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Research Supporting Need 
The Great Smoky Mountain 

Study of Youth

Å 27% of children 9, 11, and 13 
years of age have a 
diagnosable mental health 
impairment.

Å An additional 16% of children 
have impaired mental health 
but do not meet criteria for a 
disorder.

Å This study also found that only 
21% of children with mental 
health problems receive 
mental health services.

Å 13% of children have one or 
both parents with MH                    
concerns.

Methodology for Epidemiology of 
Mental Disorders in Children 
and Adolescents Study

Å 13% of children and 
adolescents have anxiety 
disorders, 

Å 6.2% have mood disorders, 

Å 10.3% have disruptive 
disorders, and 

Å 2% have substance abuse 
disorders, 

Å for a total of 20.9% having 1 or 
more mental health disorders.



ÅOver half of the individuals who will display 

mental health disorders sometime during 

their life, will begin to display symptoms 

between the ages of 11 and 14.



Types of Child and Adolescent 

Mental Health Disorders
Å Disorders of Social Interaction

ï Autism Spectrum Disorder (ASD) -
incorporates four disorders from the previous 
manual

ï Social Communication Disorder (SCD) is 
characterized by a persistent difficulty with 
verbal and nonverbal communication that 
cannot be explained by low cognitive ability

Å Externalizing Disorders
ï Attention Deficit/ Hyperactivity Disorder

ï Oppositional Defiant Disorder

ï Conduct Disorder

ï Disruptive Mood Dysregulation Disorder
(DMDD). It is characterized by severe and 
recurrent temper outbursts that are grossly 
out of proportion to the situation in intensity or 
duration. The outbursts occur, on average, 
three or more times each week for a year or 
more.

ï Premenstrual Dysphoric Disorder

Å Internalizing Disorders
ï Anxiety Disorders

ï Depression

ï Posttraumatic Stress Disorder
(PTSD) includes a new subtype 
for children younger than 6. 

Å Other Disorders
ï Specific Learning Disorder - no 

longer limits learning disorders to 
reading, mathematics and written 
expression. 

ï Intellectual Disability Disorder

ï Eating Disorders

ï Substance Abuse

ï Self-Harming Behavior

ï Tic Disorders

Å Early Onset Major Mental Illness
ï Schizophrenia

ï Bipolar Disorder



Time of Initial Occurrence for 

Common Behavior Problems

Birth                        6 years 12 years                         18 years

Learning Disorders

Conduct Disorder

Oppositional Defiant Disorder

Attention Deficit-Hyperactivity Disorder

Language Disorders                      Depression

Autism

Rett Syndrome

Aspergerôs Syndrome

Reactive Attachment Disorder

Schizophrenia

Drug abuse

Bulimia

Anorexia nervosa

Wicks-Nelson & Israel, 2003

Emotional and Behavioral Disorders

Compliance Problems                        Bi-Polar



20%20%

Seriousness of the Problem

Prevalence of Emotional Behavioral Disturbance (EBD)

9-13%

Population Proportions 

(9 to 17 year-olds)

20% Youth with any 

diagnosable disorder (1 

in 5 students in your 

classroom likely display 

a diagnosable mental 

health disorder).

9-13% Youth with EBD, with 

substantial functional 

impairment.

5-9% Youth with EBD & 

extreme functional 

impairment.

0.8-1% Youth identified as 

EBD in the public 

schools of this nation

5-9%

>1%



Diagnostic Dilemma

ÅRegardless of the 

presenting symptoms, 

children and 

adolescents are most 

often initially referred 

for an evaluation for 

ADHD.

Student 

Characteristics

Teacher 

Behavior

Curricular

Demands



ADHD Criteria

ÅSymptoms must be present for 6 months to a 

degree that is maladaptive and inconsistent with 

the developmental level of the child.

ÅClear evidence of clinically significant 

impairment aligned with several symptoms 

present in two or more settings.

ÅOnset of impairment must be before age 12 

(was 7), even if it was not diagnosed until later.



ADHD ïInattentive Symptoms
(Must display 6 of 9)

ÅFrequent careless mistakes.

ÅDifficulty sustaining attention in task or play.

ÅOften fails to listen when spoken to directly.

ÅFails to follow through on tasks or follow 

directions.

ÅDifficulty organizing tasks and activities.

ÅAvoids tasks that require sustained attention.

ÅOften loses things.

ÅIs easily distracted by extraneous stimuli.

ÅForgetful in daily activities.



ADHD ïHyperactive Impulsive
(Must display 6 of 9)

ÅOften fidgets with hands or feet ïsquirms in seat

ÅOften leaves seat when required to sit

ÅRuns about or climbs excessively.

ÅOften has difficulty playing or engaging in leisure 
activities quietly

ÅIs often óon the goô or acts óas if driven by a motorô

ÅOften talks excessively

ÅBlurts out answers before questions are completed

ÅDifficulty waiting his or her turn

ÅOften interrupts or intrudes on others



ADHD Diagnosis

ÅADHD- Primarily Inattentive Type ïif 6 months 
of 6 or more inattentive symptoms.

ÅADHD ïPrimarily Hyperactive-Impulsive Type ï
if 6 months of 6 or more hyperactive-impulsive 
symptoms.

ÅADHD ïCombined Type ïif 6 months of 
displaying 6 or more inattentive symptoms AND 
6 months of displaying 6 or more hyperactive-
impulsive symptoms.  MOST COMMON



ADHD Epidemiology

ÅOccurs in 3 ï12 % of school 
aged children and adolescents.

ÅBoys are 4 to 9 times more 
likely to display ADHD than 
girls.  Girls more likely to be 
diagnosed with ADHD 
Inattentive Type.

ÅThirty to 50% of individuals with 
ADHD display a co-morbid 
disorder (e.g., ODD, CD, ASD, 
LD, Mood Disorders, Anxiety 
Disorders)



Adversity in Early Childhood

ÅñToxic stressò early in life can lead to 

fundamental changes in several regions of 

the brain, including those that subserve 

learning and memory (e.g., hippocampus) 

and those that subserve executive 

functions (e.g., various regions of the 

prefrontal cortex).

ÅAdverse Childhood Experience (ACE) 

Study
Anda RF, Felitti VJ, Bremner JD, Walker JD, Whitfield C, et al. (2006) The 

enduring effects of abuse and related adverse experiences in childhood. A 

convergence of evidence from neurobiology and epidemiology. Eur Arch 

Psychiatry Clin Neurosci 256: 174-186.



Medication and ADHD
ÅOften educators express frustration in a 

parentôs reluctance to employ medication 

when their child suffers from ADHD.

ïTwo general classes of medications for ADHD

ÅMethylphenidate ïRitalin, Vyvanse, Concerta

ÅAtomoxeline ïStraterra, Clonidine, Intuniv

ïOnly about 1/3 of children respond effectively 

to medication (some of these children may not 

actually suffer from ADHD)

ïParents concerned about side effects (sleep 

problems, weight gain, eating disorders, etc.)

ÅGoal of medication = improved ability to attend



Co-Morbidity and ADHD

ÅOne of the most frequent co-morbid 

disorder found in children and adolescents 

with ADHD was Oppositional Defiant 

Disorder (34%).

ÅAnother 28% of children with ADHD 

displayed co-morbid anxiety disorders.

ÅA large national study found: 

ï51% of adults with ADHD suffered from co-

morbid anxiety disorders, and 

ï32% suffered from co-morbid depression. -



Oppositional Defiant Disorder

ÅA pattern of negativistic, hostile and defiant 
behavior lasting greater than 6 months of which 
you have 4 or more of the following:
ïExtreme loss of temper

ïArgues with adults

ïActively defies or refuses to comply with rules

ïOften deliberately annoys people

ïBlames others for his or her mistakes

ïOften touchy or easily annoyed with others

ïOften angry or resentful

ïOften spiteful or vindictive



ODD and the Brain
ÅThe development of oppositional defiant 

disorder is associated with changes in 
the neurotransmitters of the brain. 

ÅNeurotransmitters are chemical 
transmitters of impulses between nerve 
cells.

ÅRaising or lowering the level of 
neurotransmitters (i.e., deviation from the 
norm) leads to a sudden change in mood 
and changes in the thinking process 
because of impaired transmission of 
nerve impulses. 

Thatôs why people with ODD have:
Å a sense of irritation, 
Å they have no fear of punishment, 
Å they often cannot adequately perceive reality and communicate normally in 

stressful situations.

.



External Factors Impacting the 

Development of ODD

ÅThe major familial external factors that contribute 
to the development of ODD disorder: 
ïdomestic violence, 

ïabuse (physical or sexual abuse), 

ïindifference of parents, 

ïdisastrous financial situation (poverty), or poor quality 
of life, 

ïdrug and alcohol use by parents. 

ÅThe major school-based external factors include:
ïexcessive punishment or punishment for behavior 

outside the control of the student,

ïabuse by adults and peers, and/or

ïIndifference on the part of teachers



Transition of ODD to Conduct 

Disorder
ÅOppositional Defiant Disorder in 

childhood years can develop into 
serious Conduct Disorder by 
adolescence.

ÅYoung students with ODD have a 2 to 
3 fold likelihood of becoming juvenile 
offenders.

ÅConduct Disorder ïAdolescent Onset 
ïbehaviorally typical until middle 
school ïmore favorable prognosis and 
more likely to respond to treatment.



Conduct Disorder

ÅRepetitive behaviors that violate the rights of 

others and/or societal laws, with 3 or more of the 

following in the past 12 months, with one in the 

last 6 months:

ïAggression or cruelty to people or animals

ïDestruction of property

ïTheft

ïRunning away

ÅAffects 12% of boys and 7% of girls



Oppositional Defiant Disorder and 

Conduct Disorder Treatment

ÅClear, brief, rules and expectations

ÅConsistent and predictable consequences

ïFrequent recognition and praise for the 

display of desired behavior

ÅFamily therapy

ÅBehavior management training

ïCollaborative Problem Solving (Ross Greene)

ÅSocial skills intervention

ÅSocial problem solving skill instruction



Anxiety Disorders

ÅIncredibly strong feelings that 

situations are dangerous or 

threatening

ïThese feelings have been demonstrated 

over an extended period of time

ïThese feelings are triggered by ordinary 

things that donôt pose significant risk



Types of Anxiety Disorders
Generalized Anxiety Disorder

Å Children with a generalized anxiety disorder, or GAD, worry excessively about a 
variety of things such as grades, family issues, relationships with peers, and 
performance in sports.

Å Children with GAD tend to be very hard on themselves and strive for perfection. They 
may also seek constant approval or reassurance from others.

Obsessive-Compulsive Disorder (OCD)

Å OCD is characterized by unwanted and intrusive thoughts (obsessions) and feeling 
compelled to repeatedly perform rituals and routines (compulsions) to try and ease 
anxiety.

Å Most children with OCD are diagnosed around age 10, although the disorder can 
strike children as young as two or three. Boys are more likely to develop OCD before 
puberty, while girls tend to develop it during adolescence.

Panic Disorder

Å Panic disorder is diagnosed if a student suffers at least two unexpected panic or 
anxiety attacksðwhich means they come on suddenly and for no reasonðfollowed 
by at least one month of concern over having another attack, losing control, or "going 
crazy."

Posttraumatic Stress Disorder (PTSD)

Å Children with posttraumatic stress disorder, or PTSD, may have intense fear and 
anxiety, become emotionally numb or easily irritable, or avoid places, people, or 
activities after experiencing or witnessing a traumatic or life-threatening event.



Generalized Anxiety Disorder

ÅExcessive anxiety or worry that is difficult to 
control, lasts at least 6 months and creates 
impairment in functioning.  Accompanied by at 
least one of the following:
ïRestlessness

ïFatigue

ïDifficulty concentrating

ïIrritability

ïMuscle tension

ïSleep disturbances

ÅMean age of onset between 10ï13 years of 
age.



Generalized Anxiety Disorder

ÅExcessive anxiety or worry that is difficult to 
control, lasts at least 6 months and creates 
impairment in functioning.  Accompanied by at 
least one of the following:
ïRestlessness

ïFatigue

ïDifficulty concentrating

ïIrritability

ïMuscle tension

ïSleep disturbances

ÅMean age of onset between 10ï13 years of age.

Worry themes:

- Academics

- Natural Disasters

- Social Life

- Physical Assault



Anxiety: Mind and Body

MIND

Feeling worried all the time.

Feeling tired.

Unable to concentrate.

Sleeping poorly.

BODY

Irregular heartbeat

Sweating easily

Muscle tension and pains

Breathing heavily

Dizziness

Faintness

Indigestion

Diarrhea



Fight, Flight or Freeze!
ÅWhen confronted with a stressful 
situation the bodyôs autonomic nervous 
system moves us into a physiological 
state to help us address the situation 
and avoid injury.

Blood is shunted from the brain and internal 
organs and moved to our arms and legs to 
support fight or flight.

Adrenalin and epinephrine are released in 
quantity to provide strength and endurance.

Cortisol floods the bloodstream to prevent 
swelling and it shuts down action in the 
upper cortex of our brain ï

(Not time to think, but rather to act!)



Depression Criteria
Å Depressed mood, feels sad or empty,  

(irritability in children) by self report or 
observation.

Å Diminished interest or pleasure in most 
activities.

Å Weight gain or loss ïin children failure to 
make expected weight gain.

Å Insomnia or hyper-somnia nearly every day.

Å Psychomotor agitation or retardation nearly 
every day, observable by others.

Å Fatigue or loss of energy.

Å Feelings of worthlessness or guilt (which may 
be delusional).

Å Inability to concentrate; inattentiveness.

Å Recurrent thoughts of death (not just fear of 
dying), recurrent suicidal ideation without a 
specific plan, or a suicide attempt or a specific 
plan.



Depression

ÅAt least 5 of 9 symptoms for a 2 week period, 

representing a change in previous functioning.

ÅAt least one of the symptoms must be 

depressed mood (irritable in children) or loss of 

interest or pleasure in usual activities.

ÅThe symptoms cause clinically significant 

distress or impairment.

ÅImpacts 3-8% of children and adolescents.



Depression Symptoms

ÅSymptoms that 

Increase with Age:

ïSleep/Appetite 

changes

ïFatigue

ïBoredom (Anhedonia)

ïPsychomotor 

retardation

ïHopelessness

ïDelusions

ÅSymptoms that 

Decrease with Age:

ïSomatic complaints

ïBehavioral problems

ïGuilt, irritability

ïHallucinations



Common Symptoms of Depression
(Consistent across age Groups)

ÅDepressed Mood

ÅImpaired 

concentration

ÅSuicidal ideation



Suicide

ÅFourth (4th) leading cause of death in 

children aged 10-15 years.

ÅThird (3rd) leading cause of death in 

adolescents and young adults (aged 15-25 

years).

ïRates of suicide attempts are 3 times higher 

in females.

ïRates of completed suicides are 5 times 

higher in males.



Challenge of Child and Adolescent 

Mental Health Disorders

ÅSymptoms of the disorder often worsen the 
disorder.

ÅImpact development and overall skill acquisition.

ÅAffect and symptoms are affected by family 
relationships and family behavior.

ÅEarly recognition and early effective treatment 
significantly reduce mortality and morbidity.

ÅSources of resilience and risk strongly influence 
the occurrence and course of child and 
adolescent mental health problems.



Treatment
ÅTypically multimodal treatment involving:

ïEffective Academic and Social Emotional Instruction ï

curriculum and instruction must be designed to 

motivate and promote success.

ïBehavioral Interventions ïclear expectations and 

predictable contingencies designed to reduce 

problem behaviors and to facilitate student success.

ïCognitive Behavioral Interventions ï(e.g., self-

regulation, attributional retraining, cognitive 

restructuring) 

ïMedication ï(e.g., anti-depressants, mood elevators, 

anti-anxiety medications, stimulant medications).



Escape and Avoidance 

ÅThe most frequently 
identified function of student 
misbehavior is escape and 
avoidance.

ÅMost teachers feel they can 
not allow a student to 
óescape or avoidô a specified 
task or action out of fear that 
they will reinforce this 
escape and avoidance.

ÅOften little thought is given to 
the issues that underlie the 
reason a student may be 
attempting to escape or 
avoid.



Teachers and Staff Understand 

the Importance of Attending to 

Student Needs

ÅDo we as humans have a 

basic need to escape?

Escape and 

avoidance typically 

result from threats to 

the need for safety, 

competence/self-

esteem, and/or 

autonomy.



Fear

ÅStudents may become frightened for any 

number of reasons at school.

ïFear of failure

ïFear of teacher 

ïFear of peers

ïFear of unknown

ïFrightening locations

ïPost traumatic events


