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ABSTRACT
The aim of this study was to determine the relationship among high school suspension rates,
scores received on the Adverse Childhood Experiences (ACEs) measurement, and a selfreported diagnosis of Attention-Deficit/Hyperactivity Disorder (ADHD). Seven-hundred
and fifty high school participants completed the ACE measurement and self-reported
whether they had ever been diagnosed with ADHD. Each participant’s answers were
compared with their respective high school discipline record. This study’s findings suggest
that having a combination of ACEs and ADHD increases a student’s chances for being
removed from school for misbehavior.
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Suspending students, whether out-of-school suspension (OSS) or in-school suspension
(ISS), is an all-too-common school disciplinary practice for student misbehavior,
particularly at the secondary educational level (Butler et al., 2012; Camacho & Krezmien,
2019; Losen et al., 2015). Over a third of students in the United States are removed from
school at least once during their K–12 enrollment, with Black students being
disproportionately overrepresented in those statistics (Fabelo et al., 2011; Owens &
McLanahan, 2020; Shollenberger, 2015). Numerous studies support the notion that race
or disability status are predictors of school suspension (Camacho & Krezmien, 2019;
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Krezmien et al., 2017; Sullivan et al., 2013, Vincent et al., 2012; Wright et al., 2014).
School suspension correlates with negative effects such as lost instructional time, lower
test scores, and increased odds of dropping out of school (Chu & Ready, 2018;
Noltemeyer et al., 2015). Long-term suspended students are less likely to earn a high
school diploma or a college degree and more likely to be arrested or given probation
(Rosenbaum, 2018). While race and disability status have regrettably proven to be
predictors of school suspension, this study explores whether additional factors outside of
a student’s control—namely, childhood trauma and Attention-Deficit/Hyperactivity
Disorder—may predict school suspension.
According to the Center for Disease Control and Prevention (2016), Adverse
Childhood Experiences, or ACEs, are made up of emotional, physical, and sexual trauma
in the form of abuse, household challenges such as domestic violence, substance use or
mental illness of a parent, divorce or separation of parents, a member of the household
having spent time in prison, and emotional and physical neglect during the first 18 years
of life. These forms of lived trauma experienced by children can have a significant effect
on their school performance. ACEs are directly correlated with school misbehavior, lower
grades, and increased absences from school (Blodgett & Lanigan, 2018; Jimenez et al.,
2016; Stempel et al., 2017). Additionally, children who have experienced multiple ACEs
have a greater likelihood of repeating a grade in school as compared to children who have
no history of ACEs (Bethell et al., 2014; Crouch et al., 2019).
Chronic childhood trauma can impair learning later in one’s adolescent years (The
National Child Traumatic Stress Network, 2008). It can negatively affect a student’s
attention, memory, and cognition capabilities, as well as their ability to focus, organize,
and process information. These effects can impact the ability to problem solve and result
in extreme feelings of frustration and anxiety, difficulty concentrating, hyperactivity, and
inattentiveness. Some of the short-term and long-term effects that are associated with
chronic childhood trauma often mimic characteristics that are common with a diagnosis
of ADHD.
Attention-Deficit/Hyperactivity Disorder, or ADHD, is a neurobiological disorder
that is prevalent in young children and adolescents (Fuller-Thomson & Lewis, 2015).
ADHD has three subtypes that describe the symptoms associated with the disorder:
predominately inattentive, predominately hyperactive/impulsive, and a combination of
these two categories (2015). In the United States, 6.4 million children ages 4–17 have a
diagnosis of ADHD (Holland & Riley, 2014). As such, school personnel play an
important role in helping to identify children who may display characteristics of ADHD
but have not yet been diagnosed.
There is an abundance of research linking ADHD to childhood trauma (Ertan et al.,
2012; Fuller-Thomson, et al., 2014; Fuller-Thomson & Lewis, 2015; Isaksson, et al.,
2013; Sugimoto et al., 2015). Fuller-Thomson & Lewis (2015) found that adolescents
with a history of physical or sexual abuse, and/or witnessing violence in the home, have
increased odds of being diagnosed with ADHD. Even when controlling for age, sex, and
race, the odds of an individual being diagnosed with ADHD is six times greater for those
who experienced childhood physical abuse as compared to their peers who were not
abused (Fuller-Thomson et al., 2014).
In the K–12 setting, teachers, administrators, and school staff work with many
school-age children who have experienced trauma. As such, it is important for these
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educators to understand the effects this trauma can have on students. If students with
traumatic backgrounds are receiving more suspensions than their peers who do not have
traumatic backgrounds, perhaps the behaviors leading to punishment are related to their
traumatic experiences. If so, then it is vital that those teachers and administrators involved
with issuing disciplinary measures are informed on how trauma can effect student
behavior. Additionally, many school-age children receive diagnoses of ADHD due to
behaviors they display in school. However, as is discussed in this study, the
characteristics of ADHD and the characteristics of prolonged trauma can look very
similar, and many of the symptoms overlap (Sanderud et al., 2016). Therefore, it is
important for schools to understand when students are suffering from trauma as opposed
to dealing with ADHD. These two presenting issues are approached quite differently with
regard to school supports and strategies (SAMHSA, 2015).
As previously shared, there exists evidence suggesting a relationship between ADHD
and childhood trauma, and there is also evidence suggesting that students who experience
trauma, as well as students who suffer from ADHD, are more likely to receive a
disciplinary referral for their behavior in school. However, there is a gap in the literature
regarding whether ADHD, in combination with ACEs, leads to a greater probability of a
student being suspended from school than if the student did not have the added risk factor
of ADHD. Therefore, this study sought to examine the relationship between trauma in the
form of adverse childhood experiences (ACEs) and two variables: high school suspension
rates and self-reported diagnosis of Attention-Deficit/Hyperactivity Disorder (ADHD).
The purpose was to determine if ACE scores, when combined with a self-reported ADHD
diagnosis, were linked to higher suspension rates among high school students. The ACE
measurement (Felitti et al., 1998) was given to high school students, along with a
demographic questionnaire in which they self-reported if they had ever been diagnosed
with ADHD. This data was collected through an online survey; the results were compared
to the students’ disciplinary data.
This study and the results are significant for the training and professional
development of school personnel who work with adolescents. Teachers, school
counselors, administrators, and other school personnel are often faced with challenging
behaviors from students. This study shows the importance of understanding the impact
that trauma can have on the behavior of students and, if mishandled or misunderstood,
how that trauma can lead to the unnecessary suspension of students.
LITERATURE REVIEW
Adverse Childhood Experiences
Felitti et al. (1998), in conjunction with the Centers for Disease Control (CDC),
conducted the ACE study at Kaiser Permanente’s San Diego Health Appraisal Clinic.
This study connected health outcomes to categories of trauma that occurred during
childhood, or adverse childhood experiences (ACEs), by comparing adult participants’
health outcomes to their self-reported exposure to seven different ACEs. Over half (52%)
of the participants reported being exposed to one or more forms of trauma; experiencing
one ACE significantly increased the likelihood of experiencing another. Most
significantly, ACE scores and negative health outcomes directly correlated (Felitti et al.,
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1998). ACE scores are calculated through a questionnaire consisting of 10 yes-or-no
questions that each correspond with a form of adverse childhood experience. A yes
response equals 1 point toward the sum total of responses in the affirmative, a no
response equals 0 points. A 10 is the highest score possible on the ACE questionnaire. In
addition to health outcomes, a school-age child’s ACE score can be a predictor of
academic performance (Blodgett and Lanigan, 2018; Moore et al., 2014). More
specifically, students with an ACE score of four or higher were 6.9 times more likely to
have school behavioral problems than students with no known ACES, 4.9 times more
likely to have attendance issues, and 3.4 times more likely to experience academic failure
(2018). Approximately 30% of adolescents ages 12–17 in the United States have
experienced two or more ACEs and, as such, are 2.67 times more likely to have to repeat
a grade in school as compared to those children who had no history of ACEs (Bethell et
al., 2014).
Youth who have been exposed to trauma often exhibit signs of physical and
emotional distress, including headaches, stomachaches, uncontrollable emotions,
impulsivity, extreme responses to reminders of their ACEs, and over- or under-reacting to
physical touch, loud sounds, and/or sudden movements (The National Child Traumatic
Stress Network, 2008). Individuals who have experienced ACEs and ongoing trauma tend
to live in a state of heightened emotional arousal, causing their brain to frequently
activate the “fight or flight” response system during non-threatening scenarios.
Consequently, because of the trauma-induced brain changes, adolescents fail to use
coping skills, as they cannot yet distinguish between the realistic safety and the
immediacy of a perceived threat, which hinders their healing process (Murray et al.,
2013). When these intense emotions—and procedural memories that accompany them—
become chronic, the emotions that were meant to protect oneself can become destructive
(Levine, 2015).
In contrast to the fight response, some adolescents may engage in avoidance
behaviors as a coping mechanism to deal with their trauma, with this avoidance behavior
typically being directed toward the school and resulting in a poor engagement and
attendance (Baker et al., 2003). Sleep disturbances are also a trauma-associated symptom
(Wamser-Nanney & Chesher, 2018). Sleep disturbances can include being afraid of
falling asleep and having nightmares once asleep. Students may come to school and fall
asleep in class due to these sleep disturbances. This behavior may be mistaken for
misbehavior by the teacher and result in the student receiving a disciplinary consequence,
such as suspension.
The field of neurobiology suggests that trauma can cause permanent brain
dysfunction, leading to poor health and quality of life (Anda et al., 2005). Chemical
functions of the brain that regulate anxiety and mood, among other things—in the
amygdala, nucleus accumbens, hippocampus, and prefrontal cortex—are interrupted by,
and can even malfunction due to, unwanted stress and trauma occurring during the neural
development period in childhood (Anda et al., 2005). Individuals who have experienced
chronic stress tend to spend more time with the limbic area of their brain activated than
their prefrontal cortex, causing the limbic area to become more developed (Souers &
Hall, 2016). These changes to the brain that directly stem from experiencing trauma
during childhood can have long-term effects, such as an increased sensitivity to loss,
likelihood of developing anxiety or depression, poor health outcomes, difficulty with
33

Journal of Trauma Studies in Education
relationships, avoidance behavior, and psychic numbing, which causes the adolescent to
withdraw from their emotions and relationships (Felitti et al., 1998; Baker et al., 2003).
These problem behaviors and deficits in functioning have the potential to lead to
disciplinary consequences for adolescents in the school setting.
Adverse Childhood Experiences and Attention-Deficit/Hyperactivity Disorder
Several studies have found that individuals with a history of physical or sexual abuse
or witnessing violence in the home have a much greater likelihood of receiving a high
score on ADHD screenings or an ADHD diagnosis (Ertan et al., 2012; Fuller-Thomson et
al., 2014; Fuller-Thomson & Lewis, 2015; Siguimoto et al., 2015). Since childhood
trauma is such a strong indicator of future ADHD symptoms, it is important to focus on
the history of the child and the underlying factors behind their symptomology (Sanderud
et al., 2016). This is not to say that childhood trauma directly causes ADHD, but rather it
increases the likelihood that one will exhibit characteristics that are consistent with those
of an ADHD diagnosis.
Many symptoms of ADHD closely resemble or overlap with those of chronic
childhood trauma (Siegfried et al., 2016). See Figure 1. This similarity in symptoms may
lead to an increase in referrals for school-age children for ADHD testing, when instead
the cause of the exhibited symptoms are the effects of trauma. Therefore, upon testing a
child or adolescent for ADHD, it would be helpful to administer a trauma-informed
assessment as well. If symptoms that are perceived to be caused by ADHD are actually
due to repressed traumatic memories, then the treatment would be vastly different
(Sanderud et al., 2016). In order to decrease potential misdiagnoses of ADHD, attention
must be paid to the similarities between ADHD symptomology and childhood trauma.

Figure 1: Symptoms of Trauma, of ADHD, and Overlapping Symptoms
(Siegfried, & Blackshear, 2016)
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The following research questions guided this study:
1) Is there a difference in high school suspension rates between those with a selfreported diagnosis of ADHD and those with no diagnosis?
2) What is the relationship between childhood trauma and suspension rates among
high school students?
3) Does a model incorporating both self-reported ADHD diagnosis and ACE
measurement scores significantly predict high school suspension rates among
high school students more accurately than a model of ACE measurement scores
alone?
4) Is there a relationship between the scores of the ACE measurement and selfreported diagnosis of ADHD among high school students?
This study utilized a non-experimental, correlational research design. A hierarchical
multiple regression was employed to investigate a model of a self-reported ADHD
diagnosis in combination with ACEs in relation to high school suspension rates. A webbased survey was used to collect data from the participants.
Population and Sampling
All students (1,640) from one high school in the southeastern region of the United
States were recruited for participation in this study. Informed consent was obtained from
students and their parent or guardian. Institutional review board approval was obtained, as
well as permission from the high school administration and the corresponding school
district. When it came time to begin data collection, student participants were emailed the
instruments and asked to complete them. Participants were provided a chance to be one of
three students to receive an incentive valued at $25. Participants ranged in age from 14 to
19 years old.
Participants
Of the 1,640 students at the school, 750 participated in this study. Of the participants,
26.9% (n=202) were in 9th grade, 30.1% (n=226) were in 10th grade, 28.5% (n=214) were
in 11th grade, and 14.4% (n=108) were in 12th grade. The participants ranged in age from
14 to 19 years old: 5.47% (n=41) were 14 years old, 28.93% (n=217) were 15 years old,
30.8% (n=231) were 16 years old, 23.07% (n=173) were 17 years old, 11.07% (n=83)
were 18 years old, and the remaining 0.66% (n=5) were 19 years old. Of these
participants, 70% (n=525) identified as Caucasian/White, 13.7% (n=103) as African
American/Black, 7.2% (n=54) as Hispanic/Latino, 3.5% (n=26) as Biracial, 2.4% (n=18)
as Asian/Asian American, 1.3% (n=10) as “Other,” 0.7% (n=5) as Asian or Pacific
Islander, and 0.4% (n=3) as Native American/American Indian; 0.8% (n=6) preferred not
to state their race.
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Instrumentation
In order to obtain ACE scores, researchers used the ACE measure. The ACE
questionnaire was derived from the questionnaire used in the original ACE study
conducted by Felitti et al. (1998) and included 10 questions about childhood experiences
categorized into three forms of trauma: abuse, neglect, and household challenges. For
each question to which the participants answered “yes,” they received one point. Their
total number of points at the end of the measurement constituted their ACE score. To
introduce the questions, the following phrase was listed at the top of the questionnaire:
“While you were growing up during the first 18 years of life…” (Felitti et al., 1998, p.
247). The ACE questionnaire was later studied by Zanotti et al. (2018) to determine its
test-retest reliability in a sample of college athletes (N=141), with a one-year interval
between administrations of the tool. Their findings indicated a modest test-retest
coefficient, r = .71, p < .001.
A demographic questionnaire was also emailed to each participant. This asked for
each participant’s student identification (ID) number, a unique number assigned to all
students upon initial enrollment in the school system. Participants were also asked their
age, grade, and ethnicity, and if they had ever received a diagnosis of ADHD/ADD from
a medical professional and if they were currently, or had ever been, on any medication for
ADHD/ADD. Of the population sampled, 72.9% (n=547) reported that they did not have
ADHD, 18.5% (n=139) reported that they did have ADHD, 7.3% (n=55) indicated that
they were not sure, and 1.2% (n=9) said “Other.” Data collected from students who
indicated they were unsure if they had ever received a diagnosis of ADHD were excluded
from the study. Secondary administrative data was pulled from the student information
system database, an electronic repository for the safe keeping of data for school
administrators, which includes, but is not limited to, demographic information,
disciplinary data, class schedules, grades, and attendance. Using student ID numbers,
disciplinary data was collected from the student information system database for each
participant and compared to their ACE score and questionnaire answers. If a participant
did not provide their student ID number in the questionnaire, their data could not be used
for this study.
Variables
The variables examined in this study were that of high school suspension rates, ACE
scores, and presence of a self-reported ADHD diagnosis. High school suspension rates
were determined by accessing an existing student information system database. ACE
scores were measured using the ACE questionnaire (Felitti et al., 1998). ADHD diagnosis
was determined by asking each participant to self-report whether they were aware of ever
having received a professional diagnosis of ADHD.
The predicted variables of this study differed for each research question and the
statistical measurements that were run. For the first, second, and third research questions,
the predicted variable was high school suspension rate. For the fourth research question,
the predicted variable was the diagnosis of ADHD. Self-report was used to determine if
the participants had ever received a diagnosis of ADHD. Participants were asked to report
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this information on their demographic questionnaire. High school suspension rates were
collected from the student information system database.
The predictor variables of this study differed for each research question. For the first
research question, the predictor variable was the self-reported diagnosis of ADHD. For
the second and fourth questions, the predictor variable was ACE scores. For the third
question, the predictor variables were self-reported ADHD diagnosis and ACE scores.
The ACE scores were collected by distributing the ACE questionnaire to each participant.
Statistical Analyses
For the first research question, an independent samples t-test was used to understand
if suspension rates differ for high school students with a self-reported diagnosis of ADHD
as compared to those without the diagnosis. For the second research question, a
Spearman’s rank-order correlation was run to assess if ACE scores were significantly
related to suspension rates among high school students. For the third research question, a
multiple linear regression was used to determine if incorporating ACE scores and selfreported ADHD diagnoses into the same model would significantly predict suspension
rates among high school students as compared to a model of ACE scores alone. For the
fourth research question, a binomial logistical regression was used to determine the
relationship between ACE scores and a self-reported ADHD diagnosis among high school
students.
RESULTS
To address this study’s first research question, an independent samples t-test with
equal variances not assumed was run. This method was chosen due to the assumption of
homogeneity of variances being violated, as assessed by Levene’s test for equality of
variances (p < .001). Suspension rates were higher for those with a self-reported ADHD
diagnosis (M = 3.83, SD = 6.92) than those without (M = 2.02, SD = 4.08), which was a
statistically significant difference, M = 1.80, 95% CI [0.60, 3.01], t(163.09) = 2.95, p =
.004 .
For this study’s second research question, a Spearman’s rank-order correlation was
run to assess the relationship between ACE scores and the rate of suspensions among
students. Preliminary analysis showed the relationship to be monotonic, as assessed by
visual inspection of a scatterplot. There was a statistically significant, small positive
correlation between ACE scores and rate of suspensions, rs (750) = .231, p < .00.
Therefore, this hypothesis was supported. A Spearman’s rank-order correlation was used
due to the skewed data and the outliers that were present in the sample.
A multiple linear regression was run to determine if the model incorporating both
ACE scores and self-reported ADHD diagnosis significantly predicts suspension rates
among high school students more so than a model of ACE scores alone. The original
model of ACE scores alone (Table 1, Model 1) was statistically significant, R2 = .02, F(1,
669) = 10.72, p = .001. The addition of the ADHD diagnosis to the ACE scores in the
prediction of suspension rates (Table 1, Model 2) led to a statistically significant increase
in R2 of .03, F(2, 668) = 14.38, p < .001, adjusted R2 = .04. Both predictors were
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statistically significant in the final model, with the ADHD diagnosis recording a higher
beta value (beta = -.16, p < .001) than the ACE scores alone (beta = .09, p = .02).
Table 1: Hierarchical Multiple Regression
Model Summary

Change Statistics

Model

R

R2

Adjusted
R2

Std. Error of
the Estimate

R2 Change

F
Change

df1

1

0.126a

.016

10.716

1

2

0.203

.014
.038

2.852

b

.016
.041

2.817
Model Summary

.026

17.773

1

Model

df2

Sig. F
Change

Change
Statistic

1
2

669
668

.001
.000

.006

Note: a) Predictors (Constant), ACE Score; b) Predictors (Constant), ACE Score,
ADHDDigRecode; c) Predicted Variable: Total Referrals in 1819
ANOVAa
Model
1

2

SS

df

Mean Square

F

p

Regression

87.179

1

87.179

10.716

.001b

Residual

5442.6

669

8.135

Total

5529.8

670

Regression

228.24

2

114.12

14.438

.000c

Residual

5301.6

668

7.936

Total
5529.8
670
Note: a) Dependent Variable: Total Referrals in 1819; b) Predictors: (Constant), ACE
SCORE; c) Predictors: (Constant), ACE SCORE, ADHDDiagRecode
Coefficients a
Unstandardized
Coefficients
Model
1
2

(Constant)
ACE Score
(Constant)

B

Std. Error

1.595
0.21
3.785

0.135
0.064
0.536
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B

t

p

0.126

11.833
3.274
7.058

0.000
0.001
0.000

Journal of Trauma Studies in Education
ACE Score
ADHDDDiagRecode

0.147
-1.175

0.065
0.279

0.88
-0.164

2.256
-4.216

0.024
0.000

A binomial logistic regression was performed to ascertain if ACE scores would
predict a diagnosis of ADHD among high school students. Linearity of the continuous
variables with respect to the logit of the predictor variable was assessed via the BoxTidwell (1962) procedure. Based on this assessment, the continuous predictor variable
was found to be linearly related to the logit of the predicted variable. The logistic
regression model was statistically significant, x2(1) = 33.27, p < .001. The model also
explained 7.5% (Nagelkerke R2) of the variance in ADHD diagnosis and correctly
classified 80.2% of cases. The odds ratio of 1.34 indicates that respondents with higher
ACE scores were more likely to report an ADHD diagnosis.
DISCUSSION
The findings of this study indicate that as ACE scores increase, so do suspension
rates. Additionally, if a student is diagnosed with ADHD and has also been exposed to
ACEs, that student is more likely to have a higher suspension rate than that of a student
who has ACEs without a diagnosis of ADHD. It seems that students who are presenting
with childhood trauma symptoms and ADHD symptoms experience an even higher rate
of disciplinary referrals in school. Finally, results of this study indicate that the higher a
student’s ACE score, the more likely they were to have a diagnosis of ADHD.
The findings of this study are significant because they provide evidence of a link
between trauma and negative student behaviors in schools. American School Counselor
Association (ASCA) authored an article entitled “The School Counselor and TraumaInformed Practice” (2016), in which they discuss the school counselor’s role in working
with students who have a trauma background. One of the most important roles of the
school counselor is to be able to identify those students who may have a high ACE score
or be negatively impacted by trauma in their lives. The ASCA article states that school
counselors should be able to recognize trauma symptoms displayed by students; avoid
any practice that may cause the student to be re-traumatized; promote safe and nurturing
relationships between students and staff, faculty, counselors, administrators, and other
students; and help to create a positive and safe community within the school building so
that all students feel safe when they come to school.
In light of the results of this study, schools should be mindful of what students with
trauma have experienced when disciplinary options for misbehaviors are being
considered. It is important for the school to take into account if a student is acting out due
to trauma occurring in the home or past trauma that has, perhaps, resurfaced. At times, the
teacher or school counselor may be familiar with a student, their background, and any
trauma experienced and, with this information, be able to more readily recognize trauma
symptoms. However, this is conditional upon the teacher or school staff member being
trained to recognize trauma. It is pertinent that these professionals advocate accordingly
on behalf of that student so that appropriate strategies and supports are provided, rather
than a severe consequence—such as school removal in the form of suspension. Ensuring
the fair treatment of all students, while considering potentially mitigating factors such as
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their trauma histories, may help to establish the feeling of safety in school for these
students (Crosby et al., 2018).
Universal screening for ACEs is one way to search for those students who may be
more at-risk for trauma-related issues that may interfere with their success at school.
There are only a few schools who have implemented a screening process for traumarelated behavioral concerns (Bruhn et al., 2014). This may be due to concerns such as
obtaining consent for screening or a lack of knowledge, time, or resources available to
provide an effective and fair screening process to all students (Eklund et al., 2018).
Today, schools may find that many of their students are being exposed to additional
trauma due to the COVID-19 pandemic. Students are spending more time in their homes
with their parents or caregivers, which in some cases could be the main source of their
trauma exposure (Evans et al., 2020). Students may have parents or guardians who have
lost their job and are experiencing financial hardships due to the pandemic, potentially
causing extra stress on the student. Students may face losing a loved one due to COVID19 or experiencing illness themselves, as well as confusion and fear due to the state of
society, with its many restrictions and mask mandates. With more students now engaging
in virtual education from their homes, it is more difficult to determine who may be
experiencing active abuse or trauma. However, when school faculty and staff are able to
connect with students both in person and virtually, it is more important than ever to look
for signs of trauma and the after-effects that students may be experiencing from trauma
that has surfaced due to the pandemic.
Finally, schools should carefully consider the importance of communicating with
parents and guardians regarding trauma and the effects that it has on students at school.
Many parents are often unaware that their child would be considered to have a trauma
history, and far too often they have little knowledge of what to do once they receive that
information. Providing educational materials and answering any questions that parents
may have cannot only help the parents to become more involved in the child’s life, but it
can also help to end a generational cycle of childhood trauma. If parents can intervene
and prevent their children from being victims of childhood trauma, these adolescents may
be less likely to perpetuate the cycle with their own children. All of the aforementioned
should be considered in the context of the parent or guardian being the potential source of
the trauma for the student.
It should be noted that screening and early identification of trauma in children
remains a significant public health need (Dube, 2018; Oral et al., 2016). In 2020, the
California Department of Health Care Services (DHCS) implemented the nation’s first
statewide approach to screening patients for ACEs (Trauma Screenings and TraumaInformed Care Provider Trainings, 2020). Kerker et al. (2016) found that only 4% of all
pediatricians screen for ACEs, while 32% do not ask their patients about any ACE.
Additionally, less than 11% of pediatricians are very or somewhat familiar with the
original ACE study. Therefore, when presented with symptoms that appear similar to that
of ADHD, if there is no trauma assessment such as the ACE questionnaire administered,
the result may be a diagnosis of and prescription for medication for ADHD. The problem
with this outcome is that, while the medication may help to treat some symptoms such as
difficulty paying attention, hyperactivity, and being easily distracted, it is not treating the
root of the problem, which is the trauma that occurred during the individual’s childhood
or may still be occurring when the doctor treats them for ADHD.
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Limitations of the Study
This study yielded a large sample size, with over 700 viable participants from whom
the researcher collected data. While this large sample size is considered a strength of the
study, the fact that all participants attended the same high school is a limitation. Many of
these students live within the same community and are of the same demographic makeup.
Additionally, the researchers relied on participant self-report to obtain ADHD diagnosis
information. Therefore, some of the potential participants for this study had to be
excluded given that they could not be sure whether they had ever received an ADHD
diagnosis from a medical professional. With regards to the ADHD diagnosis, not
considering co-occurring diagnoses and misdiagnoses of each participant is also a
limitation of this study. For students who have co-occurring diagnoses, they can be
affected in vastly different ways from those with only an ADHD diagnosis.
Another limitation of this study involves using the ACE assessment. Although the
ACE assessment used in this study is derived from the original ACE assessment, it can be
said that the assessment leaves off important traumatic experiences that may affect an
individual in the same way in which the experiences on the ACE assessment affect the
individual. For instance, being a victim of bullying, experiencing the loss of a loved one,
or losing one’s home to a natural disaster are all extremely traumatic events that may be
experienced in different ways by different individuals. Therefore, it is important to note
that just because a student or individual may score low on the ACE assessment does not
mean they have not experienced any trauma in their lifetime.
Recommendations for Future Research
Future research should be conducted to determine if the combination of ACEs and
ADHD influence any other aspects of education, such as attendance rates, grade retention,
standardized test scores, and graduation rates. It is the researchers’ recommendation that
any future research regarding ADHD diagnosis secure a more accurate account of the
diagnosis. A suggested approach would be to receive permission to examine a sample
population from a local school district who possess Section 504 or Individualized
Education Plans (IEPs) for which the formal diagnosis is ADHD.
Additional research regarding the combination of ACEs and ADHD and its effect on
suspension rates could be conducted in order to obtain a more holistic view of the wide
range of student experiences and backgrounds. A possible means to achieve such a study
would be to replicate this study, using the same hypothesis, but with a sample from a
larger and more diverse group of schools, rather than just a single school. Racial and
gender demographic data should be included as well, to determine the extent to which
demographics may play a role in high school suspension rates relative to ACE scores and
ADHD diagnoses. Finally, tremendous insight could be gained from a simple survey of
medical professionals on their current use of trauma assessment as part of their routine
practice on students presenting with symptoms consistent with ADHD. Responses may be
helpful in aiding medical schools, centers, and hospitals in understanding the scope of
usage of trauma assessments and which specialties, regions, and populations are most
underutilizing this resource.
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CONCLUSION
If school personnel continue to use the same practices with students they have always
used, yet expect to see a decrease in disciplinary referrals, they will quickly become
frustrated. Therefore, as part of their professional growth and development, school
personnel—teachers, school counselors, administrators, and other staff—need to receive
training in trauma-sensitive practices and implement them with fidelity schoolwide in
order to decrease the missed instructional time resulting from suspension for what may be
trauma-related behavior. Trauma-sensitive practices are beneficial for educators in
building rapport with students with ACEs and ADHD, who are most at risk. Instead of
trying to label exactly who these students are, trauma-sensitive schools operate from the
stance that all students have been affected by trauma, and they therefore use traumasensitive approaches throughout the school consistently with all students.
An integrated system of care that includes collaboration between physicians and
educators—medical practices and schools—could create a common language and
understanding about screening, symptoms, school processes and dynamics, and traumasensitive practices. Cross-disciplinary training regarding ACEs, ADHD, and other shared
areas of concern could only be beneficial to their shared patients/students, and ultimately
society would be all the better for it.
REFERENCES
American School Counselor Association. (2016). The school counselor and traumainformed practice. http://www.schoolcounselor.org
Anda, R. F., Felitti, V. J., Bremner, J. D., Walker, J. D., Whitfield, C., Perry, B. D., &
Giles, W. H. (2005). The enduring effects of abuse and related adverse experiences in
childhood: A convergence of evidence from neurobiology and epidemiology.
European Archives of Psychiatry and Clinical Neuroscience, 256(3), 174–186.
https://doi.org/10.1007/s00406-005-0624-4
Baker, D. F., Daley, M., Green, M. R., Hendren, R. L., Flaherty, L. T., Gadpaille, W. J., &
Wong, S. W. (2003). Trauma and adolescence II: The impact of trauma. Adolescent
Psychiatry, 27, 165–200.
Bethell, C. D., Newacheck, P., Hawes, E., & Halfon, N. (2014). Adverse childhood
experiences: assessing the impact on health and school engagement and the mitigating
role of resilience. Health Affairs, 33(12). https://doi.org/10.1377/hlthaff.2014.0914
Blodgett, C., & Lanigan, J. D. (2018). The association between adverse childhood
experience (ACE) and school success in elementary school children. School
Psychology Quarterly, 33(1), 137–146. http://dx.doi.org/10.1037/spq0000256
Box, G. E. P., & Tidwell, P. W. (1962). Transformation of the independent variables.
Technometrics 4(4), 531–550.
Centers for Disease Control and Prevention. (2016). Adverse Childhood Experiences
(ACEs). https://www.cdc.gov/violenceprevention/acestudy/
Bruhn, A. L., Woods-Groves, S., & Huddle, S. (2014). A preliminary investigation of
emotional and behavioral screening practices in K–12 schools. Education & Treatment
of Children, 37, 611–634. http://dv.doi.org/10.1353/etc.2014.0039
Butler, B. R., Lewis, C. W., Moore, J. L. I., II., & Scott, M. E. (2012). Assessing the odds:
42

Journal of Trauma Studies in Education
Disproportional discipline practices and implications for educational stakeholders
Journal of Negro Education, 81(1), 11-2.
https://doi.org/10.7709/jnegroeducation.81.1.0011
Camacho, K. A., & Krezmien, M. P. (2019). Individual- and school-level factors
contributing to disproportionate suspension rates: A multilevel analysis of on
state. Journal of Emotional and Behavioral Disorders, 27(4).
https://doi.org/10.1177/1063426618769065
Chu, E. M., & Ready, D. D. (2018). Exclusive and urban public high schools: Short- and
long-term consequences of school suspensions. American Journal of Education,
124(4). https://doi.org/10.1086/698454
Crosby, S. D., Day, A. G., Somers, C. L., & Baroni, B. A. (2018). Avoid school suspension:
Assessment of a trauma-informed intervention with court-involved, female students.
Preventing School Failure: Alternative Education for Children and Youth, 62(3), 229–
237. https://doi.org/10.1080/1045988X.2018.1431873
Crouch, E., Radcliff, E., Hung, P., & Bennett, K. (2019). Challenges to school success and
the role of adverse childhood experiences. Academic Pediatrics, 19(8), 899–907.
https://doi.org/10.1016/j.acap.2019.08.006
Dube, S. R. (2018). Continuing conversations about adverse childhood experiences (ACEs)
screening: A public health perspective. Child Abuse & Neglect, 85, 180–184.
https://doi.org/10.1016/j.chiabu.2018.03.007
Eklund, K., Rossen, E., Koriakin, T., Chafouleas, S. M., & Resnick, C. (2018). A
systematic review of trauma screening measures for children and adolescents. School
Psychology Quarterly, 33(1), 30–43. http://dx.doi.org/10.1037//spq0000244
Ertan, C., Ozcan, O. O., & Pepele, M. S. (2012). Pediatric trauma patients and attention
deficit hyperactivity disorder: Correlation and significance. Emergency Medicine, 29,
911–914. http://dx.doi.org/10.1136/emermed-2011-200298
Evans, S., Mikocka-Walus, A., Klas, A., Olive, L., Sciberras, E., Karantzas, G., &
Westrupp, E. M. (2020). From “It has stopped our lives” to “spending more time
together has strengthened bonds”: The varied experiences of Australian families
during COVID-19. Frontiers in Psychology, 11, 588667.
https://doi.org/10.3389/fpsyg.2020.588667
Fabelo, T., Thompson, M. D., Plotkin, M., Carmichael, D., Marchbanks, M. P., & Booth,
E. A. (2011). Breaking schools’ rules: A statewide study of how school discipline
relates to students’ success and juvenile justice involvement. Council of State
Governments Justice Center; Public Policy Research Institute of Texas A&M
University. https://www.ojp.gov/library/abstracts/breaking-schools-rules-statewidestudy-how-school-discipline-relates-students-0
Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V.,
& Marks, J. S. (1998). Relationship of childhood abuse and household dysfunction to
many of the leading causes of death in adults. American Journal of Preventive
Medicine, 14(4), 245–258. https://doi.org/10.1016/S0749-3797(98)00017-8
Fuller-Thomson, E., & Lewis, D. A. (2015). The relationship between early adversities and
attention-deficit/hyperactivity disorder. Child Abuse & Neglect, 47, 94–101.
http://dx.doi.org/10.1016/j.chiabu.2015.03.005
Fuller-Thomson, E., Mehta, R., & Valeo, A. (2014). Establishing a link between attention
deficit disorder/attention deficit hyperactivity disorder and childhood physical abuse.
43

Journal of Trauma Studies in Education
Journal of Aggression, Maltreatment & Trauma, 23, 188–198.
http://dx.doi.org/10.1080/10926771.2014.873510
Holland K. & Riley, E. (2014). ADHD by the numbers: Facts, statistics, and you.
http://www.healthline.com/health/adhd/facts-statistics-infographic#4
Isaksson, J., Nilsson, K. W., & Lindblad, F. (2013). Early psychosocial adversity and
cortisol levels in children with attention-deficit/hyperactivity disorder. European
Child & Adolescent Psychiatry, 22, 425–432. http://dx.doi.org/10.1007/s00787-0130383-0
Jimenez, M. E., Wade, R., Lin, Y., Morrow, L. M., & Reichman, N. E. (2016). Adverse
experience in early childhood and kindergarten outcomes. Pediatrics, 137(2).
https://doi.org/10.1542/peds.2015-1839
Kerker, B. D., Storfer-Isser, A., Szilagyi, M., Stein, R. E., Garner, A. S., O’Connor, K. G.,
Hoagwood, K. E., & Horwitz, S. M. (2016). Do pediatricians ask about adverse
childhood experiences in pediatric primary care? Academic Pediatrics, 16(2), 154–
160. https://doi.org/10.1016/j.acap.2015.08.002
Krezmien, M. P., Travers, J. C., & Camacho, K. A. (2017). Suspension rates of students
with autism or intellectual disabilities in Maryland from 2004 to 2015. Journal of
Intellectual Disability Research, 61(11), 1011–1020.
https://doi.org/10.1111/jir.12406
Landis, J. R., & Koch, G. G. (1977). The measurement of observer agreement for
categorical data. Biometrics, 33(1), 159-174. https://doi.org/10.2307/2529310
Levine, P. A. (2015). Trauma and memory: Brain and body in a search for the living past.
North Atlantic Books.
Losen, D., Hodson, C., Keith, M. A., Morrison, K., Belway, S. (2015). Are we closing the
school discipline gap? Center for Civil Rights Remedies, UCLA: The Civil Rights
Project. https://escholarship.org/uc/item/2t36g571
Moore, K. A., Sacks, V., Bandy, T., & Murphey, D. (2014). Adverse childhood
experiences and the well-being of adolescents [Fact Sheet]. Child Trends.
http://www.childtrends.org/publications/fact-sheet-adverse-childhood-experiencesand-the-well-being-of-adolescents/
Murray, L. K., Cohen, J. A., & Mannarino, A. P. (2013). Trauma-focused cognitive
behavioral therapy for youth who experience continuous traumatic exposure. Peace
and Conflict: Journal of Peace Psychology, 19(2), 180–195.
https://doi.org/10.1037/a0032533
The National Child Traumatic Stress Network. (2008). Child trauma toolkit for educators.
https://www.nctsn.org/sites/default/files/resources//child_trauma_toolkit_educators.p
df
Noltemeyer, A. L., Ward, R. M., & Mcloughlin, C. (2015). Relationship between school
suspension and student outcomes: A meta-analysis. School Psychology Review, 44(2),
224–240. https://doi.org/10.17105/spr-14-0008.1
Oral, R., Ramirez, M., Coohey, C., Nakada, S., Walz, A., Kuntz, A., Benoit, J., & PeekAsa, C. (2016). Adverse childhood experiences and trauma informed care: the future
of health care. Pediatric Research, 79, 227–233. https://doi.org/10.1038/pr.2015.197
Owens, J., & McLanahan, S. S. (2020). Unpacking the drivers of racial disparities in
school suspension and expulsion. Social Forces, 98(4), 1548–1577.
https://doi.org/10.1093/sf/soz095
44

Journal of Trauma Studies in Education
Rosenbaum, J. (2018). Educational and criminal justice outcomes 12 years after school
suspension. Youth & Society, 52(4), 515–547.
https://doi.org/10.1177/0044118X17752208
Sanderud, K., Murphy, S., & Elklit, A. (2016). Child maltreatment and ADHD symptoms
in a sample of young adults. European Journal of Psychotraumatology, 7.
http://dx.doi.org/10.3402/ejpt.v7.32061
Shollenberger, T. L. (2015). Racial disparities in school suspension and subsequent
outcomes: Evidence from the National Longitudinal Study of Youth. In D.J. Losen
(Ed.), Closing the school discipline gap: Equitable remedies for excessive exclusion
(pp. 31–43). Teachers College Press.
Siegfried, C. B., & Blackshear, K. (2016). National Child Traumatic Stress Network, with
assistance from the National Resource Center on ADHD: A Program of Children and
Adults with Attention- Deficit/Hyperactivity Disorder (CHADD). Is it ADHD or child
traumatic stress? A guide for clinicians. National Center for Child Traumatic Stress.
Souers, K., & Hall, P. (2016). Fostering resilient learners: Strategies for creating a
trauma-sensitive classroom. ASCD.
Stempel, H., Cox-Martin, M., Bronsert, M., Dickinson, M. L., & Allison, M. A. (2017).
Chronic school absenteeism and the role of adverse childhood experiences. Academic
Pediatrics, 17(8), 837–843. https://doi.org/10.1016/j.acap.2017.09.013
Substance Abuse and Mental Health Services Administration. (2015).
https://www.samhsa.gov/nctic/about
Sugimoto, A., Suzuki, Y., Endo, T., Matsumoto, K., Sugiyama, T., & Someya, T. (2015).
Efficacy of atomoxetine for symptoms of attention-deficit/hyperactivity disorder in
children with a history of child abuse. Journal of Child and Adolescent
Psychopharmacology, 25(3), 269–271. https://doi.org/10.1089/cap.2014.0119
Sullivan, A. L., Klingbeil, D. A., & Van Norman, E. R. (2013). Beyond behavior:
Multilevel analysis of the influence of sociodemographics and school characteristics
on students' risk of suspension. School Psychology Review, 42(1), 99–114.
https://doi.org/10.1080/02796015.2013.12087493
Trauma Screenings and Trauma-Informed Care Provider Trainings. (2020).
https://www.dhcs.ca.gov/provgovpart/Pages/TraumaCare.aspx
Vincent, C. G., Sprague, J. R., & Tobin, T. J. (2012). Exclusionary discipline practices
across students’ racial/ethnic backgrounds and disability status: Findings from the
Pacific Northwest. Education and Treatment of Children, 35(4), 585–601.
https://doi:10.1353/etc.2012.0025
Wamser-Nanney, R., & Chesher, R. E. (2018). Trauma characteristics and sleep
impairment among trauma-exposed children. Child Abuse & Neglect, 76, 469–479.
https://doi.org/10.1016/j.chiabu.2017.11.020
Wright, J. P., Morgan, M. A., Coyne, M. A., Beaver, K. M., & Barnes, J. C. (2014). Prior
problem behavior accounts for the racial gap in school suspensions. Journal of
Criminal Justice, 42(3), 257–266. https://doi.org/10.1016/j.jcrimjus.2014.01.001
Zanotti. D. C., Kaier, E., Vanasse, R., Davis, J. L., Strunk, K. C., & Cromer, L. D.
(2018). An examination of the test-retest reliability of the ACE-SQ in a sample of
college athletes. Psychological Trauma: Theory, Research, Practice, and Policy,
10(5), 559–562. https://doi.org/10.1037/tra0000299
45

Journal of Trauma Studies in Education
Kelly Wynne Lettieri, PhD, PLPC, NCC, is an Assistant Professor in the Department of
Counseling, Leadership and Special Education at Missouri State University. Her major
research interests lie in the area of childhood trauma, play therapy and school counseling.
Email: kwynne@missouristate.edu
Travis Lewis, EdD, is an Assistant Professor in the Department of Educational Leadership
at East Carolina University. His major research interests lie in the area of building traumasensitive schools, school leadership for beginning teacher retention, effective social
emotional learning programming and strategies, and high quality educational leadership
pedagogy. Email: lewistr16@ecu.edu

46

