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  Pref ace   

 This textbook is designed to provide information for those interested in improving 
their understanding of childhood health and mental health problems. The goal of 
each chapter is to address a childhood medical or mental health issue and share 
knowledge about diagnosing the problem, understanding psychosocial issues faced 
by children coping with the problem, and developing a framework of ways to 
improve child functioning. The overall goal of this book is to discuss and learn about 
evidence-based treatments and review ideas for interventions. Opening chapters 
review several medical conditions, including asthma, diabetes, and cancer. Because 
coping with pain is a common issue for children with these medical conditions, a 
chapter is devoted to discussing ways to assist children in coping with pain related 
to medical conditions (e.g., medical procedures). In addition, this chapter also 
addresses coping with medical fears. Medical fears are an important issue to high-
light, because treatment may become a diffi cult experience for children. In this text-
book, I also address mental health problems for children, including autism spectrum 
disorders, anxiety, depression, conduct disorders, and attention-defi cit/hyperactivity 
disorder. At the close of this book, my hope is that you will be well versed in evi-
dence-based interventions for children with the aforementioned problems and have 
an understanding of how to identify health and mental health problems and inter-
vene to assist children in moving forward in a positive developmental trajectory. 

 Chapters in this textbook are organized into two parts. The fi rst part of each 
chapter presents new information about diagnosing the problem and treating the 
child to maximize positive development. Subsequent sections present an in-depth 
view of psychosocial issues, review key information in the evidence base, discuss 
practical ideas for treatment, and present a case study. Cases depicted in this book 
are not “real,” but were developed based on a recollection of my real-world cases 
from 20 years in the fi eld. The fi nal sections are a summary, which present key con-
cepts and contain exercises to review fundamental information in the chapter. 

 My perspective is developmental in nature. It is important to recognize the 
breadth of change and growth for children from birth through adulthood. A devel-
opmental perspective assesses child functioning and adjustment throughout the 
child’s development from birth through the early adult years. In other words, this 
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perspective encourages assessment and study of the individual throughout his or her 
life course—from infancy to old age. Coming from a developmental perspective, we 
are concerned with age and how it might impact an individual’s adjustment. To 
address all the literature at all the key developmental phases—toddlerhood, pre-
school age, elementary school, middle school, and high school—is beyond the 
scope of this book. Thus, discussion in chapters will primarily focus on elementary 
school years. The elementary school years are a key period for prevention and inter-
vention efforts that may lead to lasting change for the child that will infl uence his or 
her development in a positive manner. 

 In addition to a developmental perspective, I was heavily infl uenced by the idea 
that “context is important.” To that end, I agree with the “systems perspective,” 
perhaps, most by that espoused by Urie Bronfenbrenner ( 1989 ) in his  Ecological 
Systems Theory . The child is “set,” if you will, in contexts and the critical contexts 
for the elementary school-age child are family and school. I will discuss these con-
texts in depth in chapters of this book. Further research is needed to address child 
functioning in other contexts such as neighborhood, after-school, and extracurricu-
lar settings. Hopefully, you will be encouraged to conduct new research in these 
key areas. 

 I was also strongly infl uenced by my professors in graduate school. They encour-
aged their students to understand the science and facts presented in literature focus-
ing on children and then to try to make the knowledge we had gained “work” to help 
a child. I began to believe in the contribution of research when one of my mentors 
stated that one can help more children with good research, because they can be a bit 
more confi dent when they have current knowledge of what works for whom. One of 
the best recommendations for reading the literature is to use it to fi nd ideas to sup-
port one’s treatment efforts to make a positive difference in the lives of children and 
families. Taking a deep dive into the literature to understand how to improve child 
self-esteem, quality of life, and functioning is invaluable. The literature will also 
illuminate ways to reduce the impact of negative factors shaping the child’s devel-
opmental trajectory. 

 Another infl uence on my view of treatment of children came from what I have 
learned from my parents. Both are clinicians who are interested in improving the 
well-being of their patients. They focus on the positive and how to move their 
patients forward. A functional analysis of behavior will help us understand what 
factors trigger (or cause) positive behaviors, maintain them, and improve them. A 
functional analysis of behavior considers the triggering factors for a behavior, what 
rewards or reinforces a behavior, and what could possibly maintain or change a 
behavior. The next step is observing the child—in a case study approach—to see 
what works. When interventions are successful, we can then maximize “best treat-
ment” for the patient. Therefore, in the sections within chapters that discuss inter-
vening with children, I will refl ect on ideas from the literature and from case studies 
to explain what is going on with a child. Interventions to help children cope with 
particular problems will also be illustrated. 
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 Being positive brings more benefi ts to clients and strengthens their self-esteem. 
This orientation is refl ected in the chapters by emphasizing understanding psycho-
social factors and environmental factors that will promote resilience for the child 
and his or her family. It is my belief that the promotion of child strengths and use of 
interventions to decrease stressors for the child and family will improve quality of 
life and, ultimately, health outcomes for children with medical and mental health 
conditions. Applied studies, or studies in the fi eld, can provide many ideas for pro-
moting the growth of children and families. Moreover, monitoring the progress of 
each client or patient, to determine if assets are being maximized and positive func-
tioning is being increased, may be associated with best practices in clinical care. 

 In closing, I want to thank you for reading this book and I hope you enjoy learn-
ing about ways to help children.

Cincinnati, OH Laura Nabors

  Reference 

   Bronfenbrenner, U. (1989). Ecological systems theory.  Annals of Child Development, 6 , 187–249.                     

Preface



     



xi

  Contents 

    1     Introduction .............................................................................................  1   
  Introduction ...............................................................................................  1   
  Helping a Child with a Health or Mental Health Problem in Schools ......  2   
  Case Study ................................................................................................  8   
  Summary ...................................................................................................  9   
  References .................................................................................................  10   

     2     Asthma .....................................................................................................  13   
  Diagnosis ...................................................................................................  13   
  Prevalence .................................................................................................  14   
  Impact on Children ...................................................................................  15   
  Psychosocial and Emotional Functioning .................................................  19   
  Interventions for Children with Asthma and Their Caregivers .................  20   
  Roles for Health Educators and Mental Health Professionals ..................  23   
  Case Study ................................................................................................  24   
  Summary ...................................................................................................  27   
  References .................................................................................................  28   

     3     Diabetes Mellitus .....................................................................................  31   
  Diagnosis ...................................................................................................  31   

  Type 1 Diabetes Mellitus ......................................................................  31   
  Type 2 Diabetes Mellitus ......................................................................  32   

  Prevalence .................................................................................................  32   
  Impact on Children ...................................................................................  33   
  Assessment ................................................................................................  34   
  Disease Management ................................................................................  34   
  Adherence .................................................................................................  37   
  Psychosocial and Emotional Functioning .................................................  38   
  Interventions .............................................................................................  39   
  Roles for Health Educators .......................................................................  42   



xii

  Case Study ................................................................................................  43   
  Summary ...................................................................................................  45   
  References .................................................................................................  46   

     4     Coping with Pain .....................................................................................  49   
  Defi ning Pain in Children .........................................................................  49   
  Prevalence .................................................................................................  51   
  Genetic and Environmental Infl uences .....................................................  52   
  Assessment ................................................................................................  53   
  Impact on Children ...................................................................................  54   
  Pain Management ......................................................................................  55   
  Medications ...............................................................................................  60   
  Psychosocial Factors Related to Pain and Emotional Functioning ...........  60   
  Interventions .............................................................................................  62   
  Roles for Health Educators .......................................................................  64   
  Case Study ................................................................................................  64   
  Summary ...................................................................................................  66   
  References .................................................................................................  67   

     5     Cancer ......................................................................................................  71   
  Diagnosis ...................................................................................................  71   
  Prevalence .................................................................................................  72   
  Genetic and Environmental Determinants ................................................  73   
  Impact on Children ...................................................................................  73   
  Impact on Family Caregivers ....................................................................  75   
  Assessment ................................................................................................  77   
  Medications ...............................................................................................  77   
  Adherence to Medical Regimens ..............................................................  77   
  Psychological and Social Functioning of Children with Cancer ..............  78   
  Treatment and Research About Interventions for Children 
with Cancer ...............................................................................................  80   
  Role of Health Educators ..........................................................................  85   
  Case Study ................................................................................................  86   
  Summary ...................................................................................................  88   
  References .................................................................................................  90   

     6     Autism Spectrum Disorder.....................................................................  93   
  Diagnosis ...................................................................................................  93   
  Prevalence .................................................................................................  95   
  Genetic and Environmental Infl uences .....................................................  95   
  Impact for Children ...................................................................................  95   
  Assessment of Autism Spectrum Disorders ..............................................  98   
  Disease Management ................................................................................  99   
  Medications ...............................................................................................  101   
  Psychosocial and Emotional Functioning .................................................  102   

Contents



xiii

  Interventions .............................................................................................  103   
  Roles for Health Educators .......................................................................  106   
  Case Study ................................................................................................  106   
  Summary ...................................................................................................  108   
  References .................................................................................................  109   

     7     Anxiety .....................................................................................................  111   
  Diagnosis ...................................................................................................  111   
  Prevalence of Anxiety in Children ............................................................  113   
  Impact for Children ...................................................................................  115   
  Assessment ................................................................................................  116   
  Disease Management ................................................................................  117   
  Medications ...............................................................................................  119   
  Triggers for Anxiety Symptoms ...............................................................  119   
  Psychosocial and Emotional Functioning .................................................  120   
  Interventions for Children with Anxiety ...................................................  121   
  Roles for Health Educators .......................................................................  125   
  Case Study ................................................................................................  125   
  Summary ...................................................................................................  128   
  References .................................................................................................  130   

     8     Depression ................................................................................................  133   
  Diagnosis ...................................................................................................  133   
  Prevalence of Depression in Children .......................................................  134   
  Impact for Children ...................................................................................  137   
  Assessment of Depression ........................................................................  138   
  Disease Management ................................................................................  139   
  Medications ...............................................................................................  141   
  Psychosocial and Emotional Functioning .................................................  141   
  Interventions for Children with Depression and their Caregivers.............  142   
  Roles for Health Educators and Mental Health Professionals ..................  143   
  Case Study ................................................................................................  144   
  Summary ...................................................................................................  146   
  References .................................................................................................  147   

     9     Conduct Problems ...................................................................................  151   
  Diagnosis ...................................................................................................  151   
  Prevalence .................................................................................................  153   
  Genetic and Environmental Infl uences .....................................................  153   
  Impact on Children ...................................................................................  154   
  Assessment ................................................................................................  155   
  Management ..............................................................................................  156   
  Medications ...............................................................................................  159   
  Psychosocial Functioning .........................................................................  160   
  Interventions .............................................................................................  161   

Contents



xiv

  Roles for Health Educators .......................................................................  163   
  Case Study ................................................................................................  164   
  Summary ...................................................................................................  165   
  References .................................................................................................  167   

     10     Attention-Deficit/Hyperactivity Disorder .............................................  169   
  Diagnosis ...................................................................................................  169   
  Prevalence of Attention-Defi cit Hyperactivity Disorder in Children........  170   
  Impacts on Children and Parents ..............................................................  171   
  Assessment ................................................................................................  172   
  Disease Management ................................................................................  173   
  Medications ...............................................................................................  175   
  Psychosocial and Emotional Functioning .................................................  176   
  Interventions for Children with ADHD ....................................................  177   
  Roles for Health Educators .......................................................................  181   
  Case Study ................................................................................................  182   
  Summary ...................................................................................................  184   
  References .................................................................................................  185   

     11     Conclusion ...............................................................................................  189   
  Introduction ...............................................................................................  189   
  Children with Chronic Illnesses ................................................................  189   
  Children with Mental Health Problems ....................................................  190   
  Children Learn Skills Over Time, with Practice .......................................  193   
  Systems Approach ....................................................................................  193   
  Support for the Child and Family .............................................................  195   
  Siblings .....................................................................................................  196   
  Children Are Agents in Their Own Development ....................................  197   
  Summary ...................................................................................................  200   
  References .................................................................................................  201    

 Erratum ........................................................................................................... E1  

Index .................................................................................................................  203    

Contents



xv

  About the Author 

     Laura     Nabors  ,   Ph.D.       is an associate professor in the Health Promotion and 
Education Program, in the School of Human Services, in the College of Education, 
Criminal Justice, and Human Services, at the University of Cincinnati. She is also a 
diplomat in clinical child and adolescent psychology for the American Board of 
Professional Psychology. Dr. Nabors graduated with a doctorate in clinical psychol-
ogy, with a focus on working with children and families, from the University of 
Memphis. She has interests in children’s health and mental health issues and help-
ing children with these issues to become integrated into their schools and activities. 
She is concerned with wellness and promoting adaptation for children and their 
families, especially in community settings.     



1© Springer International Publishing Switzerland 2016 
L. Nabors, Medical and Mental Health During Childhood, Springer 
Series on Child and Family Studies, DOI 10.1007/978-3-319-31117-3_1

    Chapter 1   
 Introduction                     

                Introduction 

 This chapter provides key information about helping a child with a health or mental 
health problem in schools. The role of a health educator is defi ned for the reader, so 
that the reader can understand the breadth of professionals associated with this term. 
Schools are the primary setting for young children. Therefore, policy and planning 
for them in this setting is critical to review so that health educators have an idea of 
what types of programming will need to be implemented to help children achieve to 
the best of their abilities. Consequently, Section 504 plans and Individual Education 
Programs are reviewed in order to provide background to help readers understand 
ways to record care plans in order for children with special health and mental health 
needs can have their needs met at school. Special programming in school also 
ensures that their progress will be tracked annually and this allows school staff and 
educators to make sure that children are keeping pace with peers in terms of aca-
demic, social, and emotional development. 

  Defi nition of    Health Educator   . This book was developed for health educators. 
A health educator is defi ned as any health professional that plays a key role in edu-
cating children and parents about a child health or mental health issues. This would 
encompass students in health education, psychology, social work, medicine, and 
nursing. The health educator also delivers education to assist the child and caregiver 
or parent in learning more about the child’s medical or mental health condition. This 
education could be disease specifi c or designed to provide knowledge that would 
enhance child psychological and social functioning.  
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    Helping a Child with a Health or Mental Health Problem 
in Schools 

  Supporting Children with Special Health Care Needs in Schools . Children with spe-
cial health care needs are at risk for poor academic performance in the school set-
ting when their health care needs are not met (Baker, Hebbeler, Davis-Alldritt, 
Anderson, & Knauer,  2015 ). There may be a shortage of nursing staff in the schools 
to care for children’s special health care needs. Therefore, one role for health  pro-
fessionals   is to advocate for increased nursing staff in schools. It may be the case 
that one nurse is assigned to several schools, and this may be insuffi cient to cover 
health care or emergency health care needs when they arise. Furthermore, advocat-
ing for nurse “availability” in terms of ensuring there is suffi cient nursing staff to 
cover child needs across different schools is another area for advocacy. 

 O’Connor, Howell‐Meurs, Kvalsvig, and Goldfeld ( 2014 ) presented a compre-
hensive model for consideration of the needs of children with special needs in 
school settings. They proposed that up to 20 % of the children in schools may need 
special supports to function optimally. Similar to Baker et al. ( 2015 ), these authors 
proposed that children with special needs (or special health care needs) may not 
function to their full academic potential without supports. O’Connor et al. recom-
mended taking a broad view, considering “individual, school, and family circum-
stances” (p. 15) when planning for academic success. Although  diagnosis   may be a 
helpful starting point for understanding a child’s needs, O’Connor et al. recom-
mended considering a child’s  functional abilities  , which include physical abilities 
(movement, ability to navigate at school), social participation, academic skills, and 
abilities to perform “activities of daily living” (p. 18) when designing plans for 
children with special needs. Their model also presented school connectedness, ser-
vice availability (and service needs), and family functioning as important compo-
nents contributing to child functioning. Taking a comprehensive look, in multiple 
domains of the child’s life allows the school team to determine factors infl uencing a 
child’s functioning and account for these factors when developing school plans. 
O’Connor et al. also recommended that a  multidisciplinary team   develops school 
plans, which allows for comprehensive perspectives on meeting the child’s needs in 
multiple domains. The multidisciplinary team is a group comprised of medical 
experts and those professionals needed to help the child advance his or her skills, 
such as the school psychologist, occupational therapist, and special educators. Their 
model provides a useful tool for thinking of interventions to support children with 
special needs in school settings. 

 Children with a variety of  special    needs, such as mental health problems and 
chronic medical conditions, benefi t from regular assessment and evaluation to 
determine ways to meet their needs in the school setting in order for them to benefi t 
from their education (Boulet, Boyle, & Schieve,  2009 ). Children may also need 
regular screenings to determine needs for assistive technology and special equip-
ment needed to improve their classroom experiences. Some of the technology 
needed might include assistive communication devices or special medical 

1 Introduction



3

 equipment. Children with special needs may also be at risk for long-term complica-
tions with cognitive functioning, which can impede academic attainment. Thus, 
regular screening of children’s cognitive abilities and academic achievement can be 
critical to determining a school plan that will allow them to continue advancing in 
terms of academics (Forrest, Bevans, Riley, Crespo, & Louis,  2011 ). The child’s 
medical team needs to be involved in providing recommendations to teachers and 
school staff, in order to provide guidance about modifi cations for the child that will 
optimize his or her access to an appropriate educational experience. Although infor-
mation about child strengths may be lacking on many educational plans, this is an 
important area to address. Assessment of child strengths and consideration of build-
ing upon child strengths and interests should be critical components of written 
educational planning for children with special health care needs (Nelson, Alexander, 
& Molnar,  2015 ). 

 Houtrow, Larson, Olson, Newacheck, and Halfon ( 2014 ) assessed the prevalence 
of children with disabilities from 2001 to 2011, performing a secondary data analy-
sis using the  National Health Interview Survey  . Their results indicated that about six 
million children had special needs in 2011. They found that the number of children 
with mental health care problems and neurodevelopmental disabilities was increas-
ing. Mills and Cunningham ( 2014 ) mentioned that educational planning for chil-
dren with signifi cant emotional programs should be developed with an eye toward 
using the least restrictive environment ( LRE)     .    These authors noted that children 
with mental health problems have a tendency to be placed outside of the classroom, 
especially in the cases of more severe emotional and behavioral  disturbances  . Mills 
and Cunningham reported that approximately 6.5 % of the children attending 
schools have mental health problems and many may have Individual Education 
Programs that are not in the least restrictive setting. This can be very problematic, 
in that most of these children have signifi cant emotional and social delays that may 
be best remediated when they can interact with peers who are functioning within a 
normal range behaviorally, emotionally, and socially. A question then arises as to 
whether the needs of the children who are developing more typically can be met in 
a classroom setting when there are one or more children with signifi cant mental 
health problems in the classroom. It is possible to develop a classroom environment 
to promote functioning of all youth, and health and mental health care providers 
need to keep in mind ideas for maximizing the growth of all children in the class-
room when they are developing inclusion plans for children with special needs. 

 Evans, Sapia, Axelrod-Lowie, and Glomb ( 2002 ) wrote about collaboration 
between the mental health provider and school staff to “level” the fi eld and develop 
the most effective educational plan for children with mental health problems. They 
emphasized the importance of developing a collaborative relationship with the  spe-
cial education team     . Consideration of who should be involved in service provision, 
what services should be provided, and what types of accommodations should be 
made to academic work (e.g., more time to take tests) should be considered when 
discussing the development of individualized planning for children with mental 
health problems. These authors noted that the development and continual evaluation 
of individualized plans for children with mental health problems is a challenge, in 
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that development takes expertise, planning, time, and funding. However, Evans 
et al. were in favor of developing special programming to assure the most appropri-
ate education for a child. In fact, special education planning for a child with mental 
health problems can serve a protective function, especially if the child is exhibiting 
signifi cant behavior problems which impede his or her academic performance. 
Confi dentiality of specialized school planning is important and involving parents in 
the plan allows them to share insights about their child (Evans et al.,  2002 ). 

 The Council on Children with Disabilities ( 2007 ) wrote a policy statement with 
guidelines for inclusion of  children   with chronic diseases and disabling conditions 
in school settings. The paper, which appears in  Pediatrics , began with a rationale 
for providing special services, such as nursing care, speech and language services, 
and occupational therapy for youth with special needs. The rationale was that 
services should be provided if they improve children’s access to the education they 
need in schools. The paper was written for physicians, but the guidelines may be 
benefi cial for other medical professionals. In this paper, the increased stress on 
schools—because more children with complex needs are being served in schools—
was noted, which is important because schools can be overwhelmed by a child’s 
medical or mental health needs and appropriate support from the child’s medical 
team can make “the difference” in helping school staff to include a child with 
health or mental health needs in regular education settings. In cases of children 
with signifi cant health needs, it may be necessary to have both an educational and 
special health care plan. Another goal for the medical team is to be aware of the 
family’s preferences for the child and to balance family wishes with the school’s 
capabilities. Balancing family and school concerns, and ensuring that family or 
parent wishes are met, is an important goal when developing school planning for 
the child. 

  Individual Education Programs . Halfon, Houtrow, Larson, and Newacheck ( 2012 ) 
stated that having a chronic condition is a heavy burden for children, restricting 
their activities and involvement in the school setting. An Individualized Education 
Program (IEP) is a written statement developed to address the special needs of a 
 child   with a chronic condition or disability in the school setting (Individuals with 
Disabilities Education Act,  2004 ). Children and adolescents between 3 and 21 years 
of age with specifi cally identifi ed special needs or disabilities are eligible for special 
education services and IEPs (Osborne & Russo,  2014 ). Parent permission is needed 
for assessment of the child’s abilities and to develop an IEP. Steps that occur before 
plan  development   include identifi cation of the child and referral for evaluation by 
experts—professionals with expertise in the areas where special services may be 
needed. After initial screening and assessment of child needs, members of the spe-
cial education team meet to develop a written plan to meet the child’s educational 
needs in the most appropriate manner in the least restrictive setting. Annual updates 
to the plan are required (annual evaluation meetings are held) and every 3 years a 
re-assessment of the child’s skills is required to update the plan. Skills in other func-
tional areas (e.g., speech and language, occupational therapy) are assessed as well, 
in order to ensure that the child’s functioning is at a level where he or she can access 
educational opportunities in the least restrictive manner. When the child enters high 
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school, then planning for vocational success should also be a part of planning efforts 
(Individuals with Disabilities Education Act,  2004 ). 

  Section 504 Plans . Section 504 Plans (from Section 504 of the Rehabilitation Act of 
1973;   http://www2.ed.gov/about/offi ces/list/ocr/504faq.html    ; Conderman & 
Katsiyannis,  1995 ) apply for children with special medical conditions or mental 
health care needs who do not necessarily quality for an IEP (Osborne & Russo, 
 2014 ). A section 504 plan is a written plan for children with “other health 
impairments”that provides  guidelines   for meeting the children’s needs to promote 
their achievement at school (Madaus & Shaw,  2004 ). Specifi cally, a child who has 
a mental or physical impairment is eligible for services if the school receives any 
type of federal funding (Osborne & Russo,  2014 ). A physical or mental  impairment      
is defi ned as a condition that limits an individual’s ability to engage in daily activi-
ties. A Section 504 plan would be enforced by the Offi ce of Civil Rights. A section 
504 plan is similar to an Individual Education  Plan  , but may not have as much 
detail. School offi cials do not have to grant all requests for accommodations written 
in a 504 plan (Osborne & Russo,  2014 ). Similar to an Individual Education Plan, 
periodic re-evaluation of the child’s functioning is recommended. 

  Accommodation plans   assist individual children in attaining their educational 
goals and needs. A team should review the student’s needs, determine appropriate 
educational planning, and review the plan periodically. Section 504 plans are broad 
and benefi cial in that they can address a multitude of the child’s needs. For instance, 
compensatory planning can be recorded in a Section 504 Plan, such as assisting a 
child to acquire a second set of textbooks, providing assistance getting to classes or 
moving through the school building, or ensuring that tests are read orally. Items on 
a Section 504 can be at the policy level, allowing a child more times to be “tardy” 
or fl exibility in meeting physical education requirements. These plans can address 
medication administration and other health needs (e.g., needing special meal 
plans). Recent legislation and attention has highlighted the importance of imple-
menting these plans in a timely fashion, such that Section 504 Plans can become a 
protective factor—outlining needs for success for children with medical conditions 
and mental health problems in schools (Conderman & Katsiyannis,  1995 ; Kim & 
Samples,  2013 ). 

 Spiel, Evans, and Langberg ( 2014 ) evaluated the content of IEPs and Section 504 
plans for 97 youth (6th through 8th grade) with  Attention-Defi cit/Hyperactivity 
Disorder   to determine if the services offered were research based and were consis-
tent with evidence-based interventions. The plans were coded for types of services 
provided in IEPs and 504 plans and chi-square analyses were used to examine the 
frequency of different types of services for different special health care needs. 
Findings indicated that although problematic behaviors were identifi ed in the plans, 
there were not always goals for addressing the behavior. Students with IEPs were 
likely to receive more intensive intervention services. Only 18 % of the services 
listed on the plans were considered “research-based” or developed from evidence- 
based literature. Consequently, many of the services being used for students also 
had very little evidence-based research supporting their effectiveness. For example, 
 behavior modifi cation   has a long history of evidence, and the researchers found that 
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only about 25 % of the IEPs and a little over 5 % of the Section 504 plans listed 
 behavior modifi cation   as service. Plans to support studying were often mentioned 
on plans and taking breaks during tests was mentioned, and the authors pointed out 
that research is lacking to support the effectiveness of these interventions. Finally, 
they concluded that the effectiveness of services for the children was not evaluated 
very often. This is problematic, given that effective services boost performance and 
academic competence. 

  Individualized Health Care Plans . An individualized health care plan is a written 
care plan that is on fi le at the school perhaps with the teacher or school nurse. They 
can use the steps in the plan, which outline the child’s health care needs, to help the 
child complete classwork and manage his or her chronic illness in the school set-
ting. Kim and Samples ( 2013 ) discussed the importance of implementing health 
care plans and moving to Section 504 Plans as needed for children with chronic 
illnesses. They argued that Individual Healthcare Plans ( IHPs)   for students are not 
a mechanism to circumvent the obligations of providing alternative ways to reach a 
free and appropriate education through a  Section 504 Plan   when a child has a 
chronic medical condition. One criticism of IHPs was that they are not required to 
be developed by individuals knowledgeable about the student or knowledgeable 
about the components of a Section 504 Plan. Typically, one individual, a school 
nurse, implements these plans. A Section 504 Plan may be advantageous because 
evaluation of student abilities is conducted by a team. In addition, these authors sug-
gested that a Section 504 Plan process considers all aspects of a child’s functioning, 
rather than just health care needs, making it a more “holistic” approach. The empha-
sis on  academic needs      that could be considered in a Section 504 plan was consid-
ered advantageous for the child, and the authors mentioned that if academic needs 
were signifi cant, then an IEP should be considered. They presented several cases 
where children with health care needs had insuffi cient school plans and were in 
need of Section 504 Plans, suggesting that advocating for school accommodations 
to improve the school functioning of children with special health care needs is still 
an area where advocacy and persistence may be fruitful, in terms of ensuring that 
the academic needs of these children are met. 

 The diabetes workgroup for the School, Adolescent and Reproductive Group, 
Division of Community Health Promotion, of the Florida Health Department 
(Diabetes Guidelines Workgroup (January,  2015 ) developed information for IHPs 
for  children with diabetes  . Their document entitled, “Guidelines for the Care and 
Delegation of Care for Students with Diabetes in Florida Schools,” was very thor-
ough and offered detailed information on roles for school personnel, a sample health 
care plan for children, and guidelines about care of diabetes in the school setting 
(  http://sss.usf.edu/resources/format/pdf/diabetes-guidelines-for-the-care- -
delegation-of-care-for-students-with-diabetes-in-fl orida-schools.pdf    , accessed June 
8, 2015). The working group had developed a fl owchart with guidance for actions 
during a hypoglycemic episode. Finally, there was advice for those leading after-
school activities and for bus drivers. This document would be an example of a guide 
for school staff developing individual health plans for a child with  diabete  s at 
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school. In addition, the general areas covered in this plan (roles for school staff, 
emergency planning, daily care, specialized care) are good areas to cover in IHPs 
across a variety of health and mental health conditions. 

   Implementation of School Plans   . Few studies have assessed implementation of IEPs 
and Section 504 Plans. Noell and Gansle ( 2006 ) noted that examination of how the 
plan is implemented and the success of each step of a special health care plan in 
schools are infrequently documented. In addition, the person or persons implement-
ing the interventions for the plans rarely review data on the children’s progress 
(Noell et al.,  2005 ). Recording behavioral data, such as the frequency of change in 
key behaviors, and presenting data in table formats can summarize the child’s prog-
ress on key goals. Moreover, data from teacher interviews and from child perfor-
mance on standardized testing can provide other data to inform decisions. Because 
data is rarely available, there is a gap between learning from the plan and sharing 
information with the teacher and others “on the ground” implementing the activities 
outlined in health care plans. A goal is to share information on progress and imple-
mentation of each intervention with teachers and specialists working with the chil-
dren, so that the plan can be better developed and modifi ed to meet children’s needs. 

  Consultation of and Meeting with Teachers .  Teachers   are supporting more children 
with special health care needs in their classrooms. This can be diffi cult as they lack 
knowledge and training to adequately meet these children’s needs (Hinton & Kirk, 
 2015 ). An untapped area for health education is to work with teachers, either in one-
on-one sessions, workshops, or other consultation models to educate them about 
how to care for children with special health care needs. Health professionals can 
also play a role in being a support person that improves communication between the 
family, nurse, and teacher. This will be another tool to improve teacher knowledge 
of interventions needed to support youth (Hinton & Kirk,  2015 ). It also may be 
benefi cial to ensure that written health care plans reach teachers or that teachers 
receive a personalized version of the child’s health care plan that outlines the teach-
er’s responsibilities in optimizing the child’s educational experience. Teachers’ per-
spectives may go unheard in developing and implementing special health care plans 
in the schools. Thus, involving them in the design and implementation of IEPs and 
health care plans can facilitate the child’s development as well as teacher self- 
effi cacy for implementing goals on the child’s individual plan. 

 Lee-Tarver ( 2006 ) surveyed over 100 teachers in Alabama and Georgia about 
their opinions of Individual Education Programs. Over 50 % of the teachers reported 
that IEPs assisted with instruction. Surprisingly, a sizable minority (over 20 %) did 
not feel that the written guidelines provided an educational curriculum for a child.

  “Forty-percent of teachers reported that they were better  teachers   because they have an IEP 
to guide their instructional planning and 12.2 % strongly agreed that they were better teach-
ers by having IEPs as a guide for planning” (p. 276). 

   Interestingly, over 20 % of the teachers indicated that the time spent in develop-
ing IEPs did not justify their worth. Approximately 20 % of the teachers reported 
that the information shared at IEP meetings did not help them develop goals and 
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objectives for children. Thus, a sizable minority were not as positive about the use 
of IEPs to guide their classroom planning for a child with special needs. Lee-Tarver 
( 2006 ) suggested teacher training to improve knowledge about the purpose and uses 
of an IEP. It also may be likely that consultation for IEPs for children with special 
health needs may be benefi cial to enable teachers to address IEP goals and the needs 
of children that may emerge as the teacher implements IEP goals. 

 One key role for health professionals is to network with  teachers   in order to 
gather their opinions on ideas for intervention for children with special needs in 
their classrooms. Another area is to ascertain their perceptions about the extent to 
which they feel that they can successfully implement interventions developed by 
special education teams. Health educators also can be key players in collecting data 
to confi rm the success of the child in meeting goals outlined on IEPs and in other 
types of school plans. It is recommended that a health professional on the child’s 
school team be identifi ed as the contact for networking between home and the class-
room. The health educator or school counselor may be in an optimal position to fi ll 
this role. In this consulting role, it would be possible to provide ongoing support for 
teachers through education to help them support children with special needs in their 
classrooms.  

    Case Study 

 Abbigail or “Abby” is a 9-year-old girl who has pain related to having  Juvenile 
Idiopathic Arthritis (JIA).      She resides at home with her mother, father, and 4-year- 
old brother. She has some good friends in her neighborhood and at school. Her 
grades are good; she makes mostly “A’s” and “B’s” at school. She is not experienc-
ing signifi cant anxiety or depression. She does not have any problems following 
directions. The arthritis she experiences causes pain in her hands and elbows. She 
takes aspirin when her arthritis fl ares up and she holds hot wax to help her hands 
feel better when she has an  arthritis   fl are (a painful episode related to her JIA). She 
soaks her elbows in warm water when they feel “bad.” She goes to physical therapy 
regularly to help her mobility in her hands and elbows. 

 Abby often has to miss  school   when she has fl are-ups of her pain, especially 
when the weather changes in the spring and fall. She has trouble carrying her heavy 
textbooks home to complete her homework. The nurse on Abby’s medical team is 
working with her teacher to develop an educational plan at school. After several 
conversations, they have decided on a plan of care card that will help her teacher 
remember what to do when Abby experiences a pain fl are. The fi rst part of the plan, 
however, involves networking with Abby’s principal to help her obtain a second set 
of textbooks to keep at home. It will relieve her to have extra books at home so that 
she does not have to carry her books when having a pain fl are up. 

 After some telephone calls the nurse arranges a meeting with the principal, Abby’s 
mother, the school psychologist, and Abby’s teacher. During their meeting, the 
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 principal agrees that Abby can have an extra set of textbooks at home. The principal 
also contacts the nurse during the meeting and she comes down to attend the meeting 
and have Abby’s mother fi ll out paperwork so that there is aspirin available in the 
nurse’s offi ce to provide to Abby should her pain become high during the school day. 
Abby’s teacher mentions that she will develop an outline of assignments and reading 
that Abby can review on the days she has to miss school because of pain. Abby’s 
mother will stop by to pick up packets of missed work at the front offi ce. Abby’s 
teacher and mother share emails, so that they can communicate about Abby’s medi-
cal condition and school progress. A release of information form is fi lled out at the 
meeting, so that the school has a record that it is acceptable to release information to 
Abby’s medical team, via quarterly contacts with the school nurse. The primary con-
tact for the medical team will be the nurse that Abby works with most frequently 
when she attends clinic visits with the Rheumatology team at a nearby children’s 
hospital. The nurse at the hospital is the designated team member for school contacts 
and she keeps up with schools on a quarterly basis over the course of the school year. 

 The school  psychologist  , who also attended the meeting, agreed with the team 
that her services were not needed at this time. The school  psychologist   did mention 
that if she was needed she could explain Abby’s medical condition to her class, to 
ensure her peers understood how her arthritis impacted her at school. Abby’s mother 
was satisfi ed that the current level of educational planning would meet Abby’s 
needs and she felt that the care card reminding the teacher to add information for 
home when Abby missed class and send her to the nurse for pain medications was 
adequate planning for now. The team agreed that Abby is doing well and there is not 
a need for a Section 504 plan, but that they will reconnect at the end of the school 
year to determine if a Section 504 plan is needed for next year.  

    Summary 

 In this chapter, a broad defi nition of the role of a health educator was proposed. In 
the second section of this introductory chapter, information on educational planning 
to improve academic and psychosocial functioning of children with special health 
care and mental health care needs was introduced. Information on Section 504 plans 
and Individual Education Programs was presented. In the case study, a brief presen-
tation of a case of a child with Juvenile Idiopathic Arthritis was reviewed. This case 
was not very severe in nature, in terms of impact on the child and her school perfor-
mance. Therefore, an informal care plan was developed with a team of professionals 
from the child’s school, the nurse from the child’s medical team, and her mother. The 
team might have been even more informed of a “best blueprint for care” if they had 
included Abby herself in the planning process. Nonetheless, the case study provided 
an example of an initial step in care planning to assist a child with complications due 
to her chronic illness in the school setting. The communication and planning served 
to smooth the way for Abby to have a relatively stress-free school experience. 

Summary
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  Exercises/Review Questions 

     1.    Provide a defi nition of a Section 504 Plan and an Individual Education Program. 
In your opinion, what is the key difference between the two?   

   2.    What is your personal defi nition of a health educator? Compare and contrast the 
defi nition of a health educator that is provided in this chapter with your own defi -
nition. What aspects are the same and which ones differ?   

   3.    How would you follow Abby’s progress at school and evaluate whether a more 
formal health care plan is needed?   

   4.    What is your orientation, as a health educator, for working with children with 
special health care and mental health care needs?   

   5.    What types of community and school connections do you believe are critical for 
promoting the social development of children with health care needs? Would 
these connections be the same or different for children with mental health prob-
lems? If the connections would differ, what would be critical actions and connec-
tions to promote the social development of children with mental health problems, 
in your opinion?      

  Key Concepts 

    Functional Analysis of Behavior  
  Health Educator  
  Section 504 Plan  
  Individualized Education Program (IEP)  
  Individualized Health Care Plan (IHP)         
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    Chapter 2   
 Asthma                     

                 Diagnosis   

 Asthma or  reactive airways disease   is one of the most common chronic illnesses in 
children (Akinbami, Moorman, Garbe, & Sondik,  2009 ; Centers for Disease Control 
[CDC],  2011 ). This illness is diagnosed when children suffer from episodic wheez-
ing, shortness of breath, chest tightness, and coughing (Bousquet et al.,  2010 ; 
National Institutes of Health, Heart, Lung, and Blood Institute,  2014 ). It is defi ned 
as an airway infl ammation, narrowing, or obstruction that is either reversible or 
partially reversible with treatment. Airways can be obstructed or narrowed due to an 
accumulation of mucous. The clinical presentation of asthma involves a decrease in 
“exhaled” air fl ow. The clinical presentation also can involve edema (swelling) of 
the bronchial walls and subsequent contraction of the smooth muscles around the 
airways. This can cause a feeling of tightness, almost like rubber bands “constrict-
ing” or “pulling tight” with accompanying chest pain or  tightness  . This can feel very 
uncomfortable, making it diffi cult to breathe. When doctors are assessing children 
for asthma, they are examining reports of wheezing, chest tightness, reports of 
shortness of breath, and coughing. They assess air fl ow using  spirometry   (a device 
children blow through and nurses/doctors assess exhaled breaths). Children with 
asthma may also experience nighttime awakenings due to diffi culty breathing or 
exacerbations of daytime symptoms. Treatment often involves administration of 
oral or systemic corticosteroids. 

 Symptoms of asthma may be diagnosed at any time during childhood. The diag-
nosis is most often made during the fi rst 4 years of a child’s life. Asthma is most 
common in childhood and then it is likely to decline in adolescence. In general, 
females are more likely than males to be diagnosed with asthma (American 
Academy of Allergy, Asthma, and Immunology,  2014 ; CDC,  2011 ). Asthma is a 
diffi cult disease to diagnose and, at present, cannot be cured (National Institutes of 
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Health, National Heart, Lung, and Blood Institute,  2007 ). However, symptoms of 
asthma can be effectively managed through medication and by reducing exposure to 
environmental triggers and allergens (American Academy of Allergy, Asthma, and 
Immunology,  2014 ; National Institutes of Health, National Heart, Lung, & Blood 
Institute,  2007 ).  

    Prevalence 

 Over 8 % of the individuals in the United States have asthma, and the  prevalence   of 
this disease is higher among children than adults (Akinbami et al.,  2012 ). Asthma is 
a common illness for children, occurring in 40 per 1000 children. Asthma affects 
about 9.5–10 % of school-age children in the United States (Akinbami et al.,  2012 ; 
American Academy of Allergy, Asthma, and Immunology,  2014 ; CDC,  2014 ). 
Asthma is more common in black, American Indian, and Alaskan native groups 
than for whites. Asthma rates were lower in groups of Asian descent (Akinbami 
et al.,  2012 ). The prevalence of asthma has been increasing and this chronic illness 
also may be increasing for youth residing in poverty, especially those residing in 
poverty in areas where environmental risk factors, such as pollution, are high 
(Akinbami et al.,  2012 ; Gergen & Togias,  2015 ; Wilson et al.,  2015 ). 

   Genetic and Environmental Determinants    .  There is a genetic component to this 
disease, but the environment plays a large part in the onset and maintenance of 
symptoms. In terms of genetic infl uence, multiple genes play a role in determining 
asthma. In addition, prenatal exposure to different stimuli has been associated with 
the development of asthma in children. Two studies demonstrating this idea come 
from Project Viva, a longitudinal study (study conducted over time with measure-
ments as the children age) to determine the impact of prenatal nutrition on child 
health. Specifi cally, Project Viva examined the relationship between food intake 
during pregnancy and health indicators during infancy and asthma during childhood 
(Bunyavanich et al.,  2014 ; see   https://www.hms.harvard.edu/viva/project-viva- 
publications.html    ). In a study examining links between food allergens and allergies 
and asthma during pregnancy, Bunyavanich et al. ( 2014 ) discovered that higher 
milk intake during the fi rst trimester of a pregnancy was associated with lower lev-
els of allergic rhinitis and asthma in childhood. Similarly, Bunyavanich et al. found 
that higher intake of wheat and peanuts during pregnancy was related to lower lev-
els of allergic rhinitis and asthma in children. Other variables, such as medication 
use, may impact child propensity toward asthma. Sordillo et al. ( 2015 ) examined 
the relationship between acetaminophen use and asthma in 1,490 mother–child 
dyads from Project Viva. Study fi ndings did indicate a positive relationship between 
prenatal acetaminophen use and childhood asthma. However, the authors also 
emphasized the further study of number of respiratory tract infections during 
infancy is important as this factor could account for increased risk for asthma in the 
childhood years.  
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    Impact on Children 

 Asthma is often considered a  chronic illness   with more “mild” severity levels and 
consequences. However, asthma attacks can be life threatening. Moreover, there is 
a signifi cant subgroup of individuals with asthma with uncontrolled or very poorly 
controlled asthma, such that their symptoms are considered severe (Bousquet et al., 
 2010 ). If asthma symptoms are exacerbated, emergency room visits can become 
commonplace for youngsters. When symptoms of asthma are poorly managed, chil-
dren can have serious attacks that lead to use of the emergency room or increased 
medical visits, which can be very expensive (Barnett & Nurmagambetov,  2011 ; 
McPherson & Redsell,  2009 ). Use of the emergency room may be more common 
for youth with severe asthma. In addition, these youth may be more likely to react 
negatively to their asthma medications and have poor lung function (e.g., loss of 
elasticity in lungs; Bousquet et al.,  2010 ). However, severity levels change over time 
and a child can move from more severe to mild or moderate symptoms. Asthma 
remains diffi cult to diagnose and at present cannot be cured (National Institutes of 
Health, National Heart, Lung, & Blood Institute,  2007 ). 

  Assessment of Asthma.  Current guidelines for asthma management (National 
Institutes of Health, National Heart, Lung, & Blood Institute,  2007 ; Wilson et al., 
 2015 ) recommend assessment of patient (in the case of children, child and parent) 
knowledge about  disease management   so that appropriate health education can be 
provided. Part of this knowledge involves understanding of factors, such as allergens 
and stress, which can trigger an asthma attack, as well as knowledge about the need 
to use an inhaler regularly. Children need to know how to use an inhaler, by expelling 
a breath, taking in a full breath with a puff from the inhaler, and closing their mouths 
around the tube for the inhaler. Children should then hold their breath for a few sec-
onds and then expel it. Information about chest tightness and wheezing also should 
be familiar to children and parents because these symptoms can signal an asthma 
attack. These types of questions should be assessed (and be key items on question-
naires) when working with children with asthma and their parents or caregivers. 

 Researchers working with evaluation data from the Head-off Environmental 
Asthma in Louisianna (Heal) Project (  http://heal.niehs.nih.gov/    ) have analyzed data 
for asthma risk using the  CARAT   or Child Asthma Risk Assessment  Tool   (Wilson 
et al.,  2015 ). The CARAT is available at   http://carat.asthmarisk.org/     (accessed July 
7, 2015). Development of this tool was sponsored by the Agency for Healthcare 
Research and Quality (AHRQ). There are many helpful pieces of information at the 
aforementioned website, such as information that will help health educators explain 
asthma to children and parents and information on the development and utility of 
the Child Asthma Risk Assessment Tool or CARAT. The CARAT is a survey that 
comprises 36 items examining asthma status as well as triggers or risk factors for 
asthma management including exposure to smoke, environmental risk factors (e.g., 
humidifi er in child’s room, mildew in the home), medication adherence, child well- 
being, and attitudes toward asthma. The  CARAT   may be a practical tool for health 
educators to determine if education is needed and to determine baseline information 
about child and caregiver well-being. 

Impact on Children
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 When examining information for children whose caregivers completed the 
 CARAT      ( n  = 155), Wilson et al. ( 2015 ) found that 46 % of the children were at high 
risk when considering medication administration. A third of the children were at 
risk in terms of child well-being and a similar number of parents were at risk for 
relatively poor well-being. Medical care and exposure to allergens were relatively 
lower “risk areas.” The children with asthma were typically over 5 years of age and 
were receiving Medicaid and had “persistent” asthma symptoms. Wilson et al. high-
lighted the importance of education and control of environmental triggers for asthma 
attacks with children. They also highlighted the importance of improving caregiver 
and child feelings of self-effi cacy for adherence and disease management. Wilson 
et al. ( 2015 ) discussed the importance of working with parents to change any nega-
tive beliefs they might have about management of their child’s asthma. Improving 
parent knowledge about asthma management may help them reduce negative 
beliefs, which in turn could improve their abilities to coach their child and help their 
child with improved asthma management. Wilson et al. suggested that parents 
remain active in supervising their child’s asthma management, in order to improve 
adherence to medical recommendations. 

   Disease Management .   For children to maintain control of their asthma  symptoms   
and reduce risk of asthma fl are-ups and attacks, ongoing monitoring of disease man-
agement is important. The Monitoring Asthma in Children statement was developed 
from review of the literature and input from 22 clinical and research experts in 
children’s asthma (Pijnenburg et al.,  2015 ). A task force was formed to develop an 
expert statement. First, it was suggested that physicians or pediatricians and parents 
and children regularly monitor children’s symptoms. Parents and children should 
record peak expiratory fl ow (peak fl ow), which is typically recorded using a peak 
expiratory fl ow monitor. Children blow into one end of the device and there is a 
scale at the other end. The child’s peak fl ow (assessment of breathing ability) is 
assessed compared to normal rates of others in the same height and weight range. 
Previous assessment of peak fl ow data also can be reviewed. Records of peak fl ow 
can be brought to the physician’s offi ce. 

 The child’s physician is also clinically assessing change in symptoms, including 
times when asthma fl ares (symptoms) increase, adherence to the medical regimen 
(parent and child following medical recommendations), inhaler technique, control 
of asthma triggers (stimuli that trigger asthma symptoms), use of asthma care plans, 
and child height and weight. Poorly controlled asthma is defi ned as three to four 
indicators of problems, which can include symptoms for more than two times per 
week, nighttime awakening due to asthma, reliever medication use more than two 
times a week, and activity limitations due to asthma (Pijnenburg et al.,  2015 ). 
Physicians should also be examining  bronchial   responsiveness and markers of lung 
infl ammation as needed. A thorough review of medical management is beyond the 
scope of this introductory chapter. Those interested in learning details of medical 
management could consult local medical experts specializing in the treatment of 
asthma or experts at local children’s hospitals. Information in this section of the 
chapter focuses on typical practice, rather than the management of severe asthma. 
It is noteworthy that management of severe asthma is complex and involves 
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 consideration of a myriad of factors (see Guilbert, Bacharier, & Fitzpatrick,  2014  
for a review of management of severe asthma in children). 

  Use of    Inhalers      . One typical medication for children with asthma is the delivery of 
steroid or other asthma medications (e.g., bronchodilators used for quick relief of 
symptoms) through an inhaler. Many children do use inhalers to administer asthma 
medication and there is risk that they will not use the inhaler appropriately. Closing 
one’s mouth over the inhaler when administering medication and insuring that the 
inhaler is primed are two important steps in inhaler use. It is noteworthy that inhal-
ers are primed differently and parents should consult the directions (often inhalers 
are primed before the fi rst use and if they have not been used, by shaking them and 
maybe by pumping the inhaler one time). Making sure that the child exhales prior 
to administration of medication is also important. This author would recommend 
several steps including: (1) remove the cap, (2) prime the inhaler, (3) blow out the 
air in your lungs, (4) put your mouth around the inhaler and administer the puff or 
puffs the doctor recommended, and (5) hold the puff in your lungs for a few seconds 
before exhaling. These instructions help with using a metered dose  inhaler   (the most 
common type of inhaler).  Information   on other types of inhalers is available at 
  http://www.aaaai.org/conditions-and-treatments/conditions-dictionary/asthma- 
inhalers.aspx     (accessed July 7, 2015). 

 Detailed recommendations on administration of asthma medications using an 
inhaler are available at   http://www.aaaai.org/conditions-and-treatments/library/at- 
a- glance/inhaled-asthma-medications.aspx    . These guidelines are provided by the 
American Academy of Allergy, Asthma and Immunology. This national group of 
experts has provided excellent information on use of inhalers, medications, and 
asthma treatment. There are many sources for education of asthma medications and 
use of inhalers. For example, other resources are available from the American 
Academy of Pediatrics, Section on Allergy and Immunology (example, guidelines 
for Asthma by this section are available at:   http://www2.aap.org/sections/allergy/
guidelines.cfm    ). The reader of this chapter is encouraged to ask medical experts and 
search websites reviewed by national experts to learn more about asthma medica-
tions and administration of these medications. 

  Triggers for Asthma Symptoms .  The   environmental causes of asthma, such as poor 
environmental conditions and allergies, serve as  triggers for asthma symptoms   to 
fl are and a child to have an asthma attack. Emotions can trigger an attack as well. In 
fact, stress, anxiety, and being emotionally reactive are possible causes of asthma 
attacks. Children with asthma are at increased risk of having new asthma attacks 
directly after and even weeks after experiencing stressful life events (Sandberg, 
Jarvenpaa, Penttinen, Paton, & McCann,  2004 ). Table  2.1  presents a listing of 
“asthma triggers” developed from the author’s experience working with children 
who have asthma and from research (e.g., Bousquet et al.,  2010 ; Chen, Bloomberg, 
Fisher, & Strunk,  2003 ; Wilson et al.,  2015 ). Children with asthma often have air-
ways that are hyper-responsive or very sensitive to stimulation from their asthma 
triggers (e.g., exercise, exposure to environmental irritants). Consequently, children 
and their parents or caregivers need to learn to use medications as directed and avoid 
 triggers   when their asthma symptoms  appear   to be worsening.

Impact on Children
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   As shown in Table  2.1 , dust and mold in older homes, such as those in inner 
city or urban areas, can cause  symptoms   of asthma or increase symptoms in chil-
dren who have asthma. Other environmental conditions can impact symptoms of 
asthma and these include: having viral infections or pneumonia that damage the 
lungs or having allergies. Exposure to cigarette smoking can also cause symp-
toms. Second- hand smoke can cause an exacerbation of symptoms and adults 
should attempt to be careful to smoke outside the home if they have a child with 
asthma, if they continue smoking. Exposure to allergens, such as pet dander, can 
also trigger an attack. 

  Adherence to Medical Regimens.  Adherence to the  doctor’  s recommendations or 
following the doctor or medical professional’s recommendations for asthma man-
agement can be a signifi cant concern for children with asthma. Not following medi-
cal recommendations, particularly administration of oral steroids, may be directly 
related to serious asthma fl are-ups resulting in over-use of emergency rooms. 
Family, particularly parental support, may be needed to ensure that the child remains 
“on track” in terms of following  medical recommendations  . The health professional 
can be very helpful in supporting parent supervision of and leadership in adherence 
efforts. Before providing recommendations to improve adherence it may be advis-
able to assess how parents are managing the child’s asthma. If children and parents 
manage the child’s asthma using a team approach, then directing questions to both 
parent and child may be an appropriate way to gather information. Table  2.2  pro-
vides key questions for understanding how well parents are managing their child’s 
asthma and trouble-shooting various “asthma triggers.”

   Table  2.2  presents questions and tips to improve asthma management—many of 
the ideas presented in Table  2.2  are key areas to following what doctors recommend 
in terms of  adherence   to recommendations for care of asthma. 

    Table 2.1    Triggers or factors related to asthma symptom  exacerbation     

 1. Inhaler misuse—the child can use the inhaler inappropriately. This can occur when the 
child does not close his or her mouth over the inhaler. To use the inhaler the child should 
expel a breath, place the inhaler in his or her mouth around the inhaler to prevent 
medication escaping, and release the intended dosage or “puff” 

 2. Not taking medications as prescribed—this is a lack of adherence to the medication regimen. 
Many parents can under-dose their children as they may be concerned that the medicine 
changes their child’s behavior (e.g., “it makes my child hyper”) 

 3. Inadequate treatment/inadequate disease control by doctors—many pediatricians and asthma 
specialists recommend aggressive treatment of asthma symptoms so as to prevent asthma 
fl are-ups (e.g., severe asthma attacks) 

 4. Exposure to environmental irritants—strong cleaners, dust, allergens, mold 
 5. Passive smoking—exposure to second-hand  smoke   
 6. Viral respiratory tract infections, colds, sinusitis 
 7. Psychological and emotional stress 
 8. Residing in low-income areas with high pollution and environmental irritants 
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 Asking questions about administration of medications are important steps in 
learning if parents need to be more effective in following medical recommenda-
tions. In addition, having a trigger-free environment is critical. Some suggestions 
for a trigger-free environment include: keeping areas clean and free of dust, reduc-
ing exposure to second-hand smoke, not having pets, and using air fi lters. If there is 
a pet in the home, remind parents that regular baths (e.g., weekly and as needed 
during allergy seasons) are important and, if possible, keep pets outside the bed-
room. Other helpful recommendations for the home setting include: reducing 
humidity levels, washing bedding regularly, and encasing pillows and mattresses in 
plastic. It may be benefi cial for parents to keep a notebook or chart detailing their 
care of the child and their efforts to control or reduce the impact of asthma triggers. 
Parents can show these records to the child’s doctor at appointments so that the doc-
tor can understand what happens with medical management between appointments. 
This may lead to better recommendations from the  doctor  .  

     Psychosocial and Emotional Functioning   

 Children who have asthma may experience emotional problems, most commonly 
depression or anxiety (DuPlessis-Erickson, Spett, Stoltzfu-Mullett, Jensen, & 
Bisson-Belseth,  2006 ; García-Walker,  2012 ). They may feel “different” from their 

     Table 2.2    Questions to determine adherence and roles for health educators   

 Question   Adherence   or asthma management tip 

 Are you keeping a written 
record of peak fl ow 
measurements? 

 Record your child’s peak fl ow measurements. With this record 
you will be able to determine when additional or rescue 
medication is needed 

 Are you recording information 
about asthma triggers—that 
can signal an attack or escalate 
symptoms? 

 Keep a list of your child’s asthma triggers. Then, ask your 
child’s medical team or read current literature and learn ways 
to eliminate or reduce the impact of asthma triggers, such as 
dust and exercise 

 How are you doing in terms of 
fi lling prescriptions on time? 

 Make sure that your child’s most current prescriptions are 
fi lled and are up-to-date 

 Are you administering the 
recommended dose of oral 
steroids and other medications? 

 Talk to your child’s doctor about his or her recommended 
dose and why it is important to use the full dose and 
administer it regularly. If children are not using the full dose, 
they might be more prone to asthma attacks and then face 
additional emergent care visits 

 How are you asthma proofi ng 
the indoor environment? 
(at home and at school?) 

 Assist the parent on brainstorming about use of cleaning 
products, mattress covers, HEPA fi lters, and other 
environmental changes that can help the child. Stress the need 
to maintain environmental surveillance to manage triggers. At 
school, have the child bring wipes to school (to clean/sanitize 
areas). Educate teachers about asthma management needs of 
each child using a written care plan 
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peers because they have an illness, have to administer medication, or have to miss 
school for doctors’ appointments related to their asthma. Some children with asthma 
may experience low self-esteem related to feeling isolated and different from peers. 
In the long run, frequent problems with asthma management can lead to feelings of 
poor quality of life for children with this disease (DuPlessis-Erickson et al.,  2006 ; 
Mosnaim et al.,  2013 ; Stewart et al.,  2012 ). Children with asthma may feel con-
spicuous at school or in other public settings where they have to administer their 
inhalers. Inhalers typically allow children to administer steroid medications imme-
diately. Guilbert et al. ( 2014 ) reported that experiencing depression and anxiety are 
markers for increased emergency room visits in children with asthma. If a child has 
frequent emergent care visits and presents with anxiety and depression, then referral 
for counseling may be indicated. 

 It is important to rule out side effects of medications when considering the child’s 
school functioning, mood, and academic performance. For example, steroid medi-
cations can make children appear very active, and in extreme cases it may look like 
the child is experiencing very active behaviors akin to being hyperactive. The medi-
cations can negatively affect memory and attention, which can be problematic in the 
classroom. As mentioned, children who have poor control of their symptoms at 
night may not get enough sleep and may be tired during the school day. Thus, tired-
ness could negatively infl uence attention, recall, and concentration in the classroom. 
The health specialist needs to assess the reasons for a child’s change in mood and 
then provide appropriate education about illness management. In most cases, it is 
advisable to maintain a strong relationship with the child’s doctor and have a release 
of information to talk with the doctor. A release of information is a written state-
ment, signed by the child’s legal guardian, which then permits health care providers 
to converse about the child’s medical condition and care. It is recommended that 
health educators and counselors frequently contact the medical professional so that 
he or she is aware of how the child and parent(s) are managing triggers for asthma 
attacks and get an update about the child’s general  functioning  .  

    Interventions for Children with Asthma and Their Caregivers 

  Educational interventions   can be effective in changing behavior, especially in the 
short-term. Horn et al. ( 2014 ) conducted an educational intervention to improve 
parents’ sense of connectedness with primary care physicians and their communica-
tion with them. Horn et al.’s study was a randomized controlled trial recruiting 150 
parents of children (aged 1–12 years) who were randomly assigned to receive an 
educational intervention ( n  = 77) versus receiving care as usual ( n  = 73). Parents 
resided in an urban area and the majority of study participants were African 
American. Over 90 % of the children had persistent asthma, and many were using 
the emergency room on a frequent basis. Parents in the intervention group partici-
pated in the  Parent Empowerment for Asthma Care (PEPAC) Program      where they 
received education on sharing information about and clarifying information about 
their child’s asthma plan with their child’s primary care physician. At 2 months 
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post-intervention parents receiving the training (delivered by research assistants) 
reported increased identifi cation with their child’s primary care physician and there 
were reduced visits to the emergency room. The gains were not evident at a later 
assessment (6 months later). This could have occurred because the dose of the inter-
vention or strength of the intervention was not suffi cient to cause long-term change. 
It may be that parents need reminders and frequent visits to maintain a sharing and 
connected relationship with their child’s primary care physician. Nonetheless, this 
study was encouraging as it provided evidence that an educational program could 
have an impact on emergency room use, which may improve care in the long run, 
should the physician–parent relationship remain strengthened and communication 
channels remain open. More research is needed to examine the long-term impact of 
educational interventions and to determine the correct dose of the intervention for 
maintaining long-term changes in parent behavior. 

 Although we know that clinical interventions can improve  emotional and behav-
ioral functioning   in children with asthma, less in known about positive parenting 
interventions and how they impact child functioning. Clarke, Calam, Morawska, and 
Sanders ( 2013 ) developed an intervention to improve child health-related quality of 
life. After reviewing the literature, these researchers noted that educational interven-
tions were more common than behavioral ones. They selected the Triple P (Positive 
Parenting Program) to implement with parents of children who had asthma. This 
 Triple P Program      is an evidence-based program to improve parent self-effi cacy for 
child-rearing and reduce behavioral and emotional problems in children (Sanders, 
 1999 ). For Clarke and her colleagues’ study, parents of children between the ages of 
2 through 8 years who had asthma were randomly assigned to an intervention versus 
a nonintervention group. When patients are randomly assigned to groups, they have 
an equal chance of being assigned to the intervention or to the control group. Parents 
received asthma tip sheets showing the links between positive behavior for children 
and asthma management. In addition, parents participated in the Triple P Program, 
learning many positive behavioral techniques for childhood behavior management 
and ideas to promote children’s positive functioning. This intervention was innova-
tive in that it was delivered online, using video clips. 

 Unfortunately, parents did not always review information provided on web pages 
(Clarke et al.,  2013 ). Very few parents engaged in the study after review of the video 
clips in the fi rst lesson. Thus, the impact of this intervention could not be fully 
examined due to low enrollment in the study. This study was presented in this chap-
ter because it was well designed and has ideas that may be helpful to students who 
want to engage in future research with parents. However, the asthma information 
and the link between emotional problems in children and asthma management may 
not have been made clearly enough, via the internet, to involve parents in the train-
ing. Parent training during in-person sessions, where one can engage parents around 
their own personal issues with their child and the child’s specifi c asthma manage-
ment diffi culties may be a “stronger” intervention for reaching parents. Finally, the 
Triple P Program was designed for prevention of behavioral and emotional prob-
lems. Use of the positive parenting techniques in the Triple P Program may be more 
meaningful for parents of a child with asthma when their child is experiencing emo-
tional and behavioral diffi culties which are impacting asthma management. 

Interventions for Children with Asthma and Their Caregivers
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 Horner and Brown ( 2014 ) evaluated the impact of a  self-management interven-
tion   for elementary school-age children (7–12 years of age) with asthma and their 
caregivers. Children received the intervention at school and parents learned of about 
the intervention during a home visit. This intervention was delivered in a rural set-
ting, and the authors mentioned that more research is needed in rural areas. Children 
participated in the intervention during their lunch periods, in 15-min sessions (3 
days per week for 5 and one-half weeks). Children learned to correctly use their 
metered dose inhaler and self-effi cacy for correct and consistent use of the inhaler 
was emphasized. Children learned problem-solving and coping skills around asthma 
management and they learned tips about management of asthma during and after 
school through group discussion. Content of lessons included learning about use of 
the inhaler, how to avoid asthma triggers, how to get help in different situations, 
how lungs work, and how to interpret scores on a peak fl ow meter. Eighty-one chil-
dren and caregivers participated in the intervention and 72 were in a comparison 
group. Children in the comparison group received attention during lunch-time 
groups and they learned about problem-solving, but this information was not tai-
lored to asthma management. Children in both groups showed improved health, 
quality of life, and reduced emergency room visits (Horner & Brown,  2014 ). Parents 
were told at the start of the study if their child was assigned to the intervention ver-
sus the comparison group, and perhaps this impacted study fi ndings. It may also be 
the case that children in the comparison group were applying problem-solving skills 
to key issues related to their asthma management. 

 Cicutto, To, and Murphy ( 2013 ) examined the impact of a  school-based interven-
tion   to educate children with asthma, their parents, and the school community 
(teachers, principals, school staff). Nurses lead intervention efforts for children in 
elementary school (grades 1–5, 1316 children who were in 130 schools). Children 
learned about asthma management by reviewing the Roaring Adventures of Puff 
Asthma Management Program (  http://www.educationforasthma.com/    ; accessed August 
2, 2015). Information from the Creating Asthma Friendly Schools Resource Kit 
(  http://www.asthmainschools.com/    ) was also reviewed by nurses. Information on 
controlling asthma triggers and asthma management was reviewed with children, 
parents, and school staff. Control schools—where asthma education was not imple-
mented—were included in this study. Children with asthma who participated in the 
intervention showed better “inhaler technique.” Inhaler technique was assessed by 
providing points for removing the cap, priming the inhaler, exhaling, using the 
inhaler appropriately (placing mouth over inhaler without spaces while administer-
ing medicine), and holding one’s breath. Findings indicated that urgent health care 
visits decreased for children with asthma in the intervention schools. School 
absences also reduced in the intervention relative to the control schools. Cicutto 
et al. ( 2013 ) concluded that results were positive, suggesting that broad-based edu-
cational efforts delivered by  school   nurses can be effective in improving asthma 
management in schools. Cicutto et al. mentioned that having insurance may not 
always ensure that children with asthma have access to the care that they need, such 
that school-based education and intervention efforts are a mechanism for improving 
health care and knowledge about asthma management for children, their families, 
and the broader school community. 
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 Turcotte, Alker, Chaves, Gore, and Woskie ( 2014 ) conducted home assessments 
and provided a  home-based intervention  , focusing on education, cleaning, and con-
trolling environmental triggers in the home, in an urban area. After the intervention, 
children’s asthma symptoms were improved and costs—in terms of money spent on 
asthma care—decreased. Hence, “asthma-proofi ng” the environment at home may 
be a method for reducing costs and improving health outcomes for youth with 
asthma who reside in urban areas. Trouble-shooting and then improving the home 
environment is good for children with asthma irrespective of whether they reside in 
an inner city area, although such interventions may be especially helpful for chil-
dren in urban areas. Others have described improving the home environment as 
consisting of parent and child education, frequent and thorough cleaning, pest man-
agement, and using  high-effi ciency particulate (HEPA) fi lters      (Wright & 
Phipatanakul,  2014 ). Cleaning can reduce exposure to many household allergens, 
including but not limited to fecal matter from dust mites, saliva and secretions from 
cockroaches, mold and mildew, second-hand smoke, and dander from pets. 
Education is critical to learning these practices, but also is an opportunity to teach 
parents or caregivers that cleaning and other asthma-proofi ng practices need to be 
maintained on a long-term basis (Wright & Phipatanakul,  2014 ).  

    Roles for Health Educators and  Mental Health Professionals      

 The health educator has a role in helping with adherence and monitoring of symp-
toms. There are many great sources for asthma education interventions. One of 
the many examples is material developed by the American Lung Association (  http://
www.lung.org/lung-disease/asthma/?referrer=https://www.google.com/    ; accessed 
August 2, 2015). Among materials at the American Lung Association are asthma fact 
sheets, asthma plans to use at school, and a myriad of resources for health educators 
and clinicians. This association has good resources for health professionals and par-
ents. Health educators and counselors should review web-based resources in light of 
evidenced-based guidelines presented by pediatricians/physicians and information 
from peer-reviewed journal articles to learn about asthma management for children. 

 Helping the child feel comfortable and developing a care plan for school is 
another important role for health educators. Referral to trained mental health profes-
sionals, who specialize in the treatment of mood disorders or behavioral problems, 
may be necessary if the child is displaying signifi cant problems with behavioral or 
emotional functioning that interfere with tasks of daily living, such as going to 
school, making friends, and functioning at home and during extracurricular activi-
ties. The health educator or counselor can also provide referral to asthma specialists 
when needed. Asthma proofi ng the child’s environment and helping the child plan 
to avoid and control allergy triggers are other important roles for health educators. 
Parents or caregivers should be involved in the planning and educational process 
whenever possible, as a shared management approach or having the parent/care-
giver check in and “supervise” medication administration and adherence to medical 
recommendations can be critical to positive disease management. 

Roles for Health Educators and Mental Health Professionals
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 The health professional needs to assess how well the child perceives his or her 
respiratory symptoms as well as his or her knowledge of how to treat symptoms in 
order to design an educational plan. Understanding the child’s perceptions indicates 
whether the child will be receptive to education and his or her abilities to understand 
written educational materials versus verbal instructions. Moreover, the practitioner 
can also gain an understanding of the child’s willingness to implement treatment rec-
ommendations. It is important to ask about self-confi dence or self-effi cacy for being 
able to manage symptoms and do what the doctors recommend in terms of avoiding 
asthma triggers and using an inhaler. Health professionals can also help families make 
the home environment “better” for asthma patients. Improving the home  environment      
may be especially important in the inner city, in high-poverty areas.  

     Case Study   

 Sashay is an 8-year-old girl attending an elementary school in an inner city neigh-
borhood. She has two older brothers, ages 12 and 18. She does not see her father 
very often, about every 3 months. Her mother and Sashay have a very close relation-
ship. Her mother works two part-time jobs. Sashay has been diagnosed with asthma 
since she was 3 years of age. She has been to the emergency room about twice a year 
since she was diagnosed with asthma. At times she has also been hospitalized and 
treated for pneumonia. She has become afraid of entering the hospital through the 
emergency room. However, once she is in the ER she calms down and interacts well 
with the medical staff. Here longest hospitalization was for 5 days when she battled 
pneumonia when she was in kindergarten. 

 Sashay has allergies, primarily to dust and mold. Living in older apartment 
homes and residing with an older brother who occasionally smokes at home has at 
times exacerbated her asthma. Dust and mold can trigger her allergies, which pres-
ent as a runny nose and cough which, in turn, can cause her asthma symptoms to 
fl are up. Sashay has weekly appointments for allergy shots and takes medication as 
necessary to treat her allergies. Addressing her brother’s smoking in the home has 
been attempted, but her mother’s pleas for him to smoke outside the apartment have 
met with limited success. 

 Sashay makes good grades at school. She is an especially profi cient reader, with 
good reading comprehension. She enjoys reading in front of the class. She has sev-
eral friends in her classroom and these girls interact regularly at weekly Girl Scout 
meetings. They also regularly have play dates after school and on weekends. Sashay 
is described by her mother as a “happy” child with a positive outlook on her life. She 
typically is “sunny” and outgoing. She is able to “speak up” for herself and stand her 
ground when engaging in normal sibling battles. She is likely to state her opinion 
and argue her views in a very positive manner and her good verbal abilities and good 
skills for expressing her emotions contribute to her positive emotional adjustment. 
Thus, she copes well and is functioning well in all areas of her life. 
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 The exception to this is coping with emergency room visits. Sashay has had 
negative experiences in the ER in the past where she has needed IV administration 
of fl uids and had to have steroid shots because she was very congested related to 
allergies, asthma, or pneumonia. She becomes very agitated, with rapid shallow 
breathing, upon entry into the ER. Her reactions do not generalize to treatments at 
the doctor’s offi ce. Her mother describes Sashay’s behavior as being as “good as 
gold” in this  setting  . This is interesting because Sashay has had breathing treatments 
and shots on an emergency basis in the doctor’s offi ce as well as in the ER. There is 
one other issue for the health professional to address and this is infrequent use of her 
inhaler at school. Sashay is apt to forget to use her inhaler during the school day. 
Moreover, it is often missing when she needs to use it to the playground. 

 In order to address Sashay’s issues her pediatrician has referred her for consulta-
tion with the health educator connected to the medical practice. This health educator 
has a master’s degree in community health. After graduating, the health educator, 
who completed internship experiences with the asthma team and other medical 
teams at the local children’s hospital, developed her consultation fi rm, Kid’s First, 
designed to work with children and their parents. The health educator met Sashay’s 
mother during her medical visit and discussed next steps to address school issues 
and medical fears. The health educator asked Sashay’s mother and then Sashay 
about reasons for her not using her inhaler. One reason for not using it was embar-
rassment over other children watching her use it. The health educator made a trip to 
Sashay’s classroom and explained to her classmates why the inhaler was important 
and how it helped Sashay. After this, her embarrassment decreased and peer support 
and encouragement helped her to use her inhaler in the classroom. While at the 
school, the health educator met with Sashay and the school nurse and during this 
team meeting she demonstrated appropriate use of the inhaler for Sashay. 

 Not having her inhaler on hand was a more diffi cult issue to resolve. The health 
educator initiated a conference with the school nurse and teacher via Skype. During 
this meeting they developed a written care plan for Sashay’s records that demon-
strated her need to keep her inhaler with her. The health educator networked with 
the pediatrician to get a note for the school records supporting the need for keeping 
an inhaler with Sashay at all times during the school day. This documentation was 
necessary to facilitate the use of her inhaler as needed during the school day. 

 At fi rst, this plan was not successful. Sashay’s mother called the health educator, 
and she, the health educator, and Sashay talked by telephone to understand what 
was causing the continued issues. Sashay mentioned that her clothes did not have 
pockets. Her mother stated that Sashay did have clothes with pockets. However, 
Sashay said that she was not wearing these  outfi ts   because they were “not cool.” 
Through further discussion the health educator helped Sashay talk about a solution 
with her mother. They agreed that Sashay would wear or carry a fanny pack with her 
inhaler it during the school day. She would wear the fanny pack on her waist on the 
playground. Sashay agreed to this plan if she could use her mother’s pink pack with 
the designs on it. Her mother readily agreed to this and the health educator planned 
a follow-up telephone call to check on progress with Sashay’s mother. 
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 At the follow-up call, Sashay’s mother reported that inhaler use was improved at 
school. The health educator then had an opportunity, as rapport had been established, 
to ask if there were other issues they could discuss. Sashay’s mother mentioned her 
oldest brother’s smoking at home as a trigger for diffi culty with her asthma. The health 
educator provided useful websites for Sashay’s mother to review with her brother. 
They agreed that if the websites, which featured education on the dangers of second-
hand smoke, did not serve as a catalyst for her brother’s behavior to change, then he 
would need to attend a meeting with the health educator. Alternately, they discussed 
him going to meet with a nurse when Sashay went to receive her allergy shots so that 
he could discuss the dangers of second-hand smoke with this professional. 

 The health educator met with Sashay and her mother at Sashay’s next visit, which 
involved her receiving a breathing treatment for her asthma fl are-up, because she 
had a bad cold. At this visit, Sashay discussed her signifi cant fears of the emergency 
room. She was not at afraid of the breathing treatment or anything that could happen 
in a doctor’s offi ce visit. She indicted she was very afraid that she might have to go 
to the ER. After discussing her fears more, the health educator asked Sashay to rate 
her fears on a scale from one to seven, with one indicating very low fear and seven 
indicating very high fear. Sashay indicated her fear was a “10” and “way too high” 
to even be on the scale. After this discussion, the health educator spoke briefl y with 
Sashay’s mother and let her mother know that the intensity of Sashay’s fear could be 
indicative of a phobia about ER visits. Her mother shared this concern, and the 
health educator provided referrals, with names and contact information for two local 
child psychologists, each of whom specialized in treating anxiety in children. 
Sashay’s mother made an appointment with one of the psychologists. After a review 
of background information the psychologist indicated that Sashay did appear to 
have a phobia related to being seen in the ER for medical treatments. A phobia is a 
very intense fear of an event or object that can result in extreme anxiety or panic as 
well as avoidance of the feared event or object. 

 The psychologist recommended treatment with a systematic desensitization pro-
cedure to try to reduce Sashay’s fears. The psychologist helped Sashay develop a list 
of all the things about the ER that she feared. Then, Sashay rated each experience on 
the list in terms of how much it scared her on a scale from “0,” the lowest level, to 
“20,” the highest level. The fears were written on note cards and ordered from the 
lowest to the highest fear. In the meantime, Sashay was  learning   relaxation—using 
deep, slow breathing and thinking about going on her favorite vacation. The fear 
images were paired with relaxation over a series of sessions and slowly Sashay 
learned to feel relaxed and less afraid when discussing ER visits. After the desensi-
tization procedure had fi nished, Sashay and her mother made a trip to the ER when 
Sashay was well. Her mother had called staff there and arranged a visit. Sashay did 
not appear afraid and did not report fear at this visit. The psychologist reviewed this 
visit with Sashay’s mother during a subsequent visit. They agreed to stop sessions 
for the time being, but they planned to renew sessions should Sashay indicate re-
experiencing her fears or have signifi cant fears related to going to the ER. 

 After working with health professionals there was improvement in using her 
inhaler and reduced fear related to going to the ER. The watchful eye and expertise 
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of the pediatrician and subsequent referrals added to feelings of well-being and 
positive functioning for Sashay. Her medical team had plans for continued involve-
ment as needed to help Sashay and her mother as she coped with her asthma.  

    Summary 

 This chapter reviewed critical information on diagnosing asthma and learning to 
manage asthma symptoms. In addition information on educational interventions 
was reviewed. Health educators can play a key role in helping the child and his or 
her caregivers develop plans to manage the child’s asthma. Written care plans also 
may facilitate asthma management at school. Key aspects of care plans include writ-
ten instructions for administration of medications, ideas for reducing or controlling 
the impact of asthma triggers, and ideas for how to handle an asthma attack (e.g., 
take medication, sit or lie down and rest, call parent). Informing peers at school 
about how to help a child with asthma may help the child feel a sense of “belong-
ing” in the school setting. Children with asthma may benefi t from being involved in 
support groups, especially in the weeks and months immediately following diagno-
sis. These groups can provide critical information on signs of an asthma attack, 
what to do to manage an asthma attack, how to identify and reduce exposure to 
allergy triggers, how to use an inhaler, and how to fi nd support at school and other 
settings where the child is engaged in extracurricular activities. 

  Exercises/Review Questions 

     1.    After reviewing the case study, develop a list of key areas for intervention for 
health educators.   

   2.    What are your ideas for helping a child referred to you by a physician because he 
or she is not using the inhaler as needed and also using it incorrectly?   

   3.    If you were asked to design a training session to educate teachers about helping 
children with asthma, what would be key components of your session? What key 
educational topics would you address and why?   

   4.    If a child with asthma, who was your client, was having diffi culty communicat-
ing with a coach about feeling short of breath during a soccer game how could 
you help?

    (a)    What are your ideas for sharing information with the child’s parent?   
   (b)    If you had a signed release of information form (a written form, which is 

signed by the child’s parent or legal guardian and permits the health profes-
sional to talk with another individual about the child’s case), showed it to the 
coach, and had parent permission to talk with the coach, what recommenda-
tions might you have?   
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   (c)    How would you help the child learn to advocate—in order to let others know 
when he or she was experiencing asthma symptoms (what are your advocacy 
tips for the child?)       

   5.    Review key websites on asthma management and develop a resource list for 
parents of children with asthma.

    (a)    Develop a list of key websites as a parent resource.   
   (b)    Write a paragraph discussing your tips for parents after reviewing the web-

sites provided in your resource list.          

  Key Concepts 

    Reactive airways disease  
  Symptoms of an asthma attack  
  CARAT—Child Asthma Risk Assessment Tool  
  Asthma triggers  
  Use of an inhaler  
  Adherence  
  Side effects of steroids to manage asthma  
  Roaring Adventures of Puff Asthma Management Program         
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    Chapter 3   
 Diabetes Mellitus                     

                Diagnosis 

    Type 1 Diabetes Mellitus 

 Type 1  diabetes    mellitus   involves autoimmune destruction of  B cells   causing insulin 
defi ciency in the majority of cases (Johnson & Uruakpa,  2014 ). The pancreas does 
not produce the insulin needed to break down glucose to convert it to energy. 
Children with type 1 diabetes need periodic insulin injections to regulate their blood 
glucose levels (Kucera & Sullivan,  2011 ). The insulin does not replace the pancre-
atic system, and consequently children experience “fl uctuations in their blood glu-
cose throughout the day in response to time, medication, diet, and physical activity” 
(p. 586, Kucera & Sullivan,  2011 ). Insulin is necessary to control blood sugar. 
Insulin is a hormone, which is made in the pancreas. Insulin is needed for glucose 
to enter cells and for the production and storage of fat. 

 Children who have type 1 diabetes have had elevated blood glucose (e.g., plasma 
glucose greater than or equal to 200 mg/dL; Silverstein et al.,  2005 ). They often 
have unexplained weight loss along with polydipsia (excessive thirst) and  polyuria   
(large production of urine; American Diabetes Association,  2014 ; Silverstein et al., 
 2005 ). The weight loss occurs due to a high loss of glucose in urine and body fl uids. 
Children may report feeling tired, have weight loss for days or weeks, may report 
extreme thirst, and more frequent urination. The majority of cases of type 1 diabetes 
are diagnosed in youth between the ages of 6 through 18 years, but this disease can 
be diagnosed in infants. There is no cure for type 1 diabetes. The cause of diabetes 
remains unknown.  
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    Type 2 Diabetes Mellitus 

  Type 2 diabetes mellitus      arises from insulin resistance and insulin levels can be 
normal or high. This disease involves resistance to the action of insulin. The body 
does not use insulin appropriately, and high levels of blood glucose can accumulate 
(Kucera & Sullivan,  2011 ). The “cause” of type 2 diabetes has not been pinpointed. 
Children may experience pain or numbness in extremities and experience blurry 
vision. Type 2 diabetes mellitus or non-insulin-dependent diabetes mellitus is 
related to childhood obesity. Poor nutrition, eating too many foods high in carbohy-
drates or sugars and fat, can be involved in the diagnosis of type 2 diabetes. Children 
and adults with type 2 diabetes may have an imbalance of or lack key nutrients such 
as chromium, lipoic acid, vanadium, magnesium, or other fatty acids. 

 Type 2  diabetes   is often diagnosed in children who have a family history of this 
disease. It is often diagnosed after a period of stress, infection, or illness. In type 2 
diabetes C-peptide levels are high, which  is   indicative of a higher than average level 
of insulin production and an insulin resistant state. C-peptide is a protein by-product 
of insulin production and is measured in blood. For type 2 diabetes insulin produc-
tion may be high at fi rst and then there is a period of insulin resistance. The pancreas 
works hard to produce insulin, but over time it cannot produce enough insulin. 
Then, blood glucose levels are not able to remain at normal levels. In order to 
improve outcomes medication is used and children need to eat foods that are high in 
fi ber and whole grains. Children also may take nutritional supplements to improve 
the action of insulin in the body (American Diabetes Association,  2012a ,  2014 ). 

 The differential diagnosis of type 1 or type 2 diabetes can be somewhat unclear 
and it can take time to pinpoint an accurate diagnosis (American Diabetes 
Association,  2012a ,  2014 ). Type 1 diabetes and type 2 diabetes are discussed in this 
chapter. However, there is more of an emphasis on discussion of type 1 diabetes 
throughout this chapter.   

     Prevalence   

 Eight percent of the population in the United States has diabetes (Johnson & 
Uruakpa,  2014 ). Dabelea et al. ( 2014 ) provided information about the prevalence of 
type 1 and type 2 diabetes in children and adolescents (assessing youth 20 years or 
younger) in the United States. The prevalence of type 1 diabetes was 1.93 per 1,000 
children. The occurrence of type 1 diabetes increased from 2001 to 2009. Dabelea 
et al. estimated that the incidence of this disease will keep increasing. Rates of 
occurrence were highest in white youth. In America, approximately 13,000 youths 
are diagnosed with type 1 diabetes each year (Centers for Disease Control and 
Prevention,  2012 ). Dabelea et al. reported that type 2 diabetes was occurring in 0.46 
per 1,000 youth in 2009. The rate of type 2 diabetes among youth has been increas-
ing. As mentioned, this may be related to increasing  rates   of obesity among children 
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and adolescents. Type 2 diabetes is more common in black and Hispanic youth and 
relatively less frequent in white children.  

    Impact on Children 

 Children with Type 1 diabetes require insulin, which can be administered in a num-
ber of ways. An  insulin pump   (continuous subcutaneous infusion) is popular. The 
pump allows for the administration of shorter acting insulin; children bolus or give 
an extra dose of insulin at mealtimes (Soni & Ng,  2014 ). Children often use insulin 
pumps to continuously monitor glucose levels. Pumps provide periodic injections of 
insulin via a needle guide and cannula under the child’s skin. The pump is typically 
worn on the child’s waistband (Kucera & Sullivan,  2011 ). Other methods of admin-
istration include shots and insulin pens. These methods of administration typically 
provide more long-lasting insulin and the child also gives a bolus at meals. The 
bolus dose is typically of more rapid acting insulin. There is not a difference in 
glycemic control among the various methods of administration (e.g., pumps versus 
shots; Sony & Ng,  2014 ; Yeh et al.,  2012 ). Pumps with sensors (continuous glucose 
sensors) have shown promise in offering more control of blood glucose levels and 
are an area for further testing and research. 

 Diabetes has a signifi cant impact on children. For a child with diabetes, food is 
fuel. It is always important to count carbohydrates at meals and snacks. Counting 
the  carbohydrates   in foods determines insulin administration. Children are often 
using a diabetic insulin pump and they bolus or give themselves a dose of insulin 
through the pump in coordination with meals and carbohydrate consumption. Some 
children use the insulin pen and give themselves injections or a parent may assist 
younger children in giving injections. The child also has to test his or her blood 
sugar levels at regular intervals and when he or she feels either “high” or “low.” If 
the child feels high or low, then testing blood sugar levels may be a way to deter-
mine whether to have a snack or administer insulin to make sure that blood glucose 
levels remain at acceptable levels. 

 Needing to test one’s blood (e.g., a fi nger prick) and needing to eat differently 
can cause a child to feel conspicuous. Moreover, experiencing episodes of  hypergly-
cemia   and  hypoglycemia      can cause a child to feel disoriented and have to go the 
nurse, which also can make a child feel conspicuous. Children with diabetes may 
not be in school with another child who experiences this chronic illness. They may 
benefi t from support groups or attending summer camps with other peers who have 
diabetes to gain peer support. It can be very stressful to need to monitor food intake, 
count the carbohydrates in food, and check one’s blood sugar constantly. Moreover, 
   stress and exercise are other factors that can infl uence blood glucose levels. 
Management of diabetes is complex and has long-term negative health conse-
quences if the disease is poorly managed. Therefore, coping with this disease can be 
very stressful and have a large impact on the child and his or her parents or 
caregivers.  

Impact on Children
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    Assessment 

 Regular measurement of glycosated hemoglobin or  HbA1c   is a marker for diabetes 
management. HbA1c represents average levels of glycemic control over several 
months. HbA1c is strongly predictive of long-term health outcomes (including neg-
ative health outcomes) and thus is considered a gold standard in assessment. HbA1c 
should be assessed about every 3 months. HbA1c levels can vary. Thus, assessment 
of daily self-monitoring of blood glucose records, in addition to HbA1c levels, may 
provide better information for understanding fl uctuations in diabetes management, 
especially if the child has type 1 diabetes. If HbA1c levels can be maintained at 
below or about 7 %, there is likely to be fewer medical complications (American 
Diabetes Association,  2014 ). Hackworth et al. ( 2013 ) also reported that an HbA1c 
assessment below 7.5 is an indicator of good control. Health educators and mental 
health counselors should remain aware of the child’s HbA1c levels and stay in con-
tact with the child’s medical team so that they understand the child’s medical needs 
and learn of best practices for managing the child’s disease. 

 It also is important to examine child emotional functioning and  adherence   or 
abilities to follow the medical recommendations or to “adhere” to medical recom-
mendations. Assessing the parent–child relationship and their ability to partner and 
form a team to manage the child’s diabetes is another important area for questions. 
Finally, assessing child diet, stress levels, and exercise  regimen  s are three key areas 
to learn about the child’s abilities to manage his or her diabetes. The child also 
should be regularly monitoring his or her blood glucose levels and receiving paren-
tal support and guidance for insulin administration. Good nutrition and, if recom-
mended by doctors, regular use of nutritional supplements should be assessed.  

    Disease Management 

  Management   of type 1 diabetes involves administration of insulin given on a sched-
ule. A bolus dosage may be delivered to correct for meals. Self-monitoring of  blood 
glucose levels   is needed.  Nutrition   is important and reducing or monitoring carbohy-
drate intake is a key component of disease management. Eating a well-balanced diet 
and measuring food—to ensure accurate counting of carbohydrates—may be an 
important part of disease management, especially for children with type 1 diabetes. 
Eating foods that are high in nutrient density and low in simple sugars is recom-
mended. Regular exercise and learning how to reduce stress are other factors to 
address when managing diabetes (Anderson, Svoren, & Laffel,  2007 ; Weinzimer, 
Doyle, & Tamborlane,  2005 ). Children with type 2 diabetes often are administered 
Metformin or other oral medications to manage insulin levels (Copeland et al.,  2013 ). 
Administration of exogenous insulin is critical for the management of diabetes, 
whereas children with type 2 diabetes are more likely to take medications to manage 
their disease. The aforementioned disease management strategies (e.g., reducing 
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stress, eating right, and exercising) will also help with maximizing the benefi ts of 
insulin for youth with type 2 diabetes. In the fi rst month to about a year after being 
diagnosed with type 1 diabetes, children may experience a honeymoon period, where 
blood glucose levels are fairly well controlled. 

 The medical management of type 1 diabetes is very complex and may involve 
many medical professionals, including endocrinologists and their teams as well as 
ancillary services including nutrition, stress management and health education, and 
behavioral health services (mental health counseling). Families of a child with type 
1 diabetes may report signifi cant benefi t from receiving family-centered care and 
prefer care coordination in order to help them manage the many appointments for 
their child. Katz, Laffel, Perrin, and Kuhlthau ( 2012 ) examined this notion by com-
paring the reports of caregivers of children with type 1 diabetes to those of caregiv-
ers of children with special needs using data from National Survey of Children with 
Special Healthcare Needs (in 2005–2006). Caregivers, usually parents, of children 
with type 1 diabetes reported greater impact of their child’s medical condition com-
pared to the reports of caregivers of children with other types of healthcare needs. 
Katz et al. found that one-third of the caregivers of a child with type 1 diabetes 
reported restricting time at work and experiencing fi nancial impact related to their 
child’s disease. If caregivers had care coordination and family-centered care, there 
was less impact in terms of missed work and fi nancial impact. Thus, increasing care 
coordination and offering family-centered care can be important protective factors 
for the family. 

 There are many good references available to assist children and parents in man-
agement of diabetes. One of these resources is a book by Chaloner ( 2013 ), entitled 
“Diabetes and Me: An Essential Guide for Children and Parents.” The American 
Diabetes Association (ADA) is another of the many great resources for education 
for parents and children. The website has a section for “parents and kids” (  http://
www.diabetes.org/living-with-diabetes/parents-and-kids/?loc=lwd-slabnav    ) that 
has guidelines for management at school and guidelines for everyday wisdom that 
offer great information on diabetes management. The ADA ( 2012b ) has developed 
guidelines for  management   of diabetes in school and day care settings. Development 
of a written action plan for diabetes management can be benefi cial in these settings. 
Ideas for what to do in terms of snacks, insulin administration, meals, and blood 
glucose testing should be addressed in these plans, and, of course, emergency dia-
betes management is a cornerstone of written plans for school. 

  Health Concerns . Children with type 1 diabetes may have increased weight gain or 
increased body mass index after being diagnosed with diabetes, especially after the 
honeymoon period ends (de Vries et al.,  2014 ). Girls may have greater weight gain 
compared to boys. Girls may be sensitive about their weight gain and this is an issue 
to be monitored by the medical team. Girls may also be prone to eating disorders 
and not administering insulin to control their weight (Butwicka, Frisén, Almquist, 
Zethelius, & Lichtenstein,  2015 ). Interestingly, de Vries et al. ( 2014 ) found that 
children who were on the insulin pump for longer periods did not show as signifi -
cant of a weight gain. 

Disease Management
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 Various studies have shown that children tend to have poor metabolic control and 
do not adequately manage their treatment (e.g., Chang, Yeh, Lo, & Shih,  2007 ; Frey, 
Ellis, Templin, Naar-King, & Gutai,  2006 ). If their disease is not managed well, 
they face signifi cant long-term health complications including visual problems (ret-
inopathy); nerve damage (neuropathy); and renal disease, which can result in renal 
failure or the need for dialysis (American Diabetes Association,  2014 ; Buckloh 
et al.,  2008 ). It is noteworthy that, irrespective of whether children have type 1 or 
type 2 diabetes, they face signifi cant long-term health outcomes. Children with dia-
betes may face other medical problems and these include digestive problems, circu-
lation problems, and visual impairment (Johnson & Uruakpa,  2014 ). They may also 
have increased chances for  thyroid and cardiac disease   (American Diabetes 
Association,  2014 ). 

 Children who have type 1 diabetes face several other health concerns, such as 
 hypoglycemia   and  hyperglycemia  , which can result in heart palpitations, nausea, 
rapid breathing, and various other symptoms. Children and their parents/caregivers 
may also be afraid of experiencing a “low” or low blood glucose levels, termed a 
hypoglycemic episode. When this occurs the brain can have an inadequate supply of 
glucose. The brain is dependent on a continuous supply of glucose from the circula-
tion; therefore, blood to brain glucose transport is critical to survival. Thus, the 
dangers of a low are very real and fears of a low are common in children (American 
Diabetes Association,  2014 ). When experiencing low blood glucose levels the child 
can feel confused and cognitive functioning can change (Silverstein et al.,  2005 ). 
Many children have behavioral changes, such as becoming irritable. During a low, 
the child can have diffi culty paying attention and mental fl exibility is decreased. 
The child also can experience palpitations, tremors, and headache. When experienc-
ing a low it is important for the child to have an easily digested and absorbed carbo-
hydrate followed by a snack with protein, as protein assists with absorption of the 
carbohydrates. 

  Hyperglycemia      is also a problem for children with diabetes. A hyperglycemic 
episode or a “high” involves an excess of or “too much” blood glucose in the blood 
plasma (Cryer, Davis, & Shamoon,  2003 ; American Diabetes Association,  2014 ). 
There also may be glucose in the child’s urine.  Hyperglycemia   involves needs to 
urinate frequently, being very thirsty or hungry, nausea/vomiting, weight loss, 
fatigue, and changes in mood and cognition (Kucera & Sullivan,  2011 ). Treatment 
of hyperglycemia involves the administration of insulin. If left untreated, patients 
could experience coma and long-term  medical   complications affecting the eyes, 
heart, kidneys, and nerves. 

 Diabetic ketoacidosis ( DKA        ) results from insulin defi ciency. About 30 % of chil-
dren with type 1 diabetes may experience DKA and have to be hospitalized. DKA 
involves an accumulation of ketones in the blood (leading to metabolic acidosis). 
This problem can occur after children have been diagnosed, if children do not admin-
ister or “skip” insulin administration or if they experience a signifi cant  hyperglyce-
mic episode  . It can occur when the child experiences trauma or illness (Wolfsdorf 
et al.,  2007 ). DKA is serious and can result in  cerebral edema and can result in death. 
If a child is experiencing DKA, insulin is typically administered intravenously and 
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physicians monitor insulin levels, fl uids, and potassium levels (Silverstein et al., 
 2005 ). Rosenbloom ( 2007 ) reported that DKA occurs in 10–70 % of children newly 
diagnosed with type 1 diabetes and 5–52 % of those children newly diagnosed with 
type 2 diabetes. Increased cerebral blood fl ow has been found in children with DKA 
(Rosenbloom,  2007 ). Children with a history of DKA episodes, those with psychiat-
ric problems, adolescent girls, children with family problems, and children who omit 
doses of insulin might be at risk for DKA episodes. Children who are using the 
pump can also face risk, if the delivery of short-acting insulin is interrupted 
(Wolfsdorf et al.,  2007 ).  

     Adherence   

 Amed et al. ( 2013 ) found that less than 10 % of children with type 1 diabetes were 
meeting recommended guidelines for following medical recommendations (i.e., 
adherence). Children who had been diagnosed with diabetes for longer than 4 years 
were having relatively more problems with adherence. Consistent administration of 
recommended insulin doses, having a healthy diet, and managing carbohydrate 
intake are cornerstones to good management in children with type 1 diabetes 
(Patton, Dolan, Chen, & Powers,  2013 ). Children with type 2 diabetes struggle with 
following medical regimens, and using charts to help them remember to take medi-
cations and improve diet can be helpful for them as well. Rewarding children for 
good adherence, with praise and tangible prizes (e.g., time spent with parents or 
extra “screen time”) may provide a boost to children struggling with adherence. Not 
knowing how to care for one’s diabetes can negatively impact adherence, and there-
fore education is a tool for improving adherence. Children need to learn the impor-
tance of  counting carbohydrates  , regularly testing their blood glucose levels, and 
eating healthy foods and not drinking soda with sugar in it to optimally manage 
their diabetes. They also need to learn about the importance of regular, moderate 
levels of exercise and its positive impact on diabetes (American Diabetes Association, 
 2014 ; Hood, Peterson, Rohan, & Drotar,  2009 ). 

 Several other factors may impact  adherence  . Feelings of depression may be neg-
atively related to adherence in children (Hood et al.,  2006 ; Kongkaew, Jampachaisri, 
Chaturongkul, & Scholfi eld,  2014 ). Experiencing life stress and anxiety also can 
negatively impact adherence (Herzer & Hood,  2010 ). It is important to assess for the 
severity of emotional problems, in order to support the child. On the positive side, 
Marrero et al. ( 2013 ) reported that if peers support children in their diabetes man-
agement it can be easier for them to reach diabetes management goals. Parent or 
caregiver support of the child and communication between parents and the child 
also are critical to good management of diabetes (Miller & Drotar,  2007 ). Positive 
communication, in terms of what the child is doing well and can do to impact posi-
tive results, may be more effective in involving children in care, thereby improving 
adherence. 
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 Adolescence and the transition to becoming an adolescent is a risk period for 
adherence problems in children with diabetes (see Rausch et al.,  2012 ). Health edu-
cators and counselors working with children during this key transitional period need 
to be conscious of potential problems in adherence during adolescence. Health pro-
fessionals and other adults need to be ready to problem-solve and trouble-shoot with 
adolescents to help them overcome diffi culties with following  medical recommen-
dations   for insulin administration, diet, and other key behaviors needed to assure 
optimal management of  diabetes  .  

    Psychosocial and Emotional  Functioning   

 Children with diabetes may experience more psychological problems than children 
who do not have this disease (Butwicka, Frisén, Almqvist, Zethelius, & Lichtenstein, 
 2015 ). For example, children who have repeated bouts of DKA may experience 
psychiatric problems and be at risk for emotional problems (Silverstein et al.,  2005 ). 
A fi fth of youth with diabetes may have two or more psychiatric disorders. Butwicka 
et al. reported that children with diabetes are more likely to experience problems 
with substance use, depression, and anxiety. Depression may be the most common 
mental health problem for children with diabetes, followed by anxiety (Gonzalez 
et al.,  2008 ; Hackworth et al.,  2013 ). When depression levels are signifi cant, referral 
to a mental health professional with experience in diabetes management is recom-
mended. Importantly, children who are experiencing depression may not take care 
of their diabetes well, and thus be at risk for poor glycemic control (Gonzalez et al., 
 2008 ). The health professional with knowledge about diabetes can also address edu-
cational issues around self-care, which could help improve feelings of self-effi cacy 
for diabetes management. 

 Kucera and Sullivan ( 2011 ) conducted a review of studies examining school 
functioning of children with type 1 diabetes. They found that children with diabetes 
may experience social and emotional diffi culties at school. In addition, they are 
more likely to face academic diffi culties and miss school compared to their counter-
parts who do not have chronic illnesses. Children with type 1 diabetes may have 
more learning disabilities and cognitive problems compared to their peers. Frequent 
bouts of mild  hypoglycemia   have been associated with lower scores on tasks assess-
ing abstract reasoning. Psycho-motor speed may be slowed and diffi culties with 
focusing attention may be observed. The aforementioned academic problems may 
be exacerbated in children with poor glycemic control and/or poor diabetes man-
agement. Kucera and Sullivan recommended care plans be written for schools and 
they detailed key elements of such plans, including needs for testing, snacking, 
procedures for special events, common presentation of  hypoglycemia   for the child, 
and a communication plan (to notify the school nurse, parents, and the medical 
team). Education of school personnel about diabetes and its management is a front-
line intervention to support the child. They recommended shared management of 
diabetes management at school, with the school nurse as a potential team leader and 
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child  involvement   in management of his or her illness. Children should also be 
given space and privacy to test blood glucose levels and teachers should have 
snacks on hand to that children can snack if needed.  

    Interventions 

 Christie et al. ( 2014 ) evaluated the effectiveness of the  Child and Adolescent 
Structured Competencies Approach to Diabetes Education (CASCADE)      training 
model for children with diabetes and their families. This program, based in the UK 
(England), focused on training a nurse and another member of the diabetes care 
team to deliver training to children and families. The program is based on the notion 
of motivating children and parents and is also oriented toward brief, solution- 
focused problem-solving. There are four modules for the program: (1) learning 
about food, insulin, and glucose; (2) reviewing blood glucose testing (including 
coping with lows, highs); (3) learning about adjusting insulin; and (4) lessons for 
“living with diabetes.” At the end of the educational modules, children and their 
parents/caregivers develop a blueprint for success for helping the child cope and live 
with his or her diabetes. This is a detailed self-management plan tailored to the 
needs of the individual child and family. 

 For this study, children between the ages of 8–16 years and their parents/caregiv-
ers received training using the abovementioned  CASCADE program   (Christie et al., 
 2014 ). Although there were not changes in HbA1c levels, children indicated 
improved confi dence for managing their diabetes and wanting to try “harder” to 
manage their diabetes. Family relationships also improved. Christie et al. pointed 
out the benefi ts of training nurses on diabetes care teams, because the medical team 
was “armed” with critical information that would help the team promote diabetes 
management and positive coping for children for years to come. This program is 
relatively cost-effective in approach, and further investigation is needed to deter-
mine whether this intervention impacts child functioning in the long term or can 
assist children with coping and adjustment during diffi cult periods in adolescence. 

  Group interventions   are a common method for educating children and adoles-
cents with diabetes. Sharing information with peers about one’s diabetes may offer 
support critical to positive attitudes toward illness and diabetes  management  . Plante 
and Lobato ( 2008 ) reviewed group treatments for youth with diabetes. They reported 
there was a positive impact for group interventions. They found educational groups 
and action-oriented groups did help children manage their disease. These types of 
groups afford children opportunities to practice skills such as goal setting, problem- 
solving, dietary change, developing behavioral contracts for meeting diabetes man-
agement goals, monitoring blood glucose testing, and stress management. Plante 
and Lobato reported that several studies used anchored instruction where leaders 
taught problem-solving skills “through video presentation of real-life diabetes care 
scenarios” (p. 99). With anchored instruction parts of the video were replayed to “…
highlight clues to solve the problem” (Plante & Lobato,  2008 , p. 100). Group 
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 members could problem-solve with guidance from group leaders and use different 
parts of the video as cues for discussion. Results for anchored instruction were posi-
tive, resulting in improved knowledge about nutrition, meal planning, and problem- 
solving. Plante and Lobato also reviewed the fi ndings of eight studies focusing on 
teaching youth stress management skills. For these studies, education appeared to 
be successful in improving children’s abilities to recognize and cope with personal 
stress. The impact of social skills training groups and two interventions to improve 
family functioning were successful in improving disease management. 

 Many of the group interventions target children. Parents of children with diabe-
tes also may encounter signifi cant stress and uncertainty, such that they too might 
benefi t from support groups. Hoff et al. ( 2005 ) discovered that groups for parents of 
children newly diagnosed with diabetes showed promise for decreasing parent 
stress and improving child behaviors. For their intervention, parents received train-
ing to minimize feelings of uncertainty and distress. Parents learned techniques for 
managing feelings of uncertainty as well as learning problem-solving and commu-
nication skills. 

 Parents may have free time as their children attend groups to promote diabetes 
management. Groups for parents can be conducted at the same time as children’s 
groups. At key intervals, perhaps after three or four sessions, parents and children 
could attend joint groups to share experiences and work on family problem-solving 
and communication skills. Conducting support groups for both parents and children 
may ease distress and improve knowledge, leading to improvements in parent and 
child feelings of self-effi cacy for management of the child’s diabetes. In addition, 
joint groups, with parents and children, can foster the teamwork approach and group 
facilitators or leaders can espouse a team approach, with parents guiding and prais-
ing child efforts at self-management. 

 The internet may be an avenue for supporting youth. For example, several 
researchers in the  TEENCOPE study group      examined the effectiveness of two inter-
net interventions for youth with type 1 diabetes (Grey et al.,  2013 ). Participants 
were between the ages of 11 and 14 years. Each program provided fi ve lessons for 
youth transitioning to adolescence. The fi rst intervention—TEENCOPE group—
used ethnically diverse characters to deliver messages about problem-solving, stress 
management, being positive (i.e., using positive self-talk), and confl ict resolution. 
Adolescents communicated through a monitored discussion board. Over half of the 
youth in this group participated in the discussion boards. The other group—
Managing Diabetes group—considered a control condition, delivered messages 
about healthy eating, physical activity, monitoring blood glucose, and self- 
management. In this group, participants could follow links to gain access to more 
complex information. 

 Three hundred and twenty youth with type 1 diabetes were assigned to the two 
groups (mean HbA1c for the youth was approximately 8.4; Grey et al.,  2013 ). There 
were relatively few differences in performance on outcome measures between the 
TEENCOPE and Managing Diabetes groups. Many of the youth attended a majority 
of the sessions. After assessing outcomes, youth could “cross-over” and participate 
in the other group. Youth who participated in both interventions had better health 
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outcomes compared to youth who participated in only one of the interventions. 
Perceptions of stress, family confl ict, social acceptance, quality of life, and per-
ceived stress improved when adolescents participated in both groups, and there was 
a trend for improvements in HbA1c levels for youth who went through both pro-
grams. The researchers evaluating this project surmised that the Managing Diabetes 
intervention assisted in improving primary engagement coping with the disease, 
while the TEENCOPE program aided in secondary engagement coping—coping 
with stress, dealing with emotions, etc. The researchers noted that youth from low- 
income families were less likely to volunteer to participate in the groups, and there-
fore, more culturally appropriate interventions may need to be designed for these 
youth (Grey et al.,  2013 ). 

 Quirk, Blake, Tennyson, Randell, and Glazebrook ( 2014 ) reviewed the effective-
ness of physical activity for youth (age 18 or younger) in 26 studies. The majority 
of the studies ( n  = 24) reported at least one positive health outcome for youth partici-
pating in exercise. Many of the studies found positive change in blood glucose lev-
els and improvements in body mass index. Exercise or physical activity sessions 
with youth ranged from 30 to 120 min, with more recent studies having sessions of 
60 min or less. Interventions lasted from 2 to 39 weeks, which is a fairly large dif-
ference in the “dose” of the intervention. Interventions focused on  aerobic activities   
(e.g., swimming, running, or dance) or aerobic and strengthening activities. In some 
studies, advice was provided about insulin, making the interventions multi-faceted. 
Thus, it is hard to untangle which parts of the intervention and what dose is “most” 
helpful and this remains an area for further study. Only 4 of the studies examined 
the relationship between engaging in physical activity and change in children’s 
reports of quality of life. Quirk and colleagues recommended examining this link as 
an area for future research. It was evident that results were positive suggesting that 
coaching children and supporting their engagement in physical activity is a frontline 
intervention for children with diabetes. Because exercise can infl uence blood glu-
cose levels, it is advisable that health professionals recommend engaging in 
increased levels of mild to moderate physical activity along with continued moni-
toring of blood glucose levels. 

  Exercise  , specifi cally aerobic activity, and dietary intervention can lower HbA1c 
levels in individuals with type 2 diabetes. Andrews et al. ( 2011 ) presented informa-
tion on the effectiveness of a randomized controlled trial examining care as usual, a 
dietary regimen, and an exercise plus dietary intervention. Individuals in this study 
were between 30 and 80 years of age; however, the interventions and principal ideas 
of this study are applicable for children. The diet regimen aimed to help participants 
lose 5–10 % of their bodyweight. Guidance was provided to participants about por-
tion size and they received coaching about how to select foods with lower energy 
density, fat content, and lower glycemic index scores. Dieticians interviewed 
patients and assisted them in setting goals Dieticians and nurses worked with par-
ticipants to set goals each week and provided advice about diet to participants. 
Those participating in the diet plus activity group also were asked to do brisk walk-
ing for at least 30 min for 5 days per week. When evaluating the impact of the 
interventions, Andrews et al. reported that the dietary intervention was successful 
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and resulted in improved  HbA1c levels  , improved use of diabetes medications, and 
improvements in weight loss. Adding physical activity as an intervention did not 
result in additional improvements in health outcomes when compared to the dietary 
intervention. Insulin resistance and HbA1c levels worsened in the usual care group, 
which served as the comparison group. Perhaps the exercise did not impact key 
variables related to health outcomes because the dose or amount of exercise was 
weak or not strong enough to infl uence health outcomes. 

 The American Diabetes Association implemented a school-based program to 
prevent type 2 diabetes in school-age children (Valde,  2011 ). This educational pro-
gram was based on the notion that obesity is a strong risk factor for type 2 diabetes 
in children. Obesity, in turn, is also related to low levels of physical activity and 
poor nutrition. Diabetes prevention programs promote healthy eating and exercise 
for youth and their families. This includes encouraging participants to eat low calo-
rie, nutrient dense foods and reduce consumption of high calorie, high fat foods. 
Portion control—and not being supersized, in terms of what children eat—can be 
another key ingredient in prevention programs. Drinking fewer sodas with sugar 
and eating fewer high calorie snacks are also reviewed in prevention programs. 
Reducing screen time and increasing physical activity levels are key ingredients to 
obesity prevention and the prevention of type 2 diabetes. The aforementioned infor-
mation was critical to the development and implementation of a diabetes prevention 
program delivered in elementary schools (Valde,  2011 ). 

 The American Diabetes Association worked with local schools to implement a 
diabetes prevention program (Valde,  2011 ). They involved the physical education 
teacher at the school and the program was offered in physical education classes for 
third and fourth grade students. Children learned information about healthy life-
styles and ideas about prevention of type 2 diabetes. They also learned about type 1 
diabetes. The impact of exercise and healthy eating on management of type 2 diabe-
tes was emphasized. A pretest and posttest was use to examine child knowledge 
about nutrition and how to prevent type 1 and type 2 diabetes. A 24 % increase in 
student knowledge level was recorded in schools participating in the intervention. 
Informal feedback from the students also heralded the success of the program. Due 
to the program’s success, volunteers planned to implement the program in elemen-
tary schools that did not participate in the intervention. Strong community partner-
ships that provided a solid foundation of support for implementing the program and 
support from volunteers to implement program activities in schools were keys to the 
program’s success (Valde,  2011 ).  

    Roles for Health Educators 

 There are many interventions aimed to improve diabetes  management   and health 
 outcomes   for individuals with diabetes. However, more interventions with children 
are needed. Long-term follow-up on the impact of these interventions will provide 
information about whether early intervention is a protective factor for youth, 
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enabling them to do better in terms of management during adolescence and beyond. 
Similarly, less is known about how to tailor interventions to make them culturally 
relevant (Mc Manus & Savage,  2010 ). In order to adapt interventions, manuals may 
need to be translated into other languages or interventions may need to be delivered 
with the assistance of professional interpreters. Those delivering interventions also 
may need training to understand the culture of study participants. Surveys to exam-
ine health outcomes, such as self-effi cacy for disease management and family func-
tioning, may need to be administered by research assistants who are culturally 
competent (Mc Manus & Savage,  2010 ). 

 Shared decision-making with parents/caregivers and parent support and monitor-
ing is important (Silverstein et al.,  2005 ; Yeh et al.,  2012 ). As the child matures, 
parents/caregivers may need to renegotiate their roles and the child may need to 
assume a greater role in self-management of eating, exercising, and insulin admin-
istration. Teaching parents and children to remain fl exible as diabetes management 
roles shift is an important contribution as the child grows and parent and child man-
agement roles change. It also is important to remind parents that insulin levels may 
increase during puberty (Yeh et al.,  2012 ). 

 Goal setting with children and parents/caregivers is an effective intervention for 
assisting the child to reach diabetes management goals (Soni & Ng,  2014 ). The 
health educator can ensure that members of the child’s medical team are “on the 
same page” in terms of goals for diabetes management. After confi rming the team’s 
goals for the child, the health educator can educate the child and parent about these 
goals. Self-monitoring, by recording glucose levels when testing and recording car-
bohydrates in snacks and meals, is one method for tracking progress. This informa-
tion can be used by the medical team to determine how the child is progressing 
toward meeting his or her goals. Moreover, the information is useful to parents and 
the child as they monitor the child’s progress on a daily and weekly basis. It may be 
advantageous to reward the child for monitoring (i.e., keeping records on a chart), 
in order to reinforce the child for recording his or her progress. Then, praise and 
perhaps other rewards can be provided when the child has positive or lower blood 
glucose levels or has improved the “health” level of his or her eating. The last sec-
tion of this chapter presents information using a case study that illustrates areas for 
intervention and roles for health educators.  

     Case Study   

 Jenny is a 10-year-old girl who was diagnosed with type 1 diabetes in the past 2 
months. She is overweight. However, she had recently lost weight and was urinating 
very frequently. Jenny also reported feeling tired and was asking to take naps often. 
This caused her aunt, whom she was staying with for the summer, to worry about 
her health and bring her to see a pediatrician, who made an initial diagnosis of type 
1 diabetes. After this, the pediatrician referred Jenny for care at the local children’s 
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hospital. The hospital has a childhood diabetes team comprised of endocrinologists, 
nurses, diabetes educators, a child psychologist, and a health educator. 

 After a visit, the medical team learned more about Jenny’s history. Jenny was 
residing with her aunt over the summer, but this may become permanent, pending a 
court decision. Jenny experienced periods of homeless in Atlanta, her home. She 
has also been in and out of care with different family relatives. Her mother has had 
diffi culties with substance use. Her mother does not have a house and Jenny and her 
mother and younger sister have been residing in hotels and shelters. She has not 
attended school regularly and is behind a grade due to missing school so frequently. 
Her mother brought Jenny to a Child and Family Services Unit in Atlanta to fi nd her 
a case worker, because she was worried about Jenny’s health. It was her mother who 
actually suggested Jenny visit her aunt for the summer. Upon uncovering the history 
of neglect and lack of housing and food, the caseworker in Atlanta opened a court 
case. A judge will decide if Jenny remains in her mothers’ care, her aunt’s care, or 
goes to live with another relative. Jenny’s aunt has temporary custody over the sum-
mer. The case worker for Child and Family Services is her guardian until the judge 
can make a decision about long-term placement for Jenny. 

 Jenny’s aunt is just learning about type 1 diabetes in children. She has begun 
administering insulin and provides doses on a regular basis. Jenny’s HbA1c level is 
around 7, which is good. Her aunt remains concerned that Jenny’s mother will not be 
able to administer insulin regularly nor will she be able to help Jenny watch her 
carbohydrate intake. In Atlanta, the family diet is mostly carbohydrates and is high 
in refi ned sugar. Soda with sugar is a drink of choice rather than water or milk. Meals 
are infrequent and the children often overeat at a meal, because they are not sure 
when the next meal will be. The endocrinologist at the children’s hospital has recom-
mended that insulin be administered by an adult using an insulin pen, as Jenny has a 
history of misusing medications and her aunt expressed fear about using the pump to 
administer insulin. The endocrinologist has recommended consultation with the 
child psychologist who works with the diabetes team. He also recommended enroll-
ing Jenny and her aunt in the buddy and education  programs   at the hospital. 

 Jenny is enrolled in a support group with other children who have type 1 diabetes 
at her local children’s hospital. She has gone to one session and gotten to know the 
group leaders, a health educator and a child psychologist. Jenny is very personable 
and the group leaders believe she will do very well in the group, which is comprised 
of three other children who are enrolled in elementary school. The group is focused 
on helping children learn to count their carbohydrates, eat more vegetables and 
fruits, and exercise regularly. Parents or caregivers meet with the health educator 
and receive pamphlets to learn what children are reviewing in the groups. The 
health educator is assigning Jenny’s aunt a buddy, who is another mother of a child 
who has been  coping with diabetes   for a few years. This mother is a volunteer for 
the buddy program sponsored by the diabetes team. Jenny and her aunt also were 
referred, by the health educator, to a pediatric dietician at the children’s hospital. 

 The child psychologist on the team is going to interview Jenny to determine if 
she would benefi t from counseling, given the turbulent nature of her developmental 
history in Atlanta. The child psychologist has been in contact with the case worker 
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in Atlanta and Jenny’s mother to gather historical information prior to her meeting 
with Jenny. During the meeting with Jenny, the child psychologist plans to screen 
for intellectual functioning. The child psychologist plans to talk with Jenny’s aunt 
to determine if educational testing, regarding appropriate placement for the next 
academic year, will be required. 

 The health educator and child psychologist will meet to determine a case lead for 
the diabetes team. One of these two professionals will be the lead on the case and 
organize follow-up visits and care for Jenny. This care manager will provide infor-
mation to the case manager in Atlanta, will determine if Jenny has improved knowl-
edge about her diabetes and its management, is functioning adequately – in terms of 
emotional functioning – and has had adequate assessment of academic abilities. 
This is important as Jenny needs to “catch up” on missed educational opportunities. 
It is hoped that this will occur during the summer through tutoring. This case study 
highlights roles for both the health educator and  a   psychologist to add to the medical 
management of the child’s disease and to contribute to child well-being.  

    Summary 

 This chapter reviewed critical information on the management of type 1 diabetes 
and type 2 diabetes. Material relevant to improving child adherence and functioning 
was presented. Information about interventions to improve child functioning was 
emphasized. The case study illustrated roles for health educators and psychologists. 
Currently, the cause and cure for diabetes remains unknown. This disease impacts 
many youth and their families, and fi nding a cure will help many. Improving medi-
cal management of this disease is critical, as improved medical management, in 
terms of reducing stress, improving healthy eating, exercising, administering insulin 
(type 1 diabetes), and taking medications (type 2 diabetes), remains critical tasks for 
improving health outcomes for children. 

  Exercises/Review Questions 

     1.    Defi ne type 1 and type 2 diabetes.   
   2.    What are “best practices” for the management of type 1 diabetes in children?   
   3.    What are possible long-term health consequences related to diabetes for children?   
   4.    Is physical activity a cornerstone for diabetes management in your opinion? 

Why or why not?     

  The fi ve questions below are based on your review of the case study…  

     1.    If you were the team leader for the hospital-based children’s education group, 
what topics would be covered to educate children about diabetes?   

   2.    What type of information about diabetes management should be transmitted to 
Jenny’s aunt, and if necessary, her case worker in Atlanta?   
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   3.    How would you recommend monitoring adherence to blood glucose monitoring 
and insulin administration at Jenny’s aunt’s home over the remainder of the sum-
mer months?   

   4.    Jenny is in the honeymoon period. How would you explain this phenomenon to 
her aunt?   

   5.    How should Jenny’s mother be involved, if she comes to visit Jenny over the 
summer months?      

  Key Concepts 

    Type 1 diabetes  
  Type 2 diabetes  
  Hyperglycemia  
  Hypoglycemia  
  Counting carbohydrates  
  Blood glucose testing  
  Insulin Pump  
  Glycosated hemoglobin or HbA1c  
  Long-term health concerns for children with diabetes  
  Diabetic ketoacidosis (DKA)  
  Emotions and diabetes  
  Shared management or teamwork approach to diabetes management  
  CASCADE training model  
  TEENCOPE Program         
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    Chapter 4   
 Coping with Pain                     

                Defi ning Pain in Children 

 In primary care and hospital settings injuries are the most common medical problem 
and cause of pain in children. If  acute pain   due to injury is not treated, it can have 
long-lasting effects for children. Walco ( 2008 ) defi ned pain (or nociception) as, 
“Nociception refers to the excitation of peripheral afferent neurons in response to a 
noxious stimulus” (p. S126). Nociception is sensory stimulation which sends a mes-
sage to the brain, and pain is the subjective response to the stimulation. Thus, pain 
is what hurts when we respond to a noxious stimulus or injury. One good resource 
for learning about pain is information posted by the National Institute of Neurological 
Disorders and Stroke (  http://www.ninds.nih.gov/disorders/chronic_pain/detail_
chronic_pain.htm    ,  2015 ). At this site there is information on recent pain research, 
mostly focusing on adults, but the information about the pain response and  trans-
missio  n of pain in the nervous system is applicable for children as well. 

 Children typically describe pain in terms of its (1) unpleasantness; (2) its sensory 
attributes, such as strength, quality (throbbing, sharp); (3) location; and (4) duration 
(McGrath,  1990 ). Chronic pain lasts for more than 3 months; this can be termed 
“recurrent” and long-term pain (Eccleston et al.,  2012 ). This recurring pain usually 
interferes with a child’s daily functioning.  Acute pain   is usually of short duration. It 
is typically produced by a well-defi ned pain stimulus, such as an injury or a medical 
procedure. 

 There are two other  types   of pain that might be helpful to defi ne. Some children 
may have referred pain. Referred pain may be defi ned as pain felt at one place or site 
on the body that originates from an injury or noxious stimulus at another site in the 
body. Another type of pain is causalgia pain. This is pain that is produced by stimuli 
that would normally be considered to be “nonpainful” stimuli or stimuli that do not 
produce pain in most children. 

 Children who have  chronic illnesses   may report experiencing pain that is not 
explained by their disease alone (Bromberg, Schechter, Nurko, Zempsky, & 
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Schanberg,  2014 ). That is, they may experience pain without any functional or 
physical cause. Thus, it is important to consider psychological and social causes of 
pain, in addition to physical causes. It may be that children with some chronic con-
ditions, such as arthritis or sickle cell disease, may begin to experience disordered 
sensory processing that impairs the physical mechanisms by which they experience 
pain. Children with this type of nonfunctional pain may have “hypersensitive” sen-
sory or nociceptive or pain systems in their bodies. These types of pain can be 
termed functional pain, which may be defi ned as, “…pain that exists without an 
underlying biochemical or anatomical abnormality” (p. 211; Bromberg et al.,  2014 ). 

 Pain is subjective and individualized. Therefore, each child should defi ne his or 
her pain as “what hurts” (McGrath,  1990 ). There is a subjective component to chil-
dren’s pain and it is crucial to assess each child’s symptoms on an individual basis 
and design pain management strategies that work best for the child. Pain can be 
defi ned in terms of its intensity, quality, cause, and duration. There are multiple 
causes for pain, including mechanical, thermal, electrical, and chemical causes. For 
example, a thermal cause for pain might be a burn injury. A fall from a tractor could 
cause mechanical pain. Children may describe their pain intensity from being weak 
to strong. Quality descriptors for pain include terms such as aching, throbbing, tear-
ing, and burning. Duration can encompass many descriptors that include frequency 
of the pain (“I’m in pain all the time; I’m in pain once in a while when it rains”) and 
how long (how many days, months, years) the child has been experiencing pain. 

 Pain messages are transmitted in the child’s body through the nociceptive sys-
tem. Describing the pain system to children is important, because they need to 
understand how pain messages are transmitted in the body to comprehend how 
 psychosocial pain management strategies   can be helpful tools for reducing their 
pain experiences. The health educator might not need to use the term nociceptive 
system or explain the role of axons in transmitting pain, but a developmentally 
appropriate explanation of how pain messages are transmitted is critical for chil-
dren. One example of an explanation for how pain messages travel in the body is 
presented in Fig.  4.1 .

   Pain messages are delivered electronically. Nociceptive processing occurs when 
our sensory system detects a noxious stimulus and transmits this message, via axons 
in the body, to the brain (McGrath,  1990 ; Melzak & Wall,  1965 ). The child’s brain 
interprets the pain message. The pain message begins at the dendrites of primary 
neurons, which are peripheral nerves that synapse or connect to secondary neurons 
in the dorsal horn of the spinal chord (pain messages moving through this circuitry 
are said to move through the spinothalamic tract). The nociceptive afferents are the 
axons of primary neurons that take messages to the brain. Different nociceptive 
afferents (axons of the primary neurons) are sensitive to different types of pain. 
The pain message moves out from the dorsal horn, via projection neurons, whose 
axons extend to the brain. The spinothalamic tract is the most fundamental pathway 
for pain messages. 

 The brain then receives the pain message and interprets it. The brain can thus 
“act” on pain messages, lessening their impact. Once the child can grasp this con-
cept it may be easier for him or her to follow the logic behind the notion of using 
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mental strategies and other behavioral strategies to help him or her manage pain. 
It is also critical to explain to the child that the brain can make its own pain suppres-
sors, and release endorphins, which may lessen the child’s experience of pain. This 
has been a cursory review of how pain works for children. But, even a simple expla-
nation, such as the one that is presented in Fig.  4.1 , can help the child to grasp that 
his or her thinking processes and behaviors can help impact the pain experience.  

    Prevalence 

  Acute pain   is the most common type of pain in children, followed by recurrent pain 
with no known cause (Hermann & Blanchard,  2002 ). Headache pain is very common 
in children. For instance, pediatric migraine occurs in 3–10 % of children and 

Here is how pain works.

The receptors for pain are located in many places, like the skin, muscles, bones and joints. Your
arthritis can cause pain messages to start in your joints.

The A-Delta and C nerve fibers will send the pain message and then neurons will turn the pain
message into an electrical signal that tells your brain you HURT.  What happens is that the A and
C fibers take the message up the spinothalamic track to your brain, in places called the thalamus
and the frontal cortex. Your brain helps tell you about the pain message.

Draw a track from one of your painful joints to your brain right here.

  Fig. 4.1    How pain works       
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adolescents (Hermann & Blanchard,  2002 ). Arguably, an area of key importance for 
children is chronic pain related to medical conditions and the majority of this chap-
ter will focus on a discussion of chronic pain related to medical conditions and the 
treatment of this type of pain. Headache is a frequently studied area in children’s 
chronic pain and thus also will be referenced in this chapter. 

  Prevalence rates   for pain experiences for children vary across studies and across 
type of chronic medical condition (King et al.,  2011 ). For example, Weiss et al. 
( 2013 ) reported that 11–38 % of children may experience chronic pain at some time 
in their lives. Headache and abdominal pain are the most common types of pain 
reported by children (Eccleston et al.,  2012 ). In general, King et al. reported that 
girls experience more chronic pain than boys and that the experience of pain 
increases with age, into adolescence. They emphasized that more research into the 
correlates of chronic pain in boys and girls will be important. In their recent review, 
King et al. ( 2011 ) divided  types   of pain into major illnesses, such as pediatric head-
ache, musculoskeletal pain, back pain, and abdominal pain to name a few. King 
et al. also assessed the occurrence of pain across several studies. Rates of pain var-
ied widely across type of medical condition. For instance, rates of headache pain, 
the most common pain, varied from 8 to 83 % across studies. In epidemiological 
studies, children who reported more than one type of pain showed varying patterns 
ranging from 4 to 49 %. Hermann and Blanchard ( 2002 ) reported that as many as 
one-third of children could “outgrow” their experiences of pain, but they cautioned 
that this fi gure was an estimate and more longitudinal (long-term) studies of child-
hood pain are needed to determine whether this is the case.  

    Genetic and Environmental Infl uences 

 Genetic  infl uences      on pain may vary widely, based on the type of chronic illness. 
However, a review of studies using twins to examine heritability of pain across dif-
ferent types of medical problems does indicate that genetics infl uence pain responses 
(e.g., Nielsen, Knudsen, & Steingrímsdóttir,  2012 ). Heritability may be greatest for 
headache pain or perceptions of widespread pain responses without clear causes or 
symptoms. After this, back and neck pain may be infl uenced by genetic factors. 
Child temperament, which has a genetic component, also interacts with the afore-
mentioned factors to determine children’s adjustment to chronic medical condi-
tions, which includes their adjustment to pain and their quality of life (Harper et al., 
 2014 ). For example, Walco ( 2008 ) reviewed several studies and determined that 
children who experience high anxiety levels and are very sensitive in nature might 
be more likely to experience pain. However, early negative experiences with pain 
may actually infl uence a child’s long-term negative reactions to pain, making chil-
dren more predisposed to experience pain in later years. This might be indicative of 
strong environmental determination of children’s pain responses. 

 Developmental, environmental, and genetic factors may infl uence children’s 
responses to painful experiences (Walco,  2008 ). A child’s response to pain depends 
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on his or her age (phase in development), genetic predisposition to feel pain, and the 
contextual or environmental factors that shape a child’s pain response. In terms of 
contextual or environmental infl uences, children can learn how to cope with pain 
from observing others’ pain responses. They also learn their pain responses based 
on reinforcement for their pain behaviors. For instance, whether or not  the   child 
him- or herself is reinforced by others, like parents, for the way he or she copes with 
pain may predispose a child to react more strongly to painful experiences. In sup-
port of environmental factors determining pain, results of a study examining low 
back pain in children indicated that the greatest impact on pain responses in children 
were environmental infl uences (El-Metwally et al.,  2008 ).  Environmental infl u-
ences   include several factors: early learning based on previous pain experiences, 
observation of others’ responses to pain, and reinforcement of pain responses by 
signifi cant others, such as parents and nurses.  

    Assessment 

  Education   in pain  assessment   and management has become essential in the health 
professions and is considered a specialty area (Fein et al.,  2012 ). There are many 
measurement tools used to assess children’s pain responses.  Visual analog scales   
(using a number line or a line with a point for low and high pain), for example, allow 
children to rate their pain on a scale from low to high pain, and these types of scales 
have been found to be useful in determining children’s perceptions of their pain 
 experiences  . Pain faces, where children circle the face representing their pain, also 
can provide a good estimate of children’s views of their pain experiences. For pain 
“faces” scales, children typically view several line drawings depicting happy faces 
and faces depicting distress and circle one or select one face to convey the nature of 
their pain (McGrath,  1990 ). In a fairly recent study with children between the ages 
of 4 and 17 years who were experiencing acute pain, Tsze, von Baeyer, Bulloch, and 
Dayan ( 2013 ) examined children’s reports of pain using an analog scale (with visual 
markers and a slider to move to show their pain level) and a faces pain scale for chil-
dren to convey how their pain was infl uencing them. These researchers found both of 
the aforementioned measures were good indicators of children’s pain reports. They 
concluded that both measures were helpful and useful, because children reported 
lower pain on these measures after receiving treatment with  analges  ics. Both mea-
sures were sensitive to change in reports of severe pain. These researchers did report 
that more research on the use of pain measures would be necessary for children ages 
7 years and younger because the utility of the scales used in this study was relatively 
weaker for children in this younger age group. Behavior observations and parent 
interviews may be useful for recording pain experiences for very young children, 
and they have been found to be good indicators for older children as well. 

 Wong and Baker ( 1988 ) used several types of scales to assess children’s pain. 
They found that children enjoyed using a faces scale to report their pain. This type 
of scale might be recommended for children between the ages of 8 and 11 or 12 
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years of age. Children ages 13 and older might benefi t from using a visual analog 
scale that allows them to rate their  pain   severity; then, they can describe how their 
pain feels and where their pain “hurts.” In addition, it is necessary to ask children 
what causes them pain, because different procedures may be painful for different 
children, as pain is an individualized experience. Wong and Baker ( 1988 ) recom-
mended that when assessing pain, one needs to ask the child how he or she is feel-
ing, and use behavioral observations to determine the severity and frequency of the 
child’s pain. They also cautioned that children may not become accustomed to pain, 
and therefore it is important to re-assess their symptoms over time. 

 Connelly et al. ( 2012 ) used electronic diaries to record how children and their 
parents responded to their children’s arthritis pain. For this study, nine children and 
parents completed daily assessments of pain and mood using handheld computers. 
Assessments were recorded three times each day for 2 weeks. Study results indi-
cated that parents who were overprotective of their children tended to have children 
who were less engaged in activities and who reported experiencing more negative 
mood states.  Distraction   could help children to stop “over-focusing” on pain, which, 
in turn, could help children engage in more activities. There was an exception to 
note, however. If children were experiencing “very high” disease activity, which 
typically involves high pain, then distraction and involvement in activities did not 
always lead to an improved mood state. This could have indicated that children were 
engaging in activities but not enjoying them or feeling well because their disease 
was at a more severe level. When pain reaches higher levels, consultation with pedi-
atricians and pain management teams can offer support for the child. Research 
examining what types of strategies work (or do not work) given a child’s experience 
of his or her pain intensity and his or her age level will make contributions to 
existing literature.  

    Impact on Children 

 Pain has a signifi cant impact on children’s lives. Children who experience pain may 
limit their involvement in activities and reduce time spent with their friends and 
children their own age. They may feel that they cannot control their pain and that no 
matter what they do the pain will always be there. Eccleston et al. ( 2012 ) mentioned 
that the experience of chronic, recurrent pain can have negative effects that last into 
adulthood. Others have confi rmed that children’s pain memories can shape their 
reactions to pain for the rest of their lives (e.g., Noel, Chambers, McGrath, Klein, & 
Stewart,  2012a ,  2012b ).  Negative emotions   also impact how a child experiences 
pain. Although pain can cause one to feel sad and anxious, these same feelings can 
actually increase a child’s experience of pain. Catastrophizing (thinking the worst 
will happen in terms of thinking the pain will increase until it is unbearable) or feel-
ing very out of control over one’s pain can heighten a child’s pain experience 
(Sullivan et al.,  2001 ; Thastum, Herlin, & Zachariae,  2005 ). Hence, feeling that 
there is no way to control pain, may be related to increased reports of pain, such that 
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a child who feels he or she cannot control pain will experience greater pain levels. 
Helping a child to work on believing that pain can decrease and that positive think-
ing can be used to reduce pain—that is, working on self-effi cacy for coping with 
pain, can have a positive impact on how a child copes with pain. 

 There are several other factors that may impact children’s pain experience. For 
instance, feelings of extreme anxiety or fear related to having pain can also increase 
the impact of pain for children. Moreover, if children have negative expectations 
about medical procedures, perhaps due to negative previous experiences, this can 
increase their pain when they undergo medical procedures. This can cause them to 
tense up, which may increase pain and it also causes distress, which can heighten 
the experience of pain. For example, if a child has had a bad experience, such as 
with a painful needle stick that caused bruising, he or she may expect another needle 
stick to be painful, increasing the painful nature of the experience and his or her 
distress level. A child can have a role in causing a negative experience, if he or she 
expects a very negative outcome or engages in catastrophizing or very negative 
thinking about how pain will occur (e.g., Sullivan et al.,  2001 ). Specifi cally, a child’s 
tension and muscle tightness, which may be anxiety-related, may cause a needle 
stick to hurt more. 

 Memories of painful experiences can play a role in children’s reactions to new or 
current pain experiences. Recall of high intensity pain and the negative nature of this 
experience may be related to children reporting more pain in new pain-inducing situa-
tions (Noel et al.,  2012a ). Having experienced pain the past can also be related to a 
child experiencing more anxiety when needing to undergo new procedures that can 
cause pain. Thus, anxiety, negative pain experiences, and high intensity pain can infl u-
ence each other in a negative cycle, such that negative memories of pain can cause 
new anxiety, heightening pain when the child is undergoing new painful procedures 
(Noel et al.,  2012a ). Consequently, pain memories should be explored with the child as 
negative memories can impact the child’s abilities to deal with pain experiences.  

    Pain Management 

 Not understanding coping strategies, such as relaxation and  distraction  , can also 
leave children with a lack of tools for helping them manage their pain (Koller & 
Goldman,  2012 ). Relaxation can include thinking happy thoughts or listening to 
relaxing music.  Distraction   can occur through play or thinking about different, 
happy events. Using relaxation and distraction have the potential to help a child 
relax, making it less painful to undergo some medical procedures. Another long- 
term pain management strategy may be to have a child engage in gentle, regular 
exercise. Over the long run, gentle exercise can release endorphins which are the 
brains natural  analges  ic for helping pain coping. Moreover, restricted activity can 
increase stiffness and soreness, thereby increasing the child’s pain. 

 Children may be reinforced, however inadvertently, by their parents when they 
report pain, causing their pain symptoms to recur or broaden in scope. Parents who 
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show less distress about their children’s pain are likely to have children who are 
functioning at a higher level (Sieberg, William, & Simons,  2011 ). A health profes-
sional may instruct a parent to de-emphasize the attention he or she pays to a child’s 
expressions of pain, in order to provide a gentle “ignoring” experience, while the 
parent is encouraging the child to get back into the swing of his or her daily activi-
ties. If parents are too overprotective or too responsive to their child’s report of pain, 
such as by decreasing the responsibilities he or she could perform, then the child can 
over-report or over-emphasize pain. In turn, his or her functioning suffers. Of 
course, this is not always the case, but this type of situation has been reported in the 
pain literature (e.g., Logan, Simons, & Carpino,  2012 ). One strategy for children 
with long-term chronic pain is for a parent to encourage his or her child to “get back 
into life” and re-engage in activities and time spent with friends. Ignoring pain and 
encouraging activity can be tricky. This can be a delicate balance, as children’s 
reports of pain can be under-emphasized. If this occurs, then children can be under- 
medicated and not get the medicine they need to relieve pain. Using observation and 
assessing a child’s pain regularly over time can provide data for health educators 
and parents to inform their decisions about responding to a child’s reports of pain. 

 In their review of management of  acute pain   in children, Samuel, Steiner, and 
Shavit ( 2014 ) noted that children with injuries may not receive appropriate levels of 
 analges  ia to treat their pain symptoms, indicating that they are under-medicated in 
terms of pain treatment. They noted several possible reasons for this lack of treat-
ment, including potential exaggerated fears of medication effects for children (i.e., 
worrying that the child could become addicted to pain medications) or fears of 
adverse events related to medication for children. They concluded that more studies 
with children, especially very young children, to understand the management of 
acute pain, are needed. 

 Parents are role models for their child. If a parent thinks the worst will happen, 
because the child is in pain, the child can come to believe this assumption. Children 
can learn a pain response from others who have pain, and thus, if parents experi-
ence pain themselves, they need to consider role-modeling positive coping, using 
distraction, positive thinking, and relaxation, to help them cope with their pain. 
If parents hold a catastrophizing attitude, believing the worst will occur or that 
pain is very limiting, the child can model this attitude. In fact, Logan et al. ( 2012 ) 
reported that parents who were overly sympathetic to the child’s report of pain may 
have infl uenced the child’s tendency to avoid going to school. Parents who are 
overly sympathetic to their child or have a negative view of outcomes may be more 
likely to think that teachers’ responses to the child’s pain are not as sympathetic as 
they could be. 

 It is important to mention that parents may be the key champions in helping their 
child overcome pain or have a positive attitude toward a painful experience. In fact, 
in a study measuring a pain management program for children with cancer, 
McCarthy et al. ( 2013 ) found that parents were likely to use distraction, humor, 
or help their child with deep breathing to assist their child in coping with pain. 
Their primary or number one strategy was  distraction  , and comforting the child by 
 holding him or her was a close second, in terms of helping the child through a painful 
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experience. Parents were present more than 95 % of the time for children ages 8 and 
younger who were coping with painful events. Hence, the primary agent for teach-
ing a child to manage pain may be parents, and teaching parents pain management 
strategies so that they can practice them with their child may be a very successful 
experience for the parent and child. 

 Table  4.1  presents several strategies, such as getting support from others, distrac-
tion, imagery, and relaxation, that may help children manage their pain.

   The strategies reviewed in Table  4.1  provide some guidelines for health profes-
sionals interested in using psychosocial pain management strategies with children. 
The strategies presented in this table are primarily behavioral. However,  imagery   is 
a  cognitive strategy  . It is important to consider training in other specialty areas to 

       Table 4.1    Pain management strategies for children   

 Name of pain channel  Explanation and strategies 

 Positive thoughts  Helping the child think of positive things to say to him or herself can 
help the child fi ght his or her pain 
 Teach the child to “Think away your pain. Your brain understands the 
pain message. If you think you can beat your pain you can make it 
less! Having a positive attitude can really help you make your pain 
lower. What kinds of things can help you have a positive attitude and 
be happy? Let’s think about how you can do something that makes 
you happy every day” 

 Getting help from 
other people 

 Other people like teachers can help a child when he or she has a pain 
fl are. Children need to ask others for help (“Talking to an adult to tell 
them you need a break to help your pain go lower is a good pain 
strategy.”). Health educators should teach others (teachers, coaches, 
even friends) how to help a child cope with pain 

 Doing something fun  Doing something fun, like playing a game to help as a distraction 
strategy. Make sure that the activity is something the child considers 
fun, as strategies will vary for different children 
 Teach children to use their imaginations to do something fun in their 
minds or brain, like thinking of a favorite activity or going to the 
beach. This type of distraction is “imagery.” Make sure that the child 
thinks about all the details of the situation to make the image as vivid 
as possible (e.g., sights, sounds, smells). Another type of imagery for 
children that also allows children to challenge their pain is to have 
them imagine their own special superhero who is challenging their 
pain and beating it! 

 Relaxation  The relaxation response is different from the uptight and ramped up 
nature of the pain response in many children. Have children do 
something relaxing like listen to music or watch television. Warm 
compresses can also help children relax. Finally, some children can do a 
modifi ed version of muscle relaxation where they tense and relax their 
fi sts or feet (if these areas are not in pain) to try to relax their bodies 

 Gentle movement  Moving, typically through gentle exercise (check each child’s 
tolerance level) may help the child to reduce his or her pain. Have the 
child start with low activity or movement and go slow. Always make 
sure that a movement strategy is acceptable to the child’s doctor 
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provide therapy for children experiencing pain. Some of these areas include music 
and art therapy as well as participating in training in how to use hypnosis, biofeedback, 
or message. 

  Hypnosis   involves helping the child to attain an inner state of intense concentra-
tion and focused attention (Kohen & Kaiser,  2014 ). Experts have proposed that the 
state of focused attention discovered in hypnotic states in children can be induced 
by imagery, intensely focusing on thoughts or objects, or intensely focusing on 
breathing (Kohen & Kaiser,  2014 ). Children may be especially responsive to state-
ments that suggest their pain will be reduced and that they will be more relaxed 
when hypnosis is used, because children may be more responsive to suggestion 
when they are in a hypnotic state. The author of this chapter is not an expert on the 
use of hypnosis and a detailed explanation of how to use hypnosis or hypnotic 
induction with children is beyond the scope of this chapter. Those interested in gain-
ing a greater understanding of hypnosis are guided to the National Pediatric 
Hypnosis Training Institute (  http://www.nphti.net/    ) and to review books on the sub-
ject, such as one entitled, “Therapeutic Hypnosis with Children and Adolescents” 
by Sugarman and Wester ( 2013 ). 

 Biofeedback is another intervention (it is not reviewed in Table  4.1 ) that can 
be used to manage children’s pain. When  biofeedback   is used to manage a 
child’s pain, he or she is connected to a monitoring device that shows the child’s 
pulse, respiration rate, or skin temperature. The child then can learn through 
visual feedback and by paying attention to his or her body, in order to learn 
which body states are associated with lower arousal and stress. Through moni-
toring one’s bodily states and practicing relaxation or  diaphragmatic breathing  , 
the child can learn to control a stressful physiological reaction. Children can 
learn to lower their heart rates, respiration rates, and body temperatures, decreas-
ing the pain response. This type of training allows the child to train his or her 
autonomic nervous system so that he or she will be more relaxed, reducing the 
pain response. The autonomic nervous system works without conscious effort 
and regulates automatic body processes, like breathing. The notion is that if 
physiological reactivity is controlled when the child relaxes or reduces physio-
logical reactivity, then the child’s pain response can be reduced. Repeated train-
ing sessions are needed for the child to learn a more relaxed physiological 
response. It is recommended that clinicians and health educators receive special 
training and practice under supervision to learn how to use this technique effec-
tively. Research has shown that biofeedback has been effective in reducing pain 
related to pediatric headache, especially migraines (Hermann & Blanchard, 
 2002 ), and in reducing abdominal pain in children with Irritable Bowel Syndrome 
and functional abdominal pain (Stern, Guiles, & Gevirtz,  2014 ). Biofeedback 
can be used with other pain management techniques such as muscle relaxation 
or breathing as a combination treatment to combat children’s pain (Hermann & 
Blanchard,  2002 ). 

 Gentle massage (touch) may be another tool to help a child combat pain. Field 
( 1996 ) has documented the benefi ts of massage for children with chronic medical 
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conditions such as asthma, diabetes, and burns. For children with burn injuries, she 
found that massage was related to decreased reports of pain. Field also discovered 
lower pain reports for adults with fi bromyalgia who participated in message. 
Typically,  gentle touch   was used for a period of 30 min or less. Field speculated that 
decreases in stress levels could be related to the positive impact of message. Special 
training and supervision would be recommended for those learning this type of 
intervention. 

 It is essential to consider the child’s general orientation to gaining information 
and coping with pain, when helping the child learn to manage pain. If the child is an 
information seeker, and benefi ts from learning about procedures and how to manage 
pain, then providing him or her with medical information about his or her condition 
or medical procedures may be helpful. Demonstrating how a medical procedure will 
work and explaining how it occurs can actually be soothing for a child who is an 
information-seeker. Some children may even benefi t from assisting with the proce-
dure, such as telling the doctor or nurse “when” to do a needle stick. On the other 
hand, if a child is a “distractor” by nature, then the child might benefi t from distract-
ing him or herself by having fun (engaging in a fun activity), using imagery (think-
ing of a favorite activity), or using  relaxation   (breathing or blowing bubbles). It is 
most likely that a combination of strategies will work for children and it may be that 
different strategies will work in different situations and at different times. 

 Parental support and comfort are excellent pain management strategies for 
most children. Many children look to their parents for comfort and to provide 
distraction. Others observe their parents who are “models” showing the child how 
to cope with pain. Adults must monitor how their child is reacting to them as a 
“support” in managing pain, because as support-persons they can help or harm 
their child’s pain management efforts. As mentioned, if adults in the home pay a 
great deal of attention to children’s pain reports, then the children’s reports of 
their pain symptoms can potentially increase and the children may experience 
decreased levels of social functioning and involvement in their daily lives 
(Peterson & Palermo,  2004 ; Walker, Claar, & Garber,  2002 ). Therefore, it is rec-
ommended that parents acknowledge children’s pain and help them treat it. On the 
other hand, it is also necessary for parents to make sure that they do not overpro-
tect their child when he or she reports pain. They should also make sure that to the 
extent possible, their child engages in daily activities and socializes. Withdrawing 
from social and daily experiences can cause depression and anxiety in children 
and heighten the nature of pain experiences. Instead parents should foster active 
coping with pain, assisting in teaching their child positive pain coping strategies 
such as relaxation and encouraging them to carry on with daily functioning 
(Connelly et al.,  2012 ). Health educators need to gather information on a case by 
case basis as there may be variations in parent responses and variations in child 
needs when making recommendations about pain management. After a compre-
hensive literature review, Eccleston et al. ( 2012 ) emphasized that  psychological 
and behavioral treatments   for pain should be tailored to both the child and fami-
ly’s needs.  
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    Medications 

 The administration of medication to manage pain is complex and a detailed descrip-
tion is beyond the scope of this chapter. In many children’s hospitals, a pain man-
agement team, consisting of physicians, nurses, and other health professionals, may 
specialize in caring for children’s pain. This team may make recommendations for 
their pediatricians to manage their pain after they leave the hospital. Pain teams may 
develop pre-measured doses of pain medications and children can administer pain 
medicine through pushing a button which delivers a small dose of pain medication 
through intravenous lines. The amount of drug available to the child is measured so 
that the child has access to the “correct” amount of the medication (the dose that the 
child is to have over a specifi c time interval); however, the child can administer the 
medication in small doses over a certain time period. Having control of the admin-
istration of medication can help a child feel that he or she has some control over the 
pain that he or she is experiencing. 

 Berde and Sethna ( 2002 ) provided guidelines for the use of  analgesics   in treating 
children’s pain. They discussed the use of aspirin, acetaminophen, or nonsteroidal 
anti-infl ammatory drugs (NSAIDS), such as ibuprofen and naproxen, in children. 
They mentioned that opioids have been used in the treatment of pain related to can-
cer and sickle cell disease for children. Opioids have also been used to treat postop-
erative pain. Research has not indicated that children become addicted to these 
medications. Fein et al. ( 2012 ) recommended that physicians in the emergency 
room consider administration of an  analges  ic if a child’s level of pain is greater than 
three on a rating scale from 0 to 10. Contraindications for administration of an anal-
gesic are if the child is allergic to a pain medication. Ibuprofen can be used, unless 
the child has an allergy to aspirin, has an upcoming surgery, or has a bleeding dis-
order or renal disease. Acetaminophen was another choice for pain relief as well as 
oral oxycodone. Topical anesthetics, such as EMLA, could be used to control pain 
related to IV catheter placement and other minor procedures. EMLA is a topical 
anesthetic or cream that children can rub on an external area of skin where there 
might be a needle stick and it will numb this area. Medical professionals should 
follow guidelines and decision trees for administration of medications with chil-
dren, in order to consider the many possibilities and contraindications for using pain 
medications with children.  

    Psychosocial Factors Related to Pain and  Emotional 
Functioning   

 Children who experience signifi cant chronic pain are likely to miss school, withdraw 
from friends and social activities, and they are at risk for internalizing problems, 
such as depression and/or anxiety (McGrath,  1990 ; Weiss et al.,  2013 ). Family rela-
tionships can be strained as parents experience anxiety when their child is in pain. 
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Children may view events in their lives in a negative light when they are in pain. 
King et al. ( 2011 ) found various relationships among psychosocial factors and dif-
ferent medical conditions which typically involve pain. For example, children resid-
ing in low-income families were more likely to report headache pain. Children with 
recurrent abdominal pain were often likely to experience anxiety and/or depression. 
Similarly, children reporting back pain also could be experiencing anxiety and/or 
depression. After reviewing studies assessing “general” reports of pain, King et al. 
discovered that children reporting pain experienced a lower quality of life than for 
children who did not report experiencing chronic pain. Thus, psychosocial factors 
associated with pain vary by type of medical condition, but it is important to con-
sider these factors when assessing chronic pain for children with different types of 
medical conditions. 

 In an earlier review article, Lavigne, Schulein, and Hahn ( 1986 ) reported that 
children who are likely to experience pain may be more anxious and insecure; 
they could tend to be “emotionally reactive.” They may be worriers and perfec-
tionists in that they are overachievers, who are overly conscientious. However, 
this typology or “pain type” is not supported by all studies. Indeed, Lavigne et al. 
noted that there are many factors that may determine a child’s pain response, 
including family history of pain and how parents respond to a child’s reports of 
pain. Pain typology appears more complex than just a child personality type. For 
example, Harper et al. ( 2014 ) found children who had a bounce back,  positive  , or 
resilient attitude were better able to cope with having cancer, which is a disease 
accompanied by many painful procedures. It may be that resilient children, with 
easy-going temperaments, are better able to cope with pain. This is encouraging 
because teaching children how to become more positive is a skill that can be 
learned and mastered. 

 Children who are experiencing pain may experience higher levels of depression, 
irrespective of the physically limiting nature of their pain experience (Kashikar- 
Zuck, Goldschneider, Power, Vaught, & Hershey,  2001 ). Kashikar-Zuck and her 
colleagues examined the impact of chronic pain in 73 children with chronic pain 
that were followed for 1 year at a pediatric outpatient clinic. They reported that 
children with chronic pain experience “signifi cant diffi culties in psychosocial func-
tioning” (p. 346). Children experience disruption in school, either missing school or 
having to be home-schooled. Most of the patients they surveyed showed mild to 
moderate levels of depression, which could have been either an outgrowth of or a 
precursor to their pain experience. It was of concern that about 15 % of the sample 
reported signifi cant levels of depression, which indicated a need for long-term psy-
chological treatment. 

 In addition, children may need psychological support to reduce isolation and 
feelings of depression related to having chronic pain. Kashikar-Zuck et al. ( 2001 ) 
noted that a pattern of negative thinking and believing the worst would happen 
could be related to experiencing higher levels of pain. Teaching children to interrupt 
negative thinking cycles and speak more positively to themselves (i.e., engage in 
more positive self-talk) may be a key skill to help children change negative  thinking   
that may amplify their pain experience. 
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 Lacking sleep can be a factor in children’s pain experience (Chambers, Corkum, 
& Rusak,  2008 ). Specifi cally, children who have diffi culty sleeping may report 
higher levels of pain. In a study with children who had arthritis, Bromberg, Gil, and 
Schanberg ( 2012 ) found that poor sleep quality was related to higher reports of pain 
for children with arthritis. Positive mood states could mitigate or change this rela-
tionship, such that when children were feeling positively the relationship between 
poor sleep and pain was not as strong. Interestingly, children’s experience of pain 
did not predict their sleep quality the next evening. This meant that although poor 
sleep was related to experiencing pain the next day, the reverse was not the case in 
this study (i.e., pain during the day did not predict poor sleep quality at night).  

    Interventions 

 Palermo and her colleagues examined research reviewing the impact of psycho-
logical therapies to help children combat pain (Palermo, Eccleston, Lewandowski, 
Williams, & Morley,  2010 ). The studies considered in the review by Palermo and 
her colleagues were  randomized controlled trails  . In these types of studies, chil-
dren have a random chance of being assigned to a treatment or a wait-list control 
group. The wait-list control group usually receives treatment right after or a short 
time after the treatment group has received the treatment. If the treatment group 
is faring better in terms of functioning and quality of life compared to the control 
group, then the authors may conclude that the treatment is having a positive 
impact. Palermo et al. ( 2010 ) reported that psychological treatment had a posi-
tive infl uence on children’s psychological functioning and reduced the “disabil-
ity” they experienced related to their pain. In terms of the treatments, many 
seemed to be between 8 and 10 sessions, occurring weekly or more frequently 
(such as two times a week). Progress was measured using pain diaries, where 
children recorded their pain, and other measures assessing emotional function-
ing, quality of life, etc. Treatments varied and included relaxation, biofeedback, 
imagery, and other cognitive-behavioral treatments, similar in nature to those 
described in Table  4.1 . 

   Multicomponent Interventions   . Many pain interventions for children involve 
more than one treatment and are thus called multicomponent treatment interven-
tions. For instance,  multicomponent treatment interventions   may involve relaxation, 
biofeedback, distraction, and pain medications. A multicomponent intervention 
may also involve pain medication and cognitive therapy to help children manage 
painful thoughts, relax, and control negative or catastrophic thinking. Another type 
of multicomponent intervention might be a program including gentle stretching and 
exercise, medication and psychological interventions (e.g., positive coping and pos-
itive imagery [thinking positive and relaxing thoughts]) to help a child control pain. 

 Schiff, Holtz, Peterson, and Rakusan ( 2001 ) assessed the infl uence of a mul-
tiple component intervention to reduce pain and distress for children with 
HIV. Participants in their intervention were between 4 and 12 years of age and 
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had HIV. The children were in relatively good health. These researchers con-
ducted a single group design. Thus, there was not a control group, where children 
in the group were on a waiting list and did not participate in the intervention. 
They assessed children’s functioning and adjustment over time, using repeated 
measurements. The pain management intervention focused on using EMLA 
cream to numb the skin and using relaxation (breathing) to help children with 
venipunctures. Children also received knowledge about what was going to hap-
pen and viewed a demonstration of procedures using a doll. Observers noted the 
children’s pain responses during procedures and children completed a pain scale 
with faces and a visual analog scale to provide data about their pain. Parents com-
pleted a measure examining their anxiety. Results indicated that the intervention 
was successful in reducing child report of pain and parent anxiety. An observer 
noted less behavioral distress during venipunctures (Schiff et al.,  2001 ). With 
multicomponent treatment studies, such as this one, it is not possible to tell 
whether one aspect of the treatment was the effective component (above and 
beyond the impact of the other components), such that this one component was 
behind the positive change. However, in general, results were positive, and pro-
vide further support for the positive impact of psychological interventions to 
improve children’s pain. 

 Weiss et al. ( 2013 ) described a  rehabilitation program   to assist children and 
adolescents manage their pain. This program had many interventions and thus 
could be considered a multicomponent intervention. Participants were between 11 
and 18 years of age. Children participated in treatment that allowed them to learn 
critical pain management strategies such as  distraction  , positive self-talk, relax-
ation, and biofeedback. Children also could participate in psychotherapy if they 
were experiencing other psychological problems, such as anxiety or depression. 
Alleviating internalizing symptoms can be a component of pain management. 
Weiss et al. described family therapy and teaching parents to stop reinforcing child 
report and experience of pain symptoms as critical components of treatment. They 
recommended light exercise as a key treatment for children’s pain. In their reha-
bilitation program, children also participated in recreation and play therapy. 
Recreation can help children move and have fun, both key treatments for pain. Play 
therapy can help children work through emotions and improve their acceptance of 
their chronic medical condition, and this too can be an important pain management 
strategy. In the comprehensive program described by Weiss et al., children also 
participated in occupational and physical therapy, which can “rehab” muscles that 
have atrophied due to not being used. Atrophy can occur when muscles are not 
used, and then they become weak and it can hurt when one begins to use them 
again. Weiss et al. found that when children were more able to accept their pain, 
feelings of depression decreased and child functioning increased. Weiss et al.’s 
results suggested acceptance could be a contributing factor to a positive attitude, 
although other factors could contribute to depression, child thoughts about pain, 
and child functioning. Children with chronic pain may experience depression and 
anxiety as well as have problems with social functioning and achievement at school 
(Weiss et al.,  2013 ).  
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    Roles for Health Educators 

 There are many roles for health educators to assist children in improving their pain 
coping. For instance, they can administer measures and track children’s pain experi-
ences using surveys and observations for the medical team or to provide information 
for pediatricians treating the child. They can educate parents and health profession-
als about the fact that young children may be under-medicated and that there is a 
myth that children will become addicted to pain medications. They can teach par-
ents and health professionals about how to model appropriate pain coping responses 
and ways to lessen inadvertent reinforcement of the pain response by providing too 
much attention and sympathy for the child’s pain reactions. Parents may inadver-
tently infl uence children’s pain responses, through paying too much attention to 
children’s reports of pain or allowing children to miss too many activities. When 
parents inadvertently reinforce children’s pain responses, then reports of pain can 
increase. Thus, it is vital for health educators to teach parents coping strategies so 
that they can work with children to actively deal with their pain and return to their 
daily routines. 

 Health educators can teach children and their caregivers about the pain manage-
ment strategies detailed in Table  4.1  and throughout this chapter. Those educators 
with expertise in helping children cope with internalizing symptoms, especially 
 depression  , such as licensed counselors and psychologists can provide treatment for 
depression and anxiety for children. Many children will benefi t from engaging in 
positive self-statements (e.g., I can make my pain less”) to help them distract them-
selves when they are in pain. Developing multicomponent interventions for children 
and fi nding a role on pain management teams in hospital settings may be other 
opportunities for health educators.  

     Case Study   

 Brandon is an 8-year-old boy, who is described as a very sensitive child. He is likely 
to experience migraine headaches, especially when he is stressed at school. Brandon 
is “just like his mother” who also experiences stress-related headache pain. Brandon 
presented at the headache clinic and the attending physician (this is the physician 
who leads the clinic team) believed that a consultation with a health educator might 
help Brandon and his mother develop some cognitive-behavioral strategies to 
help him to manage his pain. Brandon has frequent headaches, primarily at school. 
His mother noted that the headaches occur at school, “…Eighty percent of the time 
and at home about 20 % of the time.” She mentioned that Brandon can become tired 
of being at school, especially in the afternoons when he has not eaten well at lunch. 
The headaches begin with him “seeing a light on his right side.” He often needs to 
go to a dark room to feel better. Sometimes a nap will help him to sleep away his 
migraine. Brandon’s mother referred him to see a health educator working in the 
schools. She asked if the health educator could talk with her son to help him develop 
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strategies to deal with headache pain so that he could remain in school and miss 
fewer afternoons due to having migraines. 

 The health educator fi rst met with Brandon’s mother to take notes and learn of 
relevant background information. Brandon’s history was relatively unremarkable 
with a normal birth history and normal development as a youngster. Despite his 
school absences, his grades were good and he had several good friends at school as 
well as in his neighborhood. His presenting problem (the problem that needed to 
improve) was contained to migraines. His pediatrician had already referred him to a 
pediatric neurologist in private practice. The pediatric neurologist had suggested 
seeking counseling as an adjunctive treatment to medication management. 

 The health educator asked Brandon’s mother about how she handled Brandon’s 
pain. She reported that she “stopped everything” when he complained of pain and 
immediately told him to rest. She often provided him with cookies and milk, a 
favorite treat, when he had to cope with migraine pain. She spent on-on-one time 
with him, which was a rarity, because she was a working mother with a fairly 
demanding job. She did note that thinking of fun things appeared to be a favorite 
strategy of Brandon’s for coping with things that were hard for him, and that this 
strategy seemed to work well before his migraine pain became too intense. 

 The health educator held a session with Brandon’s mother to review her behavior 
and show her how she might be reinforcing Brandon’s pain reports  and   pain behav-
iors. Brandon’s mother agreed to help him rest when he had a migraine; however, 
she agreed to stop providing him with treats and intensive sympathy when he 
reported migraine pain. Instead, she agreed to save treats for accomplishments and 
special occasions. She also agreed to spend special time, 10–15 min per day, with 
Brandon. This special time would always “be there” for Brandon and she would 
try not to provide him with lots of attention and private time with her when he 
complained of pain. 

 The health educator also met with Brandon at school. Brandon described his 
headaches as beginning with, “a little pain on top of my eyebrows.” Then, if he saw 
a light on his right, he might get more intense pain that could become a migraine 
headache. Brandon did not think he had any strategies to cope with his pain. The 
health educator subsequently reviewed deep, diaphragmatic breathing with Brandon 
and she reviewed how to use imagery in terms of thinking about happy and relaxing 
thoughts to help Brandon cope with pain. Brandon agreed to practice his strategies 
nightly with his mother. His imagery or positive memory strategy was to imagine the 
Incredible Hulk using his hammer and strength to hit a pain block. Brandon pictured 
his migraine pain as a cement block of pain weighing down his head. The Hulk 
would break it up so it would not weigh down his head. This Hulk story is a good 
example of an individual’s particular imagery strategy, as many might see the Hulk’s 
actions as ones that might cause pain; however, Brandon saw the Hulk as a pain hero 
and his actions had a calming and relaxing impact for this child. 

 Brandon was instructed to use his breathing and imagery when he fi rst felt tension 
above his eyebrows. He practiced his strategies three times a week. He agreed to use 
his strategies as soon as possible if he felt pain. Brandon was able to use the strategies 
early in his pain cycle. Therefore, he had fewer migraines and the migraines he did 
experience had lessened in intensity. His mother also noted that her relationship 
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with her son was going well and seemed based more on positive time spent together 
rather than time spent focusing on his migraines. The health educator agreed to 
check in with Brandon on a monthly basis to ensure his headaches were not interfer-
ing with his school progress and daily functioning. The health educator also received 
a release of information form from Brandon’s mother so that she could share infor-
mation with the child’s pediatric neurologist, teacher, school nurse, and pediatri-
cian, which helped disseminate information about treatment. The resolution of this 
case was successful. It is noteworthy that  this   is a best case scenario, and often 
parents and children may not be as quick to respond to interventions or practice 
psychosocial strategies that can lessen pain experiences.  

    Summary 

 In this chapter we learned that a signifi cant number of children experience pain and 
need treatment for their pain. In addition, we learned about how to explain how pain 
works in the body to children. Pain is subjective in nature and thus taking an indi-
vidualized approach in assessing children’s pain is important. Ideas for assessing 
children’s pain experiences, such as through the use of scales with faces or visual 
analog scales were described.  Coping strategies   may include relaxation, imagery, 
distraction, and muscle relaxation. Other strategies, which may take a lot of special 
training to implement, include massage, hypnosis, and biofeedback training. 
Multicomponent interventions or treatment packages, consisting of several inter-
ventions, often are used to treat children’s pain. These interventions have been suc-
cessful, but when treatment packages are used it is not possible to determine which 
of the interventions in the package had the most advantageous impact on lessening 
children’s pain. On the other hand, cognitive-behavioral strategies, such as positive 
imagery and relaxation techniques, such as breathing, can have a positive impact on 
children’s pain perceptions. Health educators can play a key role in educating chil-
dren and parents about how pain works and about strategies to facilitate pain man-
agement. Interventions to reduce children’s pain experience need to be evaluated, in 
order to continue to advance knowledge in the fi eld. 

  Exercises/Questions 

     1.    Pain is subjective in nature. Briefl y explain what is meant by this statement.   
   2.    Provide a developmentally appropriate explanation of how pain messages work 

in the body for an elementary school-age child.   
   3.    Parents or caregivers can reinforce pain and change a child’s pain experience. 

Please provide a description of how a parent could increase a child’s pain 
response.   

   4.    Describe ideas for relaxation and imagery strategies to help children cope 
with pain.   
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   5.    If you were a pain management specialist in a pain clinic, how would you recom-
mend working with depression in children experiencing pain? What would be 
some interventions you would suggest to treat both symptoms of depression and 
pain in children with both conditions?   

   6.    In the case study, Brandon’s pain improved with interventions. How would you 
recommend assessing Brandon’s perceptions of his pain if you were collecting 
information on his responses to pain interventions?      

  Key Concepts 

    Nociception  
  Referred pain  
  Causalgia pain  
  Nociceptive processing  
  Reinforcement of a child’s pain responses  
  Catastrophizing attitude  
  Imagery  
  Visual analog scale  
  Hypnosis  
  Biofeedback  
  NSAIDS  
  EMLA  
  Resilient attitude  
  Multicomponent interventions         
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    Chapter 5   
 Cancer                     

                   Diagnosis 

 The  American Cancer Society   is a key source for information on cancer in children. 
Cancers are caused by abnormal cell growth in the body that is excessive. The  can-
cer cells   can grow and form a tumor or invade other tissues in the body. The cancer 
cells have damaged DNA that does not repair or die. The abnormal cells, which the 
body does not need, keep replicating. The new cells have the same abnormal DNA 
(  http://www.cancer.org/cancer/braincnstumorsinchildren/detailedguide/brain-and- 
spinal-cord-tumors-in-children-what-is-cancer    ; downloaded on October 4, 2015). 

 Cancer is often diffi cult to detect. Many symptoms may signal childhood cancer. 
These may include an unusual mass or  swelling  , paleness, fatigue, easy bruising, 
prolonged fever, headaches (with vomiting), and weight loss (Ward, DeSantis, 
Robbins, Kohler, & Jemal,  2014 ). Other symptoms may include: limping, vision 
changes, and fever or illness that does not go away (  http://www.cancer.org/cancer/
cancerinchildren/detailedguide/cancer-in-children-finding-childhood-cancers-
early    ; downloaded on October 4, 2015). Leukemias, which are cancers of the bone 
marrow and blood, are the most common types of childhood cancers (  http://www.
cancer.org/cancer/cancerinchildren/detailedguide/cancer-in-children-types-of- -
childhood-cancers    ; downloaded October 4, 2015). 

  Acute Lymphoblastic Leukemia (ALL)   is the most common type of cancer in 
young children. There are 3,000 children in the United States with ALL each year 
(  https://www.stjude.org/disease/acute-lymphoblastic-leukemia-all.html    , down-
loaded October 4, 2015). Symptoms of ALL include easy bruising, pain, tiredness, 
fl at red spots on the skin which are blood under the skin (petechiae), pain in bones 
and joints, experiencing frequent infections, and possible lumps in the neck, stom-
ach, or groin areas. ALL is characterized by immature white blood cells in the bone 
marrow and these blood cells are unable to fi ght infections. In addition,  white blood 
cells (lymphocytes)   can build up in the liver, lymph nodes, and spleen. Treatments 
include chemotherapy, radiation, and stem cell transplant (the patient receives 
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healthy blood cells from a donor). Treatment of ALL includes prolonged chemo-
therapy and in some cases bone marrow transplantation. When ALL is in remission, 
children are at risk for cognitive and neurological impairment, growth defi ciencies, 
and risks for other types of cancers. ALL peaks in children between the ages of 2 
and 5 years (Spector, Pankratz, & Marcotte,  2015 ). In a recent study, experts from 
the  Children’s Oncology Group   reported that greater than 90 % of children with 
ALL would be cured, and that many would receive intensive treatment regimens 
lasting for 2–3 years (Myers et al.,  2014 ). 

     Brain tumors   and cancers of the central nervous system are the next most 
common types of cancers in children (Dolecek, Propp, Stroup, & Kruchko, 
 2012 ). A tumor is a mass of tissue that may be solid or fi lled with fl uid. Tumors 
in the brain may cause the child to feel nauseated, vomit, or have vision prob-
lems, dizziness, or trouble walking and holding things. Tumors in the spinal cord 
are less common for children. These types of tumors may cause motor diffi cul-
ties and pain. These types of tumors have many possible types of presentation 
(see Spacca, Giordano, Donati, & Genitori,  2015 ). A  palpable mass (tumor)   is 
sometimes present. These  tumors   can be surgically removed and early detection 
and removal is advisable (Constantini et al.,  1996 ). In addition to removing the 
tumor, preserving the functioning of the spinal cord and motor functioning is 
critical (Cheng et al.,  2014 ; Spacca et al.,  2015 ).  

       Prevalence 

 Ward et al. ( 2014 ) proposed that “…186.6 per million children and adolescents aged 
birth to 19 years…” are diagnosed with cancer (p. 83). Ward et al. stated that a child 
born in the United States has a “0.24 % chance of developing cancer before the age 
of 15 years…” (p. 84). The incidence of cancer is highest during infancy and drops 
between 5 and 9 years of age (Spector et al.,  2015 ). Children who are Caucasian 
typically have higher rates of cancer compared to children in other ethnic groups 
(Kazak & Noll,  2015 ; Spector et al.,  2015 ). Boys are more likely to be diagnosed 
with cancer compared to girls (Siegel et al.,  2014 ; Spector et al.,  2015 ). A very small 
percentage of childhood cancers have preventable causes. 

  Leukemia   is the most common type of cancer faced by children (about 1/3 of 
cancers for children are Leukemias; Siegel et al.,  2014 ), particularly Acute 
Lymphocytic Leukemias, which account for about 77 % of Leukemia cases (Siegel, 
Miller, & Jemal,  2015 ; Siegel, Naishadham, & Jemal,  2013 ). The next most com-
mon types of cancers are cancers of the brain and nervous system (Ward et al., 
 2014 ). From 2007 to 2011 the incidence of cancer increased 0.6 % in children ages 
14 and younger (Siegel et al.,  2015 ). 

 Twenty-one percent of brain tumors are in one of the four lobes of the brain 
(frontal, parietal, occipital, or temporal lobes). Tumors of the meninges (the mem-
branes covering the brain) are the most common brain tumors. Tumors in the  cranial   
nerves (connected to the spinal cord) and spinal cord account for about 10 % of 
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brain and  spinal cord tumors  . These types of tumors carry signifi cant risk for chil-
dren, in their removal and treatment (Dolecek et al.,  2012 ). 

 In 2015, it was estimated that approximately 10,380 children between birth and 
14 years of age will be diagnosed with cancer. Cancer is a leading cause of mortality 
for children (Wolfe et al.,  2015 ). Specifi cally, Siegel et al. ( 2013 ) reported that can-
cer was the second leading cause of death, behind accidental injury, for children 
between the ages of 1 and 14 years who were living in the United States. In 2009, 
1,320 children died of cancer (Siegel et al.,  2013 ) and in 2015 it was estimated that 
1,250 children would die from cancer (Siegel et al.,  2015 ). Then again, more chil-
dren are surviving cancer, with approximately 83 % surviving what used to be con-
sidered a terminal disease for children (Siegel et al.,  2015 ).  

       Genetic and Environmental Determinants 

 Genetics play a role in childhood cancer, although more information is needed to 
explain the heritability of this illness (Miller,  2012 ; Spector et al.,  2015 ). An in- 
depth review of the genetic determinants of cancer is beyond the scope of this chap-
ter. Interested readers may enjoy reviewing a book entitled,  Genetics for Health 
Professionals in Cancer Care: From Principals to    Practice   , to learn more about 
genetics and cancer in children (Jacobs, Robinson, & Webb,  2014 ). 

 There are several environmental risk factors for cancer. Risks for cancer include 
ionizing radiation and having had chemotherapy (Spector et al.,  2015 ). 
 Immunosuppressive drugs  , such as what one might take after a transplant, have been 
related to cancer risk (Miller,  2012 ). Radiation during the early years can increase 
the risk for leukemia and brain cancer. Being exposed to pesticides or chemicals are 
risk factors (Miller,  2012 ; Spector et al.,  2015 ). Other risk factors include being 
overweight and having genetic or immunodefi ciency syndromes (Miller,  2012 ; 
Ward et al.,  2014 ). Exposure to smoking and paint may also be risk factors for 
developing cancer (Ward et al.,  2014 ). Being exposed to parental smoking has been 
associated with increased risk for cancer (Kazak & Noll,  2015 ).  Advanced   parental 
age is another risk factor (Spector et al.,  2015 ).  

       Impact on Children 

 Children must cope with pain related to having cancer and from procedures 
needed to treat cancer. They also may have to endure multiple needle sticks and 
venipunctures. Teaching children relaxation (e.g., breathing) and imagery (think-
ing pleasant and happy thoughts) techniques, such as those described in Chap.   4     
( Coping with Pain ) can help them to relax when they are undergoing medical 
procedures. Young children may be best served by distraction (playing games, 
watching a funny movie, holding a favorite toy) and physical comfort as pain 
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relief strategies, but these strategies can help older children as well. Younger chil-
dren can blow bubbles to practice taking a deeper breath to relax, and the bubbles 
serve as distraction as well. Older children may benefi t from listening to a playlist 
of favorite songs or playing a computer game to help distract them and help them 
relax, when undergoing painful procedures. 

 Children with cancer, who experience invasive treatments that cross the blood–
brain barrier, may be especially prone to neurological and cognitive problems after 
cancer treatment. These children may need continued monitoring of school perfor-
mance and intellectual functioning and may benefi t from  Individual Education 
Programs (IEPs)   to help them do well at school. They may experience problems 
with attention, concentration, memory, and organizational abilities at school. They 
may benefi t from having extra time to complete tests, special education interven-
tions to improve attention, concentration and memory, and counseling if these prob-
lems are upsetting to the child. 

 Children with cancer also may feel or be isolated from their peers. They may 
benefi t from social skills interventions to help them learn to join in play and other 
peer interactions and converse with others in their age group. The  health educator   
can arrange a buddy system for a child newly diagnosed with cancer so that he or 
she can play with another child who has undergone a similar illness. In addition, 
support groups may help children fi nd understanding friends who are coping with 
cancer. Children with cancer may feel awkward at school and review of ways to 
explain cancer to peers and let peers know that they cannot “catch” cancer may 
assist the child with cancer in explaining his or her condition to others. Alternately, 
the health educator can explain the condition to the child’s peers in the classroom, 
and answer any medical questions, to reduce awkward moments when the child 
returns to school after intensive cancer  treatments  , such as those that involve che-
motherapy and result in hair loss and other physical changes. 

  Late Effects : The 5-year survival rate for children who have cancer is a little over 
80 %, which is very encouraging. However, there are many factors to deal with after 
cancer treatments. For instance, most children who survive cancer are at risk for 
having another type of chronic illness by the age of 40 (Robinson & Hudson,  2014 ). 
Children who are cancer survivors also may be more likely to cope with infections 
and they have poorer immune function due to having had cancer and often as a 
result of undergoing chemotherapy (Perkins et al.,  2014 ). These problems typically 
emerge in young adulthood and are termed late effects. 

 Despite the increased survivorship about “…70 % of pediatric cancer survivors 
develop late effects that can be chronic or even life-threatening (e.g., infertility, 
cardiovascular/lung disease, renal dysfunction, severe musculoskeletal problems, 
endocrinopathies, second cancers, cognitive impairments.” (Kazak & Noll,  2015 , 
p. 148). The chronic medical problems known often as late effects can emerge at 
any time, but often occur in early adulthood. Many children with cancer do not fol-
low recommendations for health-promoting behaviors and medical follow-up rec-
ommended by their medical team, which puts them at more risk for having more 
serious consequences from late effects related to cancer treatments. Children with 
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brain tumors may be especially vulnerable to signifi cant health risks after cancer 
treatments (Kazak & Noll,  2015 ). 

 Treatment of cancer usually involves using multiple chemotherapies and may 
involve radiation or surgical resection. This treatment creates risk for late effects 
(Vannatta, Salley, & Gerhardt,  2009 ). Although more children are surviving this 
disease, they are living with other chronic health problems (e.g., organ damage), 
pain, growth retardation, renal or reproductive problems, as well as neurological 
and cognitive defi cits (Phillips et al.,  2015 ; Vannatta et al.,  2009 ). Children who 
have survived cancer also may experience heart problems, and cardiac toxicity is 
possible later in life (van der Pal et al.,  2015 ). Another problem may be sleep disor-
dered breathing (Ruble, George, Gallicchio, & Gamaldo,  2015 ). Long-term cancer 
survivors may experience the aforementioned late effects, which are related to 
decreased quality of life as well as increased mortality. Efforts need to be directed 
toward long-term care and planning for optimal development and quality of life for 
childhood cancer survivors. Long-term follow-up and assessment of child function-
ing is needed to understand what will support  children  . Medical teams need to con-
tinue to monitor physical functioning to detect problems, such as secondary 
malignancies and the possible emergence of many types of late effects (Vannatta 
et al.,  2009 ).  

       Impact on Family Caregivers 

 Caring for a child who has cancer is complex and takes courage and caring. 
 Caregivers  , usually parents or other close family members, face many challenges. 
Challenges experienced by the family, especially in terms of caregiving, have 
increased due to shorter hospital stays and a shift in the burden of care to families. 
Stenberg, Ruland, and Miaskowski ( 2010 ) reviewed 192 studies focusing on care-
giving for children with cancer. Their fi ndings revealed a plethora of challenges 
faced by family  caregivers  . Some of these include challenges in caring for other 
children and family members, paying the bills, keeping a job, and feeling a loss of 
social and sometimes marital support (Stenberg et al.,  2010 ). Other issues for family 
 caregivers   are feeling pain, fatigue, loss of sleep, decreased appetite, depression, 
and fear related to their child’s condition. Parents who are lacking a strong social 
network may be at risk for feeling overwhelmed, as they do not have psychological 
support to express their feelings about their child nor do they have support (e.g., 
babysitting) to help them to care for the rest of the family. Families who are feeling 
extreme fi nancial burden due to their  child’s chronic illness   also may have parents 
or siblings who may be at risk for negative psychological outcomes. Accordingly, 
another goal for health educators working with children who have cancer is to care 
for the family unit, by educating  caregivers   about how to cope with the child’s ill-
ness as well as about some of the negative psychological and behavioral outcomes 
they may face. Family  caregivers   may also benefi t from support, either through 
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support groups or internet support, to help them reduce feelings of loneliness and 
isolation and to provide them with outlets for  speaking   with other parents who are 
going through a similar trauma with their child. 

 Sulkers et al. ( 2015 ) also assessed the impact of a child’s cancer on family 
 caregivers  . They examined mothers’ reactions and discovered that reports of 
increased depression and anxiety were more commonly reported as risk factors 
than physical symptoms were. Reports of worry and problems with emotional 
functioning were higher immediately after a cancer diagnoses and decreased 3 
months later. Single mothers or mothers whose only child had cancer were at 
greater risk for problems with emotional functioning. Sulkers et al. pointed out 
that having a child who was cancer-free might allow the mothers some moments 
away from the cancer experience, but more research is needed to examine if this 
is the reason for the buffering effect of having another child without cancer. 
Sulkers et al. stressed that education for mothers is critical and that health profes-
sionals need to assist mothers in strengthening their confi dence that they can care 
for the medical needs of their child with cancer. In fact, because caregiver stress 
and emotional problems are signifi cant, experts have recommended that health 
professionals consider the family, especially parents or primary  caregivers  , and 
the child with cancer as a unit of care when treating a child who has cancer 
(Ekstedt, Stenberg, Olsson, & Ruland,  2014 ). 

 Long et al. ( 2014 ) conducted a study examining parent perceptions of how a 
child’s cancer affected them as parents. Parents of children with cancer were 
likely to endorse survey items indicating that they tended to spoil their child and 
worried that “bad or sad things” could happen to their child. Parents reported 
they wished that their child did not have to grow up so fast. Long et al. also 
assessed pediatric oncology professionals’ views of child-rearing. Professionals 
reported that parents were likely to overprotect children and worry about them. 
Professionals indicated that parents were concerned about their children’s eating 
habits. Pediatric professionals shared these opinions about child-rearing irre-
spective of child age range. On the other hand, parental responses did not indi-
cate that they felt that they were overprotecting their child, and thus Long et al. 
surmised that parents may be paying attention to professionals’ advice not to 
treat their child differently because of his or her chronic illness. Long et al. also 
stated that pediatric professionals may overgeneralize beliefs about parenting 
practices. It will be benefi cial for health professionals to learn about individual 
family’s parent–child relations and parenting practices before making conclu-
sions that a child is overprotected. This study was cross-sectional in nature (this 
means that surveys were completed at only one point in time) and few children 
of color were recruited, and therefore further research will be necessary to see if 
differences in parent–professional beliefs are similar over time and for parents of 
children of  color  .  
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       Assessment 

 Assessment of children with cancer should involve a complex assessment of child 
psychological functioning and school abilities. Referral to a pediatric or child health 
psychologist for assessment of intellectual functioning and educational abilities is 
recommended. Working with the child’s teachers and schools to gain an accurate 
picture of the child’s educational abilities over the course of his or her school career 
is important, as school absences and late effects may hinder the child’s academic 
performance. Some children who have cancer may benefi t from educational plan-
ning (e.g., having an IEP) or having a 504 plan to ensure they receive and have time 
to complete missed assignments. Continued assessment of intellectual and school 
achievement on an annual or bi-annual basis is important to ensure that the child is 
maintaining his or her academic performance as he or she copes with cancer. 
Interviewing the child and family to determine his or her emotional and social func-
tioning is important, as depression, anxiety, and isolation can be recurrent problems 
for children who have cancer or are in remission from their disease.  

       Medications 

 Children with cancer often receive many types of treatments, such as chemothera-
pies, steroids, and surgical removal of cancer (tumors). A review of the complex 
chemotherapies and medical treatments is beyond the scope of this chapter and inter-
ested readers are referred to medical references (see Voûte, Barrett, Bloom, Lemerle, 
& Neidhardt,  2012  for example) and papers developed by pediatric oncologists. 
Pediatric oncologists are pediatricians  specializing   in the treatment of cancer.  

       Adherence to Medical Regimens 

 Adherence to medical recommendations is very important for children who have 
cancer. If they do not participate in treatment and follow their medical regimen, the 
impact of their disease is life-threatening (Kazak & Noll,  2015 ). Unfortunately, over 
50 % of survivors do not attend their cancer-related medical appointments after 
treatment has ended. This can be devastating if children develop late effects—or 
negative health outcomes and problems related to having cancer and being treated 
for cancer (Brier, Schwartz, & Kazak,  2014 ). Moreover, following a healthy life-
style—with a healthy diet, not smoking and plenty of exercise—is critical to survi-
vors to ensure their health in the long run, and many need education and morale 
boosts so that they understand and can follow a very healthy lifestyle during and 
after their cancer treatment. 
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 Ensuring that parents and children understand all aspects of medical recom-
mendations is essential, and health educators can play a key role in ensuring that 
medical recommendations meet the health literacy level of parents.  Health liter-
acy   is defi ned by this author as parents’ abilities to understand the health implica-
tions of the doctor’s instructions and understand the steps that need to be taken in 
order to administer the medical recommendations for their child. Arranging meet-
ings with parents after diagnostic meetings may be helpful, as during initial diag-
nostic meetings parents are dealing with shock, denial and grief that may limit 
their abilities to listen to what the doctors are telling them. Having a follow-up 
meeting to go over medical recommendations can greatly improve parents’ health 
literacy. It can also allow them a chance to express their feelings of grief regarding 
their child’s diagnosis. The  health educator   can establish schedules, using calen-
dars that are easy to follow, which may assist parents in understanding the “big 
picture.” The health educator can work with parents to develop a plan for ensuring 
that they are able to keep track of medical appointments and complicated medica-
tion schedules. Ensuring that there is child care for long appointments can be 
helpful, as appointments with pediatric oncologists can be long (over 1 h in 
length). Helping the child tolerate pain and improving family and child spirits 
may provide the child and family with the resilience needed to engage in the che-
motherapy and a complex treatment regimen (with appointments and  medication   
schedules).  

       Psychological and Social Functioning of Children with Cancer 

  Acute Lymphblastic Leukemia (ALL)   is the most common cancer during child-
hood, and children with ALL may be at risk for depression and anxiety and after 
treatment they may not show age-related progression of gains in cognitive function-
ing (Vannatta et al.,  2009 ). Children who have survived brain tumors also may expe-
rience depression and anxiety. Late effects are also associated with social diffi culties 
and children who have survived cancer may withdraw from others or experience 
peer victimization. 

 Children who have recovered from cancer may experience posttraumatic stress 
as they cope with remembering a life-threatening disease and painful and invasive 
treatment procedures (Vannatta & Gerhardt,  2003 ). Hence, children may have mem-
ories that are scary and intrusive, which cause them to “relive” treatments and sur-
geries. Children may recall painful experiences and being separated from their 
family members. Children may benefi t from counseling to help them cope with 
stressful memories and related fears that their cancer could recur. Having experi-
enced cancer may isolate children from peers and children who have survived can-
cer may have diffi culty with their adolescent development and attachments with 
others, including the development of age-appropriate romantic relationships. 
Additionally, some children who have survived cancer may exhibit risky behaviors 
during adolescence, such as substance use. Others may be at risk for being 
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 “repressive” and holding back from adolescent experiences as they perceive them-
selves as being very vulnerable to health problems (Vannatta & Gerhardt,  2003 ). 

 According to experts from the  Children’s Oncology Group  , children with ALL 
participate in long-term treatment with multiple types of chemotherapy agents and 
corticosteroids, which can impact their emotional and behavioral functioning (as 
well as cognition; Myers et al.,  2014 ). Members of the Children’s Oncology group 
conducted a prospective, longitudinal study of children with ALL who did not 
receive radiation treatments of their brains (in their cranial regions). They assessed 
several factors or variables including: child anxiety and depression, child behavioral 
functioning, and family functioning. They also examined family coping and child 
physical functioning. Their fi ndings suggested that child anxiety was high the fi rst 
month after diagnosis, but reverted to more “normal” levels after 6 and 12 months. 
Children were likely to experience feelings of depression during the fi rst year of 
treatment; however, not all children’s reports were scored at a clinically signifi cant 
level (a level of sadness that would warrant diagnosis). Worse physical functioning 
(pain) was related to more reports of depression, but not anxiety. If family coping 
and functioning were poor, children also were more likely to report  feelings   of anxi-
ety or depression (Myers et al.,  2014 ). Those children who lacked social support 
were more likely to experience depression. Moreover, children who were depressed 
or anxious at 1 month after treatment began were more likely to remain anxious and 
depressed at 6 and 12 months. Thus, those working with children with cancer should 
assess children’s anxiety and depression levels and follow their functioning over 
time to monitor their mental health and determine if referral is needed. It is notewor-
thy, however, that a majority of children who do survive cancer and their families 
are very resilient, and it is a subset that experiences clinically important levels of 
psychological distress (Brier et al.,  2014 ). 

 Rodriguez et al. ( 2012 ) studied stress in children, ages 5–17 years, with cancer. 
Children in their sample, between the ages of 10 and 17 years, provided information 
about their stressors and their parents also provided similar information. The mean 
age of children in the sample was 10 years, 6 months (with a standard deviation of 
about 4 years). Children and parents completed several surveys. Answers provided 
by children and their parents were grouped into several areas that indicated con-
cerns they had including: (a) uncertainty about the future and about the child’s can-
cer, (b) changes in daily functioning (e.g., missing school), and (c) physical changes 
and effects due to treatment (e.g., feeling sick from treatment, worried about changes 
in the way I look). Parents and children also completed a survey to assess their 
stress. The most signifi cant stressors for children appeared to be related to disrup-
tions in daily functioning. Hence, not being able to do what they used to do was very 
stressful for children (Rodriguez et al.). Mothers, fathers, and children tended to 
agree about the types of stresses the children were experiencing, although mothers 
reported higher stress for children compared to fathers and the children themselves. 
For children, feelings of uncertainty about cancer and signifi cant physical effects of 
having cancer were related to traumatic stress. It is worth mentioning that this study 
used surveys to examine perceptions, and this information can be valuable; how-
ever, observations of child functioning would also yield important data.  
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       Treatment and Research About Interventions for Children 
with Cancer 

 Many children who have cancer enroll in clinical trials based on research protocols 
developed by the  Children’s Oncology Group   (COG; Kazak & Noll,  2015 ). 
Specifi cally, 

 the,

  “COG includes over 200 institutions in the United States, Canada, Australia, and New 
Zealand and assures that children receive the same medical care on the same protocols 
across treatment centers. The majority of children (55 %–65 %) under the age of 14 partici-
pate in clinical trial research studies.” (Kazak & Noll,  2015 , p. 147). 

   Treatment typically involves administration of  chemotherapy   or several types of 
chemotherapy and treatment with corticosteroids. Children may be hospitalized to 
receive chemotherapy treatments. Children who receive chemotherapy may have 
weakened immune systems and their immune system is also weakened by their 
cancer; as a result, they may be vulnerable to infections. Thus, children may be 
hospitalized for treatment of infections, such as pneumonia. As mentioned, more 
children are surviving cancer, with over 80 % being survivors. Kazak and Noll 
( 2015 ) stated that surviving was living 2 years after chemotherapy treatment had 
ended or at least 5 years since time of diagnosis. 

 Children also may receive stem cell transplantation and may be hospitalized 
when they receive a bone marrow transplant. A bone marrow transplant involves 
infusing healthy stem cells into the child’s body to suppress the child’s cancer and 
support new bone marrow growth (  https://www.nlm.nih.gov/medlineplus/ency/
article/003009.htm     downloaded December 20, 2015). Bone marrow is the tissue 
inside your bones that produces blood cells. Stem cells are cells in the bone marrow 
that produce blood cells. A bone marrow transplant allows new blood cells to fi ght 
the cancer cells that have been growing “out of control.” 

 Information on  medical   assessment and treatment of cancer is very complex. A 
detailed review is beyond the scope of this chapter. One possible referral source is 
the  Children’s Oncology Group   webpage (  https://www.childrensoncologygroup.
org/    ). The Children’s Oncology Group has developed a book, entitled, “The Family 
Handbook, Second Edition,” that was funded by the St. Baldrick’s Foundation 
(  https://www.childrensoncologygroup.org/    ). The St. Baldrick’s Foundation raises 
funds to assist those with cancer and is a great resource for health professionals 
(  http://www.stbaldricks.org/fi lling-the-funding-gap    ; downloaded October 5, 2015). 
Another critical source for learning about medical treatment of cancer is the National 
Cancer Institute’s Research Tested Programs website with an index of programs 
(  http://rtips.cancer.gov/rtips/index.do    ). The Cancer Control Planet is another gov-
ernment website that has information about cancer treatment (  http://cancercontrol-
planet.cancer.gov/    ) and the National Cancer Institute has critical information 
tailored for children (  http://ctep.cancer.gov/MajorInitiatives/Pediatric_Preclinical_
Testing_Program.htm    ; downloaded October 5, 2015). 

 Ruland, Hamilton, and Schjødt-Osmo ( 2009 ) reviewed research on childhood 
cancer. Their study included both review papers and research papers about  children’s 
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reactions to cancer. They reported that childhood cancer could be underdiagnosed 
and undertreated. Children reported many problems related to having cancer 
throughout their diagnosis, treatment process, and after treatment was over. Some of 
the symptoms included: fatigue, pain, feeling listless, changes in mood and behav-
iors, depression, anxiety, uncertainty about illness outcomes, fear, and feelings of 
stigma related to being the “child with cancer.” Having cancer could be likened to a 
roller coaster experience where children and parents experienced a wealth of differ-
ent emotions that recycled and heightened or lessened in intensity throughout the 
course of the disease. The multiple hospitalizations and procedures the children 
often faced, only served to heighten the dips and turns of this roller coaster experi-
ence. One possible resource for those interested in counseling children with pediat-
ric cancer includes articles on psychosocial treatment of children with cancer in the 
journal entitled, “  Pediatric Blood and Cancer   .” In their article in the   American 
Psychologist   , Kazak and Noll ( 2015 ) also outline the role of the pediatric psycholo-
gist or counselor in working with children who have cancer. 

  Children   who have battled their disease for a longer period may experience high 
levels of distress and signifi cant pain and fatigue. For example, Wolfe et al. ( 2015 ; 
PediQuest Study) examined the perceptions of 104 children or adolescents (patients 
were 2 years or older through the adolescent years) with cancer whose parents had 
decided not to pursue treatment, or where children had at least a 2-week history of 
progressive or recurrent cancer, or children had cancer that was not responsive to 
treatment. Multiple measurements of child reports of symptoms were assessed and 
patients were experiencing increased levels of pain, fatigue, drowsiness, problems 
sleeping, and irritability. Children receiving high-intensity cancer treatments were 
more likely to report negative physical symptoms, such as those named in the pre-
ceding sentence. Being female, having a brain tumor, having undergone recent can-
cer treatment, or having an exacerbation of the disease were risk factors for increased 
levels of distress and negative symptoms such as pain and fatigue. These authors 
also pointed out that children and families experience uncertainty about disease 
control and progression, which can heighten distress for some patients. Additionally, 
they found that more mild treatment in the fi nal 12 weeks of a child’s life was typi-
cally related to improved psychological well-being of the child. Thus, they recom-
mended that providers be open to courses of mild treatment for patients, if it was 
medically indicated that this might be an acceptable course of action. 

 Children experiencing cognitive delays and late effects after cancer treatment 
may benefi t from attentional retraining, techniques to improve memory, and other 
interventions to help them in areas where they are experiencing cognitive defi cits. 
Butler and Mulhern ( 2005 ) reviewed literature showing that children benefi tted 
from adaptations of interventions similar to those used with adults who have suf-
fered brain damage. In their review, Butler and Mulhern noted that an extensive 
neuropsychological assessment (extensive tests of cognitive functioning) are needed 
to assess areas of delay and determine areas where intervention is needed to help 
improve cognitive defi cits. After this the child participates in massed practice to 
improve attention, memory, and organizational skills as well as communication and 
academic skills. The child participates in drills to learn academic material during 
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practice sessions and also learns memory strategies to boost memory skills. The 
educational environment can be modifi ed so that the child can complete assign-
ments on a computer, receive handouts that review lecture information (so that the 
child does not have to rely on his or her notes from the lecture session), and receive 
extended time on tests. In a national, randomized study with a control group, Butler 
et al. ( 2008 ) examined the impact of attention and memory training on child func-
tioning. Children participated in intense training sessions (20, 2-h weekly sessions) 
to improve their attention, concentration, and memory skills (using computer games, 
problem-solving, drills and practice with trained educators). Results indicated that 
children showed improved attention, memory and academic performance after par-
ticipating in this intervention. Kesler, Lacayo, and Jo ( 2011 ) conducted a pilot study 
where they assessed the impact of computer training for children who were showing 
skills defi cits after receiving cancer treatment. Results of their pilot study demon-
strated that children who participated in an 8 week computer training to improve 
their processing speed did show gains in their memory skills, cognitive fl exibility, 
and processing speed. 

 Not all studies have shown that children demonstrate gains in memory and other 
cognitive skills after participating in computer training. For instance, Palmer et al. 
( 2014 ) delivered a computer program as a prophylactic treatment for children with 
medulloblastoma (a brain tumor located in the cerebellum) who were actively 
receiving treatment for their cancer. Children participated in a reading decoding 
program that they could complete on their own (it was recommended that children 
complete 30 sessions). Many children did not complete the recommended treat-
ment, and the authors concluded that this might have occurred because the children 
were very involved in diffi cult cancer treatments. There was not a difference in 
functioning for children assigned to the treatment group and those assigned to a 
“standard of care” control group, where children received,

  …the current standard of care with regard to educational services from the hospital School 
Program. Patients who are of school age (in this type of program) attend up to three 1-h 
sessions per week with a licensed teacher… the goal of these sessions is to allow the patient 
to complete assignments using books and activities provided by the patient’s community 
school. (p. 452) 

   Children in the treatment group participated in this type of programming as well 
as having an opportunity to complete computer training to improve their reading 
skills. The treatments for cancer and the many hospital visits may have precluded 
some children from participating in the additional computer activities. The authors 
felt that this type of intervention needs further exploration rather than “waiting for 
a child to fail” as he or she experiences late effects from  cancer   and its treatment. 

 Interventions for the child and his or her family are also found in the literature. 
Svavarsdottir and Sigurdardottir ( 2013 ) examined the effectiveness of a conversa-
tion intervention for families of children and adolescents participating in cancer 
treatment. This intervention was termed the  Family Therapeutic Conversation 
Intervention (FAM-TCI)  , which was designed to give support to primary  caregivers   
of the child. Nurses worked with  caregivers   asking therapeutic questions to assist 

5 Cancer



83

them in developing interventions that would enrich family functioning and 
well- being. Offering praise and drawing on family strengths were key components 
of the intervention. Nurses also reviewed and praised parents for ways in which they 
were “handling the situation well.” The nurses’ therapeutic questions were a critical 
component of the intervention, intended to encourage parents’ problem-solving. 
Parents or caregivers, who spoke with the nurses, reported higher family and emo-
tional support after working with the nurses. The  caregivers   reported better family 
functioning and family communication about emotional issues after participating in 
conversations with nurses. However, the  caregivers  ’ spouses did not indicate the 
same strong support, indicating that there were differences in partners’ perceptions 
of the intervention. This was a very practical intervention, and more research will be 
needed to determine if therapeutic conversations by nurses and other members of 
the medical team are perceived as supportive. Children in the sample for this study 
were newly diagnosed with cancer, which restricted the sample to a high-risk group, 
as the time immediately after diagnosis may be very stressful. Future studies exam-
ining whether therapeutic conversations have the same high benefi t after the child 
and family have been coping with the child’s cancer for months or years will need 
to be conducted to determine whether this type of intervention is as helpful for fami-
lies that have been dealing with a child’s cancer for longer periods of time. 

 Brier et al. ( 2014 ) reviewed studies providing health behavior and psychosocial 
interventions for child cancer survivors. These researchers also reviewed neurocog-
nitive interventions, but since the effectiveness of these types of interventions was 
previously discussed, the focus in these paragraphs is to present information about 
Brier et al.’s review of interventions to impact behavioral and psychological func-
tioning of children. These researchers used a quality assessment tool from the 
 Effective Public Health Practice Project   which allows reviewers to judge studies 
based on whether there was a control group (i.e., group that did not participate in 
treatment), whether confounding factors (other factors that could have infl uenced 
study outcomes) were assessed, whether experimenters were blind to study hypoth-
eses (i.e., they did not know about research questions for the study), and whether the 
integrity of the  delivery   of the intervention was assessed (i.e., did the researchers 
assess whether the intervention was delivered according to plan or according to the 
manual?). 

 These researchers found several studies where interventions were targeted at 
improving health behaviors, and several of these were randomized-controlled trials 
(this means that participants were randomly assigned to be in either the intervention 
group or a control group [typically waiting for later treatment]; Brier et al.,  2014 ). 
The majority of the researchers used one-on-one counseling tailored to goals for 
individual children. Areas of goals for the children included increased engagement 
in physical activity, eating healthy, and reducing health risk behaviors (e.g., smok-
ing, drinking). Interventions were aimed at improving children’s social competence, 
problem-solving and decision-making, well-being, stress, and emotional and behav-
ioral problems. Again, one-on-one and group counseling was used with children. 
Interventions included: (a) teaching children positive self-talk, (b) how to reframe 
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or “rethink” negative thinking patterns [into more positive thinking patterns], (c) 
relaxation skills, (d) teaching children to seek information about their health, as 
well as (e) communication and (f) problem-solving skills. Furthermore, Brier et al. 
found improvements in behavioral and emotional functioning of children, reduced 
stress, and improved social interactions and positive relationships with others. They 
concluded that the interventions to improve children’s behavioral and psychosocial 
functioning were successful. It is noteworthy that most of the studies that were 
reviewed had adolescents and children in the same sample, and since samples were 
small, it is diffi cult to pinpoint how developmental differences (differences based on 
the children’s age levels) could have impacted study results. Brier et al. did suggest 
that participants valued convenient interventions, and that interventions delivered 
by telephone and internet were important to explore. 

 As previously mentioned, children who are recovering from cancer may cope 
with signifi cant stress which can involve intrusive thoughts and trauma related to 
having cancer and undergoing cancer treatments. Kazak et al. ( 2004 ) developed a 
1-day, intensive intervention to help adolescents cope with trauma related to having 
cancer. This program was entitled the, “ Surviving Cancer Competently Intervention 
Program  .” Although this intervention was delivered primarily with adolescents (par-
ticipants were between 11 and 19 years of age), it is possible to adapt this interven-
tion for younger  children  . Separate groups were provided for mothers, fathers, 
children with cancer, and their siblings. Family groups were also provided, and fam-
ily groups allowed family members to share their feelings with others that might be 
going through similar events. The intervention consisted of four sessions: (a) how 
cancer impacts the child and family, (b) coping skills training, (c) ideas for “getting 
on with life,” and (d) “pulling it together.” The fi rst session addressed how distressing 
memories about the child’s cancer and its treatment impacted the child and family. 
The second session involved problem-solving and reframing negative thinking 
related to cancer experiences. Participants were taught to focus on the controllable 
and the positive aspects of distressing memories. The third session focused on how 
cancer infl uenced the family “today” and several inter-family groups were conducted 
to allow families to process feelings. The fourth session allowed families to meet and 
discuss what they gained from participating and how they could apply what they had 
experienced to their daily lives to improve family functioning. Family members 
learned to respond to other family member’s distress and put “cancer in its place” as 
the family moved forward. Results of the evaluation of this program showed that 
children and adolescents experienced reductions in arousal in response to events that 
reminded them of their cancer experience. The counseling also resulted in reductions 
in intrusive traumatic thoughts for fathers of cancer survivors. Kazak et al. ( 2004 ) 
noted that mothers seemed particularly resilient and perhaps this was why results did 
not indicate improved functioning for mothers. Some distressed families did drop out 
of the intervention, and therefore making the intervention shorter and more accessi-
ble to families may improve outreach for distressed families. Or, it may be that dis-
tressed families benefi t from individually oriented counseling to help them express 
stress and learn problem-solving and positive self-talk to help them cope with cancer- 
related trauma. 
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  Helping a Child to Die . Some children with cancer die. A key role for health 
professionals is to support the child and family in having a meaningful life and 
honor their wishes throughout the treatment process, and this includes end-of-life 
care. The child may benefi t from participating in the  Make-A-Wish Program   (  http://
wish.org/about-us    ; accessed October 6, 2015) or other similar programs for children 
with life-threatening chronic illnesses, should his or her disease be life-threatening. 
The child can have a wish, such as a trip to Disneyland, which is granted by the 
program. This author has seen these trips work wonders in raising the child’s and 
the family’s spirits and in bolstering their resilience. Another role would be to refer 
the child to a hospice or palliative care team at a children’s hospital. These profes-
sionals have expertise in end-of-life care and can help parents and children to pro-
cess grief, review happy memories, and these teams have great experience in 
honoring wishes of how a child and family wants the child to die. 

 Working with a child who is dying is very diffi cult, and the health professional 
should have support for him- or herself, in order to process his or her own feelings 
of sadness and loss. The child and family members may experience many feelings 
related to the impending  death  , including anger, grief, denial, bargaining with a 
higher power to make the child well, shock, and acceptance (Kübler-Ross, [forward 
by I. Byock],  2014 ). The  Elizabeth Kübler-Ross Foundation   (  http://www.ekrfoun-
dation.org/     accessed October 6, 2015) has wonderful information for health profes-
sionals interested in learning more about helping others with grief and loss related 
to the death of a loved one. Referral to psychologists or mental health professionals 
may also be an important part of end-of-life care, and these professionals can assist 
family members in dealing with the stages of bereavement before and after the 
child’s death. A goal for the health professional is to help family members make 
meaning of the loss, as they remember the child and continue to develop as a family 
as they move forward with their lives. Siblings may be at risk for grief reactions and 
trauma when a brother or sister has cancer, so it is important to remember to assess 
sibling mental health and make referrals as needed.  

       Role of Health Educators 

 Roles for health educators may vary, depending on the roles of others on the medi-
cal team working with the child as well as the psychological and behavioral func-
tioning of the child and the family. The  health educator   can provide information 
about the illness and link the child and family to other supports, such as support 
groups or peer mentors. In addition, many children and their parents are coping with 
grief related to the loss of children being able to participate in “normal childhood” 
experiences. The health educator can be a supportive “sounding board” as the child 
and family deal with losses related to having this illness and its complex treatment. 
Hocking et al. ( 2014 ) highlighted the fact that the treatments are traumatic for the 
parents and timing the intervention so that parents can absorb intervention messages 
can be important to the success of the intervention. 

Role of Health Educators
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 The  health educator   may also serve as a liaison with the school to help the child 
make up missed school work. If the child misses many school days related to hospi-
tal stays, the health educator can help to design re-entry programs that help a child 
complete missed school work and become re-integrated into the school routine and 
classroom. Another possible role, especially if the child is younger, is to work to 
explain the child’s cancer to his or her classmates, if the child is experiencing stigma 
or isolation in the classroom. Screening the child for depression and anxiety as well 
as other psychological and behavioral problems, and making referrals as needed is 
an important task for health educators. 

 In some cases, a role is helping the child and his or her family to cope with the 
child’s impending death. This can be extremely stressful and support for the health 
professional as he or she fi lls this critical role may be important. Helping the child 
learn to cope with pain by teaching the child to use behavioral strategies, such as 
relaxation, and cognitive strategies, such as imagery, may be another critical role. 
Siblings of children with cancer may feel bereft and may be experiencing grief. 
They may also miss their parents, if their parents must be highly involved in the care 
of the child who has cancer. Developing support groups for siblings or engaging in 
supportive meetings with  siblings   where they can discuss their feelings and con-
cerns may be another important role for health educators.  

       Case Study 

 Misty is a 4-year-old girl with ALL. Her father works as an independent trucker, 
driving across states to deliver produce and other materials to grocery store chains. 
Her mother is a homemaker. The family lives nearby relatives on her mother’s side 
of the family. Misty has attended preschool and gets along well with other children 
in her class and with her two teachers. The family attends church on Sundays and 
enjoys the support of family and friends from their religious community. 

 Misty was diagnosed with ALL 6 months ago. She was feeling tired and her 
body hurt all the time. Her pediatrician took a blood draw and then began collabo-
rating with other pediatricians at the nearby children’s hospital. Over the course of 
their collaboration, they discovered that Misty had ALL. After meeting with the 
specialists at the children’s hospital, Misty’s parents decided on an aggressive treat-
ment involving several types of chemotherapy and corticosteroids. Misty has been 
participated in treatment for 5½ months. She goes to the hospital to receive chemo-
therapy. She has lost patches of hair and has many bald spots. She is on a fairly 
heavy dose of corticosteroids and has developed a very “puffy” appearance, espe-
cially in her face, which is known as having “cushingoid” features. Due to the heavy 
dose of chemotherapies and corticosteroids, Misty has experienced some changes in 
mood, with tearful outbursts and tantrums. Recently, she has begun wetting the bed 
at night. She had been completely potty-trained. She has become very attached to 
her mother and often uses “baby-talk,” babbling and cooing to her mother. 

5 Cancer
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 Her mother is very distraught with Misty’s behavior and has often cried most of 
the night, according to Misty’s father. Misty’s mother has had diffi culty sleeping, 
has lost weight, and is sad most of the time, most days of the week. She continually 
worries about the future. Misty’s mother and her father are very, very protective of 
Misty. She is no longer playing with her friends in the neighborhood for fear that she 
might become hurt. She does wear a mask for some time after chemotherapy treat-
ments as her immune system is weakened considerably after receiving treatment. 

 The oncology team at the children’s hospital noticed Misty’s mother’s sadness, 
her parents’ tendencies to overprotect her, and have heard Misty’s mother mention 
the regression (returning to behavior when she was a younger child) in Misty’s 
behaviors. After a recent team meeting, the oncology team decided to refer Misty 
and her mother to see a  health educator   and child psychologist who work with the 
oncology team. Misty’s mother made an appointment with both professionals. 

 The  health educator      worked with Misty’s mother to educate her about her child’s 
symptoms and how the chemotherapy would impact her child’s behavior. The health 
educator realized the symptoms of depression being displayed by Misty’s mother 
and arranged a referral for her mother to participate in counseling, with an adult 
counselor, to assist her in coping with grief and depression related to her child’s 
cancer. The health educator also worked to educate Misty’s mother and father about 
the fact that after Misty’s period of wearing the mask was over she could play with 
other children. The health educator taught Misty’s parents that she needed to live a 
normal life and gain social support. Treating their daughter as very fragile was actu-
ally heightening Misty’s anxiety and tendencies to act younger than her years. The 
health educator also referred Misty’s parents to a support group for parents of chil-
dren with cancer. 

 Misty’s mother also made an appointment for the family to speak with the child 
health psychologist or pediatric psychologist who worked with the oncology team. 
The pediatric psychologist asked to meet with Misty’s parents fi rst, so that she could 
better understand what was happening. The session with the pediatric psychologist 
began with her taking a careful history of Misty’s birth and psychological and 
behavioral functioning. Similar to the  health educator  , the pediatric psychologist 
noted that Misty needed to play and gain developmentally appropriate experiences 
when she was well enough to interact with others and it was medically “cleared” for 
her to play with other children. The pediatric psychologist mentioned to Misty’s 
parents that over 80 % of children with ALL are cured or have long periods of 
remission. The psychologist then stated that children need to learn social skills so 
that they can be ready to enter kindergarten. The pediatric psychologist explained 
that Misty’s parents were being overprotective and treating her as a vulnerable child. 
And, although this was very understandable, it was limiting chances for Misty to 
 gain   social and play experiences that would spur her development. Misty’s parents 
gravitated toward the notion of a vulnerable child, and had a chance to discuss their 
fears and grief over her diagnosis with the pediatric psychologist. 

 Misty’s mother also mentioned that she was benefi tting from her own counseling 
sessions and was now sleeping better and was eating regular meals (although she 
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still was not eating much). Misty’s mother was learning ways to express her feelings 
and cope with her feelings of grief and her shock at the intensive nature of the medi-
cal treatments for Misty in her sessions with her counselor. 

 After discussing Misty’s mother’s trauma, the pediatric psychologist moved to 
discuss the fact that Misty might also be experiencing trauma related to her medical 
treatments. The pediatric psychologist explained that Misty, like many children who 
have experienced trauma, was returning to earlier (an earlier developmental stage) 
behaviors with the baby-talk and bed-wetting. The pediatric psychologist was able 
to work with Misty’s mother and father to talk about their extreme worries about 
their child’s regression in behavior. The psychologist encouraged them to ignore 
baby-talk and praise Misty when she “talked like a big girl.” After checking with the 
medical team to make sure that Misty was physically normal, in terms of bladder 
function, the psychologist worked with Misty’s parents to develop a “dry all night” 
reward chart with prizes for those nights she did not wet her bed. These interven-
tions did meet with success and Misty thrived on attention and rewards for her posi-
tive behaviors. 

 The pediatric psychologist was pleased to learn that Misty was coping well with 
venipunctures for chemotherapy and other needle sticks. Misty had a great relation-
ship with the oncology team, which was another strength, which further bolstered 
her parents’ confi dence and feelings of security over the hospital being the “right 
place” for Misty’s cancer  treatments  . Misty’s parents’ relationship was stronger and 
they were communicating regularly to support each other, which the pediatric psy-
chologist believed was another strong sign in favor of good family coping. 

 The pediatric psychologist scheduled a follow-up meeting with Misty’s parents 
to determine their progress on not treating her as being so very vulnerable and help-
ing her have opportunities to socialize with others. They also planned to discuss 
Misty’s parents’ perceptions of the support group that they were going to attend in 
the near future. The church community and religion continued to be a support for 
Misty’s parents and prayer was signifi cantly bolstering her mother’s and father’s 
coping. The pediatric psychologist aimed to establish a strong and supportive rela-
tionship with Misty’s parents so that she could be there for them when needed and 
assist them in processing feelings of grief and trauma related to Misty’s cancer 
diagnosis and treatments. Furthermore, the pediatric psychologist planned to meet 
with Misty for play therapy sessions to support Misty as she copes with the various 
stages of her illness. Through the play sessions the pediatric psychologist would 
conduct an ongoing developmental assessment to determine Misty’s progress in 
dealing with disease-related trauma and her adjustment to her chronic illness.  

    Summary 

 This chapter reviewed information about childhood cancer and managing psycho-
logical issues for children who are undergoing treatment or who have survived can-
cer. Children with cancer can experience serious health problems when they are 
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older and thus must take care of themselves after receiving treatment. They need to 
eat healthy and reduce risk behaviors. In addition, psychologically, children can 
experience feelings of depression and isolation, and therefore some may benefi t 
from receiving treatment for these issues. Children may experience late effects, 
which often involve problems with attention, concentration, and memory and chil-
dren may benefi t from receiving treatments similar to those offered to others with 
brain injuries (e.g., computer-based training) that assists children in building mem-
ory, attention, concentration, and organizational skills. 

 Health educators can help educate the child and his or her family about medi-
cal changes and psychosocial outcomes for children who have experienced can-
cer. Health educators can promote positive development in children and families 
and support those families and children who are functioning well, as many are 
very resilient. Additionally, health educators can assist with school re-entry pro-
gramming and helping the child become involved in social activities with peers. 
Teaching parents and children to think positively about cancer memories and 
allowing them to express and cope with the stressors they have experienced are 
roles for health educators. If the child is experiencing signifi cant depression or 
trauma related to cancer recovery, referral to a licensed counselor may be indi-
cated. Individual and family interventions, which involve counseling and support, 
that are inexpensive and easy to administer, perhaps though telephone sessions, 
may be experienced positively by families and be a mechanism to reach families 
who might have diffi culty attending hospital- or clinic-based counseling 
sessions. 

  Exercises/Review Questions 

     1.    What are late effects for children who survive cancer and its treatment?   
   2.    What are some psychological consequences that might be faced by childhood 

cancer survivors who are not adjusting well after cancer treatment?   
   3.    In your view, what would be an ideal family-level intervention for parents of 

children who have survived cancer? What would help parents deal with their 
feelings of trauma and stress related to watching their child go through chemo-
therapy, in your opinion?   

   4.    Many families have diffi culty adhering to medical regimens and with keeping 
appointments (i.e., follow-up visits or “well checks” after their child has received 
intensive interventions). What would be some strategies for encouraging parents 
to (1) follow medical regimens and (2) keep appointments after intensive inter-
ventions have been completed?   

   5.    Let’s imagine a case. The child (an 8-year-old girl) has completed chemotherapy 
and is feeling very self-conscious about returning to her classroom. How would 
you explain her treatment to peers in the classroom and help her re-integrate or 
re-enter school?      
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    Chapter 6   
 Autism Spectrum Disorder                     

                Diagnosis 

 Two criteria are critical to the diagnosis of Autism Spectrum Disorder (ASD). 
These two criteria are: (1) persistent defi cits in social communication and interac-
tion and (2) restricted, repetitive interests, activities, and/or behaviors (American 
Psychiatric Association,  2013 ). Defi cits in  social communication and social inter-
action   need to occur in multiple settings (such as home and school) and have a 
signifi cant impact on child functioning. The restricted, repetitive patterns of behav-
ior or interests also need to occur in multiple settings and signifi cantly impair 
functioning. Examples of repetitive behaviors include hand-fl apping, rocking, and 
spinning objects. Children with autism may experience comorbid or co-occurring 
problems. Chief among these co-occurring problems may be intellectual disorders, 
hyperactivity, anxiety, and “acting out” or aggressive behaviors (Gotham et al., 
 2013 ). Children with ASD also have signifi cant diffi culties with language. This can 
be termed having a “structural language disorder.” A structural language disorder 
is defi ned as, “…inability to develop or understand sentences with proper gram-
mar” (p. 58, American Psychiatric Association,  2013 ). When a mental health or 
medical professional is providing a diagnosis of ASD, he or she also needs to 
specify whether the child has an intellectual impairment and the level of severity of 
impaired functioning for the child. 

  Specifying Intellectual Impairment . As mentioned, the mental health provider 
should specify whether the ASD occurs with or without intellectual impairment. An 
intellectual disability is defi ned as signifi cant defi cits in intellectual or cognitive 
 functioning  , such as signifi cant defi cits in reasoning or abstract thinking. The intel-
lectual defi cits are accompanied by defi cits in adaptive functioning. Defi cits in 
adaptive functioning are those defi cits that prevent a child from performing age 
appropriate tasks of daily living, such as feeding oneself, using crosswalks appro-
priately, communicating with others, and functioning independently at school. A 
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child with defi cits in adaptive functioning would not be able to function at an age 
appropriate level (e.g., dressing and crossing the street), in order to be able to com-
plete tasks of daily living in multiple settings, such as at school or at home. 

 Intellectual defi cits are categorized into four levels in the  DSM-5  . The highest 
level of intellectual defi cits occurs when a child is at the level of mild intellectual 
defi cits. This is followed by moderate, severe, and profound intellectual defi cits. 
Children with moderate defi cits typically need special services at school and may 
not be able to complete daily living skills without some assistance. Children with 
mild defi cits in intellectual functioning may also need assistance and support at 
school to complete their work and interact with peers. Children experiencing severe 
and profound defi cits may not be able to be fully integrated into the regular class-
room setting without an aide or one-on-one assistance. They are severely delayed in 
their academic skills and abilities to perform tasks of daily living (American 
Psychiatric Association,  2013 ). 

  Specifying Severity Level . There are three severity levels for specifying the support 
that the child with ASD needs. The fi rst level, “level one,” is classifi ed as, “support 
needed,” and typically children need support to attain educational milestones and 
develop their abilities to engage in social conversations. At “level two,” which is 
classifi ed as needing “substantial support,” the child needs a greater level of support 
to function within daily environments, such as when he or she is at school and in the 
community. The third level, entitled, “substantial support,” indicates that the child 
is experiencing signifi cant impairments and needs substantial care from others to be 
able to function. When a child is classifi ed as needing substantial support, the child 
may need care from other professionals to engage in normal life activities in addi-
tion to substantial support from parents in the home setting. These defi cits will be 
life-long and the child will need long-term care if parents are no longer able to care 
for the child in the home. 

 It is very important to note that some have called the  DSM-5   diagnosis of ASD 
into question (Kulage, Smaldone, & Cohn,  2014 ). The reason for this is because 
the  DSM-5   diagnosis combines several previous diagnoses for children with a 
variety of symptoms across an array of functional levels. Some experts are con-
cerned that the ASD diagnosis lacks the specifi city it needs. Mental health profes-
sionals rely on specifi c diagnoses as “benchmarks” for treatment in order to refer 
children to programs and design intervention plans that will adequately meet chil-
dren’s needs. The general nature of the ASD diagnosis may make it less easy to 
plan and refer children with autism to the “right” level of treatment. When mental 
health professionals are using this diagnosis, they may need to provide a very clear 
description of the child’s needs for treatment and intervention in the school setting. 
Detailed information of the child’s strengths and weaknesses should be provided in 
order to develop appropriate intervention plans. These plans should address the 
child’s needs in terms of remediating defi cits in functioning, including the child in 
regular education settings with appropriate supports, and capitalizing on the child’s 
strengths so that he or she can function more adaptively and learn new skills.  
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    Prevalence 

 Approximately 1 % of the children in the United States and other countries have 
ASD (American Psychiatric Association,  2013 ). Volkmar et al. ( 2014 ) reviewed 
existing studies and found that “…prevalence estimated for autistic disorder range 
from 0.7 in 10,000 to 72.6 in 10,000…” depending on the study (p. 239). They 
mentioned that children with ASD exhibit a very broad array of symptoms, which 
may infl uence  prevalence rates   across studies. Additionally, the defi nition of this 
disorder has varied over time, and this may have infl uenced prevalence rates. Rates 
of autism have increased, and this may have occurred because the diagnosis is 
broader in scope or because mental health professionals are better at identifying this 
disorder (Kulage et al.,  2014 ). However, another reason could account for this and 
consequently further research is needed to understand why the prevalence of autism 
is increasing. 

 There are sex and ethnic group differences. Rates of ASD are four times greater 
in boys than in girls (American Psychiatric Association,  2013 ; Kogan et al.,  2009 ). 
Nonhispanic black children and multiracial children have lower rates of ASD than 
nonhispanic white children (Becerra et al.,  2014 ; Kogan et al.,  2009 ). However, 
ASD does occur in children of color. In a fairly recent study, Becerra et al. ( 2014 ) 
discovered that children of color with foreign-born mothers of color were at higher 
risk for severe levels of impairment associated with ASD compared to white 
children born of mothers who were natives of the United States.  

    Genetic and Environmental Infl uences 

 Multiple genes interact to  infl uence   the symptoms of ASD (Volkmar et al.,  2014 ). 
Higher rates of autism are found in siblings and even higher concordance rates for 
autism are found in identical twins. Parent-level risk factors for ASD include parent 
age (with older maternal and paternal ages being risk factors), premature birth, and 
close spacing between pregnancies. Family members of children with ASD also can 
display problems with social communication and language  development   (Volkmar 
et al.). Other risk factors for ASD include having “older” parents, low birth weight, 
and fetal exposure to Valproate (American Psychiatric Association,  2013 ).  

    Impact for Children 

 The diagnosis of ASD is typically made when a child is either around age 2 or during 
the preschool years. If substantial impairment is involved, then the diagnosis may be 
made at younger ages (e.g., around 12–24 months of age or younger; American 
Psychiatric Association,  2013 ). Volkmar et al. ( 2014 ) discussed several features that 
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may signal ASD in children including lack of language, inconsistent social com-
munication or defi cits in social communication,  repetitive behaviors  , restricted 
interests, and a need for sameness or resistance to change. At school age, children’s 
repetitive behaviors may increase, which can be concerning for parents. Social and 
communication skills also can improve at school age, but usually lag behind those 
of children who are developing typically (developing normally without any medical 
or mental health problems). 

 The next paragraphs in this section describe repetitive behaviors, tendencies to 
repeat what others say, and information about the need for sameness and narrow 
interests for children with ASD. These are key features of ASD and these symptoms 
may impact children’s abilities to communicate with others and be integrated with 
peers. These features also may negatively impact children’s school performance. 
Children with ASD are likely to experience intellectual defi cits and research dis-
cussing this is presented at the end of this impact section. 

   Stereotypies   . A stereotypy (stereotypies) involves repetitive behavior, rigidly 
repeated in the same way, over and over (Cunningham & Schreibman,  2008 ). The 
stereotypy is not functional in nature for the individual. That is, the repetitive 
behavior is not socially appropriate or age appropriate. Stereotypies can involve 
repetitive use of  language   or repetitive behaviors, such as rocking, hand-fl apping, 
or spinning objects. The fi xation can involve parts of objects, such as spinning 
wheels on toy cars, or can even involve repeated visual stimulation, such as visual 
stimulation gained from turning lights on and off (watching light appear and then 
disappear). Stereotypic behaviors may be displayed when children have other 
types of disorders, such as intellectual defi cits. Stereotypies can make a child 
“stand out,” because this behavior is different from behaviors typically displayed 
by peers. Moreover, stereotypic behavior can interfere with the child’s ability to 
learn. Furthermore, there is some evidence that the stereotypy may provide sensory 
stimulation; therefore, reinforcing it being repeated by the child (Cunningham & 
Schreibman). This is a fairly simplistic defi nition of  stereotypies  , as there are many 
possible repetitive behaviors. However, this information is presented to provide 
the reader with a “glimpse” of this type of behavior, which is common for many 
youth who have ASD. 

   Echolalia      . Echolalia or repeating back parts of sentences (“echoing” speech) with-
out necessarily intending to use the words for social communication is a hallmark 
behavior for some children with autism (Grossi, Marcone, Cinquegrana, & Gallucci, 
 2013 ). Echolalia occurs when children with ASD repeat language used by others; 
this repetition of language is not appropriate to the social setting or content of the 
conversation in the social interaction. When engaging in echolalia, the individual is 
not necessarily using the language for communicative value, but rather is repeating 
phrases he or she has heard. This can be the end of a sentence, a few words in a 
sentence, or one word. For example, another person could ask a child, “Do you want 
to have juice, milk, or water with your snack today?” Then, an individual with ASD 
who was engaging in echolalia might say, “Snack today. Snack today. Snack today.” 
Another example might be if a teacher said, “Class, please take out your notebooks 
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as we are going to write in our journal today.” A child would be engaging in “echo-
lalia” if he or she said, “Notebook. Notebook. Notebook.” 

  Insistence on Sameness or    Routine   . Children with ASD may have an insistence on 
sameness—keeping with their routine—and have diffi culty accepting change in 
their daily routines or the manner in which they accomplish daily tasks (Gotham 
et al.,  2013 ). They may always do things in the same way; thus, it appears as if a 
series of rituals govern how they accomplish tasks. Children with ASD may become 
very upset if things are not the same. For instance, if there is a substitute teacher in 
the classroom and activities that the class completes are “out of order,” for example, 
if reading time comes before math time, as child with an ASD could become very 
upset. Another example might be a change in a ritual, such as a method of getting 
dressed. For instance, if shoe strings were tied in a single rather than a double knot 
or if a child was asked to wear shorts instead of pants, then the child may become 
very upset. The child may need to eat only certain foods, eat only orange foods, and 
become upset if another food was introduced on his or her plate. The insistence on 
sameness may be related to the rigidity and tendency to repeat  behaviors   for chil-
dren with autism. Recent research has shown that an insistence on sameness is not 
necessarily associated with anxiety, although when routines are broken a child with 
autism can appear anxious (Gotham et al.). On the other hand, a focus on sameness 
may serve to limit sensory input, so that when the sameness is interrupted anxiety is 
evident (Lidstone et al.,  2014 ). It may be that anxiety is related to the disruption of 
some routines, but not others. More research will be needed to uncover the relation-
ship between insistence on sameness, need for routine and repetitive behaviors, and 
anxiety and becoming upset when routines are disrupted. 

  Narrow Interests Limit Social Connection . Children with ASD may have very nar-
row interests in that they are only interested in a few things and have a lot of diffi -
culty connecting with others outside this very narrow range of interests. For 
example, a child may only talk about or show interest in two or three topics. A child 
at a local elementary school may like to discuss maps and draw fi gures from a favor-
ite cartoon, and outside of these interests may show little interest in other topics. 
This makes it hard to connect to other children who like to discuss a range of televi-
sion shows and favorite activities. Children with ASD may have diffi culty turn-
taking when conversing or talking about topics that differ from their narrow range 
of interests making it diffi cult for them to connect with peers. 

  Intellectual Delays . Volkmar et al. ( 2014 ) proposed that approximately 85 % of per-
sons with ASD experience intellectual disability; therefore, specifi cation of the level 
of intellectual functioning is an important piece of information when providing this 
diagnosis. Specifi cally, 50 % may have severe or profound intellectual disability 
(which is often related to them needing continual support from others). Thirty-fi ve 
percent experience mild levels of intellectual disability, whereas 20 % of individuals 
with autism have  cognitive functioning   in the normal range. For most children with 
ASD, their nonverbal, visually oriented, problem-solving skills are a relative strength 
and their verbal abilities are a relative weakness. This trend can be reversed in 
children with ASD who are high functioning.  
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    Assessment of Autism Spectrum Disorders 

 There are many assessment tools for assessing symptoms related to ASD. In this 
section, one diagnostic interview and two other tools will be reviewed. The Diagnostic 
Interview for Social and Communication Disorders ( DISCO        ) is a set of 14 items 
designed to identify critical features of autism based on the  DSM-5   diagnostic criteria 
(Carrington et al.,  2015 ). Eleven of the items focus on social and communication defi -
cits that are common for youth with ASD. The other three items allow for assessment 
of repetitive behaviors, insistence on sameness in routines, and repetitive, ritualized 
patterns of  verbal and nonverbal behaviors         (stereotypies). Some of the items in this 
tool include: one-sided social approaches, not seeking comfort and not giving comfort 
to others, lacking emotionality, not sharing interests with others, lack of interactions 
with peers, echolalia, limited pattern of activities, and lack of friendships with peers 
(see Carrington et al.,  2014  for more information about this tool). The items on this 
interview can be used with other information, which is gathered from interviewing 
parents and others such as teachers, to help identify symptoms of ASD. This tool can 
be used across a variety of age ranges and is especially helpful in identifying key 
social and communication defi cits (Carrington et al.,  2015 ). 

 Standardized screening of young children with ASD may reduce tendencies to 
overlook ASD symptoms in very young children. Herlihy et al. ( 2014 ) found that 
toddlers and young preschoolers who were screened using the Modifi ed Checklist 
for Autism in Toddlers (M- CHAT  ; Robins, Fein, & Barton,  1999 ) and who partici-
pated in a follow-up interview and evaluation (with surveys designed to assess 
symptoms of ASD) were more likely to be diagnosed with developmental delays. 
This may allow children to receive early intervention, which can signifi cantly 
improve behavioral and social functioning. The M-CHAT is a questionnaire with 23 
items for parents to answer. The questions review key symptoms related to having 
developmental delays (being behind in terms of developmental skills) and symp-
toms of autism in very young children. Parents answer “yes” or “no” for each ques-
tion. Children who are positive on three of the 23 items or two of six critical items 
are considered to be at higher risk for ASD. 

 The  M-CHAT   has been revised and is now the M- CHAT     -R/F, which stands for 
the Modifi ed Checklist for Autism in Toddlers with Follow-Up (Robins, Fein, & 
Barton,  2009 ; material about this screening tool is available at   www.m-chat.org     
accessed on December 23, 2015). This measure is screening tool health profession-
als can use to interview parents, in order to determine if children display some 
symptoms consistent with ASD (Robins et al.,  2014 ). This measure is available at 
  www.mchatscreen.com    . Parents or caregivers respond to a series of “yes” or “no” 
questions such as, “Does your child look you in the eye when you are talking to him 
or her, playing with him or her, or dressing him or her?” Other questions are, “Does 
your child try to copy what you do?” (for example: clap or make a funny noise when 
you do) and “Does your child make unusual fi nger movements near his or her eyes?” 
This measure takes less than 5 min to administer. If the child’s total score is “0–2” 
then the child is considered to be at low risk. If the score is between “3 and 7” then 
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risk is considered “medium.” If the total score is between “8 and 20” then referral 
should occur. If the children screen positive, or at a level considered to be at medium 
or high risk for possibly having the disorder, then follow-up involves the health 
professional asking additional information about positive responses to questions on 
this screening tool. The M-CHAT-R/F is a broad measure and it should only be used 
for screening. A child with a positive screen would need to be referred for a com-
prehensive assessment before any type of diagnosis could be made. If a child is 
younger than 2 years of age, re-screening with the M-CHAT-R/F can occur again at 
24 months of age. 

 The Childhood Autism Rating Scale ( CARS     ) is a screening tool to use with children 
older than 2 years of age. This screening tool is now in its second version, the CARS, 
Second Edition, and it is available to be purchased from MHS Psychological Assessment 
and Services at   http://www.mhs.com/product.aspx?gr=edu&prod=cars&id=overview     
(accessed December 23, 2015). Another outlet for accessing the CARS is   http://www.
wpspublish.com/store/p/2696/childhood-autism-rating-scale-second- edition-cars-2     
(accessed December 23, 2015). The CARS was developed by Eric Schopler (e.g., 
Schopler, Reichler, DeVellis, & Daly,  1980 ). This measure takes about 5–10 min to 
administer and should be administered by a trained health professional. The “rater” for 
the CARS, Second Edition is the clinician or health provider and ratings for items 
(representing different behaviors and symptoms related to ASD) on this survey or scale 
are made based on the frequency, duration and “peculiarity” of the behavior or symp-
tom (Schopler, Van Bourgondien, Wellman, & Love,  2010 ). The clinician rates the 
child’s abilities to relate to people, repetitive behaviors, adaptation to change, verbal 
and nonverbal communication skills, emotional and intellectual functioning, and 
other behaviors that are typically observed in children with ASD. There are 15 items 
on this measure. Ratings are made on a 4-point scale (with 1 being normal and a 
rating of 4 being severely abnormal). There are also forms for the  CARS      to assess 
caregiver perceptions of the child’s symptoms (  http://www.wpspublish.com/
store/p/2696/childhood-autism-rating-scale-second-edition-cars-2     accessed December 
23, 2015).  

    Disease Management 

 Behavioral  interventions     , relying on reinforcement of communicative and adaptive 
behaviors and educational interventions, have a strong evidence base for improving 
children’s functioning (Volkmar et al.,  2014 ). Children with ASD benefi t from rein-
forcement of appropriate behaviors. Behavioral plans to improve communication 
skills and reduce repetitive behaviors should be implemented, with an emphasis on 
replacing negative behaviors with more acceptable ones and ignoring negative 
behaviors or withdrawing reinforcement of negative behaviors until they diminish 
in frequency. Educational instruction is important to provide learning through 
repetition, visual tools (e.g., picture cards with symbols to spur communication or 
to show the child his/her daily schedule), and other special instructional 
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interventions to improve the child’s achievement at school and the child’s adaptive 
functioning. Adaptive functioning involves skills needed to complete tasks of daily 
living, such as washing, dressing, and clearing plates from the table. Other adaptive 
skills or survival abilities include crossing the street, using a public restroom, 
and being able to read crosswalk signs. Children with ASD benefi t from having 
special programming or Individualized Education Programs in place at school so 
that their special education needs can be addressed by experts (i.e., the special 
education team). 

 Training in  communication skills  , including the social use of language or sign 
language to improve social communication are an important components of inter-
vention programs (Volkmar et al.,  2014 ). Teaching the child through modeling with 
visual examples where needed, using reinforcers or rewards that are important to the 
child him- or herself, teaching in a step-by-step fashion, and using repetition and 
routine can be techniques that facilitate learning. As mentioned, visual schedules 
and verbal rehearsal of appropriate social interactions can be valuable teaching 
tools. Visual schedules may include steps in an activity or activities that the child 
will engage in throughout the day. Activities may be depicted using drawings or 
pictures on a card. Children with ASD often have more developed visual and spatial 
skills, and seeing what they are doing for the day may make it easier to transition 
between activities. Social scripts can also be useful. Social scripts spell out, step-by- 
step, the steps in a social interaction so that the child can memorize a set of social 
behaviors to use when interacting with others. When scripts are used the child may 
learn some verbal routines that teach him or her how to initiate conversation, take 
turns when talking to others, ask others about their interests, and engage others in 
conversations about topics of interest. 

 Parents often need to participate in training so they can learn important princi-
ples of reinforcement, shaping (rewarding step-by-step progress toward learning a 
behavior), and use of ignoring and redirection to alternative, age-appropriate activi-
ties. The aforementioned concepts are key principles in behavior modifi cation and 
the health professional that is educating parents is advised to be well versed in this 
area. Parents probably will also need to reinforce the behavioral goals and skills that 
the child is learning at school or in other intervention settings. The parent needs to 
help the child practice the skills at home and in other community settings, in order 
for generalization of the performance of the new skills in different settings. 
Specifi cally, generalization occurs when the same new behavior or skills can be 
performed in different settings under different circumstances. Generalization of 
skills learned at school may not necessarily occur at home, unless there is practice 
in executing the steps of the behaviors at home. Another part of treatment may be 
parent support systems, through groups and buddy systems, as caregiver burden is 
high for parents of children with ASD. 

 Children with ASD may participate in “ ABA training  ” or  Applied Behavior 
Analysis Training  . There are many web-based sources to help professionals learn 
about ABA and there are many training institutes (one possible “online” source 
  http://www.appliedbehavioralstrategies.com/what-is-aba.html    ; accessed December 
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22, 2015). ABA training is typically provided by or supervised by a professional 
who is certifi ed or licensed as an ABA specialist. This person is trained specifi cally 
in the use of  reinforcement   (use of rewards to change behavior), shaping behaviors 
(step-by-step learning of a behavior until it is mastered), understanding the func-
tions of a child’s behavior (i.e., factors that start and main a behavior), and using 
other types of behavior modifi cation techniques (e.g., rewarding positive behav-
iors). Behavior modifi cation refers to techniques that assist in teaching new behav-
iors, that are positive in nature, and techniques to reduce the occurrence of negative 
behaviors, such as self-injurious or aggressive behaviors. Shaping behavior (using 
small steps or components of the behavior until they are chained to produce the 
desired behavior), reinforcing or rewarding positive behaviors, and ignoring or not 
rewarding negative behaviors are some principles that are key tenets of behavior 
modifi cation. 

  ABA   specialists have signifi cant expertise in  behavior modifi cation techniques  . 
For example, ABA specialists may apply a functional analysis of behavior to deter-
mine a plan to change a child’s behavior. To do this the professional will observe the 
child’s behaviors to understand what triggers the behavior and what factors in the 
child’s environment reward or help the child to initiate or maintain the behavior. The 
ABA specialist designs plans to reward desired behaviors and ignore or remove 
reinforcement from those behaviors that are not positive for the child. The ABA 
specialist also carefully gathers data to record change in the target behavior or the 
behavior that the intervention is designed to change. Decisions about whether a 
child’s behavior has changed are based on data, typically using behavior observa-
tions to denote change in the frequency of desired behaviors (e.g., increase in fre-
quency) and decrease in negative or undesired behaviors (e.g., decrease in the 
frequency of self-harm behaviors or other types of negative behaviors).  

    Medications 

 Many different medications have been used to treat children with ASD. Because of 
the intense emotional burden experienced by the parents, they may be very eager 
for any type of cure. They should be referred to experts in the fi eld, such as devel-
opmental pediatricians (pediatricians that have signifi cant expertise in the treat-
ment of developmental disabilities, like ASD), or child psychiatrists with expertise 
in the treatment of ASD for any type of medication evaluation. Children with 
severe symptoms may be treated with psychotropic or other medications. 
 Psychotropic medications   impact cognitive functioning (thinking), emotional 
functioning, and behavior. Some of these types of medications can have signifi cant 
side effects. Administration of many other types of medications has been docu-
mented (including stimulants, sleep medications, etc.; Murray et al.,  2014 ). 
Medical management is very complex and individualized and is beyond the scope 
of this chapter.  
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    Psychosocial and Emotional Functioning 

 There is a high degree of parent stress and parents have a signifi cant amount of 
“burden” or caregiver burden when caring for their child with ASD (Kogan et al., 
 2009 ). The burden typically is consistent with the degree of impairment that the 
child is experiencing. Children with ASD can have different types of  emotional and 
behavioral problems   (Maskey, Warnell, Parr, Le Couteur, & McConachie,  2013 ). 
Children can display aggression, as well as problems with sleep and eating. In terms 
of eating behaviors, children can be quite “picky,” liking only certain food textures 
or eating only certain types of foods (children may eat only a very limited range of 
foods). Children can be very active or inactive, with differences in activity level that 
are very different from what might be considered “normal” for children. Children 
with ASD may be less sensitive to pain, and have diffi culty letting adults know what 
they are experiencing pain. When feeling frustrated, which may be exacerbated by 
low abilities to communicate using  language  , children with ASD may be likely to 
engage in self-injurious behaviors. Two examples of self-injurious behaviors include 
head-banging and hand-biting. The impact of self-injurious behaviors can be espe-
cially concerning if the child has a diminished pain response, because he or she 
might not feel pain when engaging in self-injurious behavior. Children can also 
have unique sensory preferences, such as preferences for fl ashing lights and spin-
ning objects, and they may engage in stereotypies. When these sensory preferences 
are repeated for self-stimulation, these sensory behaviors are the types of  repetitive 
behaviors   (stereotypies) which can be hallmark features when making a diagnosis 
of ASD. Children with ASD can experience a great deal of anxiety, in social situa-
tions and when their routines change. 

 Children with ASD often experience signifi cant defi cits in social skills and 
have great diffi culties in making friends (see Petrina, Carter, & Stephenson,  2014  
for a review). They may not make “good eye contact” and have diffi culty looking 
another person “in the eye.” They may have diffi culty using the words “you” and 
“I” in social conversations. If the child is “echoing” parts of what the other chil-
dren are saying this can be frustrating to the child’s peers. The other children, who 
are interacting with the child with ASD, may feel that the child is not able to have 
a conversation with or play with them. Children with ASD may have diffi culty 
taking turns in conversations and talking about others’ interests or taking others’ 
perspectives, making social interactions between them and their peers very awk-
ward. Children with ASD may have few friends and feel lonely. Many of the 
children can identify what friendships are and understand that they have diffi culty 
socially and have few friends. Children with ASD may be satisfi ed with the friends 
they have, however. Petrina et al. ( 2014 ) have called for more research to deter-
mine satisfaction with existing friendships for children who have ASD. It is 
important to note that a lack of social bonds and social development is a key factor 
that is related to emotional and behavioral diffi culties as children age, and thus a 
lack of social connection can have long-term implications for a child’s social 
development.  
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    Interventions 

 Early diagnosis or diagnosing ASD at young ages is critical, given that there is 
evidence that early intervention with very young children can be particularly effec-
tive in improving social and emotional functioning (Mandell, Novak, & Zubritsky, 
 2005 ). Early and intensive intervention with preschool-age children who have ASD 
may be particularly effective in improving their functioning (Eikeseth, Klintwall, 
Jahr, & Karlsson,  2012 ). These interventions typically involve using  behavior modi-
fi cation techniques  , which often are administered by Applied Behavior Analysis or 
ABA specialists. Signifi cant parent involvement in behavior change plans and in 
practicing with the child often is necessary. The principles of early and intensive 
intervention employed by Eikeseth et al. were based on the principles of applied 
behavior analysis (ABA). 

 ABA techniques were used by Ivar Lovaas ( 2003 ), who is the father of the 
“ UCLA model     .” This model involves ABA, where children’s social skills are devel-
oped in applied settings (i.e., in schools and other real-world settings) using behav-
ior modifi cation techniques. There is continuous evaluation of the effectiveness of 
the intervention techniques. The Lovaas Institute has details about training young 
children with ASD, typically between the ages of 2 through 8, using ABA (see 
  http://www.lovaas.com/     accessed on December 28, 2015). The  UCLA model      
emphasizes the use of language for social communication and reduction in repeti-
tive or self-stimulatory behaviors. Repetitive and negative behaviors are redirected 
toward developmentally appropriate positive behaviors (these are appropriate 
behaviors given the child’s age range). These appropriate behaviors are desired, 
prosocial behavioral alternatives. Positive behaviors are reinforced with rewards the 
child likes. If a child is not able to exhibit appropriate behaviors for his or her age 
range, then positive behaviors that the child can perform will be taught. Maladaptive 
or negative  behaviors  , such as yelling at one’s mother, do not receive reinforcement 
(e.g., ignoring negative behaviors). Discrete trails are used to teach simple skills 
progressing to more complex positive behaviors (Volkmar et al.,  2014 ). Discrete 
trial training occurs when a behavior is broken down into small steps and the pro-
gression of small steps are chained together until the child learns the behavior 
(Bogin, Sullivan, Rogers, & Stabel,  2010 ). In addition to appropriate social interac-
tions, children learn imitation, play, and how to follow instructions. Lovaas ( 2003 ) 
provided detailed information about behavioral techniques in his book entitled, 
“Teaching Individuals with Developmental Delays: Basic Intervention Techniques.” 

 In their study, Eikeseth et al. ( 2012 ) assigned children with ASD to an intensive 
behavioral intervention or a treatment as usual group, which was the comparison 
group. Children ranged in age from 2 through 7 years (mean or average age was 
about 4 years). Those children assigned to the “treatment” group participated in 
ABA interventions, which were delivered by teachers. The ABA interventions were 
adapted from the UCLA Method (Lovaas,  2003 ). As mentioned, behaviorally based 
treatments, such as ABA, involve use of reinforcement of positive behaviors to 
increase their frequency, and ignoring and a lack of reinforcement for negative 
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behaviors in order to reduce their frequency. Children in the ABA interventions 
group received an average of 23 h of intervention per week (range 15–37 h). These 
interventions involved implementation of ABA techniques using individualized 
programs for children. Use of language for social communication was reinforced 
and repetitive or  self-stimulatory behaviors   were redirected toward other positive 
behaviors. Children were reinforced for small steps that slowly shaped their behav-
ior toward a goal behavior. These small steps, as the behavior is “shaped” to more 
closely resemble the desired or target behavior are termed successive approxima-
tions. Discrete trial training, which was defi ned earlier in this chapter, was used. 
Rewards or reinforcers for adaptive behaviors were selected based on the child’s 
unique preferences or personal “likes.” Social interaction was built around chil-
dren’s preferred activities and cooperative social interactions and play with peers 
were emphasized. Detailed behavioral plans, with continuous evaluation, and parent 
involvement were emphasized. Parents learned how to teach similar behaviors to 
those taught by teachers at home. 

 Children in the comparison group (who received treatment as usual in the com-
munity) received a variety of interventions that focused on learning appropriate play 
behaviors, self-help skills, social skills, and improving social communication 
(Eikeseth et al.,  2012 ). Children in the comparison group could also receive sensory 
integration training involving rocking, swinging, messaging, etc. Children’s prog-
ress in adaptive functioning was measured a year later and children in the treatment 
group showed signifi cantly higher levels of adaptive behavior than those in the com-
parison group (Eikeseth et al.). Children in the treatment group also showed gains 
in reducing maladaptive behaviors compared to those in the comparison group. 
These fi ndings are important, because school staff delivered the interventions and 
they had not received special training. Thus, study results provided support for the 
idea that behavioral intervention, adapted from the Lovaas ( 2003 ) method could be 
delivered by school staff in the “real world” and have a positive impact on improv-
ing the functioning of young children with ASD. 

 Aduen, Rich, Sanchez, O’Brien, and Alvord ( 2014 ) examined a manualized 
intervention to improve social skills and resiliency for children with ASD. This 
intervention was delivered using a treatment manual, which outlined interventions 
and how to deliver interventions to children. Having a  manualized intervention   
allows for consistency in administration and the degree to which the intervention 
was delivered as planned can be evaluated. This can be advantageous, because lead-
ers (instructors) follow the same plan and administer the same interventions in the 
same ways. If an intervention is delivered using a manual, then one can also mea-
sure the degree to which the leaders followed the manual when delivering the inter-
vention. Leaders can complete surveys showing how they followed the steps in the 
manual or leaders can be videotaped and review of videotapes can show how closely 
that leaders were following the training outlined in the manual. 

 The intervention used by Aduen et al. ( 2014 ) was called the  Resilience Builder 
Program     . Children participating in this intervention were children between the ages 
of 7 and 12 years (average age about 10 years old). There were 12 boys and 5 girls 
and 14 of the participants were Caucasian. The youth participating in this program 
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were considered high functioning and were not exhibiting severe delays in commu-
nication, intellectual functioning, and other behaviors associated with the diagnosis 
of ASD. The Resilience Builder Program consisted of 12 sessions, each lasting 1 h. 
Aduen et al. used cognitive behavioral techniques to improve social skills and emo-
tion regulation. The sessions addressed several skills, which are presented in 
Table  6.1 .

   Aduen et al. ( 2014 ) used a variety of measurement tools to examine child prog-
ress after participating in their intervention. Their fi ndings indicated that parents 
reported improvement in child social engagement (social interactions with others) 
after their children had participated in the program. Children reported that they had 
better control of their emotions and were using less negative emotions when they 
were interacting with others. Teachers also completed surveys to assess change in 
child functioning. Teachers’ responses did not indicate signifi cant changes in child 
functioning. Also, family functioning remained unchanged. Aduen et al. reported 
that study fi ndings indicated that the program yielded some success, but that 
improvements were not consistent for teachers, parents, and children. Because 
results were not consistent for all three groups, in terms of child improvement, 
Aduen et al. recommended future research to examine the effectiveness of their 
program. Also, family functioning did not improve, which is another reason they 

   Table 6.1    Lessons used in the Resilience Builder Program for children with  ASD        

 Session  Components of the session 

 1   Introduction : Meet others and learn the purpose of the intervention 
 2   Resilience —Learn the concept of resilience and how to be proactive rather than 

reactive in social interactions. Teaching children to be fl exible was emphasized 
 3   Personal space —Understand the distance needed between individuals when they 

interact. Learn about speed of speech and movement in social situations 
 4   Leadership —How to be a good leader—being fl exible, listening to and meeting 

others’ needs, being a role model, etc. 
 5   Reading verbal and nonverbal behaviors —Read children’s cues through watching 

videos and role-play interventions. Flexibility in responding to other children’s 
responses was emphasized 

 6   Initiating and maintaining conversations —How to make eye contact and initiate and 
maintain conversations. Learn about conversation “busters” that tend to end 
conversations with others 

 7   Good sportsmanship —Learn how to complement others, control frustration, and 
play fair when the demands of the game (interaction)  change   

 8   Optimistic thinking —Difference between optimistic and pessimistic thinking 
defi ned. Learn how to change maladaptive thinking to more positive thinking 

 9   Problem - solving —Learn adaptive and fl exible ideas for solving problems. 
Opportunities to practice problem-solving to improve mental fl exibility 

 10   Stress management —Learn stress management and relaxation skills. Development 
of coping plans is  reviewed   

 11   Generalization training —Practice skills on a fi eld trip, such as going bowling  together   
 12   Perspective - taking —Learn about empathy and how to understand how others feel in 

different situations 
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recommended that more research would be needed to determine whether the program 
was effective. Developing additional lessons to address negative behaviors and 
reduce repetitive behaviors may strengthen the intervention. Moreover, there was 
only one session devoted to generalizing what the children learned to other similar 
types of social situations. Adding sessions to allow children to practice their new 
skills in different settings or having a coach to ensure that they are practicing what 
they had learned at home and in the community may increase the impact of the 
Resilience Builders’  lessons  .  

    Roles for Health Educators 

 Health educators can play a role in referring children for evaluation. Mental health 
clinicians can make diagnoses. It is important to remember to use multiple mea-
sures, parent interview, and observations to gather diagnostic information. After a 
formal diagnosis is obtained, health educators may be instrumental in the delivery 
of interventions to improve children’s social skills, reduce repetitive behaviors, 
improve abilities to manage tasks of daily living, and improve emotion regulation. 
Health educators may want to participate in ABA training to learn key principles of 
 behavior modifi cation  , in order to design state of the art interventions. Health edu-
cators can improve their training in ABA methods so that they can help in adminis-
tering or developing behavior plans to improve social and emotional functioning of 
children with ASD. All of the aforementioned areas are critical areas for improving 
the lives of children with ASD. Working with school staff and teachers to develop 
Individual Education Programs will improve school support.  

     Case Study   

 Andrew is an 8-year-old child who has been diagnosed with ASD. He has very 
loving parents who are very involved in his life. He has a 12-year-old sister, who is 
developing normally. There was not any history of social diffi culties or emotional 
problems in his family according to his parents. Both of his parents describe them-
selves as being “loners” in terms of preferring their “alone time” to engaging in 
interactions with large groups of people. There is not a history of mental illness on 
either Andrew’s mother’s or fathers’ side of the family. Andrew is considered to be 
high functioning. He is reading and completing math problems at the same level as 
his peers in the classroom. His social skills are much less well developed than 
those of peers in his classroom. Moreover, his social use of speech, to communi-
cate with peers, is delayed. Andrew has an Individual Education Program to 
address his special needs in the school setting. In addition, having an Individual 
Education Program ensures that his academic progress will be reviewed and 
updated regularly. 
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 Andrew has been receiving special services since he received a diagnosis of ASD 
at 3 years of age. He has received behaviorally oriented services to reduce his ste-
reotypical behavior, which was spinning objects and repetitive hand-fl apping. 
Occasionally, he still engages in these behaviors when he is upset. Andrew has 
received special training, in one-on-one sessions, to improve his eye contact and 
ability to “pass the ball”    in conversations and take turns when speaking with others. 
Andrew has learned to think about how other children are feeling through lessons 
stressing perspective-taking with his therapist. He responds very well to rewards. 
It is important to develop a reward chart focused on things Andrew likes, which 
include time to review his maps (he has quite a large collection) and extra time to 
play games on his computer at home or games on a computer in the computer room 
at his school. 

 Andrew can become upset when his routine changes. For example, he can 
become upset when there is a substitute teacher in his classroom or the “order” of 
his typical classroom schedule changes, such as when there is a special fi eld trip or 
an assembly. Andrew has learned special breathing techniques to calm down and to 
ask his teacher for some time at his desk so he can adjust to changes in routine. 
Andrew responds very well to visual reminders, such as lists, that allow him to 
understand when there will be changes in his daily routine. The list typically has 
highlighted changes to the order of activities in his usual routine, when he has a 
schedule change. Andrew works with his school counselor and his therapist to assist 
him with practicing social skills and emotion regulation skills. This extra practice 
and coaching has helped Andrew by reinforcing the social skills he learned as a 
preschooler and helping him learn new skills to interact with children at his school. 
Andrew can have trouble understanding social interactions. His counselor at school 
and his therapist communicate regularly to develop interventions to help him in 
social situations with peers. The school counselor has an excellent relationship with 
the classroom teacher and can help in the classroom on an as-needed basis should 
diffi culties arise. 

 Andrew is enrolled in boy scouts. His scout master knows about his diagnosis 
and can reach his therapist should diffi culties arise. Andrew has a peer buddy at 
meetings. His buddy helps him when he has diffi culty interacting with other boys or 
goes to fi nd the leader of his scout group, who helps Andrew with social situations 
he is having diffi culty understanding. Andrew’s peer buddy and his scout group 
leader help him to initiate conversations, remind him to make eye contact with 
peers, and help him complete projects if he is falling behind. When needed, his 
father comes to group meetings with Andrew to help him complete projects. Andrew 
is very proud of his merit badges, and he enjoys going camping with his father and 
the rest of his peers. Andrew’s peers have a good understanding of his social delays. 
They understand that he can have diffi culty calming down when routines change or 
he does not understand what is happening in social interactions. Andrew’s therapist 
had attended a meeting with his peers and explained some of Andrew’s challenges 
to them, which put many of the boys at ease about working with Andrew. 

 Andrew is doing very well, but probably will need continued support to manage 
emotional  reactions   to change, and to assist him in interacting with peers, especially in 
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situations that are “new” for Andrew (e.g., situations that are new or different from his 
usual routine). His teachers and leaders of the after-school programs he is involved in 
will need special guidance and support to work with Andrew. His school counselor and 
therapist plan to remain involved throughout the elementary school years. His educa-
tional attainment remains good, and his academic progress, as well as his social and 
emotional development, will be assessed yearly or more frequently if this is needed. A 
larger scale evaluation will be conducted every 3 years as part of his Individual 
Education Programming. Additional supports may be needed in the middle and high 
school years, as social demands and situations with peers increase in complexity. In the 
long-term, in high school, planning for his early adult years will be important so that 
he can attain to his highest potential in the least restrictive environment.  

    Summary 

 In this chapter, diagnosis of ASD and ideas for assessment and treatment were reviewed. 
A lack of social interaction and social communication are hallmark features of 
ASD. Therefore, intervention programs typically must address skills defi cits in these 
areas. Children with ASD may exhibit repetitive, restrictive patterns of behavior. They 
may experience diffi culty transitioning to different activities, especially when there are 
changes in their usual routine. They may have diffi culty completing work “on demand” 
or when asked to complete a task or assignment. In addition, a fairly high number of 
children with ASD experience delays in intellectual functioning. Interventions for chil-
dren with ASD often involve ABA. This is a behavioral approach where a functional 
analysis of behavior is used to determine an intervention plan for different types of 
behaviors that need to change or be modifi ed. Careful data collection, typically based 
on behavior observations, is used to assess change. Future research to identify interven-
tions that result in signifi cant improvement in social skills and reduction in negative 
behaviors will continue to improve the future of children who have ASD. 

  Exercises/Review Questions       

 1.    Caregivers or parents can become very stressed upon hearing that their child has 
been diagnosed with ASD. How would you explain this diagnosis to them?   

   2.    What are stereotypies?   
   3.    How would you explain ASD to a classroom of young elementary school-age 

children who were having diffi culty interacting with and understanding the 
repetitive behaviors of a peer with ASD?   

   4.    What steps would you use to teach a boy with ASD, who is in kindergarten, and 
who is having trouble sharing toys with other children in the classroom? Please 
break your teaching into small steps with rewards for approximations or positive 
movements toward the desired sharing behavior you have defi ned. Then, discuss 
a plan for observing the child and collecting data to determine the child’s prog-
ress in improving abilities to share with peers.   
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   5.    Describe how you might observe and conduct a functional analysis of behavior 
(observing triggers for a behavior, the consequences of a behavior, and rewards 
for a behavior) for a child with an ASD who has a problem with biting his hands 
when he has to transition between activities during the school day.   

   6.    If you developed a school-based program for fi rst- or second-grade children with 
ASD what would be key components of your program to improve their commu-
nication with other children?      

  Key Concepts 

    Autism Spectrum Disorder (ASD)  
  Severity levels for children with ASD  
  Stereotypies  
  Echolalia  
  Narrow range of interests  
  DISCO  
  M-CHAT  
  CARS  
  Behavior modifi cation  
  Shaping  
  Reinforcement  
  ABA training  
  UCLA model  
  Discrete trial training  
  Resilience Builder Program         
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    Chapter 7   
 Anxiety                     

                Diagnosis 

 Anxiety is a broad and “diffuse” concept, making it diffi cult to defi ne (Vasey, 
Bosmans, & Ollendick,  2014 ). There are many defi nitions of anxiety. For example, 
Fonseca and Perrin ( 2011 ) defi ned anxiety as, “…a set of emotional reactions aris-
ing from the anticipation of a real or imagined threat to the self” (p. 25). Fonseca 
and Perrin differentiated anxiety from fear, in that fear is a reaction to a distinguish-
able stimulus, whereas anxiety may be a less specifi c reaction to a diffuse array of 
stimuli. Experts have proposed that anxiety is the most common form of mental 
health disorder in children (e.g., Vasey et al.,  2014 ). Fonesca and Perrin discussed 
that, with the exception of Generalized Anxiety Disorder (GAD; formerly 
Overanxious Disorder of Childhood) and Separation Anxiety Disorder (SAD), most 
diagnoses involving anxiety are the same (i.e., involve the same types of symptoms) 
for children and adults. 

 There are several systems for classifying anxiety; however, the most common is 
to use the   Diagnostic and Statistical Manual of Mental Disorders    (American 
Psychiatric Association,  2013 ). In DSM-5, anxiety is defi ned as, “… the anticipa-
tion of a future threat” (p. 189). Feelings of anxiety must be persistent and strong 
enough to interfere with the child’s daily functioning and ability to perform daily 
tasks for a signifi cant period of time. The onset of symptoms often occurs around 6 
years of age (Merikangas et al.,  2010 ). Children who are anxious may be overly 
conforming to social norms or rules. They may be worried about their performance 
at school or at sports, making them appear to be “perfectionists” (American 
Psychiatric Association,  2013 ). 

 There are many anxiety disorders described in the  DSM-5  , such as Post- 
Traumatic Stress Disorder, SAD, GAD, and Social Phobia (see Vasey et al.,  2014  or 
the DSM-5, American Psychiatric Association,  2013  for a review). There is some 
“overlap” in symptoms among the different anxiety disorders in children—such that 
similar symptoms are displayed across disorders (Copeland, Angold, Shanahan, & 
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Costello,  2014 ). Nonetheless, there is enough difference among the diagnoses to use 
separate diagnostic categories for the many types of anxiety disorders. Seven anxi-
ety disorders will be defi ned on in the next section of this chapter: SAD, GAD, 
Social Anxiety Disorder, Selective Mutism, Obsessive-Compulsive Disorder, 
School Phobia, and Specifi c Phobia. 

   Separation Anxiety Disorder      . Separation anxiety is described as being, “fearful 
or anxious about separation from attachment fi gures to a degree that is developmen-
tally inappropriate” (American Psychiatric Association,  2013 , p. 189). Children 
with separation anxiety can experience worry about the loss or separation from an 
attachment fi gure, to the extent that they experience nightmares and physiological 
symptoms (e.g., tremor, upset stomach, rapid breathing rate). Separation anxiety 
typically is present for at least 4 weeks in children who are diagnosed with this 
disorder. 

   Generalized Anxiety Disorder      . This disorder is defi ned as, “…excessive anxiety 
and worry…about a number of events or activities” (American Psychiatric 
Association,  2013 , p. 222). The worry that the child experiences is “out of propor-
tion” or very high given the likelihood that the event that is being worried about will 
actually occur. Children with GAD may worry about their competence or perfor-
mance at school or for sports/activities. Children can also worry about catastrophic 
events, such as fl oods or earthquakes (American Psychiatric Association,  2013 ). 
Children with signifi cant anxiety may be perfectionists. Their work may need to be 
perfect or their performance perfect, or they will start over on a current project or 
performance. They may be receiving a lot of reassurance from others, which can 
paradoxically increase their worries (because they are being reaffi rmed by parental 
attention). 

   Social Anxiety Disorder      . This disorder is characterized by fear and avoidance of 
social situations. Children with social anxiety disorder may avoid social situations, 
worry about negative evaluations by others, be self-conscious, and have a limited 
number of friends. These children may have appropriate social skills (Rapee, 
 2012 ). 

   Selective Mutism   . This disorder is defi ned as failure to speak in social situa-
tions, where there is an expectation that individuals will speak with others 
(American Psychiatric Association,  2013 ). Children with Selective Mutism may 
be very shy and experience fear in social situations. Typically, the child has no 
problems with his or her speaking abilities and does not have a communication 
disorder. The child most often speaks with his or her immediate family, but may 
not speak with grandparents or other family members. This can be very distress-
ing for the family. Parents of children with selective mutism may also experience 
social inhibition or be inhibited. They can also be controlling, and overly control-
ling of the  child  . 

   Obsessive - Compulsive Disorder      . This disorder is characterized by obsessions 
and/or compulsions or compulsive behavior (Abramowitz, Taylor, & McKay,  2009 ). 
Obsessions are repetitive, intrusive thoughts. Compulsive behaviors are repetitive 
behaviors that one feels compelled to perform. Compulsive behaviors are often per-
formed in response to obsessive thinking, typically in a rigid, ritualistic fashion. The 
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compulsions can be a kind of undoing, where the individual performs a behavior to 
relieve stress related to experiencing obsessive thoughts. The individual may believe 
that performing the ritualistic behavior can help him or her ward off anxiety- 
provoking events. The compulsive behavior can reinforce the anxious thinking—in 
terms of obsessive worry—because performing the ritual reinforces the belief or the 
anxiety related to the obsessive thought. Obsessions can center on fear of causing 
harm. Compulsions then can become checking compulsions to ensure safety. 
Obsessions focusing on contamination (e.g., worry about germs) can be accompa-
nied by compulsive handwashing rituals. 

   School Phobia   . This disorder is often termed school refusal (Kahn, Nursten, & 
Carroll,  1981 ; Maynard et al.,  2015 ). Children with school refusal or school phobia 
refuse to go to school. Children with School Phobia may experience anxiety—to the 
level of panic—over needing to go to school. They may want to remain at home. 
They may have many absences. Unlike children who may be truant for conduct 
problems, children with school refusal often want to go to school, but feel that they 
cannot do so. Thus, school phobia is “…an emotional problem, based on acute anxi-
ety at the thought of leaving home” (p. 5, Kahn et al.,  1981 ). 

   Specifi c Phobia      . This is an excessive and persistent fear of a specifi c stimuli or 
event (American Psychiatric Association,  2013 ; Ollendick et al.,  2015 ). The 
feared stimuli or event can be of animals; natural events in the environment (e.g., 
thunder); blood, injection, or injury; a situation (e.g., giving a speech), or be 
another type of fear of a different stimuli or event, which is classifi ed as having an 
“other” type of phobia. Children with fears of specifi c stimuli generally benefi t 
from gradual exposure to the feared stimuli. This allows them to confront and 
work through their fear of the object, as their fear is excessive and  unrealistic      
(Ollendick et al.,  2015 ).  

    Prevalence of Anxiety in Children 

 Approximately 5–10 %  of   children experience an anxiety disorder (Cobham,  2012 ; 
Drake & Ginsburg,  2012 ; March, Spence, & Donovan,  2009 ). Rates of anxiety for 
children differ from 2.8 % to over 30 % across studies (Copeland et al.,  2014 ; 
Costello, Egger, & Angold,  2005 ; Reynolds, Wilson, Austin, & Hooper,  2012 ). 
Results of other national studies show that as many as one in eight children and 
adolescents experience some form of anxiety (Merikangas et al.,  2010 ). Uncertainty 
about the defi nition or description of anxiety disorders in children may infl uence the 
differing prevalence rates across studies (Costello et al.,  2005 ). Symptoms of anxi-
ety in children are similar across cultures (Holly, Little, Pina, & Caterino,  2015 ; 
Vasey et al.,  2014 ). Rates of anxiety may increase in the adolescent years (Copeland 
et al.,  2014 ). Rates may increase in adolescence, perhaps because in adolescence 
the expression of anxiety symptoms “look” much more like adult symptoms and 
adolescents are more able to describe anxiety symptoms than younger children. 
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 As might be expected, the prevalence of the different types of anxiety disorders 
varies across studies. According to the DSM-5 (American Psychiatric Association, 
 2013 ), SAD occurs in about 4 % of children. It is the most prevalent mental health 
problem in children aged 7 years and younger (Santucci & Ehrenreich-May,  2013 ). 
GAD appears to be less common among children (less than 1 %). Selective mutism 
occurs in .03–1 % of children (American Psychiatric Association,  2013 ). The preva-
lence of obsessive compulsive disorder is between 0.5 and 3 % (Torp et al.,  2015 ). 
Specifi c phobias are present in as many as, “…5 % of children in community sam-
ples” (p. 2, Ollendick et al.,  2015 ). 

 There are fairly clear gender differences across studies. Girls are more likely to 
be diagnosed with anxiety than boys, and this is true for most types of anxiety dis-
orders (American Psychiatric Association,  2013 ; Copeland et al.,  2014 ; Costello 
et al.,  2005 ). Girls may be up to two times more likely to be diagnosed with an anxi-
ety disorder compared to  boys   (Rapee,  2012 ). 

 Information about differences between ethnic or racial groups is less clear. For 
example, Holly et al. ( 2015 ) examined anxiety in 702 children who were white or 
Hispanic. After adjusting the survey for cultural differences in responses to ques-
tions, their fi ndings indicated that anxiety symptoms were at an equal level for boys 
who were white, boys who were Hispanic, and girls who were Hispanic. About 
6–7 % of the children in these groups (boys who were white and who were Hispanic 
and girls who were Hispanic) were experiencing anxiety. Girls who were white 
were experiencing more symptoms of anxiety; about 9 % of girls who were white 
were reporting symptoms of anxiety. 

   Genetic and Environmental Infl uences   . Anxiety disorders have a genetic 
component and “run in families.” There is support from studies with twins and 
of parents with anxiety to support the heritable nature of anxiety disorders 
(Drake & Ginsburg,  2012 ). However, the environment, chiefl y parental infl u-
ences, can play a role in the development of anxiety for children. Drake and 
Ginsburg ( 2012 ) reviewed parental infl uences on child anxiety and noted several 
important fi ndings from the literature. For example, parents who are unpredict-
able and foster an insecure attachment with the child increase anxiety symp-
toms, such as hypervigilance, in children. In addition, parents who are very 
controlling and overinvolved in their children’s lives may facilitate the develop-
ment of anxiety in children, because children do not get to practice working 
through and achieving success in challenging situations (Drake & Ginsburg). 
Another reason children may learn to exhibit anxiety is that they are modeling 
or copying parental coping strategies and thought processes, including anxious 
ones (Hudson et al.,  2014 ). Parents also may reinforce children’s anxiety by 
helping them avoid feared stimuli or allowing them, albeit inadvertently, to be 
very worried and avoid situations that make them worried. This parental accom-
modation, which can also extend to other family members, may actually heighten 
the child’s anxiety symptoms and feelings of  worry   (Norman, Silverman, & 
Lebowitz,  2015 ).  
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     Impact for Children   

 In this chapter, the focus will be on a general discussion of how anxiety impacts 
children. Ideas will be cross-cutting, in that they will assist health professionals in 
working with children who experience anxiety, irrespective of the specifi c type of 
anxiety disorder with which they are diagnosed. The goal will be to assist health 
educators and professionals in being able to identify, refer, and provide coping strat-
egies to help children who are experiencing anxiety. There are specifi c cognitive- 
behavioral treatments that work “better” or were specifi cally designed for different 
types of anxiety disorders; but, addressing all of the specifi c treatments is beyond 
the scope of this chapter. On the other hand, there are some treatments that work for 
several disorders, and these general ideas will be reviewed. Developing expertise in 
the fi eld, through reading, supervised experiences, coursework, and clinical experi-
ences will help the student gain expertise in treating specifi c anxiety disorders. 

 Anxiety disorders can co-occur or are comorbid with other mental health condi-
tions. The most common comorbid problem is another anxiety disorder (Fonseca & 
Perrin,  2011 ; Reynolds et al.,  2012 ). Another common coexisting problem is having 
depression (Costello et al.,  2005 ). Indeed, some have categorized depression and 
anxiety as sharing a common factor—the experience of negative affect or a negative 
mood state. Depression would involve negative affect and a lack of positive mood. 
In turn, anxiety would involve negative affect and physiological hyperarousal (Clark 
& Watson,  1991 ). Childhood anxiety is also related to other problems, such as lower 
academic performance, diffi culties in peer relationships, and externalizing or “act-
ing out problems” such as disruptive or oppositional behaviors (Costello et al., 
 2005 ; Grover, Ginsburg, & Ialongo,  2007 ). Childhood anxiety symptoms may 
develop after experiencing a trauma or a signifi cant life stressor, such as loss of a pet 
or diffi culties in the family (American Psychiatric Association,  2013 ; Grover et al., 
 2007 ). Anxiety disorders are likely to recur and/or continue. Grover et al. ( 2007 ) 
found that children with higher levels of anxiety in the fi rst grade had higher levels 
of anxiety in the seventh grade. In addition, SAD, usually diagnosed in young chil-
dren, can continue to become social phobia in older children (Costello et al.,  2005 ). 

 Very young children who are “behaviorally inhibited” may be likely to experi-
ence anxiety as they grow and develop. Children with behavioral inhibition may be 
withdrawn, shy, or anxious in new situations with strangers. They are not “outgo-
ing” in new or unfamiliar situations. Biederman et al. ( 2001 ) assessed behavioral 
inhibition in children between the ages of 2 through 6 years. They found that young 
children with behavioral inhibition were more likely to experience social anxiety. 
On the other hand, they concluded that children with behavioral inhibition were less 
likely to exhibit “acting out” or disruptive types of behavior problems. Similarly, 
Degnan, Almas, and Fox ( 2010 ) proposed that children who experience behavioral 
inhibitions may be hypervigilant in new situations and withdraw in situations that 
are worrisome to them, such as social situations. Accordingly, there may be a pat-
tern of anxiety in new situations, related to behavioral inhibition, in the very early 
years that leads to anxiety symptoms in older  children  . 
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 Other researchers have proposed that individuals with anxiety have increased 
levels of high attention to stimuli that are very minor in their threat level. Individuals 
may orient toward fairly neutral, nonthreatening stimuli, and this may contribute to 
being hyper-aroused. There is some recent research showing that retraining chil-
dren’s attention to these nonthreatening stimuli, using computer paradigms where 
a neutral, nonthreatening stimulus is used to retrain the response (anxiety reaction) 
to the anxiety-provoking stimulus may be a successful treatment (Shechner et al., 
 2014 ). How does this occur? Pairing the anxiety-provoking stimulus with a neutral 
stimulus that is not anxiety provoking, changes the valence of the anxiety-provok-
ing stimulus to be less fear- provoking. This reduces its strength. This occurs with 
computer training when an anxiety-provoking stimulus is placed in the position of 
a neutral stimulus on a computer screen. Over repeated trials the child’s attention 
bias is retrained—as attention is “turned away” from the stimuli that were thought 
to be fear-provoking or anxiety-provoking.  

     Assessment   

 When health professionals assess whether children are experiencing anxiety, they 
need to make a judgment as to whether the anxiety symptoms that the child (or par-
ent) are discussing are at a level considered to be an “extreme” presentation of a fear 
reaction. Reactions need to be very signifi cant, and interfere with a child’s ability to 
function, as fears are common in children. The fear that the child describes is per-
sistent and strong, so much so that it interferes with the child’s ability to function 
normally or engage in daily activities. Structured interviews are often used in 
research and/or clinical practice to assess anxiety. One of the most commonly used 
structured interviews is the Anxiety Disorders Interview Schedule for Children and 
Parents (ADIS-C/P; Silverman & Albano,  1996 ). This interview comprises ques-
tions that allow the interviewer to move “step by step” through the diagnostic crite-
ria for an  anxiety disorder  . 

 Questionnaires are also used to assess or measure children’s and caregivers’ 
reports of child anxiety symptoms. There are many questionnaires available. The 
one selected for discussion in this chapter is the Spence Children’s Anxiety Scale 
(Spence,  1997 ,  1998 ). This scale consists of over 40 questions to measure chil-
dren’s levels of anxiety for several symptoms. The questions examine children’s 
opinions of their anxiety for questions measuring several types of anxiety including 
social anxiety, obsessions and compulsions, general anxiety symptoms and symp-
toms related to feelings of panic and separation anxiety. This measure is relatively 
easy for children to complete. There is a parent version as well. These question-
naires are available free of charge. The website can be found at:   http://www.scas-
website.com/1_1_.html     (accessed December 30, 2015). Holly, Little, Pina, and 
Caterino ( 2015 ) used the Spence Anxiety scale to examine anxiety in school-age 
children and found that it was a good instrument for examining symptoms of anxi-
ety in children. The questionnaires have been used to examine how children are 
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progressing when they are receiving treatment for anxiety by a mental health pro-
fessional or are receiving treatment in an intervention program, such as those dis-
cussed later in this chapter. A questionnaire should not be used in isolation or by 
itself to diagnose anxiety. It is important to have a detailed clinical interview and 
obtain information from parents and children for several areas of functioning before 
making a diagnosis. Also, it is advisable for diagnoses to be made by trained mental 
health professionals.  

     Disease Management   

 When working with children and others who experience anxiety, a fundamental 
principal to remember is that anxiety is not maladaptive. Herbert ( 2013 ) stated that 
anxiety was a normal response, which can be functional. Think of athletes, who 
often become anxious before a game, and this anxiety can help to spur their best 
performance (i.e., highest level of skill is produced). Anxiety also exists to protect 
us against danger, making it a fundamental human response (Herbert,  2013 ). As a 
consequence, it is essential to let children and their parents know that feeling anx-
ious is “normal” and that anxious feelings become problematic when they grow 
disproportionately big, given the situation and the stimulus. 

 Although the experience of worry, anxiety, and fear has an adaptive base, chil-
dren who experience anxiety can engage in thinking that is not adaptive for them 
and has negative outcomes for them (Kendall,  2012 ). Children may think that things 
will not turn out positively and that “the worst will happen.” Children also may 
engage in self-blame, thinking of all that they should have done to perform better. 
This may be related to the tendency for children to worry about their performance 
or competence when experiencing anxiety (American Psychiatric Association, 
 2013 ). They may want their performance to be perfect. Likewise, it may be related 
to the fact that individuals who experience anxiety often believe that what happens 
is a result of bad luck, and they feel things are “out of my control.” When one feels 
that “luck” or “fate” controls the outcome of events and situations, the person is said 
to have an “external locus of control.” Children with anxiety disorders may have an 
external locus of control (Barlow,  2002 ). This means that they believe things that 
occur in their lives are largely outside of their control, and this can cause worry and 
anxiety over the outcomes of the things they do. In these cases, it is important to 
work with the child to change negative thinking and negative statements to him- or 
herself and use more positive self-talk (“It’s not your fault. Your work does not have 
to be perfect. You are trying your best and this is great.”)   . 

 Children can feel that they have to perform perfectly and “get everything just 
right” and this can be fear-provoking. Kendall ( 2012 ) recommended helping the 
child develop a “coping template.” This may involve helping the child reframe his 
or her tendencies to believe his or her performance has to be perfect or to think that 
he or she is to blame if things go wrong. The child may also think “things will never 
turn out right.” Teaching the child scripts or sayings that can encourage self-effi cacy 
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for going through fears can be a helpful tool. An example script might be, “I can do 
it. It doesn’t have to be perfect.” Teaching the child to reframe and reword negative 
self-talk is an important step in teaching the child a new, more positive coping tem-
plate. Thus, instead of thinking everything will go wrong, adopting an “it will prob-
ably work out and I’ll give it a try” attitude or mantra might be a template that would 
promote and encourage a child to feel positively about facing his or her fears. 

 There are several systems involved in anxiety including: (1) thinking, (2) feeling, 
and (3) physical reaction. In terms of thinking, maladaptive thoughts, which are 
negative in nature, are common. As mentioned, children can think that the worst 
will happen or that the stimuli causing anxiety are very powerful and cannot be 
overcome. In terms of feeling, negative mood or “affect” is common. Anxiety can 
cause a very negative feeling state. The child’s physical reaction may involve a state 
of hyperarousal and this is related to increased breathing, sweating, and shaking 
(Fonseca & Perrin,  2011 ). In order to treat the anxiety, the therapist needs to be able 
to address all three levels—changing negative thinking, replacing negative thinking, 
and resetting the child’s system and helping the child overcome symptoms related 
to his or her physical reaction to fear (e.g., wanting to run, sweating, and quick and 
heavy breathing)   . 

 One of the most common treatment programs for children with anxiety is the 
Coping Cat Program (e.g., Kendall,  1994 ,  2012 ; Kendall & Hedtke,  2006a , 
 2006b ). Therapists who administer this program begin by assisting a child (and 
his or her parents) in recognizing the child’s anxiety. Therapists help the child 
recognize anxiety symptoms (maladaptive thinking, physiological distress, avoid-
ance of worrisome or feared events). Therapists teach the children coping strate-
gies, such as muscle relaxation, using positive self-talk, thinking positive things, 
or “seeing” positive scenes in one’s mind (imagery), among other strategies (see 
Kendall,  2012  for a review). Children learn to recognize which of their facial 
expressions signal to them that they are experiencing worry or anxiety. Children 
may learn that their face is becoming tight or that they are frowning, which signals 
that they are beginning to become upset. Children are taught the acronym “FEAR” 
(Feelings, Expectations, Actions, and Rewards). In this word, each letter repre-
sents a “coping step.” For instance, the “F” represents understanding your facial 
expression and body signs (physiological signs) of anxiety. For “E” children learn 
to recognize their own expectations (e.g., recognize unrealistic self-talk and 
expectations for themselves). The “A” stands for action and for “A” children 
implement the coping strategies they have learned and they try to actively manage 
their anxiety. For “R” children reward themselves for practicing their coping strat-
egies. This reward can be a small, tangible reward (e.g., piece of candy) or self-
praise. The “R” step allows the child to review his or her progress in implementing 
coping strategies. Kendall et al. ( 1997 ) found that use of the Coping Cat strategies 
and training program resulted in long- term reductions in anxiety and long-term 
treatment success for children. Kendall’s ( 2012 ) program is considered a cogni-
tive-behavioral therapy, because the child learns to change his or her negative 
thoughts and behaviors. Children face their fears and reward positive thinking, 
which can change their behaviors. And rather than thinking “I will be afraid and I 
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am always going to be scared” children can learn new adaptive thoughts to 
improve their self-confi dence and change thought patterns that promote hyper-
arousal and negative affect or mood. 

 Another key component of treatment for anxiety is graduated exposure to feared 
stimuli to help the child “go through” his or her anxiety related to the stimuli. A 
child avoiding an anxiety producing stimuli is accidentally reinforcing the anxiety. 
The anxiety grows as the child continues to avoid anxiety-provoking stimuli. 
Consequently, gradual exposure, through modeling, which can occur “live” or “in 
vivo” or through imaginal rehearsal or video-modeling are interventions to help the 
child face “anxiety-related” stimuli (Ollendick et al.,  2015 ). The exposure to the 
feared stimuli can be guided by parents or health professionals who are working 
with the child in real-world settings. This allows the child to practice working 
through his or her anxiety with support and guidance. Gradual exposure is often 
“practiced” with calming self-talk and/or the use of relaxation to help the child to be 
able to relax and cope with the exposure to the feared stimuli. Another strategy is to 
gradually expose the child to the feared stimuli while helping him or her “chal-
lenge” or dispute faulty cognitions or beliefs. Ollendick et al. ( 2015 ) found that 
brief intervention with children, to teach them about the anxiety cycle, with gradual 
exposure to the feared stimuli, and the use of challenge statements to overcome 
negative cognitions was an effective way to treat children with specifi c phobias (this 
is a fear of specifi c things, such as animals, fear of needles)   .  

     Medications   

 Sertraline is an anxiolytic that has been used with children. Serotonin reuptake 
inhibitors, for example, Fluoxetine, also are prescribed by child psychiatrists and 
physicians. Medications can be effective when combined with cognitive-behavioral 
intervention programs. Research is needed to determine further information about 
how long to use medications, when to stop the medications, and if there are 
instances when use of medications are contraindicated. Moreover, information is 
needed about whether it is safe for young children to take medications to treat anxi-
ety (Creswell, Waite, & Cooper,  2014 ). Developing a relationship with a child 
psychiatrist or a group of child psychiatrists is benefi cial for health educators and 
others so that they can learn from experts about medication management and child-
hood anxiety.  

    Triggers for  Anxiety Symptoms   

 It is important for children to learn physiological triggers for their anxiety symp-
toms (Albano & Kendall,  2002 ; Kendall,  2012 ). Children can learn to recognize 
what types of “signs or signals in my body” indicate that they are experiencing 
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anxiety. Facial expression can change and learning to recognize facial changes can 
be one way to recognize precursors or triggers to increasing feelings of anxiety. 
Other signals may be rapid breathing or tightness in muscles in various parts of the 
body. Having the child draw an “X” on different body parts on a picture and discuss 
where he or she “feels his or her worry” may help the child begin to discuss physi-
ological symptoms of anxiety and pinpoint body systems that are involved in his or 
her anxiety response. If bodily tightness (tensing) or arousal (e.g., accelerated heart 
rate) is occurring, it can be helpful to teach the child to “reset” his or her system 
using either deep breathing or muscle relaxation. Young children may have diffi -
culty tensing and relaxing different muscle groups to engage in a full trial of pro-
gressive muscle relaxation. Having them tense and relax their entire body, by being 
a “rock” and then becoming a relaxed “sponge” may be a method for helping chil-
dren become more relaxed when they begin to feel their body “speed up” or become 
tense, which enhances anxiety experiences. Another strategy may be to have chil-
dren squeeze nervous feelings out through making a fi st and then waiving “good-
bye” to their worries as the anxiety trickles through their fi ngers.  

     Psychosocial and Emotional Functioning   

 Children with anxiety disorders can be “shy” and may be inhibited in terms of 
expressing emotions (Essau, Conradt, Sasagawa, & Ollendick,  2012 ). As previously 
stated, children who are anxious can be “perfectionists,” expecting to do things 
perfectly, resulting in very high expectations for their own performance and being 
overly concerned with how others evaluate their performance (Essau et al.,  2012 ). 
Self-esteem may be low for children who experience anxiety (Simon, Dirksen, 
Bögels, & Bodden,  2012 ). They may be withdrawn in social situations or lack social 
skills (Essau et al.,  2012 ; Ollendick, Costa, & Benoit,  2010 ). They may experience 
trouble making and maintaining friendships (Drake & Ginsburg,  2012 ). Children 
who are anxious can also tend to avoid things that they feel afraid of, and this avoid-
ant coping style can characterize children who have anxiety (Allen, Rapee, & 
Sanberg,  2008 ). Interestingly, children who are anxious may experience a higher 
than average level of stressful events, suggesting that they learn to react to stressors 
that produce anxiety (Allen et al.). Consequently, it is important to listen to and 
understand what has happened to cause the child to feel anxiety. There may be many 
stressors that have been repeated, and through time the child has become over-sen-
sitized to anxiety. Listening and affi rming that previous experiences were diffi cult, 
but stressing that the child can learn strategies to overcome anxiety, may acknowl-
edge their experiences and help build a foundation for teaching the child strategies 
to manage fear. 

 Many children with anxiety may experience diffi culties at school, such as poor 
academic performance (underperforming), and problems with attendance (Drake & 
Ginsburg,  2012 ). They tend to follow instructions well in the classroom setting, and 
therefore they may not experience behavioral diffi culties at school. They may tend 
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to hide or mask their symptoms. Because children who are experiencing anxiety 
“fl y under the radar,” symptoms of an anxiety disorder can be overlooked. Anxiety 
disorders can have very serious long-term consequences if untreated. Drake and 
Ginsburg reported that anxiety disorders that are untreated could result in anxiety, 
depression, and substance abuse in  adulthood  .  

    Interventions for Children with Anxiety 

 This section of the chapter presents a review of several studies where interventions 
were used to reduce anxiety symptoms in children. The majority of studies provide 
treatment to children with several types of anxiety disorders, although some focus 
on one type of anxiety. The studies chiefl y rely on cognitive behavioral therapy 
(CBT)  programs     . These  types   of interventions use techniques to change children’s 
thinking patterns and their behaviors to assist them in reducing feelings of  anxiety. 
  CBT interventions also involve exposure to the feared stimulus to decrease the 
worry associated with this stimulus. There is a heavy educational component to 
CBT interventions with opportunities for children to practice what they learned dur-
ing treatment sessions. Group treatments are typically described; however, the strat-
egies used in group treatment can be applied in “one-on-one” sessions with a child 
and his or her parent. New treatments are still important to explore, especially treat-
ments that will reach children who might not be able to access clinic-based settings 
to participate in sessions with psychologists or trained mental health therapists. 
Schools may be optimal settings for developing prevention efforts that will help to 
prevent anxiety from becoming problematic for children. 

 March, Spence, and Donovan ( 2009 ) implemented an internet-based CBT inter-
vention that was an  adaptation   of Spence’s BRAVE intervention for the treatment of 
childhood anxiety (Spence, Holmes, March, & Lipp,  2006 ). The content of the 
BRAVE intervention was adapted for delivery only through the internet, with color-
ful illustrations and up-to-date web pages for March et al.’s study. This successful 
CBT program involved several treatments delivered in child and parent groups 
(Spence et al.,  2006 ). Children learned to recognize physiological or “body” signs 
of anxiety. Coping strategies for children included changing negative self-talk and 
learning new positive thoughts to replace “maladaptive thinking.” Slow gradual 
exposure to feared stimuli was recommended. Consequently, confronting anxiety- 
provoking stimuli and going through the physiological arousal was proposed to 
reduce the anxiety associated with the feared stimuli. The children also learned 
problem-solving, relaxation, imagery, breathing, and muscle relaxation. The child 
would reward him or herself for “brave” behavior (e.g., coping with anxiety). 
Children participated in 10, 60-min sessions with booster sessions after the program 
was completed. In their groups, parents learned about their child’s anxiety and 
learned all the strategies that their children were learning in “child” groups (Spence 
et al.,  2006 ). 
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 March et al. ( 2009 ) found that child anxiety decreased, according to child and 
parent report. Children had “fewer” anxiety diagnoses after participating in 
 treatment. For the internet program children in the intervention were compared to 
children in a control group who were going to receive treatment later on, after the 
treatment group had fi nished participating in the program. This is commonly 
referred to as a “wait-list” control group. March et al. ( 2009 ) reported that the inter-
net intervention was successful and could offer a cost-savings in terms of therapist 
effort. Also,  internet-based interventions   are a good way to reach children who 
might otherwise not receive treatment as many children with anxiety are not enrolled 
in clinic-based treatment (Cobham,  2012 ). 

 Santucci and Ehrenreich-May ( 2013 ) conducted a 7-day camp intervention for 
girls with SAD. The intervention was built upon CBT interventions and relied on 
exposure to “separation” in the supportive camp environment with peers experienc-
ing the same issues. Girls between the ages of 7 and 12 years were participants and 
diagnoses were made by clinicians using the Anxiety Disorders Interview Schedule 
for Children and Parents (ADIS-C/P; Silverman & Albano,  1996 ). SAD was a pri-
mary diagnosis for all girls, although they may have had other comorbid diagnoses. 
There was a wait-list comparison group which was a relative strength of this study. 
Parents and clinicians reported improvement in the girls’ symptoms post camp. In 
fact, after participation in camp, 50 % of the girls were not diagnosed with SAD by 
clinicians, whereas 100 % of girls in the wait-list group still had SAD as a primary 
diagnosis. Interestingly, child ratings were not consistent with those provided by 
parents and clinicians. Children did not report signifi cant improvements in anxiety 
symptoms. The researchers concluded that this was not surprising, given that child 
and parent ratings can differ. However, because there was not agreement, it may be 
advisable to replicate or repeat the study to determine whether results would be 
robust in a second trial of this camp intervention. 

 Cobham ( 2012 ) conducted a study where children (7–14 years) were assigned to 
an individual  treatment group  , a group receiving individual treatment and biblio-
therapy, and a wait-list control group. In the individual treatment group, children 
and parents participated in individual treatment. One therapist provided treatment 
sessions for each family. The intervention for children helped them to problem- 
solve and generate more realistic, “helpful” thoughts to cope with anxiety. Children 
also learned “brave” behaviors as they gradually were introduced to anxiety- 
provoking stimuli and overcame avoidance through graded (gradual) exposure 
experiences. When the child was able to experience  gradual   exposure to anxiety- 
provoking stimuli, he or she had opportunities overcome the avoidance response. 
The avoidance response allows the anxiety to grow or increase, so it maintains and 
also reinforces anxiety. In their sessions parents learned about their role in manag-
ing their child’s anxiety and the anxiety management strategies that their child was 
learning. Many programs involve parent training. Parent training can be very effec-
tive when the parent is also experiencing anxiety (Simon et al.,  2012 ). 

 Cobham ( 2012 ) also described treatment for the children and parents in the indi-
vidual therapy plus bibliotherapy group. In this group there was a brief individual 
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therapy training with a therapist, and then parents received workbooks for them-
selves and their child. The therapist contacted parents by telephone to discuss the 
workbooks and provide support (telephone contacts lasted about 12 min). Parents 
read their workbook, which explained their role in managing their child’s anxiety 
and anxiety management strategies they could use with their child. Then, parents 
went over the program with their child, with biweekly telephone contacts with a 
therapist. The therapist provided support and answered questions. Results of this 
study indicated that both the individual therapy and individual therapy plus biblio-
therapy were effective after the program had ended and at 3- and 6-month follow-up 
assessments. There were no appreciable differences in child functioning between 
the two treatment groups, and this was encouraging because the bibliotherapy group 
was more cost-effective and had the potential to reach more children and parents in 
need of treatment. 

 Essau et al. ( 2012 ) implemented the “FRIENDS” program, developed by 
Barrett and colleagues (e.g., Barrett, Farrell, Ollendick, & Dadds,  2006 ). The 
FRIENDS program is an anxiety  prevention program   that uses CBT interventions 
to assist children in coping with anxiety-provoking situations. FRIENDS is an 
acronym used to remind children problem-solving steps for coping with anxiety. 
The “F” stands for “feeling worry.” The “R” is for staying relaxed. The “I” is for 
monitoring thinking or one’s “inner thoughts” to check for negative thinking or 
thinking that would increase feelings of anxiety. The “E” is for exploring plans to 
reduce negative or anxiety-provoking thinking. The “N” is to reward or praise 
oneself (“nice work”) for implementing plans to think positively. The “D” is for 
“don’t forget to practice,” so that children will remember to practice the coping 
steps outlined in FRIENDS to reduce the possibility that they might experience 
anxiety. Finally, the “S” is for “staying calm” and reminds children to remain 
calm. The program features animals to capture children’s attention and it is imple-
mented using role plays and games. There are homework exercises that allow 
children to practice what they learned during sessions. This has been a successful 
anxiety-prevention program. 

 Essau et al. ( 2012 ) implemented this program in 14 schools in Germany. There 
were intervention and control schools—as the “school” was the unit these research-
ers used to randomly assign children to receive the intervention or be in a wait-list 
control school. The wait-list control group of schools comprised children in schools 
who would receive the intervention after the impact of the intervention was exam-
ined for those in the intervention schools. Essau et al. believed that the FRIENDS 
program would result in reduced  anxiety and   depressive symptoms in children. The 
program was administered by trained graduate students who were supervised regu-
larly. There were 302 children in the treatment group and 336 in the control group. 
The FRIENDS program is intensive, with about 10 weeks of treatment sessions and 
follow-up sessions, to boost learning, at 1 month and 3 months after the last session. 
Parents also learned about the program and how to help children face “feared” situ-
ations in several sessions. 
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  Evaluation   results were interesting. Essau et al. ( 2012 ) did not fi nd differences in 
the children’s anxious and depressive thinking immediately after the program was 
delivered. Yet, it was encouraging that the results of an assessment 12 months after 
the program ended indicated that children in the intervention group were experienc-
ing lower levels of anxiety and depression. Encouragingly, they also discovered that 
children who participated in the intervention were less likely to have an “avoidant” 
coping style. Children who avoid feared stimuli are likely to increase their feelings 
of anxiety, because they are reinforcing the anxiety that they are feeling. Thus, chil-
dren with a “less avoidant” coping style would be less likely to develop anxiety 
because they “face their fears.” 

  CBT   interventions are very successful in reducing anxiety for children. Rapee 
( 2012 ) reported that approximately 50–60 % of children who participated in CBT 
interventions showed a reduction in anxiety symptoms immediately after partici-
pating in an intervention. Interestingly, an even greater number of children can 
show improvement, meaning a reduction in symptoms of anxiety, at longer inter-
vals after treatment (up to 1 year after treatment, Rapee,  2012 ). On the other 
hand, children can experience a recurrence of symptoms, especially during times 
of stress. Thus, there also is relatively high chance that anxiety symptoms will 
recur. In fact, about half of the children who participate in CBT are likely to have 
a recurrence of their anxiety symptoms at some point post treatment (Hudson 
et al.,  2014 ). 

 CBT interventions may be enhanced with  computer training   to decrease the 
“fear” or anxiety associated with neutral stimuli. Many children with anxiety 
ascribe fear to what others might consider to be neutral stimuli. As mentioned 
earlier in this chapter, Shechner et al. ( 2014 ) used an intervention where an anx-
iety-provoking stimulus was paired with a neutral stimulus that was not anxiety 
provoking through a computer task. When this type of pairing occurs, then the 
anxiety associated with the anxiety-provoking stimulus becomes more neutral or 
decreases. Over repeated trials the child’s attention bias is retrained so that he or 
she is not always feeling anxious about a stimuli/event. Schechner et al. ( 2014 ) 
found that this type of intervention is a useful addition to participation in 
CBT. They speculated that attention bias training targets the involuntary anxiety 
response, while CBT targets a voluntary response to anxiety. Therefore, both 
types of training may be useful for treating anxiety in children. 

 Reynolds et al. ( 2012 ) reviewed 55 studies assessing the influence  of   psy-
chotherapy for the management of anxiety disorders in children and adoles-
cents. They reported that a majority of the studies used CBT as the therapeutic 
intervention. Intervening with individual children could be more effective than 
group treatment; but, both could have positive effects. A longer time in treat-
ment, 11–12 sessions, can improve the impact of CBT interventions. Although 
treatment was effective for younger children, positive results could be even 
stronger for adolescents. Reynolds et al. recommended several areas for future 
study. For example, more research is needed to determine what type of parent 
involvement in child sessions is needed and to improve understanding of which 
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components of parent treatment programs are effective. More information is 
needed about which CBT interventions are better for what types of anxiety 
disorders.  

    Roles for Health Educators 

  Health educators   can play an important role in administering prevention programs 
in schools. Critical ideas to address in these programs are teaching children relax-
ation strategies and how to engage in positive self-talk. Talking positively to one-
self and learning to identify and overcome negative thinking can protect children 
against negative thought processes, which can be synonymous with both depres-
sive and anxious thinking styles. If children are striving for perfection, messages 
include “your best is good enough” and “trying your best is a special accomplish-
ment.” Health professionals need to be alert to cases in which worry interferes 
with child functioning and accomplishment of tasks of daily living. Children with 
signifi cant levels of anxiety should be evaluated for referral to therapy. Typically, 
children will respond favorably to treatment, although symptoms of anxiety may 
recur during stressful periods. If parents are anxious or exhibit negative thought 
patterns and symptoms of worry, it may be benefi cial to ensure that parents attend 
child counseling sessions or attend their own counseling in order to treat “adult 
anxiety.” Parent behaviors may have a key role in maintaining the child’s symp-
toms, if parents are inadvertently modeling anxious behavior. In addition to teach-
ing children to relax and think positively, it is important to understand that graded 
exposure to feared events and stimuli can help a child overcome anxiety, whereas 
avoiding anxiety- provoking events and stimuli can actually increase anxiety by 
reinforcing  it  .  

    Case Study 

 Kara is a 7-year-old girl, who is in the second grade. She talks “constantly” at home, 
but not at all in her classroom. She is an only child and her parents are very, very 
involved in her life. They take her to all her activities and they stay “close.” Her 
mother tends to speak for her  in   social situations. Kara’s “not talking” at school has 
been a great concern and lead to a referral to see a child psychologist. Her second 
grade teacher, a very caring and concerned educator, has been in constant contact 
with her parents. Things that they (the teacher, with parent support) have used to try 
to get Kara to speak include praise, requesting that she talk to friends in the class-
room, etc. These strategies have worked “once or twice,” but lasting change has not 
occurred. It has not been possible to assess her reading and math skills to determine 
her academic abilities, which is important for moving into the third grade. 
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 Kara attended the fi rst therapy appointment with her parents. Initially, she remained 
in the waiting room with her father. Her mother provided background information. 
Kara was born “full term” after a normal pregnancy. She went home from the hospital 
the next day with her mother. Kara walked a little before 1 year of age and she was 
talking before the age of 2. Her mother stated that Kara met all of her developmental 
markers (speaking, sitting, feeding herself, walking) on time or ahead of schedule. 
She is a good eater and is generally very healthy. She has no major medical problems 
and does not take any type of medications. Her parents have noticed that she does not 
converse or talk to others at her gymnastics lessons or at her dance lessons. She does 
talk with one other little girl in her neighborhood, who she plays with regularly. In 
terms of helping her talk at school, her parents have tried to encourage her, scold her, 
and lately taken away privileges when she continued to refuse to try to talk at school. 
They also have had many “heart-to-heart talks” with Kara to encourage talking. They 
were becoming fearful that the talks would damage their relationship with their 
daughter. 

 After background information was obtained, the child psychologist met with 
Kara and her parents. Kara’s mother tended to talk for her and her daughter clung to 
her side. Her mother described that Kara could be shy when meeting others and 
rarely talked to other adults. Kara talked with her mother using gestures and by nod-
ding her head. For example, she would shake her head up and down to indicate 
“yes,” if her mother correctly interpreted her feelings. Her mother was very prac-
ticed at reading Kara’s facial expressions and knowing what she might be going to 
say. Therefore, it was relatively easy for Kara’s mother to “talk for her” during the 
session. Kara’s father was quiet and admitted that he had experienced anxiety as a 
youth and was very shy as a youngster. In fact, he stated that, “I’m still shy today 
and I can become very nervous about how others are evaluating my work.” 

 After observing and interacting with Kara and her parents, the child psychologist 
asked to speak again with Kara’s parents. Kara played in a nearby waiting room. 
The child psychologist mentioned that Kara’s mother appeared to be talking for her, 
so much so that Kara did not need to talk to express her needs. Kara’s mother was 
defensive at fi rst, mentioning that she needed to help her daughter communicate to 
others. After a bit more conversation had occurred, her mother did admit that she 
was talking for Kara. The child psychologist discussed how her mother could ignore 
the tugs on her arm sleeve and looks from Kara, so that Kara would have to talk 
more for herself. Kara’s father, who was quietly listening to the conversation, 
offered to help Kara’s mother by reminding her not to talk for  Kara  . 

 As the conversation progressed, Kara’s father talked about the fact that he would 
like to be involved in helping Kara learn to “speak up” for herself in social situa-
tions. He agreed to role play—three times weekly—Kara talking with her teacher 
and peers at school. The child psychologist also developed a reward chart, where 
Kara would receive a prize—time to play games with her mother and father—should 
she talk with her teacher in the classroom or say “hi” to another student. Kara’s 
parents agreed to provide this behavior chart to Kara’s teacher. They would ask the 
teacher to send a note home from school daily, so that Kara’s parents could provide 
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her with a reward and lots of praise if she spoke with others at school. In addition, 
Kara’s father signed a “Release of Information Form” that would allow the child 
psychologist to discuss Kara’s school performance and share information with 
Kara’s teacher. 

 When the child psychologist called Kara’s teacher, they talked about her perfor-
mance at school. Her teacher reported that she could not be sure of Kara’s academic 
level, because she could not complete her testing. Upon further questioning, her teacher 
did state that Kara’s homework was done correctly and that her class  assignments were 
completed, even though Kara was often late or needed extra time to complete class 
assignments. The child psychologist discussed Kara’s academic potential with the 
teacher and they both agreed that she was probably on target for moving to the next 
grade level. Both thought that Kara was of average intelligence. The child psychologist 
agreed to write a brief letter to the school team in charge of promoting the children to 
the next grade, outlining her impressions of Kara’s intellectual functioning and aca-
demic skills based on teacher and parent report. The teacher hoped that this report 
might provide evidence that Kara was showing “readiness” to move to the next grade 
level, even though she did not complete the standardized tests with her  teacher  . 

 Further counseling sessions with Kara were positive. She was able to speak with 
her child psychologist. Kara responded positively to the reward chart. In time, Kara 
was able to speak to her teacher in the classroom, typically responding to a question 
from her teacher. She was able to say “hello” to her classmates and say “Can I play 
with you?” on the playground. Her teacher and Kara’s father did not feel thrilled 
with Kara’s progress. The child psychologist worked to educate them about the slow 
progress (slow gains in improving talking and interacting with others) of children 
who were not talkative in social settings. She pointed to the difference in Kara’s 
emotions—Kara was more upbeat and happy when coming home, because she was 
talking when her teacher initiated a conversation with her. The therapist reviewed 
the progress over the course of a month, from no talking to daily talking. After this 
review, Kara’s father and teacher became more “relaxed” about Kara’s progress. 
This was positive for Kara, because she fl ourished as the adults around her became 
more relaxed about her progress. Kara’s teacher and her father agreed that the 
reward chart was working and that although gains were slow, they were seeing 
improvement in Kara’s “responding to others” in school. She was smiling more in 
school, which also made her peers more likely to invite her to play with them and 
join them in completing classroom activities. 

 Kara’s mother was thrilled with her daughter’s progress. She had been very shy 
as a child, and although she was able to talk to others more easily as an adult, her 
mother empathized with Kara a great deal. The therapist and her mother discussed 
her empathy for her daughter and how this empathy might infl uence Kara’s mother 
to talk for her in different situations. They discussed that her mother should try to 
ignore Kara’s tugs on her sleeve and eye gestures that meant that she wanted her 
mother to answer for her. After some discussion, Kara’s mother admitted that she 
might be enabling Kara’s lack of conversation by talking for her in different social 
situations. She agreed to look away and ask Kara to talk for herself. At fi rst this plan 
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was not successful and was very stressful for Kara’s mother. After a few weeks, her 
mother became more “practiced” at not responding to Kara’s bids for her mother to 
talk for her. Kara, although initially upset with her mother, became more acclimated 
to her mother’s silent insistence that she speak for herself. After a period of a few 
weeks, Kara did talk for herself a few times when her mother was ignoring her sig-
nals to talk for her. Kara was very pleased with herself when she did initiate a con-
versation with another child at a playground in their neighborhood. 

 Over time, Kara was able to order from the children’s menu in a restaurant. She 
was able to speak with her coach in her gymnastics lessons. She was able to say 
“hello” to other young girls who also attended her gymnastics class. She even talked 
more with her grandmother. This was a source for celebration in the family, because 
her grandmother had been very upset that Kara was not speaking with  her  . 

 After 6 months of bi-weekly therapy sessions, Kara’s mother and father believed 
that Kara’s progress was advanced to a level that she could take a “summer break” 
from therapy sessions. Kara was excited for this break. She said a break would be 
benefi cial, since she worried that something was wrong with her because she had to 
attend therapy. The therapist had assured her that she was very smart and had many 
positive traits. Unfortunately, Kara still worried that she was not “normal” because 
she had to see a therapist. The therapist was used to this “stigma” or negative atti-
tude about coming to therapy sessions. The therapist handled Kara’s reaction well, 
pointing out Kara’s strengths and the fact that many children and adults have “trou-
ble spots” they need to work on in therapy. She pointed out all of Kara’s gains, in 
terms of talking to others and interacting with them, as evidence of her progress in 
therapy. Kara seemed to brighten with this information. Both of Kara’s parents 
agreed to “check in” with or contact the therapist at the end of the summer to deter-
mine if further therapy would be needed when the school year resumed in August. 
They were pleased with Kara’s progress and worked with the therapist to develop a 
reward chart for tracking her socialization at her summer camp. Her mother agreed 
that she would continue her plan to “not talk for my daughter.”  

    Summary 

 In this chapter, defi nitions for different types of child anxiety were reviewed. 
Treatment of this problem can be successful, although children may re-experience 
anxiety at a later point in time. Interventions involve changing negative thinking, 
which can be beliefs that things will not turn out well or putting pressure on oneself 
to “get the job perfect.” Relaxation and breathing can help the child cope with phys-
iological arousal that often occurs when he or she is feeling anxious. Graded expo-
sure, where children gradually learn to move through anxious thinking and confront 
and master anxious situations can be helpful in reducing the anxiety children feel. 
Avoiding situations, events, or stimuli that make the child feel anxious can actually 
increase feelings of anxiety, by reinforcing them. Involving parents in treatment can 
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be helpful, especially if parents are anxious. Health educators should refer children 
with high anxiety levels for treatment by a child psychologist or other experienced 
mental health professionals. Prevention programs in schools may hold promise for 
teaching children how to reduce “anxiety-prone” thinking, such as thinking things 
are their fault and they have to be perfect. Learning about the impact of internet-
based interventions to reduce child anxiety and reach parents may be important, as 
many children are in need of treatment and may not be able to access clinic-based 
care. 

  Exercises/Review Questions 
     1.    Defi ne obsessive-compulsive disorder.   
   2.    What are your ideas for using graded exposure (exposing a child in a step-by- 

step, slow fashion) to help a child deal with his or her fears of socializing with 
peers during an after-school activity?

    (a)    Share your ideas for helping the child practice (i.e., graded exposure) and 
your ideas for charting or keeping track of progress.   

   (b)    Would you reward the child for practicing or for actually talking with 
others?   

   (c)    What types of rewards might you use?       

   3.    If you were asked to design a training session to educate teachers about helping 
children with anxiety, what would be key components of your session? What key 
educational topics would you address and why?   

   4.    Let’s think about the FRIENDS acronym. Do you believe the steps in the 
FRIENDS acronym address key factors that would help a child reduce feelings 
of anxiety?   

   5.    What was the diagnosis for Kara (presented in the case study)? What symptoms 
did you notice that informed your diagnostic impression?   

   6.    Do you believe Kara’s parents were experiencing anxiety? If yes, do you have 
any ideas for treating her parents?      

  Key Concepts 
    Separation Anxiety Disorder  
  Generalized Anxiety Disorder  
  Social Anxiety Disorder  
  Obsessive Compulsive Disorder  
  Challenging anxious thinking  
  Positive self-talk  
  Avoidance cycle  
  External locus of control  
  State of hyperarousal  
  Exposure to feared stimuli  
  Coping Cat Program  
  BRAVE intervention  
  FRIENDS intervention         

Summary
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    Chapter 8   
 Depression                     

     Ashley     Merianos           

     Diagnosis 

 In the   Diagnostic and Statistical Manual of Mental Disorders ,  Fifth Edition  (DSM- 
5)  , depressive disorders have in common the experience of a sad emotional state or 
sad affect (American Psychiatric Association,  2013 ).  Children   may also display irri-
table moods when they feel depressed. Further, children who are experiencing 
depression may exhibit cognitive (such as diffi culty concentrating) and physical 
symptoms (such as lethargy) that make it diffi cult for them to function as they nor-
mally would. In the DSM-5, depressive disorders are separated from bipolar and 
other related disorders which may involve other states, such as mania, or periods of 
elation when one may have diffi culty sleeping. This chapter will focus on three 
diagnostic categories: Major Depressive Disorder, Disruptive Mood Dysregulation 
Disorder, and Persistent Depressive Disorder. 

   Major Depressive Disorder   . Similar to adults, children can experience major depres-
sive disorder. This involves signifi cant feelings of depressed mood and loss of interest 
or pleasure in usual activities. The child may feel hopeless and sad and may display 
irritable mood. There is a loss of interest and experience of pleasure in most daily 
activities. The depressed  mood   and loss of interest in pleasurable activities occurs 
daily for a 2-week period and should represent a change from the child’s previous 
level of functioning. In addition to the aforementioned major symptoms, major 
depressive disorder can also be accompanied by signifi cant weight change (either loss 
or gain), change in sleeping behaviors (e.g., insomnia, hypersomnia), fatigue, change 
in psychomotor functioning (either retardation or agitation), and diminished abilities 
to think clearly and concentrate. A child who is experiencing major depression may 
feel that he or she wants to die and feel worthless. Making decisions and completing 
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school work may be very diffi cult. Major depressive disorder may appear at any age, 
but becomes more likely after children experience puberty. When making this diagno-
sis, the clinician also specifi es whether the child is experiencing mild, moderate, or 
severe depression and whether there are multiple or recurrent episodes versus a single 
episode of depression (American Psychiatric Association,  2013 ). 

  Disruptive Mood Dysregulation Disorder . The DSM-5 added a new diagnosis enti-
tled, “ Disruptive Mood Dysregulation Disorder  ,” for children with irritable mood 
who also have diffi culty controlling their emotions and behaviors. Children with this 
disorder are likely to develop unipolar depression or anxiety disorder as they become 
adolescents (American Psychiatric Association,  2013 ). Dougherty et al. ( 2014 ) stated 
that this diagnosis is characterized by severe and chronic irritable mood and temper 
tantrums that are signifi cant and inconsistent with the situations in which the child 
fi nds him- or herself. The temper tantrums are not what might be expected for the 
child’s age or developmental level and must occur at least three times a week. The 
child’s mood is consistently irritable and angry for 12 months in at least two settings 
(most notably in home and school contexts). This disorder cannot be diagnosed 
before 6 years of age and must be diagnosed before 10 years of age. Dougherty et al. 
( 2014 ) also mentioned that this new diagnosis has caused some controversy, in terms 
of whether it should be a diagnosis. The reason is that it shares symptoms with many 
disorders, such as Oppositional Defi ant Disorder, Attention Defi cit-Hyperactivity 
Disorder, and Bipolar Disorder. Because this diagnosis is somewhat controversial, 
and has relatively less emphasis in scientifi c literature,  information   on this disorder 
will not be featured as prominently in this chapter. 

   Persistent Depressive Disorder   . Children who have experienced symptoms of depres-
sion for a year also may be diagnosed with Persistent Depressive Disorder or Dysthymic 
Disorder (Dysthymia). Children with this diagnosis experience long- standing feelings 
of sadness—for 1 year or longer. The child will have experienced depressed mood 
more days than not for a year (American Psychiatric Association,  2013 ). In adults, the 
symptoms will need to have occurred for 2 years. The child will have experienced simi-
lar symptoms to those listed for major depressive disorder including low self-esteem, 
feelings of hopelessness, changes in appetite and sleep patterns, fatigue, and diffi culty 
concentrating and making decisions. Children with Persistent Depressive Disorder 
may also experience a major  depressive   episode during the same period in which they 
experience long-standing sadness. In addition, a major depressive episode may precede 
the development of dysthymic disorder or persistent depressive disorder. Similar to 
Major Depressive Disorder, children with Persistent Depressive Disorder may experi-
ence other mental health problems, such as anxiety and substance abuse problems.  

    Prevalence of Depression in Children 

 Up to 2.8 % children in the United States are estimated to have a depressive disorder 
(Birmaher et al.,  1996 ; Costello, Erkanli, & Angold,  2006 ). Studies of  prevalence   
for child depression have used multiple assessments, contributing to different 
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estimates of prevalence of depression in this population (Kessler, Avenevoli, & Ries 
Merikangas,  2001 ). Further, depression in preschool aged children from 3 to 6 years 
shows prevalence rates of between 1 and 2 %, which is similar to rates for school 
aged children (Egger & Angold,  2006 ; Luby, Heffelfi nger, & Mrakotsky,  2003 ). 
Trends show that the prevalence of depression increases with age. 

 Although children may not meet the diagnostic criteria for a depressive disorder, 
they may have subclinical levels of  symptoms  . For example, a study among 
11–16-year-old females revealed that 6 % had a major depressive disorder in the 
past year and more than one-fi fth (20.7 %) of 11–16-year-olds exhibited partial 
symptomatology, but did not meet the DSM criteria for a depressive disorder 
(Cooper & Goodyer,  1993 ). The developmental  course   of this disease is bimodal in 
nature with an increase at 11 years of age and again increasing after 15 years of age, 
leveling out from 18 to 26 years of age (Kim-Cohen et al.,  2003 ). Research indicates 
the probability for recurrence of depression is anywhere from 20 to 60 % 1–2 years 
after remission and peaks to 70 % after 5 years of remission from a major depressive 
episode over time (Birmaher et al.,  1996 ; Costello et al.,  2002 ). Remission is a tem-
porary end to symptoms. The prevalence of this disease is lower among children 
compared to adolescents, with up to 25 % lifetime  prevalence   in late adolescence; 
evidence shows that the onset of major depressive disorders typically occur between 
mid to late adolescence and early adulthood (Kessler et al.,  2001 ). 

 Gender differences typically do not exist among children, but occur later in life 
during adolescence and young adulthood. Multiple studies have found that the male/
female ratio of diagnosed depression in children is about equal, but in male and 
female adolescents and adults is 1:2 (Birmaher et al.,  1996 ; Kessler, McGonagle, 
Swartz, Blazer, & Nelson,  1993 ). This sex ratio does not emerge until sometime 
between 10 and 15 years of age, and the risk for depression increases signifi cantly 
after puberty, especially in females (Angold & Costello,  2006 ). 

  Racial/ethnic group differences   of depression diagnoses remain unclear in 
children. However, national research indicates that adults reporting two or more 
races (11.4 %) had highest rates of a past year major depressive episode followed by 
8.9 % American Indians or Alaska Natives, 7.3 % whites, 5.8 % Hispanics, 4.6 % 
African Americans, 4.0 % Asians, and 1.6 % Native Hawaiian or Other Pacifi c 
Islanders (Substance Abuse and Mental Health Services Administration,  2014 ). 
Another US epidemiologic study found that white adults (11.2 %) were more likely 
to have reported any depressive disorder in the past 12 months compared to their 
Hispanic (10.8 %), African-American (8.0 %), and Asian (5.4 %) adult counterparts 
(Alegría et al.,  2008 ). Similar to adults, rates of past year major depressive episodes 
in adolescents were reported in 8.7 % of whites, 8.4 % of Hispanics, 7.4 % of Asians, 
and 7.3 % of African-Americans (Cummings & Druss,  2011 ). 

 The relationship between low  socioeconomic status (SES)   and  depression   has 
been well documented in adult populations (Lorant et al.,  2003 ), but this relationship 
is inconclusive in children. Several studies have found that SES is associated with 
depression in children (Goodman, Huang, Wade, & Kahn,  2003 ; Kubik, Lytle, 
Birnbaum, Murray, & Perry,  2003 ; Tracy, Zimmerman, Galea, McCauley, & Stoep, 
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 2008 ). Contrarily, research found no relationship between SES and depressive symp-
toms in 10-year-olds (Leech, Larkby, Day, & Day,  2006 ). 
   Genetic and Environmental Determinants . Genetic   and environmental factors are 
attributed in the etiology (cause) of depression. Studies have found that diagnosable 
depression, including major depressive disorders, is a familial disorder, which is 
infl uenced by the interaction of genetic and environmental determinants (Caspi et al., 
 2003 ; Kendler, Kuhn, Vittum, Prescott, & Riley,  2005 ; Pilowsky, Wickramaratne, 
Nomura, & Weissman,  2006 ; Weissman et al.,  2005 ). Weissman et al. ( 2005 ) con-
ducted a  longitudinal   retrospective cohort, family study to examine the relationship 
between familial mental disorders and functioning in three generations and found 
that diagnosis rates are highest in grandchildren of parents and grandparents with a 
moderate to severe major depressive disorder impairment. A longitudinal study 
means that participants are studied over time and data are collected at multiple points 
in time (e.g., participants completing a survey once every year for 5 years in a row). 
A cohort study is defi ned as a group of people who share a characteristic at a specifi c 
time (e.g., date of depressive disorder diagnosis). Thus, family loading has been 
underscored as the primary predictive factor associated with the risk of developing a 
major depressive disorder (Nomura, Wickramaratne, Warner, Mufson, & Weissman, 
 2002 ; Weissman et al.,  2005 ). 

 Environmental  determinants   that infl uence childhood depression have also 
been documented. For example, Pilowsky et al. ( 2006 ) assessed the effects 
parental depression and family discord had on psychopathology among children 
at high and low risk of depression and found that parental depression is related 
to family discord and is a prominent factor related to major depressive disorders 
in children. A longitudinal study that followed children at risk for depression 
over time tested the relationship between acute and chronic stress and depres-
sion and found that chronic family stress at 15 years old predicted higher depres-
sion scores at 20 years old (Hammen, Brennan, Keenan-Miller, Hazel, & 
Najman,  2010 ). 

 The onset of depression may be moderated or mediated by several infl uences. 
It is important to note that a review of the literature found there are sizeable age 
differences in neurobiological correlates existing between children, adolescents, 
and adults (Kaufman, Martin, King, & Charney,  2001 ). Pine, Cohen, Johnson, and 
Brook ( 2002 ) found that adverse child life events (e.g., school failure, physical 
abuse in the home) predicted an increased risk for depression in early adulthood. 
Other  stressors   that contribute to the development and maintenance of depressive 
symptoms in children include, but are not limited to, biological factors, sociocul-
tural factors, life events (e.g., changes in school status, changes in physical health), 
and comorbid disorders (e.g., substance abuse, ADHD, and anxiety disorders) 
(Caspi et al.,  2003 ; Costello et al.,  2002 ; Kaufman et al.,  2001 ; Kendler et al., 
 2005 ; Pine et al.,  2002 ; Weissman et al.,  2005 ). It should be noted that the impact 
these stressors have on a child depends on the child’s way of thinking about 
what is happening to him or her. If the child has a negative attributional style or a 
catastrophizing style, always thinking that the worst will occur, then this can make 
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it more diffi cult for him or her to cope with stress that can lead to depressed 
thoughts. This negative attribution style has been associated with depression 
(Angold, Costello, & Erkanli,  1999 ).  

    Impact for Children 

 This chapter focuses on how depression impacts  children   based on  Bronfenbrenner’s 
Ecological Systems Theory  . This means that a focus is to show that the child, 
parent(s), and family, as well as the school system are key players for implementing 
interventions to help the child. To this end, information will be offered to assist 
health professionals who work with children who experience major depressive dis-
order, disruptive mood dysregulation disorder, and persistent mood disorder. The 
overarching goal is to assist health educators and health specialists in identifying, 
referring, and providing coping strategies to children who are diagnosed with 
depression, regardless of their specifi c type of disorder. Although several issues 
remain regarding how to achieve the best health outcomes for children with a 
depressive disorder, this chapter will focus on treatments specifi cally designed for 
depressive disorders that are based on empirical evidence and clinical consensus. 

 Depressive disorders often co-occur with other psychiatric conditions. The most 
common  comorbid diagnoses   are anxiety disorders, disruptive disorders, attention- 
defi cit/hyperactivity disorder (ADHD), and substance use disorders (Angold et al., 
 1999 ; Birmaher et al.,  1996 ; Fombonne, Wostear, Cooper, Harrington, & Rutter,  2001 ; 
Lewinsohn, Rohde, & Seeley,  1998 ). Depression and anxiety are the most common 
comorbid or co-occurring conditions and they can both result in negative mood and 
feelings and negative thinking for children (Angold et al.,  1999 ). Typically, child anxi-
ety disorders precede depressive disorders (Avenevoli, Stolar, Li, Dierker, & Ries 
Merikangas,  2001 ). Approximately, 25–50 % of children with a depressive disorder 
also have an anxiety disorder and approximately 10–15 % of children with an anxiety 
disorder have a depressive disorder (Axelson & Birmaher,  2001 ). 

 Children with depressive disorders are at increased risk for negative life events, 
physical complaints (such as headaches and stomach aches), substance abuse, legal 
issues, and poor academic, family, and psychosocial functioning (Fergusson & 
Woodward,  2002 ; Hammen, Shih, Altman, & Brennan,  2003 ; Lewinsohn, Rohde, 
Seeley, Klein, & Gotlib,  2003 ).  Psychosocial diffi culties   may persist after the remis-
sion of a depressive episode, highlighting the need for treating depression and psycho-
social issues simultaneously (Fergusson & Woodward,  2002 ; Lewinsohn et al.,  2003 ). 
Depressive disorders are likely to recur throughout an individual’s life course; conse-
quently, a disproportionate amount of children’s depressive disorders will continue 
into adulthood. For example, children with persistent depressive  disorder   or dysthy-
mia typically face a prolonged  course   of an estimated three to 4 years in community 
and clinical samples, and are at risk for future major depressive disorders (Kovacs, 
Akiskal, Gatsonis, & Parrone,  1994 ; Lewinsohn, Rohde, Seeley, & Hops,  1991 ).  
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    Assessment of Depression 

 Currently, there are no laboratory tests to diagnose depression in children. A com-
prehensive psychiatric diagnostic assessment should be used to diagnose depressive 
disorders.  Clinical assessment   typically occurs in three steps: (1) diagnosis and 
prognosis, (2) planning of treatment, and (3) monitoring and evaluation of treatment 
(Klein, Dougherty, & Olino,  2005 ). While conducting an assessment of depression, 
the clinician and/or researcher must assess key symptoms. Klein et al. ( 2005 ) indi-
cate it is important to assess any preceding course of depression, comorbid psychi-
atric and medical conditions, and any areas of psychosocial impairment to determine 
the diagnosis. Data collected during the interview are critical for treatment planning 
including making decisions on treatment setting and intensity and duration of treat-
ment. The fi nal phase of assessment entails monitoring and evaluating whether 
treatment should be continued or changed based on the change in symptoms and 
child functioning. 

 The two major methods for assessing depression in children are interviews and 
rating scales.  Direct interviews   should include children and their parents and poten-
tially other informants such as teachers, primary care providers, and peers.  Structured 
interviews   can be used to assess childhood depression, but are more comprehensive 
in nature compared to unstructured interviews (Klein et al.,  2005 ). A commonly 
used structured interview is the  Child and Adolescent Psychiatric Assessment 
(CAPA)  . This structured interview includes questions about onset dates (i.e., when 
depressed feelings began), duration, frequency and intensity of depression, and 
other psychiatric diagnoses according to the  DSM  criteria (Angold & Costello, 
 2000 ). There is a child and parent-self report version of CAPA. 

 The most common survey for  rating      childhood depression is the Children’s 
Depression Rating Scale which contains 17 items on cognitive, somatic, affective 
(i.e., emotions), and psychomotor symptoms (Poznanski & Mokros,  1999 ). This 
scale takes approximately 15–20 min to complete. It is important to note that a sur-
vey or scale should not be the sole instrument for diagnosing depression; detailed 
interviews and information from parents, children, and in some cases teachers 
should be obtained. This scale is available several places, including from Western 
Psychological Services (  http://www.wpspublish.com/store/p/2703/childrens- 
depression- rating-scale-revised-cdrs-r    , accessed January 1, 2016). 

 When making a decision about whether a child might be experiencing depressive 
symptoms, there are several questions that are important to review. The fi rst is to 
determine when symptoms began (i.e., symptom onset). Health  educators   should 
ask parents and the child, if possible, to estimate symptom severity, and whether 
symptoms occur every day. It may be benefi cial to ask the child and parent how 
many days a week that the child feels sad. Questions to assess whether there are 
changes in eating and sleeping patterns are important, as changes in both areas can 
occur. If the child is more withdrawn and disengaging from social activities, these 
can be other changes in behavior that accompany depression and dysthymic disorder. 
When a child is experiencing sadness, it is crucial to ask whether the child has 
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expressed wishes to die or to kill him- or herself. If the child has expressed a wish 
to kill him- or herself, then the clinician needs to ask the child if he or she has any 
type of plan for self-harm. Assessment of previous attempts to self-harm or commit 
suicide should be examined. If the child indicates signifi cant  suicidal ideation   
(thinking about committing suicide), signifi cant feelings of sadness consistent with 
dysthymic disorder or major depressive disorder, or has tried to kill him- or herself, 
it is recommended that referral to a licensed mental health counselor be made, so 
that a thorough assessment of depressive symptomatology can be conducted. It can 
be diffi cult to determine if referral is needed, but if in doubt, it is better to refer for 
a more thorough evaluation of the child’s symptoms and previous behaviors. If there 
is any indication that the child is very depressed or may self-harm, evaluation in an 
emergency room may be warranted.  

    Disease Management 

 Disease  management   typically involves referral for counseling for young children. 
After assessment of symptoms and referral, the child and his or her parents typically 
begin a course of treatment with a licensed mental health counselor.  Medications   can 
also be used to treat children and more information about medication management is 
outlined in the next section of this chapter. Children can typically participate in either 
group or individual therapy or  counseling  . It is recommended that parents spend time 
with the counselor, learning how to address sadness and to identify serious behaviors 
that would indicate any need for immediate emergency treatment either at an emer-
gency room or a psychiatric facility. While participating in  counseling  , the child may 
work with a therapist to cope with grief, sadness, or to recover from negative life 
experiences, such as trauma. The counselor will work with the child to help him or 
her improve negative views of the self, world, and future. Children who are experi-
encing depression typically see themselves in a very negative light, and they may 
have a negative outlook about their family and school experiences. They may not see 
much hope for the future. 

 Children and parents need to understand their depression and symptoms related 
to their sadness, and education is another important goal for counseling.  Depressive 
symptoms   typically are classifi ed into two categories: psychological and physical/
somatic. The   International Classifi cation of Mental and Behavioral Disorders 
System    (ICD-10) reported the top three depressive symptoms as being: (1) sad 
mood, (2) anhedonia or loss of pleasure in activities, and (3) decreased energy 
leading to fatigue (World Health Organization,  2015 ). It is critical for children to 
understand common  psychological symptoms   of depression, including but not lim-
ited to, sad mood, and loss of pleasure in daily activities, decreased concentration, 
and self- esteem, feelings of guilt or worthlessness, and  suicidal ideation   (thinking 
about dying or being dead). Children should also be taught the  physical symptoms 
  including altered sleep patterns including insomnia (i.e., reduced sleep) or hypersomnia 
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(i.e., increased sleep), changes in appetite and/or weight, fatigue, and psycho-
motor activity changes that manifest as agitation, hyperactivity, and/or anxiety. 
Understanding symptoms will help children identify triggers for their depressive 
episodes. When children understand their symptoms, they can know when to 
ask for help. 

 The therapist may often use  cognitive-behavioral techniques      to help the child 
relieve symptoms of depression. These types of treatments have a signifi cant evi-
dence base (i.e., support in the scientifi c literature) and are featured in this chapter. 
However, the author notes that other treatments may also be effective in helping 
children relieve symptoms of depression. Cognitive techniques include helping a 
child to challenge negative thinking or unrealistic ways of thinking. For example, if 
a child is feeling that he or she is not good at anything, the therapist might work with 
the child and parent to make a list of positive things about the child and list his or 
her skills to help the child to reconsider his or her value. If a child is likely to be too 
hard on him- or herself, the therapist may help the child to change self-talk to more 
positive statements. Thus, rather than saying “I should have done this,” the child 
could say, “I tried my best and I did this well and I can improve on ____ in the 
future.” Changing negative self-statements or  negative self-talk  , into positive state-
ments and self-talk, is a key goal for improving negative thought patterns. Another 
technique a child can implement is  positive imagery  . A child can think of a “happy 
place” to go to when he or she is feeling sad. The child can also engage in new hob-
bies that are more rewarding and fun. The child needs to learn that he or she needs 
to be an active “agent” in working to defeat negative thinking and involve him- or 
herself in activities that are fun and rewarding (Field, Seligman, & Albrecht,  2008 ; 
McLaughlin & Christner,  2012 ). 

 Children who experience depression may be very reactive to stressful events in 
their lives. In order to help children cope better with stress, they can learn stress 
reduction activities, such as counting to ten before they talk about their feelings, 
taking ten deep breaths in a row to relax, or they can learn to use a journal as a 
stress management tool. Journaling provides an outlet for expressing diffi cult 
emotions (e.g., anger) and negative thoughts and has the potential to help children 
identify what they are feeling. Another technique to manage depression is to stop 
negative thinking to reduce ruminating (i.e., replay things over in the mind repeat-
edly). A child with a depressive disorder can be taught  positive self-talk   as 
described above. 

 Parents are also taught to help children be more positive (e.g., to use positive 
self-talk and think positively) as well as engage in fun, self-esteem building activi-
ties. The child should be encouraged to use  positive self-talk   (e.g., “I’m trying hard 
and this is great”) and learn to look toward the positives, and it may be benefi cial to 
have the child and parent monitor the child’s success in using positives, by record-
ing these achievements on a “Being Positive Chart” or on another type of self- 
monitoring form. Parents may need to learn to be less critical of their youngster and, 
if depression is “running in the family,” then referral of parents for their own therapy 
may be an essential adjunct to child therapy.  
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     Medications   

 If the child is taking medication, then the counselor needs to discuss child progress 
regularly with the pediatrician or psychiatrist who is monitoring medication. Parents 
and children also need a thorough education about appropriate use of the medica-
tions and about whether more negative mood states or changes can occur during the 
fi rst few weeks or months that the child is taking the medication. 

  Pharmacotherapy         is used to treat childhood depression. Yet, confl icting evidence 
exists as to whether medications are effective and appropriate to use among chil-
dren. Selective serotonin reuptake inhibitors, including fl uoxetine (or  Prozac  ), have 
been evaluated in randomized, double-blind, placebo-controlled trial and show sig-
nifi cant improvement in depression (Emslie et al.,  1997 ; Emslie, Heiligenstein, & 
Wagner,  2002 ). A randomized, double-blind, placebo-controlled trial is a very well- 
controlled research study that provides some additional confi dence in the fi ndings 
about the effectiveness of a medication. A  randomized trial      means that each partici-
pant has an equal chance of being assigned (at random, often using a random selec-
tion chart) to either the treatment or the wait-list control group. A  placebo-controlled 
trial      is one where a group of participants might receive a “sugar pill” or a pill to take 
that does not have any medication. If the children who were taking a placebo medi-
cation improved, then it might be that the idea of taking medication improved the 
child’s condition. A  double-blind trial      is one in which neither the participants in 
the study nor the research assistants who are collecting data on participant progress 
know which condition that the participant has been assigned to. Thus, the research 
assistants and the participants do not know whether a participant is in the treatment 
or control group. This type of study allows the researcher to make very fi rm con-
clusions that if the medication group shows improvement the result is really prob-
ably due to the medication and no other factors. Medications have been noted as 
highly effective in combination with  psychotherapy  . Health educators who work 
with children who are depressed can learn from experts about medication adherence 
and childhood depression from child psychiatrists.  

    Psychosocial and Emotional Functioning 

 Depression can impact psychosocial and emotional functioning in children. A study 
conducted by Fergusson and Woodward ( 2002 ) found that social background, 
familial, and individual factors infl uenced depression including socioeconomic sta-
tus (lower family income), mothers with educational underachievement, sexual 
abuse, parental change, and higher rates of deviant peers. These factors were related 
to higher levels of sadness in children. Family factors, such as family discord and 
parental depression, infl uence the occurrence and maintenance of depression in chil-
dren (Pilowsky et al.,  2006 ). Children with depressive disorders may have inhibited 
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emotional, cognitive, and social skills that interfere with their family and personal 
relationships (Birmaher et al.,  1996 ; Lewinsohn et al.,  2003 ). Regarding school, a 
child’s academic performance may be hindered by depression (Owens, Stevenson, 
Hadwin, & Norgate,  2012 ). Children who feel disconnected from school tend to 
report higher depressive symptoms (Millings, Buck, Montgomery, Spears, & 
Stallard,  2012 ). Children who experience depression are at increased risk of nega-
tive outcomes during late adolescence and young adulthood including later depres-
sion, anxiety disorders, nicotine and substance dependence, suicidal behavior, 
academic failure, and unemployment (Fergusson & Woodward,  2002 ).  

    Interventions for Children with Depression and their 
Caregivers 

 This section gives an overview of common interventions for children with depres-
sion. A recent study conducted by Zhou et al. ( 2015 ) reviewed 52 critical studies in 
the area and found that cognitive-behavioral therapy (CBT) was effective in reduc-
ing  symptoms   of depression both after treatment had ended and at a follow-up 
assessment a few months later.  Cognitive-behavioral therapy (CBT)  , a type of psy-
chotherapy, is an effective treatment that combines a focus on how a child’s thoughts 
and beliefs infl uence his/her mood and actions and how a child’s actions change 
behavior patterns. For example, children can change negative thoughts about them-
selves into more positive ones and reward themselves when they accomplish things, 
which can improve their mood. Parents can also reward children’s accomplishments 
and be role models for a positive outlook on events that occur within the family. 
Prior research has found that CBT is effi cacious for treatment of children with 
depression (Arnberg & Ost,  2014 ; Compton et al.,  2004 ). 

 A computerized CBT program called, “ Stressbusters     ,” has been proven effective 
for children with mild to moderate depression (Abeles et al.,  2009 ; Smith et al., 
 2015 ). Stressbusters is a computer-based program that delivers intervention compo-
nents via interactive multimedia such as videos and animations. Stressbusters com-
ponents include education about depression and its treatment, behavioral activation 
(i.e., applying behavioral techniques learned during programming), identifying and 
changing negative thoughts, improving social skills and problem-solving skills, as 
well as education about ways to prevent relapse or recurrence of depressed feelings. 
Each session of this CBT encompasses reports on the child’s current mood and 
homework, an introduction to the session topic, watching a video of a depressed 
young actor implementing a treatment technique, and the child designing their own 
individualized homework based on the treatment technique. Smith et al. ( 2015 ) study 
conducted among 112 children with signifi cant symptoms of depression found 
improvements in depressive symptoms according to child self-report. These improve-
ments were similar for boys and girls, and the gains they made were  maintained at 
the 3- and 6-month follow-up assessments. A preceding study conducted by Abeles 
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et al. ( 2009 ) using the same treatment techniques also found signifi cant improvement 
in depressive symptoms for children, and these improvements in child functioning 
were maintained at a follow-up assessment. 

 A cognitive-behavioral depression prevention program called the  Penn 
Resiliency Program      has been effective in reducing depressive symptoms in chil-
dren who attend middle school (Gillham et al.,  2007 ). This program is a group 
intervention that teaches children cognitive-behavioral and problem-solving skills. 
During the program, students learn about the following topics: (1) the association 
between feelings, beliefs, and behaviors, (2) cognitive styles (e.g., how to change 
from a more pessimistic to a more positive outlook), and (3) cognitive restructuring 
skills (e.g., challenging negative thinking). Children also learn a range of coping 
and problem- solving techniques including how to be assertive, make decisions, 
negotiate, and relax. Findings from the Gillham et al. ( 2007 ) study revealed that 
schools are an opportune setting to implement the Penn Resiliency Program and 
teach depression prevention skills. Health educators can help to deliver this benefi -
cial program in the schools.  

    Roles for Health Educators and Mental Health Professionals 

 Health educators can initiate prevention  programs   for children with depression at the 
primary, secondary, and tertiary level. Primary prevention is before the disease occurs 
and is designed to prevent the disease or condition via risk reduction (Friis,  2010 ). 
An example of primary prevention is targeting children at high risk for developing 
depression and teaching them healthy behaviors to prevent the onset of depression. 
 Secondary prevention   is during the progression of the disease and attempts to iden-
tify the disease at its earliest stage via screening procedures and early interventions 
(Friis,  2010 ). An example of secondary prevention is a child being screened for 
depression by a health professional.  Tertiary prevention   is during later stages of the 
disease and attempts to reduce the consequences of a disease after the disease has 
developed to eliminate or at least delay complications and disability associated with 
the disease (Friis,  2010 ). An example of tertiary prevention is facilitating a group 
intervention for children with a depressive disorder and teaching them how to con-
trol their depression through stress management techniques and enhancing their 
 communication   and problem-solving skills. 

 Health educators should seek to incorporate factors inherent within a child and 
the child’s family, school, and community within these programs. For example, in 
 primary prevention   efforts, health educators can train an audience of school person-
nel, community professionals, family members, and children on the signs and 
symptoms of depression. Early recognition of depression increases the likelihood of 
effective treatment. At the  secondary prevention   level, health educators can focus on 
students with risk factors and psychosocial issues that increase their susceptibility 
to depression. Health educators can teach children how to increase mood via   positive 
self-talk      . For example, if a student says “I cannot do this” or “I hate when this 
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happens,” health educators can teach them to change these negative statements into 
positive statements such as “I will do the best I can on this” or “I have dealt with this 
before and know how to deal with this.” At the tertiary level of prevention  program-
ming  , health educators can support and enhance the psychosocial functioning of 
students who have depression. Some strategies health educators can use in this type 
of programming include teaching stress management skills, social skills, communi-
cation skills, problem-solving skills, and how to handle negative thoughts. For 
example, as previously noted, familial confl ict infl uences depression. By teaching 
children  communication and problem-solving skills  , health educators can help to 
eliminate or greatly reduce complications associated with depression. Health educa-
tors can help build depressed children’s skills by asking children to defi ne the prob-
lem, brainstorm for solutions, decide on how to communicate the solution, and 
details on how to move forward with the agreed upon solution in a healthy way 
without using negative behaviors (e.g., putting down the other person, accusing the 
other person). Health educators can play a key role in identifying depression in 
children and referring them for evaluation and treatment.  

    Case Study 

 Marvin is an 11-year-old boy. He is African-American and resides with his maternal 
grandmother. He has a younger sister and brother, who turn to him for guidance, 
support, and comfort. Two years ago, his mother died in a car accident. His father 
had died around the time when the  youngest   child in the family, his sister, was born. 
Therefore, he did not really know his father. For the past year, Marvin has been 
sleeping more than usual, in terms of his typical sleeping habits, which used to be 
about 9 h per night. He also has been taking naps, which is not something he used 
to do, even as a younger child. He has not been eating well and has been losing 
weight. He has been complaining of feeling like, “nothing is really fun right now.” 
He stopped going outside to play with his friends in the neighborhood. Often, he is 
alone in his room listening to music. Moreover, his grades have dropped in school 
and he is not regularly completing his homework assignments. He is very quiet in 
the classroom and often appears to stare into space and be daydreaming. His grand-
mother has been very worried about his functioning and reports that, “Marvin is just 
not himself.” She brought the aforementioned symptoms to the doctor’s attention at 
Marvin’s yearly physical exam about a month ago. Marvin’s pediatrician wondered 
about possible depression and made a referral to the local mental health clinic, in 
order for Marvin to receive an evaluation of his emotional functioning. 

 Marvin’s grandmother attended the fi rst session with the counselor, where she 
responded to many background questions. She described the symptoms above 
(e.g., sleeping more, appetite change, grades dropping, loss of interest in friends and 
typical activities). After discussing all of these issues, the counselor began to ask her 
about Marvin’s mood and other aspects of his emotional functioning. Marvin’s 
grandmother described his mood as “blue most of the time.” She described sadness, 
but then qualifi ed this by saying, “He’s not terribly sad, just down in the dumps all 
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the time this past year.” She mentioned that Marvin does not care about his appear-
ance and was not as interested in interacting with peers as he used to be. 

 Marvin’s grandmother mentioned that he was being a, “wonderful big brother, 
always supporting and caring for his younger brother and sister.” She worried, how-
ever, that all his care-taking of his siblings was leaving Marvin little room to be a 
 child   and take care of himself. Upon further questioning, Marvin’s grandmother 
described his thought processes as clear. That is, Marvin was not experiencing any 
types of hallucinations, where he had sensory experiences that were not normal, or 
delusions, thinking things that were not realistic. Further questioning with his 
grandmother revealed that his thought processes were normal (or clear) and that he 
was not experiencing any type of symptoms that might indicate a psychotic episode, 
which might consist of hallucinations or delusions. Marvin was not exhibiting 
obsessive thoughts or excessive worry, where he tended to review the same type of 
thoughts and review his worries over and over through  negative self-talk  . Hence, his 
cognitive functioning was fairly normal. It was just that, as his grandmother stated, 
“He’s down all the time. He is still able to go to school and function. He’s just ‘blue’ 
and not my Marvin.” 

 The counselor then had an  interview   with Marvin. Marvin was intelligent and it 
was evident that his thinking processes were clear. He was sad and said, “I’ve been 
really down for the last year.” Upon further questioning, Marvin denied ever feeling 
suicidal. He never thought of harming himself and would never try because, “My 
brothers and sisters need me, besides, people shouldn’t think like that, life is worth 
it.” He did say he has been feeling sad because he cannot get over the loss of his 
mother. He mentioned that he did not have a father as a mentor, friend, and role 
model. He reported that he loves his brother and sister, but wished he could play 
with them and have fun with them rather than, “telling them what to do all the time.” 
Marvin confi rmed that he was feeling tired “all the time.” He said that all food, 
“tastes the same and I just don’t like eating like I used to.” 

 Marvin mentioned that he gets along well with other boys his age and has 
friends, but had not felt like he wanted to interact with peers. He reported that he 
needed to be alone most of the time. Marvin felt that his sad feelings would not be 
acceptable to the other boys, who tended to like to laugh and joke with each other. 
The counselor asked some other questions, about Marvin’s likes, dislikes, how he 
was getting along with his grandmother, how school was going, and his goals for 
the future. It was noteworthy that Marvin did not see ahead into the future saying, 
“Oh, I do not think much of what I can be. I am just making it every day to try to 
deal with it all.” Marvin’s other responses indicated he still had interests (e.g., 
football and video games) and that he felt he had a good and strong relationship 
with his grandmother. He felt that his grandmother was available to talk with him 
about things, but he felt he could not talk with her, because she was so sad that her 
daughter had passed away. 

 After meeting with  Marvin  , the counselor met with his grandmother alone. 
The counselor talked with Marvin’s grandmother about a possible diagnosis for 
Marvin, discussing with her the impact of a long-standing, milder grade of depression, 
such as Marvin was experiencing. The counselor explained that this long-standing 
depression was called persistent depressive disorder or dysthymic disorder, and 
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although it was not as severe as a more major depression it could have a very nega-
tive impact on a child’s functioning. The counselor recommended that Marvin par-
ticipate in weekly therapy so that he could learn strategies to improve his mood and 
have a place to discuss his feelings. The counselor also mentioned that Marvin 
might need a place to work through grief related to the loss of his mother and father. 
Marvin’s grandmother agreed that Marvin would need counseling and that the cur-
rent counselor could discuss Marvin’s diagnosis with him. 

 The counselor next met with Marvin and explained his  symptoms   and diagnosis. 
Then, the counselor talked with Marvin about the value of counseling in terms of 
having a place to discuss his feelings and learn strategies to work through his sad 
feelings. The counselor also discussed the fact that Marvin might need a place to 
talk about his feelings related to his mother’s and father’s deaths. Marvin replied 
that he might benefi t from having someone to talk to, because his grandmother was 
always too sad when he attempted to discuss his mother’s death with her. The coun-
selor asked Marvin if he would like to participate in counseling at his school. Marvin 
said that he would not want to do this, because he would not want his friends to see 
him going to see a counselor, because they deal with “crazy people.” He felt he did 
not want other children to know that he needed help. He said that he might be will-
ing to talk to another counselor at the mental health center. He would be willing to 
try one or two visits to see if he could talk to a counselor in this setting. The coun-
selor asked Marvin’s grandmother if Marvin could be seen at the clinic. His grand-
mother had been worried about having the time and energy to drive Marvin to 
counseling. After she learned that Marvin was embarrassed to be seen at the school, 
she agreed to bring him to the mental health clinic. She scheduled an appointment 
with the counselor they were speaking with.  

    Summary 

 This chapter defi ned different types of depressive disorders common in children. 
Interventions can be successful in treating childhood depression, but recurrence of 
these disorders can persist throughout a child’s life. Increasing children’s under-
standing of symptoms of depression may help them to reach out for help from pro-
fessionals. Psychotherapy, including CBT, may be effective in treating childhood 
depression. Children can use positive imagery and visualize happy images when they 
feel sad or blue and can also learn stress reduction techniques including controlled 
breathing and progressive muscle relaxation. Including education and parent and 
family sessions may increase the effectiveness of this treatment. Computer- based 
CBT has also been effective and should be further explored for children, especially 
due to potential problems with access to treatment and increased use of the Internet. 
Finally, health educators can assist with prevention programming at the primary, 
secondary, and tertiary level by including families, schools, and the community by 
increasing knowledge awareness of depression and its treatment. 
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  Exercises/Review Questions 

     1.    Defi ne major depressive disorder.   
   2.    Defi ne some treatments that might be used in psychotherapy.   
   3.    Defi ne primary prevention, secondary prevention, and tertiary prevention and 

provide examples of each level of prevention.   
   4.    The counselor told Marvin’s grandmother that he may have a dysthymic disorder 

diagnosis. Which symptoms were being exhibited that informed the counselor’s 
diagnosis of a dysthymic disorder?   

   5.    Do you believe Marvin’s grandmother was depressed? If yes, how would you 
recommend treatment to her?   

   6.    Marvin told the counselor he did not want to receive counseling at school due to 
the stigma of being potentially labeled as “crazy” by his peers. As a health edu-
cator, what ideas do you have to help change children’s negative views of mental 
health problems?      

  Key Concepts 

    Major depressive disorder  
  Disruptive mood dysregulation disorder  
  Persistent depressive disorder  
  Anhedonia  
  Suicidal ideation  
  Psychotherapy  
  Positive self-statements  
  Positive imagery  
  Somatic complaints  
  Cognitive-behavioral therapy  
  Stressbusters program  
  Primary prevention  
  Secondary prevention  
  Tertiary prevention         
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    Chapter 9   
 Conduct Problems                     

                Diagnosis 

 Blair, Leibenluft, and Pine ( 2014 ) referred to conduct problems as “…a pattern of 
repetitive rule-breaking behavior, aggression, and disregard for others” (p. 2207). 
It is these types of behaviors, when they reach a consistent pattern that  interferes   
with a child’s daily functioning, that are the focus of this chapter. Kazdin ( 1997 ) 
defi ned conduct disorder in this manner, 

 “The overarching feature of conduct disorder is a persistent pattern of behav-
ior in which the rights of others and age-appropriate social norms are violated. 
Isolated acts of physical aggression, destruction of property, stealing and fi re 
setting are suffi ciently severe to warrant concern and attention in their own right. 
Although these behaviors may occur in isolation, several of these are likely to 
appear together as a constellation or syndrome and form the basis of a clinical 
diagnosis” (p. 162). 

 In the Diagnostic and Statistical Manual of Mental Disorders (American 
Psychiatric Association,  2013 ), conduct problems are in a section entitled, 
“Disruptive, Impulse Control, and Conduct Disorders (CD).” According to the 
experts who developed this section of the manual these conditions involve, “… 
problems in the self-control of emotions and behaviors” (p. 461). These self-control 
problems are unique in that they, “…violate the rights of others (e.g., aggression, 
destruction of property) and/or that bring the individual into signifi cant confl ict with 
societal norms or authority fi gures” (p. 461). 

 Children who are diagnosed with CD are likely to have other diagnoses. 
For example, Kazdin ( 1997 ) reported that over 80 % of children met the criteria for 
CD and Oppositional Defi ant Disorder (ODD). Many children with CD may be 
diagnosed with  Attention-Defi cit Hyperactivity Disorder   (Blair, Leibenluft, & Pine, 
 2014 ; Kim-Cohen et al.,  2005 ). Children with CD may be diagnosed with 
 co- occurring learning problems, such as reading and/or math disorders. According 
to the DSM-5 (American Psychiatric Association,  2013 ), children with CD show at 
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least one symptom indicating aggression toward animals or people, destruction of 
property, lying or theft, and serious rule violations (e.g., truant from school, runs 
away from home) before 10 years of age. Children may also have limited empathy 
and be callous. They can lack remorse or guilt related to violating social norms or 
the rights of others. They may display very little emotion to other people, which is 
termed shallow or defi cient affect. The essential feature of CD is violating the rights 
of others or social rules persistently, in such a manner to impair child functioning. 
CD can occur as early as the preschool years, but is most commonly manifested in 
middle childhood and early adolescence. 

  Oppositional Defi ant    Disorder   . A relatively milder version of conduct problems is 
 ODD  . Criteria for ODD include having a frequent and stable pattern of “…angry/
irritable mood, argumentative/defi ant behavior, or vindictiveness lasting at least 6 
months” (p. 462, American Psychiatric Association,  2013 ). The behaviors associ-
ated with ODD need to interfere with the individual’s functioning and cause distress 
to the individual and others in his or her life. The diagnosis is applicable to children 
as young as 5 years of age. If the symptoms are in a mild range, they may occur only 
at home. The behaviors also may be more frequent with adults and peers that the 
child knows fairly well, and thus the symptoms may not always be directly observ-
able in the offi ce or clinical setting. Symptoms can be in the range of mild (symp-
toms present in one setting), moderate (symptoms present in two settings), and 
severe (symptoms are present in three or more settings). Although some children 
with oppositional behaviors develop signifi cant problems to merit a disorder of CD, 
not all children with ODD follow a progression to the development of a diagnosis 
of CD. However, although many children  with    ODD   can develop normally, they are 
at greater risk for developing other mental health problems, including internalizing 
problems such as anxiety or depression. 

  Other Externalizing Behaviors . It is benefi cial to explain other externalizing 
behavior problems that may be diagnosed in childhood. Intermittent Explosive 
Disorder can begin in late childhood and involves an inability to control verbal or 
physical aggression (the physical aggression does not result in damage of property 
or injury to others; American Psychiatric Association,  2013 ). The aggressive out-
bursts occur about twice weekly for at least 3 months and are damaging for the 
individual displaying the symptoms. Another externalizing problem can be fi re- 
setting or pyromania. This can occur in childhood, but information about this dis-
order in children is needed. Kleptomania, or impulsive stealing that is not for 
monetary value, is most often diagnosed in adolescence. There is also a category 
in the DSM-5 for Other Disruptive, Impulse-Control, and Conduct Disorders for 
those children with symptoms that do not clearly “fi t” the categories for ODD or CD. 

 The primary focus of this chapter is on ODD and CD. In samples of participat-
ing children and parents for research, children with both of these disorders are 
often grouped together, so conduct problems is a term commonly used throughout 
this chapter.  
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    Prevalence 

 “ Prevalence rates   for CD vary, ranging from 2 to 10 %, with a median of 4 %” 
(p. 473, American Psychiatric Association,  2013 ). Prevalence rates increase into 
adolescence. Rates of CD are higher among males compared to females. Males with 
CD are likely to exhibit signifi cant aggression. Females are aggressive as well, but 
also are thought to have higher rates of lying, truancy, and stealing. The prevalence 
for  ODD   is estimated to be about 3–4 %. These types of problems are more com-
monly diagnosed in males than females (1.4–1) in childhood, but this difference 
becomes more equal in adolescence and adulthood.  

    Genetic and Environmental Infl uences 

 Many experts agree that when children exhibit conduct problems, there is an inter-
action between genetic and environmental infl uences such that both factors play a 
role in determining behaviors (e.g., Silberg, Maes, & Eaves,  2012 ; Tolan, Dodge, & 
Rutter,  2013 ). Genetic factors, which may predispose a child to exhibit conduct 
problems, include problems with regulation of emotions and poor frustration toler-
ance. These may be temperamental factors, which have a genetic loading, that 
impact the development of conduct problems. Children with conduct problems also 
may have reduced cortisol activity in their brains, lower heart rates, and lower skin 
reactivity. Differences in  prefrontal cortex activity   (a part of the brain involved with 
higher order thinking and regulation of emotions) and the  amygdala   (associated 
with memory and emotional reactions) have been noted in children with ODD and 
CD. (American Psychiatric Association,  2013 ). 

 Parenting that is harsh, critical, and inconsistent can also be related to conduct 
problems in children (Kazdin,  1997 ; Okado & Bierman,  2015 ). Tolan et al. ( 2013 ) 
reported that young children who have attachments with parents that are not secure, 
experience negative parenting (with inconsistent rules and application of conse-
quences for behavior), and experience inconsistent monitoring of their well-being 
and safety are more likely to experience behavior problems. Moreover, parent–child 
relationships that do not show warmth and support, but rather hostility and a lack of 
connectedness with others may be related to diffi culties in functioning. A lack of 
warmth and hostility in families can be signifi cant in children with CD. In fact, 
experts for the DSM-5 reported that a host of family risk factors for CD include but 
are not limited to, “parental rejection and neglect, harsh discipline, physical or sex-
ual abuse, lack of supervision, early institutional living, frequent changes of care-
givers, etc.” (American Psychiatric Association,  2013 , p. 473). Children with CD 
can grow up to have signifi cant problems, including problems with the criminal 
justice system and issues with substance use and addictive disorders. There is a 
chance that children with CD can grow up to display  Antisocial Personality Disorder  , 
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but this is not a given (i.e., not a certain outcome) if a child is diagnosed with CD. 
 Antisocial Personality Disorder   has been considered sociopathy or psychopathy, 
which is distinguished by a lack of regard for rights of others and social rules. In the 
current diagnostic manual, Antisocial Personality Disorder is defi ned, in part, as a, 
“persistent pattern of disregard for the and violation of the rights of others, occur-
ring since age 15 years…” (American Psychiatric Association,  2013 , p. 659).  

    Impact on Children 

 Wu et al. ( 2015 ) highlighted two features of conduct problems, including consistent 
rule-breaking and aggression. Wu et al. ( 2015 ) described children with CD as hav-
ing quick and angry tempers and mentioned that children with conduct problems 
break rules and do not take responsibility for their negative behaviors. They may 
tend to blame the victim in situations where one child is aggressive toward another. 
Wu et al. mentioned that children with conduct problems who exhibit aggression 
and the other aforementioned problems may have poorer outcomes. They may con-
tinue to display aggressive behaviors and a lack of responsiveness to rules and social 
customs. As one can imagine, conduct problems in children have a signifi cant 
impact on their lives. These problems cause isolation and are associated with a host 
of other emotional and behavioral problems. These diagnoses can include internal-
izing problems, such as bipolar disorder, depression, and anxiety, as well as learning 
problems, intellectual disability, intermittent explosive disorder, and mood dysregu-
lation. Conduct problems are very commonly diagnosed with  Attention-Defi cit 
Hyperactivity Disorder      (Andrade & Tannock,  2012 ). Children with conduct prob-
lems have poor social abilities and may not have many friends (Andrade & Tannock, 
 2012 ; Olson, Lopez-Duran, Lunkenheimer, Chang, & Sameroff,  2011 ). Children 
with CD and ODD can experience isolation. They may have signifi cant diffi culty 
regulating their emotional reactions, which can contribute to diffi culties with peers 
and adults as well (Havighurst et al.,  2015 ). Eisenberg et al. ( 2005 ) proposed that 
children who experience risk for development of conduct problems are more likely 
to react negatively in emotional situations. They are expressing more negative emo-
tions and reacting more negatively, which can further isolate them. Children with 
signifi cant conduct problems may be at risk for long-term negative behaviors, such 
as hostility, aggression, rule-breaking, lying, and stealing. These behaviors may be 
related to psychiatric problems and a lack of positive relationships with peers and 
adults. Long-term risk for substance use, psychiatric disorders (including  antisocial 
personality disorder  ), and poor relationships and school and work adjustment 
may result (Maughan & Rutter,  2001 ). 

  Argument for Subgroups . In a review article, in the  Psychological Bulletin , Frick, Ray, 
Thornton, and Kahn ( 2013 ) proposed that there is a subgroup of children with conduct 
problems, who exhibit callous and unemotional traits. Children in this subgroup were 
at heightened risk for long-term psychosocial problems and problems relating to 
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others. Frick et al. mentioned that those studying conduct problems in children and 
adolescents need to begin to think about subgroups of children with conduct prob-
lems. Groups could be determined by the severity of the problems they exhibited as 
they aged. Those children with CD and callous and unemotional behaviors were at 
risk for long-term conduct problems. Children with these traits also exhibited cortical 
differences—that is differences in gray matter in the brain—in some studies. These 
cortical differences could also be responsible for some children’s “ hyporespon-
siveness  ” to emotional stimuli.  Hyporesponsiveness   means that children are under-
responsive to stimulation. They often are taking risks and seeking thrills to gain more 
stimulation. Frick, Ray, Thornton, and Kahn ( 2013 ) further distinguished this sub-
group of children as having higher to highest levels of defi cits in responding to pun-
ishment, insensitive to fear expressed by others, and thrill- seeking. Because children 
in this subgroup may exhibit these issues when they are very young, they may not 
develop conscientiousness. Although children with more severe problems could have 
a more bleak long-term prognosis, Frick et al. ( 2013 ) cautioned that positive out-
comes could occur for children who were callous and unemotional. They proposed 
that children with the aforementioned symptoms and more severe externalizing prob-
lems needed referral to intensive, long-term intervention programs. 

 Frick et al. ( 2013 ) proposed that there was another group that did not exhibit 
callousness. Children with conduct problems in this group were likely to feel anxiety 
and worry over the plight of others. Frick et al. speculated that these children were 
more likely to have learned to exhibit conduct problems after experiencing harsh 
and inconsistent caregiving. Youth in this group also might exhibit defi cits in verbal 
abilities. Although more information is needed to determine if subgroups exist, it is 
evident that those children with more severe symptoms, who do not care for the 
welfare of others, and who do not respond much to punishment are more likely to 
experience poor outcomes.  

    Assessment 

 There are several questions to ask to determine whether children and parents endorse 
 symptoms   of CD. Questions to ask include: (1) I take/steal things that don’t belong 
to me, (2) I tell lies, (3) I fi ght and hit other children a lot, (4) I start fi res, (5) I hit 
and yell at Mommy and Daddy, (6) I like to break rules, (7) I break or ruin other 
kids’ and my family’s things, and (8) I hurt animals (Kim-Cohen et al.,  2005 ). 
Duncombe, Havinghurst, Holland, and Frankling ( 2012 ) developed a screening 
assessment tool for parents and teachers to complete that may assist health educa-
tors in making referrals for children who are exhibiting conduct problems. Parents 
and teachers complete seven questions assessing a child’s: (1) attention, (2) fi ghting 
and bullying, (3) friendship skills, (4) impulsivity, (5) temper, (6) arguing, and (7) 
rule-breaking. Children’s behaviors are rated on a 5-point scale from “0” never to 
“4” almost always. Some might argue that self-report could be biased and that 
health professionals should observe children’s behaviors in the home and school 
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settings to have an accurate assessment of the child’s functioning. If two informants 
are used, the types of questions outlined in this assessment section can yield valu-
able information, because children with severe conduct problems will exhibit the 
types of behaviors that are “very noticeable.” 

 CD can be assessed in preschool. Early identifi cation may offer opportunities to 
“turn around” problem behaviors. Questions assessing aggression toward peers and 
small animals can be useful. Moreover, questions examining  impulsivity      and the 
child’s ability to follow rules and instructions are appropriate. In addition, learning 
whether the child can regulate his or her emotional reactions will provide other 
important information.  

    Management 

 There are several treatments that are effective in improving behavioral, social, and 
emotional functioning of children with conduct problems. For instance,  problem- 
solving training   is an effective treatment for children with CD. Children learn step- 
by- step processes for solving problems, and often use role play, with trained 
therapists coaching them, to learn how to control angry reactions and solve prob-
lems in positive ways. Problem-solving programs usually involve brainstorming to 
solve problems with “checking” to make sure that the problem-solving approach 
worked. In order to begin to learn a problem-solving approach, the child and his or 
her coach (a trained educator or therapist) typically develop two or three acceptable 
plans to solve a hypothetical social or behavioral problem. Then, they select a best 
course of action and it is implemented. The child then checks the results of the 
problem-solving plan to see if it was successful. If the approach was not successful, 
the child needs to problem-solve again or try another plan. The child needs to imple-
ment plan two and again check for its success. Due to their  impulsivity   and seeing 
hostility in others, children with conduct problems do not always select a  prosocial   
solution or try to fi nd another solution if their fi rst one did not work. Children with 
conduct problems may need additional practice, using role plays, to learn problem- 
solving steps. They may need behavior charts with rewards and contracts, which are 
monitored by adults with knowledge of children’s behavioral goals to ensure that 
they use problem-solving steps. 

 Children with CD may benefi t from participating in anger management groups 
or individual counseling (Powell et al.,  2011 ). Therapy goals, in addition to using 
role plays to learn positive behaviors, may include activities to ensure that children 
are more aware of their emotions and learn anger management skills. Children with 
conduct problems may tend to react aggressively and strongly and thus learning 
their “ anger triggers  ” or cues that signal that they are going to become angry can be 
very important. Children need to learn their cues for anger and aggressive behav-
iors, and then need to learn to calm themselves, using relaxation or positive self-
talk, and then implement problem-solving skills. Individual therapy sessions or 
groups are avenues for learning about personal triggers and emotional regulation 
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and problem-solving skills. Children with conduct problems also may need to learn 
perspective-taking skills, where they practice thinking how the other person may 
feel and thinking how their actions may infl uence others. This may be especially 
important if the child has relatively weaker skills for being empathic and for a child 
who may be unemotional or callous. 

 Parent training is another critical component for management of conduct prob-
lems in children. Parents may need training because they are inconsistent in their 
discipline or ineffective in using appropriate behavior management strategies with 
their child (Patterson & Stouthamer-Loeber,  1984 ). Webster-Stratton’s Incredible 
Years, for example, is built on a parent-training component where parents watch 
videos to learn how to use praise and rewards and avoid harsh and critical parenting 
(Webster-Stratton, Reid, & Hammond,  2004 ). In training sessions, parents also learn 
to use appropriate consequences, such as loss of privileges or time-out, if the child is 
misbehaving. For time-out, a child is placed in a chair for 1 min for each year of age. 
After a period of quietly sitting (parents are not to talk back and forth with the child 
while he or she is in time-out), then the child can resume activities. The boredom 
associated with time-out or withdrawal from doing fun things and from attention is a 
consequence for the child. Response cost is another term for loss of privileges or loss 
of being able to participate in a valued activity. A response cost is an alternative to 
using time-out. A response cost needs to be clearly specifi ed at a time when the child 
and parent are calm. During this “meeting” the parent can explain the one or two 
behaviors that will result in a response cost. For example, “if you hit your brother or 
sister, then you will lose 20 min of computer time.” It is important to try not to take 
all privileges away from the child, because this can be very disheartening and some 
children may behave badly if all privileges are taken away for long periods of time. 
Making sure that the punishment is fair, in terms of actually being a cost and ensuring 
that the penalty is not too stiff, is part of the art of parenting. 

  Modeling appropriate behaviors      through role play activities and when there are 
“teachable moments” during daily activities is another assignment for parents. 
Children “learn what they live” and opportunities arise for modeling positive behav-
iors during daily interactions. Involving children in groups and clubs with positive 
peer and adult role models can be avenues for fi nding positive role models for chil-
dren. Role plays, in which specifi c prosocial scripts are reviewed, are other ways to 
“practice” positive social routines with a child. Developing a list of problem situa-
tions and then reviewing successful behaviors with a child through role play several 
times a week are a possible homework assignment for parents working with their 
child to improve negative  behaviors  . 

 Children with conduct problems may have diffi culty monitoring the appropriate-
ness of their own behavior. They may need to learn self-monitoring skills and posi-
tive self-talk for working out aggressive or negative reactions. The child needs to 
learn to “watch” or monitor his or her own behavior to ensure that he or she is stop-
ping to think about positive responses. The child needs to talk him- or herself 
through a series of positive actions and then praise him- or herself for positive 
behaviors. The child may not do this on his or her own. The parent can be taught to 
model this behavior for the child and practice it with him or her on a regular basis. 
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The child also may benefi t from having a reward chart where he or she earns stickers, 
which lead to treats and rewards, for those times that the child engages in 
 self- monitoring. Parents need to ensure that the positive self-talk resulted in a 
positive outcome. Self-monitoring also can be used to control negative behaviors. 
Thus, a child can be self-monitoring to praise him- or herself for not behaving nega-
tively toward others. A child is then rewarded for an absence of negative behaviors. 
Although this can seem like a “bribe” to some parents, it is important to explain that 
providing a reward for self-control and positive self-talk is a way to show children 
how important the behavior is to parents and a mechanism to help them pay atten-
tion to what they are doing. Rewards can be small, but it is important to ensure that 
the rewards are meaningful to the child. 

 Other skills are taught in parent training. Two of these skills are  shaping appro-
priate behavior   s   and  teaching anger management skills   (e.g., expressing feelings 
and learning to control impulsive responding). In shaping of appropriate behaviors, 
parents are taught to model appropriate behaviors and reward children’s approxima-
tions (small steps) toward a desired behavior. In terms of friendship skills, a fi rst 
step might be to teach a child to greet another child. After the child has practiced the 
behavior, then the parent should praise and reward the child for his or her effort. If 
the child gains this skill, then a possible next step is to reward a child for learning 
how to ask to join in play with other children. Another goal might be working with 
a child to take turns in conversations with others. In a step-by-step process, each 
goal or task is broken into smaller, more manageable “chunks” of behavior and the 
child is praised or rewarded for mastery of each step in the chain of behaviors. In the 
long run, the child is learning better friendship skills, one skill at a time. 

 Another component of parent training might be teaching contingency contract-
ing with an older child. This is a behavioral contract that “spells out” the desired 
behavior for a child. The child agrees to exhibit a behavior in return for a privilege 
or reward. At times the child signs the contract and at other times verbally agrees to 
the contract. There may often be consequences for misbehavior recorded in the 
contract. Contingency contracts may work better if they are specifi c in nature, spell-
ing out the steps of the desired behavior in very clear language. Contingency con-
tracting may be an effective tool if applied consistently without adopting a harsh or 
punitive attitude toward the child. Consequences need to be used consistently and 
fairly with children who have conduct problems. 

 Parents are also taught to spend time in child-directed play with their child, 
where the child is leading play and parents are supporting the child in his or her 
activities. This can be called “ positive time  .” This time can help to “break up” the 
negative cycle of interactions that are occurring between a parent and child. Behavior 
can move in cycles and parents and children may be trading negative behaviors 
(Patterson,  1982 ). Accordingly, it may be child negative behaviors are infl uencing 
parent reactions in a negative manner. Although parents may be harsh with the 
child, it also is the case that the child’s own negative behaviors bring out a harsh 
reaction in the parent. This bidirectional infl uence could play a role in the negative 
parent–child relationship cycle. Positive time with the child is on the child’s own 
terms and the parent acts more like a sportscaster, talking about what the child is 
doing during play. The child selects the activities and as long as the child is not 
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aggressive or hurting people or property, the child continues to direct play and the 
interaction. The parent’s role becomes more positive, rather than directive, during 
child-directed play sessions. These sessions can be short (10 min per day), but 
should occur consistently or routinely. Hawes, Price, and Dadds ( 2014 ) recom-
mended that children and parents also engage in eye contact. They reported that 
reciprocal eye contact can promote emotional awareness and awareness of the other 
person in interactions. Hawes et al. emphasized parent–child engagement as key 
method for improving emotional connectivity of the child. 

 Furthermore, it is important to remember that child negative behaviors also can 
impact how parents react to their child. Thus, it is realistic to think that parent 
behavior could be infl uencing the child and child conduct problems could be infl u-
encing parent behaviors and this bidirectional infl uence could also play a role in the 
development of conduct problems displayed by young children. 

 Powell et al. ( 2011 ) examined teacher training to promote effective child behav-
ior in school settings. With the exception of child-directed play, they recommended 
many of the principles mentioned in the preceding paragraphs can be applied at 
school. They recommended providing teacher training in the use of praise and 
rewards to help children learn positive behaviors and use self-control (e.g.,  self- 
control techniques   involve breathing, relaxation, and positive self-talk to inhibit 
aggressive responses). They recommended the use of positive goal-setting with 
child monitoring (using monitoring charts can be helpful) to assist in teaching the 
child to monitor his or her own behaviors and begin to learn self-control. 

 Early intervention, in the preschool years, may prevent behavior problems in later 
years. Selecting children in the top 5 % of problem behaviors that involve aggression 
toward others and rule-breaking in the preschool period may yield an appropriate 
sample for intervention programs that target parent and teacher training in contin-
gency management where adults learn the use of rewards, loss of privileges, and 
consequences and learn ways to consistently apply rules to help a young child  improve   
his or her behaviors. Teachers and parents also may need to learn how to “tune in” to 
a child’s emotional reactions and teach him or her to regulate emotions and learn rou-
tines for solving social and other behavioral problems in positive ways.  

    Medications 

 Wu et al. ( 2015 ) reviewed  pharmacological treatments   for conduct problems. 
The cursory review in this paragraph is very general, and professionals working 
with children with CD should consult child psychiatrists to learn more about medi-
cation management. Wu et al. mentioned several medications that were successful 
in reducing aggressive behaviors exhibited by children with CD. Antipsychotic 
medications, such as  thioridazine  , have reduced aggression. However, these types of 
medications can cause motor movements and impact motor behaviors. Wu et al. 
reported that nontraditional antipsychotic medications, like risperidone, can reduce 
children’s aggressive behaviors, without as signifi cant of effects on motor 
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symptoms. Stimulant medications, such as those used to treat  Attention-Defi cit 
Hyperactivity Disorder  , may also have a positive infl uence on children’s behaviors. 
Antihypertensive medications, most notably clonidine, have been used to treat 
children with CD. This drug can have a positive impact on behaviors, but has side 
effects such as drowsiness, weakness, and constipation. Although medication 
management is a helpful tool in the treatment of CD, a thorough evaluation of the 
child’s functioning is needed. In the long run, combined medication and behavioral/
psychological treatments are frontline interventions for children with CD.  

    Psychosocial Functioning 

 Children who have conduct problems can be very aggressive (Okado & Bierman, 
 2015 ). Young children who are very aggressive and cannot regulate their mood, 
especially in terms of reacting in anger or aggressively toward others, may be at risk 
for conduct problems as they age (Okado & Bierman,  2015 ). Children with CD can 
be cruel to peers and adults. They can be described as lacking feelings for others and 
not caring for the well-being of others (Blair et al.,  2014 ). Children with  emotional 
dysregulation and aggression   are likely to face peer rejection and diffi culty forming 
positive social relationships. As mentioned, children with conduct problems may be 
unemotional (Frick et al.,  2013 ). Hawes, Price, and Dadds ( 2014 ) mentioned that 
 callous and unemotional traits   (i.e., limited prosocial emotions) are a hallmark fea-
ture of this diagnosis. Consequently, children with conduct problems might not 
respond or respond very minimally to distress in other individuals. They may be 
overly sensitive to threat in the behavior of others and see aggression and hostility 
in others’ behaviors, even if the behaviors were not intended to be aggressive. This 
may cause children to quickly respond to events that most would consider as being 
“neutral” in terms of their meaning in a hostile or aggressive manner. If CD persists 
from the childhood years, then the youth is at risk for substance abuse problems, 
truancy, and criminal behaviors (e.g., stealing; Blair et al.). 

 When CD is left untreated or if the child is unresponsive to treatment, psychiatric 
problems in adulthood are possible (Hawes et al.,  2014 ). Rouquette et al. ( 2014 ) 
found an association between conduct problems in children involving aggression, 
oppositional and defi ant behavior, hyperactivity, fearfulness and feelings of help-
lessness and having a diagnosis of CD in adolescence. More research into the link 
between feelings of helplessness and fear and conduct problems will be needed, 
because these types of behaviors are not always synonymous with conduct prob-
lems in other studies. It may be that overly harsh parenting, a lack of emotional 
connection with others, and seeing the world as a hostile place lead to feelings of 
fear and helplessness. These types of feelings could lead to more aggressive 
behaviors. This idea is speculative, and needs to be explored in future longitudinal 
studies assessing children’s psychological functioning and feelings and reactions 
over extended periods of time. 
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 There may be a physiological explanation related to the diagnosis of CD, 
especially in boys. Herpertz et al. ( 2005 ) found that autonomic responsiveness to 
stimuli that might be expected to cause a positive or negative emotional  reaction   
was very low in boys with CD. They concluded that boys with CD were very low in 
physiological responsiveness (e.g., heart rate) to stimuli that might be expected to 
cause physiological arousal in children without this diagnosis. If boys with conduct 
problems are under-reactive and they react less to emotion-provoking stimuli, this 
may be why they are considered unemotional or callous. Youth who are under- 
responsive may seek stimulation or tolerate high stimulation experiences at a differ-
ent level than children with what might be considered a more normal physiological 
reaction to fear-producing stimuli. This phenomenon needs to be studied in depth as 
many of the participants had other diagnoses, and studies with girls are needed. 
However, it provides an intriguing consideration for some of the behaviors dis-
played by males diagnosed with conduct problems. 

 Children with conduct problems may attribute hostile intentions to others’ behav-
iors (Powell et al.,  2011 ). Dodge ( 1980 ) is one of the fi rst researchers to discuss this 
 hostile attribution      bias. In his experiments, Dodge showed that children who were 
classifi ed as being aggressive were more likely to attribute hostile intentions to 
another child’s behavior in ambiguous situations. This was especially true if the out-
come of the ambiguous situation was negative for a character described in the situa-
tion. The ideas of a hostile attribution bias became a cornerstone of understanding 
aggressive behaviors for years. Children with conduct problems are defi cient in skills 
for emotional regulation and understanding emotions in social exchanges, which 
makes teaching them social problem solving very important. 

 Parent discipline may be inconsistent and harsh (Kazdin,  1997 ; Kim-Cohen 
et al.,  2005 ). Parents can display less warmth (hostile parenting may occur) and 
more inconsistent levels of punishment, but this pattern of behavior may not directly 
infl uence conduct problems (Okado & Bierman,  2015 ). Furthermore, parents can 
have a history of psychiatric problems or criminality (Powell et al.,  2011 ). Negative 
behaviors related to psychiatric instability may also infl uence an inconsistent par-
enting style and can be related to attachment diffi culties between the parent and 
child. It may be that parents have no role models for positive parenting skills and 
learning these skills can help them teach their child how to behave.  

    Interventions 

 Several training programs, which involve a parent training component, are reviewed 
in this section of the chapter. There are many effective training programs for par-
ents, which are combined with child and school interventions. The reader is guided 
to an expert review by Furlong et al. ( 2013 ). This review is a Cochrane Review 
and these reviews are very useful and typically present information on  evidence-
based interventions  . The interventions presented in this section have a heavy 
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parent- training component and the articles are centered on early intervention. 
Early intervention, in the preschool years, is recommended by experts (Kim- Cohen 
et al.,  2005 ). 

 The Conduct Problems Prevention Research Group ( 2011 ) examined outcomes 
for the  Fast Track Intervention     . Children at high risk for conduct problems were 
identifi ed in kindergarten and followed from 3rd through 12th grade. These children 
were diagnosed with a variety of externalizing disorders including  Attention-Defi cit 
Hyperactivity Disorder  ,  ODD     , CD, and other externalizing problems (e.g., Disruptive 
Behavior Disorder). Parents participated in behavior management training (there 
were also home visits) and children learned problem-solving and social skills (par-
ticipation in friendship groups). In addition, classroom behavior and academic skills 
training were provided. Children participating in the intervention have exhibited 
more positive behaviors and fewer negative behaviors, such as aggressive behaviors. 
Children who were assigned to treatment were less likely to be diagnosed with CD 
or ODD over time. These results are important, because they show that the trajectory 
toward negative and conduct problems can be turned around in a positive direction. 

 The  Incredible Years Program      can be used with very young children. This pro-
gram was developed by Webster-Stratton to treat conduct problems in preschool- age 
children (e.g., Webster-Stratton et al.,  2004 ). Posthumus, Raaijmakers, Maassen, Van 
Engeland, and Matthys ( 2012 ) provided a summary of the Incredible Years Program 
(more information is available at   http://incredibleyears.com/    , accessed January 2, 
2016). This program provides parent training through observation and discussion of 
parent–child interactions presented on videotape. A group leader discusses appropri-
ate parenting practice such as use of praise, rewards, child-directed play (the child 
directs the play interaction with the parent), limit-setting, handling misbehavior, 
and how to use positive and consistent guidelines with children. There also is an 
advanced component to this program which involves more information about com-
munication skills and how to problem-solve. In addition, Webster- Stratton and Reid 
( 2010 ) mentioned that including a teacher training component as part of the  Incredible 
Years program  ming can assist in teachers in working with children to use encourage-
ment, incentives (rewards), and support child emotion- regulation, social skills devel-
opment, and problem-solving skills development in the school setting. 

 Posthumus, Raaijmakers, Maassen, Van Engeland, and Matthys ( 2012 ) exam-
ined the effectiveness of the Incredible Years Program with a sample of preschool- 
age children (4 years) from the Netherlands. Parents met with experts and watched 
over 200 videotaped interactions of parent–child interactions. There was a control 
group, but this was not a randomly assigned group. The children also were display-
ing aggression. Child progress was assessed using parent report on surveys and 
observations of videotapes of parent–child interactions in the home. Results indi-
cated that parents were less critical (using lower levels of critical statements with 
their child) after participating in treatment and the results “held” in a 2-year follow-
 up study. Parent use of praise was improved after the intervention ended; however, 
this gain was not maintained at the 2-year follow-up assessment. Posthumus et al. 
reported that parent behavior had a strong impact on children over time for parents 
who received treatment. Conversely, child behavior did not continue to exert a 
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strong impact on parent behavior. This could be an important fi nding, because 
parents could be continuing to positively infl uence the child and could have acquired 
skills to help them stop or reduce their critical and harsh reactions to child misbe-
havior. This could mean that the harsh cycle of negative behaviors between the 
parent and child was disrupted. Posthumus et al. mentioned that the Incredible 
Years Program is effective in reducing problem behavior in young children. Thus, 
the Incredible Years Program had a positive impact, but more research is needed to 
determine if this program actually helps to prevent CD from developing. 

 Hutchings et al. ( 2007 ) examined the infl uence of the  Incredible Years Program      
in a large-scale trial in England, with preschoolers. They used parent report of 
behavioral progress and observations in the home to record child progress in chang-
ing disruptive behaviors. Children showed reductions in disruptive and hyperactive 
behaviors. Parents reported greater competence in their parenting skills. Hutchings 
et al. recommended that in the future researchers should examine the fi delity with 
which the program was delivered. This means examining whether the intervention 
programs was delivered according to the steps outlined in the manual. 

 Havighurst et al. ( 2015 ) examined the effectiveness of an  emotion-focused coping 
program   for elementary school-aged children with behavior problems and their care-
givers. They intervened with children, in kindergarten through third grade (5–9 years 
of age), who were in the top 8 % in terms of displaying disruptive behavior problems. 
Their goal was to teach children appropriate skills before behavior problems strength-
ened in intensity. They used the Turning In To Kids Program; this program is ori-
ented toward emotions and problem-solving. The Turning In To Kids Program 
teaches parents to help the child recognize and understand his or her emotional expe-
rience and teach the child problem-solving skills. The child learned to regulate his or 
her emotions and implement appropriate behaviors. There was a child, parent train-
ing, and school component. Children learned emotional competence and problem-
solved different social situations in small groups. Teachers learned a curriculum that 
emphasized social problem-solving, self-control, and emotional coping. Parents 
learned similar skills. Children who participated in the intervention showed improve-
ments in their abilities to understand others’ emotions.  

    Roles for Health Educators 

 Health educators have varied roles to play in the care of children with conduct 
problems, depending on their training and their areas of expertise. If the child has 
more severe problems, then specialized training would probably be needed to pro-
vide services. Training in setting limits and safety training (training focusing on 
keeping the child and professional safe if the child is aggressive) are necessary for 
those who desire to help children with severe conduct problems on special inpatient 
units. A long course of treatment with therapeutic aftercare in group home settings 
may be necessary for children with severe conduct problems. Learning to follow 
rules, respect others’ personal boundaries, and follow rules would be a few of the 

Roles for Health Educators



164

skills the health educator would need to implement in inpatient and group home 
settings. The health educator or counselor would benefi t from receiving specialty 
training in parent training programs for children with disruptive and oppositional 
behaviors. The health educator or counselor would need to gain knowledge about 
teaching parents how to set limits, give clear instructions, establish and remain con-
sistent about consequences, and use rewards and praise appropriately. Teaching par-
ents about steps for shaping positive behaviors and steps for problem-solving with 
the child would be important skills to teach parents. When children are younger, 
working on eye contact could be another component of parent training. The health 
educator or counselor would need similar knowledge of behavior management 
skills and teaching social skills and problem-solving when working with teachers 
and other school staff. Interventions with children who have conduct problems are 
often intensive and long term. The health educator needs to care for his or her own 
mental, physical, and spiritual health in order to “go the distance” in terms of con-
tinuing with treatment.  

     Case Study   

 Larry was an elementary student who was referred to the school mental health coun-
selor for cutting a girl’s pigtail with his scissors. His teacher was very upset. She 
reported that Larry had problems getting along with the other boys and girls. He was 
frequently in fi ghts with other boys and girls on the playground and in the neighbor-
hood. She also stated that he never completed his homework and tended to make 
noise and talk with others, disrupting the classroom and making it diffi cult for the 
other children to complete their work. He tended to argue with the teacher, which 
she described as “talking back and being rude and disrespectful to adults.” Larry’s 
teacher had been having diffi culty reaching his grandmother, who was his legal 
guardian. His mother was using drugs and the family did not know where she was. 
There was not information on Larry’s father, and Larry had never met him. 

 The school counselor was able to reach Larry’s grandmother for an interview. 
His grandmother provided consent for the counselor to work with Larry. At her 
interview, Larry’s grandmother appeared distraught and said she was unsure of how 
to help Larry. She admitted that Larry was very diffi cult to manage at home. In fact, 
she reported that she had given up trying to teach Larry how to behave. He was very 
rough with his siblings, bruising them and pulling their hair (his grandmother 
reported that his siblings had bald spots). She mentioned that Larry had almost set 
the house on fi re while rewiring the toaster for an “experiment.” He also experi-
mented with cats in the neighborhood, pulling out their hair. His grandmother said 
that she had questioned Larry about the cats, but did not receive clear information 
about why he was harming them. His grandmother said, “I feel like I need to sleep 
with one eye open with Larry. I never know what he will do next and I don’t think 
he cares for the feelings of others.” 

 At his interview, Larry seemed somewhat detached and uncaring. He showed no 
emotion and never reported feelings of caring of others. Larry stated that he cut the 
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girl’s pigtail to test how sharp his scissors were. When asked about his friendships 
at school Larry replied, “They all know that I am the toughest kid in this school and 
I rule.” Larry said he liked to rule others in his gang in the neighborhood, which he 
created. Larry said he created the “Rule Gang to be like the guys who have gangs in 
L.A. (Los Angeles).” When asked about his experiment with the toaster, Larry 
stated that he wanted to see if he could create fi re. He reported that he and members 
of his school gang often met after school to try to start fi res in the woods nearby the 
school. Larry admitted that he liked hurting cats. As far as his brothers and sisters, 
Larry said that he hurt them and did not really care about it. 

 The school  counselor   was alarmed at Larry’s lack of feeling for other children 
and small animals. Larry did not feel he had to follow rules. He did not show empa-
thy for others and appeared callous and unemotional. Larry did not appear to be 
forming close, loving relationships with any adults or children in his life. The coun-
selor called a nearby children’s mental health center with an inpatient unit. The 
counselor arranged an intake meeting with Larry and his grandmother. The school 
social worker arranged for a taxi to transport Larry and his grandmother to the men-
tal health center. 

 At the intake session at the inpatient center, Larry admitted to killing a small cat 
to see what this felt like. He admitted to stealing money from his grandmother’s 
wallet. Larry showed no remorse for harming others and stealing. He admitted to 
setting fi res. He said he had rewired the toaster at home to turn it into a fi re machine, 
because he wanted to try setting the house on fi re. Larry admitted to setting many 
small fi res in the woods and in his neighborhood. 

 Larry’s grandmother cried during most of the interview. She said that, “I can’t 
handle Larry, and his little sisters are so afraid of him. He hurts them every week 
and they have bruises and bald spots.” Larry did not have any relatives who were 
willing for him to live with them. They had known of his aggressive and harmful 
behaviors and felt that he would harm others in their family. His mother could not 
be located. Larry’s grandmother reported she did not want custody of Larry any-
more and repeated that our family “can’t handle him.” 

 Larry was remanded to custody of the state and referred for an inpatient hospital 
stay. During this stay he participated in intensive therapy, group counseling, and 
was followed by a psychiatrist. His placement was at a juvenile center with other 
boys who had conduct problems. Treatment in this setting involved a great deal of 
supervision and structure. Children received rewards and privileges for appropriate 
behavior. They participated in daily group counseling and had their own individual 
counseling sessions. They were followed by a child psychiatrist. After completing 
his inpatient stay, he was going to be discharged to a therapeutic group  home  .  

    Summary 

 This chapter presented a brief overview of conduct problems in children. Behaviors 
that are disruptive to a signifi cant degree, exemplify a marked disregard for social 
rules, and are aggressive can indicate serous conduct problems. For young children, 
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parent interventions aimed at improving child social behavior and reducing negative 
behaviors (e.g., impulsivity, aggressiveness, and rule-breaking) may have an impact 
and reduce the chance that serious behavior problems will persist. Child training is 
important in order for children to learn social problem-solving skills and receive train-
ing to improve emotion regulation and friendship skills. Children need to learn to curb 
aggressive and hostile reactions. School-based training for teachers can be a critical 
component of an intervention program. There are many interventions, and those inter-
ventions that were presented in this chapter offer a brief glimpse of some of these 
effective interventions. Interested readers are encouraged to receive additional train-
ing and practice under supervision of experts in the fi eld to gain experience in the 
treatment of conduct problems. Reduction in conduct problems can improve function-
ing of children, reduce school failure, and address patterns of aggression and rule-
breaking behaviors that involve signifi cant problems in social settings. 

  Exercises/Review Questions 

     1.    What are key questions for assessment of conduct problems in children?   
   2.    Is a genetic or environmental explanation more appropriate (or perhaps neither 

one) for the development of CD in children?   
   3.    What is a hostile attribution bias? How could this be problematic in young chil-

dren’s peer interactions?   
   4.    Search the internet for information about the Incredible Years Program. If you 

were running a community mental health center, would training in this program 
be benefi cial for counselors in your program? Please provide details related to 
your opinion about this program.   

   5.    What types of interventions would you focus on, if you were asked to develop a 
teacher training program for children with conduct problems? Please use the inter-
net to search for ideas in addition to utilizing information presented in this chapter.      

  Key Concepts 

    Oppositional defi ant disorder  
  Conduct disorder  
  Prosocial behaviors  
  Callous and unemotional traits  
  Problem-solving approach to working with children with conduct disorders  
  Modeling appropriate behaviors  
  Shaping appropriate behaviors  
  Hostile attributions toward others’ behaviors  
  Fast Track Intervention  
  Positive time with children  
  Incredible Years Program  
  Turning to Kids Program         
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    Chapter 10   
 Attention-Defi cit/Hyperactivity Disorder                     

                 Diagnosis   

 Children who have Attention-Defi cit/Hyperactivity Disorder (ADHD) may have 
diffi culty with sustaining their attention to important tasks as well as with control-
ling their impulsive and overactive behaviors. Specifi cally, children with ADHD 
may “… have diffi culties with self-regulation, attention, working memory, cogni-
tive fl exibility, behavioral inhibition, and ability to sustain attention” (p. 551, Tamm, 
Nakonezny, & Hughes,  2014 ). Inability to control emotional reactions and  regulate   
attention and concentration may be particularly diffi cult symptoms in school set-
tings (Tamm et al.,  2014 ). Children with ADHD may have a pattern of impulsivity 
and acting before they think, which are hallmark diagnostic features. 

 In the  Diagnostic and Statistical Manual of Mental Disorders  (American 
Psychiatric Association,  2013 ), ADHD is  defi ned   as, “A persistent pattern of inat-
tention or hyperactivity-impulsivity that interferes with functioning or develop-
ment.” (p. 59). This is a diagnosis that is arrived upon after ruling out or making sure 
that the child does not have other types of problems, most notably conduct prob-
lems. Before concluding that one’s diagnostic impression is ADHD the clinician 
also must be sure that the child has the cognitive and verbal abilities to understand 
how to complete tasks and to understand directions. The child needs to have dis-
played several of the symptoms of the disorder prior to 12 years of age. Furthermore, 
symptoms must be present across settings in the child’s life, which are chiefl y the 
home and school settings. 

 There are two main categories of  symptoms   to review before providing a  diagno-
sis  . These two categories are inattention and hyperactiveness as well as impulsive 
behaviors (American Psychiatric Association,  2013 ). In terms of the “inattention” 
category here are some common symptoms: failing to give attention to details, los-
ing things, careless mistakes, and easily distracted by extraneous (not relevant) stim-
uli. These symptoms need to have been present for 6 or more months (American 
Psychiatric Association,  2013 ). A child with signifi cant attention problems may be 
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likely to be “off-task” in the classroom and therefore not completing assignments. 
This child also might forget to write down or complete class assignments or forget 
to do his or her daily chores. The second category is hyperactivity-impulsivity. 
Examples of symptoms in this category include: fi dgets or squirms, runs and/or 
climbs in situations where it is not appropriate to do so, blurts out answers, talks 
incessantly, and has diffi culty waiting his or her turn. The diagnosis of ADHD may 
be either: a predominantly inattentive presentation, a predominantly hyperactive/
impulsive presentation, or a combined presentation in which symptoms in both of 
the categories are present. The clinician also specifi es a severity level for the child’s 
symptoms—mild, moderate, or severe. 

 There are age differences in the presentation of  symptoms  . Although diffi culties 
with poor planning skills and inattention as well as restlessness can persist into the 
adolescent years, these symptoms are most “noticeable” during childhood (American 
Psychiatric Association,  2013 ). In preschool, the main symptom children display is 
hyperactivity. It is considered somewhat diffi cult to provide or “make” the  diagnosis   
of ADHD before 4 years of age.  

     Prevalence   of Attention-Defi cit Hyperactivity Disorder 
in Children 

 Rates of ADHD may vary across studies (Pliszka & the AACAP Working 
Group,  2007 ). For instance, Larson, Russ, Kahn, and Halfon ( 2011 ) proposed 
that rates of ADHD in children were about 8 % based on parent report. A major-
ity of children diagnosed with ADHD (from 60 to 85 %) will continue to meet 
criteria for the disorder in adolescence (Pliszka & the AACAP Working Group, 
 2007 ). Rates for ADHD in young adulthood may vary between 2 and 8 %. Even 
though some persons may no longer meet the full criteria for this disorder in 
adulthood, they may continue to experience symptoms that interfere with their 
daily functioning. Boys are more likely to be diagnosed with ADHD compared 
to girls. In fact, the male to female ratio is 2:1 (American Psychiatric Association, 
 2013 ). Females, if diagnosed, are more likely to be diagnosed with symptoms 
of inattention. 

   Genetic and Environmental Infl uences   . ADHD has genetic precursors and has 
been correlated with several different genes. Like many mental health conditions, 
ADHD can “run in families.” In neuroimaging studies of children with ADHD, who 
have not been treated with medication, scans have revealed that there was reduced 
cortical white and gray matter. There also were differences for children who had 
received medication, but differences were not as pronounced (not as great; Pliszka 
& the AACAP Group,  2007 ). Although it is always diffi cult to separate environ-
mental from genetic infl uences, it may be that children residing in families experi-
encing adversity, such as residing in low-income, inner city environments where 
there is violence and family confl ict, may have children with increased vulnerability 

10 Attention-Defi cit/Hyperactivity Disorder



171

to ADHD symptomatology (Biederman, Faraone, & Monuteaux,  2002 ). The exact 
cause for this disorder has yet to be determined. Interactions between genetic and 
environmental  factors   probably are related to the development of this disorder.  

    Impacts on Children and Parents 

 ADHD can co-occur with several other health and mental health problems. For 
example, children with ADHD can have sleep problems. They have higher rates of 
being diagnosed with epilepsy and may exhibit other types of  neurological symp-
toms   (American Psychiatric Association,  2013 ). Children with ADHD may be more 
likely to have different types of learning disabilities and other types of psychiatric 
problems than children without this condition (Larson et al.,  2011 ). Larson et al. 
found that learning disabilities were very common in children with ADHD followed 
by conduct problems. They also discovered that children with ADHD may be more 
likely to repeat a grade in school and have school-related problems compared to 
children who are developing typically. Watson, Richels, Michalek, and Raymer 
( 2015 ) conducted a very comprehensive review of the treatment literature and found 
that information is lacking about best practices for treating children with ADHD 
who have  learning disorders  . Children with ADHD may experience depression and 
anxiety at higher rates than children without this problem; however, conduct prob-
lems are likely to be more common than internalizing problems, like anxiety and 
depression. Larson et al. reported that children with ADHD were likely to use health 
and mental health services at higher rates than children with other types of mental 
health problems. Rates of comorbid or co-occurring problems in children who have 
ADHD may be infl uenced by family socioeconomic status. Larson et al. reported 
that children from very low-income families were more likely to have other types of 
learning and mental health problems than children residing in families with higher 
income levels. Larson et al. concluded that when working with children who have 
ADHD it is imperative to screen for other mental health and health problems to 
provide them with the most comprehensive treatment possible. 

 Children with the combined presentation of ADHD, with both  inattentive and 
hyperactive-impulsive symptoms  , may have comorbid, or co-occurring “acting out” 
behavior problems. In the practice parameters document developed by Pliszka and 
the American Academy of Child and Adolescent Psychiatry Work Group on Quality 
Issues ( 2007 ), it was noted that, “…54–84 % of children and adolescents with 
ADHD may meet criteria for oppositional defi ant disorder (ODD); a signifi cant por-
tion of these patients will develop conduct disorder.” (p. 896). The experts for the 
AACAP working group reported that children with ADHD may have defi cits in 
executive functions, which are neurological and cognitive skills that allow a child to 
solve a problem to organize and attain a future goal. The problems with executive 
functions can mean defi cits in inhibiting responses, paying attention to important or 
key tasks, organizing materials, memory, and planning. 
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 Having a child with ADHD can have a signifi cant impact on parental stress and 
well-being (Theule, Wiener, Tannock, & Jenkins,  2013 ). Parents may benefi t from 
training to help their child learn to manage impulsive behaviors and reduce negative 
behaviors. Bennett, Barlow, Huband, Smailagic, and Roloff ( 2013 ) indicated that 
parents benefi tted from attending parent training programs. Parents of children with 
ADHD may benefi t from parent training in that it will give them ideas for providing 
structure for their child, in terms of consistent teaching techniques to help their 
child learn limits for impulsive and/or negative  behaviors  . Parents could experience 
reductions in anxiety, anger, guilt, and stress after attending training programs. 
These gains might be short-term; therefore, Bennett et al. recommended long-term 
support for parents. 

 Theule, Wiener, Rogers, and Marton ( 2013 ) reported that parents may benefi t 
from the support they receive for their own self-care and stress relief that they fi nd 
when attending parenting groups. Parenting groups need to be multifaceted, provid-
ing education about ADHD, ideas for problem-solving at home and at school, and 
education about support and stress relief for parents. If the child is exhibiting signifi -
cant oppositional and defi ant behaviors or if one of the child’s parents had ADHD, 
then parental support may be critical to positive family and child functioning.  

    Assessment 

 Pliszka and the AACAP Group ( 2007 ;   http://www.jaacap.com/article/S089-
0- 8567(09)62182-1/pdf    ; downloaded July 7, 2015) recommended that clinicians 
review symptoms in the DSM when making diagnoses. The symptoms must cause 
signifi cant impairment in several settings or contexts of the child’s life. These 
experts recommended asking parents about symptoms related to acting out prob-
lems, especially  oppositional behaviors   and  conduct problems  . Clinicians need to 
ask questions to determine child intellectual functioning as well as screen for learn-
ing problems. Family history of ADHD and history of ADHD for parents also need 
to be assessed. Interviewing the child will provide critical information about his or 
her view of possible symptoms. 

 Moreover, experts suggest that parents and teachers complete rating scales to 
document symptoms of ADHD. It is noteworthy that there are many good scales for 
assessment of ADHD. The Vanderbilt ADHD Diagnostic Parent and Teacher Scales 
(Wolraich, Lambert, Baumgaertel, et al.,  2003 ; Wolraich, Lambert, Doffi ng, et al., 
 2003 ) are two scales used by professionals. The Bright Futures Program posted a 
copy of the Vanderbilt Teacher Rating Scale (  https://brightfutures.org/mentalhealth/
pdf/professionals/bridges/adhd.pdf    ). A copy of the Vanderbilt Parent Rating Scale is 
available at this website:   http://www.ncfahp.org/Data/Sites/1/media/images/pdf/
CHIP-Vanderbilt-parent.pdf    . The scales and directions for using and scoring them 
are also available at   http://www.nichq.org/childrens-health/adhd/resources/van-
derbilt- assessment-scales    , a website developed by the NICHQ, which is the National 
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Institute for Children’s Health Quality [  http://www.nichq.org/about/organization    ; 
websites in this paragraphs were accessed on July 8, 2015]. 

 These two scales are available free of charge and are well-established surveys. 
Parents and teachers complete these scales by rating their perceptions of symptoms 
of ADHD and co-occurring problems. When using the  aforementioned scales  , clini-
cians should remember that parent and teacher agreement on symptoms of ADHD 
may be low (e.g., Wolraich et al.,  2004 ). This may occur because teachers and par-
ents focus on different behaviors. It may be that behaviors are more prevalent or 
noticeable at school, because symptoms of ADHD may be more noticeable in group 
settings. If this is the case, then teacher ratings could appear more “severe” than 
parent ratings. On the other hand, it may be that teachers are able to provide struc-
ture or have experience with ADHD and these things could infl uence their ratings, 
making their ratings more positive than those provided by parents. There may be 
other reasons as well, but because there can be differences across settings and infor-
mants, it is important to supplement data from surveys with data from interviews 
and observations.  

     Disease Management   

 There are many ideas for management of ADHD to promote child functioning. The 
ideas presented in this section of the chapter are based on the author’s clinical expe-
riences working with parents of children with ADHD to improve their behaviors at 
home and at school. In terms of at home, children with ADHD may have diffi culty 
following instructions. Parents may need to turn off the television and avoid extra-
neous noise and distractions when providing instructions to their child. For some 
children it may be advisable to write down instructions or have a chart on the refrig-
erator with chores or important “to do” tasks. Whenever possible, encourage parents 
to use praise and small, immediate rewards to encourage positive behaviors. A child 
with ADHD often responds better to immediate feedback and positive information 
about what he or she is doing. This type of feedback can help all children, but struc-
ture, routine, and immediate feedback may be especially helpful for a child who has 
ADHD. 

 In terms of discipline, response cost and time-out are recommended. A response 
cost occurs with the child who behaves in a negative way and experiences a loss of a 
privilege. Parents should not take away a privilege for too long or to take too many 
privileges away, because a child can feel hopeless and then “give up” on working 
toward exhibiting more positive behaviors. Children with ADHD may make excuses 
for their behavior. Being matter of fact and talking about what is expected of the child 
during calm periods may help a parent to teach a child. The parent could then ignore 
excuses and mention that he or she has explained positive behaviors and conse-
quences for negative behaviors. This may reduce arguing that can result in a negative 
exchange between parent and child. Another discipline technique is a time- out, 
where a child sits in a chair for 1 min for each year of age. A time-out period provides 
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a child with a chance to calm down and understand that some behaviors are not 
acceptable. A child should not to be able to entertain him- or herself in time-out. The 
child should lack stimulation in the time-out chair or area. If the child argues in time-
out, the parent should not argue back, because a child should be “bored” during the 
time-out period. Parents should not overuse time-outs and should select specifi c 
behaviors for which there is a time-out. Following through consistently is recom-
mended. The discipline techniques described in this paragraph work well for all chil-
dren. They may be especially helpful for children who experience hyperactivity. 

 Children with  ADHD   may thrive on “structure.” It typically is important to 
instruct the parent to give clear instructions and act the same way in terms of follow-
ing through on instructions and consequences for behavior. Lists of what to do after 
school can be helpful. For example, a simple list might read, “(1) Snack, (2) 
Homework, and (3) Play.” When the child comes inside from play, it is time to wash 
hands, set the table, and sit quietly until dinner is served. Reviewing lists with the 
child in his or her own words can be helpful. Some children may need time limits 
for completion of tasks. These limits can be set using a timer, keeping track on a 
clock visible to the child, or using the alarm on a cellular telephone. If the child is 
overwhelmed in a certain environment, reducing distractions may assist the child in 
focusing on tasks that need to be completed. If a task is too large or directions are 
too long, then breaking a task or information into manageable “chunks” can help a 
child succeed in completing a task, or following instructions. 

 Children with ADHD can lose things. Therefore, instruct parents to develop a 
homework station and routine and/or a checklist for completing homework. The 
child should place fi nished homework in a “fi nished” folder in his or her backpack. 
Backpacks should be kept in a chair by the door. This routine should be followed 
every night and the child should be reminded to check his or her backpack to ensure 
completed homework is in the right place. In the majority of cases, it is recom-
mended that parents tell the child’s teacher about the child’s diagnosis and develop 
a Section 504 Plan to record interventions that will help the child at school. If prob-
lem behaviors occur regularly, then parents should ask teachers to send home a note 
each night. Parents should encourage and reward appropriate classroom behaviors 
as well as well-done homework. 

 Parents can request a list of homework assignments with due dates and ask for 
calendars with due dates. If a child is having diffi culty recalling the rules at school, 
the parent can ask the teacher about school rules and set up a similar structure at 
home. Sometimes children with ADHD benefi t from being seated close to the 
teacher, so that the teacher can encourage paying attention and completion of work. 
Working on group tasks in a group where there is a child who can act as a role model 
can also be helpful. The child may need a reward chart for working well with others 
at school. A special signal (thumbs up sign) or verbal reminder (e.g., let’s focus 
now) from the teacher can be a reminder for the child, signaling to the child that he 
or she needs to be “on task” completing the assignment at hand. 

 Linking parents to supports is another important goal. One source of informa-
tion and support is the website for CHADD (  http://www.chadd.org/    ; accessed on 
July 8, 2015), Children and Adults with Attention-Defi cit/Hyperactivity Disorder, 
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a national-level organization providing education, advocacy, and support for 
adults and children with ADHD. The aforementioned website has guidance for 
parents and caregivers on many different subjects, including management of child 
 ADHD   symptoms at home and at school. Another resource for parents is the ADD 
Warehouse (  http://www.addwarehouse.com/shopsite_sc/store/html/index.html    ; 
accessed on July 8, 2015), where parents can purchase books, planners, and other 
tools. Both of the aforementioned resources are tools for health professionals as 
well, with helpful resources to guide them in their work with children and their 
families. 

 A useful book for working with the children is, “Putting on the Brakes: 
Understanding and Taking Control of your ADD or ADHD: Second Edition,” by 
Quinn and Stern ( 2008 ). This book is for children aged 9 and older, but many of the 
explanations can be used with children as young as seven. The book has a compan-
ion activity book entitled, “Putting on the Brakes Activity Book for Kids with ADD 
or ADHD” (Quinn & Stern,  2009 ). This book has activities for children that explain 
their ADHD and offers strategies for coping with ADHD. A book that can help 
children to understand how their medication works and the importance of taking 
their medication is entitled, “Otto Learns about his Medicine: A Story about 
Medication for Children with ADHD, Third Edition” (Galvin,  2001 ). For young 
elementary school-age youth and preschool children other resources for explaining 
symptoms that will help alleviate misunderstanding are available. One book that 
might be useful in teaching children about their symptoms is entitled, “Eukee the 
Jumpy Jumpy Elephant,” by Corman and Trevino ( 2009 ). Another book is, “Shelley 
the Hyperactive Turtle” by Deborah Moss ( 2006 ). This book explains how Shelley, 
a small turtle, is different from many other young turtles because he is very active 
and has trouble remaining quiet. Shelley is described as smart and handsome, and in 
very positive terms. 

 Children with ADHD may suffer from low self-esteem. Thus, it is advisable for 
parents to fi nd things their child does well, is keenly interested in and excels at, so 
that their child can build a sense of accomplishment and feelings of self-worth. 
Reminding children with  ADHD   about their strengths and how they are special will 
help in combatting feelings of low self-worth.  

    Medications 

 Medications may be successful in the treatment of the behavioral symptoms, espe-
cially negative behaviors, associated with ADHD (Antshel,  2015 ).  Stimulant medi-
cations      are commonly used treatments for children with ADHD.  Methylphenidates      
are often prescribed and names for these medications include Concerta, Focalin, and 
Ritalin (Dulcan & AACAP Workgroup on Quality Issues,  1997 ).  Amphetamines      
may be used to treat symptoms of ADHD. Examples of this class of drug are Adderall 
or Vyvanse. When pediatricians and psychiatrists begin giving a medication, they 
often start with a lower dose, frequently check child progress, and then move to a 
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higher dose. This careful monitoring and dose adjustment is common. At offi ce vis-
its, pediatricians and psychiatrists also will monitor child weight and height. There 
are other medications that are used and medication management can be very com-
plex (a detailed review is beyond the scope of this chapter). It is noteworthy, that 
there is less information on the use of medications with very young children (e.g., 
preschoolers). 

 Both long-acting and short-acting forms of the medication are effective (Dulcan 
& AACAP Workgroup on Quality Issues,  1997 ; Pliszka & the AACAP Working 
Group,  2007 ). For some children the long-acting medications are easier to take 
because they are administered one time each day. However, when the longer acting 
medication is fi nished, some children can have a rebound effect where they become 
active or moody. In these cases, the child might need a short-acting medicine to help 
them in the evening, such as when they are completing their homework. The medi-
cations are considered relatively mild, in terms of side effects. They can negatively 
infl uence child appetite and sleep. If the child is not eating well and needs to “catch 
up” on eating and “growing,” then medication holidays may be appropriate. 
Medication holidays occur when the child does not take the medication over the 
summer or holiday breaks from school. These breaks can allow children who have 
a loss of appetite to catch up (in terms of eating and growing). Other side effects can 
be headaches, mood changes (i.e., mood swings), or motor ticks (Cortese et al., 
 2013 ). Due to diffi culty with  psychosocial functioning  , medications should proba-
bly be used along with behavioral and psychosocial interventions to fully treat 
symptoms associated with ADHD (Antshel,  2015 ; MTA Cooperative Group,  1999 ).  

    Psychosocial and  Emotional Functioning   

 Problems in social, interpersonal, and family interactions have been discovered for 
children with ADHD (Abikoff et al.,  2004 ; Antshel,  2015 ). Problems with social 
interactions can impede social development and cause long-term problems for chil-
dren. Research shows that ADHD has a negative impact on children’s quality of life 
(Danckaerts et al.,  2010 ). Quality of life is a complex construct or idea, associated 
with a child’s well-being, which is derived from his or her perceptions of his or her  
social, academic, and family functioning. In a comprehensive review, Danckaerts 
et al. ( 2010 ) found that some children with ADHD see their quality of life as 
impaired compared to children without this disorder. Although children may have a 
positive view of their lives, it is likely that their parents have a negative view of the 
impact of their ADHD and feel that symptoms of ADHD are negatively impacting 
their children’s lives. 

 Children with ADHD have diffi culty controlling impulsive behaviors and this 
can be very diffi cult in social situations. They may blurt out answers, not follow 
instructions, not complete tasks, and have diffi culty transitioning when engaged in 
activity, making it diffi cult for them to “get along” and fi t in during different social 
experiences, such as school, neighborhood activities with peers, or sports events. As 
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mentioned, children with ADHD often have other psychological problems and 
learning problems, which also adds stress and may further disrupt social and aca-
demic functioning (American Psychiatric Association,  2013 ; Pliszka & the AACAP 
Working Group,  2007 ). Because ADHD has a profound impact on a child’s behav-
ioral functioning and his or her abilities to get along with others, interventions to 
improve social functioning, along with medication management, are very important 
for children with ADHD (Barkley,  2014 ). Also, interventions to improve child 
school functioning, planning, and organization can have a positive impact on child 
functioning. These types of  interventions      are discussed to in the next section of this 
chapter.  

    Interventions for Children with ADHD 

 Perhaps the most comprehensive study of the treatment of ADHD is the  MTA Study      
(MTA is the abbreviation for the NIMH Collaborative Multisite Multimodal 
Treatment Study of Children with Attention-Defi cit/Hyperactivity Disorder), where 
a national review of ADHD treatments was conducted (e.g., MTA Cooperative 
Group,  1999 ). There were four groups for this study, representing children treated 
with  methylphenidate      alone, psychosocial treatment alone, a combination of medi-
cation management and psychosocial treatment, and community treatment. For 
medication management, doses were carefully modifi ed by physicians based on 
information from parent and teacher reports. The psychosocial treatment was very 
thorough. Children participated in a summer camp to learn critical strategies for 
managing their ADHD. Parents participated in parent groups, with intensive coach-
ing available above and beyond the management training from the groups. Teachers 
participated in consultation sessions where they learned strategies for helping chil-
dren with ADHD. Classroom support for children was available. Study results indi-
cated that children in all four treatment groups showed declines in symptoms related 
to ADHD after 14 months in treatment. The two groups receiving medication man-
agement showed better outcomes than those in the psychosocial treatment alone or 
the community treatment groups (MTA Cooperative Group,  1999 ). 

 Interestingly, the children in the community treatment group often received med-
ications, but the use of medications were not monitored in the same stringent man-
ner as those in the two medication groups (medication and medication plus 
psychosocial treatment; MTA Cooperative Group,  1999 ). The community group 
had a lower degree of follow-up in terms of checking medication management. It 
was concluded that these children may have been treated with lower doses of medi-
cations that were therefore not as effective as could have been possible. 
Approximately 25 % of the children in the psychosocial treatment group also 
needed some medication management at some point during the course of their care. 
The researchers concluded that medication management may be a necessary factor 
for successful management of ADHD symptoms, especially negative behaviors 
related to impulse control. 
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 After the 14-month study had ended, the treatment groups were no longer fol-
lowed in the same way. The medication management group and the combined group 
(with psychosocial treatment and medication management) were “handed off to 
community physicians” (p. 760) for treatment as usual (MTA Cooperative Group, 
 2004a ). When treatment had ended and regular community supports were initiated, 
medication doses tended to decrease and the supports associated with stringent 
medication management were no longer in place. For many participants medication 
use declined. Results of a follow-up assessment at 24 months showed that some of 
the initial benefi ts related to the stringent  medication management   appeared to be 
declining once this intensive management was removed (MTA Cooperative Group, 
 2004a ). Although treatment had ended, children who participated in the two medi-
cation groups (medication management and medication plus psychosocial treat-
ment) were still exhibiting gains in positive functioning. Children in the combined 
group (medication plus psychosocial treatment) exhibited fewer oppositional defi -
ant behaviors, relatively better social skills, and their parents were showing advan-
tages in using discipline. The authors of the follow-up study concluded that these 
fi ndings provided some support for the notion that psychosocial treatment was a 
useful adjunctive treatment when medication management was used (MTA 
Cooperative Group,  2004a ). They reported that a combination treatment could 
result in lower use of medications for ADHD. This could attenuate the negative side 
effects from using higher doses of stimulant  medications      (e.g., motor ticks). Despite 
these positive fi ndings, a major fi nding was that the positive impact of intensive 
treatment was beginning to decrease, even though gains were still evident. 

 The positive outcomes were not maintained at a 6–8 year follow-up of the MTA 
groups (Molina et al.,  2009 ). The MTA groups were not improved over the norma-
tive comparison group (that did not receive treatment) at long-term follow-up. The 
use of medication had signifi cantly declined in MTA groups. After 6–8 years, the 
best predictor of how the children were functioning was the severity of their symp-
toms. Specifi cally, children with more severe symptoms and both inattentive and 
hyperactive/impulse behaviors had a worse prognosis than other children. The gains 
for the children in the  MTA study   were thought to last at the 36-month assessment 
period. The researchers conducting the 6–8 year follow-up did note that children 
residing in low-income families were likely to be lost to follow-up assessments. 
Study results may have overestimated children’s positive functioning. The research-
ers suggested that continued treatment may be needed, especially for children with 
more severe symptoms, as they reach adolescence. The researchers conducting the 
follow-up study called for research on factors supporting adolescents through the 
adult years and supporting families in the long-term as their child with ADHD 
matures and faces new challenges (Molina et al.,  2009 ). 

 Abikoff et al. ( 2004 ) reviewed information on treatment of social problems in 
children with ADHD. In their review of relevant literature, they found that treatment 
with  stimulant medications  , such as  methylphenidate  , can reduce negative social 
behaviors. They reported that psychosocial treatment, such as social skills training, 
has been touted as a potential intervention to improve social development. Abikoff 
et al. mentioned that there is limited support for the effectiveness of social skills 
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training and other types of training, when children are not medicated to help them 
improve their attention and concentration. 

 Abikoff et al. ( 2004 ) conducted a study to determine what would occur if two 
types of psychosocial treatments were added to medication treatment. The boys and 
girls who participated in this study were between 8 and 11 years of age. Children 
were randomly assigned to groups to receive methylphenidate alone,  methylpheni-
date   plus  PATHKO   social skills training, and methylphenidate plus organizational 
skills training. There also was a wait-list control group. A goal for this study was to 
compare teaching of organizational skills to a behaviorally based, social skills inter-
vention, and determine the impact of the two types of training on social skills. As 
mentioned, children did not receive treatment in the wait-list control group, but this 
only occurred for a small part of the study. The children in the wait-list control 
group needed to receive some type of treatment after a few months, in order to help 
them. Ensuring that children in wait-list control groups receive needed treatments is 
part of the ethical conduct of a research study. 

 PATHKO stood for Parents and Teachers Helping Kids Organize (Abikoff et al., 
 2004 ). The  PATHKO treatment   was considered multimodal in that it addressed 
strategies for improving children’s organizational skills, social skills, as well as 
academic assistance, and it included psychotherapy for children with ADHD. Parents 
participated in weekly training in the fi rst year of the study and they attended 
monthly parent training sessions during the second year of the study. Teachers com-
pleted report cards to provide information to parents about the children’s progress at 
school, and the children’s parents rewarded progress at school after review of posi-
tive information about behavior on the report cards. Social skills training for the 
children involved learning ways to get along with peers, training in conversational 
skills, and problem-solving with plans for trouble-shooting problem situations and 
interactions. 

 In contrast, the  organizational skills training   involved learning to organize class-
room work, turn in assignments, manage handouts, use calendars and planners, and 
utilize homework completion and backpack checklists (a checkllist to ensure all 
fi nished work was placed in the backpack; Abikoff et al.,  2004 ). Moreover, children 
in the organizational skills training group learned how to plan their time to complete 
homework and long-term assignments. Parents learned how to supervise homework 
and reward children for positive behaviors. 

 Abikoff et al. ( 2004 ) found that children in the methylphenidate group, PATHKO 
plus methylphenidate group, and organizational skills training group plus methyl-
phenidate group showed improvements in social skills. Both parents and teachers 
rated improved performance in social skills for children in the aforementioned 
groups. The important thing to consider for this study is that the PATHKO treatment 
and organizational skills treatment had high costs added, without signifi cant gains 
for children, compared to the methylphenidate-alone group. That is, children receiv-
ing methylphenidate alone, without the additional treatments, improved to a similar 
degree as the children in the other groups. These authors believed this was due to the 
positive impact that  methylphenidate   has on reducing problem behaviors, which can 
result in negative social interactions. If negative behaviors decrease, the child may 
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learn positive behaviors due to increased abilities to focus, without the need for 
intensive psychosocial intervention. One might have thought that the  PATHKO   
 training   would have been more effective than the organizational skills training. This 
was not the case, perhaps because each intervention used similar techniques to 
assist children and parents. It is noteworthy that children in the organizational skills 
training group did show some gains in academic functioning. Improving organiza-
tional skills may improve school performance, and may be more cost-effective than 
some intensive interventions. Children in this study had above average intellectual 
functioning and this may have infl uenced study results. More research assessing the 
benefi ts of psychosocial treatments will provide knowledge about whether these 
types of treatments add benefi t for children with ADHD who exhibit below-average 
intellectual functioning. 

 Although Abikoff et al. ( 2004 ) did not fi nd added benefi ts to psychosocial treat-
ment, the results of the MTA Study ( 2004b ), a national-level study, indicated that 
behavioral therapy, along with teacher and parent training, can be advantageous 
when combined with medication. The  MTA study      is considered a gold standard, and 
the results of this study supported the implementation of multimodal therapy, with 
behavioral therapy and child, parent, and teacher training, and medication manage-
ment as best practice in treatment of ADHD. On the other hand, psychosocial treat-
ments may be less effective when children are not receiving stringent medication 
management to ensure they have a correct dose of medication. Pfi ffner et al. ( 2014 ) 
conducted a study examining the infl uence of a comprehensive treatment (the Child 
Life and Attentive Skills Program; CLAS Program). This treatment program 
included child, parent, and teacher training using the  CLAS program     . Pfi ffner et al. 
compared treatment with this program to treatment as usual for children with ADHD 
who had predominantly inattentive symptoms. Teacher ratings showed child gains 
in social functioning, organizational skills, and attention. Their results indicated 
that comprehensive training of children, parents, and teachers was superior to treat-
ment as usual. Pfi ffner et al. recommended psychosocial treatments for child, par-
ent, and teacher as best practices in helping children cope with ADHD. 

 After conducting a review of many studies, Watson et al. ( 2015 ) proposed that 
multimodal interventions to support the child, parent, and teacher combined with 
medication management might be considered a current “best practice” in supporting 
children with ADHD and their parents. Watson et al. recommended training teach-
ers, especially in cases where school functioning is at risk for children with 
ADHD. Behavioral interventions involve rewards for positive classroom behaviors 
and school–home notes to provide parents with information about school perfor-
mance so that they may reinforce positive behaviors that were exhibited at school 
when they review the report card at home. More research is needed to determine 
what components of behavioral interventions are successful for children under dif-
ferent circumstances and with different types of comorbid conditions. Watson et al. 
( 2015 ) pointed out that information is lacking about the optimal interventions for 
children with ADHD and different types of learning disabilities. Learning about 
interventions for children with learning problems will be a critical area for future 
research. 
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 Another promising treatment for very young children who have symptoms of 
ADHD may be training to improve skills related to executive functioning. Tamm 
et al. ( 2014 ) noted that medication management, though positive, may not always 
alleviate problems related to executive functions, because children may continue to 
have diffi culty with  organizational and planning abilities  . Tamm et al. described 
executive functions as allowing a child to organize information in memory, plan 
courses of action, and develop and evaluate appropriate courses of action from orga-
nizing information from the environment. In summary, executive function skills pro-
mote control and organization of cognitive (thinking) operations that allow one to 
organize information, plan, and act in one’s environment. They observed that early 
intervention in the preschool years, when parents and children are at early stages of 
working with ADHD symptoms, may be an optimal time for interventions. These 
researchers recruited preschool children to participate in an intervention to improve 
executive functioning. Children participated in small groups where they participated 
in activities, such as completing puzzles and search games (where children fi nd hid-
den objects in pictures), that promoted executive functioning. The interventionists, 
who lead the small groups, praised children’s efforts at paying attention and praised 
their search strategies. The interventionists also used behavior management tech-
niques that were appropriate for young children who had diffi culty managing their 
attention and overactive behaviors. Parents participated in training sessions where 
they learned to implement games addressing search strategies, attention, and mem-
ory. At the end of the training sessions, parents and preschool teachers reported 
improvements in children’s behaviors and improved attention. The intervention was 
practical and attendance in the parent groups was good. Tamm et al. concluded that 
the long-term outcomes of interventions to improve executive functioning in young 
children need to be investigated because “executive control processes appear to be 
central in the etiology (cause) of externalizing behavior disorders” (p. 557, Tamm 
et al.,  2014 ). They proposed that effortful control of executive functions can be 
taught and can improve behavioral functioning, even for very young children.  

    Roles for Health Educators 

 Health educators can play a key role in educating teachers, parents, and children 
about the symptoms of ADHD as well as teaching about the differences between the 
inattentive and hyperactive “types” of this disorder. Parents and teachers may not 
know that inattentive symptoms are more common in girls. Parents and teachers 
need to learn about the importance of structure and improving  executive functioning 
skills   for many children with ADHD. Many may feel that medication management 
is not successful or that medications for ADHD are an attempt to “overmedicate” 
the child. In translating the literature for parents and teachers, health educators may 
help them realize that medication works to help the child focus and reduce impul-
sive behaviors. This education may help them to improve their perceptions of medi-
cation use, so that children can benefi t from this treatment. 
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 Health educators can also facilitate the child’s school success and success in 
extracurricular activities by providing ideas for teachers and coaches. The ideal 
teacher and coach will provide structure and use routines. These adults will com-
municate clearly, repeating instructions as necessary. They will use lists and 
visual reminders of assignments or key things that the child needs to remember. 
They will help the child remember to take turns when engaging in conversations, 
listen to others, and let other children express opinions as well as take the lead 
during social activities. The health educator can refer the parent and child to local 
support groups, if they are available. The health educator can provide important 
referrals for tutoring and other parent supports, such referral to experts at local 
children’s hospitals.  

     Case Study   

 Jessie was an elementary school-age girl with a younger sister, who was in pre-
school. She and her parents lived nearby some of her family members. She had few 
friends, because she was likely to be perceived as “bossy” and taking over leader-
ship of group activities. She is viewed, according to her parents, as having diffi culty 
getting along in groups. Jessie has had diffi culty in school since kindergarten. She 
is currently in the third grade and her teachers have been very concerned with her 
functioning. She has forgotten to complete her school work, talks in class, has dif-
fi culty following instructions and completing assignments in the classroom, and 
diffi culty remaining seated during lecture and small group activities. She typically 
plays alone on the playground. Her classmates do not invite her to play games, 
because she has diffi culty following the rules and keeping up with the pace of their 
playground activities. 

 Jessie’s father reported that he had been diagnosed with “ADD” as a child. He 
had diffi culty in school and often thought of himself as being “bad,” because he 
could not focus on his work. Jessie’s father completed high school; but, he dropped 
out of college after his freshman year, because he could not keep up with assign-
ments. Currently, her father holds a job as a truck driver, which is well suited to him, 
because he likes to stay up at night and make his own schedule. He functions well 
under the structure of a deadline for getting a shipment delivered. Jessie’s mother 
also had trouble paying attention in college, but was able to complete her bachelor’s 
degree in Marketing. She currently works part-time from their home. Jessie gets 
along fairly well with her younger sister, but she has to be “large and in charge” of 
all that is happening. Her parents, similar to her teacher, have become frustrated 
with her lack of follow-through when they give her instructions and the diffi culties 
she has with transitioning from one activity to another. Similar to her teacher, they 
noted that her pencil grip is awkward, and her handwriting seems behind for a child 
in her age range. Jessie often returns home feeling upset after playing with other 
children in the  neighborhood  , Her parents are worried that she is getting a reputa-
tion for not getting along well with other children. 
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 Jessie is likely to “talk back” at home. She has diffi culty with arguing if her par-
ents ask her to do something. She always feels she is “right” and she makes excuses 
rather quickly for the mistakes she makes. Despite her tendencies to defend herself, 
her parents feel that Jessie is suffering from low self-esteem, and that she realizes 
that she is having a diffi cult time getting along at home and at school. When her 
school counselor talked with Jessie, she admitted, “I am not feeling so great about 
myself.” Jessie’s pediatrician noticed that over the years Jessie continued to experi-
ence diffi culties with paying attention, completing tasks, impulsivity, and hyperac-
tive behaviors. Her pediatrician asked Jessie’s mother to sign a release of information 
so that she could speak with Jessie’s school counselor and provide information to 
her teachers. Her pediatrician and the school counselor spoke by telephone. This 
allowed her pediatrician to learn that problems with impulsivity, attention, and over-
activity were present in the school setting. 

 Her pediatrician asked Jessie’s mother to complete the Vanderbilt Parent Rating 
Scale. The pediatrician also sent the Vanderbilt Teacher Rating Scale to Jessie’s 
teacher. When the Vanderbilt Parent and Teacher Rating Scales were scored the 
total scores indicated that Jessie was experiencing signifi cant problems with activity 
level, impulsivity, attention, and concentration both at home and at school. This was 
corroborated by interview information, both from Jessie’s mother and school per-
sonnel. The pediatrician was very comfortable with the treatment of ADHD in chil-
dren; it was a specialty area for her. A fi rst step was providing the diagnosis to 
Jessie’s parents, which the pediatrician did during a parent session. Her parents 
were accepting of the diagnosis. Jessie’s pediatrician was thankful for their agree-
ment, because in her experience, parents did not always agree with a diagnosis or 
recommendations for a medication trial, which was the recommendation for Jessie. 

 The pediatrician recommended Ritalin, beginning at a low dose. Jessie responded 
to being on the medication almost immediately, showing improvements in her class-
room behavior. However, the medication, which was short-acting, was not helping 
at home. A small dose, given after she came home from school, was added after a 
period of time. Jessie’s teacher reported improved attention. More homework assign-
ments were completed. After beginning to use medication, few homework assign-
ments were missing and all classroom assignments were completed. Jessie had 
fewer issues with, “talking out of turn and blurting out  answers  ,” according to her 
teacher. Jessie had been referred to a social skills group with her school counselor 
and she was responding well to the new information she learned in the group. Her 
behaviors with peers on the playground had vastly improved. Her teacher was using 
frequent reminders for Jessie to “stay on track” and complete her work. She was 
making sure Jessie wrote down her homework assignments in her planner. These 
behavioral “reminders” and “checks” were helping Jessie to complete her work. 

 Things at home, in terms of the arguing with parents, had not improved. Her 
parents were engaging in daily “battles” with Jessie to complete her chores and 
school work. Although she always completed her homework, usually just in the 
“nick of time,” she was not completing her chores around the house. She was espe-
cially argumentative with her mother. Upon hearing of this issue, Jessie’s pediatri-
cian called the school counselor who agreed to have a few parent training sessions 
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with Jessie’s parents. The information shared in these sessions would help her par-
ents establish a chore chart, with written expectations for her household chores. Her 
parents learned to use time-out in her room as a method for discipline when her 
arguing got “out of control.” She would go to her room for 10 min and could return 
to be with the family, if her arguing ceased. The school counselor and Jessie’s par-
ents decided to try this technique after they gained insight that Jessie was respond-
ing to the negative attention she received from arguing. The school counselor also 
provided referrals to a local children’s hospital, at the  ADHD   Children’s clinic, for 
parenting groups for parents of children with ADHD. The school counselor and 
parents agreed to follow-up with another meeting in 2 weeks, to determine whether 
their behavior management plans were facilitating positive changes at home. Jessie’s 
pediatrician was going to meet with Jessie and her parents every 3 months for medi-
cation management, in order to ensure that the medication was helpful and to check 
Jessie’s height and weight.  

    Summary 

 In this chapter information about the diagnosis, management, and treatment of 
ADHD was reviewed. This disorder is heterogeneous in nature, with many different 
presentations and implications for children. Children with ADHD can present with 
a myriad of learning or psychological problems. Their parents may also have 
ADHD, as this disorder tends to run in families. When this occurs, it may be neces-
sary to educate the parent about his or her own ADHD and provide referrals to a 
psychologist or psychiatrist for the parent. Children with ADHD may benefi t from 
medication management, which will help reduce impulsive behaviors and help them 
focus, so that they can maximally benefi t from behavioral interventions. Combined 
medication and psychosocial treatment may be the most effective treatment for a 
child with ADHD. Psychosocial treatments involve several components, such as use 
of structure, reinforcement, organizational training, etc. Children with ADHD thrive 
on structure and clear limit-setting, as do many children. Many children with ADHD 
benefi t from homework routines to ensure that they have a “set” way of completing 
homework. Parent training may be needed to teach parents behavioral skills to help 
their child manage symptoms of ADHD. Symptoms of ADHD may seem to lessen 
in severity as children age, because they may be less active. For many children with 
ADHD, symptoms will remain in some form; so, learning how to manage their 
symptoms and cope better at school and at home can be a protective factor for years 
to come. 

  Exercises/Review Questions 
     1.    If you were asked to educate teachers about helping children with ADHD what 

types of key topics would you address?   
   2.    Conduct a web search and locate the Vanderbilt Teacher Rating Scale and the 

Vanderbilt Parent Rating Scale. Review each measure thoroughly. Next answer 
(a) and (b) below.
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    (a)    What are your opinions of these measures?   
   (b)    What types of interview questions would you use to uncover further infor-

mation from teachers and parents, in addition to the information gained from 
using these measures?       

   3.    What are executive functions?   
   4.    What was the MTA study and what were the key fi ndings from this study?   
   5.    What types of computer games would you create to help children with ADHD 

learn planning and organizational skills?   
   6.    If you were planning a social skills training session for a child with ADHD, what 

types of skills would you be reviewing? Please name at least two skills you 
would review and focus on how you would provide examples and clear instruc-
tions for a child with ADHD to attain each skill.      

  Key Concepts 
    Symptoms associated with ADHD  
  2 categories of symptoms for ADHD (inattentive and hyperactive-impulsive type)  
  ADHD, Combined Type  
  Vanderbilt Scales  
  Response cost  
  Structure for children with ADHD  
  Methylphenidate  
  Medication holiday  
  Multimodal Treatment Study (MTA Study)  
  PATHKO training  
  Executive functioning         
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    Chapter 11   
 Conclusion                     

                Introduction 

 In this textbook, issues related to diagnosis, prevalence, assessment, management, 
and evidence-based interventions for children’s health and mental health problems 
were reviewed. In addition to specifi c health problems, coping with pain was 
reviewed in a separate chapter, as this is a cross-cutting problem for children with 
many types of chronic illnesses. Information in the fi rst chapter on the development 
of educational plans to solidify school planning for children provided important 
information for health professionals. Some children may experience cognitive 
delays or learning problems, and thus may benefi t from receiving evaluation of their 
intellectual and academic achievement. Should discrepancies indicative of delays 
be discovered in either of the aforementioned areas, then children may benefi t from 
the development of an Individual Education Program or Section 504 Plan to ensure 
that academic and social–emotional needs are met, as well as ensure regular evalu-
ation of school functioning.  

    Children with Chronic Illnesses 

 Children with chronic illnesses and their families often gain signifi cant knowledge 
from health education about the course and management of the child’s chronic ill-
ness. Health problems for children can pose serious stress for the child and his or 
her family. Although, many children still function very well, and experience few 
problems, despite experiencing serious illnesses. Parents may not be able to “hear” 
information about their child’s diagnosis and its impact, immediately after receiving 
the diagnosis. They may benefi t from meeting with a health educator to discuss their 
child’s diagnosis. The fi rst year after the  diagnosis   can be a challenging period, and 
a time of adjustment, for children, parents, siblings, and extended family members. 
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Referral to a health educator for education and support may be a fi rst step in empow-
ering the child and family. Should signifi cant mental health problems arise, or if 
family members are suffering from signifi cant distress, then referral to a pediatric 
psychologist or child health psychologist should be considered. Children with 
chronic illnesses and their families may suffer from trauma related to the children’s 
conditions, and health professionals should be familiar with grief and trauma reac-
tions in children, parents, and immediate family members. 

 Some interventions are cross-cutting for children with different health condi-
tions, such as using positive thinking and positive self- talk  . Lessons to promote 
positive thinking and self-talk should be tailored to the individual needs of the child. 
A child with a chronic illness may need encouragement and information about 
social skills to interact more with children his or her age. If a great deal of time at 
school is missed due to illness, then the child would benefi t from meetings between 
members of the medical team and school staff to ensure that school re-entry and 
re- integration goes on smoothly. In fact, developing a written plan for school re- 
entry and re-integration, allowing time to catch up and complete homework and 
assignments, plans for the child to return for a shorter day, and then moving to a 
fuller day at school, may be advantageous if a child is experiencing fatigue or prob-
lems with attention, memory, and organizational skills. 

 Other strategies that seemed to “commonly” apply to working with children with 
chronic illnesses were to have expertise in helping children adhere to medical regi-
mens as well as having expertise in calming and relaxation strategies. In terms of 
adherence, health professionals need to have skills for teaching children and parents 
to monitor and record their child’s progress in taking medications and following 
other steps of the child’s medical regimen.  Self-monitoring charts  , to ensure that 
medications are taken as prescribed and to track diet and exercise behaviors are 
helpful. Having charts where the child can record pain or feelings about his or her 
illness can also provide the health professional with a window on how the child is 
feeling as he or she copes with his or her chronic illness. Parents and children may 
benefi t from peer support and mentoring from children and parents who have “been 
there” and have experienced similar situations. Finally, teaching children to have a 
positive outlook and problem-solve and work with the medical team can build 
strengths and positive functioning for children. A  problem-solving approach   to the 
illness can be a signifi cant positive factor in enhancing disease management, child 
coping, and quality of life. An emotion-based, avoidant coping style may not be a 
positive coping style for children. If health coaching does not move the child toward 
a more positive stance, then referral for mental health counseling, especially if the 
child is experiencing signifi cant depression and anxiety, may be warranted.  

    Children with Mental Health Problems 

 In addition to a review of chronic illnesses for children, information on mental 
health problems for children was reviewed. Two main categories of mental health 
problems,  internalizing problems  , which involve worried, sad and anxious feelings, 
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and externalizing problems, which may involve acting out and behavior problems, 
were reviewed. Internalizing problems are diffi cult for children, with anxiety being 
the most common internalizing issue for children. Some of the Cognitive Behavioral 
Therapy strategies described in the chapter focusing on  anxiety disorders   can be 
helpful for children with other types of mental health problems because they can 
help the child to stop and relax. If the child can stop and reset his or her system, then 
he or she may be more open to engaging in steps of problem-solving to think of a 
more productive behavior. For example, relaxation exercises, such as deep, slow 
breathing or making tight fi sts to squeeze out strong feelings can be tools to stop and 
reset one’s system. Challenging negative thinking, such as anxious thoughts, can 
help a child realize that he or she can stop a negative cycle of thinking and make a 
positive change, improving his or her behavioral and emotional functioning. 
Teaching a child to use logic to work through and reshape negative thinking (such 
as thoughts that are anxiety-provoking, aggressive, or distressing) can assist a child 
in stopping a negative thinking pattern and using logical thinking and problem- 
solving to “think him- or herself into a new, positive way of acting.” 

 Symptoms of worry and concern may limit a child’s opportunities to have fun 
and play, which are primary avenues for learning and growing for children. 
Children’s play, where they might typically describe themselves as having fun, is in 
actuality their learning ground, and if problems related to having a mental health 
disorder become more severe, then these symptoms can impede the child’s play and 
subsequent social and emotional development. Similarly, externalizing problems 
can impede typical development for children.  Externalizing problems   or mental 
health issues are those that involve more acting out types of behaviors, such as being 
“off-task” or not being able to complete instructions and activities in the classroom, 
negative or aggressive behaviors, or impulsive behaviors (e.g., having diffi culty 
remaining seated, impulsive or oppositional behaviors). We discussed attention 
problems and conduct problems as primary externalizing behavior problems. 
Children with externalizing problems can benefi t from a very structured environ-
ment where there are clear cues for appropriate actions and a clear reward system 
for appropriate behaviors. If the child’s behavior is very disruptive or the child is 
having diffi culty following rules for appropriate behaviors, then clear consequences 
for negative behaviors can be helpful in setting boundaries for appropriate 
behavior. 

 For young children, it is important to involve their parents in treatment to improve 
emotional and behavioral functioning. Parents can be engaged to help build the 
child’s self-esteem by ensuring that the child is engaged in activities in which he or 
she has a keen interest. Being interested in something and becoming “good at it” or 
building skill profi ciency can be a self-esteem booster for children. Appropriate 
praise for positive accomplishments and at times, reward charts, with prizes and 
clear steps to attain good behavior or avoid negative behaviors can be helpful for 
young children. Positives, in terms of praise and small rewards, can go a long way 
in turning around patterns of negative behaviors in children. If a child is exhibiting 
harmful, aggressive, or disruptive behaviors—and the use of choices for alternative 
behaviors, distraction, and rewards are not successful—then use of consequences 
can be considered. Perhaps one of the most useful consequences is a response cost. 
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A response cost can be used if a child engages in a negative behavior and experi-
ences a loss of a privilege, such as staying up late on a Friday night. Behaviors that 
will earn a response cost should be described clearly to the child, during a calm 
period, so that the child has a good understanding of what is expected of him or her. 

 Children with mental health problems also may benefi t from  social skills train-
ing  . They may need to learn how to engage in turn-taking in conversations with 
peers and learn skills for entering play with peers. They may need to learn to share 
toys and use positive words when interacting with peers. As a result of social skill 
defi cits, children can benefi t from joining social skill groups, which may be offered 
in school settings. Children with externalizing problems benefi t from learning to 
take another child’s or adult’s perspective. Children may need extra practice at 
learning steps to “stop and think” and consider other people’s feelings as well as the 
possible ramifi cations of their behaviors before they act. Children with behavior 
problems may need to practice and be prompted to think of other people’s feelings 
until they become more skilled at thinking about how others feel. 

  Problem-solving   is a key skill for children. A step-by-step thinking process is 
important to review, so that children have a concrete plan for stopping to think and 
review ideas for appropriate behaviors. Some steps for teaching problem-solving 
can be remembered using the “STEPS” acronym, which was developed by the 
author of this textbook. The idea behind  STEPS   is that the child needs to actively 
take action or steps to solve a problem. The “S” stands for “seeing a problem” and 
this means that the child needs to identify that a problem exists. The health educator 
can help the child learn to identify things that are problems or barriers to positive 
functioning in his or her life. After the child sees a problem, then he or she must 
identify a strategy to make the problem better and “try” the strategy. This is the “T” 
step in STEPS. The health professional needs to teach the child (and his or her par-
ents) many types of problem-solving strategies over a series of visits. Strategies are 
tailored to the child’s problem areas, such as learning to take turns in conversations, 
use words to express feelings rather than yelling, or learning to relax rather than 
becoming angry and anxious. The child needs to take responsibility for generating 
and trying a strategy and child initiative and effort should be stressed as key compo-
nents of becoming a positive problem-solver. 

 The next letter in  STEPS   is “E,” which stands for evaluation or examining (put 
an eye on the problem to check how it is going) how things are going. After the child 
tries a positive strategy, then he or she needs to check and see if the strategy is work-
ing. A “working” strategy will help the child resolve a problem situation in a posi-
tive way. The child must evaluate whether the situation has improved in a positive 
way. Questions to ask are: “Has the situation improved?” or “Are things calm?” 
Other questions might include whether the child or others are still feeling angry or 
upset in some way. Next, is the “P” another critical part of the STEPS approach. For 
the “P” activity the child needs to praise him or herself for being a problem-solver. 
This builds self-esteem and the child’s self-effi cacy for engaging in problem- 
solving. The fi nal letter is “S.” The “S” stands for “see the problem again.” This 
means that the child takes another look at the original problem to determine if it 
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went away or is reduced in scope. The child then needs to make a determination 
about whether another STEPS cycle is needed. The health professional needs to 
teach the child that problem-solving is an iterative process such that, “if you don’t 
succeed, try and try again.” Many times when the child is trying to learn problem- 
solving it is benefi cial to engage parents in the problem-solving activities and use a 
reward chart for praising and rewarding the child for working on problem-solving. 

 When children with mental health problems experience co-occurring or comor-
bid learning  problems  , they can benefi t from assessment of their intellectual and 
achievement functioning. Children with social and emotional problems (i.e., inter-
nalizing and externalizing mental health diagnoses) also can benefi t from Section 
504 plans or Individual Education Programs if behavioral, emotional, and social 
problems signifi cantly interfere with their academic performance. In the same fash-
ion, if they have co-occurring learning problems, such school-based plans are nec-
essary. Consultation with the school psychologist and the special education team at 
the child’s school will assist in jump-starting an evaluation process.  

    Children Learn Skills Over Time, with Practice 

 Children typically need time, repeated instruction, and practice to learn new ways 
of thinking about their behavior and new ways of acting. There may be “windows 
of readiness” or times when they are more open to learning new skills for changing 
negative ways of thinking or behaving. Similarly, for children with chronic ill-
nesses, there may be optimal times, given their attitudes and other life factors, for 
teaching a child to adhere to his or her medical regimen or perhaps take a greater 
role in self-management of his or her illness. Thus, health educators need to con-
sider a child’s readiness and his or her stage of development when teaching a child 
new skills. In terms of developmental stage, it is very important to ensure that teach-
ing is developmentally appropriate or at the right level for the child. The teaching 
has to be at a level where the child can understand and learn new skills. In a similar 
way, health educators need to be able to meet the child’s parents or caregivers wher-
ever they are, in order to teach and support them. A child’s and family’s needs, 
skills, and openness to education will evolve over time and the health educator 
needs to be fl exible and ready to help when needed.  

     Systems Approach   

 The systems in which a child is involved impact his or her functioning. As men-
tioned in Chap.   1    , the child is embedded in a family, school, neighborhood, and 
larger community. These systems or contexts can impact a child’s development, 
learning, and reactions. Those systems closer to the child, such as the family and 
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school, may have the most impact on the child. Key players in those systems, such 
as parents and teachers, are key sources of information about the child’s function-
ing. The health educator should interview parents and teachers to obtain and moni-
tor child progress. A next step is to determine how the child’s health or mental 
health problem is impacting his or her functioning. After assessing the child’s capa-
bilities, the health educator can make a determination of whether the parents (care-
givers) or teachers can help implement interventions to assist the child in improving 
his or her functioning. 

 Another defi nition of context is the setting in which the child fi nds him- or her-
self. The setting can be a key tool in creating change for a child. Changing the 
child’s seat in the classroom, for example, by moving it closer to the teacher, can 
make a difference for a child with attention problems and diffi culties with concen-
tration. Teaching parents to ensure that the child has enough sleep can make a world 
of difference in the child’s behaviors. Teaching parents to use rewards for positive 
behaviors and ignore negative behaviors, can help a child turn around behaviors. 
Moreover, this type of discipline can be positive in that the child is not exposed to 
aggressive behavior, such as when harsh and inconsistent consequences, such as 
yelling, threats with no follow-through, and hostile or angry spanking is used by the 
parent. Reducing noise and giving transition warnings, with visual cards using a list 
of words or pictures to let a child know his or her schedule, are contextual changes 
that can help a child with Autism Spectrum Disorders in the school setting. The 
preceding context changes are examples of ways in which setting or environmental 
changes can help a child achieve better behavioral functioning, which can improve 
emotional functioning as well. 

 As mentioned in Chap.   1    , children are embedded in key systems in their lives. 
These systems are key contexts through which a child’s development unfolds. 
Perhaps the closest in proximity are the family, with parental, sibling, and extended 
family infl uences, and school infl uences. Parents and schools were a focus of chap-
ters addressing key health and mental health problems for children. Along the same 
vein, siblings and extended family are key players in many children’s development. 
They should be involved in efforts to support the child. Moreover, siblings and 
extended family may need to be included in sessions to educate the child and par-
ents about health and mental health problems. These sessions typically involve skill 
building and developing coping strategies. Extended family and siblings should be 
included in sessions whenever their involvement can build a better environment for 
the  child  . 

 Broader systems involve coaches and leaders in extracurricular activities for the 
child as well as friends and their parents. These stakeholders, if they are key players 
for the child, may need to be educated about the child’s condition and learn about 
ways that they can support the child. For example, if a child has arthritis or diabetes, 
coaches and band leaders may need education about allowing the child breaks to 
rest if in pain (a child with arthritis) or breaks to test blood sugar levels (if the child 
has diabetes). These activity leaders may need education about how to explain a 
child’s condition to other children involved in the activity. It may be benefi cial for 
the health educator to attend a group meeting (of the children involved in the 
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activity) and explain ways to support and interact with the child. The environment 
also may need to be modifi ed to foster the inclusion of the child with a special health 
or mental health care need. For instance, if a child was in a wheelchair and was in 
band, chairs may need to be situated so that the child can maneuver his or her wheel-
chair into position. If a child had Attention- Defi cit/Hyperactivity Disorder, the 
school nurse and school staff will need to make efforts to ensure that the child 
receives medication in a private area and that undue attention is not drawn to the 
child when he or she has to leave the classroom to take medication. There are many 
other “systems” examples and some of these are outlined in Table  11.1 .

       Support for the Child and Family 

 Support for the child and family is a key intervention across a myriad of health and 
mental health conditions. The child benefi ts from support of peers and adults. 
Instrumental support occurs when tangible supports are put in place for the child, 

   Table 11.1    Key systems, besides family and school, in children’s lives   

 System  How the system can infl uence a child 

 Coach and team  The terms “coach” and “team” broadly refer to leaders of recreational or 
extracurricular activities and other children involved in the activity. These 
key players infl uence a child’s self-esteem, feelings of self-effi cacy, and 
these activities allow the child to develop social skills and other skills 
such as motor abilities, athletic skills, musical abilities, leadership skills, 
etc. 

 Neighborhood play  Children play with a variety of peers and experience many adult 
infl uences in their neighborhoods. Play allows a child to interact with 
peers, build a sense of effi cacy as well as learn sharing and give and take 
in social interactions. Through play a child begins to build life experience 
while undertaking many different roles 

 Extended family  Extended family can impact parent behaviors and the reciprocity between 
the parent and child can heavily infl uence child functioning. Extended 
family can play key mentoring roles—for example, when parents have to 
work or when children develop special relationships with extended family 
(e.g., grandparents), which allow them to become role models 

 Economic 
environment 

 The economic environment in the neighborhood or home can infl uence 
child development. If fi nances are scarce at home, family stress and parent 
distress can infl uence a child’s outlook on life and their interactions with 
parents. In an impoverished neighborhood environment, children can 
experience violence and other negative infl uences (e.g., gang infl uences, 
drugs) 

 Political structures  The political structures in the child’s environment, such as in the school, 
their neighborhood, and their country can impact what a child learns about 
civil rights, violence, and a host of other factors 

   Note : These are a few examples of systems that can infl uence a child. Others might be religion, 
parent–work environment, siblings’ friends, etc.  
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such as having an extra set of textbooks for the child to have at home or having a 
teacher go to the hospital to go over homework for a child who has a chronic illness. 
Tangible or instrumental support for a child with a mental health problem can be a 
reward chart, with behavioral expectations clearly specifi ed, with rewards indicated 
for a specifi c number of positive behaviors. To illustrate, a child with a tendency to 
be aggressive on the playground could have a playground chart, with specifi c behav-
iors such as sharing, joining in with others, and saying positive things to peers 
clearly described. If the child exhibited positive behaviors twice per playground 
outing, then he or she could receive a small prize. The rewards could become harder 
to obtain as the child masters higher levels of positive behaviors. 

 Children with chronic illnesses may receive social support from peers with the 
same illnesses when they attend a summer camp with children with the same type 
of illness. Alternately, they can receive social support from peer groups at a local 
children’s hospital. Friends can provide support, and a health educator can help 
maximize peer support by educating peers about the condition and teaching peers 
how to interact with and support the child. Children with mental health problems 
can receive social support in social skills groups at school, from peer buddies, or 
from children they befriend in extracurricular activities. Health educators should be 
aware of support needs and be proactive in planning ways to support children with 
health and mental health problems. 

 Similarly,    parents of children with health or mental health problems benefi t from 
support. They benefi t from support of parents, who can also serve as mentors, of 
children with similar problems. Support from the medical team, counselor, or child 
psychiatrist is critical in providing parents with confi dence and self-effi cacy. Health 
educators should be familiar with how to support parents as they grieve the loss of 
their child’s “free and easy childhood years” if the child must struggle with a health 
or mental health problem. If a child has a serious illness understanding parents’ 
feelings (denial, grief, anger, sadness, and a wealth of other feelings) can help sup-
port them. Health educators can play a key role in educating parents about illness, 
fi nding support groups or mentors, and being a healing presence as the parent copes 
with grief because his or her child is faced with a signifi cant problem.  

     Siblings   

 Brothers and sisters infl uence a child’s development. Interactions between siblings 
can enhance a child’s coping with a chronic illness or mental health problem. Their 
support can be a vital uplift. For instance, at a local Ronald McDonald House, where 
this author volunteers, brothers and sisters provide support by developing blogs or 
Facebook pages where the child with the illness can reach out to extended family 
and be contacted by extended family. The child can fi nd support from others in his 
or her community and make new friends through his or her blog or Facebook page. 
This can be a way to reach out and be in community with others. It is noteworthy, 
however, that parents should remain active in their child’s life by monitoring blogs 
and Facebook pages to make sure that communications are positive. 
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    Siblings can face confusion when a brother or sister faces a serious health or 
mental health problem. They can lack understanding of what is happening and feel 
“in the dark” about what is going on with their brother or sister. The sibling also 
could feel guilty because they do not have any type of problem, while their brother 
or sister must face a serious problem. It may be likely that the sibling could feel “left 
out” and miss parental attention, as the parent may need to extend extra support, 
time, and care to help a child with a health or mental health problem. The sibling 
can feel depressed and isolated. Alternately, the sibling could “act out” and exhibit 
behavioral problems to gain attention and time from the parent and other family 
members. Health educators can play a role in the education of siblings about a 
brother or sister’s medical condition and helping them to understand how problem 
affects their brother’s or sister’s life. It may be necessary to refer siblings for coun-
seling should they be having signifi cant diffi culty adjusting to their brother’s or 
sister’s condition. Health educators should monitor sibling engagement in meaning-
ful activities. A sibling can be “forgotten” when a parent has to focus attention on a 
child with a serious problem. Siblings still need to be involved, to the extent possi-
ble, in activities, because involvement in activities can help them learn new skills, 
feel a sense of personal achievement, build self-esteem, and make friendships that 
will support their growth and development.  

    Children Are Agents in Their Own Development 

 Children are active in constructing their own development. They are active in con-
structing their own personalities. They infl uence their parents, just as their parents 
(and for that matter, other key adults in their lives) infl uence them. Children learn to 
think and can make decisions early. Their moods and their behaviors shape parent 
reactions and the reactions of other key players’ in their lives. The child changes 
over time as well. As the child develops, and different experiences in his or her life 
unfold, the child’s own views and agency shape experiences. Hence, there is a cycli-
cal interaction between the child’s own personality and wishes and what occurs in 
the child’s life that shapes the child’s view of him- or herself and the world. 
Figure  11.1  illustrates the reciprocity between the child and experience, with the 
child having a key role as an agent in his or her development over time.

   Figure  11.1  is complex, yet it is surely missing some of the key factors that may 
interact and infl uence some children’s lives. Throughout all that happens to the 
child, however, the child’s own temperament or personality has an infl uence on his 
or her development. The child is embedded in settings, historical context, and other 
factors that interact to infl uence his or her development. These notions harken back 
to previous theoretical orientations, such as that of Urie Bronfenbrenner ( 1979 , 
 1989 ), who proposed that children are active in their development, but are impacted 
by change over time and other systems in their lives. Bronfenbrenner developed 
 Ecological Systems Theory  , positing that children were embedded in systems, such 
as the family, neighborhood, country, etc. that played a key role in infl uencing their 
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development over the course of their lives. Systems that are distant from the child, 
such as the parents’ work environment could also infl uence his or her development. 
If a mother or father had a bad work environment, and came home upset every eve-
ning, this removed setting could have a negative impact on the child through his or 
her interactions with an “upset” parent. Another famous theorist, Albert Bandura 
( 1978 ,  1986 ) posited that behavior is reciprocally determined, and is infl uenced by 
the person, what has happened in previous situations, as well as other environmental 
factors. Bandura’s theory of  reciprocal determinism   opened exploration into the 
interaction of personal factors, such as will and motivation, the valence of what hap-
pened in past experiences for the person (either good or bad outcomes), and the 
infl uence of factors inherent in the environment, as being critical to infl uencing 
behavior and development. 

 Moreover, the phase of development for the child (e.g., child age) and the family 
(where the family is in its development as a unit) will infl uence the child’s develop-
ment. To illustrate, a family may be in emotional turmoil because parents are getting 
a divorce, which impacts the emotional development and functioning of the entire 
family. Divorce may have a very strong impact on children in the preschool years. 

Family
Time = Child

Age

Previous
Experiences 

Child

Resilience

Factors

Risk 

Factors

Other Factors: Extracurricular activities,
family’s phase of development, school, 
religion, family economic status, 
political influences, etc.

  Fig. 11.1    Children as agents in their own development—within a multi-determined world       
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Historical impacts, such as war or natural disaster can also impact a child’s devel-
opmental course. The boxes in Fig.  11.1  represent factors that can impact child 
development. The bi-directional arrows refl ect the reciprocal infl uence of the child 
and key factors in his or her environment, past experiences, and settings (contexts) 
that also may interact with the child’s own beliefs and temperament to infl uence his 
or her developmental trajectory. 

 The interactions between the child, signifi cant others in his or her life, time in the 
child’s life, and phase of development for the child and family are very complex. 
These factors are multidimensional and can have differential impacts on each other. 
It may be impossible to fi gure out how much of which factor contributed to child 
functioning. The health educator needs to take a careful history and understand all 
of the factors that impact a child, how his or her parents and signifi cant others infl u-
ence the child, and how life events which occur in different settings infl uence the 
child’s functioning. When taking a careful history and understanding all the factors 
contributing to a child’s functioning, the health educator has a chance to develop a 
comprehensive plan that considers the child’s strengths and factors in the environ-
ment that would facilitate positive functioning for the child. 

 Risk and resilience factors impact all aspects of a child’s development (see 
Fig.  11.1 ). If the model were three-dimensional and if it was moving, then these key 
factors would always be at play. They interact with all factors within the child and 
those in the child’s environment. Risk and resilience factors may be at the level of 
the child, family, settings in the child’s life (extracurricular activities, neighborhood, 
religion), in historical factors (heroes that touch the child’s life during times of trag-
edy, such as war or natural disasters). These factors impact how the child perceives 
experiences in his or her life. For instance, believing in oneself and having confi -
dence is a resilience factor. A risk factor, inherent to the child’s character, may be 
having a personality that is prone toward risk-taking behaviors. A resilience factor 
in the family might be a tendency to stick together in the face of adversity, whereas 
divorce in the family might be a risk factor. An upturn in the economy might be a 
resilience factor, if an unemployed parent gets a job. A strong mentor for an after- 
school activity might be another resilience factor. 

 When the health educator is developing plans to enhance child functioning, 
determining ways to maximize the impact of resilience factors and minimize the 
effects of risk factors are critical to developing successful plans to enhance child 
functioning. Teaching the child how to capitalize on positives in his or her world 
and move toward a  positive developmental trajectory  , maximizing resilient func-
tioning, is a very active view of child agency. The health educator needs to take into 
consideration a child’s overall health and its role in improving child agency. Making 
sure a child has a good sense of self, gets enough rest, and eats healthy food are key 
factors in ensuring that the child can be active in determining a positive outcome for 
him- or herself. In fact, good child health and mental health may be cornerstones to 
child agency and positive development. As shown in Fig.  11.1 , the child is in the 
center of many factors that shape his or her life. The child will have some agency in 
directing and infl uencing his or her world. This fi gure depicts many avenues for 
hope as there are many points of intervention to develop interventions to bring posi-
tive factors to bear in improving a child’s life.  
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    Summary 

 This fi nal chapter has offered an opportunity to present some critical ideas about the 
child and his or her role in shaping development. Moreover, information about envi-
ronmental factors and other infl uences on a child’s development, such as child stage 
of development and family stage of development, have been explored. Key factors 
impacting the child, such as diagnosis, child personality, family, school, and neigh-
borhood contexts, and risk and resilience factors, have been presented as crucial 
variables infl uencing the child. The health educator, when understanding that fac-
tors can change and the child can be active in infl uencing change, has a very positive 
role to play in designing intervention and care plans to support the child. Indeed, the 
future can be viewed as very bright for children as there are many avenues and 
directions for developing positive movement toward growth! Supporting the child to 
improve his or her self-confi dence and beliefs in his or her ability to produce change 
is a positive beginning in any plan of care. Supporting family growth and promoting 
the development of resilience factors and reducing risk for the child and family are 
continual goals in improving child wellness and health. As such, similar to the child, 
health educators could conceive of their role as active agents in search of and pro-
moting positive change through environmental and personal interventions that 
enhance coping of the child and his or her family. 

 Reducing barriers to good health and mental healthcare and improving child 
access to positive factors, such as involvement in after-school activities and activi-
ties with friends, are valuable actions to facilitate positives for the child. Ensuring 
that child wellness and growth through healthy eating, exercise, positive mental 
health and stress reduction are key factors to improving child functioning. Promoting 
access to an appropriate education and positive family and social environment are 
other system level goals to enhance child wellness and growth. Understanding the 
risks children face (through research and clinical experience), and working to 
improve their resilience and positive factors in their environments, affords opportu-
nities for health educators to change children’s lives for the better. In closing, it is 
hoped that reading this book has provided new information and encouragement for 
students to work in the fi eld to improve the lives of children and their families. 

  Exercises/Review Questions 
     1.    Discuss your ideas for interventions to promote feelings of self-effi cacy for chil-

dren with chronic illnesses or mental health problems. Feel free to browse the 
internet for creative ideas.   

   2.    Discuss ways you would promote problem-solving skills for children with men-
tal health problems.   

   3.    Some key systems are the school and neighborhood. How do these two contexts 
infl uence development for a child with a chronic illness or a child with a mental 
health problem?   

   4.    Child stage of development (e.g., being in early childhood versus high school) 
impacts a child’s functioning and world view. Similarly, family stage of develop-
ment can impact child and family functioning. Thus, compare and contrast how 
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a family with several very young children might interact with a child with 
oppositional behaviors versus a family with much older children, where parents 
are about to face an empty nest.   

   5.    Figure  11.1  presents a complex model of factors effecting child agency. Do you 
agree with the concepts in this model? Why or why not? What does your own 
model of child agency and development look like? What factors are key to infl u-
encing child growth and wellness in your personal model?      

  Key Concepts 
    STEPS model of problem-solving  
  Systems approach  
  Reciprocal infl uence of different developmental factors on each other  
  Albert Bandura (Reciprocal Determinism)  
  Urie Bronfenbrenner (Ecological Systems Theory)  
  Child agency  
  Risk Factors  
  Resilience Factors         
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