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UNIT I 

CONCEPT & DEFINATIONS 

 

Children with Special needs: are those who require special education and related 

services if they are to realize their full human potential. These children are in need of 

special education because they are markedly different from most children in the class 

room in one or  more of the following ways. They may have mental retardation, 

specific learning difficulties, disordered speech or language or special gifts or 

talents. 

 

Cruick Shank defines  (1974) - A Child who deviates intellectually, physically, socially 

and emotionally so much from what is considered to be normal growth and 

development that he cannot receive maximum benefit from regular school progamme 

and requires a special class or supplementary instruction and services. 

 

Hewett and Forness (1984) An exceptional learner is an individual who because of 

uniqueness in sensory, physical, neurological, temperamental or intellectual capacity 

and /or in the nature and range of previous experience, requires an adaptation of the 

regular school programme in order to maximize his or her functioning level. 

 

 

CONCEPT OF IMPAIRMENTS, DISABILITIES AND HANDICAPS 

 

Impairment can generate a disability, which in turn can lead to a handicap. A handicap 

will often lead to further social and economic exclusion. The more the exclusion, the less 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22440
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aware and concerned the community will become of the needs of persons with 

disabilities and the barriers they face. This alienation leads to a widening gap in the 

understanding of children with disabilities and their needs. 

The World Health Organization (WHO) has defined impairment, disability and handicap 

as the following: 

 

Impairment: Any temporary or permanent loss or abnormality of a body structure or 

function, whether physiological or psychological. An impairment is a disturbance 

affecting functions that can be mental (memory, consciousness) or sensory, internal 

(heart, kidney) or external (the head, the trunk or the limbs). 

It is an abnormality of structure and/or function at the organ level. At this stage, an 

affected individual becomes aware that he or she is unhealthy." Because of the autism, 

the student has trouble communicating the same way other people do. 

Disability: A restriction or inability to perform an activity in the manner or within the 

range considered normal for a human being, mostly resulting from impairment. 

 A disability is a condition or function judged to be significantly impaired relative 

to the usual standard of an individual or group. The term is used to refer to 

individual functioning, including physical impairment, sensory impairment, 

cognitive impairment, intellectual impairment mental illness, and 

various types of chronic disease. 

 Disability is conceptualized as being a multidimensional experience for the 

person involved. There may be effects on organs or body parts and there may be 

effects on a person's participation in areas of life. 

 Correspondingly, three dimensions of disability are recognized in ICF: body 

structure and function (and impairment thereof), activity (and activity 

restrictions) and participation (and participation restrictions). 

 

Handicap: This is the result of an impairment or disability that limits or prevents the 

fulfillment of one or several roles regarded as normal, depending on age, sex, social and 

cultural factors. 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22589
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It is a disadvantage resulting from impairment or a disability, a handicap limits or 

prevents the fulfilment of a role that is normal (depending on age, sex, and social and 

cultural factors) for the affected individual...Measured as such, handicaps largely reflect 

societal attitudes toward people with disabilities." The student with autism has a 

significant handicap because the school has not provided him with an alternative 

communication system. 

 

Disease or Disorder: Something abnormal occurs within the individual: this may be 

present at birth or acquired later... gives rise to changes in the structure or functioning 

of the body." For example, a student in your school may have a disorder known as 

autism that may be the result of differences in the way the brain works. 

 

 

 

TYPES OF DISABILITIES/ CLASSIFICATION  

This lesson deals with the current classification of disabilities given by WHO. This is 

discussed under the following headings 

 

1. PHYSICAL DISABILITIES 
a. Orthopedic impairment / Mobility 

Impairment 
 Arthritis 
1. Rheumatoid Arthitis (RA) 
2. Osteoarthritis 

ii. Multiple Sclerosis (MS) 
iii. Muscular Dystrophy (MD) 

5. PERVASIVE DEVELOPMENTAL 
DISORDERS / AUTISM SPECTRUM 
DISORDER 
 Autism 
 Asperger Syndrome 
 Rett syndrome 
 childhood disintegrative disorder 

 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22159
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22241
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22241
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22223
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22225
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22227
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22228
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22230
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Psychological Disabilities 
a. Anxiety Disorder 
b. Bipolar Disorder 
c. Depression 
d. Obsessive Compulsive Disorder 

(OCD) 
e. Phobia 
i. Acrophobia 

ii. Agoraphobia 
iii. More in List of Phobias 
f. Schizophrenia 

 

Chronic Health impairments / Chronic 
Illnesses 

a. Asthma 
b. Cancer 
c. Chronic Fatigue Syndrome 
d. Diabetes 
e. Hypoglycemia 
f. HIV AIDS 
g. Renal Failure 
h. Tuberculosis (TB) 
i. Epilepsy 
j. Cardiac conditions 
k. Cystic Fibrosis 

 
 

iv. Crippling from infections - 
poliomyelitis / infantile paralysis; 
Osteomylities 

v. Congenital malformation – Absent 
limb/reduced limb function , Limb 
deficiency 
absence of limbs; dislocation of 
joints; cleft palate; club foot; 

vi. Traumatic crippling - amputation 
b. Neuro-motor impairments 

i. Cerebral palsy 
ii. Spinal cord injury 

iii. Spina-bifida 
 

6. SPEECH AND LANGUAGE 
IMPAIRMENT - four major areas in which 
these impairments occur are: 

1. Articulation 
2. Fluency 
3. Voice 
4. Language 

SPEECH DISORDERS 
5. stuttering 
6. stammering 
7. lisping 
8. esophageal voice 

 

2. SENSORY IMPAIRMENT 
 Visual impairment - Partial / 

complete blindness 
 Auditory / Hearing impairment- 

Partial / complete deafness 

7. COMMUNICATION DISORDERS 
1. expressive language disorder 
2. receptive- language disorder 
3. mixed language disorder 

3. COGNITIVE/ INTELLECTUAL 
IMPAIRMENTS / DISORDERS OF 
INTELLIGENCE 

1. Mental Retardation 
2. Slow learners 
3. Down’s Syndrome 

 

8. SPECIFIC LEARNING DISABILITIES 
4. Dyslexia 
5. Dysgraphia 
6. Dyscalculia 

 

4. NEURO BIOLOGICAL DISABILITY 
  ADD 
 ADHD 

 

 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22684
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22690
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22692
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22694
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22695
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22699
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22701
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22702
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22704
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22706
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22232
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22232
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22232
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22234
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22235
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22243
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22245
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22278
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22293
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22358
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22559
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22647
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22650
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22651
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CAUSES OF DISABILITIES: FACTORS INFLUENCING DISABILITY – GENETIC AND 

ENVIRONMENT 

The major causative factors for disabilities include 

PRENATAL 

 Genetic, Chromosomal 

 Infections in mother 

 Exposure to toxic substances 

 Thyroid deficiency 

 Congenital defects in the brain 

 Chromosomal Abnormalities :  Down’s syndrome, Fragile X chromosome may 

cause mental retardation. 

 Metabolic and Nutritional Disorders: 

Phenylketonuria- (PKU): Affects fetal body processes or metabolizes protein. 

Hence phenylalanine accumulates in the blood stream and becomes toxic and 

leads to brain damage and mental retardation. 

Galactosemia - Foetal unable to process galactose, a form of sugar, found in 

milk and other food products. It leads to jaundice, liver damage, susceptibility 

to infections, vomiting, cataract, impaired intellectual functioning. 

Maternal Infections: Rubella (Germen Measles) – It is mild but highly 

contagious illness, linked to MR along with vision and hearing defects, heart 

problem and low birth weight. It is responsible for multiple impairments. 

some antibiotics, antidepressants and anti cancer medications lead to fetal 

malformations. Some drugs are “teratogens” – substances that cause 

malformations in the foetus. 

 

PERI-NATAL 

 Gestational disorders: a) low birth weight (less than 2500 gms) about 1500 

gms b) premature birth (less than 37 weeks of pregnancy). Leads to learning 

problems, Mental retardation, Sensory motor impairments. 

 Neonatal complications: complications surrounding the birth process may 

cause mental retardation. 

 Anoxia-oxygen deprivation 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22522
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22448
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22692
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 Hypoxia -insufficient oxygen supply. One out of 5 births due to 

anoxia, leads to mental retardation. Anoxia is caused due to damaged 

placenta or prolonged and difficult delivery. 

 Birth trauma – improper use of forceps. 

 Breech presentation–causes injury to baby’s head due to greater 

intensity and frequency of uterine contractions during birth process. 

 Precipitous birth–lasting less than 2 hours. Falling suddenly (sudden 

birth). The gentle molding of skull may not take place during 

precipitous birth, leading to tissue damage and mental retardation. 

POSTNATAL 

1. Infections and intoxicants: 

1. Lead poisoning: causes seizures, brain damage, disorders of central 

nervous system 

2. Meningitis : viral infection. It causes damage to the brain cover. 

3. Encephalitis: inflammation of the brain tissue. It causes damage to central 

nervous system. 

2. Environmental factors: 

1. Nutritional problems 

2. Adverse living conditions 

3. Inadequate health care 

4. Lack of early cognitive stimulation 

5. Child abuse and neglect 

6. Accidents 

7. Interactions between environmental, and genetic or biological 

contributions. 

 

According to Doll there are 2 kinds of causes 

1. Endogenous-is the result of “hereditary transmission of Psycho-biological 

insufficiency 

2. Exogenous- Pathological alterations of normal development 

According to Devanport there are seven categories of causes based on developmental 

stages. 

1. Defects arising in the Germ plasma 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22522
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22522
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22522
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22522
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22522
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22522
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2. Defects resulting during fertilization of the Egg. 

3. Defects connected with implantation, 

4. Defects arising in the Embryo, 

5. Defects arising in the Fetus, 

6. Problems due to birth injuries 

7. Defects arising in infancy and later childhood. 

 

INCIDENCE AND PREVALENCE OF DISABILITY IN INDIA 

                   India has 20.42 lakh disabled children aged between 0 and 6 years. 

Around 71% of them - 14.52 lakh children - are in rural areas. There are 5.9 lakh 

disabled children in cities. Of them, 11.04 lakh are male and 9.38 lakh are female 

children. Among them, 1.49 lakh children have multiple disabilities.  

Children with hearing and eyesight disabilities form the lion's share among them. 

All age groups put together, there are more than 41 lakh children with eyesight 

problems and 47 lakh children with hearing disabilities in the country, says the 

latest report on 2011 Census released on Monday. Here are more than 5.80 lakh 

children in this age group with other disabilities like autism and cerebal palsy. 

Uttar Pradesh has the maximum number of children with disabilities. Bihar is next 

on the list with 2.90 lakh children. Maharashtra has 2.17 lakh children with 

disabilities. In the south, undivided Andhra Pradesh has 1.27 lakh children, 

followed by Karnataka - 92,853 - Tamil Nadu - 62,538 - and Kerala - 26,242.  

Among the smaller states, Sikkim has the lowest number (628) of disabled children. 

Assam has the maximum number of disabled children (35,742) in the northeast. 

The country's disabled population has increased by 22.4% between 2001 and 

2011. The number of disabled, which was 2.19 crore in 2001, rose in 2011 to 2.68 

crore - 1.5 crore males and 1.18 crore females. Rural areas have more disabled 

people than urban areas. In Maharashtra, Andhra Pradesh, Odisha, Jammu and 

Kashmir and Sikkim, the disabled account for 2.5% of the total population, while 

Tamil Nadu and Assam are among those where the disabled population is less than 

1.75% of the total population. 

 

 

 

https://economictimes.indiatimes.com/topic/disabled
https://economictimes.indiatimes.com/topic/children
https://economictimes.indiatimes.com/topic/disabilities
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PREVALENCE OF DISABILITY IN INDIA 

 

Types of disabilities                   % of prevalence 

Sight                                                                  27% 

Hearing                                                             15% 

Communication                                              13% 

Physical                                                            35% 

Intellectual                                                      14% 

Emotional                                                        15% 

 

DECLARATION OF THE RIGHTS OF DISABLED 

The right to 

1. Same fundamental rights as other human beings. The right to enjoy a decent life 

as normal as possible. 

2. To respect for their human dignity. 

3. To the same civil and political rights as their fellow citizens. 

4. To the measures enabling them to become as self reliant as possible. 

5. To medical, psychological and functional treatment, rehabilitation and 

placement services to help develop their skills, fostering their process of social 

integration. 

6. To economic and social security providing them with a decent level of living to 

work according to their capacities in a useful, productive and remunerative 

occupation. 

7. To their special needs in all stages of social and economic planning. 

8. To live with their family and participate in all social, creative and recreational 

activities. In case of persons requiring special establishments, their environment 

and living condition shall be as normal as possible. 

9. Protection against exploitation and discrimination. 

10. To legal aid. 

11. To enjoy these rights, regardless of race, sex, color, religion, nation and social 

origin. 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22157
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22262
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22471
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NEED FOR PREVENTION:  PREVENTION AT THREE LEVELS 

 PRIMARY PREVENTION – Action taken prior to the onset of the disease/disability, 

which will remove the possibility that a disease/disability will occur. 

 SECONDARY PREVENTION – Action, which halts the progress of the 

disease/disability at its incipient stage and prevents complications. The specific 

interventions are early diagnosis and adequate treatment. 

 TERTIARY PREVENTION – All measures available to reduce or limit impairments 

and disabilities, and minimize suffering caused by existing disability. This phase is 

also called rehabilitation, which includes physical, psychosocial and vocational 

measures taken to restore the patient back to normal or near normal condition 

It is extremely important that the women undertake adequate and effective preventive 

measures during their pregnancy and immediate postnatal period and also for their 

children especially during the early childhood period, in order to significantly reduce 

the incidence of impairment and disabilities in them. Therefore, in this chapter 

examples of easily understood primary preventive measures, for mother and child are 

summarized. 

 GENERAL PREVENTIVE MEASURES 

1. Marriage between very close blood relations like uncle, niece, first cousin should be 

avoided for prevention of hereditary disorders. 

2. Avoid pregnancies before the age of 18 years and after the age of 35 years. 

3. Consult a doctor before planning the pregnancy; 

 If there is incidence of birth defects in your family. 

 If you have had difficulty in conceiving or have had a series of miscarriages, still 

births, twins, delivery by operation (Caesarean), obstructed labour/prolonged 

labour(more than 12 hours) and/or severe bleeding in previous pregnancy . 

 If you have RH - negative blood type. 

 If you have diabetes. 

 CARE DURING PREGNANCY 

1. Avoid hard physical work such as carrying heavy loads, especially in fields, and 

other accident - prone activities such as walking on slippery ground or climbing 

stools and chairs. 
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2. Avoid unnecessary drugs and medications. Even the normally considered safe 

drugs which are sold commonly can potentially cause serious defects in an unborn 

child. 

3. Avoid smoking, chewing tobacco, consuming alcohol and narcotics. 

4. Avoid X - rays, and exposure to any kind of radiation. 

5. Avoid exposure to illnesses like measles, mumps etc, especially during the first 3 

months of pregnancy. 

6. Avoid sexual contact with a person having venereal disease. 

7. Take precautions against lead poisoning. 

8. Avoid too much use of ‘Surma’ and ‘Kohl’. 

9. Eat a well-balanced and nourishing diet supplemented with green leafy vegetables, 

proteins and vitamins. 

10. All women of the child bearing age need 0.4mg of folic acid daily. It is also available 

in folic acid plus iron tablets which should be taken for at least 3 months during the 

third trimester when the risk of developing iron deficiency anemia is greatest. 

11. Ensure weight gain of at last 10 kgs. Have regular medical checkups. 

12. All pregnant women should be given tetanus injection. 

13. Woman at ‘high - risk’, whose weight is < 38 Kg, height is less than 152 cm, weight 

gain during pregnancy <6 kg or who is severly anaemia c (Hb < 8mg), having 

frequent pregnancies, having a history of miscarriage/ abortion/premature 

deliveries, must get expert prenatal care so as to have a normal baby. 

14. Must consult a doctor, in case of edema (swelling) of feet, persistent headache, 

fever, difficulty or pain in passing urine, bleeding from the vagina, and yellowness of 

eyes (jaundice) 

 

 CARE AT THE TIME OF BIRTH 

1. Delivery must be conducted by trained personnel, preferably in a hospital where 

all facilities are available. 

2. If a baby does not cry immediately after birth, resuscitation measures should be 

undertaken at once. 

3. Babies born prematurely and with a low birth weight (<2.5 Kg) may need 

Neonatal Intensive Care. 
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4. If the baby’s head appears to be abnormally small or large then a physician should 

be consulted, preferably a pediatrician. The approximate head size for a male child 

at birth is 35 cm and for female child is 34.5 cm. 

5. To protect a child from infections, breast - feeding must be started immediately 

after birth. First milk (colostrum) must be fed to the baby and should not be 

thrown away, as it has antibodies which are protective. 

 

 EARLY CHILDHOOD CARE 

1. Do not allow a child’s temperature to rise above 101 degree F because of any 

reason. It can cause febrile seizures 

2. If a child gets a fit take him to doctor immediately. 

3. Every child should be immunized against infectious diseases as per the 

recommended schedule of immunization. 

4. Do not allow a child to have too much contact with paint, newsprint ink, lead etc. 

as they are toxic. 

5. Take precautions against head injury, and other accidents. 

6. Ensure that the child gets a well-balanced diet and clean drinking water. 

7. Introduce additional foods of good quality and in sufficient quantity when the 

child is 4 -6 months old. 

8. Vitamin A deficiency and its consequences including night blindness can be easily 

prevented through the use of Vitamin A supplementation. 

9. Protect a child from Meningitis and Encephalitis by providing a hygienic 

environment which is free of overcrowding. 

10. Common salt must be iodized as a precaution against goiter and cretinism. 

11. Do not allow a child to use hairpins, matchsticks and pencils, to remove wax from 

the ears. 

12. Use ear protectors to reduce the exposure to high levels of noise, if children are 

living or working in a noisy environment. 

13. Do not slap a child over the face as this may lead to injury of the eardrum and 

consequent hearing loss 
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INTERVENTION: It is a general name for all the efforts made on behalf of the 

handicapped. The overall goal is to eliminate, or at least reduce the obstacles that keep a 

handicapped person from full and active participation in society. 

                   There are three basic kinds of intervention efforts 

1. Preventive( problems from becoming serious handicaps) 

2. Remedial(overcoming handicaps through training or education) 

3. Compensatory( giving the handicapped new ways of dealing with the disability) 

 

EDUCATION AND REHABILITATION OF DISABILITY  

PREVENTION: Preventive efforts are most promising when attempted early in life, 

during prenatal period. Eg: genetic counseling, amniocentesis and screening early in 

infancy for metabolic disorders and other conditions that produce disabilities. Social  

and education programs to stimulate infants and very young children to acquire skills 

that most children learn normally without special help. 

REMEDIATION is an educational term. This is similar to rehabilitation. The purpose is 

to teach the disabled child basic skills needed for independence. In school these 

skills may be academic (reading, writing speaking computing) social (getting along with 

other children, following instructions, schedules) or even personal (feeding, dressing, 

using toilet without assistance). Vocational training or vocational rehabilitation 

includes preparation to develop work habits and attitudes as well as specific training of 

a skill eg. Carpentry, printing etc. 

Compensatory skills are giving them a kind of substitute skill, device or setting on 

which to rely. Eg cerebral palsied child can be trained to make maximum use of her 

hands by using a head stick and a template placed over a regular type writer which may 

effectively compensate for lack of muscle control, typing instead of writing lessons by 

hand, or special training like mobility instruction for a blind child. 

 

SPECIAL EDUCATION: “Special” is defined by Webster as distinguished by some 

unusual quality, uncommon, noteworthy, extra-ordinary, additional to regular, extra, in 

addition to the ordinary”.  

              Special education is also defined as that additional educational service over 

and above the regular school programme, which is provided for an exceptional child to 
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assist in the development of his potential and/or in the amelioration of his 

disabilities 

              Special education is preventive, corrective, promotive and effective 

rehabilitation process 

BRIEF HISTORY OF EVOLUTION OF SPECIAL EDUCATION SERVICES IN INDIA 

Many NGO’s during 1940’s had an awakening to the effects of special education 

as preventive, corrective, promotive and rehabilitative process by looking up to the 

western world for the technology and its application. 

Earlier to this period the efforts were not systematic nor were 

they multidisciplinary to meet the challenges of heterogeneity and multiplicity of the 

needs of those who availed the services. These served more as day care centre and 

respite centre’s or as remedial education centre’s which tried intensively to impart 3 R’s 

to its pupils who were detained in the classes i.e., removed from the mainstream. 

During late 1960-1970’s the parental pressure, scientific temperament of some social 

scientists and the global developments in special educational practices resulted in 

establishing special schools by voluntary organizations in India. 

These services explored the ways of providing multidisciplinary interventions with full 

time or part time staff and tried to offer a meaningful need based child centered 

education which met the physical, social and emotional needs of the pupils. 

However there remained a compartmentalization between clinical interventions 

and classroom activities in the initial stages of the multidisciplinary programming. 

The special teacher identified some domains for learning like self care, motor 

development, to explore the possibilities of incorporating the therapies in the curricular 

and co-curricular programmes of the class rooms. There were other innovative charges 

in the process by adopting some guidelines for the teacher student ratio, grouping of 

students in appropriate age groups and developing culturally relevant curricular. 

Later many organizations introduced individualization of programmes or the guidance 

from multidisciplinary team. The systematic training programmes clearly revealed the 

necessity to involve families as informants, co-therapists and as a major link in 

generalization of training into the community of all age and levels of training. 

Multidisciplinary special education strategies which remained confined to the clinical 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22471
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22471
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22471
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settings, then the class room in special settings, thus got transferred to the families 

through parent training programmes, home visits and regular parent school links. 

It was after the international year of the Disabled in 1984 that Government action at 

National level was initiated in the country. During the decade of the disabled, grant-in-

aid schemes for special schools run by NGO’s to subsidize their outlay on services was 

introduced to meet stipulated criterion or norms set by GOI. This supported the NGO’s 

which were being sustained on the meager resources available to them. The national 

institutes such as the NIMH, NIVI under the ministry of welfare was established 

in 1984 with an objective of research and HRD to meet the national needs in 

collaboration with NGO’s of the country. 

 NATIONAL ORGANIZATIONS WORKING FOR THE DISABLED 

 

1. NATIONAL INSTITUTE OF VISUALLY HANDICAPPED (NIVH): National 

Institute for Visually Handicapped, an apex organization in the field of training, 

research, vocational guidance and counseling, rehabilitation and providing 

suitable services located at Dehradun. 

 This institution is also designed to serve as a documentation and 

information center in the field of visual handicapped. 

 It has a model school for blind – a school for partially sighted children. 

Training center to for manufacture of Braille appliances, a sheltered 

workshop. 

 It also organizes courses for teachers for Visually Handicapped at 4 

regional centers Delhi, Madras, Bombay and Calcutta. 

 Around 40-50 teachers will be trained in one year. 

2. NATIONAL INSTITUTE OF HEARING HANDICAPPED (NIHH): The Ali Yuvak 

National institute for the Hearing Handicapped at Bombay was established in 

1982. August with the objective of providing integrated services at National 

Level had for the Hearing Handicapped. The training center located at 

Hyderabad for the adult deaf, provides education and vocational training to 

the partially deaf. 

3. NATIONAL INSTITUTE OF MENTALLY HANDICAPPED (NIMH): It is located 

at Hyderabad. There are 286 special schools and centers for Mental 
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Retardation are 61 in Karnataka, 51 in Maharashtra, 36 in Kerala and 

remaining are spread in other parts of the country. 

NIMH is set up in 1984 by Government of India to undertake research, 

training, and rehabilitation of Mental Retardation with a view to create 

awareness among the people regarding crucial problem of MR. The major 

activities of the institute include prevention of MR, early detection and 

training in MR. Creating positive attitude towards MR and removal of 

misconception and highlights the need for referral services and also provides 

systemic learning and education to the MR. To achieve these objectives NIMH 

is engaged in providing literature and audio visual aids in Hindi, English and in 

other major languages. 

4. NATIONAL INSTITUTE OF PHYSICALLY/ ORTHOPEDICALLY 

HANDICAPPED (NIOH NIPH): It is located at Calcutta and was started in 

1982. The main objectives are to undertake research and training of personnel 

for the rehabilitation of the orthopedically handicapped. The other objectives 

of the institution includes rendering services to the handicapped people, 

promoting and manufacturing aids and appliances. The institute for physically 

handicapped in New Delhi runs special school and workshop for 

Orthopedically Handicapped. It also trains physiotherapist and occupational 

therapist. The National Institute for Prosthetic and Orthotic (NIPO) 

at Olakpur (Solapur) and Cuttack trains people in the field of prosthetic and 

orthotic programs. 

 

 SERVICES/ FACILITIES OF THE DISABLED HANDICAPPED 

 

1. Scholarships: are awarded to the visually handicapped, hearing and speech 

handicapped and orthopedically handicapped students for education, technical 

and professional training. This facility is being implemented through the state 

Government and Union territories of India. 

2. Supply of Aids and Appliances: this particular scheme is launched during the 

International year of the Disabled 1981. Aids and Appliances costing 2,500 to 

3000 are provided free of cost to those whose monthly income is up to 2,500. 

During 1986-87 grants in aid of Rs1.85 lakhs have been provided due to 54 
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implementing agencies recognized for the purpose to cover about 89,000 

beneficiaries. 

3. Financial assistance to Voluntary organizations: Financial assistance to 

voluntary organizations for providing welfare services to the disabled. Nearly Rs 

322 lakh grant in aid has been provided to 180 voluntary organizations during 

the year 1986-87. 

4. Rehabilitation centre: The scheme of setting up district rehabilitation centre 

(DRC) was launched in a pilot basis by the Government in 1983-84. The scheme 

envisages comprehensive services for prevention and early detection of 

disabilities and rehabilitation of the disabled within the community. The scheme 

was initially launched in Orissa, West Bengal, Maharashtra, Karnataka in order to 

have a wider basis for experiments different models of rehabilitation 

programmes. Alter the scheme has been extended to Assam, A.P, Haryana, M.P & 

Rajasthan. It was proposed to establish a National Information and 

Documentation Center at Delhi. 

5. Special Employment Exchange: It is related to the placement of handicapped in 

gainful employment. During the year 1985, 5,200 handicapped were placed in 

jobs through the existing special employment exchange, normal employment 

exchanges and other general employment exchanges. 

6. Petrol subsidy scheme: Under this scheme 50% of the cost of petrol/diesel is 

reduced to handicapped whose income is less than 2,500 per month 

implemented by state government & union territories with the assistance of 

central government. 

7. National Awards: Every year national awards are provided to the outstanding 

employees of handicap by government, private sectors, local bodies, public 

sectors corporations and the offices of the handicapped. The award of the 

handicapped consists of a certificate, a medal and a cash prize of 1,000/- 

National award is also provided for the organization for the best work done for 

the cause of disabled in the country. the award consists of a certificate, cash prize 

of 20,000/- to the individual and one lakh to the institution. 

8. Reservation Services: To encourage employment of handicapped 3% of 

government posts are reserved. 
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9. National handicapped welfare fund: has setup a National Handicapped welfare 

fund with the voluntary contribution for the public sectors and general public at 

large. The fund will be utilized to improve the existing services for the welfare of 

the handicapped. 

10. National Council for the Handicapped welfare (NCHW): It has been set up as 

an advisory board for the formulation of policies and programs for the 

handicapped in the country. 

 

OTHER CONCESSIONS AVAILABLE TO THE HANDICAPPED: 

 Exemption of road tax for invalid carriages used by physically handicap. 

 Supply of petro/diesel at subsidized rates. 

 Concessions in respect of educational qualifications for employment. Ex. 

knowledge of typing or clerical examinations. 

 Concessions relating to medical examinations. 

 Concessions in central government vacancies 

 Concessions for purpose of training students in industrial training institute. 

 Railway concessions 

 Loans at different rates of interest. 

 Airways concessions up to 50%. 

 Free delivery of Braille letters throughout India by posts and telegraph 

departments. 

 

 PREVENTIVE PROGRAMMES FOR HANDICAPPED: The concern of planners and 

administrators is reflected through the existing programmes in our country which 

are implemented with the prime objective of prevention of childhood disabilities in 

our country covering the most vulnerable population --- children below 6 yrs, 

pregnant woman. 

Some of the preventive programmes are: 

1. Expanded Immunization Programme: This program aims at controlling major 

communicable diseases of children. It includes one of the important 

immunization program against polio, a major cause of orthopedically handicap in 

children. 
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2. Vitamin A prophylaxis against Blindness: Under this programme regular 

doses are given to children once in a month to prevent blindness and visual 

handicap due to vitamin A deficiency. 

3. Maternal and Child Health Programme: Under this programme antenatal, 

natal, post natal, care is provided to program mothers and new borns. Efforts are 

made to ensure safe delivery. 

4. National Programme for the control of sexually transmitted diseases: 

(STD) STD also causes many kinds of crippling conditions in children such as 

mental retardation, visual handicap. This program aims at controlling these 

diseases to reduce the risk of visual handicap and mental retardation. 

5. National Goitre Prevention programme: goiter is a well known cause for 

mental retardation. Efforts are being made to reduce the prevalence of this 

disease by distribution of iodized salt in the endemic areas. 

6. National Leprosy Eradication Programme: It is estimated that 28% of Leprosy 

patients are children below 14 yrs of age. This programme aims at reducing the 

impairment caused by Leprosy. 

7. Nutrition programmes for mothers and children: To reduce the percentage of 

malnutrition which may also be a causative factor for mental retardation and 

other impairment among children.SNP programme provides supplementary 

foods to prevent the nutritional deficiencies to low income groups. 

8. ICDS: the ICDS programme launched with the aim of reducing the morbidity and 

mortality rate among children. It provides a package of services, supplementary 

feeding, immunization, referral services to children (below 6 yrs) and also health 

and nutrition education to mothers. One of the major responsibility assigned to 

the Anganwadi worker is to identify children and mothers with “at risk” 

problems and children who are severely malnourished to provide 

referral services. 
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UNIT: II 

MENTALLY CHALLENGED AND GIFTED CHILDREN 

Mentally challenged 

Mentally challenged is now used for the condition mental retardation. At least 2 - 3 

percent of Indian population are mentally handicapped in any one form. 

Cognitive impairment is also used as synonym for mentally challenged or mental 

retardation  
 

Mentally challenged…, 

Intellectual disability (ID), also called intellectual development disorder (IDD) and 

formerly known as mental retardation (MR). Mental retardation (MR) is a 

developmental disability that first appears in children under the age of 18. It is 

characterized as a level of intellectual functioning (as measured by standard intelligence 

tests ) that is well below average and results in significant limitations in the person's 

daily living skills (adaptive functioning). 

The term MR as offensive and the term intellectual disability or intellectually challenged 

is now preferred by most advocates in most english speaking countries. 

 

Definition:- 

Mental retardation refers to significantly sub average general intellectual functioning 

(BELOW 70) resulting in or associated with concurrent impairments in adaptive 

behavior and manifested during the developmental period. - American association on 

mental deficiency,1983. 

 

Down syndrome. 

About one-half of all cases of mental retardation are caused by known biological 

abnormalities like Down syndrome. 

The cause of Down syndrome is the presence of an extra chromosome. 

In general, children and adults with Down syndrome function within the                          

moderate to severe range of mental retardation.  

 

Fragile-X syndrome 

Fragile-X syndrome, is the most common known genetic cause of mental retardation. 
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-X syndrome is indicated by a weakening or break on one arm of the X sex 

chromosomes, and it is transmitted genetically. 

-X abnormality have mental retardation. 

-X syndrome, abnormalities of the sex chromosomes are particularly 

notable. 

Phenylketonuria….. 

PKU is caused by abnormally high levels of the amino acid phenylalanine, usually due 

to the absence of or an extreme deficiency in phenylalanine hydroxylase, an enzyme that 

metabolizes phenylalanine. 

Children with PKU have normal intelligence at birth. 

However, as they eat foods containing phenylalanine, the amino acid builds up in their 

system. 

This phenylketonuria produces brain damage that eventually results in mental 

retardation. 

Retardation typically progresses to the severe to profound range 

Cranial malformation 

Hydrocephaly 

Microcephaly 

Gross diseases of brain 

Tuberous sclerosis 

Neurofibromatosis 

Epilepsy 

CAUSES OF MENTAL RETARDATION  

Prenatal factors:- 

Infections:- [ STORCH ] 

Rubella 

Cytomegalovirus 

Syphilis 

Toxoplasmosis 

Herpes simplex. 

Endocrine disorders:- 

Hypothyroidism 

Hypo parathyroidism 
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Diabetes mellitus 

INFECTIONS…. 

Rubella (German measles) is a viral infection that may produce few symptoms in the 

mother but can cause severe mental retardation and even death in the developing fetus. 

The human immunodeficiency virus (HIV) can be transmitted from an infected mother 

to a developing fetus. 

The effects on the child are profound, including mental retardation, visual and 

language impairments, and eventual death. 

 Syphilis is a bacterial disease that is transmitted through sexual contact. syphilis 

produces a number of physical and sensory handicaps in the fetus, including mental 

retardation. 

Another sexually transmitted disease, genital herpes, can be transmitted to the infant 

during birth and result in mental retardation. 

Two infectious diseases that occur after birth, encephalitis and meningitis, can 

cause mental retardation. 

Physical damage and disorders:- 

Injury 

Hypoxia 

Radiation 

Hypertension 

Anemia 

Emphysema 

Intoxication:- 

Lead 

Certain drugs 

Substance abuse 

Placental dysfunction:- 

Toxemia of pregnancy 

Placenta previa 

Cord prolapse 

Nutritional growth retardation 
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Perinatal factors:- 

Birth asphyxia 

Prolonged and difficult birth 

Prematurity (due to complications) 

Kernicterus 

Instrumental delivery (resulting in head injury, intraventricular hemorrhage) 

Postnatal factors:- 

Infections:- Encephalitis, Measles, Meningitis, Septicemia. 

Accidents. 

Lead poisoning 

Pregnancy and birth complications 

One major complication is Rh incompatibility. 

Another pregnancy and birth complication that can cause 

intellectual deficits is premature birth. 

particularly anoxia, or oxygen deprivation; severe malnutrition; and the seizure 

disorder epilepsy. 

Environmental and social-cultural factors:- 

Cultural deprivation 

Low socio-economic status 

Inadequate caretakers 

Child abuse 

PREDISPOSING FACTORS 

Low socioeconomic strata or poverty. 

Low birth weight of children. 

Advanced maternal age. 

Consanguinity. 

Extreme malnutrition. 

Lack of stimulating environment Poor sensory experience. 

Poor sensory experience 

Defective low standard education due to defective scholastic 

environment. 

Psychological disadvantage. E.g. poor health practices, poor 

housing, disuse of language, etc. 
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Parental deprivation 

Prolonged isolation of care takers during developmental period. 

Sensory deprivation and social deprivation. 

 

CLASSIFICATION…….; 

Intelligent quotient is the ratio between mental age (MA) and chronological age 

(CA). while chronological age is determined from the date of birth , mental age is 

determined by intelligence test. 

Mild retardation (Educable) (IQ 50-70):- 

85-95% of total mental retardation cases belong to mild mental retardation. 

Environmental influences, psycho social deprivation, restrictive child rearing 

practices, malnutrition, low-socio-economic class are the causes for mild mental 

retardation. 

They have deficient in intellectual skills, studies up to 6-8th standard, problem in 

reading and writing, difficult in academic school work, normative living skills, walking, 

talking, toilet training, language abilities, and development of domestic skill, behavior, 

social and emotional adjustment like a normal person. 

Can fully adjust educable, finds difficulty in complex ideas, drawing generalization, 

can learn motor skills better than verbal skill and writing, emotionally they are stable, 

overactive, temper tantrum is common, can understand simple terms, they can be 

trained in special school. 

In adult life most of them lead independent life in normal surroundings 

Moderate retardation (Trainable) (IQ 35-50) 

10% of mental retardation cases belong to moderate mental retardation. 

Children can be trainable, aimed at self-help skills, they can speak and support 

themselves, able to perform semi-skilled or unskilled work under supervision can learn 

few basic skills. 

Communication skills develop much slowly, limited progress in scholastic work, 

studies up to 2nd grade, unaware of needs, have less neuro pathological complications, 

partially depends on others for their care. 

Severe retardation (Dependent) (IQ 20-35) 

7% of total mental retardation cases, belong to severe MR. 
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Slow motor development in preschool years, trainable for normal living activities, 

allow them to do daily living activities under supervision, contributes partially to self-

maintenance, some children may learn social behavior , able to communicate in simple 

way , engaged in limited activities, delayed speech and communication skills.  

Profound retardation (Life support) (IQ < 20) 

1-2% of mental retardation cases are profound type. 

considerable organic pathology, nervous system is noticed, associated Conditions are; 

blindness, deafness, seizures are common, delayed milestones, motor impairment, 

totally dependent, cannot do anything on their own. 

Death may occur due to variety of problems or complications.  

 

Symptoms of Mental Retardation.. 

However, all definitions generally agree on the three major criteria for mental 

retardation: 

1) significant limitations in intellectual functioning, 

2) significant limitations in adaptive functioning, and 

3) onset before age 18 years.  

 

SIGNS AND SYMPTOMS 

 

Failure to achieve developmental milestones. 

Deficiencies in cognitive functioning such as inability to follow commands or 

directions. 

Reduced ability to learn or to meet academic demands. 

Expressive or receptive language problems. 

Psychomotor skill deficits.  

Difficulty performing self-care activities. 

Neurologic impairment 

Medical problems such as seizures 

Low self-esteem, depression and labile moods 

Irritability when frustrated or upset 

Acting-out behavior 

Lack of curiosity  
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Early behavioral signs suggestive of MR 

1) Dysmorphic features (e.g. down syndrome, fragile X syndrome). 

2) Irritability or unresponsiveness to contact. 

3) Abnormal eye contact during feeding. 

4) Gross motor delay. 

5) Decreased alertness to voice or movement. 

6) Language difficulties or delay 

7) Feeding difficulties.  

Treatment modalities for MR…… 

Behavior management. 

Environmental supervision. 

Monitoring the child’s developmental needs and problems. 

Programs that maximize speech, language, cognitive, psychomotor, social, self-care, 

and occupational skills. 

Ongoing evaluation for overlapping psychiatric disorders, such as depression, bipolar 

disorder, and ADHD.  

Treatment modalities for MR 

Family therapy to help parents develop coping skills and deal with guilt or anger. 

Early intervention programs for children younger than age 3 with mental retardation 

Provide day schools to train the child in basic skills, such as bathing and feeding. 

Vocational training.  

 

CARE AND REHABILITATION OF MR 

The prevention and early detection of mentally handicaps. 

Regular assessment of the mentally retarded persons attainments and disabilities. 

Advice, support, and practical measures for families. 

Provision for education, training, occupation, or work appropriate for each handicapped 

person. 

Housing and social support to enable self-care. 

Medical, nursing, Psychiatric and psychological services those who require them as 

outpatients, day patients or inpatients.  

 

 



 

27 |Shweta Naik,Asst.Prof,GHSCW.HNP  
 
 

GENERAL PROVISIONS…… 

The family doctor and pediatrician are mainly responsible for early detection and 

assessment of mental retardation and assessment of mental retardation. 

The team providing continuing health care also includes psychologists, speech 

therapists, nurses, occupational therapists and physiotherapists.  

Mildly retarded…. 

A few mildly retarded children require fostering, boarding schools placement or 

residential care, but usually specialist services are not required. 

Mildly retarded adults may need help with housing, employment or with the special 

problems of old age.  

Severely retarded…….. 

In case of severely retarded may require special services throughout their lives, 

which may include a setting services, day respite during school holidays, or overnight 

stays in a foster family or residential care. 

The main principle now guiding the provision of resources is that the retarded person 

should be use the usual community services rather than to provide specialist segregate 

services.  

Education and training……. 

The aim is that as many mentally retarded children as possible are educated in 

ordinary schools either in normal classes or in special classes. 

There is now an increasing use of more specialists teaching and a variety of 

innovative procedures for teaching language and other methods of communication. 

Before leaving school, these children require reassessment and vocational guidance.  

 

HINTS FOR SUCCESSFUL TRAINING… 

Divide each training activity into small steps and demonstrate. 

Give repeated training in each activity. 

Give the training regularly and systematically. 

Starts the training with what the child already knows and then proceed to the 

skill that needs to be trained. By this the child will have a feeling of success 

and achievement. 

Rewards his efforts even if the child attains near success. 
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Use the training material which is appropriate, attractive and locally available.  

Remember children will learn better from children of the same age. 

Remember there is no age limit for training a mentally retarded person. 

Assess the child periodically preferably once in a four or six months. 

Remember a mentally retarded child learn very slowly. Tell the parents not to be 

dejected at the slow progress, nor feel threatened by the child failure.  

 

VOCATIONAL TRAINING……… 

Vocational activities include in vocational training are work preparation, selective 

placement, post placement and follow up. For example:- MITRA special school and 

vocational training center for the mentally retarded , Bengaluru, Karnataka.  

 

HELP FOR FAMILIES…….. 

Help for families is needed from the time that the diagnosis is first made. 

When the child starts school the parents should not only be kept informed about this 

progress, but should feel involved in the planning and provision of care. 

Families are likely to need extra help when their child is approaching puberty or 

leaving school. 

 

Stages in parent counseling… Stages in parent counseling….. 

Stage-I:- impart information regarding condition of the mentally retarded child. 

Avoid giving misleading information or building false hopes in the parents. 

Stage-II:- help the parents develop right attitude towards their mentally retarded 

child (to prevent overprotection, rejection, pushing the child too hard). Handle guilty 

feelings in parents. 

Stage-III:- create awareness in parents regarding their role in training 

the child. 
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CHILDREN WITH SENSORY IMPAIRMENT 
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CHILDREN WITH NEURO-MOTOR IMPAIRMENTS 

 Cerebral palsy 

 Spinal cord injury 

 Spina-bifida 

 

SPINAL CORD DISABILITY / INJURY: Results from accidents, complications before or 

during birth process, violence (gunshot wounds) and spinal tumours. They may be 

unable to move their arms or legs. Unable to feel any sensation below the injured area 

and lose bowel and bladder control, have breathing problem. 

Spinal cord injury (SCI) can sometimes lead to lifelong disabilities. This kind of injury 

mostly occurs due to severe accidents. The injury can be either complete or incomplete. 

In an incomplete injury, the message conveyed by the spinal cord is not completely lost, 

Where as a complete injury results in a total dis-functioning of the sensory organs. In 

some cases spinal cord disability can be a birth defect. 

Spinabifida: During the first 28 days of pregnancy, special embryo cells form a closed 

tube that will become the brain and spinal cord. When this process is interrupted and 

the tube does not completely close, a congenital abnormality known as neural tube 

defect occurs. When it occurs in the area of spinal cord, it is known as spinabifida. 

Least handicapping condition- spina bifida occulta. Serious type- spina bifida cystic and 

Myelomeningocele spinabifida: In the most severe form, the baby is born with a sac on 

its back and the spinal cord does not properly function at the point of the sac and below. 

Problems faced by children with spinabifida 

 Lack of movement and sensation below the area of injury. 

 Have difficulty in walking and manage with braces, crutches or a walker. 

 Some need wheel chair completely. 

 No control over bladder. 

 Are at risk of hydrocephalus 

 Have visual and perceptual problems 

 Language, Learning problems like R, W, M 

 No cure to spinabifida 

 But have normal IQ 

 

Educational Implications: Although spinabifida is relatively common, until recently 

most children born with a myelomeningocele died shortly after birth. Now that surgery 

to drain spinal fluid and protect children against hydrocephalus can be performed in the 

first 48 hours of life, children with myelomeningocele are much more likely to live. 

Quite often, however, they must have a series of operations throughout their childhood. 

School programs should be flexible to accommodate these special needs. 

Many children with myelomeningocele need training to learn to manage their bowel 

and bladder functions. Some require catheterization, or the insertion of a tube to permit 

passage of urine. 
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In some cases, children with spina bifida who also have a history of hydrocephalus 

experience learning problems. They may have difficulty with paying attention, 

expressing or understanding language, and grasping reading and math. 

Early intervention with children who experience learning problems can help 

considerably to prepare them for school. 

Children with myelomeningocele need to learn mobility skills, and often require the aid 

of crutches, braces, or wheelchairs. It is important that all members of the school team 

and the parents understand the child’s physical capabilities and limitations. Physical 

disabilities like spinabifida can have profound effects on a child’s emotional and social 

development. 

To promote personal growth, families and teachers should encourage children, within 

the limits of safety and health, to be independent and to participate in activities with 

their nondisabled classmates. 

Practical Tips for Teaching Children with Physical Impairments 

 Classrooms and school facilities (libraries, toilets, sport grounds and play areas) 

should be made physically accessible for all children. 

 Children who use wheelchairs, callipers or crutches for mobility may find it 

difficult moving around within a traditional classroom blocked by rows of chairs 

and desks. It is therefore important that we “set up” the classroom in such a way 

that all the children can move about freely. 

 Children with physical impairments may sometimes wish/need to use their own 

furniture, such as ergonomic chairs and sloped writing tables. This should be 

accommodated without being obtrusive for the other children. 

 Specially-designed furniture should, if possible, be made available for those who 

need chairs and tables that differ from standard classroom furniture. This does 

not have to be expensive. Chairs can be designed based on local models. 

 Some children would be more comfortable standing rather than sitting down – 

especially children with back injuries. This should be accommodated in the 

classroom. 

 Children who are motor impaired, or are without one or both arms/hands, may 

need to use a tape recorder or an electronic note-taker during class. They should 

also have the option of providing giving in their homework on a cassette tape or 

printed out from a computer with voice-recognition software. 

 Many children with physical disabilities will need additional time to read, write, 

or take notes. This may affect their classroom participation as well as the time 

they would require to finish assignments. Teachers and school administrators 

(as well as school inspectors and supervisors) should make sure that the 

children concerned get the time they need to properly show what they have 

learned in school. 

 Activities that take place outside of school (such as visits to museums, galleries 

and sport activities), should be planned and implemented in such a way that all 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22648
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22191
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children can participate and benefit from the activities. If the class visits a 

museum or exhibition, it should be a place that is physically accessible. 

 If sport activities are organized, they should be planned in such a way that all the 

children are physically “challenged” according to their individual potential and 

abilities. 
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UNIT:4 

CHILDREN WITH COMMUNICATION DISORDER 

Communication disorder is a speech and language disorder which refers to problems in 

communication and in related areas such as oral motor function. A communication 

disorder may occur in language, speech, and/or hearing. Language difficulties include 

spoken language, reading and/or writing difficulties. Speech encompasses such areas as 

articulation and phonology (the ability to speak clearly and be intelligible), fluency 

(stuttering), and voice. 

Hearing difficulties may also encompass speech problems (e.g., articulation or voice) 

and/or language problems. Hearing impairments include deafness and hearing loss. 

Other communication disorders stem from oral-motor difficulties (e.g., an apraxia or 

dysarthia of speech), aphasias (difficulties resulting from a stroke which may involve 

motor, speech and/or language problems), traumatic brain injuries, and stuttering, 

which is now believed to be a neurological deficit. 

The most common conditions that affect children's communication include language-

based learning disabilities, attention deficit disorder, attention deficit hyperactive 

disorder, cerebral palsy, mental disabilities, cleft lip or palate and autism spectrum 

disorders. 

Different types of communication disorders include: 

 Articulation disorders 

 Phonological disorders 

 Language disorders 

 Fluency disorders 

 Vocal disorders 

 Aphasia 

 Dysarthria 

 Aphonia 

 Apraxia 

Educational implications of Communications Disorders are 

 A strong relationship exists between communication and academic achievement. 

Language and communication proficiency, along with academic success, depend 

on whether students can match their communication to the learning-teaching 

style of the classroom. 

 Students with communication disorders are capable of high academic success if 

they learn the classroom's social, language, and learning patterns. 

 Teachers and speech-language pathologists should focus their attention on 

classroom interactions and the language and communications used in the school 

to help students learn to communicate in these environments. 

 Explicit language and communication planning as well as non-deliberate 

language use (e.g., unconscious choice of language) are important features of the 

school and class environments. 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22648
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SPEECH AND LANGUAGE DISORDERS: 

 DEFINITION: The Individuals with Disabilities Education Act, defines the term 

“speech or language impairment” as a communication disorder, such as 

stuttering, impaired articulation, language impairment, or a voice impairment, 

that adversely affects a child’s educational performance. 

Speech and language disorders refer to problems in communication and related areas 

such as oral motor function. These problems range from simple sound substitutions to 

the inability to understand or use language or use the oral-motor mechanism for 

functional speech and feeding 

Speech or Language Impairment means a communication disorder, such as stuttering, 

impaired articulation, a language impairment, or voice impairment that adversely 

affects a child’s educational performance. 

Speech or Language Impairment include demonstration of impairments in the areas of 

language, articulation, voice, or fluency. 

Speech disorders-Characteristics: 

Speech disorder or dysphonia is a condition where the individual has difficulty in sound 

production. Someone who has lost the ability to produce sound totally is considered 

mute. Speech disorders occur due to loss of the ability to use words in the relevant 

context. 

 interruption in the flow or rhythm of speech such as stuttering (known as 

dysfluency); 

 trouble forming sounds (called articulation or phonological disorders); 

 difficulties with the pitch, volume, or quality of the voice; 

 trouble using some speech sounds, such as saying "see" when they mean "ski." 

A speech disorder is a problem with fluency, voice, and/or how a person says speech 

sounds. 

 Fluency disorder - an interruption in the flow or rhythm of speech 

characterized by hesitations, repetitions, or prolongations of sounds, syllables, 

words, or phrases. 

 Articulation disorder - difficulties with the way sounds are formed and strung 

together, usually characterized by substituting one sound for another (wabbit for 

rabbit), omitting a sound (han for hand), and distorting a sound (ship for sip). 

 Voice disorder - characterized by inappropriate pitch (too high, too low, never 

changing, or interrupted by breaks); quality (harsh, hoarse, breathy, or nasal); 

loudness, resonance, and duration. 

Significant difficulties faced by children with Speech Disorders 

 Speech production: Talking by making the sounds of our language by 

coordinating breathing and voice with movement of the jaw, lips, cheeks and 

tongue in different positions. 

 Speech processing: Recognizing important features of the sound of someone 

talking. 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22610
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22442
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TYPES OF SPEECH IMPAIRMENTS 

There are three basic types of speech impairments: 

1. Articulation disorders are errors in the production of speech sounds that may 

be related to anatomical or physiological limitations in the skeletal, muscular, or 

neuromuscular support for speech production. These disorders include: 

 Omissions: (bo for boat) - The child leaves a particular sound because he 

either cannot produce it at all, cannot produce it correctly or cannot use it 

properly. 

 Additions: This occurs when an extra sound is added to a word. 

 Substitutions: (wabbit for rabbit) - This occurs when the child 

consistently substitutes one sound with another. 

 Distortions: (shlip for sip) - Here, the actual sound of the syllable is 

distorted and an inexplicable sound is produced. 

2. Fluency disorders are difficulties with the rhythm and timing of speech 

characterized by hesitations, repetitions, or prolongations of sounds, syllables, 

words, or phrases. Common fluency disorders include: 

 Stuttering: rapid-fire repetitions of consonant or vowel sounds especially 

at the beginning of words, prolongations, hesitations, interjections, and 

complete verbal blocks. This is a disorder wherein the person repeats the 

first half of a word, or prolongs words and syllables (generally vowels) or 

gives involuntary pauses in between the words. It can be both 

developmental (that begins in childhood) or acquired (caused due to 

other disorders like Asperger's syndrome). 

 Cluttering: excessively fast and jerky speech. Cluttering speech disorder 

affects the fluency of speech. It occurs because the person speaks very fast 

or repeats things many a time to make it comprehensible. There is no 

distinct cause for cluttering. It may occur due to drug abuse or prolonged 

illness. 

 Dysarthria: It is commonly known as slurred speech. The speech is slow 

or inaccurate. It is generally caused by stroke, multiple sclerosis or brain 

tumour. This leaves the muscles in the mouth or tongue weak or 

paralyzed and it becomes difficult to control them. 

 Lisps: It is also known as stigmatism. This occurs when the person is 

unable to produce a specific speech sound. It is of three types: 

 Interdental: This occurs when the tongue comes in between the 

teeth at the time of speech. 

 Lateral: A wet sound is produced because air escapes from the 

sides of the tongue. 

 Palatal: This happens when the mid section of the tongue touches 

the soft palate. 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22589
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 Dysprosody: It is a rare speech disorder. Here, the rhythm, modulation, 

timing and intensity of speech is disrupted. Sometimes also referred to as 

foreign accent syndrome, its causes have not been fully understood. It 

may be a result of Parkinson's disease, tumor or stroke that affects the 

brain. 

3. Voice disorders are problems with the quality or use of one's voice resulting 

from disorders in the larynx. Voice disorders are characterized by abnormal 

production and/or absences of vocal quality, pitch, loudness, resonance, and/or 

duration. 

1. Vocal quality 

1. Phonation - Production of sound : Breathiness, hoarseness or 

huskiness due to the failure of vocal chords. Correct vibrations in 

the air flow, because of small growth structures – nodules, nodes 

or contact ulcers, irregularity or paralysis of one of the chords - so 

too much air will escape and predominate over phonation 

resulting in breathiness or huskiness. 

2. Resonance - De-nasal and Nasal 

2. Vocal intensity – Loudness and softness 

3. Vocal pitch 

 

 

REASONS FOR SPEECH DISORDERS: There are many reasons due to which speech 

disorders can occur. Many times, the cause remains unknown. Some of the 

known causes include: 

 Brain injury 

 Neurological speech disorders 

 Alcohol abuse or drug abuse 

 Genetic disorders 

 Vocal abuse/misuse 

 Hearing loss 

 Autism 

ASSOCIATIVE CONDITIONS FOR SPEECH DEFECTS 

I. SPEECH DEFECTS ASSOCIATED WITH CLEFT PALATE. The Prevalence is one 

in 750 live births .This is due to structural deficiencies caused by the arrest/ 

failure of the bone & tissue of the palates to fuse during the second and third 

months of pregnancy. The development is arrested because of mesoderm 

deficiency or malnutrition, x-ray, endocrine deficiency, O2 supply shortage. If at 

this time the development is arrested later nothing can be made. 

TYPES OF CLEFTS: 

1. Cleft of lip tissue – medial, unilateral, bilateral or may extend into either 

nostril or both. 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22522
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2. Cleft of the lip and hard palate which then extend partially into the soft 

palate. 

Cleft of the soft palate alone. 

3. Cleft of lip tissue – medial, 

4. Cleft of the uvula producing a bifid condition which is not serious for 

speech production, if the soft palate is sufficient in length and activity. 

5. Submucous cleft of the palate which externally shows no cleft. 

SPEECH OF CHILDREN WITH CLEFT PALATE 

 Nasal speech. 

 Plosive sound such as ‘P’ ‘t’ k cannot be made. 

 A glutall stop for sound of ‘d’ ‘t’. 

 ‘f’, ‘v’, s, z cannot be channeled through mouth. 

II   SPEECH DISORDERS ASSOCIATED WITH CEREBRAL PALSY: 

 May have perfect speech or no speech at all. 

 Jargon to intelligible speech 

 Stutter and many have articulatory problems 

 Speech of spastic will show greater articulatory deviations. 

 Vocal quality may be husky, hyper nasality of vowels. 

 Athetoid usually slurring in rhythm and constantly changing in pitch 

 The ataxic will talk with the same rhythm shown in his walk and bodily 

movements. 

1. Articulatory Problems – drooling, omissions, distortions and substitutions 

2. Respiratory and rhythmical movements Respiration is not rhythmic – so 

speech becomes spasmodic or explosive 

 They speak on inhalation and not an exhalation 

 Weak vocalization, breathiness, or aspirate quality 

3. Vocal involvements – monotone or fluctuating pitch 

 Nasal, weak and aspirate sounds resulting in poor vocalizations 

 Spastic child will show greater articulatory deviations 

 Hyper nasality of words 

 Vocal quality is husky, guttural and tense 

 

III. SPEECH CORRECTION FOR CEREBRAL PALSY CHILD: 

1. The child has difficulties in walking, chewing and swallowing .If he is over 

protected, his speech is delayed or inadequate partly becomes the parents do not 

give him opportunity and exercise. 

2. He can be taught to swallow acceptably close the mouth and enclose the tounge 

in its habitat. 

3. Some advocate lip reading with mirrors 

4. Children need a lot of motivation to speak. 
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CHILDREN WITH BEHAVIOUR DISORDER 

 

 BEHAVIOURAL DISORDERS, also known as Disruptive Behavioural Disorders, 

are the most common reasons that parents are told to take their kids for mental 

health assessments and treatment. Behavioural disorders are also common in adults. 

If left untreated in childhood, these disorders can negatively affect a person’s ability 

to hold a job and maintain relationships. 

 The disruptive behaviour disorders are abnormal behaviours that are 

expressed in many different forms. Such behaviours are usually portrayed as 

inappropriate among most individuals in a society. They are also called 

Behavioural Disorders.  

 These behaviours also violate the social norms of others and especially towards their 

siblings. People “break the rules” a little all the time and children also, and especially 

the rules that they believe are not as important. Over time, children tend to mature 

and outgrow these disruptive behaviours. When they do not, psychological 

evaluation is usually advised as this behaviour can lead to other more serious 

disorders (antisocial personality disorder, etc). 

 Several things can lead up to the disorder, including both a biological and 

environmental basis. Initially, there was much debate over whether or not 

oppositional defiant disorder (ODD) and conduct disorder (CD) should be classified 

as one disorder, with ODD being a milder precursor to CD. However, it was found 

that 75% of children with ODD do not develop CD. Although these are found to be 

separate disorders, they do share many common features such as defiance, 

aggression, and rule breaking behaviours. 

 All young children can be naughty, defiant and impulsive from time to time, which is 

perfectly normal. However, some children have extremely difficult and challenging 

behaviours that are outside the norm for their age.  

 The most common disruptive behaviour disorders include Attention Deficit disorder 

(ADD), Emotional Behavioural Disorder (EBD), oppositional defiant disorder (ODD), 

conduct disorder (CD) and attention deficit hyperactivity disorder (ADHD). These are 

the behavioural disorders share some common symptoms, so diagnosis can be 

difficult and time consuming. A child or adolescent may have two disorders at the 

same time. Other exacerbating factors can include emotional problems, mood 

disorders, family difficulties and substance abuse. 

 

I: ANXIETY DISORDERS  :Anxiety is a normal emotion, and all people feel anxiety at 

some point in their lives. However, for some people, anxiety may get to a point where it 

interferes with their daily lives, causing insomnia and negatively affecting performance 

at work or school, according to the Mayo Clinic. Anxiety disorders involve more than 

regular anxiety. They are serious mental health conditions that require treatment. 

Examples of these types of mental conditions include: 

 Post-traumatic stress disorder 

https://www.psychguides.com/anxiety/
https://www.psychguides.com/anxiety/
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 Obsessive-compulsive disorder 

 Generalized anxiety disorder 

 Panic disorder 

 

II: EMOTIONAL BEHAVIOURAL DISORDER: An emotional behavioural disorder affects 

a person’s ability to be happy, control their emotions and pay attention in school. 

According to Gallaudet University, symptoms of an emotional behavioural disorder 

include: 

 Inappropriate actions or emotions under normal circumstances 

 Learning difficulties that are not caused by another health factor 

 Difficulty with interpersonal relationships, including relationships with teachers 

and peers 

 A general feeling of unhappiness or depression 

 Feelings of fear and anxiety related to personal or school matters 

 

III: ADD: ATTENTION DEFICIT DISORDER (ADD) is characterized by developmentally 

inappropriate attention skills, impulsivity and in some cases hyperactivity. ADD is 

a neuro-biological disability that affects up to 3% of schoolchildren. Without early 

identification and proper treatment ADD can have serious consequences including 

school failure, school dropout, depression, conduct disorder, failed relationships and 

even substance abuse. 

CHARACTERISTICS OF ADD 

 Often fidgets with hands or feet or squirms in seat (in adolescence may be 

limited to subjective feelings of restlessness) 

 Has difficulty remaining seated when required to do so 

 Is easily distracted by extraneous stimuli 

 Has difficulty awaiting turns in games or group situations 

 Often blurts out answers to questions before they have been completed 

 Has difficulty following through on instructions from others (not due to 

oppositional behaviour or failure of comprehension) 

 Has difficulty sustaining attention in tasks or play activities 

 Often shifts from one uncompleted activity to another 

 Has difficulty playing quietly 

 Often talks excessively 

 Often interrupts or intrudes on others, e.g. butts in to other children’s games 

 Often does not seem to listen to what is being said to him or her 

 Often loses things necessary for tasks or activities at school or at home (e.g. toys, 

pencils, books) 

 Often engages in physically dangerous activities without considering possible 

consequences e.g. runs into street without looking 

Causes: There is o single cause for ADD/ADHD. A combination of psychological, 

biological and environmental factors contributes to this disorder. 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22262
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22607
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22538


 

45 |Shweta Naik,Asst.Prof,GHSCW.HNP  
 
 

 Brain injuries due to birth trauma or pre-birth problems 

 Family stress 

 Educational difficulties 

 Imbalance in the chemicals of the brain and neurological system of the child 

 Child’s temperament, as this contributes to child’s personality and attitude. 

As a part of diagnostic process, the American Psychiatric Association’s DSM III-R has 

established a list of characteristics that the child must exhibit for duration of six months 

with onset before age seven. 

THE EFFECTIVE STRATEGIES TO BE USED BY THE TEACHER WITH ADD STUDENTS 

For Academic skills: 

 If reading is weak; provide additional reading time; use “ previewing” strategies; 

select text with less on a page; shorten amount of required reading; avoid 

oral reading 

 If oral expression is weak; accept all oral responses; substitute display for oral 

report; encourage student to tell about new ideas or experiences; pick topics 

easy for student to talk about 

 If written language is weak; accept non- written forms for reports; accept use of 

type writer, word processor, tape recorder,; do not assign large quantity of 

written work; test with multiple choice or filling questions 

 If math is weak; allow use of calculator; use graph paper to space numbers; 

provide additional math time; provide immediate correctness feedback and 

instruction via modelling if the correct computational procedure 

For Organizational planning: 

 Ask for parental help in encouraging organization 

 Provide organization rules 

 Encourage student to have notebook with dividers and folders for work 

 Provide student with home work assignment book 

 Supervise writing down of home work assignments 

 Send daily/ weekly progress report home 

 Regularly check desk and note book for neatness; encourage neatness rather 

than penalize sloppiness 

 Allow student in setting short term goals 

 Do not penalize for poor hand writing if visual- motor deficits are present 

 Encourage learning of key boarding skills 

 Allow student to tape record assignments or home work 

 

SUGGESTIONS FOR PARENTS 

∗ Have confidence in self. Remember, You can make a difference 

∗ Make a list of child’s strengths and stress these when talking to others 

∗ Avoid labelling your child 

∗ Work as a team- mother, father –child 

∗ Be fair, firm and consistent 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22607
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∗ Learn to communicate both verbally and nonverbal 

∗ Use honest praise, catch him being good 

∗ Behaviours are learnt, so teach your child acceptable behaviour to replace 

inappropriate behaviours 

∗ Choose behaviours you plan on ignoring and ignore 

∗ Give immediate feed back to child-praise for appropriate behaviour – deal 

with inappropriate behaviours 

∗ Avoid continually repeating yourself with directions or saying “no” 

∗ Be aware of power struggles and splitting 

∗ Avoid physical punishments. Use time –outs appropriately 

∗ Consistently time-out for target behaviours -Time-outs should be short 

∗ Have set rules which would cut down impulsivity 

∗ Allow child choices. “It is your choice. Either you stop hitting or need to take a 

time out “ 

∗ Play listening g and movement games to build skills 

∗ Use token programmes to help keep child motivated 

∗ Child misbehaves-command to stop - firmly 

For Socialization: 

 Praise appropriate behaviour 

 Monitor social interactions 

 Set up social behaviour goals with student and implement a reward programme 

 Prompt appropriate social behaviour either verbally or with private signal 

 Encourage cooperative learning tasks with other students 

 Provide small group social skills training 

 Praise student frequently 

 Assign special responsibilities to student in presence of peer group so others 

observe student in a positive light 

 

IV. OPPOSITIONAL DEFIANT DISORDER: A child with ODD may argue frequently with 

adults; lose his temper easily; refuse to follow rules; blame others for his own mistakes; 

deliberately annoy others; and otherwise behave in angry, resentful, and vindictive 

ways. He is likely to encounter frequent social conflicts and disciplinary situations at 

school. In many cases, particularly without early diagnosis and treatment, these 

symptoms worsen over time—sometimes becoming severe enough to eventually lead to 

a diagnosis of conduct disorder. 

ODD is a behavioural disorder characterized by hostile, irritable and uncooperative 

attitudes in children, according to Children’s Mental Health Ontario. Children with ODD 

may be spiteful or annoying on purpose, and they generally direct their negative actions 

at authority figures. 

Around one in ten children under the age of 12 years are thought to have oppositional 

defiant disorder (ODD), with boys outnumbering girls by two to one. Some of the typical 

behaviours of a child with ODD include: 
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 Easily angered, annoyed or irritated 

 Frequent temper tantrums 

 Argues frequently with adults, particularly the most familiar adults in their lives, 

such as parents 

 Refuses to obey rules 

 Seems to deliberately try to annoy or aggravate others 

 Low self-esteem 

 Low frustration threshold 

 Seeks to blame others for any misfortunes or misdeeds. 

 

V. CONDUCT DISORDER: Children with conduct disorder (CD) are often judged as ‘bad 

kids’ because of their delinquent behaviour and refusal to accept rules. Around five per 

cent of 10 year olds are thought to have CD, with boys outnumbering girls by four to 

one. Around one-third of children with CD also have attention deficit hyperactivity 

disorder (ADHD).  

Some of the typical behaviours of a child with CD may include: 

 Frequent refusal to obey parents or other authority figures 

 Repeated truancy 

 Tendency to use drugs, including cigarettes and alcohol, at a very early age 

 Lack of empathy for others 

 Being aggressive to animals and other people or showing sadistic behaviours 

including bullying and physical or sexual abuse 

 Keenness to start physical fights 

 Using weapons in physical fights 

 Frequent lying 

 Criminal behaviour such as stealing, deliberately lighting fires, breaking into houses 

and vandalism 

 A tendency to run away from home 

 Suicidal tendencies – although these are more rare. 

 

VI. ATTENTION DEFICIT HYPERACTIVITY DISORDER:  Children with Attention 

Deficit Hyperactivity Disorder (ADHD) have problems with attention, controlling their 

impulses, trouble completing tasks and may be hyperactive. They often have other 

problems, such as learning difficulties, making friends, oppositional behaviour, anxiety 

and ill-health that may need to be looked into. It is hard for these children to control 

their behaviour and or pay attention. 

 The characteristics of ADHD can include: 
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 Inattention – difficulty concentrating, forgetting instructions, moving from one 

task to another without completing anything. 

 Impulsivity – talking over the top of others, having a ‘short fuse’, being accident-

prone. 

 Over activity – constant restlessness and fidgeting. 

Causes: ADHD has biological origins that aren’t yet clearly understood. No single cause 

of ADHD has been identified but researchers have been exploring a number of possible 

genetic and environmental links. Studies have shown that many children with ADHD 

have a close relative who also has the disorder. 

Co related factors associated with ADHD: 

 Brain Injury: Attention disorders were caused by brain injury. Some children 

who have suffered accidents leading to brain injury may show some signs of 

behavior similar to that of ADHD but only a small percentage of children with 

ADHD have been found to have suffered a traumatic brain injury. 

 Food Additives and Sugar: It has been suggested that attention disorders are 

caused by refined sugar or food additives or that symptoms of ADHD are 

exacerbated by sugar or food additives. 

 Genetics: Attention disorders often run in families, so there are likely to be 

genetic influences studies indicate that 25 percent of the close relative in the 

families of ADHD children also have ADHD, whereas the rate is about 5 per cent 

in the general population. Many studies of twins now show that a strong genetic 

influence exists in the disorder. 

 

Signs of ADHD 

 Difficulty sitting still for any extended length of time 

 Is overactive in inappropriate situations 

 Talks excessively 

 Fidgets with hands or feet 

 Seemingly unlimited energy 

 Difficulty waiting in "quiet" activities 

 Has difficulty waiting patiently 

 Blurts out answers or interrupts others frequently 

 

Diagnosis of ADHD: 

 A child must display behaviors from one of the three subtypes before age 7. 

 These behaviors must be more severe than in other kids the same age. 

 The behaviors must last for at least 6 months. 

 The behaviors must occur in and negatively affect at least two areas of a child's 

life. (such as school, home, day-care settings or friendships). 

A correct diagnosis often resolves confusion about the reasons for the child's problems 

and helps the parents and child move forward in their lives with more accurate 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22522
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22454
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22716
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22454
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22627
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22627


 

49 |Shweta Naik,Asst.Prof,GHSCW.HNP  
 
 

information on what is wrong and what can be done to help. Once the disorder is 

diagnosed, the child and family can begin to receive whatever combination of 

educational, medical, therapeutic and emotional help they need. 

TYPES OF ADHD 

1. Predominantly Inattentive Subtype: This subtype is diagnosed if symptoms of 

inattention have persisted for at least 6 months and are age inappropriate. The 

inattentive ADHD child may fail to give close attention to details or may make 

careless mistakes. The child may have difficulty sustaining attention in tasks or 

play activities, and may not seem to listen when spoken to directly. Often the 

child may not follow through on instructions and may fail to finish schoolwork 

and chores, and may have difficulties organizing tasks and activities. The child 

may be forgetful and often lose things necessary for school assignments, pencils, 

books and school jumpers. There may be a reluctance to engage in tasks that 

require sustained mental effort. Hence there may be considerable arguments and 

excuses to avoid schoolwork or homework. 

2. Predominantly Hyperactive-Impulsive Subtype: This subtype is diagnosed if 

there are some symptoms of hyperactivity-impulsivity along with 

fewer symptoms of inattention. 

 

1. Hyperactivity symptoms: These include frequent fidgetiness with hands 

or feet or squirming particularly when required to sit still. There is likely 

to be difficulties playing or engaging in leisure activities quietly, and the 

child may seem to be constantly on the go, or may talk excessively. Often 

the child will leave his/her seat in the classroom or in other situations in 

which remaining seated is expected. There may be excessive 

inappropriate running and climbing. As the child grows into adolescence 

or adulthood, this may subside and feelings of restlessness may remain. 

2. Impulsivity symptoms: The impulsive child often blurts out answers 

before questions have been completed, and has difficulties awaiting 

his/her turn. Consequently there may be frequent inappropriate 

interruptions, intrusions into games or butting into conversations. 

3. Combined Subtype: When both symptom of inattention and hyperactivity-

impulsivity are present, the child may be diagnosed as having the Combined 

Type of ADHD. 

 

Treatment: ADHD can't be cured, but it can be successfully managed. Your child's 

doctor will work with you to develop an individualized, long-term plan. 

 The goal is to help your child learn to control his or her own behavior and to help 

families create an atmosphere in which this is most likely to happen. 

 In most cases, ADHD is best treated with a combination of medication and 

behavior therapy with close follow-up and monitoring. 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22716
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22716
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22716
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22716
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22716
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 Parent education is also considered an important part of ADHD managem 

because it's important for parents to actively participate in their 

child's treatment plan. 

 

Behavioural strategies for children with ADHD: 

1. Create a routine: Try to follow the same schedule every day, from wake-up 

timeto bedtime. Post the schedule in a prominent place, so your child can see 

where he or she is expected to be throughout the day and when it's time for 

homework, play, and chores. 

2. Help your child organize: Put schoolbags, clothing, and toys in the same place 

every day so your child will be less likely to lose them. 

3. Avoid distractions: Turn off the TV, radio and computer games, especially when 

your child is doing homework. 

4. Limit choices: Offer your child a choice between two things (this outfit, meal, 

toy, etc., or that one) so that he or she isn't overwhelmed and over stimulated. 

5. Change your interactions with your child: Instead of long-winded 

explanations, use clear, brief directions to remind your child of his or her 

responsibilities. 

6. Use goals and rewards: Use a chart to list goals and track positive behaviors, 

then reward your child's efforts. Be sure the goals are realistic (think baby steps 

rather than overnight success). 

7. Discipline effectively: Instead of yelling or spanking, use timeouts or removal of 

privileges as consequences for inappropriate behavior. Younger children may 

simply need to be distracted or ignored until they display better behavior. 

8. Help your child discover a talent: All kids need to experience success to feel 

good about themselves. Finding out what your child does well - whether it's 

sports, art, or music - can boost social skills and self-esteem. 

A multimodal approach including a combination of medication behavior modification, 

school accommodation and ancillary services along with self regulation (Self-

monitoring, reinforcement, self management and self reinforcement) would be effective. 

TIPS FOR PARENTS 

 Do not stop behavior. It will help for the moment, change behavior, it will help for a 

lifetime 

 Be very clear, about what behaviour is expected of your child and stay consistent 

with your response 

 Rules must be laid down at the beginning and adhered by everyone, adults, and 

children alike. It is important to play good role models 

 Make sure your expectations are reasonable. Accept your child's weaknesses and 

help him/her cope with it 

 Keep simple schedule as multi-tasking or remembering too many instructions 

may be hard on your child 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22262
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22471
http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22269
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 Design the program so that your child experiences positives right at the start, 

then gradually increase the complexity 

 Provide more feedbacks, visual and verbal 

 Set short term rather than long term goals 

 

Check list for identification of ADHD 

Note: Six or more of the following symptoms of inattention have been present for at 

least 6 months to a point that is disruptive and inappropriate for developmental level 

Inattention 

1. Often does not give close attention to details or makes careless mistakes in 

schoolwork, work or other activities. 

2. Often has trouble keeping attention on tasks or play activities. 

3. Often does not seem to listen when spoken to directly. 

4. Often does not follow instructions and fails to finish schoolwork, chores, or 

duties in the workplace (not due to oppositional behavior or failure to 

understand instructions) 

5. Often has trouble organizing activities. 

6. Often avoids, dislikes, or doesn’t want to do things that take a lot of mental 

effort for a long period of time (such as school work or home work). 

7. Often loses things needed for tasks and activities (eg. Toys, school assignements, 

pencils, books, or tools) 

8. Is often easily distracted. 

9. Is often forgetful in daily activities. 

Hyperactivity 

1. Often fidgets with hands or feet or squirms in seat. 

2. Often gets up from seat when remaining in seat is expected. 

3. Often runs about or climbs when and where it is not appropriate (adolescents or 

adults may feel vary restless) 

4. Often has trouble playing or enjoying leisure activities quietly. 

5. Is often on the go or often acts as if driven by a motor. 

6. Often talks excessively. 

Impulsivity 

1. Often blurts out answers before question have been finished. 

2. Often has trouble waiting one’s turn. 

3. Often interrupts or intrudes on others (Eg. Butts into conversations or games) 

 

 

Risk Factors In Children’s Behavioural Disorders 

The causes of ODD, CD and ADHD are unknown but some of the risk factors include: 

http://ecoursesonline.iasri.res.in/mod/page/view.php?id=22716
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 Gender – boys are much more likely than girls to suffer from behavioural disorders. It is 

unclear if the cause is genetic or linked to socialisation experiences. 

 Gestation and birth – difficult pregnancies, premature birth and low birth weight may 

contribute in some cases to the child’s problem behaviour later in life. 

 Temperament – children who are difficult to manage, temperamental or aggressive 

from an early age are more likely to develop behavioural disorders later in life. 

 Family life – behavioural disorders are more likely in dysfunctional families. For 

example, a child is at increased risk in families where domestic violence, poverty, poor 

parenting skills or substance abuse are a problem. 

 Learning difficulties –problems with reading and writing are often associated with 

behaviour problems. 

 Intellectual disabilities – children with intellectual disabilities are twice as likely to 

have behavioural disorders. 

 Brain development – studies have shown that areas of the brain that control attention 

appear to be less active in children with ADHD. 

Diagnosis of children’s behavioural disorders 

Disruptive behavioural disorders are complicated and may include many different 

factors working in combination. For example, a child who exhibits the delinquent 

behaviours of CD may also have ADHD, anxiety, depression, and a difficult home life. 

Diagnosis methods may include: 

 Diagnosis by a specialist service, which may include a paediatrician, psychologist or 

child psychiatrist 

 In-depth interviews with the parents, child and teachers 

 Behaviour check lists or standardised questionnaires. 

A diagnosis is made if the child’s behaviour meets the criteria for disruptive behaviour 

disorders in the Diagnostic and Statistical Manual of Mental Disorders from the 

American Psychiatric Association. 

It is important to rule out acute stressors that might be disrupting the child’s behaviour. 

For example, a sick parent or victimising by other children might be responsible for 

sudden changes in a child’s typical behaviour and these factors have to be considered 

initially. 

Treatment of behavioural disorders in children 

Untreated children with behavioural disorders may grow up to be dysfunctional adults. 

Generally, the earlier the intervention, the better the outcome is likely to be. A large 

study in the United States, conducted for the National Institute of Mental Health and the 

Office of School Education Programs, showed that carefully designed medication 

management and behavioural treatment for ADHD improved all measures of behaviour 

in school and at home. 
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Treatment is usually multifaceted and depends on the particular disorder and 

factors contributing to it, but may include: 

 Parental education – for example, teaching parents how to communicate with and 

manage their children. 

 Family therapy – the entire family is helped to improve communication and problem-

solving skills. 

 Cognitive behavioural therapy – to help the child to control their thoughts and 

behaviour. 

 Social training – the child is taught important social skills, such as how to have a 

conversation or play cooperatively with others. 

 Anger management – the child is taught how to recognise the signs of their growing 

frustration and given a range of coping skills designed to defuse their anger and 

aggressive behaviour. Relaxation techniques and stress management skills are also 

taught. 

 Support for associated problems – for example, a child with a learning difficulty will 

benefit from professional support. 

 Encouragement – many children with behavioural disorders experience repeated 

failures at school and in their interactions with others. Encouraging the child to excel in 

their particular talents (such as sport) can help to build self-esteem. 

 Medication – to help control impulsive behaviours. 


