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Abstract Exposure to adversity in childhood, including

domestic violence, parental mental illness, loss, and pov-

erty, is a known risk factor for long-term physical and

mental health problems. This secondary data analysis uses

the National Survey of Children’s Health 2011/12 to

examine the association between exposure to family

adversity and academic outcomes, as mediated by child

mental health. The analytic sample included 65,680 chil-

dren between the ages of six and 17, representative of the

US child population. Family adversity, as mediated by

child mental health status, was negatively associated with

school engagement and positively associated with being

retained in grade and being on an Individualized Education

Program. Male gender, family economic hardship, living in

an unsafe neighborhood, and poor caregiver mental health

were additional risk factors. Results suggest the need for

improved mental health screening for students who exhibit

internalizing and externalizing symptoms.

Keywords Trauma � Mental health � Academic

achievement � School engagement � Retention in grade �
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Introduction

There is a growing awareness of the impact of childhood

adversity and trauma on education outcomes (Goodman,

Miller, & West-Olatunji, 2012; Porche, Fortuna, Lin, &

Alegria, 2011). Research that adds to our understanding of

this phenomenon is necessary to inform educators’ inter-

pretations of children’s cognitive and behavioral responses

to trauma exposure, which is all too often mistaken for

disinterest, avoidance, or rejection of academics (Hertel &

Johnson, 2013; Scott, Lapré, Marsee, & Weems, 2014),

and to develop effective trauma-informed school-based

responses (Rossen & Hull, 2012). Exposure to adversity

and traumatic stress increases risk of mental health prob-

lems through impact on neurobiological and behavioral

systems (Shonkoff, 2010), and students with mental health

problems are more likely to do poorly in school compared

to peers without such problems (Bagdi & Vacca, 2005;

Dyregrov, 2004). This secondary data analysis of the

National Survey of Children’s Health 2011/12 (NSCH)

further illuminates the pervasiveness of childhood exposure

to a subset of adverse childhood experiences (ACEs) that

have been used to study adult (Felitti et al., 1998) and child

(Burke, Hellman, Scott, Weems, & Carrion 2011; Pretty,

O’Leary, Cairney, & Wade, 2013) health outcomes and for

additional family stressors identified for the NSCH. For

this study using a US population-based sample, we inves-

tigate associations between these variables and educational

outcomes for children ages 6–17, as mediated by the

child’s current mental health status.
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The 2000 Report of the Surgeon Generals’ Conference

on Children’s Mental Health (US Public Health Service,

2000) underscored the crisis faced by our nation in

responding adequately to the mental health of children and

adolescents. According to the Report, about 1 in 5 children

has a current mental disorder, 1 in 10 suffers from a severe

mental illness, and 1 in 8 has a co-occurring substance use

or abuse problem (US Public Health Service, 2000).

According to the US Department of Education (2001),

about 50 % of students aged 14 and older who drop out of

high school have a mental health or behavioral disorder.

Furthermore, 65 % of boys and 75 % of girls in juvenile

detention have at least one mental illness (Teplin, Abram,

McClelland, Dulcan, & Mericle, 2002).

Often, adversity and trauma are contributors to mental

health concerns, and there has been increased interest in

ascertaining exposure to these events. The Adverse

Childhood Experiences (ACE) study protocol was origi-

nally designed to assess adult retrospective report of

exposure to childhood abuse and household dysfunction

and its association with physical and mental health risk in

adulthood (Felitti et al., 1998). Similarly, the World Health

Organization developed the Composite International Diag-

nostic Interview (WHO-CIDI) to assess post-traumatic

stress disorder through adult retrospective report of timing,

duration, and frequency for 26 specific trauma exposures

(including child abuse and neglect as well as war-related,

political, and community violence; natural and man-made

disasters; life-threatening accident and illness; and loss).

More recently, items that reflect the range of experiences

across these scales have been used to assess concurrent

exposure in children and adolescents. Citing the need for

standardization in definition and measurement of childhood

trauma experiences, Saunders and Adams’ (2014) review

of the current literature available provided the following

examples for children in the USA: 8–12 % of youth have

experienced one or more sexual assaults, 38–70 % have

witnessed community violence, 10 % have witnessed

domestic violence, 20 % have lost a relative or friend to

homicide, and 20–25 % have experienced a man-made or

natural disaster. The authors argue that more dramatic

forms of trauma should not overshadow ‘‘less obvious’’

events or condition that nevertheless have similar effects

on children’s psyche. For this study, we use the terminol-

ogy of the NSCH (adverse family experiences, described

below) and acknowledge that the field continues to face

challenges in standardization and definition of trauma.

Theoretical Framework and Background

Although many children have supports for resilience in the

context of exposure to adverse childhood experiences,

those that are affected are at risk of a variety of mental

health problems that can persist into adulthood, including

anxiety, depression, post-traumatic stress disorder (PTSD),

and conduct disorders. Experience of multiple adversities

has been shown to increase the risk of behavioral problems

in an urban pediatric population (Burke et al., 2011).

Toddlers exposed to domestic violence in the home were

more likely to exhibit externalizing and internalizing

symptoms into middle childhood (Schnurr & Lohman,

2013). A history of early experiences of neglect predicted

vulnerability for emotional distress and PTSD diagnosis for

adults (Grassi-Oliveira & Stein, 2008). Children with his-

tories of both trauma and neglect have been found to have

lower levels of attention and executive function than non-

maltreated controls and those with neglect alone (De Bel-

lis, Hooper, Spratt, & Woolley, 2009).

Researchers have suggested that this exposure to ‘‘toxic

stress’’ (Shonkoff, Boyce, & McEwen, 2009) and the

resulting psychological reactions alters brain functioning

and may contribute to structural changes in the brain

(Cohen, Mannarino, & Deblinger, 2006; Teicher et al.,

2003; Weber & Reynolds, 2004). Resulting changes in

neurotransmitter activity affect psychobiological functions

(Bremner, Davis, Southwick, Krystal, & Charney 1994),

which are associated with psychological disorders (e.g.,

anxiety, depression, PTSD) that may contribute to learning

problems. For example, increased hypervigilance in chil-

dren with PTSD limits the amount of attentional resources

that can be directed toward learning and staying on task.

Caffo and Belaise (2005) found that learning and attention

disorders (ADHD) were common psychiatric problems for

children and adolescents following traumatic experiences.

Pintrich (2004), in his work on self-regulated learning,

conceptualized effort regulation as the ability to persist

with academic tasks, setting aside distractions and not

giving up even when one feels discouraged by the level of

difficulty. For children whose exposure to adversity results

in PTSD symptoms, including difficulties with sleep and

concentration, the impact on academic outcomes may be

through effort regulation (Boyraz, Granda, Baker, Tidwell,

& Waits 2015). Although the current study focuses on

observable behavioral outcomes and not neurobiological

change per se, we posit that the mechanism by which

childhood adversity affects achievement is through dis-

ruption of mental health and well-being, reflected by

internalizing and externalizing symptoms.

Roeser, Eccles, and Srobel (1998) suggested several

hypotheses regarding directionality of mental health and

academic associations; this study is based on their emo-

tional difficulty hypothesis, which posited that emotional

difficulties cause academic difficulties and do so through

memory and attentional biases of negative emotions that

influence cognition and interfere with academic success.

Examples illustrated in Roeser, Eccles, and Srobel (1998)
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suggest that negative emotions, such as sadness associated

with depression, could interfere with motivation for

learning in the classroom and avoidance of academic

activities. Further, memories of adverse events that drive

these negative emotions take away attention from class-

room learning and may predispose students to anticipate

their own failure or hostile intentions from peers or

teachers.

Adversity and School Outcomes

Dyregrov’s (2004) review of the impact of loss and trauma

on children provided an early synthesis of the likelihood of

related outcomes such as increased absences and risk of

dropout, suggesting that diminished motivation and diffi-

culties with attention and cognitive processes were

involved. Children’s experiences of specific traumatic

events have been found to be negatively associated with

academic outcomes. In the aftermath of Hurricane Katrina,

children had increased school absences, lower scores on

standardized tests, and greater dissatisfaction with school

(Pane, McCaffrey, Kalra, & Zhou, 2008; Scott et al., 2014;

Sims, Boasso, Burch, Naser, & Overstreet, 2015). A cohort

of young children who witnessed an accidental death on

school grounds had diminished executive function related

to academic achievement (Park et al., 2014). Young chil-

dren whose fathers were incarcerated at some point in the

child’s first 5 years were at greater risk of being retained in

grade in early elementary school; incarceration as a risk

factor was predictive across socioeconomic status, gender,

race, and ethnicity (Turney & Haskins, 2014). The Inves-

tigation of the Early Childhood Longitudinal Study, Kin-

dergarten Class of 1998–1999 revealed that trauma

symptoms were negatively related to socioeconomic status

and associated with lower achievement scores in reading,

math, and science (Goodman et al., 2012).

Mediating Role of Child Mental Health

Increasingly, research on the effect of childhood adversity

on school outcomes has explored the mediating role of

child mental health. The potential for school success is

compromised for children with mental health concerns, due

to emotional, behavioral, or developmental problems,

complexity of care needs, and inadequate case manage-

ment in schools (Bethell et al., 2012). Research on African

American students’ exposure to community violence and

school outcomes has suggested several different pathways,

including post-traumatic stress symptoms as a potential

mediator for grade point average and standardized test

scores (Mathews, Dempsey, & Overstreet, 2009), and

aggressive behavior as a mediator of student grades, aca-

demic readiness (effort, attention, engagement), and

reading achievement (Busby, Lambert, & Ialongo, 2013).

Although much of the existing research on childhood

PTSD (De Bellis et al., 2009) and the association between

mental illness and school outcomes relies on community

and clinical samples (Thompson & Whimper, 2010), new

evidence using nationally representative samples further

expands our knowledge of these associations. In a repre-

sentative sample of emerging adults, the odds for high

school dropout among individuals who had experienced

childhood trauma were over twice the odds for those

without trauma histories, as mediated by substance abuse

and conduct disorder (Porche et al., 2011).

Longitudinal research has documented the risk patterns

over time for children with mental health concerns, high-

lighting the debilitating impact of untreated symptoms.

First-grade urban students who were identified with indi-

cators of depression and conduct disorder were more likely

to have poor academic performance in middle school

(Valdez, Lambert, & Ialongo, 2011). Academic and

behavioral problems identified in first grade were associ-

ated with continued mental health concerns, special edu-

cation placement, and school dropout (Darney, Reinke,

Herman, Stormont, & Ialongo 2013). A 20-year longitu-

dinal study of students in an urban school setting (Masten

et al., 2005) documented the cascade effects of external-

izing problems in elementary school that led to academic

problems in adolescence followed by internalizing prob-

lems in young adulthood.

Research on childhood adversity and its accompanying

emotional impact has examined associations with content-

specific measures of academic performance, including

classroom grades and standardized test scores in reading

and mathematics (De Bellis et al., 2009; Thompson &

Whimper, 2010). As understanding increases in the ways

adversity and child mental health contribute to those types

of outcomes, there is need to investigate the disruptive

effect that psychological problems can have for more

global academic outcomes. Pedagogically based approa-

ches may be best suited for advancing learning in content

areas; however, trauma-sensitive mental health approaches

may be required by school personnel for supporting non-

cognitive skills, such as engagement which is necessary for

success. Mental health services may be required to address

symptoms of traumatic stress that interfere with attention

and memory, thus facilitating greater success in academic

performance measures.

Child Mental Health and School Engagement

School engagement has been described as a multifaceted

construct that includes affective, behavioral, and cognitive

components and has been measured in a variety of ways

(Jimerson, Campos, & Greif, 2003). Wang and Peck (2013)
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developed a multidimensional model of school engagement

that showed differential patterns of engagement mapping

on to mental health characteristics. Minimally engaged and

emotionally disengaged students were more likely to be

depressed. In addition, minimally engaged students were

the most likely to drop out. Toddlers’ exposure to domestic

violence in the home, specifically in cases where violence

to the mother increased over time, was shown to have a

direct negative association with children’s school engage-

ment in middle school (Schnurr & Lohman, 2013). Few

studies have tested child mental health as a potential

mediator of engagement; Borofsky et al. (2013) found that

externalizing and internalizing symptoms mediated the

association between exposure to community violence and

engagement for a small convenience sample of diverse

adolescents, but PTSD symptoms did not mediate this

relationship. Drawing from interdisciplinary theories about

trauma is useful to conceptualize the challenges that limit

children’s school engagement and reveal how unrecog-

nized trauma response is too often interpreted by school

personnel in ways that further marginalize students (Dutro

& Bien, 2014).

Child Mental Health and Retention in Grade

Whereas much of the research on the association between

child mental health and retention in grade has tested the

subsequent influence of retention on later student emo-

tional outcomes including increased risk of aggressive

behavior (Jimerson & Ferguson, 2007; Wu, West, &

Hughes, 2010), there is a need to increase our knowledge

of the potential impact of emotional distress on retention. A

review of the literature on outcomes for students with

emotional and behavioral disorders found a greater likeli-

hood for retention in grade (Wood & Cronin, 1999). A

more recent Dutch population-based study found associa-

tions between delay in grade promotion and mental health

problems that met clinical levels (Tempelaar et al., 2014).

Although these mental health problems were not predictive

in adjusted models, this association indicated increased risk

of male students, immigrants, and those who had experi-

enced adverse life events (Tempelaar, et al., 2014). A

limitation of the Dutch study was that it did not test mental

health as a potential mediator of adverse experiences on

outcomes.

Child Mental Health and Individualized Education

Program (IEP) Status

Any child enrolled in public school and receiving special edu-

cation services must have an Individualized Education Program

(IEP) as required by the Individuals with Disabilities Act. The

IEP is individually designed with the input of teachers,

specialists, and parents/guardians in order to support the child’s

educational performance, through services, modifications, and

accommodations (Office of Special Education and Rehabilita-

tive Services US Department of Education, 2000). Behavior that

interferes with learning is designated as one of several possible

‘‘special factors’’ that can be addressed through the IEP; thus,

children identified as having externalizing or internalizing

mental health concerns are likely candidates for an IEP. Exter-

nalizing behaviors have been found to be associated with

exposure to adversity (Scott et al., 2014), and improvement of

behavioral problems can be a specific goal addressed in IEP

plans, required both pedagogically and legally (Etscheidt,

2006). Analyses of the nationally representative Early Child-

hood Longitudinal Study, Kindergarten Class of 1998–1999

found that children who experience symptoms of traumatic

stress are three times as likely to be on an IEP (Goodman et al.,

2012). Results from a national longitudinal study of children

investigated for maltreatment found that 31 % of infants iden-

tified for maltreatment by caseworkers were on an Individual-

ized Family Services Plan (IFSP) within the year of

investigation (Scarborough & McCrae, 2008); the IFSP is

similar to an IEP but for children ages 0–3 and is focused on the

family rather than the individual child. At the 54-month follow-

up after the maltreatment investigation, 20 % of children had

parent-reported internalizing or internalizing behaviors, while

9 % had teacher-reported internalizing or internalizing behav-

iors, and of those children identified at baseline for an IFSP,

20 % continued to receive services through an IEP (Scarbor-

ough & McCrae, 2008).

The Current Study

Our research study using the NSCH extends the knowledge

base by testing hypotheses on a population-based sample,

assessing the mediating role of child mental health, and

using a health disparities approach incorporating sociode-

mographic risk and protective factors to examine exposure

to adversity related to children’s academic achievement.

Prior research has examined the direct association between

experiences of family adversity and school engagement

using an epidemiological framework (Bethell, Newacheck,

Hawes, & Halfon, 2014), and we extend that work by

testing mediated models for three academic outcomes

(school engagement, retention in grade, and IEP status)

with a combination of covariates and control variables not

previously studied.

One such covariate is maternal mental health. The

association between poor maternal mental health and

negative associations with child outcomes has been widely

studied. Kingston and Tough’s (2014) systematic review of

two decades of longitudinal research worldwide found

small to medium effects of maternal mental health on

school-age children’s internalizing and externalizing
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behaviors and social–emotional development, and a small

effect on cognitive development related to prenatal dis-

tress. Thus, we include caregiver mental health in our

analyses.

A second important covariate is neighborhood safety. A

study of the Chicago school district found that high levels

of crime in school neighborhoods were negatively associ-

ated with student-reported school climate (sense of safety,

perceived respect by peers and teachers, socioemotional

learning at school) and to the percent of students in the

school meeting or exceeding math and reading standards

(McCoy, Roy, & Sirkman, 2013). A study of the New York

City school district found a cumulative risk of students in

poor-quality schools (teachers with less experience, more

likely to be absent, more likely to leave) in neighborhoods

with higher levels of poverty, crowded housing, and vacant

buildings (Whipple, Evans, Barry, & Maxwell, 2010).

Although the NSCH lacks the type of school quality vari-

ables used in these studies, it does include a measure of

perceived neighborhood safety, which may have associa-

tions with school quality and with the educational out-

comes we test. Our models are also adjusted for child

gender, race and ethnicity, and family income level. We

hypothesized that children’s mental health would mediate

the effects of parent-reported adversity experiences and

caregiver mental health on educational outcomes.

Methods

Analytic Sample

The sample was drawn from the 2011–2012 National

Survey of Children’s Health (NSCH), which was designed

by the Maternal and Child Health Bureau (US Department

of Health and Human Services, Health Resources and

Services Administration) and conducted by the Centers for

Disease Control and Prevention’s National Center for

Health Statistics. Details regarding the survey design are

available elsewhere (http://childhealthdata.org/learn/meth

ods#Manuals). Briefly, the NSCH was a cross-sectional

random-digit-dialing telephone survey that used the sam-

pling frame of the State and Local Area Integrated Tele-

phone Survey (SLAITS), with stratification by state and

sample type (i.e., landline or cell phone). The NSCH col-

lected information on the physical and emotional health of

a nationally representative sample of non-institutionalized

children under the age of 18 (N = 95,677) from all 50

states and the District of Columbia. Because information

on educational outcomes was not collected for children

younger than age 6, the analytic sample was limited to the

65,680 children between the ages of 6 and 17. Table 1

describes sample demographics: slightly more than half

(51 %) of the children were boys, and the average age was

11.6 years. More than half (53 %) of the children were

non-Hispanic white, 14 % were non-Hispanic black, 10 %

were non-Hispanic multiracial or other race, and 22 %

were Hispanic. Nearly 21 % of the children lived in

households with incomes below the federal poverty level.

The 2011–2012 survey differs from previous NSCH data-

sets, with additional special health care conditions inclu-

ded, questions regarding activity and functional limitations

of children with special health care needs (CSHCN), school

engagement, and neighborhood supports. Ninety-five per-

cent (95 %) of the interviews were conducted in English;

the rest were conducted in Spanish or in one of several

Asian languages.

Measures

Independent Variable: Adverse Family Experiences

The 2011–2012 NSCH included a measure named as ‘‘ad-

verse family experiences’’ which was comprised of nine

items regarding lifetime experiences of adversities. A subset

of five items from the Adverse Childhood Experiences

(ACE) measure (Felitti et al., 1998) were specifically chosen

by the Child and Adolescent Health Measurement Initiative

(2009), which prepared the data files and constructed vari-

ables in collaboration with the Maternal and Child Health

Bureau and the National Center for Health Statistics. The

ACE items include childhood exposure to divorce/separa-

tion, whether a parent or guardian was incarcerated after the

child was born, exposure to domestic violence, whether the

child ever lived ‘‘with anyone who was mentally ill, suicidal,

or severely depressed for more than a couple of weeks,’’ or

lived with anyone ‘‘who had a drug or alcohol problem.’’

Several categories of abuse (physical, sexual, emotional) and

neglect were not included in the parent report survey given

concerns about underreporting of childhood abuse by par-

ents or guardians who were the survey respondents

(McKinney, Harris, & Caetano, 2009), which would have

been exacerbated by the fact that a high proportion of self-

reports of child victimization names a parent or guardian as

the perpetrator. A Technical Expert Panel developed four

additional questions: socioeconomic hardship, death of a

parent, exposure to neighborhood violence, and racial–eth-

nic discrimination. Altogether, the panel deemed these nine

items as valid for reporting by parents and guardians; fol-

low-up analysis concluded that even with the use of the

adapted set of adverse childhood experiences used in the

NSCH, associations between the experiences and health

were readily apparent in childhood (Bethell et al., 2014).

The total number of adverse family experiences in the

child’s lifetime (0–9) was included in the analysis.
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Mediating Variable: Mental Health Status

An indicator of the number of current mental health diag-

noses was created by summing the ‘‘yes’’ responses to the

caregiver’s report of whether, at the time of survey data

collection, their child currently had attention-deficit or

attention-deficit/hyperactivity disorder (ADD or ADHD),

depression, anxiety problems, behavioral or conduct

problems. Values ranged from 0 (no diagnoses) to 4 (all

four mental health diagnoses).

Covariates

We included in our analysis sociodemographic, child,

caregiver, and neighborhood characteristics that have been

associated with children’s educational outcomes. Sociode-

mographic control variables included child’s age, sex,

race–ethnicity as categorized in the NSCH (white, black,

Hispanic, multiracial, other), and household income as a

percentage of the federal poverty level (0–99, 100–199,

200–399, 400 % or more). Preliminary examination of the

bimodal distribution of the household poverty indicator led

us to dichotomize the measure into two categories: 0–199

and 200 % or more of the federal poverty level.

A measure of caregiver mental health status (1 = ex-

cellent; 5 = poor) was also included in the analysis, as

poor caregiver mental health can have an environmental

and/or, if the caregiver is biologically related, a genetic

influence. Neighborhood safety, which may also reflect the

quality of the child’s school, was assessed by responses to

Table 1 Characteristics of children ages 6–17 by educational outcomes (weighted)

All children

(N = 65,680)

Engaged in school Repeated any grade IEP

Never,

rarely,

sometimes

Usually Always No Yes No Yes

Sex

Female 48.8 (0.5) 32.7 (0.9) 43.9 (0.8) 57.4 (0.6) 49.8 (0.5) 38.8 (1.5) 50.4 (0.5) 36.2 (1.2)

Male 51.2 (0.5) 67.3 (0.9) 56.1 (0.8) 42.6 (0.6) 50.2 (0.5) 61.2 (1.5) 49.6 (0.5) 63.8 (1.2)

Age (mean ± SE) 11.6 ± 0.03 12.4 ± 0.07 11.8 ± 0.06 11.1 ± 0.04 11.4 ± 0.03 12.6 ± 0.10 11.5 ± 0.03 11.8 ± 0.08

Race–ethnicity

Hispanic 22.3 (0.5) 21.0 (1.0) 16.0 (0.7) 26.2 (0.7) 21.9 (0.5) 25.5 (1.7) 23.2 (0.5) 15.2 (1.2)

Non-Hispanic white 53.7 (0.5) 52.0 (1.0) 64.1 (0.8) 48.8 (0.6) 54.9 (0.5) 43.2 (1.5) 53.1 (0.5) 59.1 (1.3)

Non-Hispanic Black 14.2 (0.3) 19.0 (0.8) 10.4 (0.5) 14.5 (0.5) 13.2 (0.3) 24.3 (1.3) 13.8 (0.3) 17.3 (1.0)

Multiracial or other 9.7 (0.3) 7.9 (0.5) 9.5 (0.5) 10.6 (0.4) 10.0 (0.3) 7.0 (0.7) 9.3 (0.3) 8.4 (0.6)

Income as % of FPL

0–99 % 20.7 (0.4) 27.6 (1.0) 13.1 (0.6) 22.1 (0.6) 18.6 (0.4) 41.0 (1.6) 19.8 (0.4) 26.0 (1.1)

100–199 % 21.4 (0.4) 23.4 (0.8) 20.0 (0.7) 21.4 (0.6) 21.0 (0.4) 25.6 (1.3) 21.5 (0.4) 20.9 (0.9)

200–399 % 28.9 (0.4) 27.1 (0.9) 32.4 (0.7) 27.6 (0.6) 29.7 (0.4) 20.7 (1.2) 28.9 (0.4) 29.3 (1.2)

C400 % 29.1 (0.4) 21.8 (0.8) 34.5 (0.7) 28.9 (0.5) 30.7 (0.4) 12.7 (0.9) 29.8 (0.4) 23.7 (1.0)

Child safe in community

Never/sometimes 13.1 (0.4) 18.9 (0.9) 9.2 (0.6) 12.9 (0.5) 12.4 (0.4) 19.4 (1.3) 12.6 (0.4) 16.7 (1.0)

Usually/always 86.9 (0.4) 81.1 (0.9) 90.8 (0.6) 87.0 (0.5) 87.6 (0.4) 80.6 (1.3) 87.4 (0.4) 83.3 (1.0)

Child’s number of

mental health

diagnoses

(mean ± SE)

0.2 ± 0.01 0.6 ± 0.02 0.2 ± 0.01 0.1 ± 0.01 0.2 ± 0.01 0.5 ± 0.02 0.1 ± 0.01 1.0 ± 0.03

Caregiver mental health status

Excellent 32.5 (0.4) 22.2 (0.8) 30.7 (0.7) 37.3 (0.6) 33.3 (0.4) 24.1 (1.4) 33.5 (0.4) 25.1 (1.1)

Very good 37.2 (0.4) 34.8 (0.9) 42.7 (0.8) 35.2 (0.6) 37.6 (0.4) 33.6 (1.5) 37.4 (0.5) 36.0 (1.2)

Good 22.1 (0.4) 28.1 (1.0) 20.2 (0.6) 20.7 (0.6) 21.5 (0.4) 26.9 (1.4) 21.7 (0.4) 24.8 (1.1)

Fair 7.0 (0.2) 12.0 (0.6) 5.6 (0.4) 5.8 (0.3) 6.4 (0.2) 13.0 (1.1) 6.4 (0.2) 10.9 (0.8)

Poor 1.3 (0.1) 2.8 (0.3) 0.8 (0.2) 1.0 (0.1) 1.2 (0.1) 2.4 (0.5) 1.0 (0.1) 3.2 (0.6)

Number of adverse

family experiences

(mean ± se)

1.1 ± 0.01 1.7 ± 0.03 1.1 ± 0.02 0.90 ± 0.02 1.0 ± 0.01 1.8 ± 0.06 1.1 ± 0.01 1.6 ± 0.04
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the question, ‘‘How often do you feel [child name] is safe

in your community or neighborhood?’’ which was recoded

to reflect unsafe conditions: 0 = never/sometimes;

1 = usually/always.

Outcome Measure: School Engagement

A composite measure of school engagement was based on

two questions asking whether the child cared about doing

well in school and did all required homework (0 = never,

rarely, or sometimes engaged; 1 = usually engaged;

2 = always engaged). The two items developed by the

Child and Adolescent Health Measurement Initiative

(2009) for the NSCH reflect behavioral and emotional

constructs of engagement described in the literature (Fre-

dricks, Blumenfeld, & Paris, 2004); this composite has

been found to be negatively associated with experiences of

adversity in tests of direct effects (Bethell et al., 2014).

Outcome Measure: Grade Retention

A dummy (yes/no) indicator was created based on the

response to a question asking whether the child had ever

repeated a grade in school.

Outcome Measure: Individualized Education Plan

A dummy (yes/no) indicator was created based on the

response to a question asking whether the child had ‘‘a

health problem, condition, or disability for which he/she

has a written intervention plan called an Individualized

Education Program or IEP?’’

Analysis Plan

We examined the bivariate associations (using simple

logistic regression for categorical variables and simple

linear regression for continuous variables) between the

predictor and outcome variables using SAS version 9.4. We

used survey-specific SAS procedures (PROC SURVEY-

FREQ, SURVEYLOGISTIC, and SURVEYREG) to

account for the complex study design of the NSCH and to

generate estimates that were representative of non-institu-

tionalized children in the USA. Because our analysis was

focused on the subgroup of children between the ages of 6

and 17, we used the appropriate options (e.g., the

DOMAIN option in PROC SURVEYREG) to estimate the

correct standard errors for the analytic sample.

Three path models (one for each educational outcome)

were estimated using Mplus version 7.31. Approximately

3 % of the children were missing values on any of the

predictors in the model. Mplus allows for the inclusion of

participants with missing data by using full information

maximum likelihood (FIML) estimation (Enders, 2010;

Muthén & Muthén, 1998–2012), drawing on the theory by

Little and Rubin (1987). In contrast to traditional methods

that delete cases with missing data, FIML estimation sorts

observations into missing data patterns, and each parameter

is estimated using all available data for that particular

parameter. We used FIML with robust standard errors and

included weighting for stratification, clustering, and over-

sampling to conduct our path analysis. We controlled for

sociodemographic characteristics (i.e., gender, age, race–

ethnicity, and income) in all models by estimating paths to

the mediator (children’s mental health) and the particular

outcome as specified by Kenny (2014).

We considered several criteria when evaluating model

fit. The v2 test statistic is one measure of overall model fit;

however, it can lead researchers to reject models with

slight departures from data in large samples, as is the case

in our study (Bollen & Long, 1993; Jöreskog & Sörbom,

1998). Therefore, we also evaluated three other model fit

indices: the root mean square error of approximation

(RMSEA) and the comparative fit index (CFI), and the

Tucker–Lewis index (TLI). RMSEA values of 0.06 or less

along with CFI and TLI values above 0.90 suggest the

model is a reasonable fit to the data (Hu & Bentler, 1999).

Results

Over half of parents (53.4 % weighted) reported that their

child had one or more adverse family experiences. For the

group of children with any reported adversity, the average

number of experiences was 2.09 [±SE 0.02 (95 % CI 2.05,

2.12) weighted] adversities, with a full range of 1–9. The

prevalence of individual items is shown in Table 2. Family

financial stress (25.8 %) and parental divorce or separation

(25.1 %) were the most often reported experiences; the

death of a parent was the most rare (4.2 %). Gender dif-

ferences in reported experiences were tested using logistic

regression models for the individual items; the only dif-

ference was that males had slightly higher odds of being a

victim of or witnessing neighborhood violence (OR 1.14,

95 % CI 1.01–1.28, p = 0.0305). Thirteen percent of

children lived in communities their caregivers judged as

‘‘never or sometimes’’ safe (see Table 1 for analytic sam-

ple characteristics).

The majority of children (86.4 %) were reported to have

no current diagnosis of the four mental health conditions

included for this analysis (ADHD, anxiety, depression,

behavioral problems). A review of results by specific type

of disorder (currently diagnosed, weighted percent) showed

prevalence of ADHD at 9.96 %, depression 2.76 %,
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anxiety 4.16 %, and behavioral problems 3.72 % (these are

not mutually exclusive and thus may be comorbid with

other diagnoses). For our scoring of the total number of

reported current diagnoses, 8.8 % had one of the four,

3.0 % had two, 1.3 % had three, 0.5 % had all four diag-

noses. Mental health problems (i.e., ‘‘fair’’ or ‘‘poor’’ self-

reported mental health) were reported by 8 % of

caregivers.

Table 3 describes the unadjusted odds ratios for these

characteristics by the three educational outcomes, showing

that child, caregiver, and neighborhood characteristics

were unevenly distributed. Being male, older, black, hav-

ing a household income below the federal poverty level,

living in an unsafe neighborhood, children’s and care-

giver’s mental health problems, and adversity score were

associated with poor school engagement, grade retention,

and having an IEP. White children had higher odds of

having repeated a grade and lower odds of having an IEP.

Non-Hispanic multiracial/other and white children had

lower odds of being ‘‘never/rarely/sometimes’’ engaged in

school.

School Engagement

The results suggested the model depicted in Fig. 1 fit the

data well [v2(1, N = 65,680) = 2.79, p\ 0.095;

RMSEA = 0.005 (90 % CI 0.000, 0.013); CFI = 0.999;

TLI = 0.987]. Table 4 presents details for the unstan-

dardized path coefficients estimated from this model.

We hypothesized that child’s mental health (i.e., the

number of current mental health diagnoses) would

mediate the associations between the family adversity

score, caregiver mental health, and school engagement.

There was a negative direct relationship between school

engagement and the number of current mental health

diagnoses (b = -0.247). Our results provide evidence of

partial mediation, as we found negative indirect rela-

tionships between school engagement and family adver-

sity score (b = -0.021) and caregiver mental health

(b = -0.17) as well as negative direct relationships

between school engagement and family adversity score

(b = -0.066) and caregiver mental health (b = -0.068).

We also found support for our hypothesis that school

Table 2 Weighted percentages

(standard errors) of individual

adverse family experiences

All children (N = 65,680) Girls (N = 31,607) Boys (N = 33,986)

How often was it hard to get by on family’s income

Never/rarely 74.2 (0.4) 74.4 (0.6) 73.9 (0.6)

Somewhat often/very often 25.8 (0.4) 25.6 (0.6) 26.1 (0.6)

Parents divorced/separated

No 74.9 (0.4) 75.0 (0.6) 74.9 (0.6)

Yes 25.1 (0.4) 25.0 (0.6) 25.1 (0.6)

Parent died

No 95.9 (0.2) 95.8 (0.2) 95.9 (0.2)

Yes 4.2 (0.2) 4.2 (0.2) 4.1 (0.2)

Parent served time in jail

No 91.9 (0.3) 91.8 (0.4) 91.9 (0.4)

Yes 8.1 (0.3) 8.2 (0.4) 8.1 (0.4)

Witnessed domestic violence

No 91.1 (0.3) 91.2 (0.4) 91.1 (0.4)

Yes 8.9 (0.3) 8.8 (0.4) 8.9 (0.4)

Victim of or witness to neighborhood violence

No 88.5 (0.3) 89.2 (0.4) 87.9 (0.4)

Yes 11.5 (0.3) 10.8 (0.4) 12.1 (0.4)

Lived with anyone who was mentally ill

No 89.9 (0.3) 89.7 (0.4) 90.1 (0.4)

Yes 10.1 (0.3) 10.2 (0.4) 9.9 (0.4)

Lived with anyone with a drug/alcohol problem

No 86.8 (0.3) 86.8 (0.5) 86.8 (0.4)

Yes 13.2 (0.3) 13.2 (0.4) 13.2 (0.4)

Treated/judged unfairly because of race–ethnicity

No 94.4 (0.2) 94.3 (0.3) 94.6 (0.3)

Yes 5.6 (0.2) 5.8 (0.3) 5.4 (0.3)
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engagement would be directly associated with living in

an unsafe neighborhood (b = -0.079). With the

exception of black race, all of the sociodemographic

control variables were significantly associated with

school engagement. The R2 for school engagement was

14.7 %.

Table 3 Results from simple logistic regression analyses examining unadjusted associations between educational outcomes and predictors

(weighted)

School engagementa Grade retentionb IEPc

Sex OR (95 % CI) OR (95 % CI) OR (95 % CI)

Female 1.00 1.00 1.00

Male 2.29 (2.09, 2.51)*** 1.56 (1.37, 1.78)*** 1.80 (1.61, 2.00)***

Age 1.10 (1.08, 1.11)*** 1.11 (1.09, 1.13)*** 1.02 (1.01, 1.04)**

Race–ethnicityd

Hispanic 0.90 (0.79, 1.04) 1.23 (1.02, 1.48)*** 0.60 (0.50, 0.73)***

Non-Hispanic white 0.91 (0.83, 0.99)* 0.64 (0.57, 0.73)*** 1.28 (1.15, 1.43)***

Non-Hispanic black 1.55 (1.38, 1.74)*** 2.12 (1.82, 2.46)*** 1.32 (1.14, 1.52)***

Multiracial or other 0.75 (0.65, 0.87)** 0.68 (0.55, 0.84)*** 0.83 (0.71, 0.97)***

Income as % of FPL

0–199 % 1.57 (1.44, 1.72)*** 3.04 (2.67, 3.47)*** 1.25 (1.13, 1.39)***

C200 % 1.00 1.00 1.00

Child safe in community

Never/sometimes 1.77 (1.55, 2.02)*** 1.70 (1.44, 2.02)*** 1.40 (1.20, 1.63)***

Usually/always 1.00 1.00 1.00

Child’s number of mental health diagnoses 2.39 (2.21, 2.58)*** 1.75 (1.64, 1.88)*** 3.47 (3.19, 3.78)***

Caregiver mental health status

Excellent 1.00 1.00 1.00

Very good 1.45 (1.30, 1.62)*** 1.24 (1.04, 1.47)* 1.29 (1.13, 1.48)***

Good 2.16 (1.89, 2.45)*** 1.73 (1.44, 2.08)*** 1.53 (1.32, 1.79)***

Fair 3.31 (2.81, 3.91)*** 2.83 (2.25, 3.56)*** 2.27 (1.87, 2.76)***

Poor 4.96 (3.54. 6.97)*** 2.80 (1.76, 4.46)*** 4.12 (2.72, 6.25)***

Number of adverse family experiences 1.36 (1.33, 1.40)*** 1.32 (1.28, 1.37)*** 1.24 (1.21, 1.28)***

* p\ 0.05; ** p\ 0.01; *** p\ 0.001
a Modeling probability of never/rarely/sometimes engaged
b Modeling probability of being retained
c Modeling probability of having an IEP
d Each race–ethnicity category is compared to all other race–ethnicity categories

Fig. 1 Final fitted path model

with estimated regression

coefficients (unstandardized) for

the associations between school

engagement, adverse family

experiences, child, caregiver,

and neighborhood

characteristics (estimated

correlations in parentheses).

Note sex, age, race–ethnicity,

and income were included in the

model as control variables
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Grade Retention

The results suggested the model depicted in Fig. 2 fit the

data well [v2(1, N = 65,680) = 2.79, p\ 0.095;

RMSEA = 0.005 (90 % CI 0.000, 0.013); CFI = 0.999;

TLI = 0.978]. Table 5 presents details for the unstan-

dardized coefficients estimated from this model.

There was a positive direct relationship between grade

retention and the number of current mental health diag-

noses (b = 0.052). We found evidence of partial media-

tion, as suggested by the positive indirect (b = 0.004) and

direct (b = 0.014) relationships between grade retention

and family adversity score. The relationship between grade

retention and caregiver mental health was partially medi-

ated by the child’s number of current mental health diag-

noses. The indirect relationship (b = 0.004) and the direct

relationships (b = 0.006) were both statistically signifi-

cant. In terms of the sociodemographic control variables,

being male, older, black, and having a household income

B199 % of the federal poverty level were significantly

associated with grade retention. The R2 for retention in

grade was 6.7 %.

Table 4 Unstandardized direct, indirect, and total associations between school engagement and adverse family experiences, child, caregiver,

and neighborhood characteristics

Direct association with

school engagement

Direct and indirect associations Total association with

school engagement
Direct association with

child mental health

Indirect association with

school engagement

Child mental health

diagnoses

-0.247***

Number of adverse

family experiences

-0.066*** 0.084*** -0.021*** -0.087***

Poor caregiver mental

health

-0.068*** 0.067*** -0.017*** -0.085***

Unsafe in

neighborhooda
-0.079**

Male -0.281*** 0.108*** -0.027*** -0.308***

Age -0.027*** 0.006*** -0.002*** -0.028***

Latinob 0.132*** -0.115*** 0.028*** 0.160***

Blackb 0.004 -0.068*** 0.017*** 0.021

Other/multiracialb 0.111*** -0.072*** 0.018*** 0.129***

0–199 % FPLc 0.042** 0.024* -0.006* 0.036**

* p\ 0.05; ** p\ 0.01; *** p\ 0.001
a The reference group is children who were usually or always safe in the community or neighborhood
b The reference group is white children
c The reference group is children with household incomes that were 200 % or more of the FPL

Fig. 2 Final fitted path model

with estimated regression

coefficients (unstandardized) for

the associations between school

retention, adverse family

experiences, child, caregiver,

and neighborhood

characteristics (estimated

correlations in parentheses).

Note sex, age, race–ethnicity,

and income were included in the

model as control variables
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Individualized Education Plan

The results suggested the model depicted in Fig. 3 fit the

data well [v2(1, N = 65,680) = 2.79, p\ 0.095;

RMSEA = 0.005 (90 % CI 0.000, 0.013); CFI = 0.999;

TLI = 0.988]. Table 6 presents details for the unstan-

dardized coefficients estimated from this model.

There was a positive direct relationship between having an

IEP and the number of current mental health diagnoses

(b = 0.195). The relationships between IEP and both family

adversity score and caregiver mental health were partially

mediated by the child’s number of current mental health

diagnoses. That is, both the indirect relationships for adverse

family experiences (b = 0.016) and caregiver mental health

(b = 0.013) and the direct relationships (b = 0.005 and

b = 0.007, respectively) were statistically significant. Having

an IEP was also directly associated with living in an unsafe

neighborhood (b = 0.022). There was a positive association

between having an IEP and being male (b = 0.031) and a

negative association with being Latino (b = -0.036) or

other/mixed race (b = -0.018). The R2 for IEP was 15.6 %.

Discussion

Findings from this study increase our understanding of the

influence of childhood and family adversity on academic

outcomes, and the varying magnitude of the effect for

Table 5 Unstandardized direct, indirect, and total associations between grade retention and adverse family experiences, child, caregiver, and

neighborhood characteristics

Direct association with

grade retention

Direct and indirect associations Total association with

grade retention
Direct association with child

mental health

Indirect association with

grade retention

Child mental health

diagnoses

0.052***

Number of adverse family

experiences

0.014*** 0.084*** 0.004*** 0.019***

Poor caregiver mental

health

0.006* 0.067*** 0.004*** 0.010**

Unsafe in neighborhooda 0.011

Male 0.030*** 0.133*** 0.006*** 0.036***

Age 0.008*** 0.006*** 0.000*** 0.008***

Latinob 0.011 -0.115*** -0.006*** 0.005

Blackb 0.057*** -0.068*** -0.004*** 0.054***

Other/multiracialb -0.012 -0.072*** -0.004*** -0.016*

0–199 % FPLc 0.065*** 0.024* 0.001* 0.066***

* p\ 0.05; ** p\ 0.01; *** p\ 0.001
a The reference group is children who were usually or always safe in the community or neighborhood
b The reference group is white children
c The reference group is children with household incomes that were 200 % or more of the FPL

Fig. 3 Final fitted path model

with estimated regression

coefficients (unstandardized) for

the associations between IEP,

adverse family experiences,

child, caregiver, and

neighborhood characteristics

(estimated correlations in

parentheses). Note sex, age,

race–ethnicity, and income were

included in the model as control

variables
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different outcomes. Rates of exposure to one or more

experiences of adversity for this population-based sample

were 53.4 % compared to 52 % in the original Felitti

et al.’s (1998) study of retrospective reports of adult

patients in primary care; 67.2 % in a sample derived from

medical records in a low-income urban pediatric setting

(Burke et al., 2011); 94.93 % for children ages six and

under in the National Survey of Child and Adolescent

Well-Being, a representative study of children in the child

welfare system (Freeman, 2014); and 38.11 % for a

nationally representative sample of young adults who

provided retrospective reports of childhood trauma (Porche

et al., 2011). To our knowledge, the NSCH is the first

population-based child study to assess prevalence of

childhood adversity. Rates of mental health diagnoses for

this national sample (13.6 %) were slightly lower than the

Surgeon General’s 1 in 5 estimate (US Public Health

Service, 2000); however, this percentage does not include

diagnosis of autism spectrum disorder. Additionally, the

cross-sectional design of this study cannot take into

account potential adolescent onset of mental health disor-

ders that may occur for younger study participants.

As hypothesized, the association between adverse

experiences and educational outcomes was mediated by the

child’s mental health diagnoses (a partial mediation for

school engagement). The R2 for school engagement

(14.7 %) and IEP (15.6 %) were relatively high, compared

to retention in grade (6.7 %). Children with higher num-

bers of adverse family experiences were more likely to

have higher numbers of mental health diagnoses, and those

with higher numbers of diagnoses were less likely to be

engaged in school and more likely to be retained in grade

or on an IEP. Poor caregiver mental health was positively

associated with number of child mental diagnoses, nega-

tively associated with child school engagement, and posi-

tively associated with child retention in grade and IEP

status. Children who reportedly lived in an unsafe neigh-

borhood tended to be less engaged in school and were more

likely to be on an IEP; there was no association between

neighborhood safety and retention in grade.

This extends previous work that used retrospective

reports from adults to predict a mediated relationship to

school dropout (Porche et al., 2011), by examining con-

current child and adolescent precursors to risk of school

failure. The role of child mental health as a mediator of

academic achievement is important to consider because the

risk of emotional and behavioral concerns as a result of

adversity (Burke et al., 2011) and because children with

mental health concerns have complex care needs that are

often unmet (Bethell et al., 2012) or lacking in quality

(Santiago, Kataoka, Forness, & Miranda, 2014). Children

who experience distress related to adversity or who do not

meet criteria for mental health diagnoses may also be at

academic risk, as suggested by research that examined a

range of mood and behavioral symptoms associated with

academic outcomes (Valdez, Lambert, & Ialongo, 2011).

Results from a representative US sample also reinforce the

mechanism of mental health mediating relationships found

Table 6 Unstandardized direct, indirect, and total associations between having an IEP and adverse family experiences, child, caregiver, and

neighborhood characteristics

Direct association

with IEP

Direct and indirect associations Total association

with IEP
Direct association with child

mental health

Indirect association

with IEP

Child mental health diagnoses 0.195***

Number of adverse family

experiences

0.005* 0.084*** 0.016*** 0.021***

Poor caregiver mental health 0.007* 0.067*** 0.013*** 0.020***

Unsafe in neighborhooda 0.022**

Male 0.031*** 0.108*** 0.021*** 0.058***

Age 0.000 0.006*** 0.001*** 0.001

Latinob -0.036*** -0.115*** -0.022*** -0.058***

Blackb 0.014 -0.068*** -0.013*** 0.000

Other/multiracialb -0.018** -0.072*** -0.014*** -0.032***

0–199 % FPLc 0.001 0.024* 0.005* 0.006

* p\ 0.05; ** p\ 0.01; *** p\ 0.001
a The reference group is children who were usually or always safe in the community or neighborhood
b The reference group is white children
c The reference group is children with household incomes that were 200 % or more of the FPL
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between experiences of adversity (exposure to community

violence) and educational outcomes for targeted commu-

nity-based samples (Busby et al., 2013; Hardaway, Larkby,

& Cornelius, 2014).

The findings from this study are important as they

highlight the fact that associations with negative health and

education outcomes for children exposed to adversity may

begin to appear during childhood and adolescence. A

constellation of risk exists for poorer children, boys in

particular, living in unsafe neighborhoods. Studies have

shown that these early experiences can have long-term

lethal consequences (Felitti et al., 1998), highlighting the

urgency for timely intervention. This study clearly

demonstrates the need for educators and school-based

mental health providers to consider screening for symp-

toms of mental health diagnoses, as well as potential

trauma exposure or early signs of emotional and behavioral

risk that precede diagnoses, in determining response to

internalizing and externalizing student behaviors. The

prevalence and the negative impact of mental health con-

cerns may occur at crucial developmental and educational

periods in children’s lives warranting the necessity of early

detection and timely treatment.

Limitations

This nationally representative sample provides strong evi-

dence of child and family experiences and characteristics

that are associated with mental health and academic out-

comes. However, the NSCH dataset is cross-sectional and

relies on parental report of adversity exposure that does not

include information on timing, frequency, or duration, thus

limiting inferences to correlation rather than causation.

Design of future population-based longitudinal studies of

academic achievement (e.g., following the model of the

Early Childhood Longitudinal Study) should incorporate

measures of adversity and child mental health to replicate

these models of impact on academic outcomes over time.

Although the exclusion of questions about abuse or neglect

may have facilitated data collection and increased the

reliability of reporting, abuse and neglect variables are

important predictors of PTSD (Grassi-Oliveira & Stein,

2008), which can influence achievement. Thus, our anal-

yses may underestimate the prevalence of trauma and its

impact on outcomes. The NSCH also lacks school-level

data that includes important contextual factors. Although

we include a measure of neighborhood safety, which may

be associated with school quality, the study lacks specific

school quality measures that are associated with student

achievement. Further, high-quality schools are more likely

to have the infrastructure necessary to support evidenced-

based school mental health programming that can target

multiple social and emotional barriers to achievement

(Reinke, Herman, & Ialongo, 2012). A study of students

nested in schools found that although there was greater

variation for student mental health within a school than

between schools, the variation in school-based program-

ming designed support to students’ personal development

and well-being was protective (Humphrey & Wigelsworth,

2012). For our study, the data on income of the participant

family may not reflect the socioeconomic level of child’s

school community. Risk for poorer students might be

exacerbated or attenuated if they reside in poorer or

wealthier communities, respectively, with limited or

increased access to resources that support social, emo-

tional, and cognitive outcomes.

Implications for Practice

We found that educational outcomes of student engage-

ment, retention in grade, and IEP status were mediated by

mental health diagnoses, which often present as external-

izing behaviors for children in the child welfare system as a

result of maltreatment; a review of the literature found

prevalence estimates of externalizing behaviors ranging

from 20 to 78 % depending on how these behaviors are

defined (Keil & Price, 2006). Although we investigated a

population-based sample for our study, the literature on

welfare-involved children sheds some light on outcomes

for children more broadly when trauma-related symptoms

may present as behavioral problems. The relationships

between cognitive, emotional, or behavioral problems that

manifest in school settings and symptoms of mental health

disorders suggest that simply increasing instruction and

discipline (particularly in response to behavioral problems)

may not be enough to improve student outcomes. Preva-

lence rates for exposure of adverse family experiences in a

national sample, as well as evidence of the paths of these

associations through child mental health, are useful for

practitioners and policy makers to be better able to develop

evidence-based interventions and guide programmatic

decisions (Forman, Olin, Hoagwood, Crowe, & Saka,

2009). School-based mental health services that implement

evidence-based practice with high fidelity can be instru-

mental for addressing mental health concerns and sup-

porting achievement, particularly when faced with

challenges of getting teacher support and participation in

programming for emotional and behavioral problems

(Reinke et al., 2012). A meta-analysis revealed that psy-

chotherapy not only addressed student mental health

problems but also had a positive association with teacher-

rated classroom behavior and academic achievement

(Baskin, Slaten, Sorenson, Glover-Russell, & Merson

2010). A more recent review (Becker, Brandt, Stephan, &

Chorpita, 2014) also found a positive association between

children’s mental health treatment and academic outcomes,
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in addition to improved mental health. An overview of

school mental health (Suldo, Gormley, DuPaul, & Ander-

son-Butcher, 2014) highlights the bidirectional nature of

the association between academics and mental health,

whereby academic success may boost well-being and

decrease symptoms, thus arguing for interventions that

target both academics and mental health.

Longitudinal research shows that depression and anxiety

in young children may also be linked to continuing

symptoms into middle school, are exacerbated by the pri-

mary to elementary school transition, and can be attenuated

by feelings of school connectedness (Lester, Waters, &

Cross, 2013). The authors suggested that efforts to increase

connectedness are worthwhile intervention and prevention

strategies for children who may be vulnerable to mental

health concerns. Social and emotional learning programs

are gaining popularity in classroom settings and may help

to foster connections that students have to each other and to

educators, decrease distress, and improve academic out-

comes (Davis, Solberg, de Baca, & Gore, 2014). A review

of the literature on school environment and school-based

relationships (teacher–student, peer to peer) describes their

impact on student mental health as well as academic out-

comes (McLaughlin & Clarke, 2010).

An examination of treatment for emotional disturbance

for students in IEP programs found a range in delivery and

effectiveness of services in addressing mental health and

academic concerns, pointing to the need for greater focus

on the development of services specific to students in

special education programs (Kutash, Duchnowski, &

Green, 2011). The mediated model for IEP yielded the

highest explanatory power in our study using the NSCH

data. Recent results of a nationally representative longitu-

dinal study found that minority students tend to be under-

represented in special education programs; this was the

case across a range of disability needs including emotional

disturbances (Morgan et al., 2015). Taking this into

account along with the finding that Black students in

southern states are disproportionately suspended and

expelled (Smith & Harper, 2015), it is critical to explore

the extent to which students in need of mental health ser-

vices are instead receiving harsh disciplinary measures.

In our study using caregiver reports, over half of the

children in our population-based sample had been exposed

to one or more adverse family experiences; this does not

take into account exposure to trauma as a result of physical

or sexual abuse, which would likely increase rates of

exposure. Such high prevalence rates suggest that

addressing exposure to adversity should be part of a larger

health and wellness paradigm within school and commu-

nity settings, and should include programming directed at

prevention where possible. For example, community

advocates’ use of best practices following reports of

exposure to domestic violence (e.g., providing caregivers

with information on services and shelters, effects on chil-

dren, and assistance with developing safety plans) is more

effective at addressing the needs of children (Hamby,

Finkelhor, & Turner, 2015). Similarly, in communities that

experience high rates of parental incarceration, profes-

sional development for school staff that focuses on impli-

cations for students’ outcomes while also increasing

sensitivity can diminish the risk of teachers’ stigmatization

of students (Turney & Haskins, 2014). Along with these

types of supports, it is critical to increase options for

mental health screening of students. The Behavioral and

Emotional Screening System (BESS; Kamphaus, DiSte-

fano, Dowdy, Eklund, & Dunn, 2010) is one example of an

effective screener designed for school settings, and its use

can be integrated with professional development for

teachers to help them identify students who would benefit

from referral for services.
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