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http://www.nctsnet.org 

Facts on Traumatic Stress and Children With 

Developmental Disabilities 

IDD Trauma Toolkit  

The Road to Recovery:  Supporting Children with 

Intellectual Disabilities Who Have Experienced 

Trauma 
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Aurora Mental Health Center 

·Collaborative program 
ƁAurora Mental Health Center 
ƁAurora Public Schools 

· 10 children in therapeutic school 
· 180 families served outpatient 
· Individual, family, group therapy 
· Psychiatric services 
·Case management 
· Specializing in adapted trauma treatment 

 

Intercept Center 
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Intercept Center 
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Intercept Program Goals 

 
·Teach coping and adaptive skills so that the child 

and family can function  adequately 

·Help children in Day Treatment transition back 
to public school special education classrooms 

·Provide a structured environment for 
behavioral change while maintaining a  
supportive and challenging academic curriculum 

·Decrease the frequency of  psychiatric 
hospitalizations 
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Intercept Program Goals 

·Stabilize children taking psychotropic 
medication and maintain them on a minimal 
effective dose 

·Help to empower parents so that they may 
assist in providing therapeutic change 

·Serve as a mental health representative on 
interdisciplinary  teams and coordinate 
involvement of all community agencies required 
for the childõs treatment 

·Provide support services for parents and foster 
parents 
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Goals for today 

· Learn of the extremely high rates of abuse and neglect that 

people with disabilities suffer, and learn of the factors that 

contribute to their vulnerability.   

· Learn what types of adapted therapeutic interventions are 

most likely to be successful for people with developmental 

disabilities. 

·  Complete a basic review of the concepts of phase oriented 

trauma treatment and adaptations to this model for children 

with IDD. 

·  Learn how to incorporate caregivers and affiliated service 

providers into client centered trauma treatment. 

·Understand what makes up therapist resilience and learn 

how to develop a resilience plan 
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What is a Developmental Disability? 

·A legal definition, rather than a clinical diagnosis  

·Definition used by the US Government and basis for 
most states  

Ɓmanifest before the person reaches age 22 

Ɓlikely to continue indefinitely  

Ɓ constitutes a substantial disability to the affected individual  

Ɓattributable to Intellectual disability or related conditions which 
include cerebral palsy, epilepsy, autism or other neurological 
conditions (brain damage, spinal bifida, muscular dystrophy and 
other sensory handicaps)  

ƁSuch conditions result in impairment of general intellectual 
functioning or adaptive behavior similar to that of mentally 
retarded persons  
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Clinical diagnoses that may result in 

Developmental Disabilities  

· Cognitive or Intellectual Disability 
Ɓ Based on IQ range of 70 or below (+ or ð 5 for standard 

error)  

Ɓ Impairments in adaptive functioning in at least 2 of the 
following skill areas 
¶ Communication 

¶ Self care 

¶ Home living 

¶ Social/Interpersonal skills 

¶ Self-direction 

¶ Work -leisure 

¶ Health  

¶ Safety 

¶ Use of community resources 

¶ Functional academics 
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Levels of ID Diagnosis 

·Mild: IQ 50-55 to 70 

  represents 70-85% of MR population 

·Moderate: IQ 35-40 to 50-55 

  represents 10% of MR population 

·Severe:  IQ 20-25 to 35-40 

  represents 3-4% of MR population 

·Profound: IQ less than 20-25 

  represents 1-2% of MR population 
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Autism Spectrum Disorders 

·Autistic Disorder  
ƁSevere impairment in social interactions & communication, and 

restricted range of activities & interests 

·Pervasive Developmental Disorder, NOS 
Ɓsevere and pervasive impairments in development of reciprocal 

social interactions or communication skills, or when stereotyped 
behavior, interests, or activities are present but criteria are not 
met for a more specific Pervasive Developmental Disorder, 
schizophrenia, or personality disorder.  

·Aspergerõs Disorder 
Ɓimpairment in social interactions, repetitive behaviors, interests, 

and activities. Typically sub-average to average IQ 

 

   (See DSM IV for diagnostic features) 
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Types of Disability 

·Genetic Disabilities 
ƁDownõs Syndrome 

ƁFragile X Syndrome 

ƁPrader-Willi Syndrome 

ƁAngelmanõs Syndrome 

ƁWilliamõs Syndrome 

ƁPhenylketonuria (PKU) 

 



Types of Disability 

·Neuromotor Disorders 
ƁCerebral Palsy 

ƁSpina Bifida 

ƁTraumatic Brain Injury (TBI) 

·Neurological Disabilities 
ƁAutism Spectrum Disorders 

ƁADHD/ADD 

ƁFetal Alcohol Syndrome (FAS) 

ƁLead Poisoning 

ƁEpilepsy 

 



Types of Disability 

·Sensory Disabilities 
ƁInvolves 5 senses and their coordination 

ƁImpacts kinetics and awareness of body 

ƁHypersensitivity 

ƁHyposensitivity 

ƁEasily distracted 

ƁSocial and or emotional problems 

ƁHigh or low activity levels 
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Prevalence of Developmental 

Disabilities 

·Roughly 1.8% of the population of the 
United States. 
·So with a 2010 population estimate 

of 309 million people we estimate 5.6 
million people in the US with 
developmental disabilities. 



Trauma May Take Many Forms 

ÅNatural disasters 

ÅAccidents 

ÅInvasive medical procedures 

ÅPhysical abuse 

ÅEmotional abuse 

ÅSexual abuse 
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Under Reporting 

ÅEstimated 1 in 30 instances of sexual abuse against a 

person with a developmental disability are 

successfully reported 

Å1 in 5 for the general population  

ÅEstimated only 3% of Sex Abuse cases are reported 

for this population 
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James, 1988 

 
Valenti-Hein and Schwartz, 1995 



Higher Incidents of Abuse for 

People with Any Disability 

Å1.2 to 2 times more likely to suffer from 

maltreatment than their nondisabled peers  

Å3.4 times as likely to be neglected 

Å4 times more likely to be the victims of crime 
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Sobsey, 1996 

Westat, Inc., 1993; Goldson, 2002 



Higher Incidents of Abuse for People with 

Developmental Disabilities 

ÅMeta-analysis shows people with developmental 

disabilities suffer 2.5 to 10 times the abuse and 

neglect of non-disabled peers 

ÅMore than 90% of adults reported sexual abuse 

within their lifetime 

Å49% of that sample reported 10 or more abusive 

incidents 
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Valenti-Hein & Schwartz,1995 



Abuse and Disability 

· In an institutional setting the risk of sexual 

abuse is 2 to 4 times higher than the risk in the 

community  

· The more severe the disability, the greater the 

likelihood of abuse 
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Sobsey & Mansell,1990 

Sobsey, 1994 



Abuse and Disability 

 
·People with more than one disability are at 

higher risk of: 

Ɓphysical abuse 

Ɓsexual abuse and  

Ɓthe severity and duration of both types of 
abuse are greater   
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Kendall-Tackett, 2002 



Abuse and Developmental Disability 

Å3 to 6% of maltreated people have a permanent 

developmental disability as a result of abuse or 

neglect  

ÅChild maltreatment is a factor in 10 to 25% of all 

developmental disabilities 

ÅThe vicious òtwo-way-streetó relationship between 

trauma and disability 
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Sobsey , 1994  



Vulnerabilities 

ÅHigher level of assistance from caregivers  

ÅFor longer periods of time  

ÅFor invasive daily living functions 

ÅHigher level of stress on the 
family/caregivers  

ÅPeople are less able to meet parental 
expectations  
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Charlton, Kliethermes , Tallant, Taverne , & Tishelman  
(2004)  



Vulnerabilities 

ÅCognitive disability interferes with: 

ÅThe ability to predict high-risk situations 

ÅUnderstand what is happening in an abusive 

situation  

ÅBarriers to reporting: 

ÅMobility challenges 

ÅRestricted ability to communicate 

ÅNot perceived as credible reporters 
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Charlton, Kliethermes , Tallant, Taverne , & Tishelman  (2004)  



Vulnerabilities 

ÅTrained to be compliant to authority figures 

(Valenti-Hein & Schwartz, 1995)  

Å44% had a relationship with their abuser directly 

related to their disability (Davis, 2004)  
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Vulnerabilities 

Å Increased responsiveness to attention and affection 

may make them easier to manipulate. 

ÅLess likely to be provided with general sex education 

or any type of training around human sexuality. 

ÅCaregiverõs assumption that they are not developing 

sexually. 

ÅStigma of disability:  societyõs tendency to label 

people who are different as less than 
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Myths 

ÅPeople with developmental disabilities do not have 

the same response to trauma as people in the general 

population (Charlton et al., 2004)  

ÅDevelopmental disabilities serve as a protective factor 

against the effects of trauma (Dr. Stan Katz òexpert 

testimony) 

ÅPeople with developmental disabilities cannot benefit 

from therapy (Mansell et al., 1998)  
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Facts 

ÅPeople with developmental disabilities suffer from the 

same difficulties in life that the non-disabled population 

encounters 

ÅAnxiety and depression 

ÅGrief and trauma 

ÅJob stress, divorce, separation, etc. 
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Charlton et al., 2004; Butz  et al., 2000; Nezu & Nezu, 1994 



Facts 

ÅMany different types of therapy have been found to be 

effective in treating people with developmental 

disabilities. 

ÅAlthough it generally takes longer for people with 

developmental challenges to make changes, those 

changes are stable once made. 

ÅPeople with developmental disabilities are less likely to 

recover spontaneously from trauma without treatment. 
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Higher Rates of Mental Illness 

·Less resilience due to limited personal 
resources 
·Increased vulnerability in the home and 

community 
·Less resilience due to societal 

discrimination as with other minorities 
·Awareness of disabilities and stigma of 

difference 
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The Need for Adapted Treatment 

 People with developmental disabilities 
are more likely to be impacted by 
abuse due to a variety of factors that 
impair their resilience or ability to 
spontaneously recover their former 
level of functioning following an 
abusive incident. 

Charlton et al., 2004; Burrows & Kochurka , 1995; and 
Mansell, Sobsey, & Moskal , 1998  
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Community Realities 

·Few professionals are trained to meet 
the needs of People with developmental 
disabilities  
·We donõt have adequate research on 

how best to adapt trauma treatment for 
this population  
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Cultural Considerations: 

·Disempowerment and injustices as other 
minorities 
·We are just beginning to develop 

evidence based adapted treatments for 
people with developmental disabilities 
·Research is not yet available on the 

interaction of ethnic minority status with 
developmental disability 
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Changing Culture of Developmental 

Disabilities 

·The concept of disability or lack of 
certain desirable characteristics is 
interwoven throughout the definition 
of the population and the nature of 
most treatment recommendations. 
·The population is defined externally, by 

caregivers and treatment providers, 
rather than the people involved. 
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Changing Culture of Developmental 

Disabilities 

·Many think of people with developmental 
disabilities living with their families in 
relative isolation or living in institutions. 

·As inclusion in community increases, 
cultural norms and expectations are 
developing in a variety of areas: 

ƁEducational 

ƁSocial Vocational 

ƁResidential 

ƁRecreational 



Other Realities 

·Working with this population requires 
ADVOCACY 
ƁFunding source denials based on ònon-
coveredó diagnoses 

ƁOver reliance on psychiatric medications as 
interventions 

ƁBarriers to primary care increase behaviors 
related to medical conditions 

ƁTendency to ask òwhatõs wrong with them,ó 
not òwhat happened to them.ó 
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Dual Diagnosis Treatment and Cultural 

Competency 

·Effective treatment requires some 
understanding of the culture of disability 
·Familiarity with healthy people who have 

developmental disabilities help you 
identify psychopathology 
·Stigma, lack of exposure, 

preconceptions, and fear are more 
common barriers for therapists than 
a lack of clinical skills  
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IDD & Trauma Assessment 
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Common characteristics of people 

with developmental disabilities 

·Impulsivity 

·Poor judgment or problem solving 

·Low understanding of social conventions, 
resulting in problems with uninhibited 
socially inappropriate behavior 

·Poor understanding of societyõs òunwrittenó 
rules 

·Good ability to mimic behaviors around 
them 

ƁFor example, psychotic like symptoms if recently 

hospitalized 
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Assessment 

·With children, it is important to 
consider not only the childõs 
chronological age, but more 
importantly, the developmental age 
Ɓ Often the problem behavior you are being 

asked to treat is developmentally 
appropriate and what is needed is caregiver 
education  
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Assessment 

·Problems or deficits related to a 
developmental disability are global and 
static 
·Psychopathology is recognized by 

deviations from baseline 
·There is often an over attribution of 

problems to the developmental 
disability 



Trauma Information 

ÅIt is important that normal trauma 
responses not be attributed to the 
personõs developmental disability or pre-
existing mental illness. 

ÅPeople with developmental disabilities 
generally have the same types of 
symptoms following trauma that anyone 
else would:  sleep disturbance, startle 
response, numbing, emotional constriction, 
disrupted sense of safety, shattered self-
identity, etc. 

ÅTrauma responses generally represent a 
change from the personõs normal level of 
functioning. 
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When is Trauma Treatment Needed? 

ÅWhen time has passed after a trauma and the 

person has not returned to their prior level of 

functioning. 

ÅWhen the remaining symptoms of trauma are 

significantly impairing the personõs ability to 

function. 

ÅTrauma history does necessitate treatment, but 

possibly just trauma informed care 
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Normal Response to Trauma: 
Responses that abate over time 

ÅLoss of control during the event. 

ÅAfter the event: 

ÅIntrusion of material from the event 

ÅNumbing 

ÅEmotional constriction 

ÅIntense efforts to control experiences that might 
elicit memories 

ÅDissociative splitting off of aspects of the 
experience 

ÅHypervigilance (enhanced startle response and 
sleep disturbance) 

ÅShattered sense of safety 

ÅDisruption of self-identity 
45 



Trauma Symptoms: 
Responses that continue to be problematic long after the event 

ÅSleep disturbance 

ÅExaggerated startle response 

ÅNumbing 

ÅEmotional constriction 

ÅDisrupted sense of safety 

ÅShattered self-identity 

ÅTrauma responses represent a significant 
change from the personõs normal (global) 
level of functioning. 
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Complex PTSD 

ÅEarly & prolonged expose to abuse and neglect 

ÅOverdevelopment of hypothalamus & limbic system 

ÅUnderdevelopment of frontal lobe and executive 

functioning 

ÅLower brain weights and less fissures in the brain  

ÅHyper-vigilance at baseline 

ÅDissociative episodes under acute stress 

ÅAggressive behavior 

ÅExtreme avoidance and dysregulation when triggered 
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Why Assess Trauma? 

ÅProvides a òpictureó of what is going on with the 

individual 

ÅHelps to determine 

ÅPresenting symptoms 

ÅDo they need treatment? 

ÅWhat types of treatment are best fit 

ÅIf trauma focused treatment is indicated 

ÅHelps in development of treatment plan 

ÅEnables therapist to assess treatment progress 



Assessment in Treatment 

ÅTrauma assessments are not investigations 

ÅTreatment is about a clientõs perceptions not 

necessarily about facts of what happened 

ÅAssessment is an ongoing component of 

treatment 

ÅPsychoeducation of caregivers is an essential 

part of ongoing assessment 
 



Areas of Assessment 

ÅTrauma History 

ÅPresenting trauma and its important characteristics 

ÅAll other traumas 

ÅMental Health Symptoms and Behavior Problems 

ÅHistory and current symptoms 

ÅEnvironment 

ÅSafety, support, individual-caregiver relationship 

ÅSystem involvement with family/caregivers since abuse 

ÅCharacteristics of Trauma 

ÅFrequency, chronicity, perpetrator/relationship, 

disclosure and response 

ÅLegal involvement 



Challenges in Assessment 

ÅBe careful of diagnostic overshadowing 

ÅOverwhelming over attribution of symptoms to the 

disability 

ÅSensory hypersensitivity vs. startle response 

ÅSocial withdraw/depressive symptoms vs. typical ASD  

ÅExpressive language problems vs. dissociation 

ÅPeople who have cognitive disabilities sometimes do not 

have family/caregivers to serve as good historians.   

ÅOngoing assessment needed in treatment 



Adaptations to Assessment 

·Be sure to include all significant caretakersñthere are 
often several 

·Assess for secondary trauma due to societal or 
community response: 

ƁAssumptions that because of the developmental 
disability the client has not been impacted by the 
trauma 

ƁAssumptions that the client cannot benefit from 
therapy 

ƁLack of availability of appropriately adapted 
treatment that has resulted in significant delays in 
providing treatment or assistance 
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Developmental issues:  
Why child/adolescent tools and approaches may be more 

appropriate 

ÅReliant on parents/caregivers for history and behavioral 

observation and report 

ÅCommunication and socialization deficits can result in 

developmentally òchildlikeó presentation of symptoms 

ÅRepetitive play or verbalizations that have trauma 

themes 

ÅPsychological Stress or psychological reactivity to 

triggers 

ÅInability to understand that events were traumatic 

ÅAssessments, like treatment, should be adapted for 

developmental and age appropriateness. 
 



Assessment Tools 

ÅBaseline Trauma Assessment (NCTSN) 

ÅCollection of traumatic event history 

ÅBegins desensitization process through gradual 

exposure 

ÅAssessment of severity of trauma symptoms 

ÅUCLA-PTSD Index ©1998 Pynoos, Rodriguez, 

Steinberg, Stuber, & Frederick. 

ÅTrauma Symptom Checklist for Children ©PAR 

(Psychological Assessment Resources, Inc.)  
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