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B randon1 is in 4th grade. He
often interrupts other stu-

dents, rarely follows instruc-
tions, and almost never works
calmly at his desk. He seldom
turns in any of his classwork,
and his assignments are often
found crushed inside the back
of his desk. Papers, pencils, and
other objects he collects can be
found littering the 5-foot
perimeter around his desk.
What is going on with Brandon?
How can he be helped?

B Y  N A N C Y  C A R B O N E L L

J ake, a 9th grader, signed up
for the volleyball intramural

games, but his mood suddenly
changed one month into the
school year, and he has missed
six of the nine games in the past
three weeks. Lately, he seems
sad and sluggish. Various teach-
ers have heard him say, “I wish I
could stop everything” or “I’m so
stupid” in class or in the halls. He
eats alone in the cafeteria and
seems uncommonly burdened.
Almost every day, after arriving
home from school, he stays in his
room, and his mom reports that
he isn’t sleeping well. His parents
and teachers are concerned
about his wellbeing. What might
be happening with Jake? How
can he be helped?

C armen is a 3rd grader. She
has difficulty reading. She

cannot sound out words and
often will make up words based
on the first letter and/or the con-
text. Although the teacher has
placed her with a parent-volun-
teer who is willing to give her
special tutoring in this area, Car-
men frequently misses the ses-
sions. According to her mother,
she often complains of stom-
achaches and cries when she has
to leave for school. Sometimes
the “fight” over going to school is
so intense that Carmen’s mother
decides to keep her home for the
day, stating that this at least
seems to help the stomachache.
What might be going on with Car-
men? How can she be helped?



W
hat do these stories have in
common? They are repre-
sentative of many students
who experience learning
difficulties while at the

same time struggling with mental or
emotional issues. Special-needs teachers
see children like Brandon, Carmen, and
Jake in their classrooms every day. It is
estimated that in the U.S., 37 percent of
children with special needs also need
mental-health care.2 That is approxi-
mately one in every three special-needs
students! This is particularly challenging
for teachers whose training did not in-
clude how to deal with children experi-
encing mental-health issues.3

Helping children with mental-health
issues dovetails well with the philosophy
of Seventh-day Adventist education,
which emphasizes the balanced devel-
opment of the whole person.4 Ellen G.
White wrote: “A comprehensive educa-
tion is needed—an education that will
demand from parents and teachers such
thought and effort as mere instruction
in the sciences does not require. Some-
thing more is called for than the culture
of the intellect. Education is not com-
plete unless the body, the mind, and the
heart are equally educated.”5 Acknowl-
edging the psychological wellbeing of
each child and ensuring his or her
wholistic development to the fullest po-
tential God desires are aspects Christian
educators dare not ignore. 

Research shows that although teach-
ers are not always comfortable with the
role of gatekeeper, they realize that it is
their responsibility to be aware and
supportive of students with mental-
health needs. This has often led them
to recognize that they must initiate
needed interventions.6 Clearly, more
attention and training are needed to
educate teachers on how better to as-
sess and access the appropriate mental-
health care children need. 

This article will identify and review
three mental-health disorders commonly
found among children: Attention Deficit/
Hyperactivity Disorder (ADHD), Sepa-
ration Anxiety Disorder (SAD), and
Major Depression Disorder (MDD). It
will discuss the findings of what causes

each disorder, the diagnosis frequently
given, and treatment options available.
The article will also review and discuss
symptoms that would warrant teacher
referral of such students for mental-
health care. 

attention deficit/Hyperactivity
disorder 

Attention Deficit/Hyperactivity
Disorder (ADHD) is one of the most
prevalent disorders among school-aged
children. ADHD affects three to seven
percent of school-age children in the
United States and is more prevalent
among boys.7 Symptoms are often ap-
parent by 3 to 6 years of age8 but be-
come prominent once a child reaches
school age. The danger lies not only in
the affected child’s inability to do well
academically, but also in his or her dif-
ficulty in developing healthy social in-
teractions with peers. Brandon’s story
describes well what ADHD looks like
in a school setting. Although much re-
search is still being conducted to deter-
mine what factors may be tied to
ADHD (such as mother’s use of to-
bacco and alcohol during pregnancy,
exposure to toxins [i.e.. lead], low birth
weight, premature delivery, and brain
injury), studies suggest that genetics
also play a part.9 Children diagnosed
with ADHD typically have a parent,
sibling. or close relative with ADHD.

Children with ADHD may exhibit
the following behaviors: 

• inattention;
• inability to follow instructions;
• incessant talking;
• easily distracted from schoolwork 
or play; 

• chronic forgetfulness;
• inability to stay seated;
• obliviousness to what is happening
around them;

• impulsivity, acting and speaking 
without thinking; 

• trouble taking turns; 
• interrupting others. 
While all children may engage in one

or more of these actions from time to
time, those with ADHD engage in such

behaviors frequently or at excessive lev-
els. Such behavior occurs over an ex-
tended period of time and in varied set-
tings, such as home, school, and church. 

Children with ADHD are particu-
larly challenging in the classroom.
Teachers may feel impatient and an-
noyed about repeating instructions or
reminding wanderers to return to their
seats. Unfortunately, these behaviors
can lead to teacher/child interactions
that are predominately negative and
punitive. Actions that further alienate
the child (making him or her sit in the
hallway for extended periods of time),
or taking away certain privileges that
most children need and enjoy (recess,
free-time activities, etc.) only con-
tribute to the child’s conviction that
“My teacher hates me!”

ADHD traits may also lead to trouble
with classmates—being bullish at play,
breaking things, loud and impulsive be-
havior, inability to “play fair” with class-
mates, etc. Thus, school is often perceived
as a hostile place by children with ADHD. 

diagnosis of adHd
A child showing such ADHD symp-

toms needs to be referred to a mental-
health professional (the family physi-
cian or the school’s health professional).
These persons will collect observational
information from various adults in the
child’s life such as teachers, parents, and
caretakers, and also from the child’s
family history, using questionnaires that
assess ADHD behaviors.10

Interventions for adHd 
Although ADHD can’t be cured and

often continues into adulthood, it can
be managed successfully, and some
symptoms may actually decrease with
age.11 A number of therapies (e.g., cog-
nitive, occupational, biofeedback,
herbal, vitamins, food supplements)
have been used in ADHD manage-
ment, although no evidence-based
studies exist to prove their effective-
ness.12 The best course is to consult a
trained mental-health provider who is
able to work with and monitor the
child, parents, and teacher.13

Behavioral therapy and cognitive-
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behavioral therapy have been found to
be successful in dealing with both be-
havior and thought patterns that result
in ADHD behavior.14 The counselor/
 psy chologist teaches the child various
skills—interacting with others, problem
solving, and self-monitoring—to culti-
vate the desired behavior and minimize
impulsive and inattentive behaviors. The
counselor often includes parents in the
treatment process so that the family be-
comes aware of ADHD issues and learns
to address the symptoms effectively. 

affirmation Is preferable to
Sanctions 

In the classroom, teachers can help
ADHD children through preventative
classroom modifications, particularly in
special-education classes since those
tend to have fewer children and utilize
one-on-one teaching approaches. These
strategies might include sitting the child
close to the teacher’s desk and away
from windows, doors, and other obvi-
ous distractions (class pets, pencil
sharpeners, etc.), or allowing the child
to take breaks as needed, and perhaps
structuring the break so the child is
asked to be the teacher’s helper to take
messages to the office or turn in the
lunch count. Children love helping in
this way. Some children with ADHD
also concentrate better if they are al-
lowed to have outlets for their excess en-
ergy in order to stay on task. For exam-
ple, being allowed to pace in the back
while thinking or keeping their hands
moving by squeezing “stress balls” as
they work on an assignment.

It is important for teachers to estab-
lish and enforce clear and consistent
classroom rules and redirect the ADHD
child’s energy toward a goal or task
when he or she gets off task and to
focus on the child’s successes in the
classroom rather than the problems he
or she “causes.” Research15 has revealed
that ADHD children are best motivated
by rewards and affirmations. Openly
praising the child for the good job done
and positively reinforcing with a token
or star on a chart provide affirmation,
and constitute powerful tools for teach-

ers. The teacher can also affirm the
child by asking him or her to hand out
homework, collect assignments, or as-
sist in decorating a bulletin board. Posi-
tive moments help build self-esteem,
help motivate on-task behavior, and
foster a good relationship between the
teacher and the child. 

Strengthening the parent-teacher re-
lationship is also critical to resolving
students’ school problems.16 When
teachers have ongoing positive com-
munication with parents, home and
school can work together to help chil-
dren complete academic tasks consis-
tently and successfully. Teachers can
support parents by providing teacher-
student contracts that allow the student
to complete unfinished work at home,
send home daily or weekly reports on
how the child is doing, and the assign-
ments that still need to be completed. 

Clinical practice guidelines17 involv-
ing diagnosis, evaluation, and treatment
of ADHD in children and adolescents
recommend that medication be used
only when behavioral interventions are

not available or when significant room
for improvement exists following effec-
tive implementation of behavioral inter-
ventions. Pharmacological interventions
have been shown to increase the brain’s
production of certain neurotransmitters
that activate the parts of the brain deal-
ing with impulsivity and attentiveness. It
is imperative that parents and physicians
work together to monitor medications
and their side effects, and obtain peri-
odic assessment of their effectiveness.

Separation anxiety disorder 
The second mental-health disorder

commonly experienced by school-aged
children is Separation Anxiety Disorder
(SAD). Children with SAD often refuse
to go to school or to sleep alone. They
fear being away from key parental figures
in the home, have nightmares about sep-
aration, and complain of physical symp-
toms in anticipation of separation. Car-
men’s story at the beginning of this
article describes well what separation
anxiety disorder might look like. In such
cases, the child’s anxiety leads to exces-
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sive worry and stress beyond what is
normal for the child’s age group. It is
natural for many children younger than
age 5 or 6 to feel anxious when separated
from their caregiver. However, when
school-aged children (7 years and up)
feel such severe anxiety that they no
longer want to go to school or visit
friends, or insist on sleeping with their
parents rather than in their own room,
there is cause for concern. In fact, the key
features of this disorder are the non-age-
appropriate and excessive nature of the
symptoms.18 In such situations, the anxi-
ety can become so extreme that it im-
pedes the child’s desire to engage in new
experiences and to discover and learn
new things—experiences important in
creating self-efficacy in most children. 

Children with SAD tend to:
• feel that family members are in

danger when separated from them;
• exhibit extreme over-attachment

to parent(s);
• shadow parents at home;
• fear sleeping in a dark room alone;
• experience physical symptoms

(headaches, stomachaches, dizziness)
when anticipating separation;

• whine about going to school, to a
friend’s house, or a birthday party;

• dislike saying good-bye to parents.
SAD is often inaccurately referred to

as “school phobia.” In reality, the anxiety
actually occurs at the thought of being
separated from parents or caregivers.
Such children would never leave their
caregiver’s side if they did not have to.
Consequently, they may miss many days
of school, which affects their ability to
keep up with school work, and also keeps
them disconnected and isolated from
peers and age-appropriate experiences.19

To make things worse, parents com-
monly will try to protect such children
by allowing them to stay home if they
start complaining of stomachaches or
headaches as the time to leave for school
draws near. Without intending to do so,
such parents actually reinforce the be-
havior that induces anxiety! 

About four percent of children and
adolescents have this disorder.20 The
chances for overcoming separation anxi-
ety are best when it is diagnosed and dealt

with in the early stages. If untreated, anxi-
ety tends to create and blossom into more
anxiety, thus hindering good manage-
ment or recovery.21 The teacher’s role be-
comes even more important to the child’s
wellbeing because the parents themselves
may be contributing to the problem by
not knowing how to respond appropri-
ately. Although the connection between
childhood and adult anxiety is not yet
clearly understood, evidence suggests that
vulnerability to adult anxiety may mani-
fest itself in childhood.22 Learning how to
deal with anxiety early in childhood is
thus advisable and necessary.

diagnosis of Separation anxiety
disorder

Research shows that a high percent-
age of children with SAD have a parent
who also experienced separation anxiety
in childhood, which suggests that SAD
may have a genetic component.23 This
should be taken into account when a
teacher shares his or her concerns with
the parent so that the child can be prop-
erly diagnosed either by a mental-health
professional or a physician. A diagnosis
is usually made after collecting observa-
tional information from interviews with
various adults in the child’s life, such as
teachers, parents, and caregivers. 

Interventions for Separation
anxiety disorder

The teacher’s main role in the inter-
vention process is one of informing the
parents regarding his or her observa-
tions and connecting them and their
child with a competent mental-health
provider. The sooner the child receives
counseling intervention, the better.
Studies show that cognitive-behavioral
therapy and family interventions appear
to be most effective for children aged 7
to 10, while the cognitive-behavioral ap-
proach alone is just as helpful for those
aged 11 to 14.24 The early treatment al-
lows the child to learn to manage anxi-
ety in more productive ways before
maladaptive patterns become too en-
trenched. 

As mentioned earlier, some studies
suggest that families of children with

SAD tend to contribute to their chil-
dren’s anxiety issues by being excessively
concerned and over-protective.25 Hence,
the importance of involving parents in
the intervention process cannot be over-
stated. By including the parents in the
process, they not only learn to better un-
derstand how and why their child is in-
teracting with their world in this way,
but it will also guide parents on how to
calm down and support their child in a
way that facilitates success in his or her
life. Parents can learn to help their child
master appropriate anxiety-managing
skills and can assist the child in identify-
ing the signs of an anxiety episode be-
fore it spins out of control. 

Another helpful method is bibliother-
apy,26 a treatment approach used by psy-
chotherapists, which includes carefully
selected books and journaling to help
treat depression. The therapist may pro-
vide parents and teachers with helpful
books that provide management skills
and strategies for supporting the child at
home and at school, such as Helping Your
Anxious Child: A Step-by-Step Guide.27 It
should be noted, however, that although
books and other information sources
may help in dealing with children with
SAD, these are no substitute for profes-
sional mental-health care.28

Major depressive disorder
While separation anxiety is often

seen in younger children, Major De-
pressive Disorder (MDD) is often trig-
gered as children move into puberty.
Chronic feelings of sadness and worth-
lessness seem to permeate everything
the young person does and often rob
him or her of the capacity for happi-
ness and joy. The disorder is so perva-
sive that it can interfere with all aspects
of an adolescent’s life, causing him or
her to skip school, experience difficulty
in socializing with friends, and in se-
vere cases, triggering suicidal thoughts.
The major signs to look for are:

• changes in mood, either more irri-
table or more despondent; 

• marked, involuntary changes in
weight;

• highly critical of self; feelings of
worthlessness;
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• depression lasting weeks or
months;

• unusual sadness and reduced in-
terest in activities once enjoyed (hang-
ing out with friends, participating in
sports, etc.);

• thoughts or attempts of suicide;
• changes in sleep patterns;
• fatigue and sluggishness; 
• indecisiveness that significantly in-

terferes with day-to-day activities. 
Although many factors may be re-

sponsible for childhood and adolescent
depression, genetics play a key role.
Behavioral scientists have found that
humans inherit varying levels of vul-
nerability to depression that cause in-
dividuals to respond differently to vari-
ous stressors in the environment.29

Children whose close relatives suffer
from depression are more likely to be
victims. (This is not to say that those
without any family history are immune
from becoming depressed.)

Depression may also be triggered by
traumatic events, such as being attacked
by a dog, losing a loved one, ending a
relationship, or being the victim of sex-
ual abuse. It can also occur in those
who have no family history or have
never experienced trauma. Depressive
episodes can often be resolved with ef-
fective counseling, so finding a mental-
health professional who specializes in
working with children with this disor-
der is the most effective approach. 

Interventions for depression
The U.S. Centers for Disease Control

and Prevention (CDC) reported that in a
2009 sampling of 16,410 high school
youth, 26.1 percent felt sad and hopeless
enough to stop their normal activities;
13.8 percent reported they seriously had
contemplated suicide during the previ-
ous year; 10.9 percent had actually devel-
oped a suicide plan; and 6.3 percent had
attempted suicide one or more times.30

Depression is a serious matter, but often
by the time the symptoms are recog-
nized, the life of the person affected may
be at risk. The suffering and dysfunction
caused by mood disorder can harm the

child in many ways—developmentally,
socially, and academically. Further, de-
pressed youngsters are more at risk than
the general population to develop alco-
hol and legal/illegal substance dependen-
cies and to become suicide risks.31

In cases of mild depression, counsel-
ing is generally sufficient. For more dif-
ficult cases, psychotherapy and medica-
tion may be needed. For example,
cognitive-behavioral therapy, during
which the counselor teaches young peo-
ple how their thoughts can affect their
feelings and behavior and how to re-
place dysfunctional messages with more
rational ones, has been found helpful.
Interpersonal therapy seeks to jump-
start recovery by focusing on the child’s
parents, family, and friends in order to
assess the positive and negative impact
on one another’s lives, while encourag-
ing the children to seek out friends and
activities they once enjoyed. 

If after interviewing the child and par-
ent(s), a mental-health professional sus-
pects that the cause of depression has a
genetic component, the child will most
likely be referred to a child psychiatrist or
medical doctor to receive further evalua-
tion and treatment. The medications that
seem most effective are those that in-
crease the supply of certain neurotrans-
mitters, such as serotonin, epinephrine,
and dopamine. The use of medications
for a child with depression is never an
easy decision. Experts, however, believe
that the benefits outweigh the risks since
untreated depression is a serious threat to
teen health and happiness.32

If a student displays symptoms of de-
pression, take time to talk with him or
her and show an interest in his or her life.
If a child or adolescent expresses self-in-
juring or suicidal thoughts, speak directly
to him or her about such thoughts. Some
fear that such a direct approach may lead
to harmful effects; but in fact, it allows
caregivers to assess the seriousness of the
depression and how far it has progressed. 

In the United States, if an educator
suspects that a child is dangerous to self
or others, the law requires him or her
to contact the parents, guardians, or
school counselor, and do everything
possible to keep the student safe. Every

school should have a clear protocol to
follow in such situations, which spells
out the steps teachers and staff should
follow when they encounter a poten-
tially suicidal student. In the U.S., if
such an emergency occurs and the child
appears to be suicidal, call the National
Suicide Prevention Lifeline (1-800-273-
TALK [8255]), 1-800-SUICIDE (1-800-
784-2433), or 911. For international
resources, visit the International Asso -
ciation for Suicide Prevention Website
at http://www.iasp.  info/resources/
 Crisis_ Centres. 

conclusion
For the first time since 1960, when

the U.S. Government began collecting
data on the types of disabilities experi-
enced by children, the top five disabilities
affecting youth are mental-health chal-
lenges rather than physical problems.33

The challenges facing families, teachers,
and administrators are greater than ever.
In today’s world, almost 40 percent of all
students with special needs will also have
a coexisting mental-health disorder! 

Because of the large amount of time
children and young adults spend each
day in the school setting, it often be-
comes the responsibility of the classroom
teacher to make an initial identification
of which children have mental-health
needs that require special assistance.
While teachers are key players in guiding
the parents and child on how and where
to go to obtain effective assessments and
interventions for such mental-health
concerns, they will need the support of
their school administrators and continu-
ing-education courses to obtain appro-
priate training. Two great resource books
are The Educator’s Guide to Mental
Health Issues in the Classroom by Frank
Kline and Larry Silver, and Teaching Kids
With Mental Health and Learning Disor-
ders in the Regular Classroom by Myles
Cooley.34 These are must-reads for all
educators who work with children. The
authors provide information on the vari-
ous mental-health and learning prob-
lems found among children in the class-
rooms and give practical suggestions on
how to address them. 
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It is also imperative that administra-
tors and teachers work together to iden-
tify nearby mental-health providers who
can become a part of their team as they
work to help these students. Having
good referral services to turn to for con-
sultation or assessment is crucial. While
the challenges are great, we also have
more knowledge and resources than ever
before to face them head on. 
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