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Sociocultural Experiences, Mental Health and IDEA: An Analysis 

of Disability, Identification and Intervention for School Age 

Children Who Have Experienced Trauma 
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Supervisor:  Audrey Sorrells 

Disproportionality among students of color in special education has been widely 

studied and in recent years, and has also drawn some researchers to begin to ask if perhaps 

some students are largely under identified for intervention they desperately need through 

special education because of strict identification rubric meant to stem the tide of students 

of color entering services.   With the potential for expanding definitions of what constitutes 

disability, trauma is the newest category being evaluated for qualification for services 

through the Individuals with Disabilities Education Act (IDEA).  However, identifying 

maladaptive behavior related to mental health in the education setting and providing the 

subsequent intervention is still relatively nonexistent in both general and special education.   

A recent review of the literature found that trauma experiences have an adverse effect on 

the behavior and subsequent academic progress of many children and adolescents, with 

reports of more pervasive effects for children of color, who have more adverse childhood 

experiences due to sociocultural experiences consistent within their communities, like 

chronic poverty, abuse and neglect.  Additionally, research has also neglected to ask how 

receiving a label through special education largely associated with behavior and mental 

health, like emotional disturbance (EBD), changes the school service experience for 

students that are limited in their ability to manage their behaviors.  
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This study examined the relationship between exposure to trauma and child 

maltreatment, mental health and special education services.  Using the National Survey of 

Child and Adolescent Well-Being (NSCAW II),  this study analyzed the demographics of 

children and adolescents with reported trauma involved with the child welfare system and 

analyze mental health assessment data as it relates to disability.  The findings were: (a) 

multiple demographic factors, including various disability categories, are correlated with 

clinically significant scores on trauma and depression mental health assessments and (b) 

for participants identified with a disability, percent of time spent in special education 

during the school day and number of years that a participant has received special education 

are correlated with clinically significant scores on trauma and depression mental health 

assessments.  Additionally, the vast majority of services to students with disabilities were 

found to be provided in the public school setting.  This study contributes to the current 

research literature by examining (a) how exposure to trauma affects the school experiences 

of children and (b) the use of special education services and mental health assessment as 

interventions to problem behaviors, while also supporting advocacy for the need for 

fostering open communication the role of behavioral and mental health in student school 

experiences. 

 Keywords: trauma, mental health, special education, child maltreatment 
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CHAPTER 1 

Introduction 

In the 26 years since its inception, the number of school age children being served 

through the Individuals with Disabilities Education Act (IDEA) has doubled, with greater 

gains among learners that are Black, Latino and English Language Learners, identified with 

emotional disturbance and other health impairments (IDEA, 1990; IDEA, 2004). IDEA 

was created to provide protective measures for marginalized populations and instead, an 

increasing amount of evidence of Black and Latino learners with disabilities, specifically 

disability related to mental health, being barred from appropriate intervention through 

special education has surfaced (US Department of Education, National Center for 

Education Statistics, 2015). Few systems of identification, if any, attend to the appraisal of 

sociocultural experiences that contribute to classroom behavior (Ladson-Billings & Tate, 

2005).   If conditions in general education are to move towards equitable, the need also 

increases for both evidence that predicts who makes up the demographics of this new class 

of learners, and an appraisal of the system of identification and subsequent intervention 

provided for mental health related disability.  

DEFINING TRAUMA   

Trauma and post-traumatic stress are described as exposure to events that 

overwhelm a child’s ability to cope or develop coping skills and that can also significantly 

affect behavior and mental health functioning during the course of their lifetime (Cook, 

Blaustein, Spinazzola & Van der Kolk, 2003).  The Diagnostic and Statistical Manual of 
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Mental Disorders, Fifth Edition (DSM-V) (2013) stipulates to qualify for a diagnosis of 

post-traumatic stress disorder (PTSD), the individuals must have a history of exposure to 

a traumatic event that corresponds with specific conditions and symptoms from each of the 

four criteria: (a) intrusion, (b) avoidance, (c) negative alterations in cognitions and mood 

and; (d) alterations in arousal and reactivity, with avoidance being a key marker of the 

disorder (APA, 2013).  The DSM-V introduced a subtype of PTSD for children under age 

6 as a result of the previous limitations of qualifying criteria for PTSD that only applied to 

adults; new research supported the finding that that developmentally sensitive criteria 

helped identify up to approximately 80% more children living with behaviors associated 

with trauma (Scheeringa et. al., 2011).  

To cover a wider spectrum of observed behaviors beyond single exposure events, 

professional practitioners have initiated use of the term “complex trauma” (Perry, 2009). 

As a clinical practitioner, Perry (2009) sought to help define the problems that arise when 

a child is exposed to multiple or prolonged traumatic events and how these events factor 

into their natural development.  Strictly defined, complex trauma exposure is comprised of 

the concurrent or successive incidence of child maltreatment that covers psychological 

abuse, neglect, physical and sexual abuse and domestic violence; it can be chronic or acute, 

begin in early childhood, subsist throughout development and occur across systems and 

settings (Perry, 1999). The ensuing emotional dysregulation manifests in trauma related 

disorders when a child’s ability to function on a physical or mental level is impacted (Perry, 



 

 

 

 

3 

2009).  Fifty million school age children are being educated in the current system and 5 

million of them have been documented as exposed to some form of complex trauma; 2.5 

million among those school age children are survivors of physical and sexual abuse and 

neglect (Perry, 2009).  

Continued exposure to trauma can significantly interrupt the developmental ability 

of a child, leading to increased risks for low academic performance, higher mental health 

support needs, and notable behavior challenges (Amaya-Jackson & March, 1993).  

Research has exposed the rising number of children diagnosed with symptoms of trauma 

and consequent behavioral and mental health impact (Carrion et al., 2002).   Further 

research also highlights the myriad of alternative disorder diagnoses for similar behaviors 

that are applied to explain impairment in developmental functioning of children instead of 

connecting behavior to trauma exposure, citing a broader evidence base and clinical study 

in child-specific interventions (i.e. medication therapy for ADHD or anxiety) (Pynoos, et 

al., 2008).  Most studies have occurred in the clinical setting, leaving a gap in the 

knowledge base on how trauma and associated behaviors manifest in the school setting.    

IDENTIFICATION AND STUDENT-CENTERED PRACTICE   

There are approximately 50 million children receiving a compulsory education in 

the U.S. (National Center for Education Statistics, 2015).  Each year, an estimated 5 million 

school age children are exposed to at least one traumatic experience (Perry, 2009).  Of 

those, approximately 2 million are identified as survivors of neglect, physical and/or sexual 

abuse (Gaskill & Perry, 2012).  By the time a child reaches early adolescence 
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(approximately 18 years of age), one in four have directly experienced interpersonal 

trauma: children who are members of traditionally marginalized groups are at greater risk 

(Gaskill & Perry, 2012).  As a child moves through the typical developmental stages, 

experiences of trauma can alter their cognition, affect, behavior and overall neurological 

functioning (Perry, 1999).  Qualifying criteria for special education through the Individuals 

with Disabilities Education Act (IDEA, 2004) stipulates a child’s school performance must 

be “adversely affected” by one or more of the following 13 disability categories: (a) 

intellectual disability, (b) hearing impairment including deafness, (c) speech or language 

impairment, (d) visual impairment including blindness, (e) emotional disturbance, (f) 

orthopedic impairment, (g) autism, (h) traumatic brain injury, (i) other health impairment, 

(j) specific learning disability, (k) deaf, (l) blindness, or (m) multiple disabilities (IDEA, 

2004, Sec. 300.8 (c)).  Currently, more than 6.4 million school age children qualify for 

special education services (Snyder & Dillow, 2015).  With the addition of exposure to 

trauma and qualification for behaviors associated with trauma, the number of students 

being served are likely to continue to rise, specifically in categories like emotional 

disturbance, other health impairment, and multiple incidence disabilities.   

Public schools appear to be ill-equipped to address the rising number of students 

that need alternatives to the traditional, general education instructional environment, as 

demonstrated by the growing number of referrals to special education.  Some students 

experiencing higher exposure to traumatic experiences are overwhelmingly Black, Latino, 
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and Asian (Gaskill & Perry, 2012).  These students are also living within inhibitory 

sociocultural factors like immigrant/refugee status, impoverished home and school settings 

and limited community influence (National Center for Education Statistics, 2015). For 

education entities that provide schooling to high numbers of Black, Latino and Asian 

students, their focus must continuously shift to meet the greater needs affecting learning 

outcomes.  Attention to disproportionality means deciding between over identification and 

appropriate identification, in deference to the state mandated numerical rubric.  However, 

in these specific examples, the flow of students identified are also reflective of their school 

demographics and their students’ lived reality.  Additionally, research needs to examine 

how schools can better identify and monitor academic progress in concentrated programs, 

like special education.  With additional pressure to provide appropriate intervention to 

students with trauma, schools may over-depend and over-utilize special education 

resources which may ultimately be equally underequipped to address the unique mental 

and behavioral health needs of these students.   

 

Statement of the Problem 

A CALL FOR RESPONSE IN PUBLIC EDUCATION 

In a landmark decision for education, the case of Peter P. et. al. v. Compton Unified 

School District (2015) determined that trauma and exposure to trauma deserved 

consideration equitable to any other physical or psychological disability.  The case was 

initiated after discipline data for the district demonstrated that a growing number of 
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students were being disciplined for behaviors reflective of the effects sociocultural 

experiences, like complex trauma, of students outside of school, rather than provided 

access to behavioral intervention.  Moreover, the ruling declared that schools could 

potentially be held responsible both for addressing behaviors associated with trauma by 

providing intervention and penalized for their refusal to provide appropriate support for 

their students.  Litigation is ongoing since the initial court case was appealed, but the case 

potentially marks a pivotal change in mandated services schools provide to learners with 

exceptionalities.  Proponents of the case cite various research that support the effort to 

conclude that trauma does have an impact on a child’s ability to learn (Perry, 1999; 

Blodgett, 2015; Kataoka et. al., 2011).   

TRAUMA AS A CASE FOR DISABILITY 

The study of trauma in school aged children is only just beginning to form as an 

interdisciplinary issue, pulling definition of trauma, observation of behavior and impaired 

functioning and evidence for the inclusion of trauma as a disability from fields like 

psychology (Hovey & King, 1996; Smelser, 2004), psychiatry and medicine (Perry, 1999; 

Van Der Kolk, 2003), social work and public health (Pynoos et. al., 1987; Wong, 2009), 

and sociology (Alexander et. al., 2007).  The earliest work in trauma focused on the 

identification of the population and problem; rather, the acknowledgement of the existence 

of harm caused to a person as a result of an experience.  Research providing evidence for 

school age children has moved from identification of maladaptive behaviors to specific 

behavior interventions and details strategies designed to help individuals cope with 
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behaviors associated with trauma (Jaycox et. al., 2012; Kataoka et. al., 2011). Researchers 

across disciplines, however, have continued to bypass any strict identification of who is 

most at risk and how prevalent the disorder may be among different populations. 

The search for understanding among researchers on the existence and influence of 

trauma across disciplines has broadened the evidence base for some populations like 

military veterans or refugees, but remains bereft for others, like groups living in poverty, 

by cultures, inclusive of war torn countries or domestic exposure to trauma, or second 

language learners in the US (LaGreca et.al., 2008).  As researchers continue to build an 

evidence base for broader populations, the pervasiveness of trauma complicates the 

potential for any definition as a disability.  Questions that have been raised are contentious 

and vary in response by discipline, like: (a) How much of a group can be identified as 

“exposed to trauma” before that defining criterion is viewed as simply descriptive of the 

group (Alexander et. al., 2007)? or; (b) Does a person’s natural ability to cope effect the 

boundaries of what constitutes harm (Perry, 1999; Van Der Kolk, 2003)?   

As research focuses on students moving through compulsory education, the target 

centered on defining what criteria to accept as related to trauma blurs the more rigid 

boundaries of how disability is currently defined.  The court case for Compton USD 

highlighted two key points in considering the case for trauma as a disability: (a) although 

exposure to trauma can disable a child, exposure to trauma does not always guarantee 

subsequent disability and; (b) qualification under trauma would force action through ADA 
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and IDEA for students whose ability in the classroom is impaired (Turner, 2015).  The 

natural response from public education professionals suggests that for interventions 

provided on behalf of students who have unique behavioral needs as a result of trauma, the 

route to take is through special education. Doing so affords general education the 

opportunity to continue to identify maladaptive behaviors and more time to incorporate 

behavior interventions that can also serve all students.    

 

Significance of the Study 

THE MOUNTING SCOPE OF SPECIAL EDUCATION 

In the last 40 years, the number of students served in special education have almost 

doubled, with American Indian, Black and Latino children constituting 43% of all special 

education students served, at 16, 15 and 12%, respectively (Snyder & Dillow, 2015).  

Federal guidelines traditionally allowed states to determine both the process for referral 

and the guidelines for managing disproportionality concerns (Morrier & Gallagher, 2010).  

With the 2004 reauthorization of IDEA, the focus shifted to the education of students with 

disabilities from ethnically diverse backgrounds in order to address the changing 

demographics of the U.S. and the overwhelming number of Black and Latino students 

being referred to special education.  Congress mandates school systems to monitor and 

evaluate plans to prevent over identification for Black and Latino students (IDEA, 2004, 

Sec. 612(24)). State departments of education are tasked with collecting and monitoring 

data on the number of children with disabilities identified, based on race and ethnicity, 
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monitoring the educational placements of children with disabilities from ethnically diverse 

backgrounds and revising policies if disproportionality is found to exist, including using 

special education funds to reduce disproportionate numbers (Wright & Wright, 2007).  The 

IDEA Data Center, subsidized by the U.S. Department of Education’s Office of Special 

Education Programs, published a rubric for state districts and agencies to identify 

disproportionate representation and offers technical assistance to help districts accumulate 

and examine high quality data in an effort to address current concerns in special education 

(Bollmer et.al., 2014). 

Over the past decade, many concerns have been expressed over the number of 

students placed in special education, based on subjective factors like socioeconomic status, 

assessment bias, unequal opportunity in general education, and cultural mismatch from 

teacher bias to district systems (Skiba et. al., 2008).  Researchers cite specific examples, 

outlining the variance in representation of differing populations is partially due to 

institutional racism, cultural incompetence, inequitable discipline policies, and teacher 

perception (Harry & Klingner, 2014).  Some have suggested that students who stand out 

from generally normed school behaviors are even more likely to be labeled by educators 

as having emotional and behavior disturbance (EBD) even though their behavior is similar 

to that of their white peers (Oswald, Coutinho, & Best, 2002).  For example, despite overall 

improved outcomes for students with disabilities in the U.S., secondary students labeled 

with emotional disturbance are more likely to be male, black, and live in poverty than 
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secondary students in the general population (National Center for Education Statistics, 

2015).  This study will serve to support the assertions of how students of color make up 

significant portion of the special education population being served under IDEA and 

examine the likelihood of growth of this population as a result of the changing criteria of 

future qualifications for disability.  General education practice will grow to depend on the 

process of identification for special education and level of intervention provided once a 

student gains a label to support a growing population of student of color, who are fighting 

for a fair and equitable education that can also meets the needs of all students.  

 

Purpose of the Study 

The link between trauma, mental health and special education stems from the 

historical use of IDEA (2004) and protective measures for marginalized populations.  The 

current climate of education calls for equity for all students and depends on special 

education programs to meet the needs of learners with exceptionalities.  The current 

qualifying categories of emotional disturbance, other health impairment and even multiple 

disabilities are not broad enough to cover the spectrum of behaviors and impairments 

associated with trauma.  If conditions in education are to be equitable as demographics 

continue to shift, a change to a more meaningful definition of trauma as a disability 

category at the policy level must occur and intervention provided in special education must 

attend to the clinical intervention needed for treating mental health disorders, even in the 

classroom.  New education policy that will likely be produced as a response to defining the 
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parameters of disability associated with trauma and the subsequent problem behaviors must 

also address how school behavior is observed and acted upon through school and 

community agency services.   

Research specific to trauma indicators often compares urban and suburban children 

and adolescents as a way of setting normed standards around adverse childhood 

experiences (Edwards et. al., 2003).  In one review of the literature exploring exposure to 

violence, researchers found Black and Latino children were more than twice as likely to be 

exposed to violence in childhood than their White, suburban counterparts and, in many 

cases, they witness and/or experience personal trauma as early as age 3 (Stein et. al., 2003).   

With approximately 50 million students enrolled in public education, the 6.4 million 

overall who are currently being served through IDEA represent nearly 13% of the total 

school population (Snyder & Dillow, 2015).  In addition, an estimated 40% of students 

identify as Black and Latino.  At the current rate of enrollment and with the inclusion of 

trauma as a qualifying disability category, just under a majority, nearing 50%, of students 

served through IDEA would be identified as Black and Latino, making it more meaningful 

to examine not only the process of referral to special education and the parameters of the 

services for the populations being served but how race/ethnicity, disability label and 

sociocultural experiences influence the school experience.  The purpose of this study was 

to determine the characteristics of children and adolescents who have been reported to be 

exposed to trauma and to determine what demographic variables moderate the relationship 
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between being identified with trauma and mental health assessment scores, along with how 

a disability label may also influence assessment scores.  Additionally, the types of special 

education services and mental health services provided to children and adolescents 

identified with a disability was also examined.  This study first (a) examined the overall 

demographic characteristics of children reported to be exposed to trauma that are involved 

with the child welfare system, and then the participants represented in special education by 

disability category, (b) determined which demographic variables are associated with 

mental health assessment and; (c) determined what services are provided to children and 

adolescents reported to be exposed to trauma that are involved with the child welfare 

system.    

Research Questions 

With the impending reauthorization of the 2004 IDEA amendments, an evaluation 

of current systems of intervention for the school setting would be timely.  On the policy 

level, research can provide foundation on how special education can expand the definition 

of emotional and behavioral disorders, potentially through amendment to IDEA, to include 

services that would ensure equitable education and appropriate intervention for students 

exposed to trauma experiencing continued disruption to their academic viability.  Current 

disability categories cover a spectrum of learning and behavior needs, but explicit focus on 

a trauma specific disability label could improve conditions for students experiencing 

difficulty because of trauma associated problem behaviors.  Given the current educational 

climate that focuses solely on identification, more advanced research must consider how 
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to identify mental health disorders and how to provide appropriate clinical intervention in 

both general and special education.  The dataset utilized for this study was collected from 

the National Survey for Child and Adolescent Well-Being II (NSCAW II), a longitudinal 

study that followed the baseline data study, NSCAW I, that collected information from 

children and adolescents reported to have been exposed to trauma through self-report, 

caregiver information and school campus reports.  This study provided foundation to begin 

to examine to what extent sociocultural experiences, like trauma, impact academic 

trajectories and school experiences, influence special education identification and impact 

engagement in special education and mental health services.   

This study examined the following research questions:  

Question 1: Using Wave 5 data of the National Survey for Child and Adolescent 

Well-Being II, what are the characteristics (e.g. demographic variables, disability 

identification) of children and adolescents reported to be exposed to trauma and 

served by the state and federal child welfare system? 

Question 2: Using a subset of children with disabilities in Wave 5 of the NSCAW 

II, what are the demographic variables associated with mental health assessment? 

Question 3: Using a subset of children with disabilities in Wave 5 of the NSCAW 

II, what special education services and mental health services are being provided to 

children and adolescents reported to be exposed to trauma and served by the state 

and federal child welfare system?  In what setting? 
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The purpose of this study was to determine the characteristics of children and 

adolescents who have been reported to be exposed to trauma and to determine what 

demographic variables are associated with being identified with trauma and mental health 

assessment.  This study first (a) examined the overall demographic characteristics of 

children reported to be exposed to trauma that are involved with the child welfare system, 

and then the participants represented in special education by disability category, (b) 

determined which demographic variables are associated with mental health assessment 

and; (c) determined what services are provided to children and adolescents reported to be 

exposed to trauma that are involved with the child welfare system..  As this study explored 

the current landscape of special education as it relates to trauma, it also examined some of 

the factors in the systems that funnel some students to special education, while effectively 

barring others, in order to continue to add to prediction of the populations most pervasively 

affected in public education and potentially, their subsequent academic outcomes. This 

study also aimed to inform greater study that will help develop future expansion of IDEA 

policy that broadens the definition of disability and tackles underrepresentation while also 

progressing towards more equitable public education for marginalized communities.   

 

  



 

 

 

 

15 

CHAPTER 2 

Literature Review 

The purpose of this study was to determine the characteristics of children and 

adolescents who have been reported to be exposed to trauma and to determine what 

demographic variables moderate the relationship between being identified with trauma, 

mental health assessment and special education service outcomes.   

This chapter provides an overview of the background significance and theoretical 

framework for this study.  The first section (a) reviews the significance of behavior in the 

school setting and; (b) examines sociocultural theory and the neurosequential model for 

development as framework.  The subsequent synthesis of the literature includes the 

methods for a search of the current literature, inclusion criteria, an outline of the 10 studies 

reviewed for the synthesis, limitations of this synthesis and the relevance of the synthesis 

as foundation for this study. 

BACKGROUND AND SIGNIFICANCE 

Over the past decade, many concerns have been expressed over the number of 

students placed in special education, based on subjective factors like socioeconomic status, 

assessment bias, unequal opportunity in general education, and cultural mismatch from 

teacher bias to district systems (Skiba et. al., 2008).  Researchers cite specific examples, 

outlining the variance in representation of differing populations is partially due to 

institutional racism, cultural incompetence, inequitable discipline policies, and teacher 

perception (Harry & Klingner, 2014).  Some have suggested that students who stand out 
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from generally normed school behaviors are even more likely to be labeled by educators 

as having emotional and behavior disturbance (EBD) even though their behavior is similar 

to that of their white peers (Oswald, Coutinho, & Best, 2002).  For example, despite overall 

improved outcomes for students with disabilities in the U.S., secondary students labeled 

with emotional disturbance are more likely to be male, black, and live in poverty than 

secondary students in the general population (National Center for Education Statistics, 

2015).  General education practice may potentially grow to depend on the process of special 

education and level of intervention provided through special education to support a 

growing population of students of color who are fighting for a fair and equitable education 

that also meets the needs of students served in the majority. 

Theoretical Framework 

SOCIOCULTURAL THEORY  

Vygotsky (1978) introduced sociocultural theory as a response to behaviorism, 

outlining that human learning is a social process influenced by interaction with people, 

culture and society.  Vygotsky argued that this process not only happens at critical 

cognitive developmental stages but also serves as a method to facilitate overall mental 

ability.  Vygotsky also believed that this learning happens at two different levels in each 

interaction; first, between people and second, within the individual.  The potential for 

cognitive development also occurs within the bounds of a “zone of proximal development 

(ZPD),” triangulated between optimal social, physical and cognitive opportunities for 

interaction (Vygotsky, 1978). This process is best facilitated with more skillful peers or 
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adults that are able to provide guidance and collaboration based on their own knowledge 

and experiences.  Essentially, scaffolding or providing guidance to others that help them 

learn based on the level of their understanding and need helps higher mental functioning 

(Wood, Bruner & Ross, 1976).   

Sociocultural theory also operates on the beliefs that cultural, social and historical 

context is related to the development of an individual, and Bruner’s (1996) work also used 

sociocultural theory to expand the use of culture in learning, emphasizing that true learning 

construction needs culture as a tool to help the individual create meaning.  In turn, an 

individual learner is no longer simply categorizing learned information; they are able to 

synthesize that which has meaning to them from their previous experiences based on how 

they have learned to think, feel and perceive (Rogoff, 1990).  

Race and Culture in Sociocultural Theory.  Nasir & Hand (2006) furthers 

emphasizes the role of race and culture in sociocultural theory, advocating for an extension 

of its use in research.  There are multiple gaps in understanding how race and culture factor 

into learning on an individual level, as research has focused on the wider generalizability 

and trends of noting that race and culture are factors to an extent.  Sociocultural theory has 

no wider lens but does provide the framework to begin to shift our perspective on how we 

understand cultural and racial nuance on the individual level as researchers observe 

individuals and how they learn.  Additionally, the influence of cultural differences is 

largely determined by the power structure of society and consequent social norms, and 
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theory and practice in education are heavily affected by both the desire to create an 

evidence base that works for all and to address the inequity that is produced when learning 

experiences are not culturally responsive or meaningful (Nasir & Hand, 2006).   

NEUROSEQUENTIAL MODEL AND DEVELOPMENT 

The neurosequential model of therapeutics (NMT) is a set of practice guidelines 

based upon the neurobiological processes of development in children.  Perry (2006) 

popularized its use to develop a way to establish child and adolescent developmental 

history to inform and assess their current functioning.  The approach is aimed at children 

deemed “at risk,” with specific progress with children that have been exposed to trauma.  

Through investment in the approach, researchers, educators and practitioners are trained to 

develop assessments and interventions that meet the needs of the child at an appropriate 

development level, placing their social history as the primary context.   

Overall, the NMT framework suggests that when a child has experienced adverse 

events during their developmental years, neural development is changed, and a responsive 

approach is critical to developmental progress (Perry, 2006).  In addition to atypical 

neurological development, a child can also lose their ability to learn to self-regulate, 

hindering their ability to learn new behaviors, relate to others in a variety of settings or 

think independently.  When this framework is applied to the education setting, the goal 

becomes to help educators understand that these adverse experiences have compromised 

the ability of a child to change their behavior without significant intervention and guided 

assistance that accounts for cultural, social and atypical developmental factors that affect 
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their performance and learning.   

 

Literature Search Methods & Selection Criteria 

SEARCH REVIEW OF THE LITERATURE  

For each research question, articles published beginning in 2004 (with the revision 

of IDEA) and ending in 2017 in any peer-reviewed journal were considered for this review. 

The studies were selected through a single search method by the researcher: (1) an 

electronic search using ERIC for articles published in a peer-reviewed journal between 

2004 and 2017 and for the first component of the research question, using the terms 

“trauma” and “academic achievement”; “trauma” and “academic progress” yielded no 

results.  The terms “trauma” and “academic achievement” were the final selection terms 

and subsequent articles culled for academic achievement were reviewed for indicators of 

academic progress.   

SELECTION CRITERIA   

For both components of the research question, research studies that were included 

in the review had to meet three criteria established by the researcher: (1) the article 

described an empirical study; (2) the intervention was conducted in the US (3) the 

participants in the study were school age, between ages 3 and 18, which is also the focus 

age range for evidence-based therapeutic results with trauma-focused cognitive behavioral 

therapy.  Participant identification as having a disability was excluded as a criterion as the 
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search yielded no results.  27 articles were reviewed, and 10 studies met the criteria for 

final inclusion.   

CODING AND INCLUSION/EXCLUSION CRITERIA  

The researcher conducted two passes of coding while reviewing the studies for 

inclusion.  The first appraisal yielded identification markers of the study, including study 

design, purpose and/or research questions and participant demographics.  While initial 

review did not begin with complex precoded measures, during the second examination of 

the included studies for data analysis, two subsets within the studies emerged: 1) indicators 

of trauma; and 2) student outcomes.  Indicators of trauma, used as the independent variable, 

included physical abuse and neglect, sociocultural factors like acculturative stress and 

living in an impoverished community, and behaviors, which included both diagnosable and 

disorders and disruptive or defiant behavior.  Student outcomes, used as the dependent 

variable, included observed behaviors like resiliency and protective factors, discipline 

measures, academic assessment scores and grades, and social and education experiences, 

like meeting developmental and educational milestones.  A single researcher conducted the 

subsequent synthesis and interrater reliability was not calculated.   

INTRODUCTION OF REVIEWED STUDIES 

Bennett’s (2007) qualitative study defined an effective approach to discipline and 

a curriculum suited to the needs of the students.   The study conducted was an observational 

analysis of an elementary campus housing grades K-5th grade in order to streamline 

discipline services and modify academic curriculum for underperforming students.  
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Included in the observations were teacher input observations, which further outlined which 

components of the school culture and curriculum fostered social, emotional and academic 

learning.  Findings for the study determined that school age children who have been 

exposed to violence were often found to have behaviors that negatively impacted their 

peers, school faculty and staff and school administrators.  The study also concluded that it 

is critical to the process of school program improvement that school faculty and 

administrators be aware of the adverse impact when investing in new school programs.   

Bettman, Freeman & Parry (2015) used a descriptive qualitative study to determine 

if adopted and nonadopted youth in a wilderness residential treatment differ behaviorally, 

psychologically or academically as a result of their varied exposure to trauma.  The study 

consisted of 473 adolescents in a residential treatment center that including both housing 

and school.  The study concluded that while there were no significant differences between 

adopted and nonadopted youths in this setting in terms of some variables (ex. defiant 

behaviors, IQ, substance use/abuse, reasons for referral, impulsivity, anxiety, or 

depression) that the adopted youth had greater previous histories of recent trauma, higher 

rates of suicidal ideation, higher incidences of biological parents' mental illness, and lower 

overall academic achievement. 

Coleman (2015) conducted a case study to help increase educators' understanding 

of the experiences of students who have been expelled from school.  The study participant 

was one male student labeled “at risk” by his school program and who had been removed 
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from school placement as a result of a disciplinary infraction involving school behavior.  

The study findings indicated that expulsion from school can alter the trajectory of academic 

progress of a student, either positively or negatively; additionally, applying no intervention 

may have a destructive impact on student progress.   

Crosby et. al. (2015) initiated a qualitative study to explore the challenges and needs 

of school personnel working with court involved youth with experiences of exposure to 

trauma.  The study participants were school faculty and staff at an urban, public charter 

school in the Midwest who identified their school population as having significant numbers 

of students involved in the juvenile justice system.   The overall determination of the study 

was that teachers and school staff need trauma-specific knowledge and resources to be 

effective with students that have a history of experiences with exposure to trauma.   

DePrince, Weinzierl & Combs’ (2009) mixed methods study examined basic 

executive functioning (EF) performance in trauma-exposed children.  The study 

participants were 110 school age students with an average age of 10.39 years.  Participants 

were 58% female and 42% male, with an ethnic breakdown of 3.7% Asian, 30.3% Black 

or African-American, 33.7% Hispanic, 8.3% Native American, 49.5% White or Caucasian, 

and 3.7% as members of two or more ethnic groups.  The study concluded that familial 

trauma was associated with poorer performance on an executive functioning composite 

assessment, relative to non-familial trauma, which yielded slightly higher performance 

than familial and no trauma exposure, which yielded the highest performance results.   
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Duplechain (2004) examined the relationship between children's exposure to 

traumatic events, such as exposure to violence, and school achievement in a quantitative 

study.  The study participants were 146 school age students that identified as either Black, 

Hispanic or Asian and between the ages of 6 and 11. The study used school wide 

standardized assessments, attendance, behavioral observations and discipline data across 

multiple years to determine student progress.  The study findings outlined that children 

who were exposed to violence in Year I were more delinquent and ultimately 

underachieved in reading in Year II.   

Goodman & West-Olatunji (2010) utilized a qualitative descriptive study to present 

traumatic stress theory as an effective model for conceptualizing the educational 

experiences of racially and ethnically marginalized students and for intervening with 

systemically induced traumatic stress in schools.  The study participants were primary 

school children attending a low resourced school in a socioeconomically low community.  

The researchers concluded that for primary school aged children, academic 

underachievement and related behaviors seem to correspond in large part to the symptoms 

of traumatic stress.  

Mann’s (2013) mixed methods study evaluated a gender specific developmental 

intervention as an effective program for helping girls recover their self-confidence and 

succeed in school.  The study participants were middle school girls, determined to be “at 

risk” by the school and with significant experiences being exposed to trauma.  The study 
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concluded that gender specific programs shows efficacy for helping girls at risk and 

exposed to trauma recover their self-confidence and succeed in school with marked 

difference in self-confidence, self-esteem, perceived social support, mattering, and 

identity.   

McGee & Pearman (2014) used a qualitative study design to examine two questions 

about the relationship between academic progress and identity; first, how does mathematics 

identity develop during the elementary/middle years of mathematically high-achieving 

secondary African American males and second, what are the challenges (risk factors) and 

supports (protective factors) that mediate high achievement in mathematics in particular 

and academic achievement in general.  The study participants were 13 African American 

males between the ages of 14 and 17 that had demonstrated high achievement on 

standardized math assessments, but that had also come from urban communities that 

frequently experienced crime and violence.  The findings of the study determined that 

strong academic identity developed with protective measures inside the school community, 

including access to interventions that mitigated the negative experiences outside of school.  

Exposure to trauma (considered a spectrum of risk factors) did impede academic 

achievement.  Factors like internal assets (intrinsic motivation, strength and drive, internal 

drive mediated by external factors) and resources as support (strong family socialization, 

community/family supportive education and early at home math development) were all 

protective factors for achievement. 
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Scher, Forde, McQuaid & Stein (2004) conducted a mixed methods study that 

asked adult participants to recall positive and negative childhood experiences that may 

have shaped their adult lives.  The purpose of the study was both to determine the 

prevalence of five categories of retrospectively reported childhood maltreatment in an adult 

community sample and to examine relationships between three theoretically and practically 

chosen demographic variables and childhood maltreatment strategies.  The study 

participants were 967 adults with an average age of 39.52 years that identified as either 

White (N=539 (55.7%)) or Black (N= 428 (44.3%)).  The study concluded that the 

prevalence of childhood maltreatment ranged from approximately 30% for women to over 

40% for men.  Race, sex, and current educational level were each associated with an 

increased likelihood of childhood maltreatment.   

CHARACTERISTICS OF EMPIRICAL STUDIES REVIEWED 

Research Design 

Studies included in the review encompassed qualitative and quantitative studies in 

an effort to depict the magnitude of numerous observed behaviors, academic assessment 

scores and educational and social experiences.  Two of the studies employed mixed 

methods of data collection and analysis and a single case study provided evidence for 

adverse academic experiences specific to discipline.  Each study aimed to share findings 

involving the experiences of Black and Latino children, from early childhood through 

adolescence, and highlight barriers to their academic progress and overall well-being. A 

single mixed methods study with adult participants was included, as the data culled from 
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the study specifically targeted adverse childhood and adolescent experiences coupled with 

success milestones in later life.  A qualitative study with adult participants as part of school 

personnel was also included to capture the experiences of students experiencing punitive 

intervention in schools as a result of their identified behavior.  

Study Purpose and Research Questions. Studies were demarcated into two categories 

of research purpose and inquiry, with the majority of studies covering both categories and 

highlighting identical genres of additional findings. The first set of studies outlined the 

effect of trauma on academic performance (Bennett, 2007; Bettman, Freeman & Parry, 

2015; DePrince, Weinzierl & Combs, 2009; Duplechain, 2004; McGee & Pearman, 2014).  

The second set of studies served to outline population predictors of exposure to trauma and 

subsequent intervention methods (Coleman, 2015; Crosby, 2015; Goodman & West-

Olatunji, 2010; Mann, 2013; Scher et. al., 2004).   Scher et. al. (2004) served to identify 

demographic correlates as well as establish prevalence of childhood trauma among 

populations through use of adult participants.  Crosby (2015) highlighted the experiences 

of Black and Latino youth through the voice of school personnel, who each identified 

working within the punitive intervention system with students.   

Participants 

Participants in each of the studies were children and adolescents identified as 

having some level of exposure to trauma as part of their experiences.  Of the studies that 

included age information, participants’ ages ranged from early childhood to early 

adolescence. Both studies with adult participants specifically targeted experiences either in 
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early childhood or with adolescents.  The majority of the study culled participants that 

identified as either Black or Latino, with multiple studies including participants across race.  

Gender was also identified in the majority of the included studies, with half of the studies 

targeting either one specific gender category or an even combination across two genders.   

Studies were conducted primarily in urban school settings in various regions across 

the US.  One study (Bettman, Freeman & Parry, 2015) used residential treatment in a 

wilderness camp as the setting, but the classroom was part of the residential treatment 

setting, where academic performance was measured.  Scher et. al. (2004) conducted 

research through a community sample outside of the academic setting but included 

interview questions that reviewed both previous and current education experiences. 

Methods  

Each study and included researchers utilized a variety of methods for data 

collection, assessment and analysis. All studies included semi-structured interviews and 

two (Crosby, 2015; Scher et. al., 2004) included formal use of personal narratives.  Four 

studies conducted assessments for data evaluation (DePrince, Weinzierl & Combs, 2009; 

Duplechain, 2004; Mann, 2003; Scher et. al., 2004).  Two of the included studies (Bettman, 

Freeman & Parry, 2015; Goodman & West-Olatunji, 2010) were descriptive studies that 

employed the use of participant experience to identify patterns among the populations.  

Coleman (2015) conducted a case study to help identify the possible academic trajectory 

of students removed from the educational setting as a result of maladaptive behaviors.  
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SYNTHESIS OF RESULTS FROM THE 10 REVIEWED EMPIRICAL STUDIES 

Trauma in the School Setting 

The behaviors associated with trauma include: fatigue/exhaustion, confusion, 

depression, anxiety, agitation, numbness or blunted affect, dissociation, confusion, high 

startle response or excessive alert and avoidance (Goodman & West-Olatunji, 2010).  

When placing those same behaviors in the context of the education setting, students may 

appear to have trouble focusing, exhibit aggression and demonstrate difficulty in engaging 

in developmentally appropriate or socially acceptable behaviors.   Disaggregating the 

behaviors for diagnosis, especially when observed in different settings, becomes an 

impossible task.  Current language in special education law for students with emotional 

behavioral disorder (EBD) excludes students who have behavioral concerns because they 

are considered “maladjusted” (Wright & Wright, 2007; Scher, Forde, McQuaid & Stein, 

2004).  Students that are also being “tracked” to diagnosis, through data collection on 

academic and behavior progress in the response to intervention (RTI) process, by extension 

also fall outside of qualification.  “Maladjustment” or “maladaptive” behavior simply 

describes behavior that falls outside of normed behavior for a developmental stage, but is 

commonly associated with stress, trauma and abuse.  The ambiguity of social 

“maladjustment” may be a factor in the overrepresentation of males of color in special 

education; however, the ambiguity also necessitates reviewing the demographics of 

specific populations disproportionately represented in education.  A look at how common 

factors, like single parent households and low socioeconomic status, may affect 
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manifestation of social behaviors and would serve to resolve some of the ambiguity of what 

is observed in the school setting.   

The Effect of Trauma on Academic Progress 

The literature gives several examples of the adverse and negative effects of trauma 

on academic achievement across populations and across settings.  Duplachain (2004) 

established a clear, inverse relationship between exposure to trauma and school 

performance, documenting school performance behaviors and mental health patterns 

against pre and posttest scores on a standardized reading assessment.  Further literature 

supports the assertion that trauma negatively impacts student academic performance in core 

subjects, like math, and significantly impairs executive functioning in early childhood 

exposure (McGee & Pearman, 2014; DePrince, Weinzierl & Combs, 2009).  Maladaptive 

behavior, easily observed in the school environment, often leads to referrals for more 

intensive intervention, usually through special education (Perry, 1999; Roache et.al., 

2003).  Additionally, educators continue to isolate and target the symptoms that trauma 

produces, like physical aggression, and refer students for disciplinary or punitive 

intervention, rather than assess and intervene based on their needs (Bennett, 2007). 

Predictors of Affected Student Populations 

Educators can become advocates to educate the larger public about the challenges 

that they see in the classroom as a result of what happens outside of it.  The literature 

identifies a collective group of factors as influential in higher instances of exposure to 

trauma; race/ethnicity, socioeconomic status and gender are often the best predictors, with 
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Black and Latino males indicated for abuse that manifested in maladaptive behaviors 

(Scher et. al., 2004; Duplechain, 2004) and females across race/ethnicity indicated for 

abuse that included physical, sexual and emotional trauma events (Mann, 2013).  Adopted 

youth also exhibited signs of higher exposure to abuse than non-adopted youth (Bettman, 

Freeman & Parry, 2015).  Other influential factors that serve as predictors of students 

exposed to trauma revealed in the literature included single parent households, 

impoverished community settings and discipline referrals (Mann, 2013; Crosby, 2015; 

Coleman, 2015).   

Advocacy for the Authentic and Meaningful Intervention. 

Limited access to professional development to increase trained personnel and 

knowledge of trauma specific support services are just two of the central issues plaguing 

appropriate intervention in general and special education on behalf of learners with 

exceptionalities (Bennett, 2007).  With federal funding cuts in both areas, schools are 

finding it increasingly difficult to keep up with the additional service expectations that 

mirror the needs of their students (Apling, 2004).  Intervention and programming can be 

costly, and without district backing to distribute funds to high need areas, schools are left 

to shoulder the responsibility to utilize what they already have.  Personnel quickly become 

extended for areas in which they are neither trained nor hold current expertise (Crosby, 

2015).  All of the barriers limit the efficacy of interventions, which disproportionately 

affect students of color. 
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Limitations of the Synthesis 

This synthesis was conducted using only the Education Resources Information 

Center (ERIC), despite the inclusion of trauma as a search term, which would have 

yielded literature outside of the current body of work housed solely within education 

research.  Since the purpose of this study has a primary focus in education, only 

research work that identified education as a setting or subject was utilized.  

Additionally, only peer-reviewed studies were included, eliminating books, 

dissertations and selected reports in the study synthesis.  Both conditions may have 

eliminated additional sources for information on trauma as it relates to education.   

Studies that did not focus on participants that were school age or adolescents were 

also not included in the synthesis.  As an additional criterion, studies conducted outside 

the US were also eliminated.  It is possible that studies conducted with adult 

participants could have yielded information about variables relevant to the study of 

children and adolescents.  Studies conducted outside of the US produced variance in 

the eligbility of use of the term “trauma” and focused on war zones, which may have 

skewed findings relevant to the US in the education setting.   
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Two studies were included in the synthesis that did not meet all inclusion criteria.  

These studies were included because of the information that each provided relevant to 

the current study, but their inclusion does expand the boundaries of the inclusion 

criteria and does not account for the exclusion of other studies.  For the included 

studies, success of the observed or applied intervention was not evaluated, which may 

have presented additional information to provide context to a relationship between 

trauma and education.  Last, many of the studies had relatively small sample sizes (ex. 

n=1, n= 13), so some of the results are not necessarily generalizable to the larger 

population.   

RELEVANCE OF THE FINDINGS FROM THE SYNTHESIS 

The key findings related to the synthesis of the literature: (a) how exposure to trauma 

emerges in the school setting through behavior; (b) how trauma can affect academic 

progress; (c) how these population demographics or associated variables can serve as 

predictors of which student populations are most affected and; (d) how educators can make 

meaningful progress with this population through intervention and advocacy are all 

essential to the relevance of this study, which serves to examine the current population 

landscape of students of color being served through special education.   

From the synthesis, the impact of exposure to trauma on academic progress 

demonstrates a visible effect, even while the extent of the effect remains largely 

unexamined in education.  Overall, the findings of these studies show that academic 

progress is impeded, and disaggregation between acute and chronic exposure has yielded 
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similar results.  Black and Latino students are disproportionately affected as populations, 

while identification of Asian and Native American has stagnated.  Each of the studies 

acknowledges the limitations of the current education system in meeting the needs of 

students, a number that is increasingly inclusive of students with exceptionalities.  

Research demonstrates that a number of children exposed to trauma do experience 

impairment to their daily functioning, which impedes academic function as a result.  The 

sum of these findings warrants a review of who has access to specialized services under 

the current system of qualification and serves as a springboard to predict which student 

populations may need support.   

The studies also demonstrate strong norms around behavior in the school setting, 

some of which are normed around average functioning in suburban school environments.  

The dearth of diversity in both students and staff produce variations around race/ethnicity, 

socioeconomic status and general social and community experiences.  While individual 

protective factors can increase resiliency and positively affect the ability to cognitively 

function, there also appears to be positive efficacy in less generalizable factors, like strong 

sense of community, positive school culture and trauma informed intervention and practice.  

Each of these variations demonstrates a need to evaluate the community in which students 

are being educated, to examine which, if any, variables in the community-school setting 

also influence the progress of school aged individuals.  

This study examined the following research questions:  
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Question 1: Using Wave 5 data of the National Survey for Child and Adolescent 

Well-Being II ,what are the characteristics (e.g. demographic variables, disability 

identification) of children and adolescents reported to be exposed to trauma and 

served by the state and federal child welfare system? 

Question 2:  Using a subset of children with disabilities in Wave 5 of the NSCAW 

II, what are the demographic variables associated with mental health assessment? 

Question 3: Using a subset of children with disabilities in Wave 5 of the NSCAW 

II, what special education services and mental health services are being provided to 

children and adolescents reported to be exposed to trauma and served by the state 

and federal child welfare system?  In what setting? 
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CHAPTER 3 

Method 

     Current challenges in special education, like the repercussions of enrollment 

caps at the state level in Texas and burgeoning eligibility categories in California, have 

recently been the center of public education discussion (Kopels, 2015; Sutton, 2015; Texas 

Education Agency, 2018).  The structure of the public education system appears to hold 

special education accountable as the evidence-based cure for educating students with 

exceptionalities, despite decades of challenges in providing an equitable comprehensive 

education and school environment for students of color.   There is a wealth of evidence in 

education research that speaks to disproportionality in identification for services, that 

suggests race, class and gender are influential in how students are educated across the board 

and that sociocultural factors can influence every level of the education system, from 

individual to district to state (Artiles et. al., 2010; Banks & Banks, 2009).  Public education 

has shied away from challenging the notion that being identified in special education does 

not guarantee that behavior is addressed or intervened upon in accordance to a disability or 

diagnosis.  Additionally, research has not yet examined if a disability label is associated 

with certain school experiences of a student with problem behaviors, especially behaviors 

typically resulting from exposure to trauma.   The purpose of this study was to determine 

the characteristics of children and adolescents who have been reported to be exposed to 

trauma and to determine what demographic variables are associated with being identified 

with trauma and mental health assessment.  This study first (a) examined the overall 
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demographic characteristics of children reported to be exposed to trauma that are involved 

with the child welfare system, and then the participants represented in special education by 

disability category, (b) determined which demographic variables are associated with 

mental health assessment and; (c) determined what services are provided to children and 

adolescents reported to be exposed to trauma that are involved with the child welfare 

system.  In this study, I analyzed data obtained with permission from the National Data 

Archive on Child Abuse and Neglect (NDACAN) housed at the Bronfenbrenner Center for 

Translational Research at Cornell University and funded through the US Department of 

Health and Human Services (DHHS) Department of Planning, Research and Evaluation, 

Administration for Children and Families (ACF).  The NDACAN dataset includes 

information from participants, caregivers and school campuses and is the only data 

collection that includes home and family demographics, school services and assessment 

information, special education service information and mental health service and 

assessment information, and is specific to a population that has been reported to have been 

exposed to trauma.   

RESEARCH DESIGN AND RESEARCH QUESTIONS 

This study will employ a descriptive and quantitative research design (Shadish, 

Cook & Campbell, 2002) using survey data.  Descriptive statistics will be used to highlight 

characteristics of children and adolescents reported to be exposed to trauma who were 

involved with the child welfare system and those who have been identified with a disability 

label.  Descriptive statistics will also be used to determine the types of services received 
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among the sample population.  Cross tab analysis will be used to determine the correlation 

between demographic variables like age, race/ethnicity, gender, and disability label, and 

mental health assessment scores.  Logistic regression will be used to examine the 

relationship between demographic variables and mental health assessment scores specific 

to trauma experiences.  These methods will be used to answer the following research 

questions: 

Question 1: Using Wave 5 data of the National Survey for Child and Adolescent 

Well-Being II ,what are the characteristics (e.g. demographic variables, disability 

identification) of children and adolescents reported to be exposed to trauma and 

served by the state and federal child welfare system? 

Question 2:  Using a subset of children with disabilities in Wave 5 of the NSCAW 

II, what are the demographic variables associated with mental health assessment? 

Question 3: Using a subset of children with disabilities in Wave 5 of the NSCAW 

II, what special education services and mental health services are being provided to 

children and adolescents reported to be exposed to trauma and served by the state 

and federal child welfare system?  In what setting? 

 

PARTICIPANTS 

The participants for this study are 5,873 children ranging from birth to 17.5 years 

old at the time of sampling. Children were sampled from child welfare investigations 
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closed between February 2008 and April 2009 in 83 counties nationwide. The cohort 

includes substantiated and unsubstantiated investigations of abuse or neglect, as well as 

children and families who were and were not receiving services.  The qualifying criteria 

for the study participants is a report of exposure to trauma, which initiates involvement in 

the child welfare system, so the criteria for trauma is met under these conditions, regardless 

of the substantiation of the investigations.   

  The purpose of the NSCAW II was to coordinate and collect data on the 

functioning, service needs and service use of children involved with the child welfare 

system, inclusive of all races, gender and income levels.  This study focuses on children 

and adolescents with indictors of trauma or exposure to trauma, and school aged 

individuals are clearly represented in the dataset, as participants include children and 

adolescents from birth to age 17.5 years.   

SOURCE OF DATA AND DATA COLLECTION 

The dataset for this study comes from the National Data Archive on Child Abuse 

and Neglect (NDACAN) housed at the Bronfenbrenner Center for Translational Research 

at Cornell University and funded through the US Department of Health and Human 

Services (DHHS) Department of Planning, Research and Evaluation, Administration for 

Children and Families (ACF).  Multiple data files are collected annually from each state 

and this dataset includes information on all children and adolescents who were being served 

within the child welfare system in closed cases between February 2008 and December 2009 
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in 83 counties across the US.  Multiple demographic variables (e.g. ethnicity, gender, 

language status) are reported in the dataset.   

  Notably, this study will utilize data collected from the National Survey for Child 

and Adolescent Well-Being II (NSCAW II), a longitudinal study that followed the baseline 

data study, NSCAW I, and collected data in five separate waves.  The collection of baseline  

data began in March 2008 and ended in September 2009.  The second wave of the study 

began in October 2009 and was completed in January 2011.   At Wave 3, children and 

families were interviewed for a second time, approximately 36 months after the close of 

the NSCAW II Wave 2  investigation. The NSCAW II cohort of children who were 

approximately 2 months to 17.5 years old at baseline ranged in age from 34 months to 20 

years old at Wave 3. Data collection for the third wave of the study began in June 2011 and 

was completed in December 2012.  Waves 4 and Waves 5 were collected 18 and 36 months 

after Wave 3, ending in December 2015.  This study used the most recent wave, Wave 5, 

to capture the additional information collected on school services and mental health 

services during this wave.   

VARIABLES 

The National Data Archive on Child Abuse and Neglect (NDACAN) data is 

collected and reported at the county and state level before being remanded to the federal 

reporting agency.  For the purpose of this study, variables in the NSCAW II national dataset 

were reported as both categorical and continuous variables and coding set by resident 

researchers, intended to cover an extensive amount of information in multiple categories 
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for children and adolescents involved in the child welfare system and built upon the index 

variables culled from NSCAW I.  Multiple variables in the dataset were categorized into 

demographic variables (e.g. age, ethnicity, gender, disability category, education 

environment).  In general, classifications are set by the federal legislature and the following 

variable definitions are as set forth through the guidance of NDACAN and associated child 

welfare agencies.   

The variables associated with trauma are culled from the Trauma Symptom 

Checklist for Children (TSCC).  The TSCC measures severity of posttraumatic stress and 

related psychological symptomatology (anxiety, depression, anger, dissociation) 

in children ages 8-16 years who have experienced traumatic events, such as physical or 

sexual abuse, major loss, or natural disasters.  The survey can be modified to accommodate 

younger respondents.  The 54-item assessment consists of two validity scales to cover 

under response and hyper response, six clinical scales that cover anger, anxiety, depression, 

dissociation, sexual concerns and post-traumatic stress and eight items that highlight 

critical care situations like suicidality.  For each question item, statements are scored from 

0 to 4 and the responses totaled for an overall score.  T-score values are reported because 

the standard deviation of the population is unknown.  The higher the score on the TSCC, 

the greater the trauma symptoms and scores over 65 are deemed statistically significant 

(Briere, 1996).   

 



 

 

 

 

41 

MEASURES 

Demographic Variables 

1.  Gender. Identified gender as male or female; categorical variable (coded as male= 0 

female =1). 

2.  Race/Ethnicity. Identified race/ethnicity as White, Black or African American, 

American Indian or Alaskan Native, Asian, Native Hawaiian or other Pacific Islander and 

Hispanic or Latino; categorical variable (coded as White = 1 Black of African American = 

2, American Indian or Alaskan Native = 3, Asian = 4, Native Hawaiian or Pacific Islander 

= 5 and Hispanic or Latino = 6, Multiple races = 7). 

3. Age. Individual’s age at the time of data collection; categorical variable (ranges from 3-

17.5). 

4. Disability. A physical or mental impairment that affects a child’s educational 

performance; categorical variable (coded as autism = 1, deafness-blindness = 2, deafness 

= 3, emotional disturbance = 4, developmental delay = 5, hearing impairment =6 and 

mental retardation/intellectual disability = 7, Multiple disabilities= 8, orthopedic 

impairment = 9, other health impairment = 10, specific learning disability = 11, speech 

language impairment = 12, traumatic brain injury = 13 and visual impairment = 14). 

Trauma Related Variables  

 The 54-item Trauma Symptom Checklist for Children (TSCC) consists of two validity 

scales (Under-response and Hyper-response), six clinical scales (Anxiety, Depression, Post-
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traumatic Stress, Dissociation, Anger, and Sexual Concerns) and eight critical items which 

examine situations that may require follow -up, such as suicidality (Briere, 1996). 

1.  Trauma: PTS T Score. Posttraumatic Stress T-Score; continuous variable (values from 

34-89). 

2.  Trauma: PTS Raw Score. Posttraumatic Stress Raw Score; continuous variable (values 

from 0-27). 

3.  YA Trauma: PTS (IE) T Score. Posttraumatic Stress (Internalized/Externalized) T-

Score; continuous variable (values from 39-82). 

4.  YA Trauma: PTS (IE) Raw Score. Posttraumatic Stress (Internalized/Externalized) 

Raw Score; continuous variable (values from 0-24). 

5.  YA Trauma: Dissociation T Score. Continuous variable (values from 39-93) 

6.  YA Trauma: Dissociation Raw Score. Continuous variable (values from 0-27). 

Outcome Variables 

 For the purpose of this study, the outcome variable referred to two sets of dependent 

variables, one for each of the types of service outcomes being examined.  The first set of 

dependent variables are the mental health services offered or participated in, identified 

below.  These dependent variables were used to measure the effect of demographic 

variables (age, gender, race) on mental health service participation.  The second set of 

dependent variables are school related, special education services participated in.  These 

dependent variables were used to measure the effect of demographic variables on special 

education service participation.   
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Special Education and Mental Health Service Variables 

1. Disability. A physical or mental impairment that affects a child’s educational 

performance; categorical variable (coded as autism = 1, deafness-blindness = 2, 

deafness = 3, emotional disturbance = 4, developmental delay = 5, hearing impairment 

=6 and mental retardation/intellectual disability = 7, Multiple disabilities= 8, 

orthopedic impairment = 9 other health impairment = 10, specific learning disability = 

11, speech language impairment = 12, traumatic brain injury = 13 and visual 

impairment = 14). 

2. Individualized Education Plan (IEP).  Components of student IEP that indicate: 

a.  how a student is served (inclusion, special school, self-contained or resource); 

categorical variable (coded as yes =1 and no =2).   

b. for what percent of time during the school day; categorical variable (0% = 1, 

25% = 2, 50% = 3, 75% = 4, 100% = 5) and; 

c. the number of years in special education; categorical variable (coded as one 

year or less = 1, 2-4 years = 2, 5 years or more = 3).  

3. Setting. The physical space for education of the student; categorical variable (coded as 

public school = 1, private school or program = 2, social service agency = 3, mental 

health agency = 4, public health = 5, private community based =6 and other agency = 

7). 

4. Service Received. Types of services received (for speech language and audiology, 

psychological, physical and occupational therapy, therapy recreation, social work, 
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counseling); categorical variable (coded as yes, only student = 1, yes, only family = 2, 

both student and family = 3, no services received = 4). 

5. Agency Providing Services. The agency responsible for providing the services for 

student identified as a result of need (for speech language and audiology, 

psychological, physical and occupational therapy, therapy recreation, social work, 

counseling); categorical variable (coded as public school = 1, private school or program 

= 2, social service agency = 3, mental health agency = 4, public health = 5, private 

community based =6 and state Medicaid or public insurer = 7, other agency = 8). 

 

DATA ANALYSIS 

The Statistical Package for the Social Sciences (SPSS) version 22 was used in the 

statistical analysis, made available through the IBM software package.  The dataset being 

utilized was composed of categorical and continuous variable data, so this study used 

multiple statistics methods in order to summarize meaningful patterns in the given dataset.  

The participants included were meant to be a sample of the overall population of children 

and adolescents reported to exposed to trauma and involved in the child welfare system, 

who are also part of the school age population.    

Descriptive statistics were used to highlight characteristics of children and 

adolescents reported to be exposed to trauma who were involved with the child welfare 

system and were also used to determine the types of services received for each demographic 

group.  Logistic regression was used to (a) determine which demographic variables 
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demonstrated a relationship between trauma and mental health assessment scores.  A chi-

square test was used to determine the strength of the relationship from the results of the 

analysis of demographics and assessments scores.   

Cross Tab Analysis 

Cross tabulation analysis is a quantitative statistical method used to analyze the 

relationship between multiple variables.   Cross tabs, or contingency tables, group variables 

to understand the correlation between different variables. They also show how correlations 

change from one variable grouping to another.  Agresti (2003) indicates that conditional 

analysis, cross tabs or contingency tables, are a method for cross classifying observations 

for n categorical variables.  Since the dataset included mental health assessment scores, 

these scores were used to determine what relationship exists between scores on each mental 

health assessment, age and for participants identified with a disability, percent of time spent 

in special education during the school day and number of years that a participant has 

received special education.  Given that the second research question specifically examined 

the relationship between the variables included in this study, and that these variables are 

categorical, a cross tab analysis was appropriate for use in the analysis of the dataset. 

Chi-Square test 

Agresti (2007) indicates that a chi-square test is a descriptive analysis method that 

does not require a dependent variable.  The logistic regression analysis helped define the 

dependent variable and help with predicting the likelihood of a given outcome, so the chi-

square test helped analyze the strength or association between two variables with the goal 
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being to determine which variable interactions are of the highest order.  Given that the 

secondary research question specifically examined the likelihood qualities of multiple 

variables included in this study, and that these variables are categorical, a chi-square test 

was appropriate for checking and supporting the results of the logistic regression. 

Logistic Regression 

Pallant (2013) indicates that regression methods are an integral component to any 

data analysis concerned with describing the relationship between variables.  When an 

outcome variable is binary or dichotomous, the logistic regression model is the most 

frequently used regression technique employed when the goal is to predict a dependent 

variable on the basis of categorical and/or continuous independent variables.  Given that 

the secondary research question specifically examined the predictive qualities of the 

independent variables included in this study, and that these variables are both categorical 

and continuous, a logistic regression was appropriate for use in the data analysis.
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CHAPTER 4 

Results 

This chapter presents the descriptive and conducted data analyses findings, in order 

to answer the research questions posed in this study in regard to special education and 

mental health service outcomes for children and adolescents who have been reported to be 

exposed to trauma, using the NDACAN NSCAW II Wave 5 dataset.  The purpose of this 

study was to determine the characteristics of children and adolescents who have been 

reported to be exposed to trauma and to determine what demographic variables moderate 

the relationship between being identified with trauma, mental health assessment and 

special education service outcomes.  The research questions were examined by the use of 

Statistical Package for the Social Sciences (SPSS) version 22 and their results are presented 

in the following sections. 

Assumptions 

The researcher should have independence of observations (i.e., independence of 

residuals).  The Durbin-Watson statistic was utilized in order to check independence of 

observations.  The Durbin-Watson statistic should be between 1.5 and 2.5.  In the study, 

the Durbin-Watson statistic is between 1.5 and 2.5 (Appendix A).  

 There should be no multicollinearity to perform multinomial logistic regression. If 

there is a significant correlation between independent variables, there is multicollinearity. 

For example, the independent variable categories depression raw score and depression 

standard score, along with students classified with the following disability labels: autism, 
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deafness, hearing impairment, multiple disability, orthopedic impairment, traumatic brain 

injury, visual impairment and developmental disability, were highly correlated with each 

other (VIF > 10, Appendix B).   

Research Question One 

Using Wave 5 data of the National Survey for Child and Adolescent Well-Being II ,what 

are the characteristics (e.g. demographic variables, disability identification) of children 

and adolescents reported to be exposed to trauma and served by the state and federal child 

welfare system? 

DESCRIPTIVE STATISTICS 

This section provides descriptive statistics of the characteristics in a sample of 

children and adolescents reported to be exposed to trauma and served by the state and 

federal child welfare system, to include demographic characteristics, disability label, 

school services provided, and mental health services provided.  Generally, the sample size 

n = 5501 was used for descriptive and statistical analyses.  The appropriate sample weights 

were included in the analyses to generate population estimates.  Since the data collection 

includes information across time, some of the data among the sample is missing or 

incomplete, and some of the response choices available to participants include “do not 

know” and the ability to refuse to answer or skip questions.  Those participants with 

incomplete data were not included in the analysis.  In general, some information is missing 

from approximately 25% of the overall population.   
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There were 715 participants aged 3 to 5 years (13%), 1183 participants aged 6 to 

10 years (21.5%) and 2380 participants aged 11 years and older (43.3%), as shown in Table 

1.  There were 1989 male identified participants (36.2%) and 2144 female identified 

participants (39.0%), as presented in Table 2.  Race/ethnicity was recorded in multiple 

waves and the number of options for race/ethnicity categories increased across waves and 

as more data was collected.  32.2% (n = 1771) of the participants did not select any option 

for race/ethnicity.  Participants who selected Hispanic/Latino as a race category were also 

offered the option to specify ethnicity.  Racial and ethnic backgrounds were varied, as 

presented in Table 5. The majority of individuals were White, 28.6% (n = 1573), while 

Blacks represented 17.3% (n = 952) and Hispanics/Latinos represented 17.7% (n = 974) of 

the total sample. Individuals who did not know their race/ethnicity accounted for 18.7% (n 

=1029), American Indian/Alaska Native 1.6% (n = 88) and Asian/Native Hawaiian/ Pacific 

Islander 0.6% (n = 33) of the sample, respectively. 

Among the sample population, 1463 participants (26.6%) indicated that they had 

received an individualized education plan (IEP), designating them as eligible for or 

participating in special education services.  In terms of specific disability labels, 

participants were identified as follows:  autism = 71 (4.9%), deafness = 9 (0.6%), emotional 

disturbance = 303 (20.7%), developmental delay = 98 (6.7%), hearing impairment =13 

(0.9%), mental retardation/intellectual disability = 217 (14.8%), multiple disabilities= 45 

(3.1%), orthopedic impairment = 7 (0.5%) other health impairment = 167 (11.4%), specific 
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learning disability = 437 (29.9%), traumatic brain injury = 25 (1.7%) and visual impairment 

= 44 (3.0%).  Participants with ADHD totaled 252 individuals or 17.2% of the children and 

adolescents identified with a disability.  Participants were able to select multiple categories 

for disability label and were not restricted to the “multiple disabilities” category in 

instances where they had received more than one disability label.   

 

 

Table 1.  

Distribution of Age 

 Total % 

Age   

3-5 years 715 13.0 

6-10 years 1183 21.5 

11+ years 2380 43.3 

Total 4278 77.8 

 

 

 

Table 2.  

Distribution of Gender 

 Total % 

Gender   

Male 1989 36.2 

Female 2144 39.0 

Total 4133 75.2 
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Table 3.  

Distribution of Race/Ethnicity 

 Total % 

Race   

American 

Indian/Alaska Native 
88 1.6 

African 

American/Black 
951 17.3 

Asian/Native 

Hawaiian/Pacific 

Islander 

331 0.6 

White 1573 28.6 

Hispanic/Latino 985 17.9 

Refused 55 1.0 

Do Not Know 1029 18.7 
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Table 4.  

Distribution of Identified Disability 

 Total % 

Disability   

A Autism 71 4.9 

B Deafness 9 0.6 

C Emotional Disturbance 303 20.7 

D Hearing Impairment 13 0.9 

E Mental Retardation 217 14.8 

F Multiple Disabilities 45 3.1 

G Orthopedic Impairment 7 0.5 

H Learning Disability 437 29.9 

I Speech Impairment 310 21.2 

J Traumatic Brain Injury 25 1.7 

K Visual Impairment 44 3.0 

L Developmental Disability 98 6.7 

M Other Health Impairment 167 11.4 

N ADHD* 252 17.2 

*ADHD is not a recognized, stand-alone category for IDEA eligibility  
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Research Question Two 

Using a subset of children with disabilities in Wave 5 of the NSCAW II, what are the 

demographic variables associated with mental health assessment? 

 

CROSS TAB ANALYSIS OF PREDICTOR VARIABLES 

A crosstab analysis was completed (Appendix D) to determine which variables 

were significantly correlated among the sample population of children and adolescents that 

were reported to have been exposed to trauma.  The scores on two different mental health 

assessments, the Children’s Depression Inventory and the Trauma Symptom Checklist for 

Children, demonstrated correlation to many of the demographic variables among the 

sample population as a whole and when isolated to individuals with an IEP, as outlined in 

the tables and section below.  The Child Behavior Checklist also demonstrated correlation 

to many of the demographic variables but did not show significance when isolated to 

participants identified with an IEP. 

The Children’s Depression Inventory (CDI) is an assessment tool used by mental 

health professionals to measure the cognitive and behavioral signs of depression along 

with measuring the severity of symptoms of depression in children and adolescents 

between the ages of 7 and 17 (Kovacs, 1985).  The mean scores for the scales in this 

study are depicted in Table 5.  Depression raw score had a mean of 17.13 among 

participants in this sample within the 7 to 17 age range.  A score of 20 is the generally 

accepted cutoff score for moderate symptoms, but with flexibility in what is considered 

the cutoff score.  Scores of 36 or higher indicate severe depressive symptoms.  In this 
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sample, the data indicates that as many as 15% of the participants have scores of 31 or 

higher, indicating a range from high moderate to severe depressive symptoms. 

The Trauma Symptom Checklist for Children (TSCC) measures the severity of 

posttraumatic stress and related psychological symptoms like anxiety, depression, anger, 

dissociation in children and adolescents ages 8-16 years who have experienced traumatic 

events like physical or sexual abuse, major loss or natural disasters (Briere, 1996).  The 

mean scores for the scales in this study are depicted in Table 5.  Trauma T-score had a 

mean of 32.24 among participants in this sample within the 8 to 16 years age range.  A T-

score of above 65 is the accepted score for clinically significant symptoms.  In this 

sample, the data indicates that as many as 15% of the participants have scores of 69 or 

higher, indicating a range from high moderate to severe trauma symptoms.   

The Child Behavior Checklist (CBCL) measures problem behaviors in children, 

like depression as well as other emotional and behavioral problems (Achenbach & 

Edelbrock, 1983).  The diagnostic tool is designed to be answered by caregivers that 

spend the most amount of time with the identified child,  rather than self-report.  The raw 

score from the assessment must be interpreted by a trained professional, as the 

assessment has over 100 items, many of which request detailed explanation of behaviors.  

For the purpose of this study, the CBCL data has been included for comparison to the two 

self-reported assessment tools. 

 



 

 

 

 

55 

Table 5.  

Mental Health Assessment Scores 

 

    

Minimum Maximum Mean Std. Deviation 

Depression Raw Score .00 104.00 17.1294 14.11870 

Depression Std Score 229.00 544.00 290.4837 47.88592 

Trauma T Score .00 180.00 32.2498 37.99377 

Trauma Raw Score .00 51.00 4.2904 6.40171 

 

ANALYSIS OF THE CHILD DEPRESSION SURVEY 

Scores on the Child Depression Survey were significantly correlated with the 

following demographic variables: child age, child race, child gender and child grade level, 

and for each p<.05.   Scores on the Child Depression Survey were also significantly 

correlated with the following disability category variables: deafness, emotional 

disturbance, mental retardation, orthopedic impairment, learning disability, speech 

impairment and other health impairments, and for each p<.05.  Scores on the Child 

Depression Survey were also significantly correlated with the following school setting 

category variables: regular class, self-contained class, and resource room , as well as 

percent of school day child spends in special education for all levels (from 0% to 100%) 

and years child has had special education (from one year or less, 2-4 years, 5 years or 

more),  for all of which  p<.05.   Scores on the Child Depression Survey were not 

significantly correlated with autism, hearing impairment, multiple disabilities, traumatic 
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brain injury, visual impairment, ADHD,  or overall special education identification, 

indicated by receipt of an IEP,  for which p>.05. 

The results of the Child Depression Survey appear in Tables 6-8.  Participants were 

able to skip the section or respond “not applicable,” and were not required to record a 

response for this set of assessment questions.  No participants in the age range from 3 to 5 

years were given the assessment.  Overall, 37.4% of participants from ages 6-10 

determined the assessment was not applicable.   

For participants aged 6-10 years, 32.6% scored within the normal range of 

functioning with scores of less than 66.  For participants aged 11 and older, 67.4% scored 

within the normal range.  For participants aged 6-10 years, 4.7% scored within the 

clinically significant range of functioning.  For participants aged 11 and older, 2.7% scored 

within the clinically significant range.  Overall, 7.4% of the participants in the sample 

population scored within the clinically significant range across age groups.  Participants 

aged 11 and older were the majority represented in clinically significant range at 53.7% of 

the overall population sample who scored in the clinically significant range.   

Scores from the Child Depression Survey were also evaluated specific to the 

participants identified with an IEP in the sample population.  Among participants identified 

with an IEP who  spent 0% of the school day in special education, 8.8% scored within the 

normal range and 6.1% scored within the clinically significant range.  Among participants 

identified with an IEP who  spent 25% of the school day in special education, 25.6% scored 



 

 

 

 

57 

within the normal range and 36.4% scored within the clinically significant range.  Among 

participants identified with an IEP who  spent 50% of the school day in special education, 

13.9% scored within the normal range and 0.0% scored within the clinically significant 

range.  Among participants identified with an IEP who  spent 75% of the school day in 

special education, 14.1% scored within the normal range and 21.2% scored within the 

clinically significant range.  Among participants identified with an IEP who  spent 100% 

of the school day in special education, 17.3% scored within the normal range and 12.1% 

scored within the clinically significant range.  Participants who regularly spent at least 25% 

of their day in special education were the majority in the clinically significant range, while 

participants who spent 50% of their day in special education had the lowest representation 

in the clinically significant range.  

Among participants identified with an IEP who have received special education 

services for one year or less, 9.3% scored within the normal range and 6.1% scored within 

the clinically significant range.  Among participants identified with an IEP who have 

received special education services for 2 to 4 years, 26.1% scored within the normal range 

and 30.3% scored within the clinically significant range.  Among participants identified 

with an IEP who have received special education services for more than 5 years, 24.5% 

scored within the normal range and 21.2% scored within the clinically significant range.  

Participants identified with an IEP who have received special education for 2 to 4 years 

were the majority in the in the clinically significant range for their group, while participants 
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who received special education for one year or less were least represented in the clinically 

significant range.   

 

Table 6.  

Analysis of Results of Child Depression Survey by Age 

 

 

Child age 

3-5 yrs 
6-10 

yrs 

11+ 

yrs 

Child Depression 

Survey Scores 

Not applicable 

Total 715 443 0 

% within Child 

Depression Survey 

Score 

30.0% 18.6% 0.0% 

% within Child Age 100.0% 37.4% 0.0% 

< 66 

Total 0 643 1329 

% within Child 

Depression Survey 

Score 

0.0% 32.6% 67.4% 

% within Child Age 0.0% 54.4% 55.8% 

>= 66 Clinically 

Significant 

Total 0 56 65 

% within Child 

Depression Survey 

Score 

0.0% 46.3% 53.7% 

% within Child Age 0.0% 4.7% 2.7% 
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Table 7.  

Analysis of Results of Child Depression Survey by Percent of Time During the School 

Day Spent in Special Education Classroom 

 

 

% of school day child spends in 

special education 

0% 25% 50% 75% 100% 

Child 

Depression 

Survey Scores 

Not 

applicable 

Total 26 39 4 10 30 

% within Child 

Depression Survey 

Score 

16.4% 24.5% 2.5% 6.3% 18.9% 

% within % of 

school day child 

spends in special 

education 

42.6% 25.8% 7.0% 12.7% 25.6% 

< 66 

Total 33 96 52 53 65 

% within Child 

Depression Survey 

Score 

8.8% 25.6% 13.9% 14.1% 17.3% 

% within % of 

school day child 

spends in special 

education 

54.1% 63.6% 91.2% 67.1% 55.6% 

>= 66 

Clinically 

Significant 

Total 2 12 0 7 4 

% within Child 

Depression Survey 

Score 

6.1% 36.4% 0.0% 21.2% 12.1% 

% within % of 

school day child 

spends in special 

education 

3.3% 7.9% 0.0% 8.9% 3.4% 
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Table 8.  

Analysis of Results of Child Depression Survey by Number of Years Spent in Special 

Education  

 

 

Years child has spent in special education 

 

1 year or less 2-4 years 5 years or more 

Child 

Depression 

Survey 

Scores 

Not 

applicable 

Count 60 66 0 

% within Child 

Depression Survey 

Score 

37.7% 41.5% 0.0% 

% within years child 

has spent in special 

education 

 

61.2% 36.7% 0.0% 

< 66 

Count 35 98 92 

% within Child 

Depression Survey 

Score 

9.3% 26.1% 24.5% 

% within years child 

has spent in special 

education 

35.7% 54.4% 78.0% 

>= 66 

Clinically 

Significant 

Count 2 10 7 

% within Child 

Depression Survey 

Score 

6.1% 30.3% 21.2% 

% within years child 

has spent in special 

education 

2.0% 5.6% 5.9% 

 

Sequential (hierarchical) multiple logistic regression analysis was used to examine 

the relationship between special education and trauma assessment variables, and the 

criterion variable of “received an IEP” as an outcome, after controlling for the effects of 

population characteristics (i.e., age, gender).  The trauma T-score and the trauma raw score 
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were both found to be significant to “received an IEP” as an outcome.  The overall effect 

of receipt of an IEP was found to be significant [2 (df = 1) = 333.63, p < .01].  The 

Nagelkerke R square was .0266, indicating that 2.6% of the variance in special education 

outcomes could be explained by this group of predictors.  Table 9 presents the independent 

variables in the model and their associated significance values and coefficients of their 

effect sizes. 

Table 9.  

Logistic Regression Results for Model For Students with IEPs Including Demographics 

and Trauma Assessment Scores 

 

Has this student been 

given IEPa 
B 

Std. 

Error 
Wald df Sig. Exp(B) 

95% Confidence 

Interval for Exp (B) 

Lower 

Bound 

Upper 

Bound 

Yes 

Intercept -1.009 .196 26.518 1 .000    

Trauma T 

Score * 
.011 .006 3.512 1 .061 1.011 .999 1.023 

Trauma Raw 

Score* 
-.023 .021 1.255 1 .263 .977 .938 1.018 

Child age 6-10 -1.047 .229 20.999 1 .000 .351 .224 .549 

Child age 11+ -.707 .164 18.684 1 .000 .493 .358 .679 

Male 2.685 .372 52.213 1 .000 14.658 7.076 30.365 

Female .737 .112 43.230 1 .000 2.090 1.678 2.603 

a. The reference category is: No. 
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ANALYSIS OF THE TRAUMA SYMPTOM CHECKLIST FOR CHILDREN 

Scores on the Trauma Symptom Checklist for Children (TSCC) were significantly 

correlated with the following demographic variables: child age, child race, child gender 

and child grade level, and for each p<.05.   Scores on the TSCC were also significantly 

correlated with the following disability category variables: deafness, emotional 

disturbance, mental retardation, hearing impairment and orthopedic health impairments, 

and for each p<.05.  Scores on the TSCC were also significantly correlated with the 

following school setting category variables: regular class, self-contained class, and 

resource room , as well as percent of school day child spends in special education for all 

levels (from 0% to 100%) and years child has had special education (from one year or less, 

2-4 years, 5 years or more),  for all of which  p<.05.   Scores on the TSCC were not 

significantly correlated with autism, learning disability, multiple disabilities, traumatic 

brain injury, visual impairment, ADHD,  other health impairment, or attendance at a special 

school for school setting,  for which p>.05. 

The results of the Trauma Symptom Checklist for Children appear in Tables 10-12.  

Participants were able to skip the section or respond “not applicable,” and were not required 

to record a response for this set of assessment questions.  No participants in the age range 

from 3 to 5 years were given the assessment.  Overall, 64.1% of participants from ages 6-

10 determined the assessment was not applicable.   

For participants aged 6-10 years, 21.0% scored within the normal range of 

functioning with scores of less than 65.  For participants aged 11 and older, 79.0% scored 
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within the normal range.  Overall, 83.8% of the participants in the sample population scored 

within the normal range across age groups.  

For participants aged 6-10 years, 36.2% scored within the clinically significant 

range of functioning.  For participants aged 11 and older, 21.0% scored within the clinically 

significant range.  Overall, 8.7% of the participants in the sample population scored within 

the clinically significant range across age groups.  Participants aged 11 and older were the 

majority represented in clinically significant range at 63.8% of the overall population 

sample who scored in the clinically significant range.   

Scores from the Trauma Symptom Checklist for Children were also evaluated 

specific to the participants identified with an IEP in the sample population.  Overall, 35.3% 

of participants from across the range of percent of day spent in special education and across 

the range of number of years spent in special education determined that the assessment was 

“not applicable.”  Among participants identified with an IEP who  spent 0% of the school 

day in special education, 7.8% scored within the normal range and 4.8% scored within the 

clinically significant range.  Among participants identified with an IEP who  spent 25% of 

the school day in special education, 26.2% scored within the normal range and 26.6% 

scored within the clinically significant range.  Among participants identified with an IEP 

who  spent 50% of the school day in special education, 13.4% scored within the normal 

range and 11.9% scored within the clinically significant range.  Among participants 

identified with an IEP who  spent 75% of the school day in special education, 15.0% scored 
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within the normal range and 21.4% scored within the clinically significant range.  Among 

participants identified with an IEP who  spent 100% of the school day in special education, 

17.1% scored within the normal range and 16.7% scored within the clinically significant 

range.  Participants who regularly spent at least 25% of their day in special education were 

the majority in the clinically significant range, while participants who spent 0% of their 

day in special education had the lowest representation in the clinically significant range.  

Among participants identified with an IEP who have received special education 

services for one year or less, 6.5% scored within the normal range and 7.1% scored within 

the clinically significant range.  Among participants identified with an IEP who have 

received special education services for 2 to 4 years, 24.0% scored within the normal range 

and 19.0% scored within the clinically significant range.  Among participants identified 

with an IEP who have received special education services for more than 5 years, 25.9% 

scored within the normal range and 38.1% scored within the clinically significant range.  

Participants identified with an IEP who have received special education for 5 years or more 

were the majority in the in the clinically significant range for their group, while participants 

who received special education for one year or less were least represented in the clinically 

significant range.   
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Table 10.  

Analysis of Results of Child Trauma Assessment by Age 

 

Child age 

3-5  

yrs 

6-10 

yrs 

11+ 

yrs 

Trauma Symptom Checklist 

for Children 

Not applicable 

Total 715 758 0 

% within scores on 

the TSCC 
26.5% 28.1% 0.0% 

% within Child age 100.0% 64.1% 0.0% 

< 65 

Total 0 345 1300 

% within scores on 

the TSCC 
0.0% 21.0% 79.0% 

% within Child age 0.0% 29.2% 54.6% 

>= 65 Clinic. 

Sig. 

Total 0 55 97 

% within scores on 

the TSCC 
0.0% 36.2% 63.8% 

% within Child age 0.0% 4.6% 4.1% 
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Table 11.  

Analysis of Results of Child Trauma Assessment by Percent of Time During the School Day 

Spent in Special Education Classroom 

 

    
% of Time During the School Day Spent in 

Special Education Classroom 

    0% 25% 50% 75% 100% Total 

 

 

Not 

applicable 

Total 34 52 8 15 43 212 

Trauma 

Symptom 

Checklist for 

Children 

% within scores 

on the TSCC 
16.0% 24.5% 3.8% 7.1% 20.3% 100.0% 

 

% within % of 

school day child 

spends in 

special 

education 

55.7% 34.4% 14.0% 19.0% 36.8% 35.3% 

 

< 65 

Total 25 84 43 48 55 321 

 
% within scores 

on the TSCC 
7.8% 26.2% 13.4% 15.0% 17.1% 100.0% 

 

% within % of 

school day child 

spends in 

special 

education 

41.0% 55.6% 75.4% 60.8% 47.0% 53.5% 

 

>= 65 

Clinic. 

Sig. 

Total 2 11 5 9 7 42 

 
% within scores 

on the TSCC 
4.8% 26.2% 11.9% 21.4% 16.7% 100.0% 

 

% within % of 

school day child 

spends in 

special 

education 

3.3% 7.3% 8.8% 11.4% 6.0% 7.0% 
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Table 12.  

Analysis of Results of Child Trauma Assessment by Number of Years Spent in Special 

Education  

 

   
Number of Years Spent in Special 

Education 

Trauma 

Symptom 

Checklist for 

Children 

Not 

applicable 

 
1 year or 

less 
2-4 years 5 years Total 

Total 74 92 3 212 

% within years 

child has spent in 

special education 

75.5% 51.1% 2.5% 35.3% 

< 65 

Total 21 77 83 321 

% within scores on 

the TSCC 
6.5% 24.0% 25.9% 100.0% 

% within years 

child has spent in 

special education 

21.4% 42.8% 70.3% 53.5% 

>= 65 Clinic. 

Sig. 

Total 3 8 16 42 

% within scores on 

the TSCC 
7.1% 19.0% 38.1% 100.0% 

% within years 

child has spent in 

special education 

3.1% 4.4% 13.6% 7.0% 

 

 

ANALYSIS OF THE CHILD BEHAVIOR SURVEY 

Scores from the Child Behavior Checklist (ages 6-18) were significantly correlated 

with the following demographic variables: child age, child race, child gender and child 

grade level, and for each p<.05.   Scores from the Child Behavior Checklist (ages 6-18) 
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were also significantly correlated with the following disability category variables: 

emotional disturbance, traumatic brain injury, ADHD and other health impairments, and 

for each p<.05.  Scores from the Child Behavior Checklist (ages 6-18) were not 

significantly correlated with any of investigated school setting categories, percent of school 

day child spends in special education for all levels (from 0% to 100%) or years child has 

had special education (from one year or less, 2-4 years, 5 years or more),  for all of which  

p>.05.    

The results of the Child Behavior Survey appear in Tables 12-14; a modified 

version was given for participants younger than the age of 6.  Participants were able to skip 

the section or respond “not applicable,” and were not required to record a response for this 

set of assessment questions.  Overall, 31.6% of participants determined the assessment was 

not applicable.   

For participants aged 3-5 years, 23.4 % scored within the normal range of 

functioning.  For participants aged 6-10 years, 36% scored within the normal range of 

functioning.  For participants aged 11 and older, 40.6% scored within the normal range.  

Overall, 39.3% of the participants in the sample population scored within the normal range 

across age groups.  

For participants aged 3-5 years, 19.4 % scored within the borderline clinical range 

of functioning.  For participants aged 6-10 years, 28% scored within the borderline clinical 

range of functioning.  For participants aged 11 and older, 52.6% scored within the 
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borderline clinical range.  Overall, 6.3% of the participants in the sample population scored 

within the borderline clinical range across age groups.  

For participants aged 3-5 years, 16.3 % scored within the clinical range of 

functioning.  For participants aged 6-10 years, 35.2% scored within the clinical range of 

functioning.  For participants aged 11 and older, 48.5% scored within the clinical range.   

Overall, 15.8% of the participants in the sample population scored within the 

clinical range across age groups.  Participants aged 11 and older were the majority 

represented in both the borderline and clinical range at 52.5% and 48.5% of the population 

sample, respectively.   

Scores from the Child Behavior Checklist were also evaluated specific to the 

participants identified with an IEP in the sample population.  Among participants identified 

with an IEP who  spent 0% of the school day in special education, 11.2% scored within the 

normal range, 12.1% scored within the borderline clinical range and 8.5% scored within 

the clinical range.  Among participants identified with an IEP who  spent 25% of the school 

day in special education, 27.2% scored within the normal range, 24.2% scored within the 

borderline clinical range and 23.3% scored within the clinical range.  Among participants 

identified with an IEP who  spent 50% of the school day in special education, 9.8% scored 

within the normal range, 7.6% scored within the borderline clinical range and 9.7% scored 

within the clinical range.  Among participants identified with an IEP who  spent 75% of 

the school day in special education, 10.5% scored within the normal range, 13.6% scored 
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within the borderline clinical range and 15.9% scored within the clinical range.  Among 

participants identified with an IEP who  spent 100% of the school day in special education, 

15.9% scored within the normal range, 25.8% scored within the borderline clinical range 

and 27.1% scored within the clinical range.  Participants who regularly spent at least 75% 

of their day in special education were the majority in the clinical range for their group, 

while participants who spent 50% of their day in special education had the lowest 

representation in each the normal, borderline and clinical range.  

Among participants identified with an IEP who have received special education 

services for one year or less, 18.5% scored within the normal range, 12.1% scored within 

the borderline clinical range and 15.1% scored within the clinical range.  Among 

participants identified with an IEP who have received special education services for 2 to 4 

years, 30.1% scored within the normal range, 24.2% scored within the borderline clinical 

range and 31.4% scored within the clinical range.  Among participants identified with an 

IEP who have received special education services for more than 5 years, 14.9% scored 

within the normal range, 27.3% scored within the borderline clinical range and 22.9 % 

scored within the clinical range.  Participants identified with an IEP who have received 

special education for 2 to 4 years were the majority in the in the clinical range for their 

group, while participants who received special education for one year or less were least 

represented in the clinical range.   
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Table 13.  

Analysis of Results of Child Behavior Checklist by Age 

 

 

Child age  

3-5 

yrs 

6-10 

yrs 

11+ 

yrs 
Total 

Child Behavior 

Checklist 

Not applicable 

Total 0 0 518 1741 

% within Child 

Behavior Checklist 

Scores 

0.0% 0.0% 29.8% 100.0% 

% within Child age 0.0% 0.0% 21.8% 31.6% 

< 60 Normal 

Total 505 777 878  

% within Child 

Behavior Checklist 

Scores 

23.4% 36.0% 40.6% 100.0% 

% within Child age 70.6% 65.7% 36.9% 39.3% 

60-63 

Borderline 

Total 67 97 182 346 

% within Child 

Behavior Checklist 

Scores 

19.4% 28.0% 52.6% 100.0% 

% within Child age 9.4% 8.2% 7.6% 6.3% 

>63 Clinical 

Range 

Total 142 306 422 870 

% within Child 

Behavior Checklist 

Scores 

16.3% 35.2% 48.5% 100.0% 

% within Child age 19.9% 25.9% 17.7% 15.8% 
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Table 14.  

Analysis of Results of Child Behavior Checklist by Percent of Time During the School Day 

Spent in Special Education Classroom 

 

% of school day child spends in 

special education 

0% 25% 50% 75% 100% 

Child 

Behavior 

Checklist 

< 60 Normal 

Total 31 75 27 29 44 

% within Child 

Behavior Checklist 

Scores 

11.2% 27.2% 9.8% 10.5% 15.9% 

% within % of school 

day child spends in 

special education 

50.8% 49.7% 47.4% 36.7% 37.6% 

60-63 

Borderline 

Total 8 16 5 9 17 

% within Child 

Behavior Checklist 

Scores 

12.1% 24.2% 7.6% 13.6% 25.8% 

% within % of school 

day child spends in 

special education 

13.1% 10.6% 8.8% 11.4% 14.5% 

>63 Clinical 

Range 

Total 22 60 25 41 56 

% within Child 

Behavior Checklist 

Scores 

8.5% 23.3% 9.7% 15.9% 21.7% 

% within % of school 

day child spends in 

special education 

36.1% 39.7% 43.9% 51.9% 47.9% 
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Table 15.  

Analysis of Results of Child Behavior Checklist by Number of Years Spent in Special 

Education  

 

Years child has spent in 

special education 

1 year or 

less 

2-4 

years 

5 years or 

more 

Child Behavior 

Checklist 

< 60 Normal 

Total 51 83 41 

% within Child Behavior 

Checklist Scores 
18.5% 30.1% 14.9% 

% within years child has 

spent in special education 
52.0% 46.1% 34.7% 

60-63 

Borderline 

Total 8 16 18 

% within Child Behavior 

Checklist Scores 
12.1% 24.2% 27.3% 

% within years child has 

spent in special education 
8.2% 8.9% 15.3% 

>63 Clinical 

Range 

Total 39 81 59 

% Child Behavior 

Checklist Scores 
15.1% 31.4% 22.9% 

% within years child has 

spent in special education 
39.8% 45.0% 50.0% 
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Research Question Three 

Using a subset of children with disabilities in Wave 5 of the NSCAW II, what special 

education services and mental health services are being provided to children and 

adolescents reported to be exposed to trauma and served by the state and federal child 

welfare system?  In what setting? 

TYPES OF SPECIAL EDUCATION AND MENTAL HEALTH SERVICES PROVIDED 

Table 16 shows the most commonly provided special education and mental health 

services and includes additional information about the setting in which special education 

services are being provided.  The responses selected from the population sample had to 

meet the criteria of having an IEP, but participants were not required to provide a response 

for types of services or setting in which they received special education services.  The most 

common setting for special education services is the public school setting (34.5%, n = 505).  

The second most common setting is through a social services agency (2.7%, n = 40), 

followed by the private school setting (1.6%, n = 23).  Special education services were least 

received in the public health agency setting (0.1%, n = 2).  Among the types of services 

received, the majority of participants received speech and audiology services (13.0%, n = 

191), followed by received psychological services (5.6%, n = 82).  Orientation and mobility 

services were the least received service among participants (0.5%, n = 8).   

When examining the setting in which services are provided, speech and audiology 

services had the highest number of participants receiving these services in the public school 

setting (n = 179).  PT/OT services had the next highest number of participants (n = 63)  in 

the public school setting and social work services had the third highest number of 
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participants (n = 42) in the public school setting.  The majority of participants provided 

with social work services received services in the social work agency setting (n = 49).  For 

participants receiving psychological services, the majority were served in the public school 

setting (n = 32), followed by receiving services through a mental health agency (n = 26).   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

76 

Table 16.  

Types of Special Education and Mental Health Services  

 

Has this student been given an IEP? 

n = 1463 
  

---------------------- --------------------- ----- 

Receives SpEd in public school 

 
505 34.5 

Receives SpEd in private school 

 
23 1.6 

Receives SpEd in social services agency 

 
40 2.7 

Receives SpEd in mental health agency 

 
17 1.2 

Receives SpEd in public health agency 

 
2 0.1 

Receives SpEd in private agency 

 
13 0.8 

Receives SpEd in other agency 

 
16 1.1 

----------------------   

Receives speech/audiology services 191 13.0 

Receives psychological services 82 5.6 

Receives PT/OT services 73 5.0 

Receives recreational therapy services 22 1.5 

Receives social work services 54 3.7 

Receives counseling services 66 4.5 

Receives orientation /mobility services 8 0.5 

Receives diagnostic medical services 65 4.4 
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Table 17.  

Special education and mental health services provided by setting 

 

 

Provided 

speech/audiology 

services 

Provided 

psychological 

services 

 

Provided 

PT/OT 

services 

Provided 

recreational 

therapy 

services 

 

Provided 

social 

work 

services 

Public School 179 32 63 15 42 

Private School 5 3 3 2 3 

Social Services 

Agency 
1 17 0 0 49 

Mental Health 

Agency 
0 26 0 4 1 

Public Health 

Agency 
0 1 0 1 0 

Private 

Community 

Based Agency 

3 9 2 2 3 

State Medicaid 

Agency 
2 1 1 0 0 

Other Agency 4 1 1 0 3 

 

  



 

 

 

 

78 

CHAPTER 5 

Discussion 

This study explored the characteristics of children and adolescents who have been 

reported to have been exposed to trauma and examined what demographics potentially 

moderate the relationship between being identified with trauma and mental health and 

special education service outcomes.  Data obtained with permission from the National 

Data Archive on Child Abuse and Neglect (NDACAN) housed at the Bronfenbrenner 

Center for Translational Research at Cornell University and funded through the US 

Department of Health and Human Services (DHHS) Department of Planning, Research 

and Evaluation, Administration for Children and Families (ACF), was utilized for this 

study.   

The theoretical framework for this study helps conceptualize the significance of 

how trauma is related to behavior and cognitive functioning for children and adolescents, 

especially those in the school setting.  Sociocultural theory emphasizes that learning is a 

social process that happens within interactions with people, culture and society; Vygotsky 

(1978) increased understanding of this process by adding that this learning process is 

critical for different cognitive development stages and helps form the mental capacity of 

an individual through work between people and then within the individual.  Later 

sociocultural theorists expanded Vygotsky’s work by looking at the influence of culture, 

also deemed a critical piece of building mental capacity and making meaning from 

experiences (Bruner, 1996; Rogoff 1990).  The neurosequential model of therapeutics 
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(NMT) framework suggests that when a child has experienced adverse events during their 

developmental years, neural development is changed, and a responsive approach is 

critical to developmental progress (Perry, 2006).  In addition to atypical neurological 

development, a child can also lose their ability to learn to self-regulate, hindering their 

ability to learn new behaviors, relate to others in a variety of settings or think 

independently (Perry, 2006).   

In this study, race, age and gender were all found to be factors in whether children 

and adolescents were able to access special education and mental health services.  Having 

a formal disability label also affected service outcomes.  For children and adolescents that 

had significant clinical needs based on mental health assessments, the likelihood that they 

were accessing special education services and mental health services was even higher.  

The participants in this study were all reported to have been exposed to trauma and are all 

school aged children and adolescents, meaning that their experiences with the world, their 

sociocultural experiences, have already been altered and are not the same kind of 

sociocultural experiences on which learning and standard behavior functioning are 

normed.  When each of these frameworks is applied to the educational setting, the focus 

becomes how to help build understanding that these adverse experiences have 

compromised the ability of a child to change their behavior without significant 

intervention and guided assistance that accounts for the cultural, social and atypical 

developmental factors that affect their performance and learning.  For each research 
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question, a summary of the findings and their significance will be presented.  The 

limitations of the current study will be discussed along with the implications for practice 

and suggestions for future research. 

DEMOGRAPHIC PREDICTORS OF CHILDREN AND ADOLESCENTS WITH TRAUMA 

The first research question addressed the demographic characteristics of the sample 

used in this study, whose characteristics are similar to earlier waves that have been 

examined in other studies. To the extent that the current sample is similar to previous 

samples, the findings of the current study may have greater generalizability to the 

population of children and adolescents who have been reported to have been exposed to 

trauma. The sample studied was composed of n = 5501 individuals who have been reported 

to have been exposed to trauma and who were in the NDACAN database because they 

were referred to the state and/or federal child welfare program. Several demographic 

characteristics of these children and adolescents who have been reported to have been 

exposed to trauma, including age, gender, race/ethnicity, and educational level at 

application are similar to those in previous studies and the overall population across five 

waves in the NDACAN database is n=938,502.    

For this study, there were 1989 male participants (36.2%) and 2144 female 

participants (39.0%).  There were 715 participants aged 3 to 5 years (13%).  There were 

2380 participants aged 11 years and older (43.3%).   The majority of individuals were 

White, 28.6% (n = 1573), while Blacks represented 17.3% (n = 952) and Hispanics/Latinos 

represented 17.7% (n = 974) of the total sample. Individuals who did not know their 
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race/ethnicity accounted for 18.7% (n =1029), American Indian/Alaska Native 1.6% (n = 

88) and Asian/Native Hawaiian/ Pacific Islander 0.6% (n = 33) of the sample, respectively. 

Among the sample population, 1463 participants (26.6%) indicated that they had 

received an individualized education plan (IEP), designating them as eligible for or 

participating in special education services.  In terms of specific disability labels, 

participants were identified as follows:  autism = 71 (4.9%), deafness = 9 (0.6%), emotional 

disturbance = 303 (20.7%), developmental delay = 98 (6.7%), hearing impairment =13 

(0.9%), mental retardation/intellectual disability = 217 (14.8%), multiple disabilities= 45 

(3.1%), orthopedic impairment = 7 (0.5%) other health impairment = 167 (11.4%), specific 

learning disability = 437 (29.9%), traumatic brain injury = 25 (1.7%) and visual impairment 

= 44 (3.0%).  Participants with ADHD totaled 252 individuals or 17.2% of the children and 

adolescents identified with a disability.  These demographic findings are consistent with 

those from Dolan et al.’s (2011) study using the NDACAN database. For example, 

consistent with this study, the gender makeup of the individuals in the Dolan (2011) study 

was evenly distributed between male and female. Also consistent with the study, the sample 

population was majority White (28.6%) with slightly more than half the sample population 

consisting of Blacks and Latino children and adolescents.   It is possible that the missing 

information for some of the race/ethnic groups in could explain for some variance in the 

interpretation of the data. 
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Some of the demographic characteristics findings in this study including age, 

gender, and race/ethnicity are similar to findings from previous studies and consistent with 

what is known about the larger population of individuals who have been reported to have 

experienced trauma in the U.S.  This similarity in findings suggests that this finding is 

generalizable to the population affected by trauma in general. 

PREDICTORS OF MENTAL HEALTH AND SPECIAL EDUCATION SERVICE OUTCOMES  

Given that limited information exists on the characteristics of children and 

adolescents who have been reported to have been exposed to trauma and even more 

limited information on how these experiences affect school and mental health service 

outcomes, the second research question examined:  using a subset of children with 

disabilities in Wave 5 of the NSCAW II, what are the demographic variables associated 

with mental health assessment?  This was accomplished by studying the interaction of 

trauma assessment scores and disability label with special education and mental health 

service outcomes. Depression raw score had a mean of 17.13 among participants in this 

sample within the 7 to 17 age range.  A score of 20 is the generally accepted cutoff score 

for moderate symptoms, but with flexibility in what is considered the cutoff score.  

Scores of 36 or higher indicate severe depressive symptoms.  In this sample, the data 

indicates that as many as 15% of the participants have scores of 31 or higher, indicating a 

range from high moderate to severe depressive symptoms.  Scores on the Child 

Depression Survey were significantly correlated with the following demographic 
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variables: child age, child race, child gender and child grade level, and for each p<.05.   

Scores on the Child Depression Survey were also significantly correlated with the 

following disability category variables: deafness, emotional disturbance, mental 

retardation, orthopedic impairment, learning disability, speech impairment and other 

health impairments, and for each p<.05.  Scores on the Child Depression Survey were 

also significantly correlated with the following school setting category variables: regular 

class, self-contained class, and resource room , as well as percent of school day child 

spends in special education for all levels (from 0% to 100%) and years child has had 

special education (from one year or less, 2-4 years, 5 years or more),  for all of which  

p<.05.    

The mean scores for the scales in this study are depicted in Table 5.  Trauma T-

score had a mean of 32.24 among participants in this sample within the 8 to 16 years age 

range.  A T-score of above 65 is the accepted score for clinically significant symptoms.  

In this sample, the data indicates that as many as 15% of the participants have scores of 

69 or higher, indicating a range from high moderate to severe trauma symptoms.  Scores 

on the Trauma Symptom Checklist for Children (TSCC) were significantly correlated 

with the following demographic variables: child age, child race, child gender and child 

grade level, and for each p<.05.   Scores on the TSCC were also significantly correlated 

with the following disability category variables: deafness, emotional disturbance, mental 

retardation, hearing impairment and orthopedic health impairments, and for each p<.05.  
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Scores on the TSCC were also significantly correlated with the following school setting 

category variables: regular class, self-contained class, and resource room , as well as 

percent of school day child spends in special education for all levels (from 0% to 100%) 

and years child has had special education (from one year or less, 2-4 years, 5 years or 

more),  for all of which  p<.05.    

Sequential (hierarchical) multiple logistic regression analysis was used to examine 

the relationship between special education and trauma assessment variables, and the 

criterion variable of “received an IEP” as an outcome, after controlling for the effects of 

population characteristics (i.e., age, gender).  The trauma T-score and the trauma raw score 

were both found to be significant to “received an IEP” as an outcome.  The interaction 

predictors together added 2.6% variance in trauma assessment scores, outside of age and 

gender, as a predictor on special education outcomes. 

TYPES OF SPECIAL EDUCATION AND MENTAL HEALTH SERVICES PROVIDED 

The most common setting for special education services is the public school setting 

(34.5%, n = 505).  The second most common setting is through a social services agency 

(2.7%, n = 40), followed by the private school setting (1.6%, n = 23).  Special education 

services were least received in the public health agency setting (0.1%, n = 2).  Among the 

types of services received, the majority of participants received speech and audiology 

services (13.0%, n = 191), followed by received psychological services (5.6%, n = 82).  

Orientation and mobility services were the least received service among participants (0.5%, 
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n = 8).   

When examining the setting in which services are provided, speech and audiology 

services had the highest number of participants receiving these services in the public school 

setting (n = 179).  PT/OT services had the next highest number of participants (n = 63)  in 

the public school setting and social work services had the third highest number of 

participants (n = 42) in the public school setting.  The majority of participants provided 

with social work services received services in the social work agency setting (n = 49).  For 

participants receiving psychological services, the majority were served in the public school 

setting (n = 32), followed by receiving services through a mental health agency (n = 26).   

TRAUMA, MENTAL HEALTH AND SCHOOL 

The identification of students with exceptionalities or that have behaviors deemed 

outside of neurotypical behavior in the school setting proves even more difficult without 

significant integration of clinical professionals, as emotional and behavioral disability is 

virtually indistinguishable from mental health disorders (Kopels, 2015; Perry, 2012).  

When reviewing the observation of specific symptoms and behaviors that are atypical, like 

those associated with trauma, behavioral health professionals are often the “experts” that 

work to change not only how those behaviors are viewed, but also tailor intervention to 

meet the needs of someone experiencing those behaviors.   However, clinical intervention 

in the general education setting is rare and research demonstrates how a number of students 

that present with “severe” behaviors are routed through the tiered, response to intervention 

process as the avenue to qualify for special education to create more objectivity across 
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referrals (Bennett, 2007).  Moreover, there is no defined standard for special education 

programs to include clinical intervention and meaningful mental health support or to adjust 

behavioral health standards for qualifying students, and often heavily depend on outside 

resources to help implement appropriate behavioral intervention while the campus focuses 

on stemming academic impairment.  Intervention strategy and continued support of 

students experiencing problem behaviors, in a way that promotes treatment of the student, 

begins with acknowledging the current inability on both sides of education to create an 

educational setting that can provide meaningful intervention based on trauma and symptom 

diagnosis without clinical expertise, and ends with establishing pathways to alter that 

process. 

Increasingly, the conversation around mental health, when coupled with 

education, has become part of the standard by which we can measure the ability of the 

education system to aptly provide what students need in terms of building systems of 

intervention that truly attend to need created by disability.  In school communities where 

students experience violence, abuse, poverty and neglect as a norm, educators have long 

raised the question of how the system of education should respond, especially because 

these school communities overwhelmingly are made up of students of color.  Research is 

tasked with understanding the complexity of many intersecting variables between age, 

race, class, gender and even resiliency and protective factors.  So, what is the reason for 

using trauma as a measure for disability? It is important to clarify when trauma is the 
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basis for a disability label because of the types of intervention needed to more 

appropriately combat problem behaviors.  Intervention with trauma requires mental 

health support ad relies on professionals to elicit more universally acceptable behavior.   

DISPROPORTIONALITY VS. UNDERINDENTIFICATION 

U.S. education culture is often entrenched in issues of race, gender and class 

(Beth & Harry, 2006; Oswald, Coutinho, Best & Singh, 1999).  Race is often coded as 

the placeholder for culture, meaning ethnicity, language, socioeconomic status and 

gender without being transparent about operationally defining these categories (Artiles, 

Kozleski, Trent, Osher & Ortiz, 2010).  This thought, coupled with the indication that 

many learners with exceptionalities are also coming from cultures with strong normed 

behaviors around disability, means that it is critical that disproportionality be included in 

the discussion of progressive measures for this population.  The educational setting has 

continued to provide ample opportunity for disproportionality to be explored and 

reformed for students who are at risk of over identification by identifying how 

sociocultural experiences, like being exposed to trauma, can affect all students across 

many different settings.  While every child that is exposed to trauma may not show 

observable effects, the growing number of children that do experience impairment to 

their daily functioning warrant a review of who has access to specialized services under 

the current system of qualification and how gaining access may affect their school 

experience. Presently, disproportionality measures are used as gatekeeping tools to 

attempt to ensure that high numbers of Black and Latino children are not referred to 
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special education based on subjective measures (Artiles, Kozleski, Trent, Osher & Ortiz, 

2010; IDEA, 2004).  However, the system does not account for the under identification of 

smaller groups with growing populations, like Asian students, refugees and newcomers 

that are exposed to the same subjective observations about their behavior and subsequent 

academic viability in the school setting.  Disproportionality research has also effectively 

demonstrated that the system of referral and identification in special education is riddled 

with barriers that hinder the academic and behavioral success of students of color 

(Donovan & Cross, 2002).   

Multi-Tiered Systems of Support As a Response to Intervention.   

Many education players are involved in the design and implementation of systems of 

referral, but there has been no consensus on how many (and who) has an integral role in 

the process.  Teachers have been reported to feel underdeveloped in the use of data and 

intervention for their students that fall outside of neurotypical behavior (Ingersoll, 2001; 

Kumar & Hamer, 2013).  Administrators report that they are bound to fostering a referral 

system that relies heavily on their expertise as academic leaders in educating students 

with exceptionalities, with minimal training or support from special education experts 

(Sutton, 2015).  From response to intervention to multitiered systems of support, 

educators have been hard at work to identify referral systems that capture the complexity 

of assessing whole child ability while also taking inventory of deficits, whether student or 

environment, that hinder academic progress (Harry & Klingner, 2014; Klingner & 
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Edwards, 2006; Klingner & Harry, 2006).  However, when the root of referrals comes 

from educational environments  that are unaware of how biases can change the 

observations inside the classroom, how that bias mutates the data being utilized to assess 

differences among students and target some student groups while effectively ignoring 

others, proponents of those systems must examine what factors can realign the system 

and determine its feasibility for continued use.   

More progressive measures focused on familiarity with sociocultural norms that 

occur within some groups would help expand the interpretation of social, emotional and 

behavioral norms across populations and account for a spectrum of inclusion when 

defining disability.  Further, (as this study and) additional research demonstrates,  even 

after qualifying for special education services, students are unlikely to receive 

intervention that address these specific behaviors (Horner et. al., 2005).  Instead of 

offering behavioral and mental health intervention, it appears that education has thus far 

committed to applying strategies in and out of the classroom geared toward disciplining 

problem behavior, like containment and suspension, to moderate more severe behaviors 

rather than attempt to ameliorate them through evidence based, clinical intervention and 

practice. 

STANDARDS OF PRACTICE FOR SPECIAL EDUCATION 

Behavior is a mutable, capable of change with a large evidence base behind how 

to accomplish changes in behavior (Vygotsky, 1978; Bruner, 1996; Perry, 2006; Perry, 

2012).  Behavior can also be observed and interpreted for as many observers and 
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interpretations as exist (Vygotsky, 1978; Perry, 2006).  Social behavior is even further 

nuanced and while larger society agrees on a basic set of established norms for social 

behavior, education has not yet attended to how we have students with emotional 

disabilities, or exceptionalities, gain understanding of those norms. The interpretation of 

behavior is sometimes complicit in a system that funnels some children to special 

education, while barring still others, when related to sociocultural experiences, like 

trauma.   How does behavior function in the educational setting? How does education 

respond to educating students that have limited ability to comply with set behavior 

norms?  Does intervening take days, months or years?  This study determines that even 

when children and adolescents are known to be exposed to trauma, appropriately 

identifying those most adversely affected and providing them with services based on their 

needs is still not prioritized as a standard in the education system.  Effectively, the 

message that schools are sending is that behavior and mental health intervention have less 

value in the education setting than academic intervention.   It may also mean that 

educators are willing to label a student as a way to explain the behaviors or differences in 

a student, but do not actually view problem behaviors as exceptions.  Part of the job as 

educators is to provide students, regardless of circumstance, with the tools that they need 

to be successful. Special education is supposed to be a service that equalizes an education 

experience for student who does not have the ability to function neurotypically, or at the 

same level or pace as their peers.  Education appears to have invested in this idea at the 
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academic level, or when it comes to learning disabilities, but the investment is 

wholeheartedly different when observing, assessing and intervening with behavior. 

 

LIMITATIONS OF THE STUDY 

This study examined extant data that was collected and reviewed at the state and 

federal level in order to provide a body of information that helps the system of child welfare 

and policymakers examine trends among children and adolescents that have been reported 

to have been exposed to trauma.  Therefore, the many factors that influenced the findings 

of this study are undetermined and causality cannot be inferred from the findings reported 

in this study.  The data utilized for this study is collected by each campus, reported through 

the local district and distributed by the local education agency.  The data is mined at state 

and federal level, so some of the data in the dataset has been extrapolated from missing 

data or classified as incomplete through the home agency responsible for the privacy and 

protection of the data.  Some of the limitations to the study are specific to the data collection 

and include: changes in the demographic categories being collected, missing values across 

waves and categories and the lack of collection of mental health or trauma data in the school 

setting.  Although multiple assessments are given, the assessment data is only capturing a 

snapshot of the individual at that moment, which does not allow this study to examine 

changes in response to trauma, behavior or depression assessments.   

This study points to evidence that some of the disparity that occurs between 

groups in the child welfare system is untraceable, because of the limited data available on 
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sociocultural experiences that indicate exposure to trauma and exacerbated problem 

behavior in the school setting.  Current research provides the evidence base for asserting 

that many variables, like ethnicity and class, alter the experiences of students in the 

school setting, most especially when being assessed for special education (Artiles, 

Kozleski, Trent, Osher & Ortiz, 2010; Banks & Banks, 2009).  However, research 

focused on disaggregating the influence of these separate variables is concerned with 

over representation in special education and the disproportionate use of special education 

for students of color to maintain the same level of progress as their peers (Artiles, 

Kozleski, Trent, Osher & Ortiz, 2010).  Few studies focus on the influence of 

sociocultural factors that may contribute to increased identification in special education, 

with trauma experiences being at the forefront of common predictors in behavior related 

disabilities.  There is a wealth of evidence base that has established that students of color 

more often live within adverse community conditions (Banks, 2008; Ladson-Billings, 

1999; Sutton, 2015). Research has also broken new ground in asserting how many more 

children, including children of color, can be identified with (post)traumatic stress 

disorder, as a result of their sociocultural living environment (Kopels, 2015; Perry, 2012).  

However, none of the current research has focused on how trauma manifests in the 

classroom setting through behavior, which limited this study to using data to assess the 

services provided or received through special education identification but has limited 
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efficacy in lending insight into problem behaviors that are likely the result of adverse 

sociocultural experiences and subsequently, indicators of trauma experiences.   

Currently, public schools are not required to provide mental health services to 

students, regardless of disability label.  Much of the intervention provided around 

behavior in the school environment deals with compliance rather than intensive support 

for assessing and stabilizing problem behavior and the data is collected only on those 

outcomes.  A growing body in education supports the assertion that mental health is a 

schoolwide issue and that schools should have a system in place to respond to the 

growing mental health needs of all students but has not gained ground on promoting the 

utilization of mental and behavioral health tools, like trauma screening assessments, for 

students referred to special education for behavior related concerns (Knitzer, 1982; 

Langley et. al., 2010; Weist, 1997).  These considerations limit the ability of this study to 

examine many potentially influential demographic factors of the special education 

population, the disparities that occur within the intervention cycle and even potential 

outcomes as a student moves through the special education process.  

Additionally, this study was able to deduce that if a student has a disability label 

that involves support for behavior, schools often rely on the use of outside professionals, 

whether provided by caregiver initiative or prompted by school recommendation, in order 

to ensure that students are receiving the services necessary.   The process for initiating 

services on the school side are often time consuming to request and have extended wait 
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times for individual service, since behavior related services are not staffed or intervened 

upon by the same rubric as learning support services related to core academic content 

(Sorrells, Rieth & Sindelaar, 2004).   The use of outside resources and providers limits 

the ability in the education setting to observe, monitor and assess student progress in a 

way that helps the school setting alter their practices.  Each of these considerations limits 

the influence of this study, which did not examine the services provided after special 

education identification within behavior related categories and how the provision of those 

services may alter service outcomes.  The lack of clear requirements for behavior 

intervention makes data collection more of a challenge, reinforcing the inability on the 

school level to appropriately track and respond to student progress.  This lack of data 

makes it difficult to explore any of the commonalities in the way education supports 

behavior related to mental health.   

This study also assumes a relationship between trauma related behaviors and the 

identification of behavior related disability in special education.  The DSM-V provides 

the rubric for diagnosing trauma under mental health disorders, which is related to brain 

health and developmental ability.  Federal guidelines established the definitions for 

disability labels related to behavior and acknowledge the inclusion of some mental health 

disorders related to behavior, like bipolar disorder or ADHD, under disability labels like 

emotional disturbance.  The criteria for qualification in each category, whether mental 

health disorder or IDEA recognized disability, are almost identical.  IDEA guidelines 
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recognize the role of mental health diagnosis in the identification of students and has used 

that information to shape disability categories.  This provides some evidence that mental 

health and special education identification related to behavior are related and when race 

and class are considered, may even be interrelated.  Research is still in the earliest stages 

of examining the relationship between trauma, mental health and special education 

identification and subsequent service. 

 

IMPLICATIONS FOR CURRENT PRACTICE 

With its inception, the true aim of special education has been to try and provide a 

fair, free and public education to all individuals, including those with exceptionalities.  

When educators and policymakers ask themselves if the way children are educated 

currently still holds that mission in the forefront, only then do educators begin to take an 

honest appraisal of the ways in which education systems are shortchanging some of their 

students.  The difference between general education and special education assumes a 

basic understanding of a need to scaffold to meet different learning needs, with some 

needs requiring expertise outside of general education practice.  A wealth of research 

outlines the multitude of ways interventions tailored to specific needs can alter academic 

trajectories (Banks & Banks, 2004; Harry & Klingner, 2014; Ladson-Billings, 1999).  

Schools have quickly assembled teams of academic specialists to comply with the 

regulations and standards of special education for students who qualify for services, but 

less prominent are the professionals that work with emotional or even physical disability, 
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outside of high incidence disabilities like severe autism and developmental disability.  

Special education was designed to be a system of both prevention and intervention; in 

order to prevent students with exceptionalities from falling behind (or remaining behind), 

education must provide intervention on their behalf.  General education sets the standard 

for all education and the job for special education is to equalize the school experience for 

students with atypical learning concerns.  However, when educators, practitioners and 

researchers consider what is known about how students with exceptionalities are 

educated, the field begins to understand that even the best intended action in providing 

equitable education has yet to come to fruition. 

Educators have a critical role in the development of the disproportionality that is 

now visible across educational settings. The patterns of the systems, heavily influenced 

by sociocultural biases and standards, have become pervasive.  In the context of general 

education, in schools where communities have access to resources, largely driven by 

socioeconomic status, high school performance standards, a wealth of highly qualified 

educators and administrators with more flexibility in how their schools choose to educate, 

normally follow. Interestingly, these same schools that are so successful in educating the 

majority of students can still be limited in their ability to educate learners with 

exceptionalities, unless students and families can choose outside resources to supplement 

what their schools cannot provide.  In schools where there are no resources, where 

communities experience low socioeconomic conditions, even more disparity exists 



 

 

 

 

97 

between what general education can provide and what special education is tasked to 

initiate, rather than supplement.   

 

SUGGESTIONS FOR FUTURE RESEARCH 

Findings of this study hope to expose the necessity for the field of education to 

acknowledge the impact of trauma on students’ academic progress, the need for fostering 

open communication about the recognition of trauma and the role of behavioral and 

mental health in student academic experiences and finally, the need to integrate teaching 

both students and educator staff how to effectively cope with the effects of sociocultural 

experiences while successfully maneuvering through the academic setting.  Black and 

Latino children experiencing continued interruption to their daily living patterns, without 

support for building fundamental coping skills or appropriate intervention in any setting, 

may be especially vulnerable to these effects.  Asian, limited English proficient and 

immigrant students are still categorized as underrepresented and often unreferred for 

assistance in the educational system.  Further, future research should also help to 

delineate an effective, evidence based, multidisciplinary intervention and treatment 

approach that is feasible for implementation in a school setting.   

Research must continue to examine the rate at which students are referred to 

special education when isolating socioeconomic status and ethnicity among students.   

Research has already demonstrated that low socioeconomic status is positively correlated 

with higher referrals to special education in urban school settings, which are also focused 
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eliminating between group disparities due to federal guidelines on disproportionality 

(IDEA, 2004).  Educators have to be able to determine how to recognize the smallest 

variables that can potentially alter how students are identified in order to begin to 

recognize the actual parameters of the affected student population.  Additionally, 

acknowledging the actual size of the population that could be served through special 

education could change how the system of education designs exit-from-service paths, 

inclusion settings and how students receive services.   

Measuring outcomes in special education in terms of discipline simplifies what 

researchers have an ability to evaluate.  Since education entities are only required to keep 

data for discipline, academic progress and attendance, there are no measures that 

contextualize social history or community influence.  There are no trauma screeners or 

mental health evaluations required for identification or intervention in special education.  

The knowledge of who makes up the greater of the population of special education 

students is still limited to the same demographic categories without isolating variances 

among those categories.  Research should go beyond reporting on the snapshot of who is 

currently being served and instead more fully examine the factors and predictors that 

place students in special education services as a means of forecasting who is yet to be 

served.  

Future research should also begin to examine what happens once a student 

receives a label and accesses interventions.  There is limited knowledge on what makes 
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up a standard set of services in special education, which means there is no baseline from 

which educators can hope to establish practice norms.  There is yet another small body of 

research that examines how “time in” special education changes when disaggregated by 

age, ethnicity or even the number of overall classroom hours (Sullivan & Bal, 2013).  

Educators advocate for as much inclusion time as possible for special education students 

to progress as their peers in general education do, as seclusion or separation from general 

education settings potentially widens the gap in academic disparity.  Future research 

should examine the influence of a few key factors in inclusion time: disability label, for 

the students who are identified with behavior related disability; race/ethnicity, for 

historically underserved student groups and; socioeconomic status, for students who have 

limited access to resources outside their schools.  

The measures of progress, or even true mastery and achievement of newly learned 

skills, run on a spectrum, and while educators cite the nuances of individual learners to 

advocate for non-standardized measures, there is little evaluation of what might yield 

more contextually rich data.    For example, social behavior skill (SBS) units, or the 

classrooms in which students with the most significant problem behaviors are served, are 

largely unregulated.  There is not yet an evidence based that has demonstrated how to 

collect behavior data in the self-contained classroom that is objectively evaluated but also 

generalizable and viable for use in large populations.  Beyond providing behavior 

intervention tailored to disability label, these units are also more often utilized as a way to 
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sequester students with problem behavior from their peers in the general education 

classroom.  Research has covered many areas of information about self-containment and 

self-contained classrooms, from estimating the time spent in the SBS setting to which 

behaviors may trigger stronger discipline responses and age range that maximizes 

efficacy for self-contained settings.  Creating another way to assess classroom behaviors, 

by including mental health evaluation, would promote the utilization of evidence-based 

approaches from an additional discipline that has long supplemented the education 

system from the outside.  Future research could create data rich evaluations that are 

enhanced for ease of use through technology, utilized as living records of student 

progress. 

As evident by this study, education systems still limit their involvement in mental 

health.  Students have limited ways to express distress, and most often, the school 

environment is where a student spends the majority of their time.  Arguably, the school 

setting is also where most learning opportunities occur, from personal, social to 

academic.  It makes sense that what educators see in the school setting is representative 

of the very core capacity of the abilities of a child and there are strengths in what 

education systems can provide.  Future research should attempt to vet interventions that 

involve the same level of service to behavior as academics, in a way that promotes the 

use of professionals working in mental and behavioral health to supplement the academic 

environment.  Future studies should also explore how the system of inequity informs 
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access in urban education, where more students have come to depend on special 

education services and how each of these sociocultural factors may predict the 

populations most pervasively affected in public education and their subsequent academic 

and social and emotional outcomes. 

CONCLUSION 

Researchers, educators and practitioners must continue to ask if the current 

climate in education can be considered equitable, especially for populations identified as 

being more vulnerable to trauma based on race, gender and socioeconomic predictors.  

Are educators and gatekeepers unintentionally creating a new system of academic 

injustice that will continue to affect higher numbers of Black and Latino children that are 

also experiencing higher levels of chronic trauma, like those who live in poverty at higher 

rates?  What about our Asian students, adolescent female, immigrant and migrant or 

refugee students that also qualify for identification under special education definitions but 

are still least identified?  Redefining what success looks like in providing equity in 

education across settings will mean recognition of trauma and the severity of its impact 

on the academic viability of all of our students, especially those that are most susceptible 

to sociocultural stress of daily living. 
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