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Abstract
More than one in four children in every classroom are exposed to prolonged trauma that
impacts their neurobiological development. Children with developmental trauma
demonstrate unique internalizing and externalizing behaviors in school. Research shows
that there may be a higher concentration of children with developmental trauma in special
education classes. Most special education teachers lack the training needed to support the
unique internalizing and externalizing behaviors of their students. The problem
examined in this qualitative case study was the lack of SE teacher training in traumainformed care needed to adequately address the internalizing and externalizing behavior
problems of children with DT in the classroom. The purpose of this qualitative
exploratory case study was to examine SE teachers’ perception regarding their lack of
training in trauma-informed care to adequately address the internalizing and externalizing
behavior problems of children with DT in the classroom. Developmental traumatology, a
relatively new theoretical framework, was used to investigate the impact of prolonged
maltreatment on the development of children. A sample of 7 SE teachers was selected
from schools in New Jersey. The participants were interviewed using a semi-structured
interview. The research question focused on teacher’s perceptions. The recorded
interviews were transcribed and the transcriptions were coded and analyzed for themes.
The results of this study indicate that (1) Special education teachers need more training in
managing the internalizing and externalizing behaviors of children with trauma. (2)
General education teachers need more training in managing the internalizing and
externalizing behaviors of children with developmental trauma and (3) Administrators
need to support a whole school approach to trauma-informed care in their schools. This
i

research is significant because it may inform administrators in schools and
professors in pre-service teacher programs of the need for more trauma-informed
training for teachers. Increasing the training for special education teachers on
trauma-informed care may reduce the school to prison pipeline and improve the
social emotional and academic outcomes for children with trauma exposure. More
research is needed to examine the perceptions of general and special education
teachers regarding their training needs to support children with trauma in schools.
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Chapter 1: Introduction
Teachers are often confronted with managing the challenging behaviors of children who
have experienced trauma. One out of four children in a school classroom have experienced
trauma (Duke, Pettingell, McMorris, & Borowski, 2010). The likelihood of children in a special
education (SE) classroom who have experienced trauma may be as high as 80% of all classified
students in a district (Blodgett, 2015). Children who experience prolonged trauma have been
shown to develop difficulties with internalizing and externalizing behaviors (Hanson et al., 2014;
Lovallo, 2013). With training, teachers can improve the internalizing and externalizing behavior
of children with trauma in their classrooms (Perry & Daniels, 2016; Shamblin, Graham, &
Bianco, 2016). There is evidence, however, that SE teachers lack the training needed to support
children with trauma in the classroom (Alisic, 2012).
Children who experience prolonged exposure to trauma may have impaired limbic
system development (Hanson et al., 2014; Whittle, 2014). The term developmental trauma (DT)
has been suggested to describe prolonged exposure to childhood trauma such as physical, mental,
and sexual abuse; neglect; interfamily violence; adoption and substance abuse that results in
atypical neurobiological development (D’Andrea, Ford, Stolbach, Spinazzola, & van der Kolk,
2012; Gabowitz, Zucker, & Cook, 2008). Research indicates that the atypical development of
the limbic system associated with DT has a mediating effect on the behavior of children in
school (Jaffe et al., 2015; Milot, Ethier, St. Laurent, & Provost, 2010). Lovallo (2013) found that
the impairments to the development of the limbic system resulting from childhood trauma caused
reduced stress reactivity, unstable affect regulation and impulsive behaviors. The reduced stress
reactivity and unstable affect regulation results in children with DT living in a constant fearactivated state of hyperawareness. Their brains are telling them they are not safe, which impedes
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their ability to self-regulate (Baldwin, 2013; Lavallo, 2013). They may demonstrate other
externalizing behaviors such as defiance, disrespect, or severe aggression (Greeson et al., 2014).
Other students with DT may respond to their unstable affect regulation with internalizing
behaviors such as withdrawal, shutting down, or zoning out (McLafferty et al., 2016).
Because of these behaviors, many children with trauma histories are evaluated for, and
placed in, receive SE services. In Washington State, 80% of all children receiving special
education services have trauma histories (Blodgett, 2015). There is also a connection between
children with trauma histories and children classified as emotionally/behaviorally disordered
under IDEA (Franklin et al., 2010). Because so many of the children in SE may have trauma
histories, SE teachers should have training necessary to support these children in their
classrooms.
Students with DT need explicit instruction in self-regulation if they are to decrease their
internalizing or externalizing behaviors in the classroom (Steele & Kuban, 2011). Selfregulation can be developed through the teaching of resiliency (Esquivel, Doll, Oades-Sese,
2011), executive function (Diamond & Lee, 2011) and the development of trusting relationships
(McMahon, 2015; Pasco Fearon et al., 2010). In schools where teachers are provided with
training on trauma-informed care, the teachers have noted improvement in the behavior of the
children with DT (Perry & Daniels, 2016).
The classroom can represent a very stable and consistent environment in the lives of
children with DT (Phifer & Hull, 2016). Thus, teachers can positively influence the children in
their classroom who have internalizing or externalizing behaviors because of DT (O’Neill,
Guenette, & Kitchenham, 2010). Children with DT have been shown to respond positively to
explicit teaching of self-regulation and resiliency (Rutter, 2013; Ungar, 2013). However,
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teachers lack the training necessary to implement these practices (Alisic, 2012; McMahon,
2015). This qualitative case study contributed to the research in this area by exploring SE
teachers’ perceptions of their lack of training. This information may inform administrators and
staff developers regarding the training needs their SE teachers have in trauma-informed teaching.
In addition, SE teachers may gain insight by learning of the perceptions of other teachers
(Maring & Koblinsky, 2013).
Background
The results of a study conducted in 1998 known as the Adverse Childhood Experiences
(ACES) study connected childhood maltreatment with negative adult health outcomes (Anda et
al., 2006). Since that seminal study, researchers have focused on the emotional and physical
adult health outcomes for children who have experienced adverse childhood experiences such as
physical, mental, and emotional abuse, separation from primary care giver, gang violence,
poverty, and domestic violence (Anda, Butchart, Fellitti, & Brown, 2010; Finkelhor, Turner,
Shattuck, & Hamby, 2013). As interest in this area grew, studies showed atypical limbic system
development children who are maltreated (Hanson et al., 2014). Recent studies have shown that
there is a connection between maltreated children’s neurobiological development and their
internalizing and externalizing behaviors in school (Greeson et al., 2014; Jaffe et al., 2015).
Very recently, a study showed that as many as 80% of children receiving special education
services were exposed to adverse childhood experiences (Blodgett, 2015).
The quality and content of teacher preparation programs and professional development
for classroom management has been explored for many years (O’Neill & Stephenson, 2012).
Specifically, studies have been conducted that examined preparation of classroom management
for special education teachers (Oliver & Reschley, 2010). However, due to the recent data on the
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understanding of DT and its connection to school behavior, studies have only recently explored
the training needs of teachers regarding trauma-informed care. There has been a call in the
literature for study of the training needs of teachers (Phifer & Hull, 2016). However, at the time
of this study, no peer reviewed research regarding the training needs of special education
teachers was discovered.
Statement of the Problem
The problem examined in this qualitative case study was the lack of SE teacher training
in trauma-informed care needed to adequately address the internalizing and externalizing
behavior problems of children with DT in the classroom (Alisic, 2012; Phifer & Hull, 2016).
According to Hanson (2014), children with DT have smaller amygdala and hippocampal size
resulting from the toxic levels of cortisol associated with childhood maltreatment. Impaired
development of the amygdala and hippocampus creates a fear-activated state of hyper awareness
(Baldwin, 2013; Lovallo et al., 2013). Children with DT who live in a state of constant fear may
have a decreased ability to self-regulate which leads to behavioral challenges in school (Hanson,
2014). Students with DT demonstrate internalizing behaviors such as task refusal, withdrawal,
school avoidance, and a failure to develop relationships with teachers or peers (Romano et
al.,2015). Students with DT may also demonstrate externalizing behaviors such as fighting,
cursing, leaving the classroom, and aggressive behavior toward teachers or students (Hanson et
al., 2014).
Failure to properly respond to the behavioral challenges of children with DT may result
in deteriorating behavior and re-traumatization (Mullet, 2014). Research indicates that teachers
can play a role in reducing children with DT’s internalizing and externalizing behaviors by
helping them to regulate the toxic level of stress hormones (Ungar, 2013). Teachers lack the
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knowledge and training in trauma-informed care to respond to the learning and behavioral
challenges of students with DT (Alisic, 2012). There is a call in the research for studies to
investigate the teachers’ trauma-informed training needs (Alisic, 2012; Perry & Daniels, 2016).
Because many of the children in SE may have DT, this case study addressed the problem by
exploring the perceptions of SE teachers regarding their training needs to adequately support
their students with DT.
Purpose of the Study
The purpose of this qualitative exploratory case study was to examine SE teachers’
perception regarding their lack of training in trauma-informed care to adequately address the
internalizing and externalizing behavior problems of children with DT in the classroom. A
purposive sample of 7 SE teachers was selected from school located in New Jersey (Patton,
2014). The participants were selected from two school districts in New Jersey. Each participant
has received a minimum of one hour of training in trauma-informed care. The participants were
interviewed using a semi-structured interview protocol (Patton, 2014). The interviews were
digitally recorded and transcribed verbatim into Word. The participants checked the
transcriptions of their interviews to verify accuracy and make any changes if necessary (Tongco,
2007). The transcribed data was analyzed using Yin’s Five-Phase approach (Yin, 2011).
Theoretical/Conceptual Framework Overview
This study built upon the work of developmental traumatology and social learning theory
(Bandura, 1996; DeBellis, 2001). Traumatology research provides a neurobiological explanation
for the unique internalizing and externalizing behaviors demonstrated by children with DT in
school (Jaffe et al., 2015). Social learning theory (SLT), specifically, self-efficacy has proven to
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be the foundation of trauma-informed care in schools (Sachs-Ericsson, Medley, Kendall-Tackett,
& Taylor, 2014)
Developmental traumatology is a relatively new theoretical framework used to
investigate the systematic psychological and biological impact of prolonged maltreatment on the
development of children (DeBellis, 2001). A recent study was designed to explore the
neurological impact of childhood trauma exposure (Hanson, 2014). The participants were 64
abused and 64 non-maltreated children who were all 12 years old. In addition, each participant
had a brain scan that measured hippocampus and amygdala volume. The results showed that the
volumes of both hippocampus and amygdala were smaller in the abused children as compared to
the non-maltreated children. In addition, the results of the interviews indicated that the abused
children demonstrated more internalizing and externalizing behaviors and had more difficulties
with academic achievement. Numerous studies within this framework have shown that the
neurobiological impact of childhood trauma contributes to deficiencies in executive function,
cognitive development, and self-regulation, all of which may impact academic performance in
school (Bucker et al., 2012; DeBellis, Woolley & Hooper, 2013; Jaffe et al., 2015).
The developmental traumatology framework holds that prolonged maltreatment impacts
psychological development as well in that the interpersonal nature of the abuse interferes with
the child’s ability to trust and establish relationships (DeBellis, Hooper, Woolley, & Shenk,
2010). Sheridan, Fox, Zeanah, McLaughlin, & Nelson (2012) measured the growth of brain
structure in children raided in a Romanian orphanage compared with the brain structures of
children removed from the orphanage and raised in middle class families in England. They
found that the children who were removed from the orphanage demonstrated growth in areas of
the brain that had been undersized when first measured in the orphanage. The authors of this
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study concluded that improved environment including food, health care, and consistent nurturing
(all things that may be found in a school) may contribute to improved brain development despite
impoverished beginnings. Thus, researchers within the traumatology framework have called for
schools and child mental health workers to take the impact of trauma on brain development into
consideration when working with children exposed to maltreatment (DeBellis et al., 2010).
Bandura’s social learning theory (SLT) holds that a person’s success is effected by selfefficacy or belief in their capabilities (Bandura et al., 1996). One of the characteristics of selfefficacy is the ability of a person to understand their own physical and emotional states. This
domain of SLT has provided the foundation of research into the development of self-regulation
and resilience in the treatment of DT (Sachs-Ericsson et al., 2011). In an extensive review of the
literature, Rutter (2013) found that children who were exposed to maltreatment showed better
adult outcomes where resilience was present. Rutter defined resilience as the development of
self-efficacy and personal agency. Although the concept of trauma-informed school care is
recent, the models that have been developed make mention of the importance of the development
of self-regulation leading to self-efficacy in improving the academic and behavioral outcomes of
children with DT in schools (Morton, 2015; Sibinga, Webb, Ghazarian, & Ellen, 2016; Walkley
& Cox, 2013).
In summary, the traumatology framework provided an understanding of the impact of
developmental trauma on the internalizing and externalizing behaviors of children in the
classroom. SLT provided a foundation for trauma-informed care in schools by establishing the
importance of self-efficacy in academic and behavioral achievement. This study examined the
influence of training in trauma-informed care in managing the internalizing and externalizing
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behaviors of children with DT in the classroom. The body of literature supported the position
that teachers lack the training to shift from traditional classroom management strategies to
trauma-informed classroom management strategies that address the neurobiology of trauma in a
way that increases the development of self-efficacy.
Research Questions
This study focused on the present challenges and lack of training that special education
teachers are facing regarding internalizing and externalizing behaviors of their students with DT.
The following questions supported this qualitative case study because the focus of the study was
on the individual experiences and perceptions of each of the participants in a real-life setting
(Yin, 2011).
Research Question 1. What are teachers’ perceptions of the training they have received
in responding to behavioral challenges of students with DT?
Research Sub-Question A. What are teachers’ training needs regarding
internalizing behavioral challenges of students with DT?
Research Sub-Question B. What are teachers’ training needs regarding
externalizing behavioral challenges of students with DT?
Nature of the Study
The study of teachers’ perceptions and experiences is subjective and can best be
examined through a constructivist research philosophy using qualitative design and methods
(Miles, Huberman, & Saldana, 2014). Constructivist research seeks to gather understanding
through multiple participant perspectives (Oleinik, 2011). Post positivism research using
quantitative methods are useful when the data are inherently numerical and when researchers are
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seeking a determination or verification of a theory (Landrum & Garza, 2015). Case study design
allows for consideration of a contemporary phenomenon within a real-life context (Yin, 2011).
The study was conducted with individual special education teachers in elementary,
middle, and high schools in New Jersey to explore their perceptions and experiences regarding
working with children with DT in the classroom. The population was comprised of special
education teachers because research showed that a significant number of children in special
education have been exposed to childhood trauma (Blodgett, 2015). The participants were
selected from schools in New Jersey and California to increase geographic generalization. Every
effort was made to conduct the interviews fact to face rather than remotely.
The participants were recruited through contact with principals and superintendents in
public schools in NJ as well as via a Facebook page for educators who were engaged in traumainformed care in schools. All the participants had previously attending at least one hour of
training in trauma-informed care. A recruitment script (Appendix A) was distributed. The
principals and superintendents were contacted via email. A site permission form was obtained
(Appendix B). Participation in the study was voluntary.
The procedures for this study were carefully documented to allow others to review and
repeat this study. A transparent process lead to credibility and trustworthiness (Yin, 2011).
After the sample was selected, the researcher scheduled time to meet with each participant for a
face-to-face interview. One participant was unavailable for a face-to-face interview, so the
interview took place through an online meeting site. Semi-structured interviews were used to
capture the teachers’ perceptions as they unfolded throughout the interview (Agee, 2009; Turner,
2010). Follow up questions were asked to further explore a participant’s initial response and to
and give the participants an opportunity to reflect on their own experiences and perceptions

10
(Turner, 2010). Semi-structured interviewing was more appropriate than structured interviewing
because it allowed the researcher to better manage irrationalities or repressed attitudes through
the building of trust and the careful use of nonverbal expressions (Branthwaite & Patterson,
2012). Structured surveys were appropriate because the participants are restricted to replying
only to what is asked, without the opportunity to discover an experience or perception they were
not aware they had prior to the interview (Diefenbach, 2008).
The questions were asked using a semi-structured interview protocol without assumptive
language (Appendix C). Follow-up questions were asked to extract more information, keep the
interviewee on topic, or encourage the interviewee to address the question being asked (Esin et
al., 2014). The same general information was collected from each teacher to describe the
participants’ collective perceptions and experiences with working with children with DT in the
classroom. Interview questions designed to provide data to support the research questions
included but were not limited to; How much training have you had on trauma-informed care in
schools? How many children with trauma exposure do you work with? How much training have
you had on managing the externalizing behaviors of children with trauma in your classroom? Do
you feel confident managing the internalizing behaviors of your students with trauma? In
addition to interviews, participants were asked to provide all information they had on the
previous trauma-informed care training they received. The documents were reviewed to
determine what concepts and strategies were provided in the training.
The data collected from the interviews was coded and central concepts and themes were
established (Miles et al., 2014). The use of a concept map helped determine connections that
existed between and among the responses of the individual teachers (Miles et al., 2014). After
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the data was coded and analyzed, the themes were discussed as they related to the research
questions (Yin, 2011).
Informed consent was collected and confidentiality was maintained. Each participant
was assigned a letter that corresponded to their transcripts. Ethical consideration was provided
to the teachers by assigning pseudonyms and coding other identifiable information to protect the
participants from being connected to sensitive information (Oleinik, 2011). There were no
known conflicts of interest for the researcher. The data collection did not take place in the
researcher’s place of employment. IRB approval was obtained before any research was
conducted.
According to Yin (2011), qualitative case study is appropriate when the focus of the
study is on the individual experiences and perceptions of each participant. This study was
focused on the present challenges and lack of training that the teachers are facing regarding
internalizing and externalizing behaviors of their students with DT. To better understand the
training needs of teachers, it was beneficial to speak to the teachers who are in the actual
classrooms working with children with DT. Because this study presented a situation (the
training of SE teachers in trauma-informed care), and was intended to inform other situations
(teachers working with children with DT) it was best examined using an instrumental case study
(Yin, 2011). While narrative analysis also allows for study in a real-life context, there is
consideration of the cultural context of the participants (Esin, Fathi, & Squire, 2014). In this
study, the cultural context of the special education teachers was not relevant to the research
questions. Ethnography, another qualitative design, was not appropriate for this study because
researchers using ethnography study a cultural group in a natural setting over a prolonged period
(Vogt, Gardner, & Haeffele, 2012). The current study examined the participant’s perceptions of
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a program. Time did not need to elapse to collect the information needed to answer the research
questions.
The purpose of this qualitative exploratory case study was to examine SE teachers’
perception regarding their lack of training in trauma-informed care to adequately address the
internalizing and externalizing behavior problems of children with DT in the classroom. This
study was best conducted using qualitative methodology and instrumental case study design.
The qualitiative approach was most appropriately aligned to the problem and the purpose of the
study. Because the problem in this study is related to the experiences of individual teachers, case
study was an appropriate design. The research questions were deveopled to support the purpose
and the qualitative nature of the study.
Significance of the Study
The problem examined in this qualitative case study was the lack of teacher training in
trauma-informed care needed to adequately address the internalizing and externalizing behavior
problems of children with DT in the classroom. Trauma Sensitive School Climates are a
relatively new concept; thus, little is known about the experience and perceptions of the teachers
working in classrooms with children with DT (Phifer & Hull, 2016). This research is significant
because it may inform administrators in schools and professors in pre-service teacher programs
of the need for more trauma-informed training for teachers. Increasing the training for special
education teachers on trauma-informed care may reduce the school to prison pipeline and
improve the social emotional and academic outcomes for children with trauma exposure
(Balfanz, Byrnes, & Fox, 2014; Sibinga et al., 2016).
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Definitions of Key Terms
Developmental Trauma – Developmental trauma is prolonged exposure in childhood to
physical, emotional, sexual abuse, neglect, family violence, separation from primary care
giver, or living in a war-torn area (D’Andrea et al., 2012).
Externalizing Behavior – Externalizing behaviors are observable behaviors such as
emotionally reactive, rule breaking, aggressive behavior, and attention problems that
occur with severity and frequency (Greeson et al., 2014).
Internalizing Behavior – Internalizing behaviors may or may not be observable and
include sleep problems, thought problems, anxiety/depression, somatic complaints, and
suicidal ideation that occur with severity and frequency (Greeson et al., 2014).
Mindfulness – Mindfulness is a state of awareness of an individual that includes refined
attention and non-evaluative acceptance of one’s internal and external experiences as
they occur (Bajaj & Pande, 2015).
Resilience – Resilience is the demonstration of self-regulation, personal agency, and
planning that promote positive outcomes despite the experience of prolonged adversity
(Rutter, 2013).
Re-traumatization – The inadvertent creation of stressful or toxic processes or
environments that interfere with the recovery of traumatized individuals (SAMSHA,
2014).
Self-Regulation – Self-regulation is the children’s ability to deliberately modulate
thoughts, emotions, and behavior in response to a given situation (McClelland &
Cameron 2012).
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Trauma-Informed – This term refers to teaching strategies that involve the specific use
of knowledge about trauma to modify instruction and classroom climate to enhance
relationship development and improve academic and behavioral outcomes (Blodgett,
2015).
Summary
The concept of trauma-informed school climates is relatively new (Phifer & Hull, 2016).
Thus, little is known about the experience and perceptions of the teachers working in classrooms
with children with DT (Phifer & Hull, 2016). The purpose of this qualitative case study was to
explore teachers’ perceptions and experiences regarding training needs (Kahlke, 2014). A semistructured interview process was conducted to allow the researcher to deeply explore individual
teacher’s experiences in a natural setting (Turner, 2010). Narrative analysis of the data protected
the rich information from interpretation and bias (Esin et al., 2014). Thus, the results may
provide readers with an opportunity to learn from the participants’ individual experiences in
working with children with DT in the classroom (Alisic, 2012).
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Chapter 2: Literature Review
Introduction
The literature review began with an overview of the research on the impact of trauma on
children’s neurological development and the traumatology framework. Studies within the
traumatology framework as they relate to the unique internalizing and externalizing behaviors of
children with DT were also reviewed. The role that executive function and self-regulation play in
the demonstration of internalizing and externalizing behaviors was discussed. Research
regarding the impact of childhood maltreatment on attachment was discussed. Preventative and
reactive classroom management strategies (CMS) as they relate to children with DT were also
reviewed. Research on the trauma-informed strategies developed to reduce internalizing and
externalizing behaviors of children with DT in schools was reviewed. Finally, studies on
implementation of trauma-informed programs and the training needs of teachers were presented.
The chapter concluded with a summary.
Many teachers lack the trauma-informed training to manage the challenging internalizing
and externalizing behavior of children with DT in their classrooms (Alisic, 2012; Stough et al.,
2015). The challenging behavior demonstrated by children with DT is caused by atypical
neurobiological development (Hanson, 2014; McLafferty et al., 2016). Childhood trauma
exposure has also been shown to impact attachment. Atypical brain development, insecure
attachment, and traditional classroom management practices conspire to make learning and
behaving in school a challenge for children with DT (D’Andrea et al., 2012). Studies show that
explicit instruction in mindfulness, self-regulation and resilience improves behavioral outcomes
for children with DT (Rutter 2013; Sibinga et al., 2016). Because of decreased cognitive
function (Bucker et al., 2010) and increased internalizing and externalizing behaviors, children
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with DT are more likely to have special education services (Blodgett, 2015; Scarborough &
McCrae, 2010). Special Education teachers with trauma-informed training that includes selfregulation and resilience can improve behavioral outcomes for children with DT (Phifer & Hull,
2016; Romano et al., 2015). However, traditional classroom management strategies do not
include development of resilience and self-regulation (Korinek & deFur, 2016). Teachers may
need more training on trauma-informed classroom strategies (Shamblin et al., 2016; Stough et
al., 2015). Thus, the purpose of this qualitative case study was to explore the perceptions and
experiences of special education teachers who have had a minimum of one training session on
trauma-informed classroom strategies.
The library databases used in the collection of research for this study included; Ebrary,
EBSCOhost, LexisNexis, ProQuest, SAGE Journals Online, Science Direct, and Wiley Online.
The search engine most commonly used was the NCU library search as well as Google Scholar.
The search terms used included; childhood trauma, childhood maltreatment, childhood trauma
and neurobiology, childhood trauma and attachment, adverse childhood experiences, traumainformed schools, classroom management, classroom management and special education,
childhood trauma and special education, childhood trauma and academic achievement, childhood
trauma and behavior, complex trauma, and developmental trauma. Research on the topic of
childhood trauma and school performance has been collected for four years. When research on
this topic began, there was little peer reviewed research on the impact of childhood trauma on
school performance. There were some articles written by authors who were connecting the
recent neurobiological research with behavior and executive function, few, however, were peer
reviewed. The peer reviewed research collected in the beginning of this journey was conducted
by attachment theorists and neurobiologists and medical doctors (Jones & Smith, 1973; Teicher

17
et al., 2003). The information connecting the attachment and neurobiological research was
mainly news, internet, and blog based articles written by teachers, social worker, and
psychologists. There have been a few seminal pieces of research including Eckenrode, Laird, &
Doris (1993), Teicher et al. (2003) and van der Kolk (2005), in which direct connections were
made between the neurobiological the impact of childhood trauma and children’s academic and
behavioral challenges in school. Following those discoveries, publications connecting the
research to changes in school practices began to be published (Cole at al., 2009; Wolopow,
Johnson, Hertel, & Kincaid, 2011). The Cole et al. (2009) and the Wolopow et al. (2011)
publications remain two of the most popular publications used by schools. In the past year, there
has been a dramatic increase in the publication of peer reviewed studies conducted specifically
on the impact of trauma on learning and behavior (Perry & Daniels, 2016). There remains,
however, little peer reviewed research on the training needs of teachers working with children
with DT in schools or on the impact of trauma-informed practices on academic outcomes of
students with DT.
Theoretical/Conceptual Framework
Trauma-informed care in the classroom was developed out of the theoretical frameworks
of attachment theory, traumatology, social learning theory, and cognitive behavioral theory
(Bowlby, 1982; Caparara et al., 2008; Riggs, Greenburg, Kusche, & Pentz, 2006). Attachment
theory and traumatology research provide an explanation of the unique internalizing and
externalizing behaviors demonstrated by children with DT in school (Jaffe et al., 2015; Pasco
Fearon et al., 2010). Social learning theory (SLT), specifically, self-efficacy, and CBT research
has proven to be the foundation of trauma-informed care in schools (Nadeem et al., 2011; SachsEricsson et al., 2014)
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Attachment theory provides a framework for much of the current research on
developmental trauma (Aideuis, 2007). In fact, the current definition of developmental trauma
makes a direct reference to attachment. Developmental trauma is defined in the literature as the
experience during early childhood of prolonged exposure to adverse experiences of an
interpersonal nature (Spinazzola et al., 2005). Bowlby’s work showed that an attachment to a
caregiver was necessary for the development of self on an internal level and an external level.
Thus, the studies conducted to explore this theory began to focus on the causes of disrupted
attachment (Cicchetti, 2004). Following the Strange Situation (Ainsworth, 1969), studies of
attachment expanded to include the comparison of various developmental behaviors in children
who had a disruption in their attachment process with children who had no disturbance (Aideuis,
2007). A study of children with incarcerated mothers showed that 63% demonstrated behaviors
of over-dependence or avoidance. Children separated from their mothers showed two types of
responses. They were more withdrawn and reluctant to develop relationships, or more
aggressive toward those who attempted to establish relationships (Poehlmann, 2005). Subsequent
study has shown that children who are abused or neglected fail to attach to their caregivers in a
similar way to children who fail to attach because of separation (Bebe, et al., 2013). In addition,
without intervention, children who were exposed to childhood trauma demonstrated enduring
struggles with relationships in adulthood (Muller, Thornback, & Bedi, 2012). The results support
the idea that exposure to child abuse is a form of attachment disruption (van der Kolk, 2005). In
addition, the results of this study indicate that participants who sought treatment for their
attachment problems had fewer lasting effects from the child abuse suggesting that
developmental trauma may be linked to attachment theory in treatment methodology.
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More recently, the study of developmental trauma goes beyond attachment theory to
include neurobiological evidence. A recent study was designed to explore the neurological
impact of childhood trauma exposure (Hanson et al., 2014). The participants were 64 abused and
64 non-maltreated children who were all 12 years old. In addition, each participant had a brain
scan that measured hippocampus and amygdala volume. The results showed that the volumes of
both hippocampus and amygdala were smaller in the abused children as compared to the nonmaltreated children. In addition, the results of the interviews indicated that the abused children
demonstrated more internalizing and externalizing behaviors and had more difficulties with
academic achievement.
Traumatology and attachment theory help to explain the higher rates of internalizing and
externalizing behaviors of students with DT in schools (McLafferty et al., 2016) and form the
basis for effective treatment in schools. A study of 64 children with DT examined the effect of an
attachment-based therapy as compared to a more traditional cognitive behavioral therapy. The
results of the study indicate that the children who participated in the attachment –based treatment
made greater and more lasting gains than did the children in a more traditional therapy program
(Becker-Weidman, 2006). In addition, researchers within the traumatology framework have
called for schools and child care workers to take the impact of trauma on brain development into
consideration when working with children exposed to maltreatment (DeBellis et al., 2010).
Cognitive behavioral theory influences the need for a shift from traditional classroom
management to trauma-informed care in classrooms. Cognitive behavioral theory continues to
evolve from its roots in behavior theory. Recently cognitive behavioral theory was applied to
children in the form of cognitive behavioral therapy (CBT; Edmunds et al.,). CBT interventions
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for children are characterized by the following: cognitive activity affects behavior, cognitive
activity may be monitored and altered, and behavior change may be achieved through cognitive
change (Dobson & Dozois, 2001).
CBT is the foundation upon which traditional classroom management is built (Oliver &
Reschley, 2010). Schools currently employ strategies such as Positive Behavioral Interventions
and Supports (PBIS; Mullet, 2014). PBIS is based upon CBT. The program has three tiers of
behavioral response. The first tier is a universally applied positive school climate. Good
behavior and academic successes are celebrated and rewarded. The second tier of intervention is
applied when students demonstrate internalizing or externalizing behavior. At this point,
consequences are applied and a program of improvement, involving strategies for cognitive
change, is developed. At the third tier of intervention, children are often excluded from class or
school. Nowhere in this plan is there a place for relationship development or strategies to address
the neurobiological influences of trauma (Mullet, 2014). In addition, excluding children with DT
prevents attachment and positive relationship development. Oliver and Reschley (2010) suggest
that traditional classroom management strategies are reactive and stem from a cognitive
behavioral approach to externalizing behavior. When children demonstrate acceptable
behaviors, teachers react with reward. When children react with unacceptable behaviors, they
respond with punishment or consequence. In addition, CBT assumes a functioning cognition.
Because of stalled limbic system development, Children with DT often have delayed cognitive
abilities (Bucker et al., 2012).
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Trauma-informed care requires proactive treatment of behavior (Statman-Weil, 2015).
Bandura’s social learning theory (SLT) expanded on cognitive behavioral theory (Bandura et al.,
1996). This theory expanded the role of cognition in behavior, and introduced the importance of
self-efficacy (Edmunds et al., 2017). One of the characteristics of self-efficacy is the ability of a
person to understand their own physical and emotional states. This domain of SLT has provided
the foundation of research into the development of self-regulation and resilience in the treatment
of DT (Sachs-Ericsson et al., 2011). In an extensive review of the literature, Rutter (2013) found
that children who were exposed to maltreatment showed better adult outcomes where resilience
was present. He defined resilience as the development of self-efficacy and personal agency.
In summary, the traumatology framework provided an understanding of the impact of
developmental trauma on the internalizing and externalizing behaviors of children in the
classroom. Attachment theory and social learning theory provided a foundation for traumainformed care in schools by establishing the need for safety and self-efficacy. Cognitive
behavioral theory provided the backdrop for traditional classroom management strategies. This
study will examine the influence of training in trauma-informed care in managing the
internalizing and externalizing behaviors of children with DT in the classroom. The body of
literature supported the position that teachers lack the training to shift from traditional CBT
based classroom management strategies to and trauma-informed classroom management
strategies that address the neurobiology of trauma.
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Developmental Impact of Childhood Trauma on Internalizing and Externalizing Behaviors
The impact of trauma on children is explored through three theoretical frameworks;
traumatology, evolutionary perspective, and social learning theory.
Traumatology Framework
Children with DT have atypical limbic system development, which leads to internalizing
and externalizing behaviors. Chronic childhood maltreatment influences neurobiological
development (Sheridan et al., 2012, Teicher et al., 2003; Tottenham et al., 2010). Early studies
of brain development in children, when not conducted using rodents or observation of living
children, were primarily conducted through post mortem examination. A landmark study was
conducted by performing necropsy on the brains of infants with fetal alcohol syndrome. The
results of the study indicated significant impact on brain mass (Jones & Smith, 1973). This study
marked the beginning of visible evidence that what happened to children in their early years
influenced brain development and the beginning of a body of research referred to in the literature
as the traumatology framework (Delima & Vimpani, 2011).
Researchers within the traumatology framework have shown that prolonged exposure to
childhood trauma impacts the development of the amygdala and the hippocampus within the
limbic system (Dannlowski et al., 2009). In a study on children with trauma exposure, Hanson et
al. (2014) showed that the volume of the amygdala and hippocampus was different for children
with trauma exposure than for children with no trauma exposure. Tottenham et al. (2010) showed
that children raised in a Romanian Orphanage showed larger amygdala volume. They explained
that their findings were consistent with animal studies that have shown larger amygdala volume
in response to postnatal stress. Other research has shown that in addition to the amygdala being
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larger in volume for children with maltreatment histories, it may also be hyper responsive
(Tottenham & Sheridan, 2010).
There is some debate within the traumatology framework regarding the impact of early
childhood maltreatment on the development of the amygdala and the hippocampus. DeBellis et
al. (2010) failed to find atypical hippocampal volume in a study of childhood PTSD. They
hypothesized that extent of maltreatment, hippocampal volume, and lower neurocognitive ability
would be associated with a greater number of PTSD symptoms. They did not find a difference in
hippocampal volume between the PTSD and non-PTSD diagnosed participants. They did,
however, find poorer visual memory. The authors of this study suggested that the visual memory
deficits may be an indication of hippocampal dysfunction. The study participants were children
and the authors suggested that possibly the change in hippocampal volume occurs in
adolescence. In an extensive review of the literature regarding the inconsistencies in amygdala
and hippocampal volume and reactivity in response to childhood maltreatment, Tottenham &
Sheridan (2010) concluded that hippocampal volume is impacted by early childhood trauma, but
may not be detectable until adulthood. In addition, the amygdala is altered both structurally and
functionally in response to childhood trauma. A later study found retarded hippocampal growth
and accelerated amygdala growth in a study of adolescents with psychopathology (Whittle et al.,
2013).
In addition to amygdala and hippocampal involvement, research within the traumatology
framework has explored the importance of the hypothalamic-pituitary adrenocortical axis (HPA).
The amygdala and the hippocampus are closely linked with the HPA axis (Tottenham &
Sheridan, 2010). The HPA axis is an important neuroendocrine mediator of stressful experiences
for humans. Because the amygdala and the hippocampus are large receptors of cortisol, they are
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impacted by large amounts of cortisol production by the HPA axis. Alink, Kim, Cicchetti, &
Rogosch, (2012) looked at whether maltreatment influences social functioning which influences
the HPA axis and cortisol regulation or if the HPA axis and cortisol regulation influence social
functioning. They found that maltreatment had an indirect effect on cortisol levels through
social functioning. Thus, they suggested that maltreated children may improve their social
functioning through regulation of their cortisol levels. A group of researchers who were
examining the relationship between early life stress and risk for young adult substance abuse
measured cortisol stress reactivity (Lovallo et al., 2012). They examined cognitive processing
and behavioral regulation in young adults with adverse childhood experiences by measuring
limbic system activity to stress (Lovallo et al., 2013). They found that the young adults with two
or more adverse experiences demonstrated reduced cognitive function and less stable regulation
affect. These findings support the results found in previous studies (Carpenter et al., 2007;
Elzinga et al., 2008). It is important to note that the stress applied to the participants in these
studies was a combination of public speaking and mental math problems. Both activities are
common in schools. In studies where the results did not suggest reduced stress response activity,
other stress inducing activities including video games and solving difficult puzzles were used,
but not in combination (Murali & Chen, 2005; Kapuku et al., 2002). This suggests that those
activities were not effective in causing the participants to feel sufficiently stressed. Thus, in a
school environment where stressful activities such as public speaking, reading aloud, and solving
mental math problems take place routinely, children with DT may demonstrate cognitive
deficiencies and problems with behavioral regulation (Lovallo et al., 2013). This is important to
consider in schools where few children are taught to regulate their stress responses to improve
social functioning.
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Evolutionary Perspective
An evolutionary perspective contributes to an understanding of the high frequency of
externalizing and internalizing behaviors of children with DT in the classroom. The amygdala is
known as the survival brain (Baldwin, 2013). When the amygdala is activated in response to a
stressful situation, it creates a freeze, flight, fight response in humans. This freeze, flight, fight
response is an autonomic response originally coined by Walter Cannon in 1929. It happens
without planning (Siegel & Bryson, 2012). When the safety of a person is threatened by
violence or natural disaster, their amygdala is triggered, the stress response system is activated,
and the person responds to the threat by holding very still, running away, or defending
themselves against their attacker (Baldwin, 2013). The amygdala comes online at birth (Siegel &
Bryson, 2012). It is heavily impacted by stress hormones such as adrenaline and cortisol
(Danese & McEwen, 2012). Overtime it becomes hyper-responsive to fluctuations in stress
hormones (Tottenham & Sheridan, 2010). Thus, in response to continuous threats to physical
and emotional safety, children with DT may have an exaggerated freeze, flight, fight response.
In the classroom, they are more likely to act out, demonstrate aggression, tune out of the lesson,
leave the classroom or be completely withdrawn than typically developing peers (Jaffe et al.,
2015).
Social Learning Theory
Researchers outside of the traumatology framework make a similar connection between
trauma exposures in childhood to increased likelihood for externalizing or internalizing
behaviors but apply different causation. One study suggested that the increased externalizing
behavior demonstrated by economically disadvantaged children was the result of their lack of
opportunity to practice emotional regulation (Sektnan, 2010). The influence of the

26
neurobiological evidence, however, is strong in the research and can be found referenced and
embedded in research with a social learning theoretical framework. The study discussed above
by Alink et al. (2012) is an example of social theorists making connections between social
functioning and neurobiology. In a study on parental expressivity and child physiological
regulation, researchers found that parental expressivity may influence the development of
adaptive skills through physiological regulation (Liew, Johnson, Smith, & Thoemmes, 2011).
This convergence of social learning theory with neurobiology is an important when schools
implement social emotional learning programs in a trauma-informed setting (Oliver & Reschley,
2010).
The Impact of Childhood Trauma on School Performance
The research connecting DT to school performance attributes poor academic performance
to cognitive weakness in the traumatology framework, academic weakness because of behavioral
problems, executive function, self-regulation, and failure to advance grades due to absenteeism
(Bucker et al., 2012; DeBellis et al., 2013; Romano et al., 2015). Cognitive abilities connected to
the development of the hippocampus such as working memory, maintaining attention, and
inhibitory control have been shown to be influenced by DT (Bucker et al., 2012; Suor et al.,
2015). Children with trauma histories score lower on tests of cognitive ability (Cheng et al.,
2014; DeBellis et al., 2013). Low cognitive ability has been associated with poor academic
achievement (Romano et al., 2015). Children with low cognitive ability struggle with memory,
organization, and processing speed (DeBellis et al., 2013). Thus, they have trouble studying
information for tests, they often fail to complete assignments, and may not process information at
the speed at which it is being delivered in the classroom. All of this may result in poor grades
and minimal learning (Romano et al., 2015).
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There is evidence that trauma exposure impacts the development of executive function
(DeBellis et al., 2013; DePrince et al., 2009). Executive function is defined in the literature as a
range of abilities including shifting and focusing attention, memory, and self-regulating behavior
(DePrince et al., 2009). The areas of the brain associated with executive function such as the
hippocampus and the corpus callosum, have been shown to be the areas of the brain
predominantly affected by trauma (DeBellis et al, 2013). Executive functions are central to
many of the tasks required for academic success and behavioral control. Diamond & Lee (2011)
suggest that executive functions may be more important for academic success than cognitive
ability. Furthermore, they suggest that executive functions should be explicitly taught in schools.
There is much overlap in the literature regarding the impact of trauma on executive function and
self-regulation (DePrince et al., 2009; Korniek & DeFur, 2016). In some cases, the terms are
used interchangeably (Korniek & DeFur, 2016). From a traumatology framework, however, it is
important to understand that executive function is necessary to achieve self-regulation (DePrince
et al., 2009). Children with DT may have impaired or delayed executive function and thus
demonstrate less ability to self-regulate their behavior (Bucker et al., 2012). Outside of the
traumatology framework, some researchers incorporate the skills associated with executive
function into their definition of self-regulation. For example, McClelland & Cameron (2012)
define self-regulation as cognitive flexibility, working memory, and the capacity to control
attention, thoughts, actions, and emotions. Children with weak executive function or selfregulation demonstrate more externalizing and internalizing behaviors in school. Cloitre et al.
(2009) found that ongoing childhood trauma led to more severe behavior and that the behaviors
were qualitatively different due to the impact of trauma on self-regulation ability. Some of the
literature refers to the skills of self-regulation and executive functions including, planning,
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organizing, and problem solving as self-determination (Carter et al, 2011). These studies come
to similar conclusions regarding the importance of these skills for academic success. However,
they fail to address the reasons that the children may have poor self-determination skills in the
first place (Carter et al., 2011; Cho, Wehmeyer, & Kingston, 2012).
Extensive research exists that connects poor behavior to poor academic achievement
(Metsapelto et al., 2014). For example, a recent study connected externalizing behavior to poor
academic achievement through task avoidant behavior. Children with externalizing behaviors
missed important instruction in the classroom which lead to task incompletion. Consistently
poor grades impacted the children’s self-efficacy which lead to task avoidance which lead to
poor academic achievement (Metsapelto et al., 2014). The research on trauma and externalizing
behavior builds on the existing research connecting externalizing behavior with poor academic
achievement and suggests that the cause of the externalizing behaviors may often be trauma
(Sektnan, 2010). Milot et al. (2010) found that early childhood maltreatment was associated
with behavior problems in preschoolers. Jafee et al. (2015) found a relationship between a child’s
trauma exposure and HPA axis reactivity. The HPA axis reactivity was shown to influence
internalizing and externalizing behaviors. Hardaway, Larkby, & Cornelius (2014) found that
exposure to trauma such as community violence negatively impacted behavior in school and the
behavior problems resulted in poor academic achievement. Researchers working within the
traumatology framework have suggested that future research regarding behavior and academic
achievement consider the trauma histories of the participants (Hanson et al., 2014; Teague,
2013).
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Research within the traumatology framework is explored in the literature across different
age groups and different types of trauma. When this literature review began, most of the studies
were conducted with adult participants who reported to have been exposed to childhood
maltreatment or trauma in the form of abuse, neglect, or neighborhood violence or poverty. In
the last five years, researchers have shifted to younger participants (Briggs-Gowan et al., 2010;
Bucker et al., 2012; Jaffee et al., 2015) Briggs-Gowan et al., (2010) examined exposure to
trauma and disorders in preschool children. Other studies have examined the impact of childhood
exposure in young adolescent children and teenagers. An extensive review of the traumatology
research showed that variance in amygdala and hippocampus volume is partially influenced by
the age of the participants (Tottenham & Sheridan, 2010). Researchers concluded that changes
in the volume of the amygdala becomes more apparent in adolescence. In addition to age of
exposure, researchers have studied the impact of different types of maltreatment and trauma
exposure on neurobiological development (DeBellis et al., 2010; Ford et al, 2010). A recent
study found that there is a dose response relationship between the types and total number of
maltreatment types and externalizing behaviors in children (Greeson et al., 2014). In their
research, Bucker et al (2012) suggested that more frequent and severe maltreatment would
produce lower cognitive function. Pervasive across the literature regardless of the age of
participants or the type and frequency of exposure to trauma is a connection between
maltreatment exposure and behavior problems in school (Hardaway et al., 2014; Jaffee et al.,
2015).
Studies have made a connection between the impact of trauma on cognitive ability and
behavior and special education. Sosbey reported (2002) that 30% of children with special needs
have been exposed to maltreatment. It has also been suggested that children who undergo
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neuropsychological evaluations in consideration for special education should be thoroughly
screened for trauma exposure (Gabowitz et al., 2008). More recently, Blodgett (2015) reported
that 80% of children receiving special education services in Washington State have been exposed
to childhood maltreatment. Thus, special education teachers are more likely than their general
education counterparts to have children with DT in their classes. The understanding of the
impact of trauma on the brain’s survival response and the development of cognitive function is
important when teachers attempt to manage the behaviors of children with DT in their classroom
(Korineck & deFur, 2016). However, special education teachers report that they feel under
prepared to meet the internalizing and externalizing behaviors of their students (Oliver &
Reschley, 2010; Stough et al., 2015).
Childhood Trauma and Attachment
Attachment theory has deep roots in psychoanalytic theory. Sigmund Freud first
described the interaction between mother and infant as object relations. Infants’ attachments to
their mothers were oral in nature and were derived out of a need to be soothed and fed (Brandell,
2010). In response to criticism that the object relations that stem from the infant unconscious
were not observable, the Hampstead War Nurseries study was conducted during World War II
(Freud & Burlingham, 1942). Researchers observed children who experienced traumatic
wartime events and who were often separated from one or both parents over the course of a year.
The patterns of behavior that emerged showed that children who were separated from their
mothers demonstrated atypical relationship formation. The behavior of the children fell into two
categories; over dependent, or obtuse, withdrawn, and subject to aggressive behavioral outbursts.
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The Hampstead War Nurseries Study showed excellent heuristic value. The results of the
study generated more questions than they provided answers about formation secure early
attachments. Social learning theorists acknowledged the findings of the War Nurseries studies
and began describing infant/mother relationships as dependent or independent (Beller, 1957). In
keeping with their theory, however, social learning theorists attributed the path to dependent or
independent attachment to a series of learned behaviors in infancy. Behaviorists, critics of the
primarily qualitative studies on infant attachment, were asking why children attached securely or
insecurely. Thus, behavior theorists looked for the motivation behind the attachment. They
conducted several animal studies. Results indicated that birds would imprint on a caregiver in
response to the reward of being fed which was reminiscent of Freud’s oral stage of object
relations (Midgley, 2007). Further study of the motivation for attachment to a primary caregiver
showed that rhesus monkeys would choose the cuddly mother figure over the hard mother figure,
even though the food came from the hard mother (Harlow & Zimmerman, 1959). The monkeys’
selection of the comfort-providing mother over the reward of being fed suggested that there was
a need for infants to be soothed by their mothers. The cycle of scientific work continued in
response to the criticism that animal studies were, at best, minimally generalizable to human
behavior. Research on infant interaction with their mothers showed that the concept of
attachment for humans was much more complex than what was previously observed in animals.
Thus, the study commonly referred to as the Strange Situation was conducted using human
subjects. The study measured the responses of human infants to being separated from their
mothers for shorter and longer periods of time (Ainsworth, 1969). The stress demonstrated by
the children separated from their mothers was in proportion to the length of the separation.
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The results of the Strange Situation helped to bridge the divide between animal studies
that suffered limitations in generalization and the correlations developed from the Hampstead
War Nurseries study (Midgley, 2007). Bowlby, said to be the father of attachment theory, pulled
together the behaviorists view, the psychoanalytic view, and the view of social learning theorists
(Ainsworth & Bowlby, 1991). This merging of theoretical frameworks gave rise to a paradigm
shift. Instead of the traditional psychoanalytical approach to adult dysfunction by working back
to the impaired stage of development, researchers began to study children in different stages of
development in various environments (Bowlby, 1982). Attachment theory described the
interaction between infants and their primary caregivers (Ainsworth, 1969). Children become
securely attached when their primary needs are consistently met by a primary caregiver. Bowlby
described four types of attachment; secure, anxious-ambivalent, anxious–avoidant, and
disorganized. Securely attached children can explore their environment and return to their
attachment figure in times of need. They seek help from their care givers. When the help is
provided, they learn to trust and to regulate their emotions (Arnoff, 2012). Anxious-ambivalent
attachment is characterized by children who become highly distressed when their care givers
depart and demonstrate ambivalence upon their return. They generally do not explore their
environments freely and inconsistently look to care-givers for assistance (Ainsworth, Blehar,
Waters, & Wall, 1978). Anxious-avoidant attachment is demonstrated by children who avoid or
ignore their care-givers. They seem disinterested in the departure or return of the care-giver
(Kochanska & Kim, 2013). Disorganized attachment is most often connected with childhood
maltreatment and is characterized by displays of anger and fear in the presence of the primary
care-giver (Rholes, Paetzoid, & Kohn, 2016). When young children are raised in less than
optimal settings, they are deprived of the interaction between mother and child that teaches the
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brain to regulate in stressful situations (Erokzan, 2016; Perlman et al., 2016).
In an article about his life’s work, Bowlby (1982) explained that when two or more
adverse childhood experiences are present, the risk of psychological concerns is multiplied. He
also explained that individuals with two or more adverse experiences is more vulnerable to later
adverse experiences. When infants are traumatized by the people that are supposed to keep them
safe they develop a distorted internal working model which impacts their ability to have
satisfying relationships as adults (van der Kolk, 2005). Thus, the research on the impact of
trauma on attachment has, until recently, been predominantly conducted with adult participants
who experienced childhood trauma (Hocking, Simons, & Surette, 2016; Sachs-Ericsson et al.,
2014). Childhood trauma has been associated with high prevalence of adult interpersonal
violence and dysfunction with attachment as the mediator (Hocking et al., 2016). Adult romantic
relationships most closely mimic the attachment behaviors between child and primary care-giver.
The internal working models developed between a child and his or her primary care-giver guides
their ability to navigate relationships as adults (Godbout et al., 2016). Thus, the impact of
adverse childhood experiences on adult romantic relationships with attachment as the mediator
have been studied extensively in the research (Godbout et al., 2016; Hocking et al., 2016; Lassri
et al., 2016).
Van der Kolk (2005) connected attachment theory to DT through traumatology. In their
work, van der Kolk and his colleagues showed that the impact of early childhood trauma on the
brain had an impact on attachment (van der Kolk et al., 2005). The traumatology framework,
with the advancement of medical technology such as Magnetic Resonance Imaging (MRI),
opened the door for more study of the impact of trauma on attachment in children at various
stages of development. When infants were given the opportunity to trust their care givers and
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their environment, they developed the ability to deal with stressful situations and a complex
vocabulary to describe their feelings. The neurobiological impact of trauma interferes with the
development of language (Prasad, Kramer, & Ewing-Cobbs, 2004). Children with DT may not
develop the ability to identify or express their feelings and cannot communicate with caregivers
to solve their problems or regulate their emotions (Teague, 2013). Researchers have also
revealed a connection between anxious attachment and increases in amygdala activity which is
like the exaggerated development of the amygdala found in abused children (Vrticka et al.,
2011). In addition, researchers have made connections between attachment styles and cortisol
activity. In one study, insecurely attached children did not show significant differences in
cortisol levels, which suggested that attachment may be related to HPA axis suppression in
response to stress (Rogue et al, 2011). The inclusion of the study of attachment within the
traumatology framework has resulted in the accepted understanding across the research that
attachment and neurobiology are intertwined (Rogue et al., 2011; Perlman, 2016; Vrticka et al.,
2011).
Researchers who study attachment and maltreatment have also considered differences
and similarities of different types of trauma on attachment (Barnum & Perrone-McGovern, 2017;
Muller et al., 2012; Unger & DeLuca, 2014. Child sexual trauma has been linked to low
attachment security. Participants of a study who had been exposed to child sexual trauma
demonstrated lower attachment security, lower self-esteem and an overall lower sense of wellbeing (Barnum & Perrone-McGovern, 2017). When comparing psychological abuse, physical
abuse, and exposure to family violence, researchers found that while all three contributed to
attachment insecurity, psychological abuse showed a more robust effect (Muller et al., 2012;
Unger & DeLuca, 2014). The traumatology framework and attachment theory intersect regarding
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childhood neglect. Neglect may have the most severe impact of all the types of abuse as it has
been shown to impact attachment and neurobiological development with devastating physical
and emotional outcomes (Dorsey, Sourland, & Wagner, 2014; Tottenham & Sheridan, 2010).
Childhood neglect has been associated with adult anxiety and anxious-ambivalent and fearful
dismissing attachment styles (Erokzan, 2016; Schimmenti & Bifulco, 2015; Venet et al., 2007).
Attachment theory has also been explored regarding school performance for children
with maltreatment histories. Children with secure attachments enter their school years with the
ability to confidently explore their environment and can develop appropriate social relationships.
They develop a sense of self-worth that allows them to trust that others will attend to their needs.
In addition, children with secure attachment demonstrate the ability to soothe themselves when
they are afraid, and ask for help from other adults in times of need (Erokzan, 2016). Children
with insecure attachments enter school without the ability to establish relationships (Dawson et
al., 2014). They see others as untrustworthy and do not consider that they can ask for and
receive help (de Vries, et al., 2016). They often struggle with peer relationships and have been
shown to have lower cognitive ability (Pasco Fearon et al., 2010). Aghayousefi et al., (2016)
found a negative correlation between avoidant and anxious attachment styles and academic
performance. They also found that emotional and social adjustment had a significant
relationship with students’ academic performance. Studies have also connected school phobia to
insecure attachment as an infant (Bar-Haim et al., 2007). In an extensive review of the literature,
Ramsdal, Bergvik, & Wynn (2015) found that attachment was associated with high school
graduation through four paths. Children with insecure attachment do not have parents who teach
them to establish effective relationships. Next, children with insecure attachment do not
establish relationships with non-parental care-givers. This type of relationship has been
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associated with cognitive development. Third, insecure attachment interferes with emotional
regulation. Poor regulation has been associated with externalizing behavior that may interfere
with learning. And finally, children with insecure attachment lack the ability to communicate
with adults and comply with requests which may interfere with their ability to perform on
assessments. Difficulty in one of these areas could impair academic ability. Children with
insecure attachment often struggle in all areas and thus are more likely to drop out of high school
(Ramdsal et al., 2015).
Insecure attachment was shown to be a mediator in internalizing and externalizing
behaviors across the research regardless of the age of the participants (Pasco Fearon et al., 2010).
Studies using adult participants who were abused as children showed that the adult externalizing
behaviors are often mediated by attachment (Pasco Fearon et al., 2010; Madigan et al., 2016).
Studies were also conducted using young children and adolescents (Dawson et al., 2014; deVries
et al., 2016). Preoccupied and dismissing attachment styles in childhood have been shown to
predict externalizing behavior into adulthood (Dawson et al., 2014) and was found in children as
early as 36 months (Wang et al., 2016). In adolescents, attachment styles impact externalizing
behaviors through cognitive distortion (deVries et al., 2016). Cognitive distortion may be caused
by insecure attachment creating defensive exclusion of information and negative expectations of
self in relationships. This can interfere with perspective taking and cause inaccurate thoughts or
beliefs about their own or others’ behaviors. This leads to aggression and other forms of
antisocial behavior (Helmond et al., 2014).
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The research also showed that attachment insecurity may have a dose response
relationship with externalizing behavior similar to the ACES study (Anda et al., 2010;
Kochanska & Kim, 2013). When children have insecure attachments to both parents, they are
more likely to experience externalizing behavior into adulthood. It is important to note that
secure attachment to one parent may offset the potential for externalizing behavior. This has
important ramifications when considering what teachers can do to support children with insecure
attachment in the classroom (Kim & Cicchetti, 2010).
Childhood maltreatment and attachment have both been associated with self-regulation in
the literature, further intertwining attachment theory with the traumatology framework (Drake et
al., 2014). Within the attachment framework literature, self-regulation is connected to the
concept of conscientious behavior. Conscientious behavior has been broadly defined in the
research as the ability to be organized, careful, and self-possessed in dealing with others (Drake
et al., 2014). Insecure attachment interferes with conscientious behavior through the destruction
of the internal working model (Hocking et al., 2016). Children who have secure attachment can
confidently explore their environment. They know they can move away from their primary caregiver and return for support when needed (Bowlby, 1982). This give and take when repeated
many times over years, allows a child to learn from their attachment that they can explore their
environment and mimic the support they received form their care givers in the form of selfregulation (Pearlman et al., 2016). Children who are insecurely attached attempt to explore their
environment while simultaneously seeking support from their care-giver. Through repeated and
failed attempts to explore or find care-giver support, children with insecure attachment do not
develop the ability to regulate their emotions (Madigan et al., 2016). Without self-regulation,
children struggle with task persistence, behavioral self-control, and planning. Children with
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weak self-regulation skills may gain little intrinsic reward and be provided with fewer extrinsic
rewards in school which in turn may reduce motivation for learning and create school
disengagement (Drake et al., 2014). Teachers may be important in the development of selfregulation through attachment for their students with DT (Kobak et al., 2012).
Traditional Classroom Management Strategies and their Influence on Children with DT
Classroom management strategies (CMS) have been defined in the research as the actions
teachers take in their classrooms to create an environment that supports academic and social
emotional learning (Korpershoek et al., 2016). Typically, teachers respond to behavior problems
in their classrooms with reactive strategies such as discipline (Peters, 2012). Reactive CMS
including discipline, suspension, and authoritarian imposition of classroom rules may increase
externalizing and internalizing behaviors for children with DT (Bender, 2012; Mullet, 2014;
Romano et al., 2015). Children with DT may have increased amygdala activity thereby creating a
freeze/flight/fight response in the form of aggressive, defiant of extremely withdrawn behavior
(Siegel & Bryson, 2012). Research is recently being explored that shows that responding
authoritatively to a child who is demonstrating amygdala driven behavior may increase the
demonstration of those behaviors and thus, make the behavior worse, not better (Mullet, 2014).
Teachers may default to reactive strategies because they lack knowledge and therefore lack trust
in the effectiveness of positive and preventative strategies (Peters, 2012; Stough et al., 2015). In
addition, it has been shown that teachers CMS often mimic the administrators and the whole
school approach to discipline (Velasco, Edmundson, & Slate, 2012).
Whole school approaches to discipline have been largely exclusionary and reactive for
the past 20 years. Exclusionary school climates are those in which teachers or administrators
remove students from class or school for a determined period for minor infractions as well as for
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major ones without consideration of an individual child’s history (Fonseca, 2010). Schools
adopted exclusionary school climates in the 1990s in response to Congress passing the Gun Free
Schools Act (Molsbee, 2008). Many school districts revitalized their commitment to
exclusionary practices after the Elementary and Secondary Education Act (ESEA) was
reauthorized in 2007 and became known as the No Child Left Behind Act (NCLB). NCLB
required more accountability from school districts by increasing the rigor of standardized tests
and calling for higher student achievement on those tests (Molsbee, 2008). This may have
encouraged teachers and administrators to redouble their efforts at removing children from the
learning environment so that they would not distract other students from their studies (McCray &
Beachum, 2014).
The effort to make schools safe may have come at the expense of the students with DT
(Molsbee, 2008). Contrary to the intention of exclusionary discipline, there is abundant research
that shows that suspensions and expulsions may increase drop-out rates, decrease graduation
rates, negatively influence attendance, and impede overall academic performance (Balfanz et al.,
2014; Fabelo et al., 2011). However, there is debate in the literature regarding the impact of
exclusion on academic performance. While there is evidence that exclusionary practices have an
influence on drop out and graduation rates (Balfanz et al., 2014; Fabelo et al., 2011), there is
little peer reviewed research that shows a direct correlation between exclusionary practices and
academic performance (Ryan & Goodram, 2013). Balfanz et al. (2014) conducted a longitudinal
study in Florida with a cohort of ninth graders. The results showed the number of suspensions
received in ninth grade was associated with increased likelihood of dropping out of high school.
Fabelo et al. (2011) conducted a similar study in Texas and found that students who were
suspended or expelled were more likely to be retained in a grade or dropout of school. Rousch &
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Skiba (2004) analyzed the 2002-2003 data collected by the state of Indiana and found that
schools with higher rates of suspension performed lower on the state administered standardized
tests. Because there could be other confounding variables influencing test scores, the authors
conducted a more comprehensive analysis controlling for poverty rate, percentage of African
American students, total school size, school type, and school location. After controlling for these
factors, Rousch & Skiba (2004) found that out-of-school suspension was negatively related to
school achievement. This study has been criticized for failure to control for the number of
children with learning disabilities included in the data (Ryan & Goodram, 2013).
There is agreement among some of the researchers that suspensions and expulsions have
a direct impact on attendance (Balfanz et al., 2014; Fabelo et al., 2011). The students cannot
attend school if they are suspended. In addition, Balfanz et al. (2014) found that almost half of
the students suspended were chronically absent outside of missing school due to suspension.
Thus, being suspended decreased student attendance and may contribute to overall lower
academic outcomes (Balfanz et al., 2014; Green et al., 2012).
There are few peer-reviewed studies in the literature, which examine the impact of
exclusion on children with DT (Eckenrode, Laird, & Doris, 1993). Children with DT may suffer
a kind of double jeopardy in exclusionary schools. Because of impaired self-regulation, children
with DT are likely to demonstrate acting out and anti-social behaviors (Lovallo et al., 2013).
One of the most frequently reported reasons for suspending children is for acting out or
insubordination (Molsbee, 2008; Skiba, 2014). Children with DT may have higher absenteeism
than their non-maltreated peers. Results of a study conducted to examine the relationship
between maltreatment and academic performance found that there is an immediate impact on
absenteeism for children at the point of maltreatment (Leiter, 2007). Thus, children with DT may
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be absent as a result of being mistreated and more likely to act out and be suspended resulting in
further absences.
Researchers have shown that exclusionary practices may be biased against children
receiving special education services and students from low socioeconomic backgrounds (Skiba et
al., 2014). Balfanz et al. (2014) found that students who were African-American, receiving
special education or from low socio-economic status were disproportionately suspended from
school (Balfanz et al., 2014). Fabelo et al., (2011) and Losen, Martinez, & Gillespie (2012) also
found that more than half of the children who qualified for special education services were
suspended or expelled at least once in middle school or high school. Thus, children with DT may
be over suspended in exclusionary schools because of over representation in special education
and low socioeconomic groups, thereby preventing them from attending the very place that could
potentially mediate the impact of their trauma (Bender, 2012; Romano et al., 2015).
Intergenerational trauma is another type recently being discussed in the literature regarding
exclusionary discipline and treatment in schools (Brokenleg, 2012).
Intergenerational trauma is trauma that is experienced by a group or generation of people
that is handed down to the children through nature and nurture (Song, Tol, & Jong, 2014;
Yehuda et al., 2014). Native American children, African American children, and many children
living in intergenerational poverty or abuse may experience intergenerational trauma (Barron &
Abdallah, 2015). Children with intergenerational trauma often feel hopeless. They may
experience the weight of the grief of previous generations without the acknowledgement of the
problem or language to express it (Brokenleg, 2012; Bombay, Matheson, & Anisman, 2014).
They have expressed the feeling that there is something wrong with them, that they are to blame
for the state of their family or people yet they are unable to grieve (Barron & Abdallah, 2015).
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Native Americans have been shown to be over represented in high school discipline data and in
juvenile justice records (Brokenleg, 2012). Research shows that children with intergenerational
trauma respond to narrative therapy rather than the CBT that is common in most schools’ tier II
interventions (Ford et al., 2012). In addition, children with intergenerational trauma need to be
taught resilience to overcome their trauma (Song, Tol, & Jong, 2014). There is no evidence that
teachers are taught about this type of trauma or that PBIS and other school wide positive
discipline programs consider the unique needs of these children.
In a meta-analysis of the research on CMS, Korpershoek et al. (2016) found that effective
CMS is built upon positive teacher-student relationships and establishing a positive school
climate, also known as preventative strategies. Preventative CMS such as establishing positive
teacher-student relationships and the negotiation of classroom rules, rather than authoritarian
imposition of rules, has been shown to improve academic and social emotional development in
students (Bradshaw, Mitchell & Leaf, 2012).
School Wide Positive Behavioral Interventions and Supports (SWPBIS) is a preventative
CMS program that has been widely implemented as an alternative to exclusionary practices
(Flannery, Fenning, Kato, & McIntosh, 2014). SWPBIS is a progressive approach to school
discipline marked by a tiered intervention system. The first tier is universal precautions. The
school wide emphasis placed on the development of a positive student-teacher relationship may
have a stronger impact on at-risk and high-risk students than children with no risk for academic
failure or behavior problems (Bradshaw, Waasdorf, & Leaf, 2014). The second tier and third
tier are interventions provided to students who demonstrate need for more individual and specific
support than the tier I interventions (Bradshaw, Mitchell, & Leaf, 2012). Nocera et al. (2014)
studied the implementation of SWPBIS in a middle school designated as highest need based on
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the number of students qualifying for free and reduced lunches and a student population
consisting of more than 40% minorities. Results showed that the total number of suspensions
over a three-year period declined by 39%. Suspensions reported for special education students
declined by 51%. However, teachers admitted that the program was not effective with the
students who demonstrated most significant behavioral problems. Similar reductions in
suspensions were found in a study of elementary schools (Bradshaw et al., 2012; Horner et al.,
2009). In addition, studies conducted in high schools using SWPBIS have shown decreases in
office discipline referrals and increased graduation rates (Flannery et al., 2014; Winton, 2012).
While SWPBIS may decrease suspensions, and improve graduation rates, it may not
provide enough support for children with DT (Nocera et al., 2014; Romano et al., 2015). A study
was conducted to examine the impact of SWPBIS on students with elevated risk based on a
latent profile analysis of social-emotional and behavioral risk (Bradshaw et al.,2014). The
authors reported that their study involved systematic teacher training of tier I supports. The
researchers reported that the students with the most need were dealt with in tier II and III. Thus,
the decrease in office referrals may have been the result of Tier I teachers being trained in
behavioral intervention strategies. At tier II and III, the students were being provided with more
intense counseling and wrap around services, but teachers were still excluding them from
classrooms. In addition, counseling services in schools is predominantly based in cognitive
behavior theory (Oliver & Reschley, 2010). Children with DT who are provided with counseling
at tier II or III are being asked to process their behaviors using language and reasoning which
requires a functioning hippocampus and prefrontal cortex, both of which may be impaired from
trauma exposure (Delima & Vimpani, 2011). Thus, the research conducted on the effectiveness
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of SWBPIS may show reduced discipline referrals but there is little indication that they help
children with the cause of their discipline problems (Milo et al., 2010).
Social and emotional learning (SEL) programs have been shown to promote self-control,
social awareness, and relationship skills (Durlak et al., 2011; McBride, Chung, & Robertson,
2016). There was evidence in the literature connecting SEL programs to increased student
engagement, aggression, social competence and school engagement (Conduct problems
Prevention Research Group, 2010). There is disagreement in the research on SEL regarding the
impact of SEL on academic achievement (Sklad, Diekstra, DeRitter, & Ben, 2012; Durlak et al.,
2011). One study found that students who participated in the SEL program failed fewer classes
after participation (McBride et al., 2016). In a meta-analysis of the research, however, it was
found that academic achievement may be influenced by SEL programs indirectly through the
development of learning behaviors that have been shown to influence achievement (Durlak et al.,
2011). In addition, some programs have been shown to prevent behavior problems such as
substance abuse and bullying (Zins & Elias, 2006). SEL programs have been shown to provide
safe learning environments (Hawkins, Smith & Catalano, 2004), which may benefit children
with DT. Evidence was found in the literature that SEL increased school safety and academic
rigor in schools in high crime neighborhoods (McBride et al., 2016; McCoy, Roy, & Sirkman,
2013). High crime neighborhoods and poverty have been associated with high incidences of
childhood trauma (Hearn Escaravage, 2014).
Positive teacher-student relationships and creating a classroom environment where
students can feel safe is paramount to positive school performance (Kim & Cicchetti, 2010;
McCormick et al., 2015; Mullet, 2014) for children with DT, who are often at risk for academic
failure and behavior problems (DeBellis et al., 2013; Greeson et al., 2014). However, recent
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research shows that preventative CMS may only be part of the solution (Bethell, Newacheck,
Hawes, & Halfon, 2014; Black & Fernando, 2014; Diamond & Lee, 2010). Classroom strategies
that take into consideration, attachment, the neurobiological source of the externalizing and
internalizing behaviors of children with DT, and the development of resiliency are necessary to
improve academic achievement and social emotional development (Korinek & DeFur, 2016;
Perry, 2009). Teachers may resist the use of trauma-informed CMS for the same reason they
resist preventative CMS, lack of training and knowledge (Oliver & Reschley, 2012; Stough et al.,
2015).
Trauma-informed Classroom Strategies for Dealing with Internalizing and Externalizing
Behaviors
Childhood trauma effects neurobiological development, the establishment of healthy
attachments, and the development of appropriate socio/emotional skills. Classroom strategies
that reduce internalizing and externalizing behaviors for children with DT go one step further
than preventative CMS because they take into consideration the neurobiological source of the
behaviors in the classroom. Classroom strategies and school programs that consider the impact
of trauma on neurobiological development are considered trauma-informed strategies (Shamblin
et al., 2016). A review of the literature has shown that effective trauma-informed schools
programs include strategies for improving all the areas of impact through the development of
self-regulation, executive function, resiliency, and mindfulness (Bethell et al., 2014; Diamond &
Lee, 2011; Black & Fernando, 2014).
A growing body of research suggests that the development of resiliency is an effective
antidote to DT. Maier et al. (2006) examined the response, as measured by medial pre-frontal
cortex activity, to controllable and uncontrollable stress in rats. One group could control their
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exposure to stress administered via shock. Another group was unable to reduce or avoid the
administered shock. The group that could control the extent of the shock demonstrated the
presence of control in the medial prefrontal cortex that in turn actively inhibited stress induced
activation of limbic structures. Thus, the rats that experienced some control over their exposure
to trauma developed the ability to control their response to future shocks, thereby making them
resilient. Children in schools where discipline is arbitrarily handed down without input from the
students, as is often the case in exclusionary school climates, may not be provided an opportunity
to exert control over the stressor of being suspended (Molsbee, 2008).
Resiliency, as it relates to children in schools may be defined as the ability to solve
problems, demonstrate self-control, and perceive to have some control (personal agency) over
stressful situations (Bethell et al., 2014; Moffitt, 2011; Rutter, 2013). Bethell et al. (2014)
examined the prevalence of adverse childhood experiences and association between them and the
factors influencing child development and lifelong health. After adjusting for confounding
variables, they found that children with adverse childhood experiences had higher rates of
chronic disease and lower rates of school engagement as compared to the national average. They
also administered a survey to measure resilience defined as the ability to stay calm and in control
when faced with a challenge. The results indicate that children with adverse childhood
experiences who considered themselves resilient demonstrated higher rates of school
engagement.
Self-control is considered in the research as a contributor to resiliency development.
Moffitt (2011) examined self-control and its influence on adult outcomes in a longitudinal study
of over 1,000 participants. The findings indicate that the children who developed self -control
over time showed better health outcomes and less substance abuse and criminality than the

47
participants who did not develop self-control. Self-control could be enhanced in schools through
the development of executive function skills (Diamond & Lee, 2011; Riggs, Greenberg, Kushe’,
& Pentz, 2006). A study was conducted to measure the effect of the Promoting Alternative
Thinking Strategies program on the development of executive function in young children. The
Promoting Alternative Thinking Strategies Program was designed to increase executive function
though the practice of conscious strategies for self-control including verbal mediation and
inhibitory control. The teachers in the participating schools were trained to build children’s
competencies in self-control, recognizing and managing feelings, and interpersonal problem
solving. After a year of program implementation, the participating children showed better
inhibitory control and cognitive flexibility than control children. Children who showed greater
inhibitory control at post-test showed fewer internalizing or externalizing behavior problems one
year later. (Riggs et al., 2006).
Resilience may also be enhanced through interaction with a supportive environment
(Ungar, 2011; Ungar, 2013). The study of the impact of supportive relationships on children’s
development and ability to develop resilience in the face of stress can be traced back to Anna
Freud’s Hampstead War Nursery studies (Freud & Burlingham, 1942). In her work, Dr. Freud
found that the children who had parent contact in the nurseries developed better overall
adjustment behaviors than the children who were without parents in the nurseries. More
recently, a study of 324 college students who had been exposed to significant childhood
maltreatment found that the students with greater support from friends demonstrated higher
levels of resilience (Howell & Miller-Graff, 2014). Jaffee et al. (2007) examined resilience in
children using longitudinal data of twin pairs and their families. Resilient children in this study
were defined as those who engaged in normative levels of antisocial behavior despite having

48
been maltreated. The results showed that the male participants with above average IQ and whose
parents had few symptoms of antisocial personality were more likely to be resilient versus nonresilient to maltreatment. Children whose parents had substance abuse problems and lived in
high crime neighborhoods were less likely to be resilient versus non-resilient to maltreatment
(Jaffee et al., 2007). For children, whose parents are frequently absent, substance abusing, or
violent, teachers may be a source of stable relationships in a child’s life. Teachers may need
training to be able to provide the relationships that contribute to resiliency. Studies where
strategies for developing resilience in children were explicitly taught by teachers have shown
positive results. Children with DT who develop resilience have fewer externalizing behavioral
concerns (Perry & Daniels, 2016; Shamblin et al., 2016). In both the Perry & Daniels study
(2016) and the Shamblin et al. (2016) studies, however, the teachers were provided with the
training they needed to explicitly teach skills for developing resilience.
Another approach to improving behavior for children with DT through the development
of resilience is based on attachment theory (Bowlby, 1982). There is a body of research
regarding the importance of children with DT developing secure relationships with attachment
figures outside the home such as teachers and that these attachment figures contribute to the
development of resilience (Drake et al., 2010; Howell & Miller-Graff, 2014). Kim & Cicchetti
(2010) suggest that children with DT learn emotional regulation through the attachments they
make with teachers and apply those skills to social interactions. Thus, they recommend teaching
empathy and perspective taking may create a pathway to resilience.
The use of mindfulness in schools has gained recent attention in the literature (Burke,
2010; Suttie, 2007). Mindfulness is described as awareness that is developed through intentional
practice of sustained attention to the present moment (Black & Fernando, 2104). Studies have
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found that school aged children showed some improvement in student behavior after
participating in several weeks of a mindfulness program (Black & Fernando, 2014; Bogels et al.,
2008). For example, in a study of the implementation of a mindfulness-based curriculum on
teacher ratings of student behavior, the authors found that teachers reported improved classroom
behavior including paying attention, self-control, and engagement in class activities (Black &
Fernando, 2014). A study of children with externalizing behaviors showed that the children
reported improvement in attention, behavioral control, and happiness. It’s important to note that
the parents participated in the training as well and reported increased child awareness and
attunement (Bogels et al., 2008). However, the research on the use of mindfulness programs on
children who have experienced trauma is limited and the results are mixed. In a study of
adolescents who were receiving treatment for substance abuse including mindfulness, bright light
exposure, and cognitive therapy, results showed that substance abuse increased during
intervention (Lee et al., 2008). There was no mention in the study about the cause of the
adolescents’ substance abuse. The results were more positive in a study that provided a holistic
arts program for the development of resilience for a group of young children in need. The
participants were children in child protective services or child mental health services. The
results showed that the children reported lower emotional reactivity after participating in the
program (Coholic, Eys, & Lockheed, 2012). In addition, a study was conducted specifically to
investigate the effectiveness of mindfulness on the amelioration of the negative effects of trauma
on low income minority students (Sibinga et al., 2016). The results showed that psychological
functioning was improved and externalizing behavior was reduced for middle school students.
Unique to this body of research, were findings that implementation of mindfulness in schools
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may improve teacher perception of their job and their students through their participation in the
mindfulness activities (Black & Fernando, 2014).
The results of this body of literature suggest that teachers who are trauma-informed may
support children by explicitly teaching skills that develop resiliency, executive function,
mindfulness, and emotional regulation, but they can also serve as protective factors by
establishing trusting relationships and engaging in preventative classroom strategies with their
students (Howell & Miller-Graff, 2014; Wright, 2014).
Teacher Training and Trauma-Informed Classrooms
The creation of trauma-informed schools and classrooms is a relatively new concept in
education and in the literature (Hodas, 2006). Despite one of the earliest calls directly to schools
to become educated about the effect of trauma on learning and behavior occurring in 1993
(Eckenrode et al., 1993), information regarding schools responding to the impact of childhood
trauma on learning and behavior has only recently been reported in mainstream press (Stevens,
2012). A Google Scholar search for articles on trauma-informed schools between the dates of
1993 and 2002 yielded 17,900 results. A Google Scholar search for articles on trauma-informed
schools between the dates of 2002 and 2017 yielded 60,000 results.
There remains disagreement in the literature regarding the definition of trauma-informed.
In 2007, the National Childhood Traumatic Stress Network (NCTSN), coined the term traumaspecific to refer to treatment services that directly address complex trauma and facilitate
recovery through therapy (NCTSN, 2008). Trauma-informed was a term reserved for
organizations that provided trauma-specific services (Cole, 2009). More recently, Blodgett
(2015) identified three phases of trauma support. Trauma-sensitive is the first phase and
indicates an organization’s staff understand the impact of trauma on children. Trauma-informed
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is the second phase and is applied when organizational practices are put in place to mediate the
impact of trauma for identified children. Phase three is trauma-focused care. Trauma-focused
implies that the organization and the staff are designed and trained from the bottom up to
consider the presence and impact of trauma in every sector of the operation. The Substance
Abuse and Mental Health Services describes trauma informed as a four-tiered approach.
Organizations must realize the impact of trauma on development and the prevalence of trauma,
recognize the symptoms of trauma, respond to individuals in a trauma-informed way, and avoid
re-traumatization through ongoing training of personnel and reviewing or restructuring the
processes used by the organization (SAMSHA, 2014). While none of these definitions were
designed specifically for use in schools, SAMSHA’s definition is the one being used in the
current study because it takes a tiered approach that is like the tiered intervention systems
already in place in most schools.
Prior to 2010, there was little research conducted on programs implemented in schools
for maltreated children (Eckenrode et al., 1993; Prather & Golden, 2009). Most of the research
on trauma-informed care focused on clinical practice with mention of schools (Cicchetti, 2004;
Cook et al., 2005; Ko et al., 2008; Nadeem et al., 2011), however, few have been implemented in
schools and may not be appropriate to be implemented in schools (Ford et al., 2012). For
example, in 2006, studies were conducted validating the effect of Dyadic Developmental
Psychotherapy (DDP; Becker-Weidman, 2006). This was somewhat of a breakthrough for
therapists who understood that attachment disruption was a type of trauma (Mercer, 2014). DDP
was based on attachment theory and provided in an outpatient clinical setting. The therapist
created a safe place and established an attachment with the child so that traumatic memories or
experiences could be explored without creating dysregulation. The program included strategies
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of touch, tone, eye contact, and cognitive restructuring through psycho-dramatic re-enactments
(Becker-Weidman, 2006). Some criticism has been offered regarding the lack of randomized
control trials conducted in examining the effectiveness of DDP (Turner-Halliday, 2014), and
some have rejected the cradling method use as a form of restraint (Mercer, 2014). This program
was not intended for use in schools but it did add to the research the need for safe attachments to
heal childhood trauma.
The Neurosequential Model of Therapeutics (NMT) was developed from the
traumatology framework with an understanding of the importance of attachment (Perry, 2009).
The basic premise of NMT is that for a child to access higher functions of cognitive ability such
as language, the lower neural networks such as the amygdala and the HPA axis must be well
regulated. NMT was implemented and studied in two therapeutic preschools (Barfield, 2012).
The results were positive; however, it should be noted that the studies had important limitations.
The participants were all white and from a rural Midwestern town. In addition, the sample size
was small and difficult to generalize to a public preschool population. Recently, Perry developed
a program designed specifically for schools, Neurosequential Model for Education (NME;
Walter, 2017). The program is identical in philosophy to NMT, but designed for implementation
in schools by teachers rather than psychologists. The early reports are positive. NME has shown
increased teacher education about the brain and trauma and assisted students with self-regulation
skills. However, at the time of this review, no peer reviewed studies were published.
The Cognitive Behavioral Intervention for Trauma in Schools (CBITS) was designed for
implementation by trained counselors in schools (Nadeem et al., 2011). It was designed to be
implemented by school personnel in a 45-minute period, and disseminated with user-friendly
materials. CBITS has been shown to improve PTSD symptoms in children who participate in the
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program while at school (Nadeem et al., 2011; Perry & Daniels, 2016). However, there is
evidence that parent engagement and school priorities may influence the success of
implementation (Langley et al., 2010).
The Attachment, Self-Regulation, and Competency (ARC) Framework is grounded in the
traumatology framework and addresses three domains of functioning impacted by DT; selfregulation, attachment, and developmental competencies (Arvidson et al., 2011). This program
was studied during implementation in a residential treatment center for complexly traumatized
youth. Pilot data indicated that the use of restraints was reduced and a decrease in externalizing
and internalizing behaviors was noted (Hodgdon et al., 2013). There is no evidence that this
program has been implemented in schools. Many of these clinical programs implemented in
schools are predominantly carried out by school counselors or program providers, not by
teachers in the school (Barfeild, 2012; Hodgdon, 2013).
There has been some research conducted on programs that, while not described as
trauma-informed, may support children with DT in schools (Mullet, 2014). For example,
Restorative Justice is a program that was designed to provide an alternative to exclusionary
discipline (Evans, Lester, & Anafara, 2013). Administrators in schools establish behavior
response teams that meet and review inappropriate behavior. Both the student and the recipient
of the inappropriate behavior are present. A type of active listening takes place where the
student hears how the teacher feels about the behavior. The student can respond and explain the
motivation for the behavior. Students have the opportunity to repair relationships with teachers
and staff, and the teachers have an opportunity to know and see the student in a new way. There
is a focus on establishing relationships (Morrison, Blood, & Thorsborne, 2005). In a review of
the literature on Restorative Justice, empirical support for the program was found (McCloskey
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2010). A discussion of this program as potentially effective for children with childhood trauma
was also found (Mullet, 2014).
Manuals, papers and books have been published outlining plans for trauma-informed
schools (Cole et al, 2009; NCTSN, 2008; Wolopow et al, 2011). The National Childhood
Traumatic Stress Network (NCTSN) published a toolkit for educators (NCTSN, 2008). This
resource outlines the psychological and behavioral impact of trauma on the different levels of
school children. There are some suggestions for teachers in the form of strategy lists. The
Massachusetts Advocates for Children published a report and policy agenda that outlines the
neurobiological impact of trauma on attachment and development (Cole et al., 2009). In
addition, it describes ways to make school environments trauma-sensitive. There is an entire
chapter devoted to recommendations for teacher training. Members of the Office of the
Superintendent of Public Instruction in Washington State published a resource manual that, like
others, outlines the neurobiological impact of trauma on development and attachment, and
describe the components of a trauma-informed school (Wolopow et al., 2011). The authors of
this book, however, did something none of the others did, they put the chapter on teacher care
and training at the beginning of the book. The importance of teachers taking care of their own
responses to trauma is discussed at length.
There are basic characteristics of trauma-informed care that these publications have in
common. Many of these plans and programs include some variation of the development of selfregulation, resilience, mindfulness, and attachment (Cole et al., 2009; NCTSN, 2008). Most call
for schools to review policies and procedures for discipline and to develop screening tools and
processes for providing support to children with trauma exposure (Cole et al., 2009, Wolopow et
al., 2011). The characteristic most common across a review of the literature on trauma-informed
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school programs, however, was the emphasis on the need for teacher training and education
(Cole et al., 2009; Craig, 2009, Shamblin et al., 2016). However, there was no specific
discussion of the needs of special education teachers evident in any of these publications.
As the traumatology framework develops heuristic value and the neurobiological impact
on learning and behavior becomes better defined (Bucker et al., 2012; Cheng et al., 2014; van der
Kolk, 2005), researchers are beginning to investigate the implementation of trauma-informed
programs in schools (Perry & Daniels, 2016; Phifer & Hull, 2016; Walkley & Cox, 2013). Three
peer-reviewed articles were found during this literature review that studied trauma-informed
programs designed for implementation in schools (Dorado, et al., 2016; Perry & Daniels, 2016;
Shamblin et al., 2016). Dorado et al. (2016) studied the implementation of Healthy
Environments and Response to Trauma in Schools (HEARTS), a program modeled after the
ARC program in the San Francisco Unified School District. The intention of the program was to
reverse the school to prison pipeline. The program mimics the response to intervention tiers of
support common in most public schools. Results of the study indicated support for the HEARTS
program in schools. The authors found that there was a decrease in behavioral problems
associated with loss of instructional time. There was a decrease in the trauma-related symptoms
in students who received HEARTS therapy. It is important to note, however, that the HEARTS
counseling for the children who were receiving tier III interventions was conducted by a
counselor who was not employed with the school district.
Perry & Daniels (2016) studied the implementation of one program in three in New
Haven, CT. The study had three were three main components. The first involved professional
development (PD) for the teachers. The second involved identifying students who may have
significant trauma exposure, and the third component was to develop and implement practices in
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the schools to meet the needs of the identified students. The scope of this study did not include
any quantitative student outcomes regarding improvements in academic achievement of a
decrease in internalizing and externalizing behaviors. PD was provided to teachers before the
implementation of the program. The results of a survey given to teachers in one for the pilot
schools showed that 97% of the teachers found the training to be informational. They also
expressed some satisfaction with their ability to support students with trauma in their classroom.
The authors of the study discussed one limitation of their study regarding the PD for the teachers.
They were unable to address one of the common themes expressed by the teachers in the survey.
The teachers explained that they were interested in participating in ongoing PD and support
throughout the school year.
The only other peer reviewed study found at the time of this review was a three-tiered
intervention program implemented in a preschool setting (Shamblin et al., 2016). The program
implemented in the study was similar to the HEARTS program, however particular attention was
paid to establishing relationships with the teachers. Teachers were taught strategies for
managing behavior in the classroom. In addition, they were encouraged to build teams among
faculty members to address their own needs in response to trauma. Significant improvement in
teacher hopefulness was noted. The results indicated that the changed attitude of the teachers
may have contributed to improved student behavior. Overall, the results of these studies showed
that trauma-informed programs in schools may decrease externalizing and internalizing
behaviors in children with trauma exposure (Phifer & Hull, 2016). The teachers felt a high level
of self-efficacy in implementing trauma-informed practices when they were provided with
ongoing support. It is important to note that while each of the studies commented on the needs of
the teachers, none of the studies were designed to focus on the training needs of teachers.
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Despite a small number of peer reviewed studies on implementation of trauma-informed
school programs, the results are similar to the plethora of research on SWPBIS and other whole
school initiatives. They often fail because of lack of fidelity to the program and lack of support
for teachers (Bradshaw et al., 2012). Teachers may not be getting enough support from
administrators and not enough professional development therefore they fail to implement the
program with fidelity. When the program does not seem to be effective in changing student
behavior, teachers may revert to punitive and authoritarian practices (Maring & Koblinsky,
2013). In addition, it has been shown that teachers may default to exclusion from a lack of
efficacy around supporting children whose problems in school may be a result of external factors
such as abuse and neighborhood violence (Gibbs & Powell, 2012).
Research was found in the literature regarding teachers’ perspectives on their training
needs. Maring & Koblinsky (2013) investigated the feelings of teachers working with students
in high violence neighborhoods. The authors of this study found that the teachers experienced
challenges and adapted to the challenges with individual coping strategies. The teachers also
revealed that they engaged in avoidance behaviors regarding the behaviors of difficult students.
The results of this study are supported in the literature by other studies indicating that teacher
training adds confidence and self-efficacy that allows the teachers to better manage the
externalizing behaviors of students (Dicke et al., 2015; O’Neill & Stephenson, 2012; Peters,
2012).
There is some research in the literature regarding the training needs of special education
teachers (Oliver & Reschley, 2010; Stough et al., 2015). Neither of the two studies found
discussed special education teachers who worked with children with trauma. Only one study
was found that was designed to gain an understanding of teacher perspectives on providing
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support to elementary school students who were exposed to trauma (Alisic, 2012). The results of
the semi-structured interview showed that the teachers expressed a need for more professional
development and struggled to meet the needs of their traumatized students. However, this study
was conducted using a sample of general education teachers in an elementary school. There was
no mention of the needs of special education teachers.
Research indicates that as many as 80% of the children in a special education have been
exposed to trauma (Blodgett, 2015). It has been suggested that special education teachers have
an opportunity to influence their general education colleagues by providing them with support in
managing the behaviors of their special education students during their time in inclusion or
mainstream classes (Oliver & Reschley, 2010). Although the research shows that special
education teachers frequently have students with trauma in their classrooms, and although
research shows that teachers who receive adequate training feel better equipped to manage their
students with challenging externalizing behaviors (Dicke et al., 2015), a gap was found in the
literature regarding the training needs of special education teachers working with children with
DT (Oliver & Reschley, 2010). Thus, the present study examined the perspectives of special
education teachers regarding their training needs when working with children with DT.
Summary
Teachers lack sufficient knowledge and training in trauma-informed practices in both
teacher preparation programs (Stough et al., 2015) and in PD opportunities offered during their
teaching tenure (Shamblin et al., 2016) to respond to the internalizing and externalizing
behavioral challenges of students with DT. Children with DT have atypical neurobiological
development and insecure attachment (Delima & Vimpani, 2011; Barnum et al., 2017). Thus,
they may have difficulty with self-regulation and therefore are likely to demonstrate unique
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internalizing and externalizing behavior problems in school (Greeson et al., 2014; Hanson,
2014). Research indicates that teachers can play a role in reducing internalizing and
externalizing behaviors by helping children with DT regulate the toxic level of stress hormones
(Howell & Miller-Graff, 2014). Children with DT may benefit from explicit teaching of selfregulation, mindfulness, and resiliency in school (McMahon, 2015; Rutter, 2013). More research
is needed to determine the needs of teachers when implementing trauma-informed strategies in
their classrooms (Alisic, 2012; Perry & Daniels, 2016). In addition, special education teachers
may have a need for immediate training as they likely face many children in their classrooms
who have experienced trauma (Blodgett, 2015). No studies were found in this review of the
literature regarding the training needs of special education teachers in the implementation of
trauma-informed strategies. The present study aimed to respond to the call in the literature for
more research on the training needs of teachers (Perry & Daniels, 2016). This study contributed
to the gap in the literature in this area by examining the perceptions and experiences of special
education teachers who have had a minimum of one training session on trauma-informed
classroom strategies.
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Chapter 3: Research Method
The problem to be examined in this qualitative case study was the lack of SE teacher
training in trauma-informed care needed to adequately address the internalizing and externalizing
behavior problems of children with DT in the classroom (Alisic, 2012; Phifer & Hull, 2016).
The purpose of this qualitative exploratory case study was to examine SE teachers’ perceptions
regarding their lack of training in trauma-informed care to adequately address the internalizing
and externalizing behavior problems of children with DT in the classroom. In this chapter, an
explanation of the research method and design used will be provided. The population of SE
teachers who participated and the sampling method used to select them will be reviewed. The
semi-structured interview protocol and other data to be reviewed will be discussed. The
procedures for data collection, processing and analysis will be explained in detail. This chapter
includes a discussion of the assumptions, limitations, and delimitations. Finally, this chapter will
include ethical assurances and a summary.
This qualitative case study was focused on the present challenges and lack of training that
special education teachers are facing regarding internalizing and externalizing behaviors of their
students with DT. The following research questions supported this qualitative case study
because the focus of the study was on the individual experiences and perceptions of each of the
participants in a real-life setting (Yin, 2011).
Research Question 1. What are teachers’ perceptions of the training they have received
in responding to behavioral challenges of students with DT?
Research Sub-Question A. What are teachers’ training needs regarding
internalizing behavioral challenges of students with DT?
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Research Sub-Question B. What are teachers’ training needs regarding
externalizing behavioral challenges of students with DT?
Research Design
The study of teachers’ perceptions and experiences is subjective and can best be
examined through a constructivist research philosophy using qualitative design and methods
(Miles et al., 2014). The objectivist approach using quantitative methodology seeks to test theory
using closed questions. The aim of this study was to serve as a basis for further research and to
develop meaning from the data, not derive definitive evidence, thus quantitative methods would
not be appropriate (Mayer, 2015). Constructivist research seeks to gather understanding through
multiple participant perspectives (Oleinik, 2011). Case study design allows for consideration of a
contemporary phenomenon within a real-life context (Yin, 2011). In addition, this study
involved individual teachers working with a myriad of different children in different classrooms
which provided varied details and nuances of human behavior. Case study research allows for
the study of the human condition. It does not require specific behaviors to occur in response to
specific prompts, as might be the case with quantitative methodologies (Flyberrg, 2006). In
addition, the current study was designed to learn from the research, not provide proof of a
phenomenon occurring. Case study is well known as a design that allows for learning through
research (Flyberrg, 2006). In order to better understand the training needs of teachers, it was
beneficial to speak to the teachers who are in the actual classrooms working with children with
DT. Because this study presented a particular situation (the training of SE teachers in traumainformed care), and was intended to inform other situations (teachers working with children with
DT) it was best examined using an instrumental case study (Yin, 2011).
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While narrative analysis also allows for study in a real-life context, there is consideration
of the cultural context of the participants (Esin et al., 2014). In this study, the cultural context of
the special education teachers was not relevant to the research questions. Ethnography, another
qualitative design, was not appropriate for this study because researchers using ethnography
study a cultural group in a natural setting over a prolonged period of time (Vogt et al., 2012).
The current study examined the participant’s perceptions of a program. Time did not elapse to
collect the information needed to answer the research questions.
Following case study protocol, research questions were developed to collect information
on the problem and purpose of the study. SE teachers were selected to participate using
purposive sampling based on previous exposure to trauma-informed classroom training. A semistructured face-to-face interview was conducted with each participant. Training materials from
past trainings were reviewed. The interviews were recorded and then transcribed. The data was
analyzed for themes and coded by hand. Transcriptions were member checked. The themes that
emerged from the data will be discussed.
The research questions are best supported by qualitative case study because the focus of
the study is on the individual experiences and perceptions of each of the participants in a real-life
setting (Yin, 2011). This study was focused on the present challenges and lack of training that
the teachers are facing regarding internalizing and externalizing behaviors of their students with
DT. The case study design allowed for learning from the experiences of the participating
teachers.
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Population/Sample
The population for this study was individual special education teachers currently working
in elementary, middle, and high schools in New Jersey who work with children with DT in the
classroom. The population was comprised of special education teachers because research shows
that a significant number of children in special education have been exposed to childhood trauma
(Blodgett, 2015). The participants were selected from schools in New Jersey to reduce the travel
time and costs for the research. In addition, every effort was made to conduct the interviews
face-to-face rather than remotely. Collecting participants from the home state of the
researcher.allowed for all but one interview to be conducted face-to-face.
After obtaining site permission from the participating school systems and NCU IRB
approval, the participants were recruited through contact with principals and superintendents in
public schools in NJ who provided their SE teachers with at least one hour of training in traumainformed care. A recruitment script (Appendix A) was distributed to the schools that have
participated in trauma-informed training. All site permissions (system and school) were obtained
in order to receive NCU IRB Committee approval. Participation in the study was voluntary.
The sample size for the proposed study was determined by the amount of data required to
achieve saturation (Mason, 2010). Ten to fifteen is shown to be an appropriate sample size for
qualitative interview methodologies unspecified to design, however, there were not 15 teachers
who have had at least an hour of training in New Jersey (NJ) who agreed to participate in the
study. The seven study participants were selected based on their participation in previous training
in trauma-informed care. Because depth and quality of the data collected from the participants,
rather than the number of interviews, determined its value and saturation, 6 participants were
initially interviewed (Mason, 2010). To test for saturation, another participant was interviewed.
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This study examined the perceptions of special education teachers who have received some
training on trauma-informed care in school, thus the sample was comprised of special education
teachers. To reduce the limited diversity that can occur with homogeneous sampling,
participants were selected from elementary, middle and high schools which provided an
increased opportunity for finding participants as well as increasing transferability (Oleinik,
2011).
Materials/Instrumentation
The instrument used in this case study was a semi-structured interview protocol
(Appendix C). The number of questions and the question content followed the protocol set by a
previous researcher who used case study design in the study of teacher training needs (Alisic,
2012). That interview consisted of 20 questions divided into four sections with follow up
questions. The interview in this case study consisted of 18 questions broken into three sections;
general questions, experience and strategies, and training needs (Appendix C). The questions
were designed to collect information to answer the research question and both sub questions.
The questions are arranged into four categories. The first few questions were designed to
establish rapport and to collect demographic information such as the participants’ name, age,
gender, and years as a teacher. The next sets were designed to collect information related to the
research question and were about the experiences the participants have had prior to the interview.
The third set of questions are designed to collect information on the training needs of the
participants. Other questions will be designed to collect data that align with the research
questions. The entire interview protocol can be found in appendix C. A description of
internalizing and externalizing behaviors in the classroom was provided prior to asking the
questions. The number of questions was based on a need to collect adequate information. In
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addition, it is important to leave room for follow-up questions and conversation. In semistructured interviews, follow-up questions and time for the participant to expand on their answers
provided rich information (Irvine, Drew, & Sainsbury, 2012). The semi-structured interview
protocol was approved by the dissertation chair and subject matter expert. The themes were
identified through a large amount of hand coding (Sahin et al., 2016). Credibility was
established through member checking of the interview transcripts. Dependability was
established by maintaining a journal that transparently demonstrated my efforts at data collection
and analysis. Participants signed a confidentiality agreement as required by the NCU IRB
Committee. In addition, all recorded material and the accompanying transcripts were checked
for accuracy by Lara Gorton, a volunteer research assistant.
Study Procedures
The proposed case study received approval from NCU’s Institutional Review Board
(IRB) prior to data collection. The study involved minimal risk to participants. The data is
securely stored in accordance with IRB requirements. All recorded transcripts were maintained
locally on a password-protected computer. They have been loaded to a password protected cloud
based storage system. Informed consent was obtained from the participants prior to the
interview (Appendix D). Ethical consideration was provided to the participants by assigning a
letter to each and coding other identifiable information to protect the participants from being
connected to sensitive information (Newman & Kaloupek, 2009). The participants of this study
were volunteers who are currently teaching in a school and have received at least one hour of
training on trauma-informed care. After the participants were selected, they were scheduled for a
face-to-face or phone interview. Face-to-face is preferred but was not possible for one study
participants (Irvine, Drew, & Sainsbury, 2012). For that participant, the interview was
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conducted in a secure “Gotomeeting” room. The recording was downloaded onto a secure
computer. The face-to-face interviews took place at a local library in a private room that
afforded some privacy for the participant. The participants were asked to be able to dedicate a
maximum of two hours for the interview. Most interviews lasted about one hour. In addition to
collecting interview data, each participant was asked to provide any information they have
received from previous training in trauma-informed care.
Data Collection and Analysis
A semi-structured interview protocol was used to capture the teachers’ perceptions as
they unfolded throughout the interview (Agee, 2009; Turner, 2010). Follow-up questions were
asked to further explore a participant’s initial response (Turner, 2010). Semi-structured
interviewing is more appropriate than structured interviewing because it allows the researcher to
better manage irrationalities or repressed attitudes through the building of trust and the careful
use of nonverbal expressions (Branthwaite & Patterson, 2012). Each interview began with an
explanation of the purpose of the interview and the study. The researcher explained that she is
seeking her doctorate in education and that she has worked as a teacher and administrator. The
researcher also explained to each participant that the questions that were asked might sensitive
and personal in nature. The researcher informed them that if they were uncomfortable with any
question, they had the option of refusing to respond, and/or that the interview would terminated
if they indicated discomfort or distress from the process. The researcher reiterated the consent
and research issues to the participants and asked them to give oral consent on tape, in addition to
the written form, to participate in the study.
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The researcher took notes during the interview and the interview sessions were recorded.
Following each interview, the recordings were uploaded onto a secure, password-protected
computer. Each file was labeled with a letter to protect the privacy of the participants and
emailed to a private professional transcriber. Each interview recording and the interviewer’s
notes were transcribed verbatim by the interviewer and Sarah Neal, a research assistant with
transcription experience. When the transcriptions were returned, the recordings were listened to
again and any corrections to the interview files will be made. Trustworthiness was ensured
through the application of member checking. Participants reviewed the data and verified
accuracy in writing prior to data analysis (Mayer, 2015).
An interpretive approach was used to analyze the data. Interpretive analysis allowed the
researcher to understand the subjective meanings that subjects use to describe their experiences
and was aligned to case study design using semi-structured interviews (Yin, 2011). In this
process, the researcher was cautious not to misrepresent the data, but to validate their
understanding within the data. The researcher demonstrated understanding by using language
taken directly from the participants to describe their experiences as accurately as possible
(Turner, 2010). These experiences were reported using quotes as examples, to provide accurate
descriptions of participants’ behaviors, thoughts, and feelings in relation to the contexts in which
they occurred (Miles et al., 2014). Hand coding and the identification of themes was used to
analyze the transcribed data (Miles et al., 2014).
Inductive analysis, a process by which the researcher allows the themes to evolve through
careful coding of the data rather than apply preconceived ideas about the topic was used. (Hseih
& Shannon, 2005). Native terms and quotes using a line-by-line, or open coding, technique was
employed (Olenik, 2011). Every line of each transcript was analyzed and coded with one or more
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themes. To develop themes, participant’s words were used as codes to depict their thoughts and
perceptions. Each code was reviewed to determine commonalities and establish the themes. In
addition, to ensure triangulation of data, the number of times participants identified each of the
main codes was counted in all of the transcripts. For verifiability, an experienced methods
expert will review the quotes to confirm the accuracy of their assignment to the themes and subthemes identified.
Assumptions
There were assumptions made regarding the proposed research design and method. It
was assumed that the interview would take approximately two hours to complete. This was an
assumption based on similar interview protocols conducted in the research (Erol & Akin, 2015).
The interviews were conducted with a test subject prior to formal data collection. If the test
interview took more than 2 hours to complete, the interview questions would have been
reviewed. It is important to maintain enough interview questions so that the appropriate data is
collected to support the research questions (Turner, 2010). The interviews for this study,
however, lasted approximately one hour or less. All questions were covered in every interview.
Some participants spoke longer than others, accounting for the slightly different lengths of each
interview.
Another assumption made was regarding sample size. Francis et al. (2010) suggests that
8-10 participants can provide saturation when using interview protocol in a qualitative study. If
the researcher was unable to secure enough participants in NJ who have attended at least an hour
of trauma-informed training for saturation, the researcher would have consider expanding her
geographic area and conducting interviews remotely using face time, telephone, or Gotomeeting.

69
Participant honesty was another assumption being made. This is an issue of controversy
in survey and interview methodology (Bredart, Marrall, Abetz-Webb, Lasch, & Acquadro,
2014). One method for increasing truthfulness of responses is to ask follow-up questions and to
restate questions using synonymous language (2014). It has also been suggested that participants
may be more forthcoming in phone interviews (Turner, 2010). If there was concern regarding
the honesty of the responses provided by a participant, follow-up questions would have been
asked via phone. Member checking of transcripts also increased honesty in reflection by
participants (Bredart et al., 2014).
Limitations
There are a few limitations inherent in the proposed study. The first is potential threats to
credibility. In qualitative study, it is important to be transparent in all phases of the research so
that anyone reviewing the research could understand and repeat the study (Yin, 2011).
Transparency will be ensured by making all data available for inspection and maintaining a
careful audit trail using activity logs and methodological logs (Mills, Durepos, & Wiebe, 2010).
Another facet of credibility is consideration of interviewer bias. When conducting a semistructured interview in qualitative research, it is important for the interviewer to maintain
emotional detachment and avoid comments that lead the participant toward a response (Turner,
2010).
Honesty of participants must also be considered. Each participant was a volunteer who
was provided with an opportunity to decline participation at any point in the process. In
addition, participants were encouraged at the beginning of the interview to be as honest as they
could. Rapport and assurances of confidentiality increased participant truthfulness (Shenton,
2004).
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Another potential limitation to the proposed study was transferability. The participants of
this study were teachers who have a minimum of one hour of training in trauma-informed care.
Thus, generalizability to teachers with no training may be limited. However, the purpose of this
study was to inform educators regarding the training needs of teachers who work with children
with DT. An absolute match of reader to participant characteristics is not needed for the reader
to derive some information from the study (Yin, 2011). The participants were all special
education teachers. However, the concern of managing the internalizing and externalizing
behaviors of children in the classroom is not unique to special education, and the interview
questions were specific to the behaviors of the students and not the location, general education
teachers may be informed by the results of the study (Amankwaa, 2016).
Finally, a third limitation of the study was triangulation. There were two methods of data
collection, participant interviews and document review. However, the participants were teachers
in different grade levels and from different districts. This expanded site triangulation can
increase the reliability of the data collected (Shenton, 2004).
Delimitations
Delimitations in the proposed study included the decision to interview only special
education teachers. Research indicates that classroom management is an area lacking in special
education preparation (Oliver & Reschley, 2010). In addition, a recent study showed that as
many as 80% of the children in special education have DT (Blodgett, 2015). Special education
teachers may experience many students who demonstrate externalizing and internalizing
behaviors in their classroom (Jaffe, 2015).
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Another delimitation was the choice to collect data from two sources, interview and
document review. While that may limit triangulation, research shows that interviews conducted
with participants from varying school districts, who teach at various grade levels and have been
exposed to different professional development may add credibility for the reader (Shenton,
2004). In addition, the document review included a review of all the documents related to the
trauma-informed training attended by the participants. This review added depth to the responses
of the participants and scope to the data.
Ethical Assurances
Informed consent was collected by each participant who volunteered to be interviewed
(Appendix D). Confidentiality was maintained by assigning each participant a pseudonym. All
identifiable information was coded. Each participant was assigned a number that will correspond
to their transcripts to protect the participants from being connected to sensitive information
(Oleinik, 2011). IRB approval was obtained before any research was conducted. Site permission
was obtained before volunteers were solicited in each school district (Appendix B). The research
volunteers signed a confidentiality agreement.
There were no known conflicts of interest for the researcher. The data collection did not
take place in the researcher’s place of employment. The interviewer has 27 years of experience
in education. In addition, she worked in a variety of special education settings as a teacher and is
currently working as a director of special education. The interviewer has taught every grade
level from 2-12 in suburban and urban settings. The Interviewer’s experience was helpful when
establishing trust and common language with the participants. The trust and rapport developed
with the participants increased the truthfulness and depth of their responses (Amankwaa, 2016).
Every effort was made to resist making assumptions based on participant responses (Turner,
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2010). Recording the interviews, member checking, and third party review of data and themes
helped to minimize interviewer bias. In addition to testing the semi-structured interview
protocol, the interviewer practiced her interview skills on individuals unrelated to the research
project.
Summary
The problem to be examined in this proposed qualitative case study was the lack of SE
teacher training in trauma-informed care needed to adequately address the internalizing and
externalizing behavior problems of children with DT in the classroom (Alisic, 2012; Phifer &
Hull, 2016). The purpose of this qualitative exploratory case study was to examine SE teachers’
perception regarding their lack of training in trauma-informed care to adequately address the
internalizing and externalizing behavior problems of children with DT in the classroom.
Following case study protocol, research questions were developed to collect information
on the problem and purpose of the study. SE teachers were selected to participate using
purposive sampling based on previous exposure to trauma-informed classroom training. A semistructured face-to-face interview was conducted with each participant. Training materials from
previously attended training were reviewed. The interviews were recorded and then transcribed.
Credibility, transferability, and dependability were ensured and maintained. Data
triangulation of the data occurred through the use of two methods of collection, document review
and semi-structured interview. The purpose of the study was to inform educators. Although
special educators will comprise the sample, teachers and educators in many roles and many
grades may relate to the study results. The data was coded and analyzed for themes by hand.
Member checking increased trustworthiness of the data.
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Ethical concerns were addressed thought receipt of IRB approval prior to collection of
data. Site permission and informed consent were obtained. The participants were assured
confidentiality and as volunteers were reminded that they may terminate their participation at
any time throughout the data collection process. The researcher was free from any known biases
and endeavored to maintain a transparent audit of every step of the research process in secure
journals. Transparency and credibility are the keys to qualitative research that stands the test of
peer review.
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Chapter 4: Findings
The problem examined in this qualitative case study was the lack of SE teacher training
in trauma-informed care needed to adequately address the internalizing and externalizing
behavior problems of children with DT in the classroom (Alisic, 2012; Phifer & Hull, 2016).
The purpose of this qualitative exploratory case study was to examine SE teachers’ perception
regarding their lack of training in trauma-informed care to adequately address the internalizing
and externalizing behavior problems of children with DT in the classroom. The aim of the study
was to inform teachers and administrators of the needs of teachers working with children with
DT in their classrooms. In this chapter, the trustworthiness of the data will be discussed. The
results will be revealed and organized around the research questions. The findings will be
evaluated and interpreted within the study context and the profession of special education
teaching. The chapter concludes with a summary of the key points.
Trustworthiness of Data
Credibility, triangulation, transparency, and transferability are all needed to increase the
trustworthiness of a study (Shenton, 2004). The present study meets the criteria for credibility
because steps were taken to assure that the phenomenon under investigation was accurately
recorded. The interview questions were derived from a previous qualitative case study in the
same area of study (Alisic, 2012).
There were two requirements to be by the participants in the study. The first was that
participants needed to be special education teachers. The second requirement was that they had
to have received a minimum of one hour of training prior to the interview. The participants were
asked to provide the training materials from their training to provide a background and assist
with identifying attitudes and beliefs of the participants (Shenton, 2004). The documents that
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were reviewed included two power point slide decks, an infographic regarding the domains of
function for children with DT, and a worksheet identifying strategies for managing children with
DT in the classroom. Three of the participants were trained in the same workshop so they shared
the same slide deck. One participant provided a link to an audio interview she listened to.
The participants were recruited by an email sent out by their curriculum supervisor or by
responding to a post on a national organization’s Facebook page (Appendix E). The flyer
explained that participation was voluntary and that part pants needed a minimum of one hour of
training in trauma-informed education. None of the participants were coerced or compensated.
They came forward voluntarily. If they met the criteria for training, all volunteers were accepted.
They expressed their interest directly to the researcher. The participants were informed at the
start of each interview that they were not known to their supervisors or administrators or to each
other. Each participant read and signed their consent and were told that their interviews would
be assigned a letter that corresponded to their name (Appendix D). The key for the letter
assignments is stored in a password protected program (Oleinik, 2011). In addition, the
participants were told that if they became emotional or uncomfortable at any time during the
interview, that they could terminate or the researcher could terminate the interview. Basic
demographic information was asked at the beginning of the interview to put the participants at
ease. Rapport was easily established during each interview. The ease of the rapport and the
promise of confidentiality were conducted to increase the honesty of the participants’ responses
(Shenton, 2004). Iterative questioning was employed in a few cases where the interviewer was
not certain that the participants were providing accurate information or their responses were
lacking appropriate detail (Diefenbach, 2009).
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All the participants were asked at the beginning of each interview if they had a social or
professional relationship with the interviewer. All respondents answered no to the question.
None of the participants work with or near the interviewer. While a rapport was established to
increase honesty, the interviewer maintained professional objectivity and reduced the potential
for bias by referring often to the interview questions and keeping the interview connected to the
research questions (Turner, 2010).
Transparency was ensured by making all data available for inspection and maintaining a
careful audit trail using activity logs and methodological logs (Mills, Durepos, & Wiebe, 2010).
Emails containing message information and dates were used for communication with all
participants and with the site supervisors. The coding and theme identification sheets are all
dated and available for review. Member checking was conducted by each of the participants.
They were provided with a copy of their transcript, asked to read it, and then sign a form
verifying the accuracy of the transcription. All participants verified their transcripts.
Transferability was increased by the scope of backgrounds and grade levels taught by the
participants. The participants in this study were special education teachers from two different
school districts in NJ. The teachers were from the elementary, middle and high school level.
They taught various types of classes including self-contained, resource center pull out, and
inclusion. They taught a variety of subjects including English, math, social studies, and science.
While they were all from school districts in central NJ, an absolute match of reader to participant
characteristics is not needed for the reader to derive some information from the study (Yin,
2011). Managing the internalizing and externalizing behaviors of children in the classroom is not
unique to special education, and the interview questions were specific to the behaviors of the
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students and not the location, thus, general education teachers may be informed by the results of
the study (Amankwaa, 2016).
Results
The seven participants for this research study were selected from two different school
districts in New Jersey (see Table 1 for participant demographics). The participants were all
special education teachers and they all had a minimum of 1 hour of training on trauma-informed
schools. All individuals interviewed for this study currently work as special education teachers
in public schools. Semi-structured interviews were digitally recorded and the recordings were
transcribed verbatim by a professional transcriber. The interviews lasted 30-50 minutes.
The responses were analyzed to identify themes that were used to address one research
question and two sub-questions about the lack of training in trauma-informed education and the
challenges of working with children with DT in a special education classroom. The analytic
procedure was based on the summative analysis approach which allows for maximum individual
contribution while minimizing individual subjectivity (Rappaport, 2010). In addition, all the
training materials provided to the researcher were reviewed for content.
At the beginning of the interview each participant was asked their age, current position,
experience in teaching, and the years that they have been teaching. Although they were told it
was optional, all participants chose to provide their age. The main purpose of these preliminary
questions was to obtain basic information, which was needed to assist the researcher in data
analysis and interpretation. The experience of the participants varied from one year to over 25
years. The ages of the individuals varied from 21 to 63 years old. The type of programs taught
spanned the typical program offerings on a public school. When investigating the needs of
teachers, it is important to collect information from a wide range of individual ages, experiences,
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and grade levels taught (Alisic, 2012). The participants’ demographics are summarized in table
1.
Table 1
Participants’ Demographics

Age
Gender
Job Description

Grade level

Years of Experience
Hours of training in
Trauma-informed
care

21-30
31-65
Female
Male
Resource Room (RR)
Inclusion (ICS)
Self-Contained
RR/ICS
Elementary
Middle School
High School
1-15
15-30
1-8
9-20

Number of
Participants
2
5
7
0
1
4
1
1
1
3
3
4
3
6
1

Percentage
29%
71%
100%
0%
14%
58%
14%
14%
14%
43%
43%
58%
42%
86%
14%

The following research question was addressed:
Research Question 1. What are teachers’ perceptions of the training they have received in
responding to behavioral challenges of students with DT?
Research Sub-Question A. What are teachers’ training needs regarding
internalizing behavioral challenges of students with DT?
Research Sub-Question B. What are teachers’ training needs regarding
externalizing behavioral challenges of students with DT?
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As expected, participants’ answers in this study varied according to their age, years of
experience, grade levels taught, and amount of training in trauma-informed care in schools.
Research Question 1: What are teachers’ perceptions of the training they have
received in responding to behavioral challenges of students with DT? The teachers’
exposure to trauma-informed care training varied from 1-8 hours of training. In response to this
question, the themes that emerged were what they took from the training that they used in their
classroom and what needs remained for them when working with children with DT in their
classrooms.
Theme 1: Trauma Impacts Students in the Classroom. Few of the respondents could
articulate the strategies that they learned from training that helped them in their classrooms,
however many described an understanding of what it means to have trauma and how it impacts
children in school. Participant D (PD) could give a basic title of the training she received but not
any details of what she took away from the training. Participants C and E spoke of learning the
definition of trauma and how it impacts learning and behavior. Participant C stated, “…Just the
background in trauma-sensitive...what trauma is…a definition of it.” Participant E stated, “Just
everything about trauma…” Participant F mentioned shifting perspective when she stated, “…to
be accepting of all students, not really knowing where they are coming from…” Regarding her
thoughts on the training she received, participant G stated, “Quite frankly, validation that
everything I was doing was correct.”
Theme 2: Support for Children with DT in the Classroom. Every participant
articulated the need for more training. They mentioned the need for more training for
themselves, their colleagues, and their administrators. PG spoke about the need for her
colleagues needed “to be more tolerant….and allow life to happen.” PE stated, “the gen. ed.
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teachers really need to know because a lot of them have them in their classrooms and just don’t
even have a clue on what to do.” PF stated “…and this is something we are still kind of closedminded on, and this is something we need to be more accepting of.” Four participants mentioned
the need for a better understanding of the impact of trauma on children. PF stated “I feel like I
need a part 2 to that training. I need to know how to deal with these kids.” PD, who works in a
school that has set a goal to become trauma-sensitive stated that the school needed “just an
understanding or clarity between the discipline policy and trauma sensitive. That is a huge
problem.” PA spoke about many teachers in her school feeling that “nothing was getting done”
in her classroom regarding the inappropriate behaviors in the classroom. She felt that if the
teachers who felt nothing was getting done “had a deeper appreciation and maybe get some
strategies…” they would be more understanding of students with DT. A few of the participants
expressed a need for understanding administrators. PC stated, “…you want them to be flexible
in their punishment…you want them to have a heart and you want to trust that they will make the
best decision.” Every participant expressed a desire for in-person training and coaching over
online training and reading books. PC stated, “There was some great in-service stuff going on
and I hope they continue that.”
Research Sub-Question A: What are teachers’ training needs regarding
internalizing behavioral challenges of students with DT? In response to this question, the
themes that emerged were strategies that the teachers used to support the internalizing behaviors
of their students, things that got in the way of their efforts, and things that were in place in their
schools that were helpful.
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Theme 3: Strategies to Support the Internalizing Behaviors of Children with DT in
the Classroom. PB explained that she works to identify triggers, a strategy explained in her
trauma-informed care training. However, she didn’t use the term trigger and did not attribute the
strategy to her training. Her explanation was “she would…blank stare in a certain direction.
That’s how we knew she was processing something.” All the participants explained relationship
building strategies such as “I protected her”, “You can’t say anything negative to these kids”,
“What do you need from me?”, “Responsive, consistent, and fair”. PA stated several strategies
that would be considered trauma-informed such as “gentle talking”, coloring opportunities, or
“Allowing them to disconnect from the activity for a while.” A review of the documentation
from her training revealed that coloring, time-in (another way of describing allowing students to
disconnect for a time), and relationship building language (“gentle talking”) were strategies that
came from the training slide deck. When asked directly where she got the idea she stated “Those
are just things I employed myself. I didn’t necessarily learn them.” One participant mentioned
parent involvement as a useful strategy with internalizing behavior. PF stated, “I started talking
to her mom...If I never talked to her mother, I would have never known what happened.”
Theme 4: The Challenge of Managing the Internalizing Behaviors of Children with
DT. A few of the respondents stated that they were not given enough information on the
children they were working with. PF stated, “we’re never really told what happened to the kid.”
About using the Response to Intervention (RTI) supports, also known in NJ as the Intervention
and Referral Service (I&RS), PC stated “…we get frustrated because there is no follow-up…you
don’t ever hear about it.” PF described a student who was very withdrawn in class. One day she
stopped coming to class. She stated, “nothing was ever said, and then …she just popped in one
day, and we were like ‘We haven’t seen you in six months…We were never told why she was
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out.” PD stated “…but don’t give us the nitty gritty…I feel like there is no support…and I still
don’t get a response back.” PC stated,” I would like a little more information. I’d like the
teachers to be included a bit more.” PA mentioned the lack of training as being in the way of
supporting her students.
Theme 5: Support for the Internalizing Behaviors of Children with DT. Every
respondent mentioned the availability of a school counselor, case manager, or social worker as
an available support to help them with their students’ internalizing behaviors. PD stated “I
call…. the case manager. That’s my line of defense.”
Research Sub-Question B. What are teachers’ training needs regarding
externalizing behavioral challenges of students with DT? In response to this question, the
themes that emerged were strategies that the teachers used to support the externalizing behaviors
of their students, things that got in the way of their efforts, and things that were in place in their
schools that were helpful.
Theme 6: Strategies to Support the Externalizing Behaviors of Children with DT in
the Classroom. Like the responses in theme 3, the participants mentioned strategies that can be
considered trauma-informed but they did not attribute them to their training. PG stated
“…removing a child from the situation around the stairs, do edibles, or redirecting and allowing
something different…. I have theraballs, I have breathing strategies.” A few of the participants
mentioned removal from class. PB explained “Once, I cleared the room, but that was…a kid
who should have never been in-district.” A few participants also mentioned some form of
acceptance and letting the children work through their issues. PF stated “…if I tried to stand by
him or talk to him and redirect, it would become louder…. I just kind of let him do his thing.”
PA described “brain breaks” that she solicited from her students at the beginning of the year.
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The participants provided many relationship building strategies for externalizing
behaviors. PB stated “If you build a relationship with them, you can get anything out of them
you want.” PD described “…having quiet conversations with him.” PA stated, “I do a lot of
talking…just say ‘Hey what’s going on?” One participant introduces a stuffed dog to her class
every year. She models how to talk to “Roger” about their problems.
Theme 7: The Challenge of Managing the Externalizing Behaviors of Children with
DT. Like the responses about internalizing behaviors, the participants discussed lack of
understanding of the behaviors of their students on the part of their colleagues. PG stated, “I
think a lot of behavior happens… because people battle the children because they think they are
being disrespectful.” PA noted that she has been criticized for poor classroom management
during an observation because her principal did not recognize the trauma-informed strategies she
was putting into place. One participant shared that she felt that the externalizing behaviors were
more challenging than internalizing behaviors and that sometimes “you just can’t reach them.
They won’t let you in.” One participant suggested that children with externalizing behaviors
should stay in one classroom all day so they don’t have to move “from one person to another.”
She went on to explain that not everyone understood the kids with externalizing behaviors.
The participants spoke a lot about the use of counselors and case managers when
explaining how they managed internalizing behaviors. However, there was little mention of
counselors during the discussion of externalizing behaviors. There was discussion about
discipline. They spoke of discipline as something that they circumvented for their students.
Some of the participants explained variations of “protecting” their students from the discipline
policies and practices in their school. PE stated “I try not to write students up. I’ve just felt that
it’s not really conducive to the situation.” PF stated, “I feel like kids get suspended over the
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stupidest things, like dress code…or they get pulled out of school for…in-school suspension
because they missed too many days…Really?”
Theme 8: Support for the Externalizing Behaviors of Children with DT. Only one
participant mentioned an evidence based school-wide program for supporting children with DT.
PA stated, “They’re bringing in restorative practices very, very heavily.” She also stated “But
we have not been trained…. It really wasn’t expressed to us in a way that teachers were very
receptive…there were union issues because they did it wrong.” A few respondents mentioned
that having another person in the class for inclusion was a comfort. It allowed them to manage
the behavior while the other teacher could continue the lesson. In addition, one teacher stated,
“I’m thankful there is another person in the classroom so if it were to ever get out of control,
there’s another body in there to help me.” This same participant also mentioned that she found
assistant teachers helpful when managing the externalizing behaviors of her students.
In direct opposition to three of the participants who mentioned discipline as something
that was in the way for teachers, one teacher mentioned that punishment was something she felt
supported her in her work with her students. Her school was moving toward trauma-informed
care so they removed the school-wide point system. She stated that “I believe in the point
system we had. I believe it worked, it kept kids in some sort of control over themselves.” She
also stated, “I don’t have extensive training on this…. the boy that I spoke about that was always
shouting out…if he’s left to do that and never have a consequence, that’s not the real world.”
Theme 9: The Challenges of Managing Both Internalizing and Externalizing
behaviors of children with DT. There were many instances where participants mentioned
difficulties of working with children with DT and not specifically about whether the behaviors
were internalizing or externalizing. PB stated “…in an in-class support setting, the numbers,
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because your kind of wearing a lot of different hats…it’s not conducive to diving in and
dealing…” She also mentioned that “teaching was getting in the way. I’m trying to get these
kids through…because I think that’s more important than…what you are trying to accomplish in
English class that day.” A few respondents explained that the lack of understanding of special
education was in the way of providing support to children with DT. Regarding her general
education colleagues that worked in an inclusion model PC stated “…they might not allow you
do the accommodations that you need…. they just don’t understand inclusion in general. PE
stated, “the gen.ed. teachers really need to know because a lot of them have them in their
classrooms and just don’t even have a clue on what to do.” Regarding her administrator, PA
stated “I do think there’s a patience that isn’t there…he comes from general education. I think
he would do very well if he had …a Masters in special ed.”
Evaluation of Findings
Teachers are often confronted with the challenges of internalizing and externalizing
behavior of children with DT in the classroom (Blodgett, 2015; Duke, Pettingell, McMorris, &
Borowski, 2010). The concept of trauma-informed school climates is new (Phifer & Hull, 2016).
Thus, little is known about the experience and perceptions of the teachers working in classrooms
with children with DT (Phifer & Hull, 2016). The findings from this research revealed teachers’
perceptions of the training they received on trauma-informed care and the things they still need
to support children with DT in their classrooms. As discussed in the literature, the participants
all acknowledged the importance of understanding the impact of trauma on the learning and
behavior of children (Bucker et al., 2012; Cho et al., 2012). They also unanimously expressed
the need for more training for themselves and for their colleagues and administrators (Alisic,
2012, Wolopow et al., 2011). In addition, none of the participants remembered learning about
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trauma during their training to become special education teachers. One teacher mentioned that
she had learned about trauma, but follow-up questioning revealed that it was information on
traumatic brain injuries.
In the preliminary interview questions, participants identified their experience in the
teaching profession, the types of classes they have taught, and the amount of training in traumainformed care they received. From their responses, it became clear that the teachers with more
training in trauma-informed care were more able to articulate the strategies that are considered
trauma-informed such as relationship building, mindfulness, and self-regulation (Cole et al.,
2009; NCTSN, 2008). This was consistent across years of experience teaching.
The research findings considering the theoretical framework revealed that teachers with a
small amount of training (1-2 hours) could understand the impact of trauma on behavior, but
were not able to specifically state strategies for working with children with DT in the classroom.
Teachers with more than 2 hours of training could provide trauma-informed strategies that
helped them manage externalizing and internalizing behaviors in the classroom. The classroom
strategies offered by the teachers with more training were more preventative than reactive. They
had a deeper understanding of the atypical brain development of children with DT and could
develop strategies that reduced their behaviors in their classrooms (D’Andrea et al., 2012).
There were some anomalies in the responses of the participants that are outside the
theoretical framework. One participant who has been teaching for 16 years and 1had one and a
half hours of training was in support of a one-size-fits all school-wide behavior plan. Her school
had removed a point system that had been in place for her entire career in that building. The
administrator removed the point system and has not yet replaced it with a trauma-informed
protocol for responding to the behavior needs of all children. Teachers may feel unsupported in
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times of transition to a new program (Bradshaw et al., 2012). When teachers perceive that they
are not getting enough support from administrators and not enough professional development
they express concerns about inconsistency. When the program does not seem to be effective in
changing student behavior, teachers may revert to punitive and authoritarian practices (Maring &
Koblinsky, 2013). Although she has only been teaching for one year and had 6 hours of training
in trauma-informed care, another participant expressed a similar situation happening in her
school where they were committed to becoming trauma-informed and had adopted Restorative
Practices. This participant, however, understood that her colleagues were complaining about
inconsistency in administrative response because the program training was not complete and was
being handled poorly. Another unexpected result was that most of the participants who spoke of
trauma-informed strategies in the classroom, did not attribute their learning of them to the
training, even though the training materials provided indicated that those strategies had been
introduced during training.
The findings of this study extend the conclusions reached by previous studies in this area.
The research in the literature regarding the training needs of special education teachers found
that they do not receive the same amount of training in classroom management as their general
education colleagues (Oliver & Reschley, 2010; Stough et al., 2015). However, neither of the
two studies found discussed special education teachers who worked with children with trauma.
This study builds the work of Olivery & Reschley in that the special education teachers who
participated expressed a need for more training in trauma-informed care in schools. Only one
study was found in the review of literature that was designed to gain an understanding of teacher
perspectives on providing support to elementary school students who were exposed to trauma
(Alisic, 2012). The results of the semi-structured interview showed that the teachers expressed a
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need for more professional development and struggled to meet the needs of their traumatized
students. However, this study was conducted using a sample of general education teachers in an
elementary school. This study has similar findings and contributes to the literature by expressing
the perceptions of special education teachers regarding their need for training in trauma-informed
care in schools.
The analysis of the data for this study shows the need for more training for special
education teachers in trauma-informed care in schools. The participants in this study
consistently expressed a need for their general education peers and administrators to have more
training in trauma-informed care. They spoke of the need for a deeper understanding of the
impact of trauma on learning and behavior. In addition, they described feeling misunderstood by
their non-trauma-informed colleagues.
Summary
The perceptions of special education teachers on their training needs regarding traumainformed care in school was the primary focus of this study. To collect data for the research, the
investigator asked participants to provide answers to the research question in a semi-structured
interview. The questions in the interview were designed to clarify participants view of the
training they had already received in trauma-informed care in school and what they needed to
support their work with children with DT in the classroom. The findings from this research are
the basis for knowledge that can inform administrators and teachers regarding the need for
trauma-informed care in schools.
Demographic information about the participants included their age, teaching experience,
levels and classes taught, and hours of training in trauma-informed care. Based on the responses
to questions asked, data showed that there were differences in responses based on the amount of
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trauma-informed training rather than the years of teaching experience. Important themes that
emerged during analysis were: things that teachers needed to support their work with children
with DT in their classroom, things that the participants found helpful to them in their work, and
things that were in the way of their work with children with DT in the special education
classroom.
As expected, the teachers with more training in trauma-informed care had more
understanding of their students’ behaviors and could provide more specific strategies for
managing internalizing and externalizing behavior in the classroom. All the participants
expressed a need for more training for themselves and their colleagues. They all found
counselors and case managers to be something that helped them manage their students with DT.
Most expressed a wish that their administrators and general education colleagues had more
understanding of the impact of trauma on children’s learning and behavior.
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Chapter 5: Implications, Recommendations, and Conclusions
One out of four children in a school classroom have experienced trauma (Duke, et al.,
2010). The likelihood of children in a SE classroom who have experienced trauma may be as
high as 80% of all classified students in a district (Blodgett, 2015). There is evidence, however,
of the training needed by SE teachers to support children with trauma in the classroom (Alisic,
2012). The purpose of this qualitative exploratory case study was to examine SE teachers’
perceptions regarding their training in trauma-informed care to adequately address the
internalizing and externalizing behavior problems of children with DT in the classroom. This
research was accomplished from an exploratory case study approach using semi-structured
interviews. Qualitative case study design allowed for consideration of a contemporary
phenomenon within a real-life context (Yin, 2011). This study involved individual teachers
working with a myriad of different children in different classrooms which provided varied details
and nuances of human behavior.
The sample for this study was limited to seven individuals who were working as special
education teachers in public schools in New Jersey. The findings and conclusions from this
research relied predominantly on the researcher’s knowledge and experience and were limited to
the respondents’ perceptions of their need for training in trauma-informed strategies for
managing the internalizing and externalizing behaviors of their students with DT. The research
data were limited to words in the form of audio recordings from participant interviews.
Protecting participant confidentiality was the highest priority throughout this study. To ensure
privacy, each participant was provided with an informed consent forms that contained accurate
information about the minimal risks and benefits of the research for them. The informed consent
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is presented in detail in Appendix A. All signed letters were collected and stored securely at the
researcher’s location.
In this chapter, the implications and recommendations that may inform teachers and
administrators of the need for more training in trauma-informed care of students with DT will be
discussed. The implications and recommendations are also intended to inform further research in
the needs of special education teachers who are confronted with the challenges of managing
students with DT in their classrooms. The first part of this chapter begins with the analyses of
the implications that are organized around one research question and two sub-questions. During
the semi-structured interviews, the participants were asked 12-13 questions that support the
research question and two sub-questions and that represent the foundation of this research.
Considering the participants’ responses and the researcher’s own knowledge and experience, a
set of recommendations was generated for practice and for future research. The chapter ends
with conclusions intended to summarize the most important points of the chapter’s findings.
Implications
The findings of this study were intended to help teachers and administrators better
understand the training needs of SE teachers regarding managing the internalizing and
externalizing behaviors of children with DT in the classroom. Recent research on the atypical
neurobiological development of children with prolonged exposure to adverse experiences is
causing administrators and teachers to re-consider the training needs of the teachers working
with these children in the classroom (Phifer & Hull, 2016). After analyzing the participants’
responses to the research question and two sub-questions, several findings suggested the need for
more training regarding the needs of children with DT in the classroom. The following is a
discussion of the implications of the study (Dorado et al., 2016).
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Research Question: What are teachers’ perceptions of the training they have
received in responding to behavioral challenges of students with DT? Participants’
perceptions of their training needs varied based on the amount of training they had received prior
to the interview, their individual experiences in the classroom, and the support they received
from other members of their school community including administration and school counselors.
From the analysis of the data collected from the participants’ responses to this question, the
following two major findings emerged: 1) Participants could identify the unique needs of
children with DT in the classroom, and 2) Participants recognized the need for more training
regarding managing the internalizing and externalizing behaviors of children with DT in the
classroom. They articulated the need for more training for themselves, but also for general
education teachers and administrators. The qualitative research approach and limited number of
interviewed participants have implied an interpretation to the question, which is that the training
they received helped them understand the unique needs of children with DT and that more
training is needed to support their work with these children in the special education classroom.
A quantitative research approach with more participants from school districts in other parts of the
country may produce different outcomes.
The implications of the first finding are that with a minimum of one hour of training
regarding the impact of childhood trauma on learning and behavior, SE teachers can define
developmental trauma and understand that children with DT have atypical neurobiological
development that impacts their behavior in school (Alisic, 2012). SAMSHA (2014) outlined
four components of becoming trauma-informed; realizing the prevalence of trauma, recognizing
how it changes neurobiological development, responding in trauma-informed ways, and resisting
re-traumatization. Realizing the prevalence is the first phase of becoming trauma-informed. In
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this phase, employees of the organization (in this case, teachers) learn that approximately 64% of
Americans have been exposed to adverse childhood experiences (D’Andrea et al., 2012). In the
second phase, employees understand that prolonged exposure to adverse childhood experiences
changes neurobiological development and negatively impacts adult health outcomes (Anda et al.,
2010; Cichetti et al., 2010). In the third phase, employees learn to respond to their clients (in this
case, students) with evidence-based trauma-informed strategies. And finally, in the last phase,
systems are in place to resist re-traumatization. Comparing the participant’s responses to this
framework places all the participants of this study in the second phase of becoming traumainformed. They understood the prevalence of adverse childhood experiences in the population
they served and they could articulate that the exposure impacted their ability to learn and behave.
Blodgett (2015) provided three definitions to describe the journey to becoming trauma-informed;
trauma-sensitive, trauma-informed, and trauma-focused. Trauma-sensitive indicates a basic
understanding of the prevalence of childhood trauma and that it impacts neurobiological
development. Trauma-informed is the phase in which strategies and processes are in place
specifically to address the unique needs of children with trauma exposure. Trauma-focused
indicated system wide efforts to improve outcomes for children with DT. Blodgett’s definitions,
when applied to the participants’ responses in this study, places all of them in the traumasensitive category. They understand that prolonged exposure to adverse childhood experiences
changes the neurobiology of many children. They also understand that the atypical development
results in challenging internalizing and externalizing behaviors in the classroom. However, they
have not been exposed to many trauma-informed strategies for effectively managing the
behaviors. Teachers who are trauma-sensitive may provide proactive classroom management
strategies to create a classroom climate that supports relationship development, however, they
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default to reactive strategies when the behavior requires assistance from other members of the
school community (Korpershoek et al., 2016, Stough et al., 2015). In addition, research indicates
the need for explicit teaching of executive function, self-regulation, and resiliency to improve
outcomes for children with DT (Diamond & Lee, 2011; Jaffee et al., 2011, Ungar, 2013). The
participants’ responses in this study showed that after a single session of professional
development, most of the teachers remained unaware of these concepts and their positive impact
on the outcomes of their students with DT.
Participants’ perceived the need for more training regarding managing the internalizing
and externalizing behaviors of children with DT in the classroom. Some of the participants
recognized the need for training for themselves. Some felt that they could apply the information
from their single training to their classrooms because of their years of experience with children
with special needs. All the participants expressed the need for their general education teachers
and administrators to have more training on the impact of trauma on development and how that
atypical development impacts the internalizing and externalizing behavior of children in the
classroom. When programs such as PBIS are applied in individual classrooms and without
systemic fidelity in a whole school approach, their effectiveness was diminished (Bradshaw et
al., 2012). The data in this study indicates that the special education teachers working with
children with DT need support from colleagues and administrators outside their classroom.
Whole school training is needed to ensure appropriate support of children with DT in public
schools (Shamblin et al., 2016).
Research Sub-Question A: What are teachers’ training needs regarding
internalizing behavioral challenges of students with DT? Participants perceived that more
training was needed to effectively manage the internalizing behaviors of children with DT in
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their classroom. The participants’ responses to this sub-question have led to the following
findings: 1) Participants recognized the internalizing behaviors of their students and had some
trauma-informed strategies for managing these behaviors in the classroom, and 2) Participants
perceived the need for more training for their general education colleagues. The findings were as
expected as they followed the participants’ perceptions for the need for more training in traumainformed care in general (Alisic, 2012). The interpretations of this sub-question were limited by
sample size.
One of the implications of the findings from this research sub-question is that one to six
hours of training may provide special education teachers with the ability to recognize the
internalizing behaviors of children with DT. Most respondents could identify internalizing
behaviors in their students. Some employed trauma-informed strategies to reduce the impact of
the behavior on the learning environment. Most respondents, however, lacked the ability to
connect the strategies they used to manage the internalizing behaviors of their students with
trauma-informed care. Many supplemented their understanding of the causes of internalizing
behaviors with individual coping strategies. The implication of this finding is consistent with
studies in the literature indicating that more training would provide a deeper understanding of the
effective strategies for managing internalizing behavior and increase teacher confidence in
working with children with DT (Maring & Koblinsky, 2013; O’Neill & Stephenson, 2012).
Another implication of the findings for this research sub-question supports the finding for
the general research question. The perceptions of the teachers in this study are that their general
education teachers need more training in understanding the internalizing behaviors of children
with DT. Most of the participants’ responses to this sub-question indicated that the strategy most
often employed for internalizing behavior was the use of the school counselor, social worker, or
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school psychologist. They did not call their administrators because they did not want the
children disciplined. A consistent complaint from the participants was that they assumed that
their students were getting support from the school counselor but that they consistently failed to
be provided with any follow-up information. Trauma-informed care of students must be a whole
school initiative (Shamblin et al., 2016). Systems must be in place to support the children and
the teachers (Bradshaw et al., 2012). All members of the system require more training regarding
managing the internalizing behavior of students with DT in the classroom.
Research Sub-Question B. What are teachers’ training needs regarding
externalizing behavioral challenges of students with DT? Participants perceived externalizing
behaviors to be more challenging to manage in the classroom than internalizing behaviors. From
the participants’ responses to this research sub-question, the two findings that emerged mirrored
the findings for the first research sub-question: 1) Participants recognized the externalizing
behaviors of their students and had some trauma-informed strategies for managing these
behaviors in the classroom, and 2) Participants perceived the need for more training for their
general education colleagues. The limited number of participants, schools and school districts in
this study presented limitations to the interpretation of this study. Investigation into the
strategies and systems in place for managing externalizing behavior in more schools in broader
geographical areas might yield different outcomes.
There was a difference between the perceptions of the participants regarding support for
managing the internalizing and externalizing. Where they responded that they often called for a
counselor or social worker to assist them in supporting the internalizing behaviors of their
students with DT, most responded that they did not call for counselors as often for support with
externalizing behaviors. Most of the participants explained that if they alerted others to the
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externalizing behaviors, their students would be disciplined.

They indicated that they

understood that discipline would not improve their students’ behavior. This finding is supported
in the literature (Milot et al., 2010). Previous studies have shown that because the motivation for
externalizing behavior in children with DT is likely an over-charged amygdala, punishment and
discipline may be re-traumatizing rather than effective in reducing the behavior (Hanson et al.,
2014; Mullet, 2014). SE teachers need support in managing the externalizing behaviors of their
students (McCloskey, 2010). The implication of this finding is that a whole school approach to
trauma-informed care is needed to support the externalizing behavior of students with DT
(Alisic, 2012; Phifer & Hull, 2016).
Recommendations for Application
From the results and findings of this study, the proposed recommendations are intended
for practical application regarding the training needs of SE teachers regarding the management
of internalizing and externalizing behavior for children with DT. The practical applications are
directed to the two school districts in NJ who invited their SE teachers to participate in this
study. The benefits of the recommendations for practical applications to the broader education
community are limited due to the small number of school districts represented and the small
number of individuals who participated in this study. To support teachers in managing the
internalizing and externalizing behaviors of children with DT in their classrooms, the following
actions are recommended: (1) More training for SE teachers to manage the internalizing and
externalizing behaviors of students with DT; (2) More training for general education teachers
regarding the externalizing and internalizing behavior of students with DT, and; (3) Creation of a
whole school systematic approach to trauma-informed care is needed to improve the behavioral
outcomes for children with DT.
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The SE teachers who participated in this study had from one to six hours of training prior
to their interviews. From the main findings of this study, most of the participants indicated that
because of their training, they could define developmental trauma and that they understood the
impact of childhood trauma on internalizing and externalizing behaviors in school. Some of the
participants could articulate that they understood the importance of relationship for children with
DT. However, only one of the participants referenced specific trauma-informed strategies such
as mindfulness, self-regulation, and executive function. The need for more training for SE
teachers was evident directly by the participants stating that they wanted more training and
indirectly by their inability to articulate specific evidence-based strategies for supporting their
students with DT in the classroom. A full day of professional development on trauma-informed
education will provide teachers with an understanding of the prevalence of childhood trauma in
their population (Shamblin et al., 2016). It will also help attendees understand that exposure to
childhood trauma impacts neurobiological development which impact behavior and learning.
Teachers need more than 1-6 hours of training to be able to implement evidence-based strategies
that address the neurobiological impact of childhood trauma on students’ learning and behavior
(Perry & Daniels, 2016). Special Eucation teachers need more training to incorporate specific
evidence-based trauma-informed strategies in their classroom.
The findings of this research indicated that general education teachers need more training
in managing internalizing and externalizing behavior of children with DT. The participants of
this study expressed concern for the lack of tolerance and understanding of the externalizing and
internalizing behaviors of their students with DT. Children who experience early childhood
trauma may be more concentrated in SE classes (Blodgett, 2015), however, they are in the
general education classes as well. (Duke et al., 2010). In addition, some of the participants
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served as inclusion teachers and worked with their students in the general education setting.
General education teachers need more training regarding the impact of DT on behavior so that
they can work more effectively with their SE colleagues.
Perceptions are not reality, yet they impact teacher efficacy (Phifer & Hull, 2016). The
participants in this study perceived the need for more support from the administrators and
systems in place in their schools. School-wide reform has proven to be more effective than
individual teacher training (Bradshaw et al, 2012; McCloskey, 2010). SE teachers do not operate
in a vacuum. They are a part of a larger community. As such, they cannot operate with success
in isolation (Cole et al., 2009). In addition, many SE teachers serve their students as co-teachers
in the general education setting. It is important for both SE and general education teachers to
understand and agree on strategies and protocols when managing their students behavioral and
learning needs. SE teachers are occasionally confronted with internalizing or externalizing
behavior that requires assistance from a school counselor, social worker, or administrator.
Consistent, relationship building approaches have been shown to improve academic outcomes
for children with DT (Perry, 2009). If a student needs to come out of a classroom, the traumainformed strategies in place in the classroom must be continued outside of the classroom. SE
teachers need to be a part of a larger community that understands the unique needs of children
with DT (Alisic, 2012).
Recommendations for Future Research
To help special education teachers support the unique internalizing and externalizing
behaviors of students with DT, further qualitative and quantitative study is recommended. While
the current study involved participants across many grade levels, this study was limited in scope
and size. Qualitative study of the perceptions of SE teachers regarding their training needs for
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providing trauma-informed care in their classrooms is recommended with a larger sample size
across different geographic and demographic areas. Follow-up research studies on the
perceptions of SE teachers in other states are recommended to supplement the findings of this
study. A quantitative approach with a larger participant sample involving school districts from
varied demographic and geographic areas is recommended for greater transferability of findings
to the broader field of education.
The participants in this study had a maximum of 6 hours of training in trauma-informed
care. Only one participant could articulate trauma-informed strategies such as executive function
development and mindfulness. More qualitative research is needed regarding the perceptions of
SE teachers regarding their ability to implement these trauma-informed strategies after training.
It would also be beneficial to examine teachers’ implementation of trauma-informed strategies
after 12 or more hours of professional development.
More research is recommended to examine the perceptions of general education teachers
and administrators regarding managing the internalizing and externalizing behaviors of children
with DT (Alisic, 2012). While there has been qualitative study of the implementation of specific
trauma-informed programs in school districts (Perry & Daniels, 2016; Shamblin et al., 2016),
more study of the perceptions of the teachers and administrators implementing the programs is
needed.
Qualitative research involving the requirements for trauma-informing an entire school
system, rather than single classrooms is also suggested (Shamblin et al., 2016). A mixed
method study was conducted to examine a whole school approach to trauma-informed care
(Dorado et al., 2016). Findings indicated that a whole school multi-tiered approach is effective
when implementing trauma-informed care. This study, however, was conducted in one location

101
in California. More mixed method studies examining whole school implementation in other
school districts in other states using other programs is recommended.
Future research, which often relies on the findings of past studies, requires clarification of
the phenomenon from past qualitative research. This study was limited in sample size, type of
teacher, and hours of training. Thus, new research addressing teachers’ perceptions from
quantitative and mixed method approaches is needed to expand the findings of this qualitative
study.
Conclusions
Children with DT demonstrate internalizing and externalizing behaviors that present a
challenge to their SE teachers (Hanson et al., 2014; Lovallo et al., 2013). The purpose of this
qualitative case study was to examine the perceptions of SE teachers regarding their training
needs for managing the internalizing and externalizing behaviors of students with DT. This was
accomplished through the administration of semi-structured interviews. The interpretations of
the participants’ responses to the research question and two sub questions were based on analysis
of the themes form the data and the researcher’s knowledge and experience.
The major implications of the findings are that SE teachers need more training in
managing the internalizing and externalizing behaviors of their students with DT, and that
general education teachers and administrators need training to understand the unique learning
and behavioral needs of students with DT. The research regarding the need for trauma-informed
teachers and schools is relatively new (Phifer & Hull, 2016). Thus, teachers have not been
provided much training on managing the internalizing and externalizing behaviors of their
students. In addition, SE teachers need support from their general education teachers and
administrators to provide appropriate care for their students with DT.
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To improve the academic and behavioral outcomes for students with DT, the systems
within which SE and general education teachers operate need to be trauma-informed.
Occasionally, the internalizing or externalizing behavior of students with DT requires them to be
removed from the classroom. School counselors, social workers, general education teachers,
and administrators need to continue the trauma-informed treatment that was in place in the
classroom when the student is removed. Further research on the perceptions of SE teachers is
needed to inform administrators and teacher preparatory programs of their training needs
regarding the management of the internalizing and externalizing behaviors of children with DT.
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Appendix A: Recruitment Letter
Invitation to participate in a Research Study
Dear (Insert name of the special education teacher)
My name is Melissa Sadin and I am conducting research in partial fulfillment of my Doctorate in
Education at Northcentral University (NCU). My topic is the training needs of special education
teachers in managing the externalizing and internalizing behaviors of children who have been
exposed to trauma in the classroom. I am focusing specifically on special education teachers
because research shows that there may be a higher concentration of children who have been
exposed to trauma in special education settings.
Your participation in this research includes the following activities:
•
•

One one-hour on-site or off –site interview that will not take place during instructional
time.
A review of the transcripts after the interview to determine accuracy.

If permission is granted, I will need a signed consent form (attached). Please be aware that all
information shared will be kept completely confidential. A pseudonym will be assigned to your
interview information. Your responses during the interview will only be shared with my
dissertation chair and my dissertation review committee. The NCU Internal Review Board may
also review the transcripts.
You may terminate your participation in this study at any time without the need to provide a
reason.
It is my hope that this research will inform pre-service teacher programs, administrators, and
staff developers regarding the need for training on managing the unique behaviors of children
with trauma in the classroom. Please consider participating in this important work.
Because my dissertation process is on a tight timeline, I would appreciate a response to my
request in 7 calendar days. Please let me know if I can provide any further information. Thank
you for your time and attention to this matter. I can be reached at m.sadin1860@email.ncu.edu
or at (908) 256-1302. I look forward to hearing from you.
Sincerely,
Melissa Sadin
Doctoral student
Northcentral University
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Appendix B: Site Permission
Request for Site Permission to Conduct Doctoral Research
Dear (Insert names of the superintendent of schools and building principal)
My name is Melissa Sadin and I am conducting research in partial fulfillment of my Doctorate in
Education at Northcentral University (NCU). When performing research at any site, it is
important to have permission to use that site for research purposes. Permission is required to
recruit, to interview, to collect data, and to perform all steps in the data collection process that
involve a particular site. If your school has its own IRB, please let me know, as permission will
need to be attained from them as well.
Permission to conduct this research at your site includes the following activities:
•
•
•
•

Posting or distribution of recruitment material
Access to personnel or rosters for recruitment purposes
Access to the district or school building’s professional development calendar
On-site or off –site interviews with special education teachers that will not take place
during instructional time.

If permission is granted, I will need a formal letter that is signed, dated within the last 6 months,
written on letterhead, with the full name and contact information of the superintendent of schools
and the building principal. The NCU IRB does accept copies of emails as permission
documentation, as long as the email is from an official account from the site and as long as the
permission grantor has included full name, title, and contact information.
It is important to note that NCU IRB approval has not yet been obtained, recruitment materials
will not be distributed, and no participants will be contacted at this time. The request for
permission is the first step, and I will contact the superintendent or designee again with the
recruitment materials and a copy of the interview protocol after NCU IRB approval has been
obtained.
Because my dissertation process is on a tight timeline, I would appreciate a response to my
request in 7 calendar days. Please let me know if I can provide any further information. Thank
you for your time and attention to this matter. I can be reached at m.sadin1860@email.ncu.edu
or at (908) 256-1302. I look forward to hearing from you.

Sincerely,
Melissa Sadin
Doctoral student
Northcentral University
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Appendix C: Semi-Structured Interview Protocol

This guide is designed to allow for the flexibility needed for semi-structured interviews. Semistructured interviews are as much about listening as they are about asking questions. However, it
is important that the interviewer maintain consistency of topic discussion between participants
(Opdenakker, 2006). Thus, this outline is intended to guide the interviewer and provide
flexibility to follow the conversation to collect rich information, but also maintain a focus on
addressing the research questions.

General Questions
1. Do you have a professional or social relationship with me?
2. What is your position in this school? (Grade level, teaching assignment)
3. What is your age?
4. How many years have you been teaching?
5. How hours of training have you received for managing children with DT in your classroom?
6. When/where did you receive this training?
7. What was the content of this training?
Experience and Strategies
8. What is your experience with regard to children and trauma?
9. Can you give an example of a situation where you were confronted with internalizing or
externalizing behavior from a child with trauma in your classroom? How did you react?
10. What do you find most challenging about managing the internalizing behaviors of your
students?
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11. What do you find most challenging about the externalizing behaviors of your students with
DT?
12. How has your previous training helped you manage the internalizing behavior of your
students with DT in your classroom?
13. How has your previous training helped you manage the externalizing behavior of your
students with DT in your classroom?
14. What strategies have you found most helpful? Where did you learn these strategies?
15. Does your school have a protocol with regard to internalizing and externalizing behaviors of
children with DT?
16. Do you feel supported by your administration when dealing with the externalizing and
internalizing behaviors of children with DT in your classroom? What does that support look
like or what type of support would you like to have?
Training Needs
17. What would you like to have more knowledge about or skills developed in regard to
managing children with DT in your classroom?
18. What do you think your colleagues need?
19. If you would like more information, in what form should the information be delivered?

Adapted from Alisic, 2012.
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Appendix D: Informed Consent
Introduction:
My name is Melissa Sadin. I am a doctoral student at Northcentral University. I am
conducting a research study on the training needs of special education teachers for managing
the behavior of students with DT in the classroom. I am completing this research as part of
my doctoral degree. I invite you to participate.
Activities:
If you participate in this research, you will be asked to:
1. Participate in a semi-structured interview that will last no more than two hours and
take place in a location and date and time that is mutually agreed upon.
2. Read the transcripts of your interview and indicate it’s accuracy or correct any
inaccuracies.
Eligibility:
You are eligible to participate in this research if you:
1. Are a special education teacher.
2. Have participated in at least one hour of training trauma-informed care in schools.
You are not eligible to participate in this research if you:
1. Are not a special education teacher.
2. Have not participated in any training regarding trauma-informed care in schools.
I hope to include 5-10 people in this research.
Risks:
There are minimal risks in this study. Some possible risks include: discomfort in discussion
some of the questions.
To decrease the impact of these risks, you can: skip any question or stop participation at any
time.
Benefits:
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If you decide to participate, there are no direct benefits to you.
The potential benefits to others are: informing pre-service teacher programs, administrators
and professional developers of the lack of or need for training to manage the internalizing or
externalizing behaviors of children with DT in the classroom.
Confidentiality:
The information you provide will be kept confidential to the extent allowable by law. Some
steps I will take to keep your identity confidential are: I will assign you a pseudonym which
will be connected to all of your information. Your real name will not be connected to or
revealed at any phase of this dissertation process.
The people who will have access to your information are: myself, my dissertation chair, and
members of my dissertation committee. The Institutional Review Board may also review my
research and view your information.
I will secure your information with these steps: Locking any paper documentation in a
locked filing cabinet and locking my computer with a password. I will keep your data for 7
years. Then, I will delete electronic data and destroy paper data.
Contact Information:
If you have questions for me, you can contact me at: m.sadin1860@email.ncu.edu or
(908)256-1302.
My dissertation chair’s name is Dr. Deborah Nelson. She works at Northcentral University
and is supervising me on the research. You can contact her at: dnelson@ncu.edu.
If you have questions about your rights in the research, or if a problem has occurred, or if you
are injured during your participation, please contact the Institutional Review Board at:
irb@ncu.edu or 1-888-327-2877 ext. 8014.
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Voluntary Participation:
Your participation is voluntary. If you decide not to participate, or if you stop participation
after you start, there will be no penalty to you. You will not lose any benefit to which you
are otherwise entitled.
Audiotaping:
I would like to use a voice recorder to record your responses. You can still participate if you
do not wish to be recorded.
Please sign here if I can record you:

Participant’s Signature
Additional Costs:
There are no anticipated financial costs to you.
Termination of Participation:
I may stop your participation, even if you did not ask me to, if: your participation causes you
undue emotional or physical distress.
If you decide to stop participation, you may do so by stating that you wish to cease
participation in the study. If so, I will not use the information I gathered from you.
New Findings:
Sometimes during a study we learn new information. This information may come from our
research or from other researchers. If new information might relate to your willingness to
participate, I will give you that information as soon as possible.
Signature:
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A signature indicates your understanding of this consent form. You will be given a copy of
the form for your information.

_____________________

_____________________

____________

Participant Signature

Printed Name

Date

_____________________
Researcher Signature

_____________________
Printed Name

____________
Date
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Appendix E: Recruitment Flyer

Be a part of an Important Study on
Trauma-Informed Care!!
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• Are you a Special Education Teacher?
• Have you had at least one hour of training on trauma-informed care?
• Do you want to help make a difference for your colleagues and your
students?
If you answered yes to these questions, then you may be eligible to participate in
an important research study.
The purpose of this research study is to collect information on the training
needs of special education teachers regarding the behaviors of children with
trauma in their classrooms.
Teachers with any amount of experience are welcome provided they have had a
minimum of one hour of training in trauma-informed care.
All that is required is participation in one interview. Interviews can be conducted
in a location that is convenient to the participant or via skype, Facetime, or
phone.
• If you are interested, please contact Melissa Sadin at
m.sadin1860@email.ncu.edu or at (908) 256-1302

Appendix F: Confidentiality Agreement
Northcentral University
Non-Disclosure/Confidentiality Agreement
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I, Lara Gorton, will help Melissa Sadin with the research study titled The Perceptions of Special
Education Teachers Regarding Trauma-informed Care: A Qualitative Case Study.
My role will be to transcribe participant interviews and enter participant data.
In this role:
1. I will not disclose the names of any participants in the study.
2. I will not disclose personal information collected from any participants in the study.
3. I will not disclose any participant responses.
4. I will not disclose any data.
5. I will not discuss the research with anyone other than the researcher(s).
6. I will keep all paper information secured while it is in my possession.
7. I will keep all electronic information secured while it is in my possession.
8. I will return all information to the researcher when I am finished with my work.
9. I will destroy any extra copies that were made during my work.

Assistant Signature

Date

Researcher Signature

Date

Appendix G: Confidentiality Agreement

Northcentral University
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Non-Disclosure/Confidentiality Agreement
I, Kathy Sperduto, will help Melissa Sadin with the research study titled The Perceptions of
Special Education Teachers Regarding Trauma-informed Care: A Qualitative Case Study.
My role will be to transcribe participant interviews and enter participant data.
In this role:
10. I will not disclose the names of any participants in the study.
11. I will not disclose personal information collected from any participants in the study.
12. I will not disclose any participant responses.
13. I will not disclose any data.
14. I will not discuss the research with anyone other than the researcher(s).
15. I will keep all paper information secured while it is in my possession.
16. I will keep all electronic information secured while it is in my possession.
17. I will return all information to the researcher when I am finished with my work.
18. I will destroy any extra copies that were made during my work.

Assistant Signature

Researcher Signature

Date

Date

