consultation meetings to problem solve around school-level implementation factors (e.g., 

school buy-in) and logistics, share strategies and tools, and address clinical skills. Clinician-

reported session checklists helped to ensure that the clinicians regularly reviewed core 

components during their supervision; however, there was no formal fidelity monitoring. This 

support system was further enhanced by PFDL’s involvement in a community-partnered 

research project with members of our team. The study did not provide clinical support, but 

allowed PFDL to gather clinical outcome data (Jaycox et al., 2010). This data helped ensure 

quality implementation and expansion to new schools.

After this initial phase, the clinical director went through additional training in order to 

become a certified CBITS trainer. As PFDL adds additional schools to their program, the 

clinical director has been able to directly train and support providers in the field, with direct 

knowledge of local experiences, culture, and values. A key component of the dissemination 

model is that school counselors run their first CBITS group with a seasoned PFDL clinician. 

PFDL also offers weekly clinical consultation to these providers. Using this approach, 

CBITS is now being implemented in 18 public, charter, and Catholic schools. PFDL has also 

added an evaluation component and partners with school counselors to gather outcomes 

data.

 Interactions with macro-level implementation factors—Throughout our 

description of PFDL’s approach to school-level implementation factors and the 

implementation support system, there are clear links to macro-level implementation factors. 

First, PFDL’s implementation success can be attributed in part to the leadership and vision 

of their director. PFDL’s director secured funding for PFDL through foundation, private, and 

non-profit sources, and forged critical partnerships with treatment developers. This led to 

staff training, participation in a national Learning Collaborative, and certification of the 

director as a CBITS trainer.

Because PFDL was interested in evaluating their model, they formed a new research–

community partnership referenced earlier, adding partners from Allegheny General Hospital 
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to the researchers at RAND and UCLA and the clinicians at the Mercy Family Center. The 

partnership received support from the National Institute of Mental Health and planned a 

project to evaluate PFDL’s service model and inform future post-disaster recovery efforts. 

The grant coincided with PDFL’s first year of CBITS groups in the 2006–2007 academic 

year. Through this partnered research project, students were screened for trauma symptoms 

in schools and randomized to receive CBITS in schools or TF-CBT in clinics from PFDL 

(Cohen et al., 2004). Interestingly, although 91% of students completed CBITS, only 15% 

completed TF-CBT at the clinic sites (Jaycox et al., 2010). Results highlighted the much 

higher accessibility of school-based services and demonstrated reductions in symptoms of 

PTSD for students in each trauma treatment (Jaycox et al., 2010).

 Key Components of Implementation Support Systems

After analyzing our case studies with respect to macro- and school-level processes, our 

second research question was: What key components of local implementation support 
systems emerge from these approaches? In both case studies, macro- and school-level 

factors created the conditions for CBITS success. These factors were also explicitly targeted 
in support system activities. Below we discuss emerging core elements of the 

implementation support system derived from our analysis. Table 1 provides a list of these 

components and possible activities.

 Preimplementation activities—Before any groups were run, both sites undertook 

significant effort to lay the groundwork for CBITS. This included establishment of local 

partnerships, developing relations with CBITS faculty for training and consultation, 

engaging stakeholders (e.g., parents, teachers, administrators, other school staff), and 

strategic targeting of school-level implementation variables to optimize the implementation 

context. These “pre-implementation” activities appear critical for supporting mental health 

services in educational settings. At the macro level, contact with CBITS faculty was 

important. Although we had limited direct contact with frontline clinicians in the field, the 

Learning Collaborative provided a support platform upon which the sites were able to build 

implementation support systems tailored to their settings. JCPS’s support system was more 

centralized, with all clinicians working under the same umbrella. PFDL initially used this 

model with their core team implementation. The next step, however, required PFDL to work 

from school to school to create a city-wide network of CBITS providers in order to meet the 

needs of their growing group of schools.

Pre-implementation activities at the school level focused on largely on optimizing school-

level implementation factors through extensive outreach and partnership approaches locally. 

For example, JCPS held a Principals’ Symposium to garner support and address issues 

around resources and openness to CBITS. In New Orleans, PFDL did significant 

groundwork to understand the context in which they were working, partnered with schools 

to meet their most pressing needs, and provided education to school staff about trauma and 

related issues. Each site stressed the importance of these pre-implementation activities at 

each individual school.
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 Ongoing logistical and clinical supports—Both sites sustained a focus on systemic 

issues throughout implementation and provided support to clinicians on both clinical and 

systems-level issues again. Clinical supervision had key elements identified in the literature 

as important to implementing interventions with quality and fidelity (Fixsen et al., 2005). 

However, it also included logistical support focused on school-level implementation issues, 

practical provider tools, and sharing of strategies. Each site provided its clinical and 

logistical support on a regular schedule, supplemented it with on-call assistance from site 

leadership and local experts, and sought out targeted consultation from CBITS faculty as 

needed. In addition, PFDL also had newly trained providers co-lead groups with experienced 

CBITS clinicians.

At the same time, each site crafted their support model to capitalize on local resources, 

expertise, and structures. In each setting, certified CBITS trainers conducted initial training, 

but follow-up took different forms. In Jersey City, the AS set up a support structure that used 

a local expert (the agency partner) and district-employed program staff to jointly provide 

consultation to clinicians. In New Orleans, PFDL conducted its own weekly supervision. 

Once PFDL staff was experienced, they mentored new trainees by co-leading groups with 

them. PFDL further enhanced local support when its director trained to become a certified 

CBITS trainer.

 Emphasis on fidelity to the core components of the intervention—Neither site 

conducted formal fidelity monitoring. However, leaders at both sites explicitly promoted 

fidelity to the model. For example, clinicians used self-rated adherence for self-reflective 

and supervisory purposes. Although this is not typically a reliable indicator of fidelity 

(Schoenwald et al., 2011), the exercise promotes the importance of fidelity. It also facilitates 

discussion of core intervention components and adaptations clinicians are considering. This 

article is not focused on treatment adaptation, but our experience tells us that support 

systems should ideally promote skilled delivery of the core components, incorporating 

adaptations made to language, examples, and teaching techniques in the manual (e.g., 

greater incorporation of visuals) in order to ensure that students understand the concepts and 

that the intervention delivery fits the cultural and contextual needs of students, parents, and 

communities (Ngo et al., 2008).

 Monitoring outcomes—Both sites monitored student outcomes, which were used to 

demonstrate success to stakeholders, support sustainability, and justify program expansion. 

JCPS did this for internal evaluation purposes. In New Orleans, PFDL assessed outcomes as 

part of a research study. Sites may collect outcomes in different ways according to their 

resources and capacity, but it is important to note that these sites were successful 

implementers, in part because they used data to ensure quality and demonstrate students 

benefited from CBITS.

 Fitting to local setting—There is little doubt that JCPS and PFDL’s success hinged on 

their ability to shape CBITS implementation to their local context. This involved addressing 

the overall context (e.g., post-disaster recovery), policy context (e.g., aligning mental health 

language with federal policies and district priorities), community needs (e.g., offering 

trauma services in the context of a service model that addressed broader student mental 
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health needs in New Orleans), local expertise of partners (e.g., agency- and school-based 

partners), resources (e.g., working with indigenous staff and resources), and capacity (e.g., 

matching program growth to local capacity, building and sustaining partnerships). They also 

aligned supervision time with existing meeting structures, used local experts, and augmented 

the local support system with targeted consultation from CBITS trainers.

Notably, JCPS and PFDL took incremental steps before embarking on large-scale projects. 

As noted in each case description, CBITS began with a single school or a small set of 

schools before progressing into a larger rollout. By implementing CBITS on a smaller scale, 

sites were able to demonstrate feasibility, share initial outcomes, set up support structures 

and processes, and develop strategies to address implementation challenges. This theme is 

echoed in approaches taken in developing clinician capacity and skills (e.g., training core 

staff before expansion, local staff becoming certified as CBITS trainers) and in pre-

implementation strategies (e.g., assessing needs, garnering key stakeholder support). 

Although their emphases were different, both JCPS and PFDL used “top down” and “bottom 

up” approaches, outreaching to district leadership as well as to frontline school staff. This 

process allowed them to gain allies at all levels, which ultimately helped overcome common 

barriers (e.g., logistics, dedicated time, and parent and school staff buy-in).

 Discussion

The goal of this study was to examine the ways in which macro- and school-level factors 

influence the process of implementation for a school-based trauma intervention. We were 

also interested in identifying core components of implementation support systems that 

emerged from these processes. Our developmental evaluation of two case studies according 

to relevant factors in Domitrovich and colleagues’ (2008) conceptual model of 

implementation of school-based prevention and intervention programs was not designed as 

an empirical test of the model, but rather as a elucidation of implementation processes in 

real-world contexts. The specific strategies used by these sites can inform the work of 

community and school stakeholders, including social workers, school psychologists, 

counselors, teachers, administrators, district leadership, and parents as they strive to 

implement similar programs. Our analysis also helps deepen our conceptual models of 

school-based implementation, and identifies areas for future research.

Both macro- and school-level processes were critical and very much interdependent in our 

case studies. In JCPS, macro-level district leadership helped create school-level conditions 

conducive to implementation. Interestingly, Jersey City’s implementation was centralized, 

with broad-scale implementation emerging from within the district’s administrative 

structure, closely aligned to district policies and programs related to special education. In 

New Orleans, CBITS implementation was undertaken by an outside entity, and emphasized 

a more decentralized school-to-school approach. Yet, macro-level leadership and partnership 

remained important. These case examples provide us with indication that both centralized 

and decentralized approaches can be successful, ultimately resulting in positive outcomes for 

students.
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Our study also helped us develop an expanded and more specified conceptualization of the 

implementation support system that complements research from others showing the 

importance of standardized materials, trainings, structured coaching, and supervision 

(Domitrovich et al., 2008). In our analysis, we identified key activities under the categories 

of preimplementation work, ongoing clinical and logistical support, promotion of fidelity, 

monitoring outcomes, and fitting CBITS to the local setting. Of particular importance was 

the preimplementation or readiness phase, with its establishment of partnerships, 

engagement of stakeholders, and development of clinical and logistical support systems built 

on the existing resources and expertise. To support such processes over time, both sites 

integrated CBITS supervision into monthly or weekly team meetings, used clinician-

reported checklists to promote fidelity to the model, reviewed clinical competencies, 

required data reporting, and consulted with national CBITS trainers. Notably, the 

collaborative processes used to achieve this echo the same approaches we took in the 

development of the intervention (e.g., allowing schools to identify their needs, matching 

needs with evidence-based interventions, building on existing resources and strengths, 

empowering partners, tailoring to fit the context, building sustainability).

Our role as treatment developers and expert trainers is an important component of the 

support system. Although both sites examined in this article participated in a Learning 

Collaborative, our involvement varies according to the specific circumstances of the site. For 

EBPs disseminated similarly to CBITS, our experience highlights different ways that 

treatment developers can support implementation, some being more hands-on (e.g., Learning 

Collaborative, partnered research studies) than others (e.g., periodic consultation). Of 

course, successful implementation can take place without such supports, and can even 

improve outcomes for the children served, but the process may be more difficult without the 

support of experts to troubleshoot and enhance the work (Goodkind, Lanoue, & Milford, 

2010). Which approach is indicated depends on the experience, expertise, and partnerships 

in the implementing sites, as well as resources (grants, funds for ongoing consultation). Such 

elements of support systems are not emphasized in intervention manuals or research papers 

and should be better integrated into training of practitioners in new practices.

There are several implications for further research. Although this article focused on macro- 

and school-level processes, fidelity to the core components of an EBP has been shown to 

result in positive outcomes. However, the sites described here did not implement stringent 

monitoring of fidelity (i.e., observation by supervisors, audiotaped sessions). This could be 

viewed as a shortcoming on the part of the implementing sites. However, it is important to 

bear in mind that most sites implementing EBPs are not involved in research, raising the 

need for the development of efficient and effective fidelity monitoring methods that can be 

used for program evaluation in routine practice settings (Essock, Covell, Shear, Donahue, & 

Felton, 2006; Schoenwald et al., 2011). This includes adherence to the model and indicators 

of demonstrated competence (i.e., level of skill and judgment used; Schoenwald et al., 

2011).

The implementation experiences described in this article highlight the importance of 

understanding an evidence-based intervention within its context, with a focus on the specific 

strategies and processes undertaken by implementing sites. However, there is limited 
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capacity for data collection in service settings. Rigorous research, whether qualitative, 

quantitative, or mixed method, requires funding, expertise, and resources. As such, it is 

important to continue to foster research– community partnerships that can seek grant 

funding for implementation research.

This focus has methodological implications for school psychology research. To learn from 

real-world implementation efforts, it would be advantageous to use alternate forms of 

knowledge generation, which can then be used to shape research questions. The 

developmental evaluation approach we used to examine the case studies included in this 

article represents one approach. Another complementary approach we have used is to 

convene a CBITS Summit yearly in the past two years. The summit extends the approach we 

have described in the article by creating an intensive experience to support implementation. 

Bringing together diverse sites who have implemented CBITS allows for shared learning 

across multiple-school stakeholders, clinicians, and researchers, and facilitates a more 

condensed and intensive implementation support experience, enhanced by bringing together 

sites that have implemented CBITS in a variety of contexts (e.g., urban, rural) and diverse 

populations (e.g., different ethnic communities). The in-person experience promotes sharing 

of implementation support models, engagement strategies, approaches for tailoring to 

different cultural contexts, program enhancements, evaluation methods, and clinician tools. 

Such meetings also generate common research agendas, such as identifying ways to assess 

how CBITS affects academic performance.

For practitioners in the field of school psychology, our study highlights practical, real-world 

strategies for implementing mental health programs. One particularly relevant 

implementation innovation is JCPS’s alignment of CBITS, a mental health-focused 

intervention, with academic priorities. The district was able to align behavioral supports and 

CBITS explicitly with federal policies and district special education programs in order to 

serve a broad spectrum of students from special education and general education. They 

collected preliminary data on the academic effect of CBITS, which showed that one-quarter 

of students who received CBITS had academic gains and almost two-thirds maintained their 

grades. Similarly, we have found that students who received CBITS early in the school year 

were more likely than students who received CBITS later in the school year to have a 

passing grade of “C” or higher in both language arts and math (Kataoka et al., in press). 

These findings are consistent with data from others supporting the association between 

social emotional and academic success (Durlak, Weissberg, Dymnicki, Taylor, & 

Schellinger, 2011; Zins, Bloodworth, Weissberg, & Walberg, 2004). By understanding how 

programs like CBITS can address the mission of learning, whether through special education 

services or improving classroom performance, school psychologists and other school-based 

clinicians can collaborate with educators on shared goals for students.

In this article, we examined sites that had implemented CBITS on a relatively large scale. 

However, the processes and the components of the support system apply to individual 

providers at the local school level as well. School psychologists are uniquely poised to 

balance the mental health with the academic priorities within schools in the planning, 

implementation, and sustainability of programs such as CBITS. Given their training and 

expertise, school psychologists can provide valuable assessment to determine who is 
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appropriate for services like CBITS, as well as implementing CBITS groups, providing 

logistical support to other providers, and educating school staff about the effect that trauma 

can have on learning. In addition, school psychologists can provide leadership and 

consultation at the school and district level, making connections between programs like 

CBITS and primary, secondary, and tertiary prevention.

There are limitations to the current study. Although developmental evaluation is an 

important methodology for elucidating complex processes in dynamic settings (Patton, 

2011), findings may not generalize to other contexts. For example, both our case studies 

were set in large, urban areas with many students affected by poverty. Moreover, one site 

was examined in a postdisaster context. In addition, both sites participated in a national 

CBITS Learning Collaborative, which may make them different from others. Examination of 

smaller-scale program rollouts, rural settings, and sites that did not have the same kind of 

contact with experts or researchers would help to provide further understanding of 

implementation theories applied to schools. In addition, our primary informants did not 

include parents and students. Parents have important perspectives on family–school 

collaboration, a key aspect of school climate, school culture, and organizational health, 

which should be included in future research.

Despite these limitations, this article provides specific examples of real-world 

implementation processes that help to confirm and expand conceptual models of 

implementation and highlight specific factors important in taking a school-based mental 

health intervention to scale. Our examination of successful implementation sites 

demonstrates how macro- and school-level implementation factors can interact to create the 

conditions conducive to quality program delivery. Identification of support system elements, 

such as pre-implementation work, ongoing clinical and logistical supports, promotion of 

fidelity to the core components of the intervention, tailored implementation to fit the service 

context, and a value on monitoring child outcomes can aid activities of practitioners in the 

field and inform future research.
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Figure 1. 
Factors affecting implementation quality for the Cognitive Behavioral Intervention for 

Trauma in Schools (adapted from Domitrovich et al., 2008).
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Figure 2. 
Developmental evaluation methods used to examine Cognitive Behavioral Intervention for 

Trauma in Schools implementation process.
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Table 1

Description of Implementation Support System Components and Activities

Implementation
Support System Component Sample Activities

Preimplementation activities — Develop partnerships (community agencies, schools, researchers, treatment developers)

— Outreach to schools, district leadership, communities, additional partners

— Obtain training for staff from expert trainers

— Develop infrastructure to support providers in the field

Ongoing clinical and
logistical support

— Maintain “pre-implementation” activities and relationships

— Manuals, toolkits, electronic resources

— Weekly, biweekly, or monthly structured supervision with experienced supervisors

— Contact with colleagues implementing program in other schools

— Targeted expert consultation

— Co-leading groups with experienced providers

Promotion of fidelity — Traditional monitoring via video, audio, observation

— Clinician-reported checklists

— Review/practice of key components in supervision and consultation

— Discussion of implementing with fidelity and attention to culture and context of students and 
families

Monitoring outcomes — Evaluation of student outcomes (symptoms, functioning, academic) to ensure program quality, 
share with stakeholders, and promote sustainability

Fitting to local setting — Shaping implementation support system to based on local needs, contextual factors, structures, 
policies/funding sources, expertise, resources, and capacity
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