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ABSTRACT 

In the United States, a nationwide shutdown began in mid-March of 2020 due to the 

COVID-19 pandemic. Since the shutdown began, many people faced financial insecurity, 

health insecurity, and food insecurity. When the shutdown began, most schools broke for 

spring break and did not reconvene for the remainder of the school year. This created 

huge gaps in necessary services and resources for students and families including 

academics, mental health services, social supports, food resources, and connection to the 

community. This study explores trauma and stress symptoms educators and students have 

experienced in relation to the COVID-19 pandemic. This study is a cross-sectional survey 

design. Educators in kindergarten through 12th grade settings in a school district in West 

Central Texas were given a survey of questions about trauma symptoms, levels of stress, 

and student behaviors. The results showed that there was a statistically significant 

difference between trauma symptoms before the shutdown and after the shutdown (t (70) 

=-8.89, p=.000; d=.99). There was also a statistically significant relationship between 

educators’ stress levels and trauma symptoms following the shutdown (p=.000). The 

implications of this research show an increased need for mental health services. Due to 

the traumatic effects that COVID-19 pandemic had on educators, and likely students, 

there is a need for greater access to mental health services. 
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CHAPTER I 

INTRODUCTION 

In the year 2020, a global crisis emerged. The COVID-19 pandemic caused entire 

nations to shut down and created unique challenges for people around the world. In the 

United States, COVID-19 began to spread in February of 2020, forcing the nation to shut 

down mid-March. The shutdown caused hardships for people from all walks of life. 

Many people faced financial insecurity, health insecurity, and food insecurity. Loss of 

social connections and increased uncertainty have caused mental health issues to 

skyrocket. The anxiety associated with the pandemic combined with additional hardships 

experienced during this time have created a mental health crisis across the world (Brown, 

2020; Kanzler & Ogbeide, 2020; Marshall et al., 2020; Miller, 2020; Panchal et al., 2020; 

Stark et al., 2020). Miller (2020) refers to this event as “The Loss and Trauma Event of 

Our Time” (Miller, 2020). In the chaos of these unprecedented times, there is a growing 

need to address the rising psychological distress of individuals around the world.  

The timing of the shutdown in the United States meant that schools across the 

nation abruptly closed in the middle of their semester, not only disrupting the students’ 

educational progress, but also creating many personal and professional challenges for 

educators as well as the students and their families. This is significant as schools fulfill a 

variety of needs within the community. School first and foremost provides an educational 

experience for children in the community. Children gain knowledge as well as social-

emotional skills and stability (Chambers, 2015). In addition to education, schools also 
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provide other essential resources for children and families such as steady meals, clothing, 

and access to hygiene amenities to promote healthy living (Lynch, 2017; Miller, 2020; 

UNESCO, 2020). Many schools offer supplemental programs such as extracurricular, 

cocurricular, and afterschool activities that promote child growth and welfare (Lynch, 

2017). Schools also serve as a form of childcare for parents who work during the day 

(Panchal et al., 2020; UNESCO, 2020). Schools benefit the overall community as a major 

employer of teachers, administrators, support staff, nurses, mental health and behavioral 

health professionals, among others (Chambers, 2015). Schools are essential because they 

serve as a connection point where education meets community needs to promote family 

growth and prosperity. 

When schools began to close due to the public health risk caused by the COVID-

19 outbreak, communities were suddenly cut off from the resources that schools provide. 

Furthermore, parents were tasked with educating their children, a burden for which most 

were vastly unprepared (Fergert et al., 2020; Miller, 2020; UNESCO, 2020). Parents who 

worked during the day were forced to find new means of childcare, to leave their children 

at home alone, or to take time off work to take care of their children (Fergert et al., 2020; 

UNESCO, 2020). Thus, not only were people losing jobs, but parents who remained 

employed had to choose between going to work and staying home with their children. In 

addition to these struggles, educators themselves faced an increase in uncertainty and 

were forced to adapt their education to other platforms that not all their students had 

access to (Miller, 2020; UNESCO, 2020). These compounding struggles have put a 

significant amount of stress on educators. In a survey conducted in April 2020, 56% of 

educators claimed that their morale had dropped following the shutdown (Education 
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Week, 2020). In addition, the frequency with which teachers interacted with their 

students also dropped (Education Week, 2020). This is cause for concern as educators 

play an important role in the education, care, and welfare of students. 

For the 2020-2021 school year, the State of Texas required public schools to offer 

in-person classes upon reopening in the fall of 2020 with new health and safety measures 

in place to help prevent the spread of COVID-19 (Carpenter & Webb, 2020). Although 

schools were required to reopen, students and parents had the option to remain at home 

and continue with remote learning (Carpenter & Webb, 2020). This means that teachers 

were required to teach in-person, risking their own health and safety, as well as cater to 

the educational needs of their students learning from home. Teachers and schools have 

gone through many changes this year and have been forced to be adaptable in the ever-

shifting circumstances associated with the pandemic. Due to the recency of the situation, 

not a lot is known about how the shutdown and new requirements have affected school 

personnel and students. It is imperative to understand the repercussions of the COVID-19 

pandemic on these institutions, as schools serve a vital role in society. Has the COVID-19 

pandemic shutdown had an impact on trauma symptoms of educators in the kindergarten 

through 12th grade setting? Do students exhibit behaviors consistent with experiencing 

trauma symptoms in kindergarten through 12th grade? To answer these questions, an 

understanding of the nature of the pandemic, challenges associated with the pandemic, 

trauma, stress, and resiliency need to be developed.  
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CHAPTER II 

REVIEW OF THE LITERATURE 

Search Methods 

For this review of the literature, the EBSCOhost database and Google Scholar 

were utilized to gather all scholarly, peer-reviewed sources used in this review. First, 

literature regarding the COVID-19 pandemic was sought using search terms: “covid-19 

OR coronavirus OR sars-cov-2,” “mental health,” and “trauma AND stress.” Second, 

literature on trauma and stress was gathered utilizing search terms: “trauma-informed 

care,” “resilience,” “adverse childhood experiences,” “chronic OR toxic stress,” “schools 

OR education.” A literature review on trauma-informed care conducted by the Substance 

Abuse and Mental Health Services Administration (SAMHSA) was also utilized to gather 

literary sources for this review (Trauma-informed care, 2014). The literature included in 

this review is used to develop an understanding of the circumstances and challenges 

associated with the COVID-19 pandemic and the potentially traumatic effects it has had 

on educators and students.  

COVID-19 Pandemic and its Impact 

 COVID-19 is a respiratory disease that causes a variety of symptoms including 

fever, cough, sore throat, loss of smell, headache, and body aches, among other 

symptoms (Subbarao & Mahanty, 2020). These symptoms can range in severity from 

asymptomatic, meaning the infected person does not show any symptoms, all the way to 

death (Economic Times, 2020; Subbarao & Mahanty, 2020). Respiratory diseases are 
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contracted when a virus’s particles are inhaled or make contact with the nose or eyes. 

Respiratory diseases spread when a non-infected individual comes into contact with air 

droplets of an infected individual. The air droplets of an infected individual can be 

secreted when they cough, sneeze, and even during regular breathing. These droplets are 

transmitted through the air and surfaces that the infected droplets touch (Subbarao & 

Mahanty, 2020).  

Although professionals in the medical field have an in-depth understanding of 

respiratory illnesses, there is still a major gap in information and medicine to address the 

COVID-19 virus. COVID-19 is a disease that is new to the world and has created 

complications with containment and treatment. At the start of the COVID-19 outbreak, 

nations across the world began to enforce social distancing laws and regulations to 

prevent people from coming into direct contact with one another, as well as mandatory 

and discretionary quarantine for people who tested positive for or were exposed to the 

disease (Brooks et al., 2020; Fergert et al., 2020; Miller, 2020; Otu et al., 2020; Stark et 

al., 2020). The United States has seen a devastating amount of illness and death across 

the nation over the course of the pandemic. According to the Center for Disease Control 

(CDC), as of April 2, 2021, the United States has had a total of 30,277,908 confirmed 

cases and 549,098 deaths due to the COVID-19 virus (2021). There is a desperate need 

for treatments for this disease as it continues to spread, causing devastating effects across 

the world. Currently, scientists and doctors are racing to find therapeutics and cures such 

as a vaccine, antiviral agents, immunomodulators, antibodies, and adjunctive therapies 

(Subbarao & Mahanty, 2020). 
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Mental Health Impact 

The outbreak of the COVID-19 disease created two very serious public health 

issues: a highly contagious global pandemic and a global mental health crisis 

(Chakraborty & Maity, 2020; Marshall et al., 2020). Mental health has become a central 

focus of concern across the globe since the pandemic began as there has been a dramatic 

increase in mental health related issues (Brooks et al., 2020; Brown, 2020; Fergert et al., 

2020; Imran et al., 2020; Kanzler & Ogbeide, 2020; Marshall et al., 2020; Miller, 2020; 

Otu et al., 2020; Panchal et al., 2020; Stark et al., 2020). Poor mental health outcomes 

experienced during this time can be linked to the increase in stress, isolation, fear, and 

loss associated with the pandemic (Fergert et al., 2020; Imran et al., 2020; Marshall et al., 

2020; Otu et al., 2020; Panchal et al., 2020; Stark et al., 2020). Among the mental health 

symptoms that have increased since the start of the pandemic are anxiety, depression, low 

mood, irritability, anger, fear, hopelessness, disturbances in sleep and appetite, low self-

esteem, and higher rates of substance abuse (Fergert et al., 2020; Imran et al., 2020; Otu 

et al., 2020; Panchal et al., 2020). Those with preexisting mental health conditions are at 

even higher risk of exacerbating their symptoms as they are more likely to have 

difficulties adjusting to the realities of the pandemic (Miller, 2020).  

The rapid spread of COVID-19 disease has required many people to quarantine 

due to exposure to an infected individual or to quarantine after receiving a positive test 

result for the disease itself. This has created some unique mental health challenges as it 

has required people to be isolated from friends, family, normal routines, and consistent 

supports. Isolation is known to have many negative effects on the human psyche (Brooks 

et al., 2020; Fergert et al., 2020; Imran et al., 2020; Panchal et al., 2020). In February of 
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2020, Brooks et al. conducted a rapid systematic review of studies that looked into the 

psychological impact of quarantine on individuals. They found negative psychological 

impacts including symptoms of post-traumatic stress disorder, confusion, and anger. 

These studies also highlighted additional stress that quarantine created, including having 

to quarantine for a longer duration, fears of infection, frustration, boredom, scarcity of 

supplies, lack of information, financial loss, and stigma associated with quarantine and 

contracting the disease (Brooks et al., 2020). When considering isolation in the context of 

mental health, suicide is a primary concern. This is especially true during COVID-19 as 

economic recessions historically have been linked to increases in suicide rates (Panchal et 

al., 2020). At the start of the pandemic, mental health professionals predicted that there 

would be an increase in suicide rates around the world (John et al., 2020; Panchal et al., 

2020). This prediction was made because normal risk factors for suicide were likely to be 

exacerbated by the additional stress of the pandemic (John et al., 2020). 

In addition to poor mental health, substance use and abuse also increased since the 

pandemic began (Otu et al., 2020; Panchal et al., 2020). This is not surprising, however, 

as poor mental health outcomes are commonly comorbid with substance use and abuse 

(Trauma-informed care, 2014; Houston et al., 2011). Houston et al. (2011) note, 

“stressors such as trauma may influence an individuals’ attempt to self-medicate in order 

to alleviate trauma-based memories, or indeed cope with the psychological symptoms 

associated with trauma-related distress” (p. 154). This is concerning because statistics 

show that the use of substances such as illicit drugs and alcohol increases an individual’s 

risk of experiencing a trauma (Trauma-informed care, 2014). People who are already 
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experiencing high levels of stress and trauma are putting themselves at further risk for re-

traumatization.  

Children and Adolescent Mental Health During the Pandemic  

Although the disease itself has been shown to have little impact on children’s 

physical health, children are not shielded from the negative mental health effects of the 

pandemic (Brown, 2020; Fergert et al., 2020; Imran et al., 2020). Crisis situations have 

been shown to produce anxiety, depression, disruption in sleep and appetite, as well as 

impairment of social interaction in children and adolescents (Imran et al., 2020). 

According to numerous surveys administered since the start of the pandemic, children’s 

and adolescents’ mental health has been disproportionately affected when compared to 

adults (John et al., 2020). Understanding the psychological impact of the pandemic on 

children and adolescents is particularly important as there has been extensive research on 

the effects of adverse childhood experiences (ACEs) on physical health and mental health 

in adulthood (Gillespie et al., 2009; Margolius et al., 2020; Petruccelli et al., 2019). 

Children are particularly vulnerable during this time as they are unable to fully 

understand the scope of the pandemic and they have limited coping strategies due to their 

developmental age (Imran et al., 2020; Nader, 2011). The pandemic can be confusing and 

even frightening for children (Brown, 2020; Imran et al., 2020). Adolescents are 

vulnerable to extreme stress, such as that of the pandemic, as their prefrontal cortex, 

involved in executive functioning, is still developing (Nader, 2011). As the circumstances 

of the pandemic continue to develop and change, acknowledging the mental health 

challenges of young people is essential to protect their future wellbeing. ACEs will be 

addressed in further detail later in this review of the literature.  



 

 9 

Changes in Resource Delivery and Acquisition 

With all the mental health issues that are arising and worsening with the rise of 

the pandemic, there is a need for more services and supports. Prior to COVID-19, there 

were many gaps in services in physical and mental health care (Kanzler & Ogbeide, 

2020). With the need for physical distancing, accessing physical and mental health care 

during the pandemic has become an even greater challenge (Brooks et al., 2020; Brown, 

2020; Fergert et al., 2020; Kanzler & Ogbeide, 2020; Marshall et al., 2020; Miller, 2020; 

Otu et al., 2020; Panchal et al., 2020; Stark et al., 2020). To address this challenge, 

utilization of digital technology to deliver mental health services has increased greatly 

(Kanzler & Ogbeide, 2020; Marshall et al., 2020; Stark et al., 2020). Through digital 

services, patients can access professional mental health services by eliminating barriers 

such as distance, transportation, or illness. This is especially advantageous during a 

pandemic as patients can avoid contact with other people by eliminating in-office visits. 

This is not the only advantage of utilizing technology as there are thousands of digital 

applications available to aid people experiencing mild mental health related problems 

(Marshall et al., 2020). According to Marshall et al., since the start of the COVID-19 

pandemic, downloads of mental health apps have gone up exponentially (2020). 

Although applications cannot treat mental illness, they can be utilized as beneficial 

coping techniques as well as preventative care. Digital resources are great for those who 

can access them; however, not all people have equal access to technology resources, so 

this is not an adequate solution for all populations (Fergert et al., 2020; Imran et al., 2020; 

Otu et al., 2020). 
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Communities 

As the virus continues to spread around the world, there have been many 

consequences. Lockdown orders affected transportation and mobilization as flights, 

trains, busses, and other transport services were shut down (Chakraborty & Maity, 2020). 

Countries around the world had to shut down educational, commercial, sports and 

spiritual institutions in an attempt to slow the spread of the disease (Chakraborty & 

Maity, 2020). The pandemic caused an economic recession, loss of social connections, 

missed personal milestones, as well as loss of friends and family (Brooks et al., 2020; 

Fergert et al., 2020). Stay-at-home orders and mandatory shutdown protocols reduced 

access to support systems and services to children and families (Miller, 2020; Stark et al., 

2020). Although these conditions affect people from all walks of life, they 

disproportionally affect lower socioeconomic families and individuals (Fergert et al., 

2020; Imran et al., 2020; Otu et al., 2020; Stark et al., 2020). Some of these 

disproportionalities include job loss, access to health care, access to mental health care, 

ability to properly socially distance, access to educational resources, access to leisure 

activities, access to social supports, and access to technology (Imran et al., 2020; Fergert 

et al., 2020; Otu et al., 2020). People of lower socioeconomic status are generally more 

likely to report negative mental health effects caused by stress and worry about the 

COVID-19 crisis (Panchal et al., 2020). This is not only true during the pandemic, but 

individuals of lower socioeconomic status in general have higher rates of mental health 

related issues (Fergert et al., 2020; Gaillot, 2010; Houston et al., 2011; Imran et al., 2020; 

Otu et al., 2020; Stark et al., 2020; Trauma-informed care, 2014). People who fall into a 

lower socioeconomic demographic also have fewer means of paying for and accessing 
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services to address their needs. During the pandemic, these disparities have been 

staggeringly exacerbated.  

Families 

Another unfortunate consequence of the COVID-19 pandemic is an increase in 

child abuse and domestic violence (Fergert et al., 2020; Miller, 2020; Panchal et al., 

2020; Stark et al., 2020). As with suicide rates, during economic recessions, there has 

historically been an increase in domestic violence (Fergert et al., 2020). The COVID-19 

pandemic is unique because not only is there an economic recession, but families are also 

experiencing increased stress with health, school, and isolation. The increase in domestic 

violence and child abuse can also be attributed to the emphasis on staying at home 

(Miller, 2020). During this time, perpetrators may commit violent acts as a way of 

gaining a sense of control in this uncontrollable situation. Being forced to stay at home 

more often also means that victims have lost their means of temporary escape from their 

perpetrators (Fergert et al., 2020). Victims do not necessarily have the opportunity to find 

a respite outside of their homes. With a decrease in societal supervision, there is more 

opportunity for abuse and neglect to occur (Fergert et al., 2020). This is another reason 

why remote learning has become an issue for students and educators. Educators play a 

key role in the recognition and prevention of child abuse and neglect (Crosson-Tower, 

2003). Without educators seeing and interacting with their students on a consistent, face-

to-face basis, they may not be able pick up on signs and symptoms of abuse. Domestic 

violence and child abuse and neglect are all considered to be adverse childhood 

experiences (Gillespie et al., 2009; Margolius et al., 2020; Petruccelli et al., 2019), which 

will be discussed later in this review of the literature. Without means of prevention and 
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recognition, these events are likely to cause extreme, and potentially permanent, damage 

to the wellbeing of affected children. 

Schools 

When schools were forced to close and transition to a digital setting in mid-March 

of 2020, this created gaps in education as well as gaps in other personal needs fulfillment 

for students, parents, and educators. For students, not attending school generated deficits 

in education, socialization, skill-based learning, social support, and physical activity 

(Stark et al., 2020). School settings are key environments of development for students 

(Margolius et al., 2020). For parents, stress increased as they became educators for their 

children and faced uncertainty about jobs and childcare (Fergert et al., 2020; Imran et al., 

2020; Miller, 2020; UNESCO, 2020). For educators, changes in job requirements, 

learning new technology to operate their classrooms, worrying about their students, 

uncertainty about their own futures, and loss of direct connectivity with their students and 

colleagues created a huge amount of stress and anxiety (TEA, 2020; UNESCO, 2020). As 

with digital mental health resources, not everyone has adequate or equal access to the 

technology necessary for successful distance learning. Thus, at the start of the shutdown, 

some students were completely cut off from their education and the support of teachers 

and other school staff, and their parents did not have the support of the school as they 

transitioned to distance learning (Fergert et al., 2020). These gaps caused stress for 

families and educators alike as communication was severed. 
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Trauma 

Trauma is a concept that has been widely studied and found to have negative 

effects on people’s mental and physical health (Gillespie et al., 2009; Van der Kolk, 

2014). SAMHSA (2014) states: 

Trauma results from an event, series of events, or set of circumstances that is 

experienced by an individual as physically or emotionally harmful or threatening 

and that has lasting adverse effects on the individual’s functioning and physical, 

social, emotional, or spiritual well-being. (p. 1-1)  

Margolius et al. (2020) state, “Trauma occurs when an adverse event overwhelms an 

individual’s capacity to cope and leads to a sense of powerlessness” (p. 4). Trauma can 

be summed up as any event or adversity that causes a lasting, negative impact on an 

individual. Trauma can occur in the form of an event or as a chronic experience, which is 

commonly called a complex trauma (Fondren et al., 2020; Trauma-informed care, 2014). 

Throughout the lifespan, most people are exposed to at least one potentially traumatic 

experience (Bonanno et al., 2007). A growing number of researchers are starting to 

consider trauma to be part of the normal human experience; however, they recognize that 

not all traumatic events are equal in intensity and reactions to trauma can vary widely 

(Bonanno, 2004; Bonanno et al., 2007; Trauma-informed care, 2014). Those with 

previous experience with adverse events, including trauma and prolonged stress, are more 

vulnerable to mental health problems and re-traumatization (Bonanno et al., 2007; 

Brown, 2020; Fergert et al., 2020; Gillespie et al., 2009; Marshall et al., 2020; Miller, 

2020; Nader, 2011; Petruccelli et al., 2019; Stark et al., 2020; Trauma-informed care, 

2014). This means that the likelihood of experiencing traumatization due to the 
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circumstances of the pandemic are higher for those who have exposure to previous 

trauma. 

Traumatic Stress on the Brain 

Trauma has many negative effects on the brain that can cause a person to 

experience physiological reactions to trauma (Trauma-informed care, 2014; Van der 

Kolk, 2014). When someone experiences a trauma, the body responds by going into what 

psychologists call the “fight-flight-freeze” response (Imran et al., 2020; Nader, 2011; 

TEA, 2020; Trauma-informed care, 2014; Van der Kolk, 2014). This is how the body and 

mind prepare to face danger. When this response in initiated, the brain turns down its 

executive functioning and triggers the limbic system, which produces stress hormones to 

spring the body into action (Trauma-informed care, 2014; Van der Kolk, 2014). This 

response, on its own, is good, as this is the body’s way of protecting itself from danger. 

However, when an individual is under chronic stress or threat, such as with complex 

trauma, this response can begin to deteriorate the body (Van der Kolk, 2014). When in 

distress, the body is constantly secreting stress hormones and shutting off other parts of 

the brain in order to maintain alertness and responsiveness to perceived dangers (Trauma-

informed care, 2014; Van der Kolk, 2014). Although this is the biological response to 

stress and trauma, long-term responses to stress and trauma vary (American Psychiatric 

Association, 2013; Trauma-informed care, 2014). Some people recover without 

developing a mental disorder while others become ill. One of the most commonly 

discussed disorders among the literature is post-traumatic stress disorder (PTSD) 

(Fondren et al., 2020; Goodkind, 2010; Petruccelli et al., 2019; Trauma-informed care, 

2014; Van der Kolk, 2014). 
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Traumatic stress can impact an individual so severely that it becomes a disorder. 

SAMHSA (Trauma-informed care, 2014) defines PTSD as “a traumatic stress reaction 

that develops in response to a significant trauma” (p. 1-6). With PTSD, the body 

continues to react to the threat of events that happened in the past (Van der Kolk, 2014). 

The Diagnostic and Statistical Manual for Mental Disorders (5th ed.; DSM-5; American 

Psychiatric Association, 2013) outlines the criteria for PTSD as: 

Exposure to an actual or threated death, serious injury, or sexual violence . . . 

presence of intrusive symptoms such as memories, dreams, dissociative reactions, 

psychological distress when exposed to stimuli that symbolize the traumatic 

event(s)… persistent avoidance of stimuli associated with the traumatic 

event(s)… negative alterations in cognitions and mood associated with the 

traumatic event(s)… marked alterations in arousal and reactivity associated with 

the traumatic event(s)… duration of the previous disturbances are more than 1 

month… disturbances cause clinically significant distress… the disturbance is not 

attributable to the physiological effects of a substance. (p. 271-272) 

 PTSD can be devastating, as this disease has prolonged effects that can impact 

functioning in multiple areas of life (American Psychiatric Association, 2013). Studies 

have shown that people who develop PTSD have a lower quality of life compared to 

those who do not develop PTSD following a traumatic event (Trauma-informed care, 

2014). Lower quality of life can be attributed to the symptoms associated with the 

disease, such as depressive symptoms, anxiety symptoms, and worse health outcomes 

(Trauma-informed care, 2014). Although trauma is a common occurrence in the United 

States, the estimated prevalence for PTSD in the population is 8%. This number is higher 
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among at-risk populations, such as combat veterans and survivors of natural disasters 

(American Psychiatric Association, 2013; Trauma-informed care, 2014). 

Loss 

Loss of something important, such as a loved one or a significant support, can be 

considered a traumatic life event (Bonanno, 2004; Bonanno et al., 2007; Trauma-

informed care, 2014). Reactions to loss can vary widely as some people express few 

adverse reactions as a sign of healthy adjustment while others exhibit a lot more distress 

(Bonanno, 2004). During the pandemic, people have experienced many losses ranging 

from loss of social supports, normal routines and activities, all the way to losing a loved 

one to the COVID-19 disease (Brooks et al., 2020; Fergert et al., 2020; Miller, 2020). Not 

only are people experiencing isolation from their families, but they also face the reality of 

not being present with or saying goodbye to their loved ones who die after contracting the 

virus. Their grief is compounded by fear of the disease and their inability to gather during 

their time of grief (Miller, 2020; Stark et al., 2020). Such experiences are likely to cause 

extreme psychological distress.   

Adverse Childhood Experiences 

In the last decade or so, ACEs have come to the forefront of trauma research. 

ACEs are considered traumatic events that occur in childhood (Goddard, 2020; Margolius 

et al., 2020). Adverse childhood experiences include: physical, emotional, or sexual 

abuse; physical or emotional neglect; household dysfunction such as mental illness, 

violence against mother, divorce, incarcerated family member, or substance abuse; 

school, community, or political violence; natural disasters; forced displacements; war and 

terrorism; bereavement; bullying; food scarcity and poverty; foster care experience; 
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chronic or severe illness or injury; unsafe living environments; kidnapping; and/or 

impaired caregiver (Goddard, 2020). ACEs have been found to have a lasting impact on 

people across their lifespan (Fergert et al., 2020; Fondren et al., 2020; Goddard, 2020; 

Margolius et al., 2020; Petruccelli et al., 2019; Trauma-informed care, 2014). ACEs have 

been linked to higher rates of physical health issues such as type 2 diabetes, obesity, sleep 

disorders, asthma, heart disease, cancer, chronic lung and liver disease, and sexually 

transmitted diseases (Goddard, 2020; Petruccelli et al., 2019; Trauma-informed care, 

2014). Mental health consequences in adulthood linked to ACEs include major 

depressive disorder, PTSD, suicide, and substance abuse (Goddard, 2020; Margolius et 

al., 2020). Social consequences associated with ACEs include higher rates of teen 

pregnancy, self-harming behaviors, lower rates of employment, homelessness, 

prostitution, criminal behaviors, parenting problems, and a shorter life expectancy 

(Goddard, 2020; Margolius et al., 2020; Trauma-informed care, 2014).  

In this review of the literature, it has been noted that people of lower 

socioeconomic status have been disproportionately impacted by stress and challenges of 

the COVID-19 pandemic. In addition, children from marginalized, underserved, and 

economically disadvantaged communities experience higher rates of ACEs (Margolius et 

al., 2020; Trauma-informed care, 2014). This implies that children who are already at 

risk are in even more danger of experiencing trauma or adverse experiences during the 

COVID-19 crisis. 

Responses to Trauma 

 Humans have many responses to trauma that are both psychological and 

behavioral. People respond to trauma in different ways as each individual has unique 
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experiences, risk factors, and protective factors (Bonanno, 2004; Bonanno et al., 2007; 

Gillespie et al., 2009). As trauma is considered a part of the normal human experience, 

institutions, such as education systems, need be able to recognize the signs of trauma and 

understand how to appropriately respond to these situations. 

Resiliency 

Amidst all the chaos and trouble of the COVID-19 pandemic, there is some room 

for hope. When dealing with trauma and stress, human beings are not completely helpless 

to combatting their negative effects. Resiliency refers to the ability to maintain stability 

when faced with difficult circumstances (Bonanno, 2004; Harney, 2007). Bonnano et al. 

(2007) state:  

Although resilient individuals may experience some short-term dysregulation and 

variability in their emotional and physical well-being, their reactions to a 

[significant] potentially traumatic event tends to be relatively brief and usually do 

not impede their ability to function to a significant degree. (p. 671) 

Resilient individuals do not require the same healing processes as those who struggle 

with more intense trauma symptoms (Bonanno, 2004; Harney, 2007). 

During the COVID-19 pandemic, Fegert et al. (2020) note that there are 

opportunities for families to build resiliency. Due to the decrease in work and social 

obligations and appointments family members must attend to, they have more time to 

spend together at home, promoting cohesion and familial support (Fegert et al., 2020). 

People also build resiliency when they are able to successfully manage stress and trauma. 

Fegert et al. (2020) state, “Successful management of stress and trauma can lead to 

personal growth, which in turn reinforces the sense of competence and becomes a 
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protective factor for coping with future stressors” (p. 4). Therefore, if people can 

successfully manage the stress the pandemic has created, they may come out of this time 

with the benefit of increased resiliency.  

Resiliency responses differ from person to person depending on an individual’s 

risk factors and protective factors (Bonanno, 2004; Bonanno et al., 2007; Gillespie et al., 

2009). Some external protective factors include warm, responsive caregivers, social 

support, access to social services, access to physical and mental health care, and good 

health (Bonanno et al., 2007; Imran et al., 2020; Stark et al., 2020; Trauma-informed 

care, 2014). Personal protective factors include self-esteem, trust, resourcefulness, 

internal locus of control, secure attachments, humor, self-sufficiency, optimism, social 

skills, problem-solving skills, and impulse control (Trauma-informed care, 2014). These 

protective factors increase resiliency as they increase an individual’s ability to manage 

stress and trauma. Conversely, risk factors decrease resiliency as they hinder an 

individual’s ability to cope and handle stress and trauma. Risk factors include sensitivity 

to anxiety, previous mental health problems, medical conditions, history of trauma, 

family history of behavioral health problems, threats to safety, past and current life 

stressors, substance use (Bonanno et al., 2007; Gillespie et al., 2009; Stark et al., 2020; 

Trauma-informed care, 2014). Those who have experienced previous trauma are at 

higher risk for re-traumatization and have less resiliency (Bonanno et al., 2007; Brown, 

2020; Fergert et al., 2020; Gillespie et al., 2009; Marshall et al., 2020; Nader, 2011; 

Petruccelli et al., 2019; Stark et al., 2020). What this means in the context of the COVID-

19 pandemic is that although there is opportunity for resiliency during the pandemic, the 
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opportunities may be unequal for those with more risk factors and fewer protective 

factors (Fegert et al., 2020).  

Children and Adolescents 

Trauma and responses to trauma look different in children than in adults (Brown, 

2020; Nader, 2011). The age at which a child experiences a trauma greatly determines the 

type of reaction they will exhibit as developmental stage and biological, psychological, 

and social-contextual systems all contribute to traumatic stress reactions (Brown, 2020; 

Nader, 2011). Experiences of trauma have been linked to gaps between chronological and 

functioning age (Nader, 2011). Trauma during childhood can disrupt a child’s brain 

development, developmental skills, talents, personality development, and functioning 

(Nader, 2011). Complex trauma can also disrupt a child’s ability to self-regulate and the 

ability to experience relationships as nurturing and reliable (Goddard, 2020; Nader, 2011; 

Petruccelli et al., 2019).  

Although traumatic stress reactions can vary widely in children, there are several 

behavioral indicators of trauma that children demonstrate. These behaviors are often 

correlated to the “flight-fight-freeze” response of the brain when it senses danger (Imran 

et al., 2020; Nader, 2011; TEA, 2020). Some of these behaviors include verbal and 

physical aggression, kicking, hitting, yelling, shouting, spitting, biting, high distractibility 

or inability to focus, running away, avoiding difficult tasks, refusal to participate, crying, 

emotional withdrawal, and mental withdrawal that can sometimes look like “zoning out” 

(Fondren et al., 2020; Imran et al., 2020; Nader, 2011; TEA, 2020). When a child 

demonstrates one of these behaviors, this does not always mean that they have 

experienced trauma. Many of these behaviors will occur as part of a normal childhood. 
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However, these behaviors can be indicative of trauma when they become chronic, 

inappropriate behaviors for the setting they are in (TEA, 2020). 

Adults 

Adult responses to trauma differ from that of children because adults are 

developmentally more advanced and are better able to identify and express their thoughts 

and emotions. Unsurprisingly, older adolescents nearing adulthood are more likely to 

have reactions that resemble an adult because of where their brain is at developmentally 

(Nader, 2011). Adults respond to trauma in a variety of ways. Adults who experienced 

high levels of stress in childhood have been found to have increased reactivity to stress 

and trauma in adulthood, as well as an increase in cognitive deficits (Goddard, 2020; 

Nader, 2011; Petruccelli et al., 2019). This is consistent with research regarding ACEs. 

Symptoms adults may experience following a trauma are closely associated with the 

negative mental health symptoms experienced during the COVID-19 pandemic. These 

symptoms include anxiety, depression, low mood, irritability, anger, fear, hopelessness, 

disturbances in sleep and appetite, low-self-esteem, and higher rates of substance abuse 

(Fergert et al., 2020; Imran et al., 2020; Otu et al., 2020; Panchal et al., 2020; Trauma-

informed care, 2014). Although children experience these same feelings, their expression 

and means of coping with these symptoms look different from adults. 

Response to Trauma in Schools 

As children can demonstrate varying behavioral responses to trauma, it is 

imperative that schools are equipped to intervene with appropriate action. Margolius et al. 

(2020) describe the impact that schools have on children who have experienced trauma: 

“The experiences and relationships that young people have in school have the potential to 



 

 22 

provide strengthening experiences or to exacerbate symptoms of trauma” (p. 6). Schools 

are an ideal place for children to receive mental health services because they can 

destigmatize mental health care as well as deliver services to students who would 

otherwise not have access to or opportunity for help (Fondren et al., 2020; Goodkind, 

2010). With this in mind, it is necessary for schools to be equipped to provide such 

services. In order to accomplish this, trauma-informed practices need to be in place 

(Fondren et al., 2020; Goodkind, 2010; Margolius et al., 2020; SAMHSA, 2014).  

Multitiered approaches have been adopted to provide students with the 

appropriate level of intervention services they need to thrive. The multitiered system has 

three levels: tier one is for universal intervention intended for all students; tier two is 

targeted interventions for students who have been exposed to or are at risk for trauma; 

tier three is individualized, specific trauma interventions (Fondren et al., 2020; Margolius 

et al., 2020; SAMHSA, 2014). Each tier utilizes different professionals and support staff 

to provide necessary services tailored to students’ needs (SAMHSA, 2014). The goal of 

trauma-informed interventions, such as the multitiered system, is to create a safe, caring 

learning environment that addresses the holistic needs of students (TEA, 2020). Creating 

trauma-informed environments involves the training of all teachers and staff to prepare 

them to be aware of and manage students who have been exposed to trauma. This is 

especially significant to prevent the re-traumatization of students (Margolius et al., 2020).  

Conclusions 

 The COVID-19 pandemic has had many adverse effects on individuals, family 

systems, and greater society. The pandemic is a crisis that has the potential to be 

traumatic for people around the globe. Trauma can have negative, lasting effects on both 
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adults and children. Although the effects of the pandemic have been felt by everyone, 

they have a greater negative effect on lower socioeconomic individuals and families as 

they are more vulnerable to the adversity and struggle produced by the pandemic. Mental 

health problems have increased around the world, creating a need for more options and 

accessibility to mental health care resources.  

 In this study, particular attention is given to educators and their students. 

Educators were asked about their symptoms of trauma since the start of the 2020 mid-

March shutdown, as well as stress they have experienced in the classroom since returning 

in the fall of 2020. These questions were aimed at determining whether there has been a 

traumatic impact on educators, as well as the nature of traumatic impact. The trauma 

symptoms in adults discussed above are examined in this study.  

During this pandemic, it is important to recognize and address the mental health 

needs of children and adolescents. Understanding the possible traumatic impact this crisis 

has had on them is essential as adverse childhood experiences have the potential to cause 

lifelong complications. Therefore, this research asks educators questions about student 

behaviors they have noticed in the classroom that are typically indicative of trauma. This 

research does not give a comprehensive analysis of stress and trauma students have 

experienced due to the pandemic, but it offers a picture of how students are functioning 

during this crisis event. 
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CHAPTER III 

METHODOLOGY 

This research utilizes a cross-sectional survey design. The research conducted 

uses a one-time survey that participants fill out about some of their experiences since the 

start of the shutdown in the United States in mid-March of 2020. This research has been 

approved by ACU’s Institutional Review Board as an exempt research study (see 

Appendix A for approval letter). 

Participants 

 Participants of this study include teachers, teacher aides, and teaching assistants 

from grades kindergarten through 12th grade. Participants were recruited from one school 

district located in West Central Texas. Participants were solicited through an email sent 

from the principals at their respective schools. Solicitation verbiage is included in 

Appendix B of this document. Only educators with direct student interaction in the 

classroom were included in this study because the survey asks questions specifically 

related to stress experienced within the classroom as well as student behaviors in the 

classroom.  

Procedures 

The survey used for this research was distributed using Google Forms. This 

survey was completed one time by each participant and took each participant 10-15 

minutes to complete. Educators answered questions about symptoms of trauma and stress 

experienced since the COVID-19 shutdown began in the United States in mid-March of 
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2020. The solicitation email (Appendix B) was emailed to school principals who 

forwarded the survey to their teachers, teaching assistants, and teacher aides. The survey 

was disseminated by the school principals to ensure the principal investigator of this 

study did not have direct contact with the research participants. The email included a 

brief description of the study, along with a PDF version of the informed consent for 

participants to keep. The first screen of the survey included a brief description of the 

study along with informed consent that each participant electronically consented to by 

selecting a button on their screen. Consent to the study was required before participants 

could proceed to the survey. The survey results were gathered anonymously, as no 

signatures or demographic information was collected. Results were stored inside the 

principal investigator’s password-protected Google Drive, then downloaded to a 

password-protected laptop. The researcher’s ACU email address was used to receive 

responses. 

Human Subjects Protection 

Participant data were kept confidential through password-protected storage. No 

identifiable information was collected from educators who chose to participate. The 

surveys were submitted anonymously, and the principal investigator was not able to track 

who had and had not responded to the survey. As previously noted, ACU’s Institutional 

Review Board gave approval for this research study (Appendix A). 

Measurements 

 The survey used for this research consisted of three sections: Trauma Symptom 

Checklist-40 (Modified; Briere & Runtz, 1989), feelings of stress checklist, and student 

behaviors survey. These measurements were used to examine the trauma educators have 
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MaVk Snl] Sne SZal.

NIZIV

0 1 2 3

3JXIR

44.

MaVk Snl] Sne SZal.

NIZIV

0 1 2 3

3JXIR

45.

MaVk Snl] Sne SZal.

NIZIV

0 1 2 3

3JXIR

Unnecemmalx ol ouelåflekpeno vamhing afoel ohe mhpodovn began Ó

Feelingm of infelioliox iliol oo ohe mhpodovn Ó

Feelingm of infelioliox afoel ohe mhpodovn began Ó

Feeling oenme all ohe oime iliol oo ohe mhpodovn Ó

Feeling oenme all ohe oime afoel ohe mhpodovn began Ó
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46.

MaVk Snl] Sne SZal.

NeZeV

0 1 2 3

OfXen

47.

MaVk Snl] Sne SZal.

NeZeV

0 1 2 3

OfXen

48.

MaVk Snl] Sne SZal.

NeZeV

0 1 2 3

OfXen

49.

MaVk Snl] Sne SZal.

NeZeV

0 1 2 3

OfXen

50.

MaVk Snl] Sne SZal.

NeZeV

0 1 2 3

OfXen

Demile oo phxmicallx hplo oohelm pliol oo ohe mhpodovn Ó

Demile oo phxmicallx hplo oohelm afoel ohe mhpodovn began Ó

Feelingm of gpilo pliol oo ohe mhpodovn Ó

Feelingm of gpilo afoel ohe mhpodovn began Ó

Feeling ohao xop ale noo alvaxm in xopl bodx pliol oo ohe mhpodovn Ó
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51.

Mark onl] one oZal.

NeZer

0 1 2 3

Often

52.

Mark onl] one oZal.

NeZer

0 1 2 3

Often

53.

Mark onl] one oZal.

NeZer

0 1 2 3

Often

Skip Xo qYeWXion 54

Solemm
The follo[ing questions are about stress ]ou ma] haZe e\perienced since returning to the classroom this 2020-2021 
school ]ear. 

54.

Mark onl] one oZal.

Yes

No

This is m] first ]ear teaching.

Feeling ohao xap ale nao alvaxm in xapl badx afoel ohe mhpodavn began Ó

Hauing olapble bleaohing ilial oa ohe mhpodavn Ó

Hauing olapble bleaohing afoel ohe mhpodavn began Ó

Haue xap felo an incleame in molemm ohim mchaal xeal in camialiman oa ileuiapm xealmÏ Ó
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55.

MaVk onl] one oZal.

NSX WXVIWWId aX aPP

1 2 3 4 5 6 7 8 9 10

MSWX WXVIWWId I LaZI IZIV bIIR

56.

MaVk onl] one oZal.

NSX aX aPP

1 2 3 4 5 6 7 8 9 10

A KVIaX dIaP

57.

OXLIV:

Check all XhaX aTTl].

TIacLMRK VIQSXI PIaVRIVW aPSRK [MXL MR-TIVWSR cPaWW

CSQTP]MRK [MXL RI[ LIaPXL aRd WaJIX] TVScIdYVIW

SXYdIRX bILaZMSVW

WSVV] abSYX WXYdIRXW' [IPPbIMRK

MIRXaP LIaPXL WXVIWW

FMRaRcMaP WXVIWW

FaQMP]-VIPaXId WXVIWW

HIaPXL-VIPaXId WXVIWW

NSRI SJ XLI abSZI

58.

MaVk onl] one oZal.

YIW

NS

TLMW MW Q] JMVWX ]IaV XIacLMRK.

SkiT Xo UYeWXion 59

Student
Behaviors

TLMW WIcXMSR [MPP I\TPSVI WXYdIRX bILaZMSVW MR XLI cPaWWVSSQ XLaX aVI X]TMcaPP] MRdMcaXMZI SJ WXVIWW aRd XVaYQa MR 
cLMPdVIR. AW ]SY aRW[IV XLIWI UYIWXMSRW, XLMRO abSYX ]SYV cPaWWVSSQ XLMW ]IaV MR cSQTaVMWSR XS PaWX ]IaV. IRdMcaXI 
[LIXLIV ]SY LaZI RSXMcId QSVI, PIWW SV abSYX XLI WaQI PIZIP SJ bILaZMSVW MRdMcaXId. 

On a scale from 1 to 10, one being not stressed at all, 10 being the most stressed you have ever been,
where would you rank the stress of this school yearÏ Ó

On a scale from 1 to 10, one being not at all and ten being a great deal, how much do you feel that stress
related to the pandemic has impacted your ability to do your jobÏ

Please select any of the following that have been a source of increased stress for you this school yearÊ Ó

Have classroom behaviors felt more difficult to manage this year compared to previous yearsÏ Ó
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59.

MaVk Snl] Sne SZal.

SMKRMJMcaRXP] PeWW

LeWW

AbSYX XLe WaQe

MSVe

SMKRMJMcaRXP] QSVe

TLMW MW Q] JMVWX ]eaV XeacLMRK

60.

MaVk Snl] Sne SZal.

SMKRMJMcaRXP] PeWW

LeWW

AbSYX XLe WaQe

MSVe

SMKRMJMcaRXP] QSVe

TLMW MW Q] JMVWX ]eaV XeacLMRK

61.

MaVk Snl] Sne SZal.

SMKRMJMcaRXP] PeWW

LeWW

AbSYX XLe WaQe

MSVe

SMKRMJMcaRXP] QSVe

TLMW MW Q] JMVWX ]eaV XeacLMRK

Velbal Agglemmion Ó

Phxmical Agglemmion Ó

Spiooing Ó
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62.

MaVk Snl] Sne SZal.

SMKRMfMcaRXP] PeWW

LeWW

AbSYX XLe WaQe

MSVe

SMKRMfMcaRXP] QSVe

TLMW MW Q] fMVWX ]eaV XeacLMRK

63.

MaVk Snl] Sne SZal.

SMKRMfMcaRXP] PeWW

LeWW

AbSYX XLe WaQe

MSVe

SMKRMfMcaRXP] QSVe

TLMW MW Q] fMVWX ]eaV XeacLMRK

64.

MaVk Snl] Sne SZal.

SMKRMfMcaRXP] PeWW

LeWW

AbSYX XLe WaQe

MSVe

SMKRMfMcaRXP] QSVe

TLMW MW Q] fMVWX ]eaV XeacLMRK

Bioi_g Ó

High dimolacoibiliox ßp_able oa facpmà Ó

Rp__i_g avax al valki_g apo af ohe clammlaam Ó
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65.

MaVk Snl] Sne SZal.

SMgRMfMcaRXP] PeWW

LeWW

AbSYX XLe WaQe

MSVe

SMgRMfMcaRXP] QSVe

TLMW MW Q] fMVWX ]eaV XeacLMRg

66.

MaVk Snl] Sne SZal.

SMgRMfMcaRXP] PeWW

LeWW

AbSYX XLe WaQe

MSVe

SMgRMfMcaRXP] QSVe

TLMW MW Q] fMVWX ]eaV XeacLMRg

67.

MaVk Snl] Sne SZal.

SMgRMfMcaRXP] PeWW

LeWW

AbSYX XLe WaQe

MSVe

SMgRMfMcaRXP] QSVe

TLMW MW Q] fMVWX ]eaV XeacLMRg

Auoidance of clammloom ammignmenom ol acoiuioiem Ó

Refpmal oo paloicipaoe Ó

Clxing Ó
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