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Abstract
Purpose of Review School mental health services have achieved recognition for increased access to care and intervention comple-
tion rates.While best practice recommendations include connection of school mental health programming tomulti-tiered systems of
support that promote early identification and intervention, many schools struggle to operationalize student screening for trauma
exposure, trauma symptoms, and service identification. Relatedly, progress monitoring for trauma symptoms, and the effect of
trauma on school functioning in the context of catastrophic events, can also be difficult to systematically collect.
Recent Findings Research regarding the effects of catastrophic events, such as exposure to natural disasters, terrorist attacks, war,
or the journey to refugee status on children and youths school functioning, indicates salient age and gender differences among
student responses. In addition, school professionals have been identified as sources of social support for students and as potential
brokers to school linked intervention resources for children, youth, and their families.
Summary Based on our review, we outline recommendations for school professionals, including potential changes to school
policies and procedures, and delineate future research questions.

Keywords School mental health . Disaster . Childhood trauma .Multi-tiered systems of support

Introduction

An estimated 1 in 5 students experiences inattention, impul-
sivity, depression, anxiety, or social withdrawal [1]. Taken
together with calculations suggesting that less than half of
the 18 million children and youth in need of mental health
intervention achieve service receipt [2–4], comprehensive ap-
proaches to addressing mental health in schools continue to
gain momentum both nationally and internationally [5].
Schools are uniquely positioned to provide convenient access
to mental health interventions, reducing barriers that often
interfere with treatment (e.g., transportation, health insurance
[6,7];). Relatedly, when mental health concerns are addressed,

increased academic performance can occur [8, 9], especially
when these efforts are connected to a multi-tiered or systems-
level approach. Multi-tiered systems of support (MTSS) that
systematically join positive behavior interventions and sup-
ports (PBIS; a proactive, multi-tiered system that reduces be-
havior problems) and school mental health services (SMH)
facilitate the identification of students experiencing academic,
emotional, and behavioral barriers to success by providing
promotion/prevention activities at tier 1, early intervention at
tier 2, and intervention at tier 3 [10•, 11, 12].

Multi-tiered systems of support are strengthened when
PBIS and school mental health services are joined through
an interconnected systems framework [10•]. There is a grow-
ing emphasis on how to improve the identification of students
experiencing internalizing problems, such as anxiety, depres-
sion, or symptoms of trauma through these interconnected
systems [13•]. It is not uncommon for students experiencing
trauma to achieve less visibility from school professionals
than youth with overt behavior problems, such as impulsivity
or aggression. Although trauma exposure can result in the
manifestation of a variety of different symptoms, youth who
respond to trauma through the development of internalizing
symptoms such as anxiety or depression often go unnoticed
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[14], decreasing their likelihood for connection to targeted
intervention supports. For this reason, guidelines relative to
school-based trauma-informed care initiatives, their connec-
tion to MTSS [15••], and best practices for conducting trauma
screening and intervention processes in schools [16••] have
been developed and disseminated. While this guidance is
foundational to operationalizing the work, further translation
and testing of trauma-informed and responsive practices, and
their connection to academic and school outcomes are needed,
particularly in the context of catastrophic events.

The effects of catastrophic events, such as natural disasters,
terrorism, war, and political conflict on children and youth’s
school functioning, present with unique challenges (e.g., loss
or prolonged separation from loved ones; repeated moves,
school relocations, or lapses in time when school is not
attended). These may require additional and specific consid-
erations for both research and practice. Emerging evidence
suggests the need for investigating the indirect effects of trau-
ma on school functioning given that linkages between trauma
exposure and academic difficulties are the function of post-
traumatic stress symptoms, and not the direct effect of trau-
matic stress [17, 18]. For example, there is evidence indicating
that symptoms of post-traumatic stress disorder (i.e., emotion-
al numbing, hyperarousal) can serve as a mechanism through
which trauma exposure contributes to school dissatisfaction in
the wake of natural disasters [19], with school dissatisfaction
as a known contributor to dropout [20] and potential target for
intervention post-disaster. While the effects of natural disas-
ters on school functioning have been more widely studied and
offer applications for school professionals, other types of cat-
astrophic events that affect academic and school functioning
have been less widely studied. Examples of these less widely
studied topic areas include the potential interplay among ac-
culturative stress, trauma exposure, and academic or school
functioning in immigrant or refugee youth [21••], a consistent
or agreed upon definition of academic or school performance
indicators to track recovery in youth exposed to catastrophe,
and investigation of positive post-traumatic growth and its
effects on school functioning. Thus, in the proceeding sec-
tions, we offer a brief review of current findings relative to
the effects of terrorism, war, refugee status, and natural disas-
ters on child and youth school functioning. In addition, we
offer practical applications for identification, screening, and
connection of students and their families relative toMTSS and
provide directions for future research.

Child and Youth Survivors of Terrorist Attacks
and War

Survivors of terrorist attacks often include children and youth
[22], with schools identified as targets for these attacks be-
cause their locations are often easily accessible, typically

unguarded, and provide opportunity for mass causalities
[23]. In the wake of a single incident attack, many students
will continue to struggle in school (e.g., declining grades,
increased absences) up to 15 months after exposure. Youth
survivors (N = 495; all heard gunshots during an attack that
resulted in 69 fatalities with others injured) of a terrorist attack
continued to report impaired academic performance at 4–5
(69%) and up to 14–15 (61%) months after the attack [24].
The effects of ongoing or prolonged exposure to war on chil-
dren and youth can result in a markedly different pattern of
symptomatology than an isolated terrorist attack; in that, dur-
ing war, there is no differentiation between the front lines and
the home front. High levels of trauma exposure during war do
not necessarily result in high levels of post-traumatic stress.
Emerging evidence indicates that when exposed to prolonged
threats (e.g., a sample of youth subjected to high shelling in
the geographic locations surrounding the Gaza strip), youth
may not necessarily experience high levels of post-traumatic
stress (PTS) or impairment. Interestingly, some researchers
have theorized that living under continuous, ongoing threats
may result in an adaptive process through which emotional
habituation occurs, contributing to youth resiliency [25, 26].

Ongoing threats of terrorism or war can affect several areas
of functioning. Often though, studies focus on the examina-
tion of single factor and its contribution to outcomes related to
post-trauma adjustment, rather than considering or examining
the simultaneous impact of multiple factors or the relation-
ships among them [27, 28]. A less widely explored phenom-
enon among these survivors includes post-traumatic growth
[29] and additional exploration regarding the factors influenc-
ing its development is warranted. Caregivers of adolescent
survivors of terrorism report that their children show increased
tenacity and self-discipline regarding school subjects, in-
creased prosocial behavior, and interpersonal sensitivity
through post-traumatic growth [29]. There may be multiple
and related factors influencing the development and promo-
tion of PTG, and identification of these factors and their im-
pact on school functioning could result in targeted approaches
for facilitating positive post-traumatic changes using an
MTSS approach.

There are implications for research and practice regarding
the intersection between these types of trauma exposures and
school mental health, including the need for further explora-
tion and definition of the factors promoting school functioning
through MTSS. While little is known about how to best sup-
port students relative to their academic performance and well-
being after a terrorist attack [22], there is evidence indicating
that school connection can serve a critical role in mitigating
the symptoms of post-traumatic stress, as youth survivors of
terrorism reporting high levels of school connectedness (i.e.,
feeling accepted, respected, included, and supported at school
[30]) experience fewer post-traumatic stress symptoms despite
the use of emotion-focused coping strategies that typically
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exacerbate symptomatology (e.g., self-blame [31],). School
professionals have also been identified as resources for stu-
dents, reaching out to them during wartime school closures.
When educators engage students in caring connections
through social media, students report higher levels of emo-
tional support [32, 33], which in turn can promote student
resilience [34].

School mental health programming in countries recovering
from long-term political conflict and war can also provide
prospective blueprints for the implementation of MTSS in
recovering communities. There have been laudable efforts re-
garding the potential for MTSS in countries such as Liberia,
where citizens endured a 14-year civil war. Although this war
ended a decade ago, the post-war healthcare system, while in
its nascence, shows promising expansion relative to school
mental health. Through support from non-governmental
Organizations (NGOs), such as World Bank, mental health
clinicians have recently deployed to school-based clinics.
The Liberian Ministry of Health is convening a school mental
health committee to support policy development regarding the
implementation of effective selective and universal programs
for addressing intervention needs in early childhood emotion-
al and behavioral concerns, developmental disabilities, and
substance use [5].

Child and Youth Refugees

Notably, refugees represent a diversity of cultures, nations,
ethnicities and racial backgrounds. They leave their home
countries due to fear of persecution based on their membership
to a particular social or political group [35]. Data suggests that
more than half of the refugees are under the age of 18 [36]. It is
difficult to track this population of refugees as many do not
have official identification documents and have also potential-
ly experienced separation from their families as part of the
preflight or resettlement processes. Children and youth survi-
vors leave behind their homes and belongings due to combat or
war, typically witnessing conflict prior and during departure,
and then begin acculturation in a new country [37, 38].

Schools are often valued more than in other social services
organizations by refugee families [39] and may be one of the
few community agencies offering formal supports [40] that
are non-stigmatizing and without cost-related barriers [41,
42]. However, navigating school contexts and academic learn-
ing can be especially difficult for students who become refu-
gees during adolescence. It can take 4–7 years for children and
youth to learn academic English, and up to a decade for those
whose formal education has been interrupted [43]. Even then,
students with English as a second language remain at a signif-
icant disadvantage, especially on timed national standardized
exams (e.g., SAT, MCAT). Taken together with expectations
to engage in more complex academic material and having less
time in their host county’s school to master a new language,

older youth may experience more challenges in school [44].
Additionally, based on their racial, ethnic, or religious back-
ground, children and youth may experience discrimination
from peers and teachers when in school [45] and receive dis-
proportionate disciplinary action as a result of these prejudices
[46, 47].

School professionals may misinterpret trauma-related
symptoms and behaviors presented by students [48, 49] par-
ticularly given that non-Western cultures may not differentiate
emotional from physical health [50]. The effects of trauma
often manifest through repeated complaints of headaches,
stomachaches, or other somatic concerns [42, 48, 49].
Among trauma-exposed children and youth, the profile of
clinic-referred refugee children and youth differs significantly
from peers who have recently immigrated to the USA and
from US-born peers. These differences include the total num-
ber of and type of trauma exposures (i.e., refugees reported
more exposure loss, separation, bereavement, community vi-
olence, and forced displacement [51•]). These findings serve
as invaluable practical informants to school-based interven-
tions given evidence indicating that refugee students with
more expansive trauma histories have been found to report
more positive feelings about school than those with lesser
exposures. While it is not clear what is driving the relationship
among trauma exposure and feelings about school, it is plau-
sible that the safety and structure that is offered through school
contexts allows children to better cope with the negative ex-
periences they had prior to resettlement [52]. Parental involve-
ment can also result in the experience of fewer child and youth
depressive symptoms during resettlement [52]. However,
many refugee parents may be struggling with their own trau-
ma exposures, potentially resulting in both physical and emo-
tional impairments, and benefit from school-family-
community outreach efforts that offer connections to
intervention.

While culturally responsive school mental health ap-
proaches have been tested in refugee children and youth [50,
53••], best practices relative to promotion of school and aca-
demic success have been less widely explored in this popula-
tion [21••] than in other trauma-exposed populations, poten-
tially due to the recent and rapid growth in refugee populations
[54]. Thus, researchers, educators, service providers, and
policymakers have identified key topic areas for exploration
in refugee children and youth relative to schools. The top four
research questions include assessing the effectiveness of new-
comer programs, the impact of family and community
stressors outside of school on school functioning, teacher
stresses relative to working with refugee students, and how
schools can effectively engage this population [21••].
Relatedly, the designated role of educator and other school
professionals in educational and mental health referrals, en-
gagement of students and parents in school, and consultation
process among this population warrants additional
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investigation. Further study regarding the feasibility and ac-
ceptability of these research priorities would support program
development and effectiveness testing.

Child and Youth Survivors of Natural
Disasters

It is estimated that for each year in this decade, around 175
million children will be exposed to natural disasters (e.g., hur-
ricanes, tornadoes, earthquakes, fires, floods, tsunamis, bliz-
zards, droughts, and other extreme weather conditions [55]).
Several studies have explored contextual factors influencing
the impact of natural disasters on immediate mental health, to
include prolonged displacement of children and youth survi-
vors from homes, schools, and communities, personal losses,
and relocation. In the wake of disaster, youth survivors have
shown declines in academic performance and achievement
[56, 57] and increases in suspensions and expulsions [58] with
disaster-related trauma exposures contributing to patterns of
emotional dysregulation resulting in aggressive behaviors [58,
59] and anxious emotions [18] that indirectly influence school
and academic outcomes.

The long-term effects of disaster on children and youth
suggest consideration of developmental differences when
planning and implementing school-based post-disaster mental
health programming. For example, younger students (ages
11–13) report lower levels of post-traumatic stress and depres-
sive symptoms following disaster-related relocations than
older students (ages 17–19), with the opposite being true for
survivors who returned to their neighborhoods after Hurricane
Katrina (i.e., older students who returned reported lower
symptoms, and younger students higher symptoms [60],).
There is also evidence suggesting that youth ages 12 and older
with lower levels of perceived control (e.g., the ability to reg-
ulate their anxious emotion) will report higher levels of post-
traumatic stress and anxiety in the wake of disaster [61].
Additionally, gender has been identified as moderator for
post-disaster symptomatology, with negative associations be-
tween post-traumatic stress symptoms and self-reported
competence/well-being levels shown as more problematic
for girls than boys [62]. Taking this into consideration, inter-
ventions that target increased competence/well-being, espe-
cially among girls, could offer prophylactic effects in the wake
of disaster [63].

Schools can further mitigate the effects of a disaster by
offering trauma responsive intervention programming.
Research suggests that in the wake of disaster, children will
present with different trajectories: some with low stable symp-
tom levels despite high trauma exposure, somewith stable low
symptom levels and low exposure, and some with stable high
symptoms [64]. The resilient subgroup (e.g., low symptoms
and high exposure) employed avoidant coping strategies (e.g.,

social withdrawal, wishful thinking, resignation, strategies of
distraction) less frequently than the other two subgroups.
Taking this into consideration, students may benefit from
school-based interventions that mitigate post-disaster emo-
tional dysregulation and increase social support among child
and youth disaster survivors, particularly given students are
more likely to complete trauma-focused treatments when they
occur in school than other community settings [65]. This is
consistent with policy recommendation from United Nations
Office for Disaster Risk Reduction (UNDRR) use of the
Sendai Framework for Disaster Risk Reduction [66], which
implicates schools in addressing risk reduction and resilience
education post-disaster. There are intervention packages, such
as Supporting Students Exposed to Trauma (SSET), for chil-
dren and youth ages 10–16, which targets skill building for
healthy coping, relaxation, and increasing levels of peer and
parent support [67], or Bounce Back, which is for children
ages 5 to 11. Bounce Back covers the same topic areas as
SSET but includes increased parental involvement compo-
nents [68]. Journey of Hope [69], which is specifically for
disaster survivors ages 8–11 and targets identification and
coping of anxious, sad, and angry emotions, also shows prom-
ise. All three interventions connect with early intervention
(tier 2) supports in schools.

Conclusions and Future Directions

There are common implications for MTSS among the differ-
ent types of traumas discussed within this review. Children
and youth may return to school without any records regarding
their past academic performance, having experienced substan-
tial losses, and in need of a diversity of concrete and emotional
suppor ts . Trauma-re la ted responses , poten t ia l ly
misinterpreted as oppositionality, inattention, or poor motiva-
tion, can be triggered when classrooms are loud and crowded
[70], and further interfere with the development of student-
teacher relationships or school connectedness. School sup-
ports for trauma-exposed students need to go beyond curricu-
lum requirements and are relevant to implementation of
MTSS approaches for a few key reasons. Positive behavior
supports, for example, focus upon behaviors that are directly
observable. Student responses to trauma (e.g., increased ab-
sences or trips to the school nurse) may not present in the
classroom as behaviors commonly monitored or observed in
the classroom, resulting in poor visibility of these students to
school professionals. Conducting routine screenings allow for
monitoring of specific behavioral health concerns [71••], such
as trauma. Yet, there are cautions against conducting universal
trauma screenings in schools, which include discrepancies in
agreement between child and parent report regarding exposure
to adverse and traumatic events [72, 73], obtaining reliable
and valid responses during the assessment process, and
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potential difficulties securing parental consent prior to
conducting the assessment. There is a paucity of research de-
lineating best practices for screening, assessment, and prog-
ress monitoring for trauma [15••, 16••]. This is an area in need
of further exploration considering lifetime trauma exposure
can affect children’s ability to recover from catastrophic
events. For example, trauma history has been implicated as a
stronger predictor of post-traumatic stress and depressive
symptoms post-disaster than hurricane exposure alone [74].
For students in need of additional school supports, tracking
trauma history and student responses to intervention could
facilitate early identification, appropriate triage and connec-
tion to indicated intervention approaches (e.g., stepped care
through Bounce Back/SSET, or more intensive interventions
such as trauma-focused cognitive behavioral therapy), and
progress toward behavioral and educational benchmarks.

As indicated through our review, testing and effectiveness
trials in these topic areas are critical for child and youth sur-
vivors of catastrophe, not only for the development of best
practices but for the development of an agenda that connects
school policies, procedures, and trainings that support this
work. Emerging digitized platforms, such as the SHAPE sys-
tem, support ongoing monitoring and high-quality implemen-
tation of school-wide initiatives [5]. The SHAPE system
shows promise, offering assessment and guidance relative to
trauma responsive practices, such as maintaining calm and
safe classrooms (tier 1), training all school professionals to
share a common understanding of trauma and trauma-
exposed students (tier 1), and developing partnerships with
community partners specializing in evidence-based interven-
tions for trauma (tiers 2 and 3 [75•]). In the wake of natural
disasters, this school data system could be used to track stu-
dent age and number of relocations. Review of age and relo-
cation data could be used to identify students in potential need
of trauma responsive screening and intervention. Relatedly,
training school professionals (e.g., educators, school adminis-
trators) in student responses to trauma have been implicated in
the identification of trauma-exposed students, their referral to
services, and the success of trauma interventions [76].
Training packages, such as Kognito’s Trauma-Informed
Practices for K-12 schools, have been deployed to increase
educator knowledge and awareness of trauma-related stress
levels [77]. Additional investigation is needed to determine
whether this training package results in educator behavior
change. Further testing of intervention packages that target
student trauma (e.g., Bounce Back, SSET) in child and youth
survivors of catastrophic events are also indicated. This group
of survivors is heterogeneous in terms of the total number and
types of traumas experienced [51•]. Exploration of these in-
terventions and their influence on student coping styles, aca-
demic performance and achievement, school connectedness,
and behavior are needed to assess potential long-term impacts
on post-disaster school functioning.

Recommendations

As noted, MTSS offers different levels of support at tier 1
through primary prevention/promotion, at tier 2 through early
intervention, and at tier 3 through intervention (Tier 3).
Conducting trauma-related screening, assessment, and interven-
tion may differ based upon the type of trauma that has occurred,
exposures associated with that trauma, and the number of stu-
dents affected by it. For example, a community-wide natural
disaster may affect many students, resulting in increased referral
of students to tier 2 supports (e.g., coping skills groups), whereas
a student seeking asylum may benefit from an intensive, indi-
vidualized assessment and intervention plan. At the school
building level, there may be one team of school professionals
(e.g., school psychologists, counselors, social workers, adminis-
trators; community mental health professionals) that meets to
discuss MTSS planning, or three separate teams (e.g., a team
that only plans for tier 1 [78]) that meet to plan services. These
teams use school data to determine program selection and stu-
dent movement across tiers [13•] and select assessment and
intervention strategies that are within the school’s capacity to
execute. Preliminary study indicates that a combination of sup-
ports, such as the Check in Check out (CICO [79];) intervention,
which targets school engagement, and daily progress reports
(DPR [79];), which are used to facilitate student coping skills
such as deep breathing, is effective in supporting students strug-
gling with emotional and behavioral problems related to trauma
[13•]. The use of the CICO and DPR could be particularly
impactful in the context of catastrophic events, with additional
study including parental involvement in tiers 2 and 3 supports
relative to trauma. The review of CICO and DPR at home by
youth and their parents, for example, could be used to promote
practice and generalization of skills, especially if connected to
other school-based interventions, such as Bounce Back, SSET,
or Journey of Hope. Additionally, it could promote the general-
ization of skills across multiple contexts (e.g., at home or during
extracurricular activities).

Parental involvement is not usually targeted unless more
intensive student supports are needed through tiers 2 or 3 [80].
However, integrating and introducing culturally responsive
strategies at tier 1 would allow for scaffolding of parental
involvement and for more efficient student connection to tier
2 and 3 supports. For schools, the identification of
community-based clinicians with cultural knowledge and
training in trauma-focused intervention is critical. Having
these clinicians serve as school consultants or as permanent
MTSS team members would provide a mechanism by which
school professionals could achieve potential access to training
in relevant cultural values and norms prior to meetings with
families, increased understanding of culturally relevant emo-
tional vocabulary connected to the trauma [50], and increased
ability to provide assistance in responsive outreach for
trauma-focused treatments.
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Finally, school policies that include guidelines for how ed-
ucators and other school professionals can maintain contact
with their students during catastrophic events should be con-
sidered. This connection among school professionals, stu-
dents, and in a tertiary way, their families can serve as a meth-
od for facilitating triage, resulting in increased understanding
of student referral needs relative to intervention supports once
the infrastructure is restored. By maintaining contact with
youth during a catastrophe, school professionals can facilitate
the identification of students in need of additional screening
and assessment once schools re-open. In addition, school pro-
fessionals can begin sharing what they have learned as major
concerns from students and use this information to develop
intervention plans. Developing school policies and preparing
school professionals for use of communication protocols dur-
ing catastrophe could further enhance long-term student re-
covery. Future studies could further assess the effect of these
communications, and the application of information collected
from them, on intervention strategies that target post-
catastrophe school functioning.
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