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ABSTRACT

TRAUMA INFORMED CARE WITHIN

ALTERNATIVE EDUCATION SETTINGS

By
Cydney V. Quinn
August 2021
Dissertation supervised by Tammy Hughes, PhD, ABPP.

Schools are considered to be the primary location for providing children with prevention
and treatment for mental health symptoms, however, it is well documented that children’s mental
health needs remain underserved. Especially at risk are children who have experienced trauma
and other adverse childhood experiences (ACEs). Many children in this group are subject to
disciplinary action, and are often removed from primary classrooms to alternative education
placements (AEP) in an effort to manage behaviors. Therefore, it is important that alternative
education teachers are trained in trauma-informed care (TIC). While it may be presumed that
AEP staff would be well-versed in TIC, due to the high number of students who have
encountered trauma, researchers have suggested that AEP personnel often express confusion
about what specific TIC attitudes are needed to effectively implement TIC, due to teacher
training having a focus on disruptive behavior management, rather than understanding the
underlying causes. Thus this study examines the perceived attitudes to TIC demonstrated by a

group of AEP staff and compared to the normative sample of general education teachers.
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CHAPTER
INTRODUCTION

While schools are considered the primary location for providing children with prevention
and treatment for mental health symptoms (Barrett et al., 2013; Metz et al., 2007), research
supports that children's mental health needs remain underserved (Merikangas et al., 2010).
Especially at risk are children who have experienced trauma and other adverse childhood
experiences (ACEs; Center for Health and Health Care in Schools, 2011), particularly when
these factors are associated with aggression or other problematic behaviors. Many children in
this group are subject to disciplinary action and are often removed from primary classrooms to
alternative education placements to manage behaviors (Loveless, 2017). This school pushout
pattern is also documented for children in special education, even if behaviors are associated
with their ACEs, background, or disability status (Loveless, 2017; Veldman et al., 2015).

Multi-Tiered System of Support (MTSS) has focused on how child social-emotional
development is related to behavior and misbehavior. As such, educators have shown an increased
appreciation of the need to support typical social, emotional, and cognitive development patterns
through tiered supports. However, the impacts of trauma and other ACEs on children's
development and behaviors are not yet uniformly appreciated and documented in the school
setting. Furthermore, there is generally less knowledge about adjusting school-based supports
and interventions to support children after experiencing ACEs (Koomar, 2009).

Therefore, trauma-informed care (TIC), also called trauma-informed teaching or trauma-
informed instruction, was created to demystify how to address trauma responses in the education
setting. The purpose is to facilitate appropriate prevention and treatment strategies, provide

explicit environmental support to highlight the child's feelings of safety so that relationships are



viewed as supportive and a buffer for managing stress. This sequence then allows the child to
benefit from MTSS and other tailored ACEs and trauma supports. Given that alternative
education teachers are likely to be the recipients of children moved from primary classes, these
teachers must be trained in trauma-informed practices.

Trauma

Adverse childhood experiences are defined as exposure to abuse, neglect, and other
household challenges (e.g., exposure to domestic violence, substance abuse, incarceration,
mental illness, and divorce; CDC, 2016). Exposure to more than three ACEs has been shown to
negatively impact child neurodevelopment, which in turn is said to impact emotional, social, and
cognitive skills (CDC, 2016). Higher rates of exposure are associated with more negative
outcomes (Ha & Granger, 2016). The term toxic stress denotes that the experience results in
prolonged activation of the body's physiological stress-response system, reengaging the
autonomic nervous system's "fight-or-flight" response (Perry & Conners-Burrow, 2016). Highly
intense experiences and lower-level repeated experiences can result in overactive (i.e., freeze,
flee, fight, and fawning) or underactive (e.g., a failure to respond appropriately) stress response.
Inappropriate stress responses significantly increase the likelihood of negative emotional
expressions and behaviors and may disrupt emotional, behavioral, social, and cognitive
development (Ha & Granger, 2016).

Due to the growing number of children exposed to ACEs, the problem has recently been
identified as a public health epidemic (Baker et al., 2015). According to a 2011 Substance Abuse
and Mental Health Services Administrations (SAMHSA) report, most people are exposed to
trauma during early childhood. For example, a United States study found that 54% of nine to

thirteen-year-old children experienced at least one traumatic event (Alisic, 2012). Additionally,



more than two-thirds of children in the United States have reported having experienced a
traumatic event by the age of 16 (NCTSN, 2018).

In response to a growing recognition of the prevalence of trauma and its adverse effects
upon children's development, there has been a surge of initiatives to help schools support
students with a history of trauma exposure better (Baker et al., 2015). There are several
initiatives in Pennsylvania (e.g., House Resolution 345) designed to measure and address the
effects of ACEs in schools within the commonwealth. These initiatives have been deemed
necessary so that school teams may develop a more nuanced understanding of the types of
externalizing behaviors students display, especially when aggressive and disruptive behaviors
may be due to traumatic stressors. By learning different approaches (e.g., understanding trauma
and the impact on healthy development) to support healthy development in youth, teams are
better equipped to handle behaviors that may seem and result from trauma exposure. Therefore,
students are best supported through appropriate treatment rather than punished and potentially
removed from the primary education setting.

Educational Placements

Even with information provided to schools regarding identification and treatment of
students who have experienced traumatic events (e.g., behavioral and emotional regulation
difficulties), schools can instead categorize aggression and externalizing behaviors as willful and
non-compliant acts by choice (Mental Health America, 2018). Classifying acts of aggression as a
student conduct violation, rather than a mental health issue requiring intervention, school teams
turn to alternative education (Bradshaw et al., 2008; Mental Health America, 2018). Alternative
education programs (AEP) were designed to support students considered at-risk of school failure

(Lange & Sletten, 2002). Historically, advocates argued that alternatives to traditional school



models were crucial to meet all students' needs (Barr & Parett, 2001; Raywid, 1995; Wehlage &
Rutter, 1985). However, alternative education programs have been in place for many years, and
the results of these programs are variable; some have been highly successful, while others are
seriously flawed, resulting in students staying in such settings for long periods, dropping out
from school, and suffering from higher rates of suspension (Education Law Center, 2010).

Within Pennsylvania, the Alternative Education for Disruptive Y outh (AEDY)
designation was created to support students who display recurrent and severe aggressive
behaviors in their home school. Students are sent to an AEDY as a disciplinary measure, and the
program aims to segregate, contain, and reform disruptive students. Students are referred to
AEDY programs for a variety of reasons; however, they must fall within one of the following
categories according to Act 30 of 1997, § 19-1901-C (5): "(1) disregard for school authority,
including persistent violation of school policy and rules; (2) display of or use of controlled
substances on school property or during school-affiliated activities; (3) violent or threatening
behavior on school property or during school-affiliated activities; (4) possession of a weapon on
school property, as defined under 18. Pa. C. S. § 912 (relating to possession of a weapon on
school property); (5) commission of a criminal act on school property or during school-affiliated
activities; or (6) misconduct that would merit suspension or expulsion under school policy."
Therefore, students displaying any aggressive behaviors will typically meet the criteria for the
AEDY program regardless of etiology.

Unfortunately, students are frequently sent to the AEDY without evaluating the cause of
their aggressive behaviors. Often, trauma exposure and the impact from the traumatic event is
not examined, nor is it even a consideration in the following counseling services that are to be

offered in AEDY. As a result, students are placed in the AEDY, receiving treatment that may be



inappropriate for their needs. Therefore, if students are demonstrating symptoms of having been
exposed to trauma, their patterns of emotional and behavioral dysregulation may not be
appropriately supported, nor are they a focus of interventions. Often, students in AEPs are
burdened by trauma histories or traumatic stressors and have complex developmental trajectories
(Day etal., 2017). Therefore, the lack of understanding regarding the student's experiences and
how those experiences impact development and learning may interfere with the progress they
experience in AEDY programs, which can have consequences such as extended time in the AEP
or an increase in mental health symptomatology.
Trauma-Informed Care

From early childhood through primary and secondary settings, schools have the
opportunity to offer experiences that promote healthy development in children by using a
trauma-informed lens (Bartlett et al., 2017). Students spend most of their waking hours in the
school environment; therefore, schools are the front line to supporting children who have
experienced ACEs. While most high-quality educational approaches rely upon many of the same
approaches as trauma-informed teachings, such as prioritizing relationships, focusing on the
needs of the whole child, and engaging the family as a part of the support team, trauma-informed
teaching adds a layer of support. What differs between the two teaching methods is the manner
and approach in which trauma-informed practices are used to create a safe environment for
children who have experienced ACEs.

Trauma-informed teaching does not assume that the child enters school with feelings of
safety as a traditional school does, but instead seeks to understand and identify what makes the
child feel safe, as well as the triggers that would result, in the child’s view, that the experience is

unsafe, which may be observed in the freeze, flee, or fight actions (Bracha, 2004). Once an



approach to effectively establish a feeling of safety is established, then there is (often
simultaneously) an emphasis on relationship development so that the educator can better serve as
a source of support (protective factor), which is followed by skill development (e.g., behavioral
control or academic progress). The combination of establishing feelings of safety and building a
relationship that can serve as a supportive stress buffer comprises the essential components of
trauma-informed teaching and helps children exposed to ACEs to develop in a healthy manner
(Perry & Conner-Burrows, 2016). For children with ACEs, and especially toxic stress, starting
with skill development can be a recipe for failure. This group is at high risk for problematic
behaviors, which tend to result in punishment by the school staff (Koomar, 2009), prompting a
re-traumatization cycle that also impairs the relationship development with the teacher.
Nevertheless, many educators indicate that they are unprepared to address children's

behaviors exposed to trauma (Maring & Koblinsky, 2013). Educators report that they are not
trained during their teacher training programs to recognize trauma or the impact that adverse
childhood experiences have on students' social, emotional, and cognitive development. Nor are
they prepared to make decisions related to how trauma may prompt aggressive or disruptive
behaviors and how treatment strategies in such cases should be developed (Baker et al., 2015).
Adverse childhood experiences themselves can be unfamiliar to teachers, and it can be
challenging to balance the demands of delivering universal education with the additional needs
of children who have experienced ACEs.

However, by learning to interact with children through a trauma-informed approach and
incorporating it into one’s teaching style, an educator may be better able to understand why a
child is exhibiting undesirable behaviors and instead use instruction to address such behaviors

than punishment. By moving from "what is wrong with this child" to "what happened to this



child," the classroom can become more trauma-informed. In the long run, this leads to better
academic performance, less need for discipline, and a more nurturing school environment where
both students and educators feel safe. Therefore, it is not surprising that there is a national effort
toward more trauma-informed school practices to better support trauma-exposed children in
school.

Barriers to Implementing Trauma-Informed Care

In the effort to shift to trauma-informed practices, educators may be blocked in doing so
by multiple barriers. Change can be difficult within any system, but in a complex system such as
a school, it can be time-consuming and requires commitment across personnel at all levels
(Barrow et al., 2012). A primary challenge can be schools' existing cultures, with their histories
and shared traditions long-time teachers and staff share (Hodas, 2006). An attitude of "that is not
what we do" can present a barrier to adopting new approaches such as trauma-informed
educational practices.

Another challenge noted by Hodas (2006) is the belief that addressing students' traumatic
experiences is the equivalent of "being soft" or "letting them get away with something." This
belief can fuel the perception that discipline-oriented practices are best meted out in a
confrontational style, to show the situation's seriousness with students who are not responding
positively to a normative classroom setting. Therefore, if school systems lack the commitment to
integrate a trauma-informed approach in their practices, educators may lack the "buy-in"
necessary to enact change. Without the administrators' explicit backing, educators may not be
encouraged to change their attitudes and beliefs regarding trauma-informed teaching. They may
see this as an additional layer of responsibility rather than appreciating the potential positive

outcomes of trauma-informed approaches.



Nevertheless, an additional barrier is an absence of comparing teachers' attitudes toward
trauma-informed care (TIC) across settings to understand better how teachers assigned to
children experiencing ACEs are likely to approach this work. Within the empirical work on TIC,
the effects of TIC implementation are typically measured via client-reported outcomes such as
symptoms indices (Morrissey et al., 2005); program-level metrics such as suspension and
expulsion reduction (Stevens, 2012); and organizational-level characteristics such as treatment
environment (Rivard et al., 2005). Though these are important outcomes, many potential
variables may influence these relatively distal metrics. Consequently, it is difficult to know
whether and how teacher attitudes toward this work impact success. Furthermore, schools
implementing TIC often report qualitative and anecdotal evidence of change but struggle to find
practical tools to measure teacher attitudes quantitatively. The Attitudes Related to Trauma-
Informed Care (ARTIC) Scale (Brown et al., 2012) was thus developed to measure these
attributes to understand better teachers' commitment to trauma-informed practice and where
professional development needs to be directed.

Significance of the Problem

Given that many students who are removed from their primary education classroom are
transferred to alternative education placements (AEP), the AEP staff needs to be competent in
addressing the symptoms of emotional and behavioral disorders in children and manage
disruptive behaviors as a result of ACEs. Additionally, because these staff are instrumental in
delivering school-wide practices that address psychological well-being, especially related to
coping with trauma exposure (Brunzell et al., 2015), it is essential to understand their attitudes

towards these teaching practices. Specifically, AEP staff need to deliver TIC to support



academic, behavioral, and social-emotional learning instruction to those who encounter
childhood trauma.

While it may be presumed that AEP staff would be well-versed in trauma-informed
practices, due to the high number of students who have encountered trauma, researchers
(Anderson et al., 2015) have suggested that AEP personnel may express confusion about what
specific TIC attitudes are needed to implement TIC effectively. Most of their teacher preparation
training is focused on disruptive behavior management rather than understanding the underlying
causes. Further, in general, trauma-informed practices in AEP are not widely-researched,
resulting in a need for additional studies to clarify what approaches educators tend to use in
working with students who have ACEs.

Thus, in this study, I examined the perceived attitudes to TIC demonstrated by one group
of AEP staff and compared it to those of a normative sample of general education teachers. To
date, there is no published data on these topics. This study's results may provide researchers with
initial benchmarks of these constructs and encourage school administrators to understand better
the attitudes necessary to embed TIC into classrooms and provide preliminary information about
what to include in teacher preparation or professional development programs. Apart from
drawing attention to an under-researched domain of TIC in schools (e.g., Chafouleas et al., 2016;
Harris & Fallot, 2011), this study's main contribution is the provision of how the constructs
interact with alternative education personnel and to explore the TIC attitudes the staff brings to
their teaching.

Research Question 1. When compared to the normative sample on the ARTIC survey,

do alternative educators display more TIC-favorable attitudes?



Research Question 2. Is there a significant relationship between participant
characteristics and the subscales on the ARTIC?

Research Question 2a. Do individuals who differ in gender or other have differences
between their mean score performances on the ARTIC domains?

Research Question 2b. Do individuals who differ in race or other have differences
between their mean score performances on the ARTIC domains?

Research Question 2¢. Do individuals who differ in education level have differences in
their mean score performances on the ARTIC domains?

Research Question 2d. Do individuals who differ in annual income have differences in
their mean score performances on the ARTIC domains?

Research Question 2e. Do individuals who differ in their job setting have differences in
their mean score performances on the ARTIC domains?

Research Question 2f. Do individuals with differing lengths of time in their job role
have differences in their mean score performances on the ARTIC domains?

Research Question 2g. Do individuals with differing lengths of time in their
organization have differences in their mean score performances on the ARTIC domains?
Research Question 2h. Do individuals with differing lengths of time in their field of
work have differences in their mean score performances on the ARTIC domains?
Research Question 2i. Do individuals who differ in their level of previous trauma

training have differences in their mean score performances on the ARTIC domains?
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CHAPTER II
LITERATURE REVIEW
Treating trauma in schools has been identified as a public health epidemic (Baker et al.,
2015). The growing literature base indicates that individuals who experience traumatic events
display emotional and behavioral concerns frequently, the cause of which may be misunderstood
in the school setting. Often, trauma histories and traumatic stressors are missed while assessing
children with disruptive behaviors, and schools will be moving students with disruptive
behaviors (e.g., emotional and/or behavioral dysregulation) into alternative education rather than
consider appropriate interventions for traumatic symptomatology displaying as disruptive
behaviors (Booker & Mitchell, 2011). While it may be expected that AEP staff would be well
versed in trauma-informed practices due to the high number of youth who have encountered
trauma in their facilities, researchers have suggested that AEP staff are more likely to focus upon
management of disruptions than examining the etiology of such behavior (Anderson et al., 2015).
Ultimately, to provide professional development that can increase trauma-informed practices in
the school setting, educators' attitudes regarding trauma and the way they interact with a student
exposed to trauma need to be examined to determine the appropriate path to take during
professional development. (Desimone, 2009; Desimone, 2011).
Trauma and Adverse Childhood Experiences
From birth to early childhood, many variables, including genetic and cultural
backgrounds, ineffective child-rearing, insufficient parental supervision, trauma, poverty,
parental delinquency, parental substance abuse, family conflict, influence the manifestation of
behavior disorders in children (Barton, 2003; Brennan et al., 2003; Rhule, 2004; Thompson,

2003). Unfortunately, the expression of chronic, severe behavioral disruptions in children is

11



often met with such sanctions as detention, suspension, or expulsion, regardless of their different
etiologies, one of which being traumatic stress. Etiologically-different aggressive or "defiant"
behaviors warrant different intervention and support forms even when the outward behavioral
expressions appear similar. For example, early trauma exposure is associated with an increased
amygdala response to threat, frustration, and/or social provocation, as well as an increased
response in the hypothalamus and periaqueductal gray matter, resulting in more reactive and
retaliatory behavior (Sherin & Nemeroff, 2011). Due to the unplanned, impulsive, and reactive
nature of these behaviors, responses to this misbehavior must be approached differently to help
children develop healthy coping skills and support growth.

Adverse Childhood Experiences

Children’s exposure to early trauma, or Adverse Childhood Experiences (ACEs), can
result in non-preferred behaviors in the school. ACEs are defined as abuse (e.g., emotional,
physical, and sexual), household challenges (e.g., violence towards mothers, substance abuse,
mental illness in the home, divorce, and incarceration), and neglect (e.g., emotional and physical;
Felitti et al., 1998). Exposure to early toxic stressors, including maltreatment, family violence,
and parental instability, has immediate and lasting effects on physiological development, health,
and mental health, such as school behavior problems (Alegria & Green, 2015).

When a child experiences an adverse circumstance, their ability to remain resilient lies
within the interaction between the risk factors present and their protective factors (Zolkoski &
Bullock, 2012). A protective factor can be defined as “a characteristic at the biological,
psychological, family, or community (including peers and culture) level that is associated with a
lower likelihood of problem outcomes, or that reduces the negative impact of a risk factor on

problem outcomes” (O’Connell et al., 2009, p. xxviii). For example, some protective factors can
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be positive family relationships, clear expectations for behaviors, high self-esteem, and
engagement opportunities in the school and community. Moreover, children must have various
protective factors before they can pursue a normal and healthy developmental pathway.

However, with greater neurocognitive risk (e.g., higher reactivity, high number of ACEs),
a reactive aggression response comes with increased probability. As the number of ACEs
increases, so does the risk for alcoholism, depression, disease, financial stress, future domestic
violence, risky sexual behaviors, suicidal ideation, poor academic achievement, and aggressive
behaviors outside of school (Felitti et al., 1998). Felitti and colleagues (1998) found in their
seminal study that adults who had experienced four or more ACEs had a higher risk for these
adverse physical and mental health outcomes. In the school setting, children who have
experienced ACEs tend to be retained more often, are more likely to be in special education, and
are less engaged in the school setting (Perfect et al., 2016). However, more recent subsequent
studies have identified lower thresholds, ranging from two to three ACEs, as the point in which
risk for adverse consequences increases significantly (Merskey et al., 2013).
Traumatic Events

In general, ACEs occur in children aged 0-18, across all races, economic classes, and
geographical regions. The prevalence of ACEs is much higher for lower socioeconomic status
(American Academy of Pediatrics, 2017). Children living in poverty tend to have the highest rate
of exposure to trauma and ACEs. While trauma looks similar to ACEs, it is essential to note that
not all ACEs are considered traumatic (Jonson-Reid & Wideman, 2017). A traumatic event is
defined as a frightening, dangerous, or violent event that poses a threat to a child's life or bodily
integrity (National Child Traumatic Stress Network [NCTSN], 2018). Natural disasters (e.g.,

hurricanes, earthquakes, and floods), acts of violence (e.g., assault, abuse, terrorist attacks, and
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mass shootings), as well as car crashes and other accidents, can all be traumatic (NCTSN, 2018).
Furthermore, events such as traumatic grief and separation, system-induced trauma (e.g., foster
care, hospital care, etc.), or forced displacement can be traumatic for an individual.

When categorizing which ACEs would be considered traumatic, abuse and neglect fall
neatly under the umbrella of trauma. Further, witnessing an event that threatens the life or
physical security of a loved one may also be considered traumatic (e.g., violence in the home,
potential substance use), particularly for younger children who perceive the safety of their
attachment figures as their safety. However, substance use, divorce, incarceration of a parental
figure, and mental health in the home are not always traumatic stressors for children but should
still be treated with care due to the research that indicates that as the number of ACEs increases,
resiliency begins to lessen.

As the number of children experiencing traumatic events is examined, more than two-
thirds of children in the US reported experiencing trauma by 16. Like ACEs, children who
experience trauma are at risk of poor outcomes across a range of developmental and health
domains, such as emotional and behavioral disorders. Traumatic events can instigate intense
emotions and physical reactions that can persist long after the event. Children may feel terror,
fear, or physiological reactions after experiencing trauma. In particular, children who do not have
the resources to protect themselves or who lacked protection from others to avoid the
consequences of trauma may experience severe psychological outcomes (NCTSN, 2018).

Toxic Stress

After experiencing one ACE or a traumatic event, a child's neurodevelopment may

become disrupted (Center for Disease Control [CDC], 2016). Although stressful experiences are

atypical and needed elements of proper psychological development when experienced in
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moderation and under supportive conditions, it contrasts to the ACEs experienced by a child in a
systematic and prolonged manner that makes stress toxic. Toxic stress wreaks havoc on all
human functioning systems, ranging from affective to physiological (Shonkoff et al., 2013). In
the absence of a nurturing environment or caregiver, exposure to toxic stressors can also lead to
prolonged activation of the body's physiological stress-response system, which in turn has been
found to lead to an overproduction of neural connections in the regions of the brain involved in
fear, anxiety, and impulsive responses. In essence, under these conditions, the brain is wired to
remain in a constant "fight-or-flight" response (Sherin & Nemeroff, 2011).

Furthermore, there are often fewer neural connections in the brain regions responsible for
planning, behavioral control, and reasoning, resulting in permanent changes to the brain's
physiology, especially for young children(Perry & Conners-Burrow, 2016). Research suggests
that in some children who experience toxic stress, the brain may develop in ways that lead to an
underactive stress response system, which is also problematic to their later functioning.
Regardless of whether these toxic stress experiences lead to an overactive or underactive stress
response, the likelihood for adverse emotional and behavioral health is significantly increased
(Ha & Granger, 2016).

Psychological Effect of Trauma and Aces on Children

The diathesis-stress model (Ingram & Luxton, 2005) explains how severe enough adverse
events, like toxic stress, ACEs, or traumatic events, can then manifest into psychological
disorders, such as those we see in schools (e.g., conduct disorder, oppositional defiant disorder,
depression, anxiety, and many others). The presence of psychopathology becomes a combination
of'a child's vulnerability, such as their biological characteristics and exposure to stressful

environments (Hughes et al., 2017). When a child’s stressors exceed her ability to cope,
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underlying genetic disease or disorders may become evident. For example, when traumatic stress
surpasses a developing child's limited coping skills, that child may become unable to regulate
their emotions and begin to use unhealthy coping skills (Arvidson et al., 2011). At this point,
stressors in a child’s life can reroute a child’s developmental path, leading a child to her disorder
(e.g., physiological or mental health).

Children who experience toxic stressors, such as ACEs or trauma, may begin to display
emotional problems (e.g., anxiety, depression, decreased attention, an inability to respond to
social cues) or conduct problems (e.g., anger outbursts, uncontrolled anger, irritability, self-
destructive behaviors.) Additionally, for individuals with a history of trauma, the fight response
to provocations predominates rather than freeze or fight, even when the threat is distal. By
comparison, for typical individuals, the behavioral response to a threat is first to freeze, then as a
threat nears, to flee, and then to fight (Bracha, 2004). However, this fight, flight, or freeze
response becomes dangerous to the brain, rather than protective, when repeated traumatic
experiences lead to an over-reactive stress system. These children are now living in a constant
state of emergency which can profoundly impact and limit brain development, resulting in
cognitive losses, physical, emotional, and social delays, all of which undermine learning (ELC-
PA, 2010).

As noted, trauma may impact students' learning capabilities and their behavior at school
in addition to neurological changes. Children who have experienced trauma may find it more
challenging than their peers to pay attention and process new information, and evidence suggests
that some of these children develop sensory processing difficulties, which can contribute to
problems with reading and writing. Researchers have also found that maltreated children are

more likely than their peers to be retained in a grade, have irregular attendance, and be placed in
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special education classes. Furthermore, their traumatic experiences tend to impact their
relationships with peers and teachers in the classroom. Children who have experienced trauma
may be distrustful or suspicious of others, leading them to question their relationships' reliability
and predictability. They often have difficulty responding to social cues, may withdraw from
others, or even be more aggressive and negative in peer interactions. Teachers’ rules and
consequences may be viewed as punishment by children who have experienced trauma, thereby
increasing the potential for re-traumatization.

So while schools do not treat trauma interventions, or even counseling at times, as their
main priority, the impact of traumatic experiences can result in a path of long-term consequences
that can be avoided using appropriate treatments. Understanding the cycle, the impact of trauma
on the brain and development, and how adverse experiences impact students’ day-to-day
functioning can help children adopt patterns in thinking, believing, and coping with promoting
healthy development.

How is Trauma Being Treated?

As noted, children who have experienced trauma and ACEs and those with differing
mental health needs often deviate from the typical developmental path (e.g.,
neurodevelopmentally, cognitively, socially, emotionally, and behaviorally). Due to the many
stressors that children can face at a young age, how the brain structure can change matter and
typical developmental paths must be understood and examined so that interventions can be
quickly enacted to support healthy growth and development. At birth, infants face limited
problem-solving skills and quickly need to develop ways to interact with others. Infants learn to
signal distress, and they also learn how to get their environment to respond to them. As the infant

grows and matures, she develops skills across multiple domains, such as academic, motor,
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independent living, social, and cognitive skills in consideration to the environment around her
and the responsiveness of caregivers (Hughes et al., 2017).

For example, through the learning theory (Bandura, 1977), it is stated that children learn
skills through direct observation, trial, error, and/or inferring information from their
environment. However, when a child becomes delayed in a skill, an intervention is needed
immediately to facilitate typical child development (Hughes et al., 2017). Typical development
includes demonstrating emotions at birth and social attachment with the primary caregiver,
contributing to appropriate social development and cognitive developmental structures
(Brazelton & Greenspan, 2001). While many interventions can facilitate children's growth
through development, when a child encounters ACEs or experiences a traumatic event, there is
an additional layer of support needed in a therapeutic setting, the home environment, and the
school.

How are Schools Supporting Students Who Have Experienced Trauma?

Due to the growing literature base indicating that individuals who experience traumatic
events often display emotional and behavioral concerns and are often misunderstood in the
school setting, the problem surrounding trauma has been identified as a public health epidemic
(Baker et al., 2015). According to a 2011 Substance Abuse and Mental Health Services
Administrations (SAMHSA) report, most people are exposed to trauma during early childhood.
For example, a US study found that 54% of nine to thirteen-year-old children experienced at
least one traumatic event (Alisic, 2012). Additionally, more than two-thirds of the children in the
United States have reported having experienced a traumatic event by the age of 16 (NCTSN,

2018).
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In response to these consequences, there has been a surge of initiatives to help schools
better support students with a history of trauma exposure (Baker et al., 2015). Indeed, in the state
of Pennsylvania, there are several initiatives (e.g., House Resolution 345) designed to measure
and address the effect of ACEs in schools within the commonwealth. To provide appropriate
treatments, school teams need to distinguish between how trauma has impacted behavioral
regulation, the other drivers of the aggressive behaviors and then make decisions if the child
meets the criteria for special education to receive more individualized treatment.

Often, even with all of the information provided to school districts regarding
identification and treatment of students who fall under the IDEA category of Emotional
Disturbance (ED), due to their traumatic histories, schools are quick to address aggressive
behaviors that result from trauma as willful and noncompliance acts (e.g., Social Maladjustment
[SM]), rather than examining how previous trauma exposure has impacted the student.
Therefore, instead of assessing students for emotional and behavioral disabilities for a multitude
of reasons, including trauma histories and traumatic stress, schools quickly jump to alternative
education in order to remove the disruptive behaviors out of the school system and to teach them
skills to be successful in the general education setting (Booker & Mitchell, 2011).

Alternative education is an option that is thought to be provided to students if they are at
risk of school failure so that they will be able to succeed (Lange & Sletten, 2002). More clearly
defined, alternative education can be considered all educational activities that fall outside of the
traditional K-12 school systems (e.g., homeschooling, GED preparation, special programs for
gifted children, charter schools, etc.; Aron, 2006). However, the term is most frequently used to
describe programs serving at-risk youth. Some advocates argue that alternatives to traditional

school models are crucial to meet all students' needs (Barr & Parett, 2011; Raywid, 1985;
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Wehlage & Rutter, 1987). However, alternative education programs have been in place for many
years, and the results of these programs are variable; some highly successful, while others are
said to be flawed at providing the appropriate support (Education Law Center [ELC], 2010).
Alternative education can be more clearly defined through a three-type classification
developed by Mary Anne Raywid (1995, pp. 26-31). This typology is based on an alternative
education program’s goals and distinguishing characteristics, which is described as follows:
Type I schools "offer full-time, multiyear, education options for students of all kinds,
including those needing more individualization, those seeking an innovative or
challenging curriculum, or dropouts wishing to earn their diplomas. A full instructional
program offers students the credits needed for graduation. Students choose to attend.
Other characteristics include divergence from standard school organization and practices
(deregulation, flexibility, autonomy, and teacher and student empowerment); an
especially caring, professional staff; small size and small classes; and a personalized,
whole-student approach that builds a sense of affiliation and features individual
instruction, self-paced work, and career counseling. Models range from schools-within
schools to magnet schools, charter schools, schools without walls, experiential schools,
career-focused and job-based schools, dropout-recovery programs, after-hour schools,
and schools in atypical settings like shopping malls and museums" (Raywid, 1995, pp.
26-31).
Type Il schools "distinguishing characteristic is discipline, which aims to segregate,
contain, and reform disruptive students. Students typically do not choose to attend but are
sent to the school for specified periods until behavior requirements are met. Since

placement is short-term, the curriculum is limited to a few basic, required courses or is
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entirely supplied by the ‘home school’ as a list of assignments. Familiar models include

last-chance schools and in-school suspension” (Raywid, 1995, pp. 26-31).

Type 111 Schools “provide short-term but therapeutic settings for students with social and

emotional problems that create academic and behavioral barriers to learning. Although

Type III programs target specific populations - offering counseling, access to social

services, and academic remediation - students can choose not to participate” (Raywid,

1995, pp. 26-31).

Regarding students who are observed to have aggressive behaviors due to their traumatic
experiences, those students typically fall into the Type II programming to have a more
correctional emphasis and have a primarily disciplinary focus. Students are sent to these schools
often as a final step, and their emphasis is typically on behavior modification and remediation
(Lange & Sletten, 2002) when in reality, they need the therapeutic support that can be found in
Type III schools.

Alternative education programs (AEP) have evolved over the years to mean different
things to different audiences. However, several characteristics are shared among all types of AEP
settings. For example, AEPs maintain a small size, emphasize one-on-one interactions between
teachers and students, allow opportunities for student success relevant to the student’s future,
permit flexibility in structure and place an emphasis upon student decision making, and are
supposed to create a supportive environment (Barr, 1981; Bryk & Thum, 1989). Additional key
elements include clearly-defined goals to inform evaluation and enrollment, implementation of
the curriculum, a student-centered atmosphere, training and support for teachers who work with
at-risk populations, and links to multiple agencies (Dynarski & Gleason, 1998; Frymier, 1987;

Raywid, 1995). While such programming may seem to be a good fit for those children who have

21



been exposed to trauma, most of the AEP programs, let alone their home district, are unaware
that their students have experienced any traumatic stress and the subsequent need to tailor
interventions to support their development.

As there is limited data on AEPs in the US due to the lack of consistency across the
programs and ability to measure similar outcomes, it is estimated that there are over 20,000
alternative schools and programs currently in operation, most designed to reach students at risk
for school failure due to behavioral concerns (Lange & Sletten, 2002). In Pennsylvania,
approximately 615 programs are in operation for disruptive behaviors, which serve
approximately 30,000 students through AEP for disruptive behaviors. In 1975, the Education
Law Center of Pennsylvania (ELC-PA; 2010), a nonprofit legal advocacy organization dedicated
to ensuring that all of PA's children have access to quality public education, was created to focus
on any disadvantaged students (e.g., poverty, children of color, children with disabilities, English
language learners, children in welfare, homelessness, and children in juvenile justice systems).
However, most of their focus was put on students within the AEP's alternative education for
disruptive youth (AEDY) program, especially over the past 15 years (ELC, 2010).

The AEDY is a program created to provide education to students in grades 6-12 who
have been removed from the regular education setting for disciplinary reasons. Those programs
help students work on behavioral problems while at the same time keep a focus on students’
academic work. Placements in the AEDY are temporary, and students may only stay in
placement until they have met their behavioral goals, at which time, students are returned to their
regular education setting (ELC, 2010). Students are also required to receive at least 20 hours of

academic instruction and two and a half hours of counseling (individual or group) each week.
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They must receive instruction in math, English, science, social studies, and health/life skills
based on their grade level.

While on paper, these requirements may sound beneficial to support students' growth to
be placed back into their home district, many of the programs are not tailored to fit the student's
needs (ELC-PA, 2010). For example, an eighth-grade student may be receiving eighth-grade
academics and is expected to behave in a typical manner as eighth-grade students, but in
actuality is functioning at the developmental level of a fourth-grader due to delayed development
traumatic stress. This student's counseling program may not be tailored or appropriate to address
the cause of the aggressive behaviors and his or her developmental level. Therefore, a lack of
understanding of the student's development due to trauma can interfere with the AEDY
program's progress.

Students are referred to AEDY programs for a variety of reasons; however, they must fall
within one of the following categories according to Act 30 of 1997, § 19-1901-C (5):

"1) disregard for school authority, including persistent violation of school policy and

rules; 2) display of or use of controlled substances on school property or during school-

affiliated activities; 3) violent or threatening behavior on school property or during
school-affiliated activities; 4) possession of a weapon on school property, as defined

under 18. Pa. C. S. § 912 (relating to possession of a weapon on school property); 5)

commission of a criminal act on school property or during school-affiliated activities; or

6) misconduct that would merit suspension or expulsion under school policy."

Therefore, students with any aggressive behaviors, whether stemming from a traumatic event or

not, are typically displaying behaviors that meet inclusion criteria into the AEDY program.
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While aggressive students appear to be eligible for referral to the program, there is a note
in the AEDY referral form that specifies that AEDY is not an emotional support program.
Students with disabilities may not be enrolled in the AEDY program unless the placing school
district has met all special education procedural requirements. Therefore, if a student qualifies
under the special education diagnosis and category of service of emotional disturbance (ED) or
any other IDEA category, a manifestation determination must be completed first to determine the
aggressive behavior's cause.

Ideally, school systems should be examined if the student: 1) has been the victim of
trauma, 2) has been delayed in emotional development, 3) meets the criteria for a diagnosis of
social maladjustment (SM) and, 4) requires treatment for ED and SM. If a student's disability is
believed to be the cause of his or her misbehavior, then a child or adolescent should not be
referred for an AEDY program if their behavior is the manifestation of their disability. However,
if school teams are not routinely performing such examinations, they will be unable to make a
fully-informed decision on the appropriate specially-designed instruction for students.

Students who demonstrate behaviors due to trauma, or those who have an emotional
disturbance, may not benefit from an AEDY setting due to the specially-designed instruction that
is not typically provided in such settings. For example, while the extant literature suggests that
students diagnosed with SM would benefit from being placed in an AEP for the explicit teaching
of skills and the individualized environment if they also are experiencing emotional difficulties
from trauma, this location would likely be inappropriate for them due to the limited resources for
trauma interventions and the punitive nature that occurs in the AEPs (Campbell-Sills & Barlow,

2007; Forness, 2003; Frick, 1998; Frick et al., 2014; Torres & Barber, 2017).
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Data, however, shows that within the past ten years, AEDY programs have increased by
200% (ELC-PA, 2010), which indicates that they are proliferating. Accordingly, the ELC-PA
completed an investigation into the causal factors for the rapid increase in the use of AEDY
programming. The ELC-PA noted that some parts of the definition could be read to cover
students whose offenses are less severe; for example, "disregard for authority" could fall under
any act that an adult views as defiant. Therefore, while AEDY was developed for students
demonstrating serious misconduct, children and adolescents who evidenced less severe offenses
were also recommended for such programming. Indeed, the ELC-PA (2010) and the
Pennsylvania Department of Education (PDE) concluded that schools refer students to the
AEDY without making every effort to first provide students appropriate services in the least
restrictive setting possible. The ELC-PA (2010) research related to AEDY programs has led to
recommendations that the definition of "disruptive students" be restricted to students who
commit repetitive serious offenses. Additionally, all students with disabilities protected under
IDEA should not be transferred to alternative schools without a complete evaluation, except in
certain special circumstances (e.g., serious bodily harm, possession of a weapon).

The ELC-PA (2010) and PDE went on to find many other areas within the AEDY subject
to review and change (e.g., the overrepresentation of students with disabilities and students with
color; due process procedures; school day structure; content and outcomes of AEDY programs,
services