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School Psychology: How to proceed in the course?

The course on School Psychology (BPCS-184) is a skill enhancement course 
offered under Bachelor’s Degree Programme of IGNOU. The course is of 04 
Credits. The self-learning material is divided into four blocks. Each of these blocks 
represent a specific theme which is discussed in one to three units. The units are 
arranged in a logical sequence so as to cover the main aspects of each theme. 
Each unit contains a brief introduction in the beginning and a list of references 
and further readings, as well as, web resources at the end. The links for web 
resources have been mentioned for additional information on various topics. You 
are advised to read the Course Introduction carefully, in order to know about the 
rationale and content of the course you have offered to read.

You have in your hands, all the four blocks and nine units of this course. Before 
proceeding to read the units, you are advised to go through instructions about how 
to read the course material. Given below is the explanation of the organization 
and sequencing of the unit. We will tell you what is contained in various sections 
of a unit, and you should go about completing different tasks involved while 
reading the course material.

Organization and Sequencing of a Unit

The unit starts with,

1.0 Learning Objectives

1.1 Introduction

1.2 Section (Theme of the section)

1.2.1 Subsection of 1

……………….

Check your progress

1.3 Section (Theme of the section)

1.3.1 Subsection of 2

……………….

Check your progress

The numbering and length of each section and subsections may vary from one 
unit to the other unit, depending upon the depth of information in each unit. The 
last three sections in each unit with the following headings are also numbered. 
They are as follows,

• Review Questions

• References & Further Reading

• Web Resources

As the scheme suggests, each unit is divided into sections for easy reading and 
better comprehension. Each section is indicated by BOLD CAPItALS and 
each sub-section by a relatively smaller but bold typeface. Divisions within 
the sub-sections are in relatively smaller bold typeface so as to make it easy 
for you to understand.

Let us now discuss each section of a unit.
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Learning Objectives

We begin each unit with the section Learning Objectives. It tells you briefly what 
we expect from you once you complete working on the unit.

Introduction

In the section Introduction, we specify,

a) The relationship of the present unit to the previous unit (if there is a previous 
unit).

b) The theme of the present unit

c) The order of presentation of all the sections in the unit from Introduction to 
Summary

Summary

This section of each unit under the heading Summary, encapsulates the whole 
unit for   the purpose of ready reference and recapitulation.

Box

Sometimes certain topics may deal with abstract ideas and related concepts, as 
well as some case studies. Thus, it becomes necessary to explain these related 
concepts in a separate enclosure, which is called Box, in our units. This is added 
information which is necessary to comprehend the main text. These boxes may 
include (i) explanatory notes regarding concepts, (ii) information about main 
works of scientists/psychologists who have contributed to a particular topic, 
(iii) certain case-studies that are related to the concepts being discussed, (iv) 
examples, etc.

Illustration

There are illustrations in the units in the form of pictures, figures, diagrams 
and images. The main purpose of these illustrations is to make the study 
comprehensive and interesting. 

Check Your Progress

We have given self-check exercises under the caption Check Your Progress in 
between the main sections. To answer the Check Your Progress questions, you 
should,

a) Write your answers using the space given below each question

b) Label the diagrams in the space provided (if asked).

You will be tempted to have a glance of the main text as soon as you come across 
an exercise. But we do hope that you will resist this temptation and turn to the 
main text only after completing the answers.

You should read each unit and note the important points in the margin provided 
in the course material. This will help in your study. It will also help you to answer 
the self-check exercises and the assignment questions, as well as help in revising 
your course before writing your Term End Examination.

Key Words

Each unit has key words at the end of the unit, to explain the basic ideas, technical 
terms and difficult words.
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references & Further reading

We have given a list of references at the end of each unit. This is a list of books 
and articles used by the course writers to prepare the units. This reflects that your 
course material is based on a wide spectrum of literature available on a particular 
theme, related to your course. This also informs you of the wide literature available 
in the particular area of study. If interested in widening your knowledge, you 
may look for the mentioned references. Each reference mentions the name of 
the author, year of publication, title of the book/article, name of publisher and 
place of publication.

Further readings help you to increase your level of understanding of a particular 
theme in each unit, though it is not a compulsory reading.

Web resources

We have given a list of online references, on various topics, in each unit after 
References and Further Reading section. Apart from the text material, if you are 
interested in learning more about the topic, then you may access the website as 
mentioned, for a particular topic.

review Questions

Besides Check Your Progress, we have given Review Questions after summary 
section in each unit. You may practice these questions which will help you in 
answering assignments and Term End Examination Question Paper, though the 
pattern and style of questions asked may not be similar.

Audio and Video Aids

Some Units have been selected for the audio and video programmes to supplement 
the printed material. This will help you to understand the units with greater clarity. 
The related audio and videos are uploaded on www.ignou.ac.in>egyankosh.

Apart from this, you may also access IGNOU’s FM radio channel, Gyanvani 
(105.6 FM) which is available across many cities in India, for regular programmes, 
related to themes on Psychology. You can listen to the live discussions by faculty 
and experts on the topic of the day and interact with them through telephone, 
email, and through chat mode.

You may also watch Gyandarshan TV channel (free to air educational channel), 
for programmes related to topics on Psychology. The schedule of Gyanvani and 
Gyandarshan is displayed on www.ignou.ac.in. The radio and TV channels may 
also be accessed on Gyandhara, webcast facility for Gyanvani and Gyandarshan, 
provided by the University.

Assignments

There are a set of assignments for the whole course uploaded on www.ignou.
ac.in>downloads>assignments> BA CBCS>Ability / Skill Enhancement Courses. 
You need to check the course code and title of the course carefully, before 
downloading the assignment. These are Tutor Marked Assignments, which are to 
be submitted to the respective Study Centre after completion. These assignments 
will be evaluated by academic counsellor from your Study Centre. Ensure that you 
complete all your assignments because the grades that you get in each of these 
assignments are included in the final evaluation of your degree (30% weightage). 
Before answering the assignments, read all the units carefully. While working on 
the assignments, kindly ensure the following points,

1) Clearly write your enrollment number.
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2) Answer them in your handwriting and in your own words.

3) Write clearly and neatly so that it is easy to read your answers.

4) Leave margins on one side of your answer-sheets so that evaluator may write 
his/ her comments on your performance.

5) You will submit the assignments at your Study Centre on or before the date 
mentioned as per the admission cycle. Kindly check the dates from www.
ignou.ac.in or your Regional Centre website.

term End Examination

After reading and understanding the course material, as well as referring to the 
audio and video programmes, you will be writing the Term End Examination 
(TEE) for the course. TEE caries 70% weightage. Kindly consider the following 
points while answering for TEE.

1) Questions should be replied in one’s own words and should focused.

2) Answer questions keeping in mind the word limit. 

Preparation of Course material

The syllabus of course material BPCS-184 is designed by an Expert Committee 
(see page 2 of this course) and prepared by Course Preparation Team which 
comprises the author(s) of units, content editor(s), language editor, and the course 
coordinator. The expert committee selected the themes and sub-themes of the 
blocks and units, keeping in view the prescribed syllabi of UGC (CBCS model).
The authors of units have provided their expertise in elaborating them in the form 
of the main text of each unit. The content editor has carefully examined the course 
contents and has made an attempt to make the material clear and comprehendible.

For any query or feedback related to the course, you may contact the Course 
Coordinator at, 

Dr. Monika Misra  
Room No.31, Block-F,  
School of Social Sciences 
IGNOU, New Delhi 
E: bapchsoss@ignou.ac.in, monikamisra@ignou.ac.in 
P: 011-29572781
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School Psychology, is an Ability/Skill Enhancement Course offered in BA 
Programme. It will introduce you to a specialized field of Psychology, which 
focuses on children, adolescents, schooling process and families. It is a branch of 
psychology that is rooted in areas like clinical psychology, counselling psychology 
educational psychology and related to inclusive education and policy making.  
It addresses many concerns from the child’s or caregiver’s or the teacher’s 
perspective, like social or interpersonal problems, disabilities and disorders that 
affect learning or behaviours, and other challenging concerns during the growing-
up years like, substance use and delinquency.

The role of a school psychologist is to promote well-being of the child and to 
foster an optimum teaching-learning experience. The main functions of a school 
psychologist are assessment, diagnosis, intervention, promotion of social and 
emotional functioning, amidst cultural diversity of children and adolescents. 
However, the skills required by a school psychologist are not only related to 
assessment, prevention and intervention, but also include consultation with the 
teachers, parents, and administrators and other stake holders. Now let us look at 
a brief overview of the blocks and units of the course.

BLOCK INtrODUCtION

There are four blocks in this course. Block 1 introduces you the to the field 
of School Psychology. It discusses about the field of School Psychology, its 
emergence as a separate discipline, its relevance and functions of a school 
psychologist. Block 2 explains the developmental factors in children and 
adolescents and major developmental theories are introduced. Block 3 focusses on 
the problem behaviour of children and adolescents. Internalising and externalizing 
problems in children and adolescents as well as children with special needs are 
discussed in detail. Therapeutic interventions for children and adolescents as well 
as child rights are highlighted in Block 4.

Block 1 introduces you to the field of School Psychology. This block will give 
you an idea about what will follow in other blocks as well. It comprises of one 
Unit. Unit 1 describes about the emergence of School Psychology, as a separate 
discipline. It’s relationship with other disciplines like clinical psychology and 
educational psychology is explained. It will further highlight the present status 
and future trends for school psychology. Lastly, the role and functions of a school 
psychologist are also discussed.

Block 2 describes the developmental factors in children and adolescents. This block 
constitutes of two units. Unit 2 introduces the principles of human development. 
It discusses the issues and debates related to developmental psychology. Lastly, 
it explains the importance of both heredity and environmental factors in human 
development. Major developmental theories are explained in Unit 3. Theories 
related to the cognitive domain like, Piaget, Vygotsky, Bruner and Skinner’s 
and Chomsky’s position on language development are discussed. Erikson’s 
psychosocial theory and Kohlberg’s moral development theory is also explained. 
The unit also highlights the ecological system theory of Bronfrenbrenner and 
Ecological Model of Durganand Sinha. Critical evaluation of models is also 
discussed.
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Block 3 introduces you to the problem behaviours in children and adolescents. 
This block constitutes of three units (Unit 4, Unit 5, and Unit 6). Unit 4 discusses 
the concerns of children with special needs. Early intervention and assessment 
of specific learning disability and intellectual disability are discussed. Various 
schemes related to gifted children as well as the role of school psychologist in 
special education is put forward. Unit 5 describes the internalizing problems 
in children and adolescents like depression, anxiety, social withdrawal, body 
image and eating disorders, and somatic problems. Unit 6 gives an overview of 
the externalizing problems of children and adolescents. Such problems include 
oppositional-defiant disorder, conduct disorder, attention deficit/hyperactivity 
disorder, and substance use disorder. Other problems like kleptomania, pyromania 
and truancy are also discussed in the unit. 

Block 4 consists of three units (Unit 7, Unit 8 & Unit 9). Unit 7 gives a description 
of the importance of referrals and counselling for problem behaviours in children 
and adolescents. Techniques to use art and play therapy with examples is 
highlighted in the unit. Unit 8 introduces to therapeutic interventions for children. 
The main therapies explained with examples, are cognitive therapy, cognitive-
behaviour therapy, rational-emotive behaviour therapy, and social skills training. 
Psycho-educational programs and strengths-based counselling for resilience 
building is highlighted in the unit. The last Unit (Unit 9) will introduce you to 
the status of child rights in India. Right to survival and sustainable development 
goals, as well as right to protection and participation is highlighted. You will 
also be introduced to the emergence and significance of child helpline in India. 
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BLOCK 1  
Introduction to School Psychology 
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An OverviewUNIt 1   SCHOOL PSYCHOLOGY: AN 

OVErVIEW*
Structure

1.0 Learning Objectives
1.1    Introduction
1.2 Defining School Psychology
1.3 Need and Relevance of School Psychology
1.4 Historical Overview and Current Trends
1.5 Future of School Psychology in India
1.6 Roles and Functions of a School Psychologist
1.7 Summary
1.8 Keywords
1.9 Review Questions
1.10 References and Further Reading
1.11 Web Resources

1.0  LEArNING OBjECtIVES 
After reading this unit, you will be able to:
• Differentiate school psychology from other allied fields of psychology;
• Discuss the urgency to professionalize school psychology in India;
• Gain insight into the historical antecedents that led to the development of  
 school psychology as a distinct field of study;
• Explain the current status of school psychology in India and how it can lead  
 to future trends in the field of study; and
• Acquire knowledge on the wide array of roles that belong in the repertoire  
 of a school psychologist.

1.1 INtrODUCtION    
Within India, the boundaries between school psychology, counselling psychology, 
clinical psychology, educational psychology and child psychology have been very 
blurry. There are distinct features that each field has, that allow us to differentiate 
between these branches of psychology. Much before, thought was laid on 
professionalization of school psychology in India, jobs for school counsellors 
started to emerge in private schools. The school counsellors were employed for 
students of primary, upper primary, secondary and higher secondary sections 
in Indian schools, which has now become a mandatory condition for schools 
affiliated with the Central Board of Secondary Education (CBSE). 

O. APPOINTMENT OF HEALTH WELLNESS TEACHERS Rule 53.5: (i) 
Every secondary and senior secondary school shall appoint a person on full 
time U/ basis for performing the duties of a Health Wellness teacher having 
the following ~ qualification: ...... --'',.,1- ,Ie I •. Graduate/Post Graduate in 
psychology. OR Post Graduate in Child Development. OR Graduate/Post 

* Dr. Dhvani Patel, Former Faculty, The Maharaja Sayajirao University of Baroda, Vadodara
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Graduate with Diploma in Career Guidance and Counselling. (ii) Schools 
having enrolment of less than 300 students in classes from IX to XII can 
appoint a counsellor on part-time basis. (iii) Schools which are already 
affiliated shall appoint a Health Wellness teacher as mentioned at sub clause 
1 and 2 above within two years from the date this Rule comes into force. 
(CBSE/AFF/Circular /2014/ 67&5195)

The school counsellors were traditionally directed to cater to the needs of children 
who belong to ‘at-risk’ population, and students with special needs. While working 
toward students’ mental health concerns, the school counsellor is typically 
engaged in individual and group sessions and guidance services. Today, the term 
‘school psychologist’ includes the titles of ‘counsellor’ and ‘school counsellor’, all 
meaning the same. The difference however, is in the wide array of roles that are 
played by a school psychologist, but whether these roles are enacted or not, will 
depend on the professional training that is received by the ‘school psychologist’. 
Professionalizing of school psychology discipline is still in its infancy stage in 
India with limited institutes attempting to offer professional course in this field. 
In this Unit, we will discuss the field of school psychology and provide an overview 
of past, present and future of school psychology in India. Issues concerning the 
scope of this field and the specific roles enacted by school psychologists will also 
be addressed in the later part of the Unit. 

1.2 DEFINING SCHOOL PSYCHOLOGY 
School Psychology is similar to educational psychology for both emphasize on the 
learning environment of the child and work towards making the academic journey 
of school children a fruitful process. School psychologists also require adequate 
knowledge on developmental and childhood disorders, bringing them closer to 
clinical psychologists’ work profile. They also address the mental health concerns 
of school children. Student centric and individual sessions that are typically carried 
out by a school psychologist, require the skills of a counselling psychologist. 
Having said that, school psychologists are also required to plan interventions and 
preventive programs, use consultation with school teachers we well as parents 
and also employ action research to address the various mental health concerns. 
The American Psychological Association defines school psychology as,
School Psychology is a general practice and health service provider specialty 
of professional psychology that is concerned with the science and practice of 
psychology with children, youth, families; learners of all ages; and the schooling 
process. The basic education and training of school psychologists prepares them 
to provide a range of psychological assessment, intervention, prevention, health 
promotion, and program development and evaluation services with a special 
focus on the developmental processes of children and youth within the context 
of schools, families, and other systems.
International School Psychology Association defines ‘the term school psychology 
is used in a general form to refer to professionals prepared in psychology and 
education and who are recognized as specialists in the provision of psychological 
services to children and youth within the contexts of schools, families, and other 
settings that impact their growth and development. As such, the term also refers 
to and is meant to include educational psychologists and others who display 
qualities this document associates with school psychology’.
Thus, it may be said that school psychology encompasses important domains of 
learning, behaviour, and mental health and aims to enable children and adolescents 
to succeed academically, socially, behaviourally and emotionally. 
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PSYCHOLOGY
According to 2011 census, India has 37.24 Crore (overall population of 121.1 cr) 
in the age - group of 0-14 years which constitutes 30.76% of the total population 
(Children in India 2018, A Statistical Appraisal).  There are several government 
initiatives that aim at fulfilling the educational needs of children in this country, 
like the Sarva Shiksha Abhiyan (2000) and Right to Education (2010), thus 
ensuring a greater enrolment of students and a lower rate of school dropouts. The 
school therefore, works as an attractive community base to be able to reach out 
to a large number of children. A large community base such as the school, could 
also be beneficial for carrying out mental health programs.

The last few decades have seen a steep rise in the interest that is generated towards 
psychology courses. More schools have also started offering psychology at the 
higher secondary level. In college courses however, there has been a pattern in 
subject selection that remains unchanged for decades. Majority of the students 
opting for psychology major, have an inclination towards the specialized field 
of clinical psychology. The jobs of a school counsellor is one of the most visible 
options for a psychology fresher. Often students who have been trained in 
clinical or counselling psychology, apply for jobs in the school set up, as school 
counsellors, or school psychologists. This situation calls out for changes to be 
brought about in the higher education curriculum, emphasizing on the need to 
introduce specialization courses in school psychology to better prepare students 
in their role as school counsellors. 

Box 1.1: Suicide facts and figures in India

•  India has one of the highest rate of suicides in the age group of 15-29 
years (Lancet Medical Journal). 

•  According to the National Crime Records Bureau (NCRB), there were 
10,159 student suicides in 2018, which was an increase from 9,905 in 
2017.

•  State-wise records, according to NCRB indicates that Maharashtra tops 
in the student suicides with 1,448 suicides in 2018, followed by Tamil 
Nadu (953) and Madhya Pradesh (862)

•  Parental pressure, exam related stress and peer pressure are some of the 
commonly identified triggers to student suicides in India. 

The information in Box 1.1 on suicide, portrays a grim picture of the Indian youth. 
Experts from the field of Sociology and Psychology state a number of possible 
reasons for the rise in student suicides in India over the years. Higher academic 
stress, failure in  relationships, inadequate coping mechanisms, and lack of social 
support are some of the prominent indices that work as precipitating factors to 
student suicides. Students often are unable to find avenues for addressing their 
growing anxiety and stress. With this growing rate of student suicides year after 
year, there is an urgent need to address the mental health concerns of students. 
However, here are discrepancies evidenced in schools hiring school psychologists. 
Many schools hire paraprofessionals, who have merely obtained a diploma degree 
in mental health services and have very limited knowledge about psychology. 
Schools across the country therefore, need to have a permanent position of 
school psychologists within their organizational structure, a definite set of roles 
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and responsibilities assigned to that position, and a required set of minimum 
qualifications (being a specialised area).

Box 1.2 Central Board of Secondary Examination (CBSE) offers 
psychological counselling to exam weary students

CBSE every year has a committee of experts in the field of mental health: 
counsellors and special educators from India and abroad, who offer online 
counselling services (counselling.cecbse@gmail.com) to students and parents 
of board classes. This service is primarily offered before and during the board 
exam months, starting from February till end of April. A toll free number is 
also provided that provides tele-counselling services to students and their 
parents. The services were also initiated by the Board during the lockdown 
period in 2020 when the exams were rescheduled or cancelled, to address the 
concerns faced by students and their families. The Psychological Helpline 
(1800-11-8004) is now also inclusive of two new features: Interactive Voice 
Response System (IVRS) and Live Counselling. 

The Indian education system is in a state of transition, with modifications being 
planned in accordance with the National Education Policy 2020 (NEP, 2020). 
While drastic changes are predicted in curriculum development, NEP (2020) will 
also function as a catalyst to the on - going movement in inclusive education 
in Indian schools. The Policy also emphasizes on effective training of teachers, 
which would positively impact the school children and comparatively reduce 
the burden of school psychologists. One of the key highlights of NEP 2020 is 
its emphasis on health check-ups that not only include the physical health of the 
child, but also check for his/her psychological well-being. While NEP 2020 is 
still in its nascent stage, the humongous task of assessing school children’s mental 
health and well-being in India is in itself commendable. 

In the present times, there have been many changes (E.g., in the COVID-19 
situation) that have greatly impacted the education sector, forcing all the schools 
and colleges to go for online teaching and learning. New set of issues are likely to 
arise owing to the forced home schooling for almost a whole academic year for 
the children. Along with the school teachers, the school psychologists will have 
to be more aware for new variants of behavioural patterns in students that are 
likely to emerge post COVID-19 when the schools resume to offline schooling. 
Also, as we come to rely more heavily on the online platform for service delivery, 
accessibility to mental health services will have a new experience. The success 
of online counselling and/or therapy services can help break the barriers to 
stigma, that prevented many students to approach the school counsellors during 
the school hours. 

The establishment of a discipline is also dependent upon the developing status of 
the country. The specialized field of school psychology is very well established 
in the Western countries, with well-structured training programs, specialized 
academic courses and licence to practice. In India, the issue of licensing remains 
pending for all the other specializations of psychology, except clinical psychology. 
Conscious efforts need to be made in this direction to ensure the development of 
appropriate training standards for the school psychologist. Professionalizing of 
school psychology as a discipline in India hence becomes an agenda that needs 
to be addressed on a priority basis. 

There is thus, an urgent need for professionalizing school psychology as an 
academic discipline, owing to these stated factors (1) the alarming rate of student 
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suicides in India, (2) the increasing demands that are likely to be made on provision 
of mental health services after implementation of NEP 2020, (3) the emerging new 
role of the school psychologists as online therapists/ counsellors in the present 
times and (4) the professional overlaps among psychology specializations that is 
further creating more confusion to the image of a school psychologist. 

Check Your Progress 1

Answer the following in one word or one sentence. 

1)  Name any one factor that increasingly leads to student suicides in India.

  ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

2)  Mention one key feature of NEP 2020 that highlights on mental health 
status of school children.

  ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

3)  Give one point of difference between developed countries and developing 
countries in the establishment of school psychology as a distinct field.

  ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

4)  What is the new role of a school psychologist in the present times?

  ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

5)  Which is the most opted specialization among the psychology majors’ 
students?

  ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

1.4   HIStOrICAL OVErVIEW AND CUrrENt 
trENDS   

School Psychology as a field has significant overlaps with the specialized fields of 
educational psychology, clinical psychology, counselling psychology, community 
psychology, and developmental psychology. The traditional role of a school 
psychologist has more often been restricted to the psychometric model, where 
assessment was the key feature of the profession. Around two decades back, school 
psychologists in India were seen as experts in psychological testing and guidance. 
The roles outlined were limited in the school setting and school psychologists 
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often reported of (1) not having role clarity, (2) of being handed over tasks that 
did not fall under their area of expertise, (3) of being misunderstood in their 
roles as psychologists or counsellors, (4) of facing unrealistic expectations from 
parents and teachers, and (5) of not enjoying the status similar to that of a clinical 
psychologist. Over the years, as school psychology as a field evolved, a lot many 
additional features have been added to this profession that makes it distinct from 
the more commonly overlapping fields of clinical and counselling psychology. The 
overlaps of the field is owing to the fact that before school psychology started off 
as a distinct field, it was the counselling and clinical psychologists who worked in 
the school setting. The trend has pretty much remained the same across schools, 
since we do not have many professional courses that offer specialized training 
in school psychology. 

At present in India, very few universities have started to offer specialized 
training in School Psychology, For instance, there are two universities that 
offer postgraduate programs (The Maharaja Sayajirao University of Baroda 
and GD Goenka University, Gurugram) in school psychology and a diploma 
course on school psychology is being offered by Pune University. Indira Gandhi 
National Open University has been offering a course on School Psychology in 
its undergraduate programme since 2010.

Developed countries offer specialized courses in school psychology at the 
university level and the training and practice of the students is carried out together 
with some form of regulatory committee. In the United States, we have National 
Association of School Psychologists (NASP) and the American Psychological 
Association (APA) Division 16 of School Psychology, as regulatory committees 
that are looking after the ethics and standards of practice of school psychologists.
The Indian School Psychology Association (InSPA) was formed in the year 2009 
under the guidance of Prof. B. Mukhopadhyay and has successfully completed 
the first decennial journey (2009-2019). The role of In SPA is significant in 
furthering the discipline of school psychology in India. The organization has 
not only brought about experts in this field together to discuss pertinent issues 
related to school mental health, the annual conferences have served as platforms 
for showcasing the research carried out at school level. A number of workshops 
organized by inviting international speakers has also worked in favour for the 
development of the right mind-set for the current school psychologists. 

The discipline of school psychology is considered well established when 
measured against six indices: 1) specialised graduate training programs in school 
psychology, 2) specialised doctorate programs in school psychology, 3) hiring 
qualified professionals as school psychologists, 4) licensed practice, 5) forming 
of professional associations, and 6) academic journals that address the issues of 
this field. In India, we have already met conditions (1), (3) and (4), though there 
are schools that are hiring paraprofessionals or experts in psychology who may 
be unable to rightfully cater to the mental health needs of school children. The 
country does not offer specialized doctorate degrees for the other specializations 
of psychology and hence, this may remain an issue that is pending for a while. 
Recently, the University Grants Commission (UGC) declared a UGC-CARE list in 
an attempt to rid the predatory journals that were common in the field of education. 
Establishing a journal that follows the UGC-CARE (2020) protocol is going to 
be a daunting task for the subject experts. However, a lot of relevant publications 
on school psychology have been published in the Journal of Indian Academy of 
Applied Psychology, and Psychological Studies (Springer). The other journals 
of international repute are as follows, Canadian Journal of School Psychology 
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(Sage), Psychology in the Schools (Wiley), School Psychology International 
(Sage), School Psychology Quarterly (American Psychological Association), 
and School Psychology Review (Taylor & Francis).

Box 1.3: List of some of the professional organizations for the discipline 
of School Psychology

NASP National Association of School Psychologists
APA Division 16 – School Psychology, American Psychological 

Association
ISPA International School Psychology Association
InSPA Indian School Psychology Association
APACS Australian Psychologists and Counsellors in School
CASP Canadian Association of School Psychologists
APSPA Asia Pacific School Psychology Association

1.5 FUtUrE OF SCHOOL PSYCHOLOGY IN INDIA 
School psychology in India in near future has a widened scope to grow and 
develop. Professional organizations need to work towards the development of 
standardized assessment tools that can be of use to the school psychologists. 
India is a land of diversity and multiculturalism, and the number of official 
languages is as high as 22. This requires concerted efforts on part of researchers 
and psychometricians to devise assessment tools that are also culturally sensitive. 
Of greater need, is for a council of school psychology in India to be established 
that can develop certain rules for the professional training courses on school 
psychology in universities, define the ethical guidelines much needed for the 
progress of this field, and regulate the issuing of licenses to qualified school 
psychology professionals. More research needs to be encouraged for scholars 
in the field in order to generate knowledge about school psychology practices 
that are locally relevant. At present, a school psychologist typically works in the 
school setting. However, the future scenario can lead to creation of positions in 
mental health institutes, private clinics, and hospitals. 

The future of school psychology should evidence a shift in perspective and 
become more community-oriented in addressing the schools’ mental health 
concerns. There are certain challenges that need to be overcome. There must be 
an acknowledgment of the active interface of school, home and the community 
that collectively affect the development of the child. Along with this, more 
awareness needs to be created about the role and salience of school psychologists 
among other professionals working in the school setup. Teachers have unrealistic 
expectations from the school psychologists when dealing with problematic issues 
of school children. Teachers also often do not report issues that need immediate 
attention. A school psychologist is often reduced to the status of a proxy teacher 
since the school management and principal do not know how else to utilize the 
services of a school psychologist. 

It has to be understood that a school psychologist can contribute maximally only 
through the collaborative actions of the school management, administration, 
teachers, parents and children. It is a combined effort of all the stakeholders 
involved in bringing about significant improvement in the mental health domain 
of school children. 
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Answer the following as true or false. 

1)  India offers specialized doctorate degrees in school psychology. (True/
False)

2)  School psychologists in India can obtain a licence to practice. (True/False)

3)  School psychology has significant overlaps with the fields of clinical 
psychology, counselling psychology and educational psychology. (True/
False)

4)  Schools in India that hire school psychologists are traditionally trained 
in clinical or counselling psychology. (True/False)

5)  Professionals in school psychology are often misunderstood in their roles 
and contribution as school psychologists. (True/False) 

1.6 rOLES AND FUNCtIONS OF SCHOOL 
PSYCHOLOGISt

Psychology in India has more often heavily relied on the western models and 
techniques, for understanding and resolving the problems that are rooted locally. 
In case of school psychology thus, it would not be advisable to adopt the western 
model for roles and functions of a school psychologist in the school setting. 

Indian education system faces a broad range of issues that may require a whole 
new perspective to address the mental health issues that are increasing by each 
day in the Indian schools. Given the nascent stage of school psychology in India, 
there is not a single acceptable model that can be followed by schools of various 
states. There have been evidenced discrepancies in the roles that are enacted by 
the school psychologists across the country. Overall, the following are the roles 
and functions that are expected to be carried out by a school psychologist in India. 

1) Direct Services – School psychologists offer direct services to the school 
children by offering counselling. Problems in school, at home, academic 
stress and relationship issues of the youth are some of the regular issues 
that are addressed effectively with the help of the school psychologist’s 
counselling services. 

2) Assessment – School psychologists also carry out assessments and a part 
of their higher education training allows them to learn principles of test 
conduction and seek experience in interpreting test scores and making test 
reports. Owing to the skewed psychologist-student ratio, many schools 
prefer to have visiting consultants to provide assessment services for career 
planning like administration of the aptitude tests for the higher secondary 
students. Often, in cases where a detailed diagnosis is required, school 
psychologists typically refer the child’s family to outside-school mental 
health professionals. 

3) Expert talks – School Psychologists arrange for talks by experts for 
addressing needs of all stakeholders in a variety of ways. (1) School 
psychologists provide guidance in students’ career choices by organizing 
career talks and inviting experts from varied fields to interact with students 
and empower students to become better decision makers. (2) Inviting 
experts in the field of time management and meditation, for instance, is 
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generally arranged by school psychologists for the board class students.  
(3) School psychologists as experts for training of school staff. (4) They also 
organize parenting sessions on topics that are relevant to parents of particular 
grades, for instance, parents of primary classes may be oriented about ‘good 
touch, bad touch’, or have them attend a talk by nutritionist who provides 
information for the right kind of diet that benefits the health of the young 
children and prevents childhood obesity. 

4) Prevention Services – By assuming a role akin to community psychologist, 
the school psychologists work towards the development of primary and 
secondary preventive services targeted for the betterment of the school 
students. For example, to address the problem of bullying in school, the 
school psychologist can work toward a primary preventive program that 
could help eradicate the problem of bullying by providing for a more 
sensitive and conducive school environment and helping young children 
develop empathy. For the same issue of bullying, the school psychologist can 
provide for secondary preventive services that target on identifying bullies 
and victims at an early stage and assisting them in the initial phase of their 
problematic behaviours. 

5) Interventions – Schools prepare children for a better life and make them job 
ready. Since the last two decades, a lot of emphasis is placed on helping the 
school children acquire the needed life skills that can enable them to lead a 
healthy and successful life. CBSE schools have a mandatory subject on ‘life 
skills education’ that provide the children with the necessary life skills like 
interpersonal skills, critical thinking, decision making, coping with stress, 
coping with emotions, to name a few. One of the significant roles played 
by a school psychologist is also that of a trained life skills instructor for the 
school students. 

6) Consultation – School Psychology concerns itself with the psychological 
well-being of school children and hence focuses on the academic difficulties 
or the behavioural problems that the child is facing. School Psychologists 
also provide consultation which are indirect services where instead of directly 
interacting with the child, the school psychologist assist the parents and/or 
teachers of the child who is facing a particular problem. These consultation 
services are collaborative in nature since they actively involve the parents and 
teachers of the child in resolving an issue. For example, a girl in Grade IX 
is involved in a relationship with her classmate, which is a cause of concern 
to the family. The school psychologist can have sessions with the parents 
and enable them to effectively deal with their daughter on such a sensitive 
issue. 

7) Inclusive Education – The school psychologist is actively involved in 
providing educational services to the children with special needs. From 
providing for appropriate teaching strategies, infrastructural facilities in 
school, and helping fellow classmates develop a healthy attitude towards 
children with special needs, the school psychologist also assist the parents in 
providing for a shadow teacher, wherever the need arises in a school setting. 
The school psychologist effectively engages in the assessment of children 
who have special needs, provides for referrals of experts outside school and 
helps in maintaining a student profile, to check for progress that is made by 
the student and to enable effective sharing of the child’s background details 
as the child moves from one grade to the next. 
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The roles and functions of the school psychologist are not limited to the ones 
discussed above. Besides the above, school psychologists are also engaged 
in counselling, supervision, planning, advocacy, and sometimes in some 
administrative functions. According to American Psychological Association, 
school psychologists are prepared to intervene at the individual and system levels, 
and develop, implement and evaluate programs to promote positive learning 
environments for children and youth from diverse backgrounds. They also and 
to ensure equal access to effective educational and psychological services that 
promote health development. However, school psychologists need to follow 
their professional ethics, which will give credibility to the field and school 
psychological services. This will also help the field to grow and achieve its due 
status.

Check Your Progress 3

Identify the specific role of school psychology from the following examples.  

1)  Mohit has been diagnosed with attention deficit/hyperactivity disorder 
and requires a shadow teacher to assist in school. ......................

2)  Assisting Kushal of Grade XII Commerce Stream, to decide upon a right 
career choice in the field of commerce by inviting professionals from the 
field of commerce for active interaction and knowledge sessions. ...............

3)  Sharing the results of an aptitude test with Preya of Grade X, to allow 
her to make an informed decision on whether to go for Humanities or 
Science Stream. .......................

4)  Preetha was unable to cope up with the divorce of her parents, and she 
sought to get help from a school psychologist. ....................

5)  The school psychologist carried out a classroom activity on self-awareness 
with Grade 5 students. .......................

6)  Niyati of Grade 4 was facing problems in her math assignments. The 
school psychologist shared strategies with the math teacher to deal with 
students like her. ....................

7)  Developing a program to address the issue of rising suicide cases by 
providing mental health services to children during their vulnerable period 
of appearing for the board exams. ........................

1.7 SUmmArY
Now that we have come to the end of this unit, let us recapitulate all the major 
points that we have learnt.

• Within India, the boundaries between school psychology, counselling 
psychology, clinical psychology, educational psychology and developmental 
psychology have been very blurry.

• Today, the term ‘school psychologist’ includes the titles of ‘counsellor’ and 
‘school counsellor’, all meaning the same.

• School Psychology is similar to educational psychology for both emphasize 
on the learning environment of the child and work towards making the 
academic journey of school children, a fruitful process.
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• School psychologists are also required to plan interventions and preventive 
programs, use consultation with school teachers, as we well as parents and 
also employ action research to address the various mental health concerns.

• The Indian School Psychology Association (InSPA) got formed in the year 
2009 under the guidance of Prof. B. Mukhopadhyay and has successfully 
completed the first decennial journey (2009-2019).

• A council of school psychology in India needs to be established that 
can develop certain rules for the professional training courses on school 
psychology in universities, define the ethical guidelines much needed for 
the progress of this field, and regulate the issuing of licenses to qualified 
school psychology professionals.

• Over the years, as school psychology as a field evolved, a lot of additional 
features have been added to this profession that make it distinct from the 
more commonly overlapping fields of clinical and counselling psychology.

• School psychologists offer direct services to the school children by offering 
counselling. School psychologists also carry out assessments and a part 
of their higher education training allows them to learn principles of test 
conduction and seek experience in interpreting test scores and making test 
reports.

• School psychologists provide guidance in students’ career choices by 
organizing career talks and inviting experts from varied fields to interact 
with students.

• The school psychologists work towards the development of primary and 
secondary preventive services targeted for the betterment of the school 
students.

• One of the significant roles played by a school psychologist is also that of 
a trained life skills instructor for the school students.

• School psychologists also provide for consultation which are indirect services 
where instead of directly interacting with the child, the school psychologist 
assists the parents and/or teachers of the child who is facing a particular 
problem.

• The school psychologist is actively involved in providing for the educational 
services of the children with special needs.

1.8 KEYWOrDS  
School Psychology: A field that represents a group of professionals who are 
trained in psychological and educational services, to cater to the needs of children 
and youth in the contexts of schools, families and community that significantly 
impact their development. 

Educational Psychology: A field of specialization that concerns itself with 
effective teaching-learning process with the help of guidance and psychological 
testing. Experts in this field take note of the developmental stage of the children 
when working to modify their learning environments. 

Clinical Psychology: A field of speciality that concerns itself with the diagnosis 
and treatment of issues to mental health and behavioural problems. 

Counselling Psychology: A field of speciality that focuses on individuals’ 
emotional, social, educational, developmental, health-related, vocational and 
organizational concerns. 
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Primary Prevention Programs: Under this, efforts are made to prevent a mental 
health condition/ behavioural issue before it occurs. In other words, it means 
trying to address the root cause of the problem.

Secondary Prevention Programs: Under this, efforts are made to reduce the 
impact of the mental health condition/behavioural issue that has already taken 
place. Early identification of ‘at-risk’ population is crucial in this program. 

1.9 rEVIEW QUEStIONS
1)  Discuss the need and relevance of school psychology in India.

2)  Describe the role of a school psychologist.

3)  Explain the historical antecedents that led to the establishment of school 
psychology.

4)  Discuss the current status of school psychology and the future directions of 
the discipline. 

5)  Define school psychology. How is it different from the other fields of 
psychology?
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Answers to Check Your Progress 

Check Your Progress 1

1) Higher academic stress

2) Regular health check-ups that include for mental health check-ups along 
with physical health check-ups. 

3) License to practice

4) Online counselling and/or therapy

5) Clinical Psychology

Check Your Progress 2

1)  False

2)  False

3)  True

4)  True

5)  True

Check Your Progress 3

1)  Inclusive Education Services 

2)  Expert Talks

3)  Assessment

4)  Direct Services

5)  Intervention Services 

6)  Consultation

7)  Prevention Services
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2.0    Learning Objectives
2.1 Introduction
2.2 Issues and Themes in Developmental Psychology
 2.2.1 Nature-Nurture issue
 2.2.2 Continuous-Discontinuous Development

 2.2.3 Stability and Change

2.3 Lifespan Development
 2.3.1 Principles of Lifespan Development

2.4 Individual Differences: The Role of Heredity and Environment
 2.4.1 The Role of Genetic Inheritance 

 2.4.2 The Role of Environmental Factors

2.5 Summary
2.6 Keywords
2.7 Review Questions
2.8 References and Further Reading
2.9 Web Resources

2.0 LEArNING OBjECtIVES    
After reading this unit, you will be will be able to,
• Familiarize with the recurring themes and issues in developmental 

psychology;
• Acquire knowledge about the major tenets of life span perspective of human 

development; and
• Explain the role of hereditary and environmental factors in the process of 

human development.

2.1 INtrODUCtION 
The human species is the most complex and advanced of all life forms. Human's 
intriguing nature of understanding the world and the universe, has indeed created 
many a sciences. The term ‘human development’ is a field of science devoted 
to understanding the developmental process of human species from conception 
till death. This discipline has been established by scholars studying their own 
species. More often than not, their understanding is enhanced through their own 
personal thoughts and experiences. For instance, Jean Piaget is known to have 
studied and closely observed his own three children in developing his pioneering 
work on cognitive development in children. The study of human development 
further includes not merely descriptions of the life events, but also how humans 
play an active role in adjusting during life transitions. This Unit will focus on 
major themes of developmental psychology, the principles underlying lifespan 
development and the role of heredity and environment in individual differences.

* Dr. Dhvani Patel, Former Faculty, The Maharaja Sayajirao University of Baroda, Vadodara 
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A number of questions arise when we commit ourselves to the study of human 
development. Is one’s intelligence the result of genetic inheritance or the 
experiences that one has in life? Will a shy child in early years, grow up to be 
a shy adult? There are a number of issues and themes that need to be addressed 
at the outset of this field of study, which runs right through the experiences and 
theorizations on human development. 

2.2.1  Nature-Nurture Issue
Nature refers to the hereditary influences on human characteristics which 
include physical characteristics, intellectual capacities, personality traits and 
patterns of social interactions. Nurture as a concept, encompasses all of the 
environmental factors, including physical and cultural environment that influences 
the developmental outcomes in an individual. After decades of arguments over 
this nature-nurture controversy, scholars in the field of human development 
have arrived at a common consensus that human development is the outcome of 
interaction between hereditary and environmental factors. You will read about 
it in detail, in section 2.4.

2.2.2  Continuous-Discontinuous Development 
The continuous-discontinuous issue addresses how developmental events 
manifest a smooth progression across the life stages (continuity) or a series of 
distinct stages (discontinuity). Proponents of continuous development claim 
that development is gradual and cumulative; that each development event 
builds upon later development, such that later development can be predicted 
from the ‘happenings’ in earlier life stages. These changes are considered to be 
quantitative in nature, with a focus on the ‘amount’ of a trait that an individual 
has. An example of continuous development includes the instances of physical 
growth such as height. Also, healthy peer relationships in adolescence can be 
traced back to healthy parent-child relationships. 

Scholars emphasizing on the discontinuity approach consider development 
as occurring in distinct and abrupt changes, with an emphasis on qualitative 
experiences that are different at each stage. The discontinuity approach gives 
rise to “stage theories”, where development is illustrated with a metaphor of 
‘climbing the stairs’ where each step signifies an advanced way of functioning 
than the previous step. This suggests that the individual undergoes rapid changes 
as they step up to a different developmental stage, where change is considered 
to be sudden rather than gradual. 

Psychologists, however, come to a common consensus that neither of the 
approaches completely describe development. It is suggested that there may be 
some developmental phenomenon better described as continuous and some better 
described as discontinuous. 

2.2.3  Stability-Change
The stability-change issue concerns itself with the degree to which early traits 
and characteristics persist through out or can be subject to change? Experts who 
emphasize stability in development adopt the nativist perspective, asserting the 
role of genetic inheritance in development of traits and characteristics. Experts 
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also justify stability in development through the empiricist perspective, wherein 
psychological characteristics from early life experience cannot change. Thus, the 
nativist perspective states that a shy child will grow into a shy adult who will 
learn to be sociable if the situation demands. On the other hand, the empiricist 
perspective understands that shyness in a child develops as a result of unpleasant 
stressful experiences in early years which teaches the child to withdraw and avoid 
social situations altogether. Contemporary theorists assert that not only early life 
experiences, but later experiences have an influence on development as well. 
However, what remains unanswered, is the degree of change that can take place. 

Check Your Progress 1

Q1. State the following as true or false:  

i)  Stage theories of development represent the discontinuity approach to 
human development. (True/False)

ii)  The continuity approach to development captures qualitative experiences 
whereas the discontinuity approach to development captures quantitative 
experiences. (True/False)

iii) Not only early life experiences, but later life experiences also influence 
development. (True/False)

iv) The nativist perspective states that a child acquires shyness owing to early 
life experiences and hence, learns to withdraw from social situations in 
adulthood. (True/False)

2.3 LIFESPAN DEVELOPmENt 
In the study of human development, much of the research in the first half of the 
20th century was focused on infancy, childhood and adolescence. It was assumed 
that development was very rapid and fast paced during the infancy and childhood 
period, reached its peak in adolescence, and ceased after the adolescent period. The 
period of adulthood witnessed a plateau followed by a decline in development in 
late adulthood. However, with the advances in medicine and technology, the life 
expectancy of an individual increased from 60 to 80 years and above. In addition, 
the older adults were not only increasing in numbers, many were also living a 
healthy and productive life. These observation compelled researchers to look at 
adult years as significant to the process of development. The period of 1950s and 
1960s saw a spurt in research generated in the direction of development in adult 
years and beyond. This added notion that development is lifelong, is the focus 
of the lifespan perspective of development. Lifespan Developmental Psychology 
aims to understand the patterns of stability and changes in psychological traits 
across the life course, with focus on the development within the individual 
and between individuals. Paul B. Baltes (1939-2006), a German psychologist 
specialized in lifespan perspective aging. He elaborated the life span perspectives 
further into the following principles. 

2.3.1  Principles of Lifespan Development
a) Development is lifelong – Development covers the entire lifespan, from 

conception till death. The life span perspective asserts that no single age 
period dominates development. Rather each age period has its set criteria for 
development, bringing with it unique opportunities and challenges. In order 
to understand developmental events of any one particular period, it becomes 
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imperative to look back at development in the preceding age period, and to 
look forward to the development in the next age period. 

b) Development is multi-dimensional – Each age period brings with it changes 
in the three major dimensions of development, i.e., biological, cognitive and 
socio-emotional. These dimensions are not distinct, rather they overlap and 
interact to contribute to the development experiences at each age period. 
For example in middle adulthood, there are a lot of biological changes like 
greying/thinning of hair, menopause in women, and weight gain. There are 
also cognitive changes evidenced like improvement in spatial reasoning, 
verbal abilities, and abstract reasoning. Individuals in middle adulthood also 
go through social and emotional changes like personality tends to stabilize, 
and relationships become more intimate. This represents the concept of 
multidimensionality of development in the lifespan perspective. 

c) Development is multi-directional – Development in any particular domain 
does not necessarily have to follow a linear pattern, rather the pattern 
may show an increase or decrease in efficacy across an individual’s 
lifespan. Baltes refers to a process known as ‘selective optimization with 
compensation’ wherein particular functions are prioritized, thereby reducing 
the capacity of other particulars. Individuals limit the number of activities 
they engage in, perform select activities in which they can maximize form the 
minimal energy that is left. This gain/loss concept can further be explained 
with the help of the ‘intellectual capacities’ in adult years. Intelligence has 
been broadly classified as ‘fluid’ and ‘crystallized’, with ‘fluid intelligence’ 
meaning the ability to learn new responses in a quick and abstract manner, 
and ‘crystallized intelligence’ refers to accumulated knowledge that is 
acquired throughout one’s life. In adult years, while ‘crystallized intelligence’ 
increases with age and ‘fluid intelligence’ decreases with age.

d) Development is plastic – The lifespan perspective asserts that development 
is plastic at all ages, although it gradually declines with age. Plasticity also 
witnesses individual variations. Some adapt easily to changes owing to a 
greater exposure of variations in life experiences. 

e) Development is multidisciplinary – A single discipline cannot encompass 
the totality of all the developmental aspects. The lifespan perspective 
suggests a combination of disciplines for the study of the developmental 
process. Scholars from the discipline of psychology, sociology, education, 
anthropology, economics, history and medical sciences can contribute to 
important concepts pertaining to development that provide for integrated 
knowledge of the developmental processes across the lifespan.

f) Development is contextual – The lifespan perspective states that development 
is embedded in multiple contexts. Like individuals, contexts also change. 
There are two types of influences exerted by contexts, which can be 
categorised into two – normative influences and non-normative influences. 
These categories work simultaneously, connecting and combining in unique 
ways, creating pathways of change that show variations. 
i) Normative influences:  Events that are typical of each individual. There 

are two types of normative influences: age-graded and history-graded 
influences. Age-graded influences are correlated with biological age 
such as menopause, onset of puberty, entering school, taking retirement; 
and history-graded influences are related with certain time period that 
define a broader context, like World War II and the present pandemic 
situation (COVID-19) across the world. 
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ii) Non-normative influences: Events that are unique to an individual’s life 
and do not associate with any specific developmental period. Examples 
include, obtaining a higher degree or a job overseas, death of a child or 
divorce. 

Check Your Progress 2

Each of the following sentences describe one principle of lifespan 
development. Against each sentence, write down the appropriate 
developmental principle:  

i)  In adolescence, puberty evidences physical and physiological changes 
like hormonal changes, cognitive changes like ability to think abstractly, 
and psychosocial changes like the growing preference for peers in one’s 
life. .........................

ii)  The process of selective optimization with compensation takes place. 
..........................

iii)  There is no single development period that dominates human development. 
.........................

iv) The normative and non-normative influences interact to produce unique 
variations in individual development. ..........................

2.4 INDIVIDUAL DIFFErENCES: tHE rOLE OF 
HErEDItY AND ENVIrONmENt    

Box 2.1: Do it yourself activity

List down a set of characteristics that describe you (for instance, tall, fat, 
intelligent, lazy, helpful, and other such characteristics). Against each 
characteristic, write down H if you have inherited these characteristics from 
your parents or other family members, and E if you have developed these 
characteristics owing to the environmental influences on you (for instance, 
your family, schooling, peers, hobbies, etc.).

Human development is a complex process that interweaves the genetic factors with 
the environmental influences in a manner that no two individuals ever experience 
the same life. The nature-nurture issue in human development literature points 
out towards the extent to which genetic inheritance (nature) and environmental 
influences (nurture) result in the unique individual that we are. Scholars who 
emphasize on the dominant role of nature in development assert that we possess 
a genetic blueprint that underlines commonalities in our development. For 
instance, growth is rapid in infancy as compared to childhood, we walk before 
we talk and so on. It is in the case of extreme environments (like malnourishment, 
parental neglect, etc.) that hinders the process of development which otherwise 
is considered to be basic growth tendencies hard wired genetically into human 
beings. On the other extreme, we have psychologists who strongly assert the 
role of nurture in development. Environmental experiences can be broadly be 
classified into biological environment (nutrition, health care, and safety), and 
social environment (cultural forces, family, school, religion, media). For example, 
researchers have revealed how parental styles shape children’s experiences and 
personality. After decades of debate over the issue of nature versus nurture, the 
scholars of human development and developmental psychology have arrived at 
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a consensus that development results from an interaction of nature and nurture. 
It would however be interesting to ascertain the degree of influence of nature 
and nurture on specific aspects of development.  Behavioural genetics is a newly 
emerging field of study which determines the degree to which behaviour is a 
result of genetic inheritance or the person’s experiences.

BOx 2.2: Did you know?

There is a field devoted to the study of individual differences termed as 
‘Differential Psychology’. Differential psychology requires general knowledge 
of psychology in humans and other species like chimpanzees and rats. The 
APA dictionary of psychology defines differential psychology as “the branch 
of psychology that studies the nature, magnitude, causes, and consequences 
of psychological differences between individuals and groups, as well as the 
methods of assessing these differences”. This field of study basically tries 
to address the questions of individual differences in how we think and feel, 
what we want, what we need, and what we do. 

2.4.1  the role of Genetic Inheritance  
At the time of conception, when the egg and the sperm unite through the process 
of fertilization, it leads to formation of a zygote and initiating the development 
of a new organism. The resulting single cell called as zygote, is made up of 46 
chromosomes. The single cell soon starts to multiply itself, first into two, then 
four and so on and as a result, a mass of cell is formed which takes the form 
of a foetus. There are twins that are born under two unusual condition, one set 
of twins born from the same egg (monozygotic or identical twins) who end up 
inheriting the same 46 chromosomes and hence are identical and of the same sex. 
In another condition, more than one egg gets released and fertilized and hence 
the result is fraternal or dizygotic twins who are non-identical, and do not share 
the same genetic makeup. Numerous studies on twins have been carried out by 
experts from the field of human development to study the influence of nature and 
nurture on identical and non-identical twins. 

Developmental Genetics is a field of study that attempts to ascertain the extent 
to which genetics has a role to play in the lifespan developmental process of 
an individual. Geneticists are interested to study how genes transmit human 
characteristics and how family members have certain genes in common. Genes 
are made up of a chemical called as deoxyribonucleic acid (DNA). The DNA 
molecule consists of two strands, each containing sugars and phosphates. The 
two thin strands twist around each other like a spiral staircase. The steps of the 
staircase that link the two strands are amines or bases. Amines are the organic 
structures that have the genetic codes and that regulate a cell’s life. Each section 
of DNA comprises of same sequence of amines which is called as gene. The genes 
are placed in rod-shaped structures which are chromosomes, found in the cell 
nucleus. Each cell of the human body has a total of 46 chromosomes, 23 from 
the mother’s egg and 23 from the father’s sperm. 22 pairs of chromosomes that 
determine most of the human characteristics are called autosomes and the last pair 
of chromosomes termed as sex chromosomes determines the sex of an individual. 

The genetic transmission of traits is controlled by more than one pair of genes, and 
this process is called polygenic inheritance. Genes that influence a particular trait 
(e.g. the eye colour or the hair colour) are known as dominant genes and genes 
that are likely to express only if paired with an identical gene, are called recessive 
genes. Hence, in case of a dominant and recessive gene, the dominant gene 
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influences the expression of trait and in case of two recessive genes, the expression 
of that trait is determined by the recessive genes.  Many genetic disorders are 
transmitted through recessive genes, such as sickle cell anaemia and Tay-sachs 
disease. Often genetic disorders also arise because of chromosomal abnormalities 
such as presence of an extra chromosome in the 21st pair causes Down syndrome, 
and an extra sex chromosome in the 23rd pair leads to Klinefelter’s syndrome. 

2.4.2  the role of Environmental Factors
For decades, psychology has been known to give significance to individual 
variables. An individual does not function in isolation, rather a healthy or a 
deficient state is always the result of the complex interaction of the individual 
with his/her environment. Neither the isolated individual, nor the isolated 
environment, but an interplay of the individual with his/her environment is crucial 
in understanding of psychological processes. Putting the traditional preferences 
aside, psychologists in the recent past have started acknowledging the importance 
of social factors along with the intra-individual forces. 

Kurt Lewin (German-American psychologist, 1890-1947) in his field theory 
attempted to explain how an individual’s actions at a given time are a result 
of his/her momentary position in the social field. Taking the example of an 
individual’s transition from childhood to adolescence, Lewin explains how the 
social environment of the adolescent comprises of a number of regions, some 
in the neighbourhood, some accessible and some inaccessible. The adolescent’s 
behaviour is then the function of the region in which he/she is at a given time. 
When a new region becomes accessible to an adolescent, it is an unfamiliar 
territory that often causes ‘uncertainty of behaviour’. Hence, transitions between 
different age periods in development become sources of conflict when the 
direction of attaining goals seem to be unclear. Lewin considered ‘life space’ 
as comprising of all the possible influences on an individual, that is, the person 
and his/her environment. Postulating a formula for the same, Lewin stated that 
behaviour is a result of an interaction of the person with his/her environment at 
a given moment. (B = F {P, E}), where B is behaviour, F is function, P is person 
and E is the environment. 

Durganand Sinha’s Ecological model (1977) explains the development of 
children in Indian context. It classifies environmental influences into two layers: 
i) the upper and more visible layer, and ii) the supporting and surrounding layer; 
the following section provides a description of these group of factors that have 
an impact on the child’s development. 

I) the upper and visible layer

Following Sinha’s ecological model, the upper and the more visible layer 
comprises of influences of and interactions at home, school, and peers. This is 
the immediate environment of the child that has a direct effect on the child’s 
development. 

i)  Family – In the Western World, the influences of family on child’s 
development is predominantly painted by the parental styles and interactions. 
Diana Baumrind, a developmental psychologist, pioneered in research 
on parental styles in the 1960s. She classified parenting styles into four 
types – authoritative, authoritarian, permissive and neglectful. With this, 
followed a succession of studies that attempted to correlate parental styles 
with the child’s behaviour or performance. However, these correlational 
studies could not establish a definite cause-and-effect relationship and an 
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idea that took precedence is how a child’s temperament can determine the 
style of parenting. The same parent is seen as engaging in use of different 
strategies with the younger and the older child. Although, parents are the 
first important relationships that children have, which forms the basis of 
future interpersonal relations. However, parents alone do not influence the 
development of the child at the home front. 

  In many Indian households, the child’s upbringing is largely governed or 
influenced by the grandparents who generally have the time and freedom 
in the upbringing of the younger generation. Indian culture is valued for its 
respect to elders and loyalty to one’s group and these values are inculcated 
within the child by his/her interactions with the grandparent(s). Young 
children are be taught to appreciate their family tradition and learn about 
the moral and religious values from the older generation. This is the classic 
display of ‘dual parenting’ in the Indian context. 

  It has been a common notion that families in India are of a joint structure. 
Traditionally, it was indeed true but in the present times, we have a rising 
trend of nuclear families, with the joint family structure limited to a specific 
groups in the society. Whether joint or nuclear structure, family ties are 
considered a strength and boon to Indians. Regardless of the number of 
members in the household, Indian families are characterized by their relations 
with extended family members. Based on its vastness and diversity, there 
are regional variations in kinship system in India. Next to the family, the 
kinship group plays an active role in daily life events, social gatherings and 
festivities. 

 A child’s early development is a function of the home environment that 
provides the child with a nurturing, safe and stimulating environment 
much needed for the optimal development in the early years of life. Home 
environment is largely defined by the socio-economic background of the 
family, which in turn affects the child positively or negatively. For instance, 
children in richer households have an early access to toys and books that 
provide for a rich, engaging and stimulating environment. Even before their 
entry into the pre-school system, these children have early experiences 
that prepare them for better learning in a school environment. Engaging 
in activities like pretend play, reading and telling stories to children, and 
drawing with the child, are some of the crucial events necessary for the 
cognitive development of the child. The educational level of the parents 
also plays an important role in providing early positive experiences to the 
child. A home environment also has to be a place of safety. Adult supervision 
prevents a child from any physical or emotional harm. A joint-family system 
ensures for informal child care and supervision. Families of dual career 
couples often hire help to look after the young children at home. Dual career 
couples from lower middle-income groups who cannot afford professional 
child care or do not have help from extended family, result in situations 
where the children are left alone at home, often an elder sibling taking care 
of the young one. Also at times, when residing in a densely populated area, 
children are left to the supervision of an elder sibling, which may increase 
a child's vulnerability to abuse or subject to negligence.

ii) Peers – Children below 3 years of age may respond to other children but 
the interaction is not sustained for long. Interestingly, early childhood 
is marked by ‘free-play’, highlighted by exploration and manipulation 
of objects in one’s surroundings. Middle childhood brings about a lot of 
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changes in the amount of time and quality of the child-child interactions, 
where the child acquires social reputation, learns to differentiate social 
networks, and friendship slowly starts gaining centrality in relationships. 
The early exchanges that a child has with a fellow age mate, are significant 
in establishing competencies of cooperation, collaboration, and development 
of tolerance. 

  For preschoolers, interacting with children of different temperament, different 
demands and issues – assist in the development of cognitive and social 
abilities required for adjusting in varied social settings. Social reputations 
get formed as children acquire the schema for appropriate and inappropriate 
behaviours. Children who are shy or aggressive, earn a poor reputation among 
age mates, and they consistently have a low self-esteem and a poor self-
regard.  At around 4-5 years of age, the concept of a ‘close’ friend starts to 
form. A close friend is one with whom the child spends more time in school. 
The behaviour of the child toward friends and other age mates also starts to 
differentiate. Middle childhood increasingly also witnesses the formation of 
dyads and triads, and these small groups get formed more commonly owing 
to common interests. Typically these groups comprise of the same-gender 
age mates.

 Acceptance and rejection by age mates in the early and middle childhood 
causes significant distress in adult relationships. Social isolation – the 
perceived lack of social connectedness – has a negative impact on physical 
and mental health of the child. Educational actions become need of the hour 
to create a school environment of belongingness that can help catalyse a 
social change that is desirable for all. 

iii) teachers – Formal education commencing from elementary school provides 
children with experiences that make them independent from their parents, 
and help them acquire negotiation skills in their relationships with teachers 
and classmates. The cognitive abilities of flexible thinking and effective 
recall that develop, further assists the child in their pursuit of academic and 
co-curricular goals. Teachers play an integral role in the socio-emotional and 
cognitive development of children. The role of a teacher in preschool setting 
changes drastically when the child shifts to elementary school. The primary 
focus shifts from providing warmth and nurturance to imparting discipline 
and instructions. The classroom structures also undergo changes, with higher 
number of children in a single class, thereby reducing the opportunities for 
a one-to-one teacher-child interaction. As teachers emerge from the role of 
alternate caregivers in the preschool years, their positive affect and openness 
to communication leads to healthy teacher-child relationship. These in turn 
help the child in his/her academic and behavioural development. Children 
who have had healthy teacher-child relationships, are more effective in 
handling of emotions, engaging in classroom activities, effective interactions 
with others and enjoy the process of learning. 

iv) Internet use – In the recent times, rapid advancements in information and 
communications technology has resulted in digitalization. This has affected 
all aspects of our lives, including those of children. With the proliferation of 
social media sites, the child’s first precious and private moments of life are 
open for the world to see. In present times, the pandemic (COVID-19) crisis 
resulted in online schooling and examinations which has increased the child’s 
onscreen presence almost threefold. Apart from classes, the child’s homework 
also requires screen time and with outdoor activities’ restriction, a child also 
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has playtime ‘onscreen’. While the crisis situation may be temporary, one 
cannot rule out the habits that got formed due to lifestyle changes (because 
of lockdown and restricted sitution for a substantial period of time) and how 
to undo these habits once normalcy resumes. Children are at an increasing 
risk of developing ‘digital dependency’ and ‘screen addiction’.

 A large majority of children living in India are unable to reap the benefits 
of digitalization. Owing to reasons such as poverty, geographic isolation, 
unavailability of technological gadgets, children who need this technology 
the most are actually the most deprived. They do not benefit from online 
learning and other benefits and hence are unable to break the intergenerational 
viscous cycles of disadvantage. This will result in new divides that prevent 
a section of children from realising their potential. 

 There is a dark side to the internet that threatens the child’s safety, privacy, 
and well-being, with increasing instances of cyberbullying that causes already 
vulnerable children to become easily victimized. There is a lack of awareness 
among children and adolescents about their online safety, and credibility of 
online relationships. It is need of the hour to create digital awareness in a 
manner that both protects and empowers the growing child. 

II) the surrounding and supporting layer

According to Sinha’s ecological model, the surrounding and supporting layer 
comprises of geographical and physical environment and institutional factors like 
caste, class and the community resources available for use based on the position 
of that individual in the society. These are macro level factors comprising of the 
physical and social environment which have an indirect influence on the child’s 
development. 

The socioeconomic factors have an impact on the way an infant and young child 
is reared by the parents. There are significant differences in the child rearing 
practices as one moves up in the caste/class hierarchy. Children in a joint-family 
structure display a greater level of collective and interdependence as compared 
to children from nuclear households who possess qualities like individuality and 
self-reliance. Religion also differ in their emphasis on development on traits like 
obedience and submission to authority as opposed to initiative and independent 
decision-making. Moving from a highly collectivistic culture to an evolving 
individualistic culture, Indian mothers have specific child rearing strategies that 
tend to encourage obedience and passivity in children and enjoy the physical 
dependence of the child, thereby prolonging the process of self-reliance. Gender-
specific differences and stereotypes are also observed in child rearing practices of 
an Indian child. Indian culture places the highest values on the birth of a boy and 
this in turn determines how the mother, family, neighbourhood and community 
at large, interact with the child. Young child’s response to crowded spaces is 
highly culture specific, affecting their cognitive and behavioural development. 
Crowding in educational institutes is seen to negatively affect the child’s school 
achievement scores, cause delays in psychomotor development, engaging less 
in cooperative play and engaging more as onlookers. Crowding at home is also 
seen to negatively impact parent-child interaction. Crowded homes provide fewer 
opportunities for interpersonal communication between the parent and child, 
with parents experiencing difficulties in monitoring and regulating the child’s 
behaviour. Crowding in residential and educational facilities creates a breeding 
ground for aggression in children, increase in family conflicts and a more frequent 
use of punitive measures to discipline the child. 
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A growing body of research has also evidenced significant effects of elements of 
the physical environment like toxins and pollutants that affect the child’s cognitive 
and socio-emotional development. For instance, lead exposure causes phenomenal 
damage to children’s I.Q and externalizing behaviours. It has been estimated that a 
higher number of children in developing countries record an elevated lead in blood 
levels. Various other environmental hazards like air pollution, noise pollution, 
shortage of clean water as a resource, and lack of proper waste management 
system cause further impairment in child’s socio-emotional development and is 
often a reason for cognitive deficits. 

Check Your Progress 3

1) Kurt Lewin’s concept of ‘Life Space’ meant –  

a) the upper and more visible  
  layer of factors

c)  all possible influences of  
  an individual and his/her  
  environment 

b)  an individual’s immediate  
   environment 

d)  a region occupied by the 
      individual at any given 

moment. 

2) An effective teacher-child relationship results in –   

a)  enjoyment in the process of  
   learning

c)  a close bond with the parents

b)  better adjustment in school  d)  effective regulation of emotions 

 i)  a and d 
 ii)  a, b, and c
 iii)  a, b, and d
 iv)  c and d
3)  List the four parenting styles proposed by Diana Baumrind.
  ...................................................................................................................

4)  Complete the following by considering that brown hair colour is a 
dominant gene and blonde hair colour is a recessive gene.

  i) Only one parent passes the brown hair colour gene to the child, the  
 child’s hair colour will be ................. .

  ii) Both the parents pass the brown hair colour gene to their child, the  
 child’s hair colour will be ................. .

  iii) If the child receives a brown hair colour gene from mother and  
 blonde hair colour gene from father, the child’s hair colour will be  
 ................... .  

  iv) Both the parents pass the blonde hair colour gene to their child, the  
 child’s hair colour will be .................. . 

2.5 SUmmArY   
Now that we have come to the end of this unit, let us recapitulate all the major 
points that we have learnt.

• Experts in the field of human development do not take any extreme stance on 
any of the issues pertaining to human development. Development is the result 
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of an interplay of heredity and environment, and that not all developmental 
phenomenon can be either continuous or discontinuous. Some aspects 
of development are subject to change and some that remain fairly stable 
throughout life. 

• Lifespan Developmental Psychology aims to understand the patterns of 
stability and change in psychological traits across the life course, with focus 
on the development within the individual and between individuals.

• Each age period brings with it changes in the three major dimensions of 
development, i.e., biological, cognitive and socio-emotional.

• Development in any particular domain does not necessarily have to follow a 
linear pattern, rather the pattern may show an increase or decrease in efficacy 
across an individual’s lifespan.

• The lifespan perspective states that development is embedded in multiple 
contexts.

• Geneticists are interested to study how genes transmit human characteristics 
and how family members have certain genes in common.

• Following Sinha’s ecological model, the upper and the more visible layer 
comprises of influences of and interactions at home, school, and peers. This 
is the immediate environment of the child that had a direct effect on the 
child’s development. 

• As per Sinha’s ecological model, the surrounding and supporting layer 
comprises of the geographical and physical environment and institutional 
factors like caste, class and the community resources available for use based 
on the position of that individual in the society.

2.6 KEYWOrDS   
Durganand Sinha’s Ecological model: Designed for an understanding of child’s 
development in the Indian context. The ecology of the child was conceptualised 
into two concentric layers – i) the upper and the more visible layers, and ii) the 
surrounding and supporting layers. 

Parenting styles: A cluster of attitudes or a pattern of parental authority 
communicated to the child that creates an emotional context for the expression 
of parental behaviour. 

Cyber bullying: Known as online bullying, is a form of bullying or harassment 
using electronic means, and more common among teenagers owing to the rapid 
expansion of digital technology. 

Digital dependency: Overuse of the internet or electronics to the point that 
one’s life is affected. Examples include, social media dependency, smart phone 
dependency and internet addiction. 

On-screen Addiction: Implies compulsion to engage in screen use that results 
in impairment of daily functions, leading to decreased productivity and deficits 
in social relationships, physical health or emotional wellbeing. 

Nativism and Empiricism: Nativists claim that all our understanding of the world 
is innate whereas empiricists believe that all knowledge is based on experience. 
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1)  Briefly describe the emerging themes and issues related to the study of human 
development.

2) Explain principles of lifespan perspective of development.

3) Discuss the influence of parents, peers, teachers and internet use on child’s 
development.

4) How does the cultural and physical environment affect the child’s 
development?
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Answers to Check Your Progress

Check your Progress 1

Q1. i) True

 ii) False

 iii) True

 iv) False

Check your Progress 2

i) Development is multi-dimensional 

ii) Development is multi-directional 

v) Development is life long

vi) Development is contextual             

Check your Progress 3

Q1.  (c) All possible influences of an individual and his/her environment

Q2.  a, b, and d

Q3. authoritative, authoritarian, permissive and neglectful.

Q4. i) brown

 ii) brown

 iii) brown

 iv) blonde
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3.0 Learning Objectives
3.1 Introduction
3.2 Developmental theories 
 3.2.1 Approaches to Cognitive Development
 3.2.2 Theories of language Development
 3.2.3 Theories of Psychosocial Development
 3.2.4 Ecological Systems Theory

3.3   Summary
3.4 Keywords
3.5 Review Questions
3.6 References and Further Reading
3.7 Web Resources

3.0 LEArNING OBjECtIVES 
After reading this Unit, you will be able to:

• Gain insight into major psychosocial theories of development that explains  
 growth and changes in childhood years;

• Discuss major theoretical frameworks pertaining to cognitive development  
 in children and adolescents; and

• Ascertain the role of ecological perspective in human development, both  
 from western and Indian theories.

3.1 INtrODUCtION    
The main focus for experts in the field of human development, are the behavioural 
changes that occur in individuals across the different phases of life span, and to 
study the individual differences and similarities within the same. It aims not only 
to describe the intra-individual changes that take place but also to explain how 
these changes came about and to find out ways to modify these changes so as to 
be considered as optimal. As a student of school psychology, it is important to 
note that these developmental changes are occurring constantly in an everchanging 
context. With the constant interplay of heredity and environmental forces, the 
healthy development of an individual is the result of a multitude of factors. 
Developmental theorists and neuroscience experts assert that the first few years 
of life comprising of the infancy and childhood phases, are the most crucial to 
the overall and lifelong development of an individual. One of the primary roles 
of a school psychologist is to cater to the developmental needs of a growing 
child. It is important to acquire the basic knowledge about the salient features 
of development so that it is possible to function as a school psychologist.  In 
the previous Unit, you learnt about the issues, and principles of developmental 
psychology and the role of heredity and environment in individual differences. In 
this Unit, you will learn about various developmental theories related to cognitive 
and psychosocial development.

* Dr. Dhvani Patel, Former Faculty, The Maharaja Sayajirao University of Baroda, Vadodara 
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The mid-twentieth century witnessed a surge of developmental theories that 
eventually led to the establishment of study of human development as a formal 
discipline. Following are some of the prominent theories that are completely or 
partially still followed for an in-depth understanding of human development. 

3.2.1 Approaches to  Cognitive Development
Cognitive development concerns how humans acquire, organize, store and use 
the knowledge in their interactions with the world. Below are described important 
theoretical perspectives that have contributed to our understanding of the process 
of human cognition. 

I. Cognitive Development theory by jean Piaget

jean Piaget (1896-1980) pioneered in the theoretical contributions made towards 
the field of cognitive development. His theory was primarily based on observations 
made by him on his own three children. He noted that children evolve in their 
process of thinking and outlined it in form of stages, starting from infancy to 
adulthood. 

Stages Developmental Phenomenon
0-2 years
Sensorimotor

• Children use their senses and ability to move to explore and interact 
with the surroundings. 

• Children display the phenomena of ‘object permanence’ by the end of 
this stage, which is becoming aware that an object continues to exist 
even when out of sight.

• Engaging in 'Symbolic Thoughts' – at the end of this stage, the child 
evidences thinking in terms of simple symbols. 

2-7 years
Preoperational

• Pre-schoolers acquire language ability and use it to explore and interact 
with the surroundings. 

• Children actively engage in 'pretend play', with symbolic thinking on a 
high but logical thinking at its lowest.

• Children in this stage display ‘egocentrism’, which is failure to see the 
world from another’s perspective.

• Poor reasoning ability as evidenced in 1) Centration – the tendency to 
see only one feature of the object instead of considering all the features 
together, and 

      2) Irreversibility – the child’s failure to mentally reverse an action. 
• Children also evidence failure on the principle of ‘Conservation’, which 

is the ability to understand that changing the appearance of an object 
does not change the nature of the object.

7-12 years
Concrete 
Operations

• Children become capable of conservation thinking, acquire ability to 
see others’ perspectives and engage in 'reversible thinking'. 

• Ability of logical thinking goes up but abstract thinking is still low. 
• Limitation at this stage is the ‘concrete thinking’, where children get so 

consumed with rules that they find it difficult to change them (or make 
an exception). 

12 years- 
adulthood
Formal 
Operations

• Not all individuals reach till this stage. 
• Children become capable of abstract thinking.
• Display of ‘egocentrism’ in adolescence as displayed by – 1) Personal 

fable – a belief among the adolescent that they are unique and protected 
from all harm. This justifies their high tendency of risk taking, and 2) 
Imaginary audience – a belief among the adolescents that they are as 
much the centre in others’ life, as they are in their own. This gives rise 
to extreme self-consciousness. 

II. Vygotsky’s Sociocultural theory of Development 

Lev Vygotsky (1896-1934), a Soviet Psychologist, proposed the socio-cultural 



45

Developmental Theories theory of cognitive development which was distinct from the one proposed 
by Jean Piaget. While Piaget laid emphasis on the importance of interaction 
of the child with objects in the surroundings in the development of cognitive 
abilities, Vygotsky stressed on the importance of social interactions with 
skilled adults and peers. Listed below are two main concepts of his theory 
that are briefly summarized –

1)  Cognitive development is evidenced in children through the process of 
scaffolding, which involves a highly skilled learner (adult/sibling/elder peer) 
helping a low skilled learner (the child), followed by a gradual withdrawal of 
the help extended so that the low skilled learner becomes capable of doing 
the task by own self. 

2)  Each child’s development period consists of a zone of proximal development 
(ZPD). ZPD is defined as distance between the child’s actual development 
level as assessed by independent problem solving and a higher level of 
potential development in guided activities with adults or peers. Using clues, 
words of encouragement, modelling, explanations and prompts; the skilled 
adult collaborates with the child to transfer them to a level slightly above 
their competencies where they need assistance.

Figure 3.1: Vygotsky’s concept of a zone of proximal development

Source: Cognitive development: The Science of Childcare (firstdiscoverers.co.uk)

Check Your Progress 1

1) Read the examples carefully, and label each of them with the help of 
terms given in the box below:  

Personal Fable, Zone of proximal development, centration, egocentrism 

 i) Darsh can solve math problems of grade 4 on his own, but with  
 the help of his math tutor, he can also solve math problems of grade 6.  
 ......................... .

 ii) When 4-years old Dhiya, wanted to gift a teddy to her grandmother  
 because that is what she would also have wanted. ....................... .

‘what a child can today with 
assistance, she will be able to do 
by herself tomorrow’ 
(Vygotsky, 1978)
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 sister, Nandini. When her mother cut Suhani’s cake into two pieces,  
 she is very happy that she now has two pieces of cake and her elder  
 sister, only one. ......................... .

 iv) When Nicky thinks he is special and nothing wrong can happen to him  
 even if he is driving drunk. ......................... .

2.  Define zone of proximal development.
 .....................................................................................................................

 ..................................................................................................................... 

III.  Bruner’s idea of knowledge acquisition

jerome Bruner (b.1915), an American developmental psychologist introduced 
Vygotsky’s ideas to Western scholars. He combined many aspects from Piaget’s and 
Vygotsky’s theories. He posited three forms of knowing: enactive representation 
(knowledge based in action or knowing how to do things); iconic knowledge 
(based on representing knowledge through visual imagery); and lastly, symbolic 
knowledge (based on language and is transmitted through culture).These forms 
of knowledge partially overlap. For instance, when learning the sport of surfing, 
enactive representation is most important and just reading books on surfing will 
not enable a person to learn the water sport. On the other hand, once the person 
learns surfing, they might improve performance by visualising ocean, river or 
artificial waves, and glide across the surface of the water, as well as by verbal 
feedback on the performance.

IV. Information Processing theory– It is a memory model that looks into how 
information is received and stored for shorter or longer periods of time. Attention 
processes, maintenance and elaborative rehearsals are some of the key strategies 
used to register and store information into the short-term memory (STM) and 
long-term memory (LTM). Infants have memory capacity, and one instance to 
prove it is by how they are able to differentiate unfamiliar and familiar faces by 
the age of 5 to 6 months. Children in preschool move a step ahead when they 
are able to use language to form memories. However, preschoolers may not be 
aware of strategies to take the information from STM to LTM. Also, preschoolers 
are able to sustain episodic memory which is related to personal events, and 
procedural memory like learning to ride a bicycle. Children in middle childhood 
arrive at an understanding of how their own memories work, which is termed as 
‘metamemory’. They acquire strategies that enable them to store and organize 
information in memory stores. This is possible with an advancement in their 
language development.

V. Kohlberg’s View on moral Development 

Influenced by Piaget’s work with children, Lawrence Kohlberg (1927-1987), 
American psychologist, developed his theory of moral development. His theory 
was much more advanced as compared to Piaget’s two-stage theory of moral 
judgment which differentiated younger children’s responses to moral dilemmas 
that were fixed, versus older children’s views of moral dilemmas that were 
relativistic. Let us see the main stages and the associated developmental features.
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LEVEL I 
PRECONVENTIONAL
MORALITY

Stage 1 Obedience and Punishment Orientation 
The child comes to solve a moral dilemma by following the 
adults’ instructions that are considered as final. The decision 
to obey is also reflected by the concern of getting punished. 
Morality is something external to them.  
Stage 2 Individualism and Exchange.  
Children realise of a possibility of more than one right view. 
Emphasis remains on doing what helps avoid punishment. What 
is also seen is the reciprocity concept – ‘one gets what one does 
to others’. 

LEVEL II
CONVENTIONAL 
MORALITY

 

Stage 3 Good Interpersonal Relationships.
In adolescence, morality gets based upon good actions towards 
the family and community.
Stage 4 Maintaining the Social Order.

Focus shifts to ‘society as a whole’. Morality is now based on 
obeying laws, respecting authority and maintaining social order.

LEVEL III
POSTCONVENTIONAL 
MORALITY

Stage 5 Social Contrast and Individual Rights
Focus shifts to upholding certain basic human rights as well as 
democratic privileges. Individuals start to evaluate their own 
society as good or not, based on the rights and values that it 
upholds.
Stage 6 Universal Principles.
This stage is based on personal values. Universal principles of 
equality, justice, dignity and respect are the focus. Morality is 
based on what is right and just.

Carol Gilligan, a social psychologist, worked with Eric Erikson in 1960s and 
later on became Kohlberg’s research assistant. She believed that Kohlberg’s moral 
development theory was biased toward males since the subjects of his study were 
only males. Gilligan believed that men and women have different moral and 
psychological tendencies. While men think in terms of rules and justice, women 
emphasize more on care and relationships. In other words, she believed that 
women were not inferior, rather different than men; and that their functioning is 
based on ethics of care rather than ethics of justice.

Gilligan devised her theory as comprising of pre-conventional, conventional, and 
post-conventional stages, where changes occur from the selfish stage, to social 
stage to principled morality. Gilligan strongly asserted that the transition from 
one stage to the other, is not because of the cognitive capabilities as proposed 
by Kohlberg and Piaget, but rather due to changes in the sense of self. Carol 
Gilligan’s work in the field of developmental psychology was phenomenal since 
she put forward the importance of moral decisions based on the self and social 
environment, and where the self can be a man or a woman.

3.2.2   theories of Language Development

Children have an amazing ability to learn any language fluently in the first few 
years of life. India, is a land of many languages and faces its own challenges of 
multilingualism. In fact, bilingualism and multilingualism have become a norm 
in India. Policies pertaining to ‘languages in education’ evidences a hierarchical 
structure between dominant and minority languages resulting in a double divide: 
(i) between English and major regional languages, and (ii) between major 
regional languages and indigenous tribal minority (ITM) languages. UNESCO 
has recognized 197 languages that are in the vulnerable, endangered or extinct 
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category in India alone! The National Education Policy 2020 recognizes the 
urgency of the matter and hence recommends mother tongue/regional language 
as medium of education till Grade V and preferably till Grade VIII. 

a)  Contributions by Skinner–Burrhus Frederic Skinner (1904-1990), 
an American psychologist and a behaviourist, believed that language 
development was the result of operant conditioning. Strategies like imitating 
others, shaping, prompts and rewarding mechanisms help the child acquire 
language. For instance, each time the mother holds a glass of milk and 
says ‘milk’, the child observes, retains the phonic sounds of the word and 
associates the glass with ‘milk’. As the child grows up, the mother makes 
her/him utter the word ‘milk’ and when she/he does, the mother smiles and 
gives the glass (a reward). This continues till the child learns to communicate 
one’s need for milk by uttering the right word for it. Skinner’s contingency 
model of language development included (i) motivating operations (ii) 
discriminative stimuli (iii) response, and (iv) shaping. 

b)  Contributions by Naom Chomsky– Naom Chomsky (b 1928-), American 
linguist, was opposed to the ideas proposed by Skinner and stated that 
children acquire language ability in a seemingly effortless manner and 
that the mechanism for the same is hardwired into the brain, termed as the 
language acquisition device (LAD). Chomsky further proposed the concept 
of universal grammar, stating that all language have similar structure and 
rules. 

Stages of language and communication development in infancy and 
childhood:

Language development occurs through a number of stages that are not culture 
specific. The observations and age period of these developments is also 
approximate, and one may evidence individual variations in such developmental 
milestones. 

Approximate 
Age period

Noted Observations

Infancy Infants communicate via body gestures, facial expressions and cries. 
Caregivers are able to differentiate when the infant cries out of hunger or 
discomfort. 

First couple of 
months

Cooing–infants start to vocalize by making vowel-like sounds like ooooo, 
aaaaa. This works as a feedback for the infant on how he/she sounds. 

Between 6 and 
9 months

Babbling – consonant sounds are now added like mamamama, dadadada 
and the infant engages in repeated vocalizations. 

Around 10 
months of age

Infant starts to understand the conversations that the adults are engaging in. 
“they understand more than they can say”.

12-13 months 
of age

Holophrasic Speech- partial words are used to communicate the need. In 
place of pani, the child may say ani or paa and these are idiosyncratic 
and hence a caregiver close to the child only understands the holophrasic 
speech. Around one year of age, the infant’s vocabulary evidences a growth 
spurt, known as ‘naming explosion’ and the infant acquires about 200 
words.

Around 15-18 
months of age

Telegraphic speech–the infant begins to form short sentences which is 
generally a combination of nouns and verbs like Mamma-go, Doggie shoo.

Preschool 
years 

Children acquire more new words and start to apply grammatical rules and 
by the age of 6 years, become fluent in spoken language. 
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1) What is the difference between Chomsky and Skinner’s theory on 
language development?

 ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

2) How is Carol Gilligan’s work on moral development different from that 
of Piaget and Kohlberg?

  ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

3) Match the following language developments with appropriate age 
brackets:  

a)  Holophrasic Speech i)   around 15-18 months of age
b)  Babbling ii)  around 10 months of age
c)  Telegraphic Speech iii) 12-13 months of age
d)  “Babies understand more than  

   they can say”
iv)  between 6-9 months

4) An effective teacher-child relationship results in –   

a)  enjoyment in the process of  
  learning

c)  a close bond with the parents

b)  better adjustment in school  d)  effective regulation of emotions 

 i)  a-iv, b-iii, c-ii, d-i

 ii)  a-iii, b-iv, c-i, d-ii

 iii)  a-iii, b-ii, c-iv, d-i

 iv) a-i, b-ii, c-iii, d-iv

4)  Following sentences describe a stage of moral development theory  
given by Kohlberg. Against each statement write down the correct stage 
of development:

  i) When morality is based on obeying laws and respecting authorities.  
 ....................... .

  ii)  When morality is based upon good actions toward the family and  
 community. ..........................

  iii) When morality is based on what is right and just. ............................

  iv)  When morality is based on basic human rights and democratic  
 privileges. ................................

  v)  When morality is based on following orders of adults or else facing  
 punishment. .............................
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3.2.3 theories of Psychosocial Development 
I. Eric Erikson’s Psychosocial Stages of Development 

Built upon the theory of psychosexual development by Sigmund Freud, Erik 
Erikson (1902-1994) introduced the theory of psychosocial development in 
the 1950s to explain the influence of social dynamics from infancy till old age. 
Erikson, trained in Freudian psychoanalysis, was convinced that social interactions 
are more important in development than the sexual development as proposed by 
Freud. His stage theory comprised of eight stages of psychosocial development 
and this section will highlight the first five stages of development that extends 
from infancy to adolescence. Erikson believed that each stage of development 
provides a developmental crisis and the individual either is successful in handling 
the crisis or unsuccessful. Successful dealing of the crisis results in healthy and 
positive development and subsequent stages are affected by the handling of the 
crisis at each stage. 

ERIKSON’S PSYCHOSOCIAL STAGES OF CHILDHOOD AND ADOLESCENCE
Stage Developmental 

crises
Successful handling of 
crises

Unsuccessful handling 
of crises

Infancy Trust versus 
Mistrust

When infants’ needs are 
cared for, trust develops 
and the world appears as a 
good place 

Neglect and mishandling 
of infant leads to mistrust

Toddlerhood Autonomy versus 
Shame and Doubt

Parents need to foster 
situations of independent 
behaviours so that a sense 
of autonomy develops

If independent self-
direction is thwarted, 
child develops feelings of 
shame and doubt. 

Pre-schoolers Initiative versus 
Guilt

If children acquire a sense 
of responsibility, they 
develop initiative

If children do not acquire 
a sense of responsibility, 
they experience guilt.

Elementary 
school age

Industry versus 
Inferiority

Development of new 
skills result in feeling of 
competence and an increase 
in self-esteem.

Failure to develop new 
skills can make them feel 
inferior.

Adolescence Identity versus 
Role confusion

Success in defining a role 
for themselves results 
in developing a sense of 
identity 

Failure to define their 
identity leads to a 
state of confusion and 
withdrawal.

II. Social Learning theory– Canadian-American psychologist, Albert 
Bandura (b. 1925) proposed the social learning theory which states that 
social behaviour is acquired through observation and imitation of others’ 
behaviours. There are four mediational processes that are essential for a new 
behaviour to be learnt. These are,

i.  Attention – A behaviour needs to be attended from a wide range of 
stimuli.

ii.  Retention – The attended behaviour form needs to be retained in one’s 
memory.

iii.  Reproduction – One needs to have the required skills and abilities to 
reproduce the behaviour. 

iv.  Motivation – also explained as ‘vicarious observation’ by Bandura, 
means that a behaviour is enacted only if the individual has observed 
his consequences as rewarding. 
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(1907-1990) in the 1940s, and later made testable by mary Ainsworth. 
Bowlby believed that children deprived of the most basic social, emotional 
and relational needs, display deficiency in their adult relationships. He 
contended that children are born with an attachment behavioural system 
that leads them to seek and maintain proximity with an attachment figure. 
This attachment behavioural system works on the following assumptions – 

i)  proximity seeking – need of the child to be with an attachment figure, 
especially during stress.

ii)  secure base – child experiences comfort and security from the attachment 
figure.

iii)  separation – the child objects upon the withdrawal of the attachment 
figure. Starting from around 6 weeks of age, the attachment system keeps 
evolving as a function of attachment figure’s responses toward the child 
in need. Children who receive care and support from the attachment 
figure, develop positive working models of self and others, as opposed 
to one’s who are neglected. Neglected children cope with distress by 
using affect-regulation strategies:

i)  hyperactivation strategies – seen in clinging or coercive behaviours.

ii)  deactivation strategies – thought suppression, and distancing from 
others. 

IV. theories of Gender role Development 

Learning and cognitive processes determine the development of gender roles 
and gender role identities. Bandura’s Social Learning Theory contributes to the 
development of gender role formation in the early years. Children observe their 
parents and other significant elders and imitate the behaviour of same-sex parent. 
Imitation of appropriate behaviour gets followed with positive reinforcement 
and hence the likelihood of reoccurrence of that behaviour increases. Imitation 
of inappropriate behaviour gets followed with negative reinforcement and thus 
the likelihood of reoccurrence of that behaviour decreases. 

Gender Schema Theory by Sandra Bem (1981) integrates the social learning 
theory with cognitive processes. The child in his/her growing years forms a 
schema of ‘male’ and ‘female’ behaviours. He/she observes boy and girls and 
organizes and categorises the information into a ‘boy’ schema and a ‘girl’ schema. 
They further acquire the behaviour that is closer to their being a boy or a girl, 
thereby developing their gender identities. 

Check Your Progress 3

1) Match the following developmental crisis with appropriate age brackets, 
as given by Erikson’s psycho-social stages of development:  

a)  Trust versus Mistrust i)   Preschoolers
b)  Initiative versus Guilt ii)  Elementary school age
c)  Autonomy versus Shame &   

  Doubt
iii) Toddlerhood

d) Industry versus Inferiority iv)  Infancy

  i)  a-i, b-ii, c-iii, d-iv
  ii) a-iv, b-ii, c-iii, d-i
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  iv)  a-ii, b-iv, c-i, d-iii

2)  Which of the following is true for Bowlby’s attachment theory?

 i)  Children learn to form attachments in childhood. (True/False)

 ii) The attachment system evolves as a function of attachment figure’s  
 responses to the child in need. (True/False)

 iii)  Neglected children learn to develop positive working models of self  
 and others. (True/False)

 iv)  Children deprived of basic social and emotional needs display deficiency  
 in adult relationships. (True/False)

3.2.4 Ecological Systems theory
Ecology has been defined as the study of relationship of biological forms with 
the physical environment. The ecological perspective takes into consideration 
the interaction of an individual with his/her physical and sociocultural context. 
For instance, the concept of adjustment is not understood alone by the individual 
factors like one’s personality but rather, as the transactional process of the 
individual with his/her environment.

Urie Bronfenbrenner’s Ecological theory: The seminal work on ecological 
systems theory in 1979 asserts the role of environmental systems in human 
development. His theory described the child’s ecology as comprising of levels of 
environmental contexts, from most proximal to the most distal systems. With the 
individual in the centre and other systems forming concentric layers, the structure 
is akin to the Russian nesting dolls, one level opening into another. In 2006, 
Bronfenbrenner revised his theory to term it as the bioecological system where 
the active role of the individual in his/her development process is emphasized.

Levels of Analysis in Bronfenbrenner’s model
Level 1 Individual – Individuals play an important role in choosing their relationships and 

environments to an extent that influence his development process. 
Level 2 Microsystem – are the immediate environments to an individual that foster close 

personal interactions with others. For example, families, school teachers, peers.
Level 3 Mesosystem – involves the processes that occur among the multiple microsystems 

that the individual is part of. In order to understand the individual’s developmental 
process, one needs to understand the activities between the microsystems. For 
example, the relationship between the child’s friends and parents, parents and 
teachers.

Level 4 Exosystem – involves microsystems to which an individual is indirectly connected 
but which still impact upon his/her development. For example, the work 
organizations of the child’s parents. The work demands and job timings impact the 
child’s upbringing.

Level 5 Macrosystem – influences development within and between all the other systems 
and manifests itself in the cultural, religious and socioeconomic organizations of 
the society. For example, socio-economic level of the family determines availability 
of adequate resources for health, education and child care facilities. 
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Figure 3.2: Bronfenbrenner’s child-centred Ecological Systems theory 
Source: Cognitive development: The Science of Childcare (firstdiscoverers.co.uk)

Durganand Sinha’s model of Deprivation: The eminent Indian psychologist 
Durganand Sinha (1922-1998) adopted Bronfenbrenner’s ecological model in 
1982 to study deprivation in the Indian context. He conceived the child’s ecology 
as consistingof two concentric layers:

i)  The upper and the most visible layers – comprises of home, school and 
peer groups, with specific emphasis on physical objects, social roles and 
relationships with the child. 

ii)  The supporting and the surrounding layer – comprises of the physical and 
cultural environment in which the child resides, with emphasis on the impact 
of the social class, caste, resources made available to the child. 

The upper and the supporting layers combine and interact with one another to 
impact upon the child’s interpersonal relations, socialization agents, cognitive 
and perceptual functioning of the child. 

Check Your Progress 4

1) Match the following levels of analysis of Bronfenbrenner’s model.  

i)    Individual a)  Athlete’s parents’   
   socioeconomic status

ii)   Microsystem b)  Coach-athlete relationship
iii)  Mesosystem c)   Athlete
iv)  Macrosystem d)  Coach- athlete’s parents

2)  Explain Sinha’s model of deprivation.

 ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................
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The evolutionary perspective and developmental theory had a history of setting 
out as incompatible fields. At the outset, when Darwin (1859) proposed his 
theory of natural selection, his focus was mainly on the origin, formation 
and development of the embryo. While having a common starting point, the 
two fields were set apart by developments in the field of genetics that took 
precedence over determining the development pattern in human species. The 
field of evolutionary psychology slowly emerged with the realization that 
cognitive processes are better understood with an evolutionary perspective 
that helps to find out the ‘whys’ of how humans behave the way they do, and 
not the ‘how’s’ which was the focal point of development studies. 

Shifting from the initial focus on adults and cognition, the field of evolutionary 
developmental psychology (EDP) came about with the realization that the 
process of natural selection is important in all life phases, but more crucial for 
survival in the early developmental periods. Hence, we can conclude that the 
field of EDP focuses on the application of evolutionary principles to human 
development, with the underlying assumption that natural selection function 
at all life stages. The EDP experts speak about ‘deferred adaptations’ which 
are behaviours exhibited early in life to prepare one for an adult life. For 
example, the contrasts in ‘free play’ pattern of young boys and girls, with girls 
engaging in more free plays of parenting and boys’ free play more focused on 
the ‘rough and tough’. These differences among boys and girls prepare them 
for future adult social roles. EDP experts also talk of ‘ontogenic adaptations’ 
which serve particular functions during a given period and later, is discarded. 
Example includes, the function of placenta before birth is to provide food and 
oxygen to the growing embryo, but later discarded at the time of childbirth. 

3.3 SUmmArY    
Now that we have come to the end of this unit, let us recapitulate all the major 
points that we have learnt.

• Developmental theorists and neuroscience experts assert that the first few 
years of life comprising of the infancy and childhood phases, are the most 
crucial to the overall and lifelong development of an individual.

• Cognitive development concerns how humans acquire, organize, store and 
use the knowledge in their interactions with the world.

• Jean Piaget pioneered in the theoretical contributions made towards the field 
of cognitive development and laid emphasis on the importance of interaction 
of the child with objects in the surroundings in the development of cognitive 
abilities.

• Lev Vygotsky, proposed the socio-cultural theory of cognitive development 
which stressed on the importance of social interactions with skilled adults 
and peers.

• Skinner, a behaviourist, believed that language development was the result of 
strategies like imitating others, shaping, promptly and rewarding mechanisms 
help the child acquire language.

• Naom Chomsky stated that children acquire language ability in a seemingly 
effortless manner and that the mechanism for the same is hard wired into 
our brains termed as the language acquisition device (LAD).
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conventional, conventional and post conventional. Carol Gilligan believed 
that men and women have different moral and psychological tendencies.

• Information Processing Model is a memory model that looks into how 
information is received and stored for shorter or longer periods of time.

• Erik Erikson introduced the theory of psychosocial development in the 1950s 
to explain the influence of social dynamics from infancy till old age. 

• Albert Bandura proposed the social learning theory which states that 
social behaviour is acquired through observation and imitation of others’ 
behaviours.

• John Bowlby believed that children deprived of the most basic social, 
emotional and relational needs, display deficiency in their adult relationships 
an that children are born with an attachment behavioural system that leads 
them to seek and maintain proximity with an attachment figure.

• Learning and cognitive processes determine the development of gender roles 
and gender role identities.

• The ecological perspective takes into consideration the interaction of 
an individual with his/her physical and sociocultural context. Urie 
Bronfenbrenner’s seminal work on ecological systems theory asserts the role 
of environmental systems in human development. The model was adapted 
to Indian context by Durganand Sinha that posited two layers, the upper and 
the most visible layers, and the supporting and the surrounding layers.

3.4 KEYWOrDS 
Life expectancy: The number of years an average person can expect to live when 
born in a particular year.

Bilingualism: The ability to use two languages effectively.

multilingualism: The ability to use multiple languages 

Object Permanence: Becoming aware that an object continues to exist even 
when out of sight.

Operant conditioning: Method of learning that provides for negative or positive 
reinforcements are a consequence of behaviour. 

3.5 rEVIEW QUEStIONS 
1) Discuss Piaget’s theory of cognitive development.

2) Explain Erikson’s theory of psychosocial development that provide meaning 
to events during childhood and adolescence? 

3) Critically evaluate Kohlberg’s theory of moral development.

4) Explain Ecological Systems perspective on human development.
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Developmental Theories Answers to Check Your Progress

Check Your Progress 1

1) i)    Zone of proximal development

 ii)   Egocentrism 

 iii)  Centration

 iv)   Personal fable

2)  Zone of proximal development is the gap between the actual level of 
development (of the child) and potential development that she or he may 
achieve after educational support.

Check Your Progress 2

1) Chomsky proposes that the acquisition of language is an innate ability 
whereas Skinner believed that a child acquires language through principles 
of reinforcement theory and other learning strategies of imitation, shaping, 
and prompting.

2) While Kohlberg and Piaget believed that transitions from one stage to the 
other in cognitive development take place as a result of cognitive capabilities, 
Gilligan believed that it was the changes in sense of self that resulted in 
transitions from one stage to the next. 

3) II. a-iii, b-iv, c-i, d-ii

4) i)    Maintaining the social order

 ii)   Good interpersonal relations

 iii)  Universal Principles

 iv)  Social Contrast and Individual Rights

 v)   Obedience and Punishment Orientation

Check your Progress 3

1)  III. a-iv, b-i, c-iii, d-ii

2) i)    False

 ii)   True

 iii)  False

 iv)  True

Check your Progress 4

1) i-c, ii-b, iii-d, iv-a

2)  Bronfennbrenner’s model was adapted to Indian context by Durganand 
Sinha. It proposed two main layers, the outer visible layer comprises of 
peers, relatives, friends. The supporting layer constitutes of the cultural and 
physical environment.
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Children with Special NeedsUNIt 4   CHILDrEN WItH SPECIAL NEEDS*
Structure

4.0    Learning Objectives
4.1  Introduction
4.2  Children with Disability in India 
 4.2.1  Education of the Children with Special Needs
 4.2.2  Classification of Disabilities

 4.3  Specific Learning Disabilities
 4.3.1 Types of Specific Learning Disabilities
 4.3.2 Early Intervention and Assessment

 4.4 Definition and Classification of Intelligence
 4.4.1 Intellectual Disability: Levels and Assessment

4.5 Exceptional and Gifted Children
 4.5.1 Identification of the Gifted Children in India
 4.5.2  Indian Government Funded Schemes for the Gifted and the Talented

4.6 Role of the School Psychologist in Special Education
4.7 Summary
4.8 Keywords
4.9 Review Questions
4.10 References and Further Reading
4.11 Web Resources 

4.0 LEArNING OBjECtIVES    
After going through this Unit, you will be able to:

• Differentiate between the concepts of impairment, disability and handicap;

• Discuss the direction of growth in field of special education from segregated 
education to inclusive education;

• Gain awareness into the concept of ‘specific learning disabilities’ and identify 
the types;

• Discuss the problems related to assessment of specific learning disabilities;

• Define the construct of ‘intelligence’ and relate with its cultural perspective;

• Identify the levels of intellectual disability and the assessment tools used;

• Gain knowledge on the gifted and exceptional children;

• Appreciate the efforts made by Indian Government for the identification and 
mentoring of the gifted children; and

• Elucidate the role of a school psychologist in the field of special education.

* Dr. Dhvani Patel, Former Faculty, The Maharaja Sayajirao University of Baroda, Vadodara 



62

Problem Behaviour in 
Children and Adolescents 4.1 INtrODUCtION     

Educating children with special needs or disabilities and including them into 
regular schools, has been a constant challenge. While developed countries have 
been able to legally and formally ensure inclusive education in its educational 
system, India struggles to ensure the fundamental right of education for its 
children. Efforts need to be targeted on how to develop a system where children 
with special needs get accepted into regular schools. Private (unaided) schools 
in India vary considerably on how they provide inclusion education, with some 
establishing separate special units within the school premises and others hiring 
special educators to provide for the needs of children with special needs. There 
are many problems when we consider the early identification procedures and 
assessment methods for various disabilities. Given that India is a multicultural 
and multilingual country, there are limits in the use of standardised tools and 
assessment procedures. Lack of awareness of teachers and parents of children 
with disabilities further, aggravates the existing conditions of education for the 
children with special needs in India. Thus, children with special needs like, 
children with disabilities, exceptional and gifted children as well as the role of 
school psychologist in special education, will be the highlight of this Unit. 

4.2 CHILDrEN WItH DISABILItY IN INDIA    
Defining ‘disability’ with a single, inarguable definition is not possible. Definitions 
of disability have varied across countries, within the country, and in various 
national surveys. As a result of this, finding the correct estimate of children 
‘with disability’ in India is indeed a difficult and an almost impossible task. In 
addition, the situation gets more complicated with issues pertaining to lack of 
awareness, untrained field investigators and social stigma attached with people 
with disability. In India, disability data can be made available from large scale 
surveys like National Sample Survey, the Annual Health Survey, World Health 
Survey, and District-Level Household Survey. The recent Census data on disability 
(Census, 2011) estimated that 2.2% of the Indian population is with disability. In 
other words, out of the 121 crore Indian population, around 2.68 crore persons 
are with disability. As a developing country, India is driven towards the fulfilment 
of Sustainable Developmental Goals and to create a proper measuring criterion 
for the right estimation of the percent of people with disability in the country. 
This is considered of utmost importance since the correct figures can enable 
appropriate measures to be taken by the Government for the welfare of persons 
with disability and also have implications on the implementation of National 
Policies driven in this direction.

Box 4.1: Know the Difference!

• Impairment – refers to a loss (or a form of abnormality) in physiological, 
psychological or anatomical structure or function.  Impairment can be 
corrected with the help of aids and/or appliances and does not always lead 
to a disability or handicap.

• Disability – results from impairment, and refers to a lack of ability to 
perform functions that fall within the normal range of activities carried 
out by people of a specific age group.

• Handicap – results from impairment or disability, refers to the disadvantage 
faced by an individual that causes an inability to perform normal roles 
as per his/her age, gender, and educational status. Handicap occurs as 
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a result of social, cultural and physical barriers that prevent individuals 
with disability or impairment to function within the regular systems of the 
society. 

4.2.1  Education of the Children with Special Needs 
The journey of education of children with special needs has been constantly 
evolving and driven more towards the betterment of these children. At the outset, 
initiatives were taken to create separate institutes that cater to the educational 
needs of these children. One of such premier institutes was the School for the 
Deaf (1883) established in Mumbai, and since then, more than 3,000 such schools 
catering to the needs of children with various other forms of disabilities have 
been established. There were a number of problems which surfaced with the 
segregated education. The most significant problem was the seclusion of these 
children from the rest of the society which made acceptance of these children 
difficult for their age peers and the rest of the community. Issues such as these 
resulted in the establishment of integrated education. This did not imply that 
the special schools close down, but rather be more beneficial for the children 
who had severe disability. The Ministry of Human Resource Development 
(India) in collaboration with UNICEF introduced the Integrated Education for 
Disabled Children (IEDC) in 1987. The mainstreaming of the ‘eligible’ child 
with disability was made possible in existing ‘regular’ schools with provisions of 
teacher training programmes, removal of architectural barriers and the like. The 
concept of inclusive education is gradually emerging and getting incorporated 
into the regular school structure. Inclusive education strongly asserts that all 
children have the right to learn together in any form of educational setting, be it 
preschool, school or colleges. 

The inability of a child to study in a particular educational institute is not because 
of the child’s disability but because of the inability of that educational institute to 
fulfil the needs of that child. Provisions for inclusive education include (though 
not limited to) having aids and appliances, modifying the teaching practices, 
having educational resources available for all within the school setting, and most 
importantly, preparing and implementing an inclusive curriculum. 

4.2.2  Classification of Disabilities 
The Right of Persons with Disabilities Act, 2016 (RPWD,  2016) has increased 
the number of disability conditions from 7 to 21. The updated list of disabilities 
includes three blood disorders and acid attack survivors also. Following is the 
list of 21 disabilities, recognised under the RPWD Act 2016: 

1. Blindness
2. Low-vision
3. Leprosy Cured persons
4. Hearing Impairment (deaf and hard of 

hearing)
5. Locomotor Disability
6. Dwarfism
7. Intellectual Disability
8. Mental Illness
9. Autism Spectrum Disorder
10. Cerebral Palsy
11. Muscular Dystrophy

12.  Chronic Neurological conditions
13.  Specific Learning Disabilities
14.  Multiple Sclerosis
15.  Speech and Language disability
16.  Thalassemia
17.  Hemophilia
18.  Sickle Cell disease
19.  Multiple Disabilities including deaf-  

 blindness
20.  Acid Attack victim
21.  Parkinson’s disease

 SEGREGATED 
EDUCATION 

INTEGRATED 
EDUCATION 

INCLUSIVE 
EDUCATION  
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In the present Unit, we will look into two disability conditions, viz. i) Specific 
Learning Disabilities, and ii) Intellectual Disabilities.

Box 4.2: they say, “What’s in a name?”

Special Education has evolved and expanded since the last few decades and 
as a result, the special education literature has witnessed significant changes 
in terminologies used in this field. One of the challenges that is faced in this 
field is that of attitudinal approaches. A particular mind set is created when an 
individual with disability is addressed. It is therefore, important to note that 
significant changes have come about as a result of years of work by NGOs 
and healthcare workers to improve the existing state of mind for persons 
with disability and give them their rightful place in the society. More often 
than not, an individual is blamed for a disabled condition, when in the real 
situation, it is the society that has failed to accommodate the needs of those 
who are ‘differently abled’. Recently, the ‘person first’ movement has also been 
initiated where emphasis is laid on the ‘person first’ and not on the ‘disability’. 
For example, instead of ‘disabled person’, ‘person with disability’ is asserted. 

Earlier terms Current terminology
Disabled people People with disability
Blind people People with visual impairment 
Mental retardation Intellectual disability
Deaf Hearing impairment 
Crippled Physical impairment 

Check Your Progress 1

1)  Which of the following is true for the concept of disability?

a) Disability as a concept is difficult to 
define. 

b) Disability results from handicap.

c) The developing or developed status 
of the country determines to a large 
extent, that country’s management of 
children with special needs. 

d) The national surveys in India have 
the correct estimate of people with 
disability. 

Codes:

i)   Only (a) is correct i)   (a) and (c) are correct

ii)  (b) and (d) are correct ii)  (c) and (d) are correct

2)  Match the following:

1)  Segregated Education a)   Establishment of special schools

2)  Integrated Education b)   Modification of teaching practices and 
school curriculum

3)  Inclusive Education c)   Mainstreaming of the ‘eligible’ 
disabled children

Codes:

i)    1(a), 2(b), 3(c) ii)   1(b), 2(c), 3(a)

iii)  1(c), 2(a), 3(b) iv)  1(a), 2(c), 3(b)
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Although school as a ‘socialising agent’ is considered crucial in the overall 
development of the child, the focus invariably remains on the academic progress 
of the child. Children display differences in their approaches to learning, with 
some learning in one go, some requiring personal attention, and yet others, failing 
to comprehend the concepts and require repeated efforts on part of the educators 
and parents. Children with learning disability (LD) experience an inability to 
receive and process information in the brain. Often average or above average in 
intelligence, these children fail to meet academic standards as their counterparts 
and are termed as slow learners.  The Diagnostic and Statistical Manual for 
Mental Disorders-5 (DSM-5) classifies Specific Learning Disability (SLD) as a 
type of neurodevelopmental disorder that manifests in the inability to engage in 
specific academic skills like reading, writing or math. DSM-5 is an internationally 
referred manual for medical practitioners and hence use the term ‘disorder’ and 
not disability. Disability as a term is used more commonly by psychologists. SLD 
is hence a clinical diagnosis and should not be used synonymously with LD. LD 
is a broad term identified by the education system for children displaying learning 
difficulties which do not necessarily meet the criteria for clinical diagnosis of 
SLD. India follows the Federal Definition provided by the U.S. Government of 
Public Law 94-142 of Learning Disabilities –

“Specific Learning Disabilities means a disorder in one or more of the basic 
psychological processes involved in understanding or in using language, spoken 
or written, which may manifest itself in an imperfect ability to listen, speak, read, 
spell or to do mathematical calculations”.

4.3.1  Types of Specific Learning Disabilities 
The following table displays a classification of specific learning disabilities, with 
the primary area of difficulty and instances of few symptoms.

types Prominent 
feature(s) Few characteristic symptoms 

Dyslexia Difficulty in reading • Inability to distinguish rhyming words from 
nursery rhymes

• Letters and/or reversing of words while 
reading (d/b, p/q, saw/was)

• Difficulty with spellings, inability to copy 
correctly, and often shows phonic versions 
in spellings like phone- fon

Dysgraphia Difficulty in writing • Experience unpleasantness in drawing, 
showing difficulty in colouring within 
boundaries 

• Displays handwriting difficulty in terms 
of spacing, alignment of alphabets, mirror 
images of words and letters

• Difficulty in written expressions like 
absence of punctuation marks, inability to 
follow grammatical rules (comes becomes 
comed), limited vocabulary

Dyscalculia Difficulty with 
mathematics 

• Displaying inability in pre math concepts 
like comparison (big-small, high-low), 
counting, sorting etc. 

• Confusion with rules and steps for addition, 
subtraction, multiplication and division. 

• Difficulty in telling time, understanding 
money and measurement concepts.
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and completing fine 
motor skills  

• Poor sense of direction
• Difficulty in walking, hopping, throwing 

and catching ball, etc.
• Higher sensitivity to touch (experiencing 

unpleasantness in nail cutting, hair combing, 
tooth brushing)

Nonverbal learning 
disability 

Inability to recognize 
and translate 
nonverbal cues 

• Poor coordination (acts clumsily)
• Poor fine motor skills (unable to tie show 

lace)
•    Unable to recognize facial expressions and 

body language

4.3.2  Early Intervention and Assessment 

Textbook chapters on human development and human behaviour assert the 
interaction of heredity and environmental forces in determining the individual’s 
existing condition. Likewise, given that SLD is an impairment of cognitive 
processing (heredity), a child with SLD will respond and improve substantially 
if the treatment starts at an early stage (environment). Early positive experiences 
and supportive environment can work wonders for the child with SLD. However, 
the reality is far from this ideal condition. Numerous studies report that SLD goes 
unrecognized majorly owing to the lack of awareness of the teachers as well as the 
parents. This lack of knowledge about the condition can further cause problems 
when the child’s sluggish progress in learning is considered a result of limited 
intellectual capacity and/or lack of interest and motivation. 

Starting from the preschool years itself, SLD goes unrecognized till the onset 
of formal schooling. The child with SLD is often brought by parents as self-
referrals or via school referrals. Often described as “lazy” or “trouble makers”, 
these children fail to perform well academically as their age counterparts and 
often are subjected to punitive measures both at home and the school. The range 
of problematic behaviours reported in these referrals is varied, and it becomes 
important to ascertain that there is no presence of any comorbid disabilities. 
Comorbidities commonly coexisting with SLD include attention deficit 
hyperactivity disorder, conduct disorder, autism spectrum disorder, anxiety 
disorder, and various other emotional and behavioural disorders.  

At present, there is no uniform screening procedure to be followed for referrals of 
children with SLD. Tools like Schwab Foundation for Learning and the checklist 
for LD in Sarva Shiksha Abhiyan Manual are commonly used to identify ‘at risk’ 
children. However, unfortunately in majority of the cases, the assessment tools 
are used as screening and identification purposes. Although children with SLD 
are referred primarily due to poor grades and/or behavioural problems, they must 
also be assessed on all areas like vision, hearing, general intelligence, motor 
abilities and the like. A complete assessment involves a battery of psychological 
tests that runs through a number of sessions, and detailed information from 
parents, teachers and school records (for example, past student report cards and 
notebook work). Based on the observations, test reports, and interviews (with the 
child, parents, and teachers), an individualised educational plan is made for each 
child with SLD. This is designed based on the strengths and weaknesses of the 
individual child. More recently in December 2020, the NIMHANS Battery has 
been accepted as the diagnostic tool for SLD. Any individual who tests positive 
on this Battery will be considered to have benchmark disability (disability of 
more than 40 percent). 
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Box 4.3: Children ‘At Risk’ of Developing Specific Learning Disability in 

Primary Schools

Based in six schools in Puducherry, Chordia and associates (2019) carried out 
a study to analyse the impact of socio-demographic risk factors on ‘at risk’ 
SLD children. Using a tri-phasic approach, the study comprised a total of 480 
students. These primary grade students were subjected to Specific Learning 
Disability- Screening Questionnaire (SLD-SQ) by their teachers in Phase I. 
Those of them having tested positive in Phase I, were administered Vision, 
Hearing and Intelligence Tests in Phase II. Excluding students who displayed 
visual or hearing impairment and sub normal intelligence, the remaining 
students were administered the NIMHANS SLD Index in Phase III. Results 
point out toward a gender disparity, with boys (9.6%) more affected than 
girls (4.9%). A difference is also noted for the ‘at risk’ students studying in 
Government Schools (12.1%) and Private Schools (2.2%). Further on, SLD-
SQ revealed punctuation errors and capital letters as the most common problem 
and the NIMHANS INDEX revealed dysgraphia as the commonest problem 
reported. The findings of this study imply that since SLD can be managed 
better with early identification and the instances of SLD going undiagnosed are 
also very high, screening tests should be made a routine compulsory procedure, 
and remedial centres should be easily available, accessible and affordable. 

Source: Chordia, S. L., Thandapani, K., & Arunagirinathan, A. (2020). 
Children ‘at risk’ of developing specific learning disability in primary schools. 
The Indian Journal of Pediatrics, 87(2), 94-98.

Check Your Progress 2

1)  The box given below has listed down the types of specific learning 
disabilities. Select the appropriate type and write it against the statements 
given:

  Dyslexia, Dysgraphia, Nonverbal learning disability, Dyspraxia, 
Dyscalculia

  i) Inability in recognizing facial expressions and body language  
 ....................... .

  ii) Difficulty in comprehending greater-lesser, big-small etc.  
 ........................ .

  iii) When reading, b becomes d, but becomes tub, p becomes q  
 ........................... .

  iv) Poor sense of direction .............................. .

  v) Having difficulty in colouring within the lines ........................... .

2)  Identify the following as true or false:

  i) There is a standard uniform screening procedure for referrals of  
 children with SLD. ...........................

  ii) Most often, SLD goes unrecognized till the child enters primary school.  
 ........................

  iii) SLD is reported to be more common in boys as compared to girls.  
 ........................
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  v)  LD and SLD mean the same thing. .......................

4.4 DEFINItION AND CLASSIFICAtION OF 
INtELLIGENCE    

In the simplest terms, intelligence has been defined as the general ability to learn. 
A more elaborated definition of intelligence includes “an ability to learn from 
experiences and application of the knowledge gained to achieve success in life 
and to effectively adapt to newer situations”. The cultural viewpoint strongly 
asserts that conceptualizations of intelligence are culturally bound, and these 
conceptualizations and manifestations of intelligence will vary from culture to 
culture. An analysis of ‘suktis’(good words) and proverbs in the Indian scholarly 
tradition reveal four dimensions of intelligence, viz., cognitive competence, social 
competence, emotional competence and entrepreneurial competence. Intelligence 
in the Indian context, is considered ‘integral’, owing to the focus of the person’s 
functioning in relation to multiple contexts. 

Alfred Binet (1905) developed a procedure to differentiate the mentally retarded 
students from the ones who were doing very well in academics. And since then, 
the conceptualizations of intelligence have constantly evolved. For a very long 
time, intelligence was considered as a decontextualized construct involving 
mental operations that were located within the individual. Intelligence came to 
be quantified and known as the Intelligence Quotient (IQ), which is the ratio of 
mental age upon chronological age, multiplied by 100. From the several reasons 
for the use of IQ tests, one important reason was also to identify individuals who 
largely deviated from the average intelligence. When the IQ scores of a given 
population are graphically plotted, we obtain a normal distribution and the two 
extremes of the normal curve are considered to deviate from the normal (the 
average). On one extreme are one-two percent of individuals on the higher end 
of the curve who are termed as ‘genius’ (refer Table 4.1). The lower end of the 
curve has two-three percent of individuals who are considered with intellectual 
disability. The bell-shaped curve (refer Figure 4.1) shows the distribution of 
intelligence, with the majority of cases falling in the middle (towards the mean) 
and at the extreme ends of the curve, are the genius (2.1 per cent) and with 
intellectual disability (2.1 per cent). 

Figure 4.1: the normal probability curve, for the distribution of any 
psychological or behavioural trait.
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version of the Stanford-Binet Intelligence Tests, norms of which were obtained 
from white, American born human participants. 

Table 4.1: Terman’s Stanford-Binet original classification (1916)
IQ range IQ Classification 
Above 140 Genius 
120-140 Very Superior Intelligence 
110-120 Superior Intelligence
90-110 Normal or Average Intelligence
80-90 Dullness
70-80 Borderline deficiency 
Below 70 Feeble mindedness

4.4. 1  Intellectual Disability: Levels and Assessment 
The term “Intellectual Disability”(ID) refers to significant impairment evidenced 
in cognitive processing and adaptive behaviour during the developmental years. 
Until the late 20th century, the term ‘mental retardation’ was used, but owing to 
reasons for reducing the stigma associated with this disability, DSM-5 has initiated 
the use of the term ‘intellectual disability’. The World Health Organization has 
urged a change in terminology and hence ICD 11 will have the term ‘mental 
retardation’ replaced with Intellectual Developmental Disorders (IDD). 

According to American Psychiatric Association (2000), the following table 
displays the classification of the levels of Intellectual Disability:

table 4.2: Levels of Intellectual Disability
Levels/ Classifications range of IQ scores Adaptive limitations
Mild 55-70 Can academically progress up to grade 6, 

can be trained for independent living and 
becoming self-reliable

Moderate 40-55 Can academically progress up to grade 
2; with supervision can work in sheltered 
environments 

Severe 25-40 Learns to talk and is able to engage in self-
care, but with constant supervision

Profound Below 25 With very limited ability to learn, can be 
taught simple tasks, but characteristics of 
poor language skills and poor self-care

Assessment prevalence rates within a given context are likely to vary depending 
on whether impairment in either cognitive processing or adaptive behaviour or 
both are taken into consideration. Though ID can be identified in infancy or early 
childhood years, an accurate diagnosis is difficult to make before 5 years of age. 
Hence, the Global Developmental Delay (GDD) is more often used in replacement 
for children between the age groups of 3 months to 5 years. 

The causes of intellectual disability can be categorised into hereditary as well as 
environmental factors. One-third of the cases are attributable to environmental 
factors, like, substance abuse (use of alcohol during pregnancy), prenatal infections 
and postnatal meningoencephalitis and for the rest of the cases, the causal factors 
are genetic. DSM-5 and ICD 10 strongly assert the need for assessment of 
intellectual functioning by the use of standardized tools that generate IQs. Clinical 
diagnosis is crucial to ascertain the severity of ID. While using tests in the Indian 
context, it is important to note that the tools are limited in a sense, and the norms 
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have not been updated recently. Owing to the Flynn effect (a rise in the IQ level 
over time), there is a risk that the current norm structure becomes obsolete. 
Following are the scales of intellectual functioning and adaptive behaviours that 
have been adopted and normed for the Indian population:

1) Seguin Form Board

2) Vineland Social Maturity Scale (VSMS)

3) Binet-Kamat Test of Intelligence

4) Stanford-Binet Intelligence Scale

5) Malin’s Intelligence Scale for Indian Children Developmental Screening 
Test

6) Bhatia’s Battery of Performance Test of Intelligence

7) Wechsler Intelligence Scale for Children – Fourth edition (India)

8) a) Standard Progressive Matrices 

 b)  Coloured Gessel’s Drawing test

From the above listed tools, the VSMS is the only test that helps to assess the 
adaptive functioning of the individual client by generating a social quotient (SQ) 
in addition to eight domains of adaptive functioning. In case of inability to use 
VSMS, the clinician need to ask socially relevant questions based on the DSM-5 
list of specifiers to gauge the severity of ID. For children below three years, the 
IQ tests are not applicable, and hence the Developmental Assessment Scales for 
Indian Infants (DASII) and/or Developmental Screening Test is used to obtain 
developmental quotients which yield interpretations similar to that of the IQ 
scores. Some of the tools developed for education of children with intellectual 
disability in India are Madras Development Programming System (MDPS), 
Behavioural Assessment Scales for Indian children with Mental Retardation 
(BASIC MR), and Functional Assessment Checklist for Programming (FACP). 
These tools are developed by department of Special Education National Institute 
for the Empowerment of Persons with Intellectual Disability, Secunderabad. 

Check Your Progress 3

1)  Which of the following is incorrect about Intellectual Disabilities?

  a) Global Developmental Delay is often used as a surrogate identifier  
 for children in age group of 3 months to 5 years.

  b) Those with severe level of Intellectual Disability can be trained for  
 independent living. 

  c) There are no assessment tools available for children below 3 years.

  d) VSMS is the only tool that enables the clinician to assess the child’s  
 adaptive functioning. 

Codes:

i)    (a) and (d) are incorrect i)    (b) and (c) are incorrect

iii)  (c) and (d) are incorrect iv)  (b) and (d) are incorrect

4.5 ExCEPtIONAL AND GIFtED CHILDrEN     
All children are special, and it is not the same as being gifted. With use of the 
term ‘gifted’ children, we describe a category of ‘exceptional children’. Of course, 
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specifies the talent that has the potential of meeting exceptional levels. The gifted 
children need special attention since they have needs that are different from the 
needs of their age peers. There are certain characteristics that they possess, which 
set them apart from their classmates. 

While it is strongly asserted that conceptualizations of ‘giftedness’ should be 
based on the cultural context, Indians have differed on their understanding of 
the ‘gifted’ child. Traditionally we have considered intellectual superiority as an 
index of ‘giftedness’, and in that context, the term ‘genius’ is more often used. 
This is true for children demonstrating academic excellence in school subjects. 
These children score high on IQ tests (with IQ scores in the range of 120-140, 
and above 140) and are often termed as having “superior intelligence”. When 
considering excellence in creativity, more specifically in arts and sports, often the 
term ‘talent’ is used. ‘Gifted’ children are defined as those who possess natural 
abilities in any area that places the child in the top three percent when compared 
to his/her age peers. Their exceptionality is demonstrated early in life and upon 
training and mentoring, the child can reach newer levels of excellence.  

India, being one of the world’s most populous countries, is often divided along 
the lines of varied geographic and climatic conditions, multilingualism and 
multiculturalism. Approximately 60 per cent of India’s population still lives in 
the villages. In the face of large percentage of school dropouts and unsatisfactory 
levels of students’ performance, the country struggles with the primary goal of 
‘Right for Education to All”. In a context like this, education for the gifted, fails 
to surface as a primary objective for the Indian education system. The curriculum 
design for Indian school boards fail to integrate the needs of the ‘gifted’ and 
exceptional children. Owing to these reasons, a large percentage of gifted children 
go unrecognized in the present Indian education system. 

4.5.1  Identification of the Gifted Children in India
The process of identification of the gifted children was set into motion in the 
year 2010 when under the guidance of Prof. R. Chidambarum, a first of its 
kind, National Project was initiated by the Office of the Principle Scientific 
Advisor (PSA) to the Government of India. The National Institute of Advanced 
Studies (NIAS) collaborated with Delhi University and Agastya International 
Foundation to work on the project titled “Development of Parameters and Tools 
for the Identification of Gifted Children Age 3-15 years”. All the three Institutes 
were given a free hand in development of an identification model for the gifted 
children in India. It is important to note that developing a single identification 
model is not possible for a country as vast and as diverse as India, and hence 
autonomy was granted to these Institutes to develop an independent model of 
identification of the gifted children within their respective population groups. 
The outcome of the project yielded three models of identification of the gifted 
children, which are undergoing the process of standardization. In addition, the 
three teams also designed resource materials for stakeholders (teachers, parents 
and gifted children), developed training modules for teachers and parents, created 
a website as well as registration of a national organization devoted to education 
of the gifted. Given below is a brief description of the three models:

I.  the NIAS model: Development of a three-level model for identification 
and mentoring of gifted children.

• At Level I, children were nominated by parents and teachers with the help 
of Teacher Nomination Behavioural Rating Scale (TNBRS) and Parent 
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Nomination Behavioural Rating Scale (PNBRS). The mentioned nomination 
forms were prepared by the research team. 

• Level II involved psychometric screening tests on general mental ability and 
creative thinking. Case profiles were developed for selected children. 

• Level III involved provision of mentoring services to the identified children, 
conducting parental workshops and training workshops for teachers, 
organizing summer and winter workshops for students, and writing articles 
in popular media to create awareness among the public about the ‘gifted’ 
children. 

II.  Delhi University model: Development of a three-tier model for identification 
and mentoring of gifted children in and around the urban areas of the capital. 

• Stage I: also known as referral stage, potential students are nominated by 
the school teachers.

• Stage II: also known as the selection stage, the nominated students are 
administered a Science and Mathematics Ability Test (SMAT) in order to 
select the highly potential gifted children from the pool of potential students. 

• Stage III: the selected highly gifted children are guided through mentoring 
and other outreach program activities. 

III.  Agastya International Foundation model: This model is based in the rural 
areas of Andhra Pradesh where the gifted children were identified based on 
nominations from teachers, parents, the community as well as screening 
bases on performance in science fairs, Olympiads, etc. The selected group 
of students were given a visit to the Agastya campus where the students 
were oriented on various topics of science and mathematics and students 
learnt through hands-on training, group and individual projects. Based on 
their performances, the students are mentored further. This Foundation also 
played a major role in teacher training workshops as well as summer and 
winter workshops for the gifted children. 

4.5.2  Indian Government Funded Schemes for the Gifted and  
    talented Children 

Following are the schemes funded by the Indian Government to cater to the needs 
of gifted children:

i) The INSPIRE Awards, MANAK –Innovation in Science Pursuit for Inspired 
Research (INSPIRE) is a program carried out by Department of Science and 
technology (DST) Government of India, every year. Students from Grade 6 
to 10 are encouraged to share their innovations based on scientific principles 
and societal applications. 

ii) National Talent Search Examination – Is a nationally held examination for 
grade 10 students conducted by NCERT for encouraging meritorious students 
by granting them scholarships. 

iii)  Pradhan Mantri Innovative Learning Programme, DHRUV – An initiative 
by the Ministry of Education, Government of India, for identification of 
talented children and to pave an encouraging path for them by enriching 
their skills and knowledge. Key feature is the mentoring and nurturance by 
experts from different fields, in order to tap their full talent potential. 

iv) Olympiad Exam – Competitive exams held by various independent 
organizations at zonal, national as well as international level to identify 
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language. Students earn scholarships, medals, cash prize and an opportunity 
to do research in their areas of interest. 

v) Gifted Education Project– Initiated by the Office of Principle Scientific 
Adviser to the Government of India, to identify and train students with 
giftedness. The research project devised indigenous methods for identifying 
gifted children and this procedure was further developed, validated and 
standardised from 2010-2019 in various parts of the country.

vi) Navodaya Vidyalayas–Jawahar Navodaya Vidyalayas, a foresight of the 
National Policy of Education 1986, aimed at cultivating the talent in 
India’s rural areas. The talent is drawn from a merit test, termed as Jawahar 
Navodaya Vidyalaya Selection test and held annually at district levels by 
Central Board of Examinations (CBSE). Located in rural areas, the Navodaya 
Vidyalaya adhere to the three-language formula – Hindi, English and a 
regional language, and promote for co-educational residential schools with 
free education. 

Check your progress 4

1)  State the following as true or false:

  i) The exceptionality of the gifted child is demonstrated early in life.  
 .....................

  ii) Gifted children achieve an IQ score of above 120 in the IQ tests.  
 .....................

  iii) The curriculum design for Indian schools has been successful in  
 incorporating the needs of the gifted child. .....................

  iv) A child who excels in a particular sport can also be termed as gifted.  
 ......................... 

4.6 rOLE OF SCHOOL PSYCHOLOGISt IN 
SPECIAL EDUCAtION 

In India, practicing psychologists working in the school set-up are often termed 
as “school counsellors” or “school psychologists”. There is no definite structure 
of roles and responsibilities of a school psychologist in India as yet. The on-the-
job duties are vastly varied and constantly evolving, owing much to the vision 
of the school principal and school management.

School psychologists play a vital role to aid in the academic, social, and emotional 
development of children and youth. The role of school psychologists becomes 
manifold, when it comes to children with special needs. A collaborative approach 
of working with educators, parents, and other professionals including special 
educators, physiotherapists, occupational therapists, and speech and language 
therapists can be utilised by a school psychologist to create a safe, healthy, and 
supportive learning environment for all students.

 The following are briefly outlined roles of a school psychologist in the context 
of special education that needs to be ideally carried out:

• For students with any kind of learning disability or intellectual disability, a 
school psychologist can help the students by designing instructional strategies 
that target optimal learning. 
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 •  School psychologist plays an integral role in the development of individualised 
education plans for each child with special needs. 

 •   School psychologist most frequently engages in consultation services. The 
intervention plan for children with special needs always requires the teachers 
and parents to be involved. Hence, the school psychologist can collaborate 
with the teachers and parents in a way that works for the benefit of the child 
in need.  

• School psychologist also provides referrals to the parents for further 
assessment and intervention plan for children with special needs. 

We need to understand how school psychologists can render positive support to 
parents or caregivers of children with special needs. For any parent or a caregiver, 
who gets to know about their child as a child having special needs, it is not a 
very easy experience in the first place. There are different emotions, ranging from 
denial and sadness to anger and disappointment. The challenges experienced 
while caring for the children with special needs, may range from personal, social, 
financial and which also calls for guided assistance to parents and caregivers.  A 
school psychologist, with the help of colleagues and school administration, may 
arrange talks, discussions, teacher-parents meetings, strength-building/resilience-
building workshops with parents or caregivers of children with special needs for 
facilitating and working with them towards their concerns and lend a helping 
hand, while they and their children are on a journey of various experiences. 

4.7 SUmmArY 
Now that we have come to the end of this unit, let us recapitulate all the major 
points that we have learnt.

• Educating children with special needs or disabilities and including them into 
regular schools, has been a constant challenge in India.

• Impairment refers to a loss (or a form of abnormality) in physiological, 
psychological or anatomical structure or function.  Impairment can be 
corrected with the help of aids and/or appliances and does not always lead 
to a disability or handicap. Disability results from impairment, and refers 
to a lack of ability to perform functions that fall within the normal range of 
activities carried out by people of a specific age group. Handicap results from 
impairment or disability, refers to the disadvantage faced by an individual 
that causes an inability to perform normal roles as per his/her age, gender, 
and educational status.

• The types of SLDs are dyslexia, dysgraphia, dyscalculia, dyspraxia, 
nonverbal learning disability. The NIMHANS Battery has been accepted 
as the diagnostic tool for SLD.

• American Psychiatric Association (2000) classifies intellectual disability 
into mild, moderate, severe and profound.

• Gifted children are defined as those who possess natural abilities in any area 
that places the child in the top three percent when compared to his/her age 
peers.

• In the Indian context, RPWD Act, 2016 identifies 21 disabilities.

• There are three important models for the identification of gifted children. 
The models are the NIAS model, Delhi University Model, and the Agastya 
International Foundation Model. 
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gifted and talented children are the INSPIRE Awards, MANAK;National 
Talent Search Examination; Pradhan Mantri Innovative Learning Programme, 
DHRUV; Olympiad Exam; Gifted Education Project; Navodaya Vidyalayas 
– Jawahar Navodaya Vidyalayas (schemes for the rural areas).

• The role of a school psychologist in Special Education is to design 
instructional strategies that target for optimal learning, engage in consultation 
services, and also provide referrals to the parents for further assessment and 
intervention plan for children with special needs.

4.8 KEYWOrDS  
Assessment: Considered primarily as a problem solving approach, is a process 
of collecting information from various sources and via various mediums, to base 
intervention and/or instructional decisions for the individual in need. 
Early Identification: To identify children with special needs is of utmost 
importance to work on a prevention basis, and address the problem in its infancy, 
rather then when it becomes more unmanageable. 
Segregation: This happens when education of the children with special needs is 
provided in a separate environment, like the establishment of a special school. 
Segregation also occurs when with a regular school, children with special needs 
are educated in a separate class, often known as resource classes.
Integration: Often also termed as ‘mainstreaming, children with special needs 
are brought into the regular classes without any modifications in the delivery 
of education services. No individualised educational plan for these children is 
designed.
Inclusion: Characterized by a transformation of the education system, in terms of 
modifications in teaching methods, curriculum, evaluation pattern and availability 
of resources. 
Global Developmental Delay: Evidenced in significant delay in two or more of 
the following areas of development: gross/fine motor, speech/language, social/
personal, cognition, and activities of daily living.

4.9 rEVIEW QUEStIONS  
1) Define and differentiate the terms, disability, impairment and handicap.
2) Define intelligence and briefly outline the IQ classification.
3) What is Intellectual disability? Describe the levels of intellectual disability.
4) Describe the various government funded schemes for the gifted children of 

India.
5) How can gifted children be identified in India?
6) What is the role of a school psychologist in the field of special education?
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Answers to Check your Progress

Check Your Progress 1

1) (ii) (a) and (c) are correct

2) (iv) 1(a), 2(c), 3(b)

Check Your Progress 2
1) i)  Nonverbal Learning Disability
 ii) Dyscalculia
 iii)  Dyslexia 
 iv)  Dyspraxia 
 v)  Dysgraphia 
2)  i)  False
 ii)  True
 iii)  True
 iv)  False
 v)  False

Check Your Progress 3

1) (ii) (b) and (c) are incorrect

Check Your Progress 4
1) i)  True
 ii)  True
 iii)  False
 iv)  True
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LEArNING OBjECtIVES 
After reading this unit, you will be able to:

• Differentiate between internalizing and externalizing problems;

• Explain depression and disorders related to depression;

• Elaborate upon the symptoms of anxiety and related disorders;

• Explain the aspects associated with social withdrawal and somatic complaints  
 in children; and

• Identify body image issues and eating disorders in children and adolescents.

5.1 INtrODUCtION    
A school day brings with itself a variety of new experiences, social situations 
and opportunities. Children deal with them in accordance to the feedback they 
receive from their teachers, peers and parents. They are supposed to behave as 
per the expectations usually set by the adults in their society. Dixon and Matalon 
(1999) explained that “some children behave contrary to what is expected of their 
age and stage of development”. It has been seen that children suffer from various 
psycho-social impairments and impediments. Of those children, however, the 
ones that are most misunderstood are the ones with emotional and behavioral 
problems. Avoidance or neglect towards these children and their issues can lead 
to negative student behavior, resultant poor performance, and behavioral issues 
in other walks of life. The behavioral issues can also impact their academic focus, 

* Ms. Vrushali Pathak, Research Scholar, Department of Psychology, Jamia Millia Islamia, New Delhi.



78

Problem Behaviour in 
Children and Adolescents

positive interaction with adults and even peers (Walker, Ramsey, & Gresham, 
2004). They have also been found to have a high dropout rate and a very high 
unemployment rate in comparison to others who complete school (Sutherland 
& Wehby, 2001). 

It is essential for the parents, teachers, and school professionals to implement 
strategies and practices to help students with various emotional and behavioural 
problems that they might be facing, to create a conducive environment for them 
to learn and succeed in classroom and eventually in real world (Salmon, 2006). 
For this, it is imperative to acknowledge and understand more about these 
problems and their manifestations. Sometimes, it can be tough to distinguish 
between a troubling behavior that’s a part of growing up process and a problem 
that requires professional attention. But, if these behavioral signs last for weeks 
or months and become a hindrance in child’s daily life activities at home or/and 
at school, or with friends, one must contact a specialized professional. According 
to the Individuals with Disabilities Education Act (IDEA 2004), one or more of 
the following characteristics may be exhibited (over a long period of time) by a 
child with emotional and/or behavioral disturbances (Gartin & Murdick, 2005). 
• Lack in the ability to learn, which cannot be explained by any intellectual, 

sensory or other physical medical condition. 
• Difficulty in building or maintaining satisfactory interpersonal relationships 

with peers and teachers at school.
• Display of inappropriate behavior or feelings under the seemingly normal 

situations. 
• A general and persistent mood of unhappiness or depression. 
• A probable tendency to develop physical symptoms associated with problems 

related to school or the ones that are personal in nature. 

As defined by National Institute of Mental Health (NIMH), these emotional and 
behavioral difficulties are “characterized by behavioral or emotional responses 
in school programs so different from the age appropriate, cultural, or ethnic 
norms that it affects the educational performance- social, vocational, academic 
and even personal skills” (Benner, Nelson, & Epstein, 2002). It is important to 
note here that one cannot measure social, behavioral or emotional functioning 
of an individual, or child in this case using a single standard way. Deviance is to 
be understood in the context of a particular culture as what is deviant as per one 
culture might be completely acceptable or even sanctioned by another culture. 
Therefore, there is an amount of subjectivity that is to be understood and taken 
care of while identifying a behavior as deviant.

Box 5.1

In the case of younger children, benefits can be obtained from evaluation 
and treatment if they are found to display some of the following behaviors, 
impacting their daily life:

•  Are quite irritable most of the times and are also found to throw frequent 
tantrums.

•  Talk about their fears and worries often.

•  Present frequent complaints of headaches or stomach aches with no known 
medical cause.

•  Sitting quietly is difficult, except when playing video games or watching 
some videos. 



79

Internalizing Problems in 
Children and Adolescents•  Sleep related issues, such as, sleeps too much or too little, may have 

nightmares, or may seem sleepy during the daytime.

•  Having difficulty in making friends, least interested in playing with others. 

•  Deteriorating grades with time. 

•  Keep checking things due to the fear of something going awry.

  Source: National Institute of Mental Health (NIMH), 2019, Child and 
Adolescent Mental Health.

Box 5.2

If older children and adolescents might be showing some of the following signs 
and symptoms, evaluation and then subsequent treatment may be beneficial 
in their case. 

•  Low on energy.

•  Not interested in things and activities which they used to enjoy earlier.

•  Sleeps too much or too little. 

•  Avoiding social activities with friends and/or family.

•  Fear of gaining weight, thus, exercise excessively or follow a strict diet 
regimen. 

•  Involved in self-harm behavior, such as cutting, slashing themselves, 
burning their skin, taking unnecessary risks. 

•  May have suicidal ideation (thoughts). 

•  Usage of substance- smoke, alcohol, drugs etc. 

•  Feel that others are controlling their mind and may say that they can hear 
things (which others can’t hear). 

  Source: National Institute of Mental Health (NIMH), 2019, Child and 
Adolescent Mental Health.

A well-known distinction proposed “in the area of child psychology and psychiatry 
is between the emotional and behavioral disorders that are internalizing or 
externalizing in nature” (Achenbach & Edelbrock, 1978; Gresham et al. 1999). A 
child with ‘internalizing’ behavioural issues may be anxious, inhibited, become 
withdrawn, and have poor self-esteem. Their reactions to the outside world might 
just be contained within their own self or psyche and not played out, that is, no 
external manifestation of behavior (Anderson, 2012). They may experience loss of 
interest in academic, social and various other activities. Children and adolescents 
with internalizing behavioural problems may have a diagnosis of depression, 
anxiety, separation anxiety, post-traumatic stress disorder, or eating disorder. 
They may also exhibit school or exam fear, body image issues, or other somatic 
symptoms. It has been found that screening tools usually used for students to 
identify higher levels of internalizing behavior are not very sensitive and thus 
are not used much in practice (Wells et al., 2019). 

On the other hand, externalizing behavioral issues refer to a group of problems that 
are apparent in terms of the actions that are displayed by the child. These might 
be negative reactions to the external situations (Liu, 2004). Refer to Table 5.1 to 
see some of the differences between internalizing and externalizing behaviors. 
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These externalizing issues may consist of disruptive, and hyperactive behaviour. 
Aggression, delinquency, truancy, aggression, and conduct related problems are 
also included within this construct. Childhood aggression has also been found to 
be a strong predictor of violence and adult crime (Eisenberg et al. 2001). It is also 
important to note that this dichotomy is not comprehensive by any means. In fact, 
there could be an overlap between the two. For instance, due to an internalizing 
problem of a child, there might be a negative impact on siblings, parents or people 
around him/her. Whereas, for a child with externalizing disorder may not harm 
people around him/her in the outside world but might be suffering internally. 
Interestingly, cultural tolerance of some behaviours for a particular gender may 
also perpetuate gender-based differences. For instance, certain cultures are more 
tolerant of externalizing behavior in boys than girls. Therefore, boys might be 
seen exhibiting externalizing behavioral problems more than girls (Lambert, 
Weisz, & Knight, 1989; Liu, 2004; Wells et al. 2019). 

table 5.1: Difference between Internalizing and Externalizing behaviours

Internalizing behaviours Externalizing behaviours
Keeping emotions within, not expressing 
concerns 

Outward expression and projection of 
emotions

Feelings of guilt, insecurity, helplessness 
very high

Difficulty in holding emotions such as guilt, 
shame within themselves

Exceedingly helping others and excessively 
feeling for others 

Acting out (rage, anger) to communicate 
distress

Attempt to control and rationalize one’s 
emotions, self-blame 

Blame others, thinks others/situations are a 
problem 

If left untreated, these problems may serve as a “gateway” for various other issues 
that the youth may encounter later in life, thus increasing the risk for development 
of various other emotional, behavioural and physical difficulties (Costello et al., 
2003; Cummings, Caporino, & Kendall, 2013). In this unit, we will be discussing 
various internalizing behavioural problems in children and adolescents and the 
next unit will focus and, externalizing behavioural problems. 

5.2 INtErNALIzING BEHAVIOUrAL PrOBLEmS     
Often misunderstood and overlooked, especially until about the 1980s, 
internalizing disorders comprise of a specific type of emotional and behavioural 
problem in children and adolescents (Merrell, 2013). It consists of issues that 
are based on ‘over controlled symptoms’ (Merrell, 2008). It refers to the fact 
that these problems are manifested when children have a maladaptive control of 
their own internal cognitive and emotional states. Thus, it can be said that these 
problems are developed and also maintained within the individual, making them 
difficult to diagnose or detect through external observation and measurement. 

In this section, the internalizing behavioural issues that will be discussed are, 
depression, anxiety, social withdrawal, eating disorder and body image issues, 
school and exam fear, somatic or physical complaints and post-traumatic stress 
disorder. 

5.3 DEPrESSION    
Children and adolescents or even adults when face setbacks or disappointments 
in life, feel sad. However, it eventually fades or lessens over a period of time as 
they cope with it. Depression is not having a bad mood or an occasional feeling 
of being down or sad. Parents need to be concerned and contact professionals 
when sadness and other related symptoms (to be discussed further) last for weeks, 
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months or longer than that, hampering the child’s ability to function in their 
daily lives. Thus, depression exists on a continuum of severity from mild and 
transient state of low mood to severe symptoms impacting the quality of life of an 
individual (as depicted in Table 5.2). It is primarily characterized by the following 
symptoms: depressed moods, loss of interest in activities, sleep related problems 
(hypersomnia or insomnia, that is, too much or too little sleep respectively), 
weight loss or gain, psycho motor retardation (slow physical movement) or 
agitation, loss of energy or fatigue, difficulty in concentrating, thinking or making 
decisions, feeling of guilt, worthlessness, and recurrent thoughts of death. It has 
been studied that the preoccupation with death and related thoughts is more often 
seen in older children and adults and might not be manifested in the younger 
ones as their concept of death is vague and not well-built. Irritability and certain 
physical complaints such as headaches, stomach aches, etc. are two additional 
physical complaints that are often seen in children and teenagers with depression 
(Merrell, 2013). It is important to note here that all these symptoms might not be 
present in one individual to diagnose him/her with depression. Presence of at least 
five of these symptoms (and at least one of the symptoms should be depressed 
mood or loss of interest in pleasurable activities) for a period of two weeks is 
necessary for the diagnosis. Also, if the child is young, it is more likely that loss 
of interest would be displayed more than the depressed mood.

table 5.2: Continuum of Sadness and Depression   

Normal mild moderate Depression-less 
severe

Depression-more 
severe

Emotions Good mood Feeling a bit 
irritable or low 

Upset, sad, teary 
eyed

Intense sadness, 
crying spells, 
“heaviness”

Extreme sadness, 
crying spells, feeling 
hopeless

Cognitions Thoughts about 
planning and 
organizing the day 

Thoughts about 
difficulty of the 
day “something 
will go wrong”

Dwelling on 
negative thoughts, 
like rude behavior, 
making mistakes in 
a test

Pessimistic thoughts 
about future, self-
harming thoughts, 
thoughts regarding 
personal deficiency

Strong self-harm 
intent, suicidal 
thoughts, may also 
give instructions to 
others in case of death

Behaviors Getting up, 
following routine, 
going to school/
work

Takes longer than 
usual to get up, 
low concentration

Crash to bed without 
dinner, less/no sleep, 
less concentration 

Inability to get up 
from bed, skipping 
work, withdrawing 
contact

Social withdrawal, 
loss of appetite 
(weight), suicide

table 5.3: Depression at different stages (adapted from Poquiz & Frazer, 2016).

Age Behavior Probable Precursors
Preschoolers 
(2-5 years)

• Irritability, anger, throwing tantrums
• Sadness, excessive crying
• Loss of interest in toys that were favourite/

activities, decreased socialization 
• Lethargy
• Headache, stomachache 

• Family history of mental illness or 
depression 

• Family history of suicidal ideation and/
or attempt

• Stressors such as divorce (in parents), 
someone’s death 

middle 
Childhood 
(6-12 years)

In addition to behaviors listed above,
• Withdrawn from family and friends
• Bullying others or being bullied
• Sleep related problems
• Loss of appetite, weight loss (eating related issues)
• Separation anxiety (especially from the caregiver)
• Lack of concentration
• Refusal to go to school
• Poor academic performance
• Thoughts of worthlessness
• Hurting oneself

In addition to precursors listed above,
• Inconsistent parenting
• Low peer support
• Social isolation
• Being bullied 
• Academic pressure
• Other mental health issues, such as 

anxiety, specific learning disorder
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Adolescence 
(13-18 years)

In addition to behaviors listed above,
• Hopelessness, pessimism about future
• Loss of interest in pleasurable activities
• Low self-worth and self-esteem
• Substance abuse
• Self-harming tendencies

In addition to precursors listed above,
• Parent-child conflict
• Onset of puberty

It is difficult for preschoolers (2-5 years) to verbalize their emotions, due to 
which early signs of depressions can be missed. Nevertheless, the persistent 
complaints about irritation, crying, tantrums and other physical complaints could 
be due to depression (Refer to Table 5.2). It is also important to note here that 
preschool depression can eventually lead to various other mental health illnesses 
in childhood and adolescence. 

The ability to talk and express themselves increases gradually and till middle 
childhood (6-12 years), some of the symptoms that children have are similar to 
that of adults with depression. The younger children may still exhibit behavior 
similar to that of the preschoolers. 

Researches have shown that the risk for depression increases with puberty. As 
adolescence (13-18 years) is the time to be involved in various different activities, 
become independent, choose a career, and form relationships. Warning signs can 
involve thoughts of future and friendships. Sometimes, parents and peers ignore 
the warning signs of depression by categorizing it as a teenage issue or attention 
seeking behavior but if the teen is indulging in substance abuse or has suicidal 
thoughts and/or tendencies, immediate help is required. 

We have seen that children with depression may exhibit different behaviors at 
different ages and stages in their lives. It requires professional attention, if left 
untreated, it can lead to poor school performance, unhealthy relationships, and 
other mental health issues like delinquency, substance abuse and even suicide 
in some cases. So, the ideas such as, “it’s just a childhood tantrum”, “he will 
eventually come around”, “she needs a new toy”, “take them for vacations” need 
serious attention, because the child will not “snap out” of depression suddenly. 

5.3.1  School and Academic related Issues 
Loss of motivation, concentration and a sense of worthlessness along with feelings 
of hopelessness can impact learning of the child. For instance, the child with 
depression may not be able to concentrate on the lesson being taught in the class, 
he/she may lack the energy to note down the homework or finish it. They might 
be convinced in themselves that they would fail at everything and thus would 
stop taking initiative or attempting anything. They may also be getting negative 
and unwanted attention from others around them, especially, teachers, peers and 
parents increasing their feelings of worthlessness. This could eventually lead to 
social withdrawal. Familial conflict, parental divorce, or normal difficulties with 
regard to learning can also lower down the child’s school performance. However, 
if this continues over a period of time or if the decline in academic performance 
exists without a clear explanation, it should be a cause for concern. 

5.3.2  trouble with Peers
Healthy friendships are important as they promote positive behaviour, emotional 
adjustment and also lay the foundation for healthy relationships in future. Children 
with depression are usually ignored or rejected by their friends as they may come 
across as boring or slow. If the child is aggressive, they are avoided due to their 
rough and rude behavior. This rejection can result in their isolation, feeding 
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their thoughts such as, “no one likes me”, “I am worthless”. They are at higher 
risk of being bullied by others (Juvonen et al., 2003). It can further lead them to 
substance use and abuse. Thus, it is important for parents to be aware and keep 
a check on the social relationships of their children. 

5.3.3  Self-Harming and Suicide
Suicidal thoughts are common in adolescents. Despite the fact that suicides are 
under reported in a country like India, it has been established that highest rates 
are among the ones below the age of 30 years, especially adolescents (Samuel 
& Sher, 2013). Thus, any and all expressions of suicidal ideation and behaviour 
are to be taken seriously. Depression and substance abuse are two of the primary 
factors leading to suicidal behavior. Thus, parents need to be careful if their child 
is showing signs of depression, withdrawal and/or self-harm.

Box 5.3: Causes for depression 

Genetic factors: a family history of depression or any mental disorder may 
increase the risk in the child.

Brain chemistry: neurotransmitter and hormonal imbalances may also play 
a role and increase the risk.

Abuse: past physical, sexual or mental abuse can increase an individual’s 
vulnerability to depression.

Death or loss: grief from loss of a loved one may increase the risk of 
depression. It is important to note that, natural or normal mourning period 
does not qualify for depression.

major events in life: changes such as divorce of parents, moving to another 
place can contribute to depression.

Environmental factors: a stressful and chaotic home environment can cause 
depression, rejecting and bullying at school can also be a reason. 

5.3.4 Other Disorders with Depression as a Feature
The above given presentation of symptoms is clinically called as major depression. 
However, there are various other mood or adjustment disorders that include 
depression as a major feature. In this section, we will briefly discuss them. 

Dysthymia (or Persistent Depressive Disorder) shares many features with major 
depression but differs mainly in two aspects. First, individual with dysthymia 
exhibits fewer mild-to-moderate symptoms. Second, the depression lasts for a 
longer duration (at least 2 years for adults and 1 year for children and adolescents). 
Depressed mood (in dysthymia) may last for most of the day, but it if mild-to-
moderate intensity. 

Bipolar I disorder includes episodes of full-blown mania (extreme elation, lasts for 
7 days) and periods of major depression. Bipolar II disorder would include episode 
of hypomania (lesser in severity than mania, lasts 4 days) and major depression. 
Period of mania or hypomania characterizes feelings of energy, invincibility, flood 
of ideas, flight of ideas, grandiosity, decreased need for sleep etc. and all of this 
may lead to poor decision making and risk taking. Finally, Cyclothymic disorder 
(also understood as a less serious version of bipolar disorder) includes depressed 
mood similar to the one in dysthymia and hypomania. In this, the depressed 
mood may characterize low energy, social withdrawal, feelings of inadequacy, 
and brooding attitude. Parents of children with cyclothymia may feel that their 
child is on an “emotional roller coaster” that rarely ends (Merrell, 2013). 
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Adjustment disorder with depressed mood is another presentation of symptoms 
of depression that may occur due to issues faced by the individual in adjusting to 
a major life event, such as, death of a loved one, divorce, change in circumstance 
etc. (lasts for 6 months or longer).

Check Your Progress 1

1)  Mention the various symptoms of depression. 

 ..................................................................................................................

  ..................................................................................................................

2)  What is dysthymia? 

 ..................................................................................................................

  ..................................................................................................................

3)  What leads to depression?  

 ..................................................................................................................

  ..................................................................................................................

4)  Can you differentiate between the symptoms of depression in a preschooler 
from that of an adolescent? 

 ..................................................................................................................

  ..................................................................................................................

5.4 ANxIEtY     
Some of us often feel distressed and worried in our day-to-day life situations, such 
as, before appearing in a test or exam, before a competition, when stuck in traffic, 
especially when already running late etc. The worry and anxiousness, decreases 
as we come out of these situations. But, if the individual (adult or child) remains 
anxious irrespective of the situation and is not able to cope with it, it could be 
an anxiety disorder and would require attention from a psychologist. Before we 
proceed with this, it is important to understand the difference between three terms 
that are often used synonymously – anxiety and fear (Refer to Box 5.4).

Box 5.4: Difference between Anxiety and Fear

One of the most common and important ways in which a distinction can be 
made between anxiety and fear is in terms of the actual external stimulus. 
Fear is experienced in the presence of a real danger or threat. Most people 
are usually found to be scared of these stimuli. On the other hand, anxiety is 
experienced in anticipation of danger when such danger might not be present 
or cannot even be specified at times. Thus, the source of danger is obvious in 
fear whereas anxiety involves a general apprehension about possible danger. 
It is a future oriented state. 

Anxiety disorder is a broad category but all the disorders share certain common 
elements. All of them involve three basic areas of symptoms: physiological 
response (sweating, arousal, nausea etc.), behavioral symptoms (avoiding, 
escaping etc.), and subjective feelings (dread, discomfort etc.). Some of the 
common symptoms of anxiety disorders could be presence of unrealistic or 
negative thoughts, panic attacks, misinterpretation of events, physiological 
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arousal, oversensitivity to certain physical cues, fear of a specific situation, object 
or event, and excessive worry in general. Some of the anxiety disorders that have 
been identified are: generalized anxiety disorder, specific phobia, social phobia, 
panic disorder, and agoraphobia. Earlier, obsessive compulsive disorder was 
also categorized under the anxiety disorders but it is now the flagship diagnosis 
of a different category, namely, obsessive-compulsive and the related disorders.

5.4.1  Disorders with Anxiety as a Feature
There are a large number of diagnosable disorders that include anxiety as a 
common symptom but some of them are particularly important when working 
with children, such as phobias, separation anxiety or even post-traumatic stress 
disorder. In this section, we will discuss some of these disorders. 

Phobias “can be defined, a persistent and disproportionate fear of a specific 
object or situation that presents little or no actual danger to a person” (Carson, 
Butcher, & Mineka, 2003). Phobias are similar to fears as both of them involve 
response to a specific threat, but the difference lies in the fact that phobias are 
more intense, persistent and maladaptive, in comparison to fears. For example, 
being detained by a few tough and physically strong bullies after school seems 
like a good enough reason to be scared of them and thus, show a fear response, 
but developing a debilitating fear of bugs, birds etc. is quite maladaptive. Three 
categories of phobias have been identified; specific phobia, social phobia, and 
agoraphobia. 

Specific phobia is diagnosed in an individual when he/she shows a strong fear 
of a particular object or a situation. When encountering a phobic stimulus, the 
person shows immediate fear and may go to great lengths to avoid it or escape 
it. He/she may also avoid the picture or model of the phobic stimulus. The 
individual might have a phobia of animals such as, dogs, spiders, lizards, and 
insects; some natural environment such as, water bodies, heights; seeing blood, 
blood tests, medical procedures; a situation such as, enclosed spaces, elevators, 
driving, or something like fear of choking, loud sounds, or even vomiting after 
eating certain type of food. 

Agoraphobia is the fear of crowded places such as shopping malls, or theaters 
etc. It comes from the word traditional Greek word “agora”, which means public 
places of assembly, thus, agoraphobia means, fear of public places or assembly. 
It can also be a fear of having a panic attack in the situations where escape could 
be difficult or embarrassing.

Box 5.4: Why do Phobias Develop?

Genetic: phobias are acquired due to an individual’s genetic make-up, 
temperament or personality. Kagan et al. (2001) concluded that behaviorally 
inhibited toddlers (shy, timid) show a higher risk for development of specific 
phobias later at the age of 7-8 in comparison to the uninhibited toddlers. 

Family factors: a link may exist between an individual’s specific phobia and 
anxiety of his/her parents. It could be genetic or a learned behavior (they may 
see their parents being afraid of spiders and may learn it). 

A negative experience: experiencing a frightening or traumatic event may 
develop certain phobias and anxious reactions, for instance, being attacked 
by an animal, being trapped in an elevator.

Learning about negative experiences of others: hearing about some negative 
information or event, such as a plane crash, or water body related accident. 
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There is nothing wrong about a child being shy, but if the child experiences 
extreme distress over everyday situations like reading in class, or playing with 
other kids, this can be a cause of concern. Social anxiety disorder (or social phobia) 
is described as “disabling fears of one or more specific social situation (such as 
public speaking, urinating in a bathroom, or eating or writing in public) where the 
person fears of being exposed to the scrutiny and potential negative evaluation 
of others or that he/she may act in an embarrassing or humiliating manner” 
(American Psychiatric Association, 2013). Due to it, the individual may either 
avoid the situation or face it with high levels of distress. Mainly two subtypes of 
social anxiety disorder have been identified, in situations that are performance 
oriented, such as, public speaking, and the situations that are non-performance 
ones but demand public presence or social interaction, such as, eating in public, 
or meeting someone new. It is important to note that in children, the anxiety 
should occur in a setting that may involve peers. Anxiety during interactions 
with adults should not be the only criteria for diagnosis. Their anxiety or fear is 
usually expressed by crying, tantrums, freezing, shrinking, clinging, or inability 
to speak in social situations. Excessive sweating or blushing is also a common 
overt manifestation. Often, children with social anxiety do not even want to go 
to school. Box 5.5 describes some of the common social anxiety triggers.

Box 5.5: Common Social Anxiety triggers
• Meeting new people
• Public speaking/Performance on stage
• Being the center of attention 
• Being watched while doing something
• Making small talk
• Being criticized by others 
• Talking to authority figures
• Using public washrooms
• Being called in a class
• Eating or drinking in public
• Attending social gatherings

Box 5.6: Causes of Social Anxiety disorder

Inherited traits: like any other anxiety disorder, social anxiety disorder also 
runs in families. Thus, if the biological parents and/or siblings have a similar 
condition, the child becomes more vulnerable. 

Brain structure: amygdala may play a role in controlling fear response of 
an individual. Thus, overactive amygdala may heighten the fear response, 
causing increased anxiety in social situations. 

A negative experience: developing this condition after an unpleasant, 
embarrassing social situation, for example, being overly criticized or 
reprimanded in class.

Learning about negative experience of others: parents may model such 
social anxious behavior in front of children. Fearful and socially anxious 
parents may unknowingly transfer verbal or non-verbal information to their 
child about the dangers of a social situation. If the child sees or hears a 
caregiver being embarrassed in or by a social situation, even that makes him/
her vulnerable. 
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not allowed to develop appropriate social skills, it can be a contributory factor. 

Parenting: if one or both the parents are rejecting, controlling, critical or 
overprotective, the child may not form secured attachment, thus putting them 
at greater risk as they can not calm down or soothe themselves in stressful 
and chaotic situations. 

Societal/cultural factors: sometimes certain aspects prevalent in a society 
might be responsible for development of social anxiety in some. For instance, 
growing up in a culture with strong collectivistic orientation. Taijin kyofusho 
(Japanese culture-specific syndrome) involves a fear of making other people 
uncomfortable and the concern regarding how one would fit in a larger group 
is emphasized. 

Terms such as ‘school refusal’ or ‘school phobia’ are often considered as common 
features of separation anxiety disorder. A child is diagnosed with this disorder if 
he/she shows marked distress and is afraid of being away from certain people, 
especially a parent or primary caregiver. They may exhibit unusual fear, anxiety, 
and panic symptoms in response to going to school. They may cry, freeze, present 
somatic complaints (bodily complaints such as stomachache, headache, fever 
etc.), throw tantrums, and withdraw socially. They may also show fear of getting 
harm, getting lost or kidnapped, assault or permanently getting separated from 
the caregiver. Similarly, school refusal is the motivated refusal to attend school 
or difficulty faced by the child to remain in school and attend classes for the 
entire day. It may involve innumerable internalizing and externalizing behaviors 
but separation anxiety disorder has been found to be one of the major causes for 
school refusal or school fear (Kearney, Chapman, & Cook, 2005; Lingenfelter & 
Hartung, 2015). It can be an overwhelming feeling for the families as initially they 
may feel that their child is ‘acting difficult’, might drop out, but such behavior 
requires professional attention as it often leads to conflict, academic issues, friction 
with school officials and most importantly lost time for work, especially for the 
child (Kearney & Albano, 2000).

Box 5.7: A Case Example for Separation Anxiety Disorder

Rahul, a 5years-old, Indian school boy was presented as stubborn, always 
crying and throwing tantrums at the school gate for not going inside and 
leaving his mother. The child joined this school 4 months back and was 
excited to go to a new school, make friends and enjoy. After 2 months, summer 
vacations were announced which he had enjoyed at his maternal grandparents’ 
place. But, after returning he became violent and refused to go to school. He 
became clingy and wanted to be with his mother at all times, even when at 
home. When he was forced to leave his mother (2-3 times by his father), he 
would cry violently to the extent that he would stop breathing or choke on 
his breath. While crying he would often say that his mother would leave him 
and he would die. The very next minute, he would apologize to the teacher 
and others present for his misbehavior. Ultimately, he was sent back home 
and after due to this repetitive behavior was sent to a psychologist. 

Source: Vashishtha, K. (2015). Treatment of Separation Anxiety Disorder- A 
Clinical Case Study. Case Studies Journal, 6(4), 14-20.

Another related childhood anxiety disorder to be discussed here is selective 
mutism. It is the “consistent failure to speak in specific social situations in 
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which there is an expectation for speaking despite speaking in other situations” 
(American Psychiatric Association, 2013). It may co-exist with social anxiety 
disorder. The behavior is perceived as either shy or rude by others, but despite 
that such children are unable to speak in certain situations such as school. For 
instance, a child with selective mutism may remain silent for years in school but 
may speak freely at home or any other situation. This disturbance may interfere 
with educational or occupational achievement, social functioning, and language 
development (Gazelle, Workman, & Allan, 2010). It is important to note here that 
the failure to speak is not due to lack of development or knowledge of speech or 
spoken language. A hierarchical variation can also be seen in children diagnosed 
with selective mutism. For instance, some may participate in social activities, 
thus appear social but do not speak; then there are others who speak to peers but 
not adults. In some cases, they may speak to adults only when asked a question 
which requires short answers. In a more severe form, the disorder may progress 
until the person no longer speaks to anyone in any situation, this may also include 
family members. This state is called as “progressive mutism”. 

Generalized Anxiety Disorder (GAD)

It is a state of excessive and unreasonable worry about various life events or 
activities. In this disorder, anxiety is not anchored to a specific object or situation 
but is diffused in nature and thus, described as free-floating anxiety (Butcher, 
Hooley, Mineka, & Dwivedi, 2017). For instance, if the child starts displaying 
excessive, unrealistic and uncontrollable worry and anxiety across a range of 
topics and areas of life, such as friends, family, school, health, and sports. One 
of the prominent features is that they often anticipate worst-case scenarios or 
disasters. They are almost always apprehensive and are in a future-oriented mood 
state, constantly attempting to deal with any upcoming negative event. Some of 
the symptoms characteristic of this disorder are: sleep disturbances, nightmares, 
irritability, decreased concentration, poor decision-making, fatigue, variety of 
somatic complaints, especially muscle tension and aches in the neck and upper 
shoulder region. They are almost always hyper-vigilant for all possible signs of 
threats in their environment and attempt to avoid anxiety, unsuccessfully though, 
by procrastinating or indulging in checking activities. 

Post-traumatic Stress Disorder

It has been established that an extremely stressful event that could have been 
life threatening and is not a common everyday experience could lead to various 
psychological symptoms not only in adults but also in children. These traumatic 
stressors may include living in a concentration camp, combat, terrorist attack, 
rape, or natural disasters such as earthquake, tsunami, school violence, neglect, 
serious accidents or sudden loss of a loved one. 

Stress symptoms are very common following a traumatic event, but they may 
decrease over time. Thus, it is important to remember that for a diagnosis of 
Post-Traumatic Stress Disorder (PTSD), the symptoms must last at least for a 
month. PTSD is “a traumatic event thought to cause a pathological memory” 
that is also the defining clinical symptom of the disorder (McNally, 2013). These 
memories can be brief bits of the experience and may also be related to the events 
that happened before the traumatic event or moment (Hackman et al., 2004). For 
children below the age of 6 years, their involvement in either of the following 
ways can lead to trauma: the child directly experienced the event, or the child 
witnessed the event in real (not seen on television, or some other form of media), 
or the child learnt about the traumatic event that happened to the caregiver. 
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Source: http://verywellmind.com/dsm-5-ptsd-criteria-for-children-2797288

Some of the following symptoms can be seen in the children, adolescents 
and adults diagnosed with PTSD: (i) Intrusion symptoms: re-experiencing 
the traumatic event through nightmares, intrusive images, flashbacks or any 
physiological reactivity may act as a reminder of the trauma; (ii) Avoidance 
symptoms: avoidance of any trauma related stimuli such as feelings, or thoughts. 
This can lead to change in routine for some individuals; (iii) Negative cognition 
and mood: they may be unable to recall the key aspects of the trauma, or may 
have overly negative thoughts about oneself and/or others (for example, “I am 
bad”, “The world is very dangerous”, “No one can be trusted”, or “My whole 
nervous system is ruined”), distorted feelings like guilt, shame, and blame might 
be involved. Interest in otherwise pleasurable activities may go down and they may 
have difficulties in experiencing positive affect. This may eventually develop the 
feelings of alienation and isolation from others; and (iv) Arousal and reactivity: 
hypervigilance, reckless behavior, aggression, irritability, startled reactions are 
also very commonly seen.

table 5.4: Signs and symptoms of PtSD at different stages

Preschool Children School-going Children     Adolescents College students
• Cry or scream a 

lot
• Loss of appetite
• Nightmares and 

night terrors
• Extreme fear of 

being separated 
from parents/
caregivers

• Poor concentration 
• Insomnia and 

nightmares
• Extreme feelings of 

guilt and shame 
• Anxiety and fear in 

various situations
• Decreasing 

academic 
performance 

• Loss of appetite
• Self-harm
• Feeling 

depressed
• Social isolation
• Substance abuse
• Engage in 

reckless sexual 
behavior

• Impulsivity
• Poor decision-

making
• Decreasing 

academic 
performance

• Inability to 
concentrate

• Decreasing 
academic 
performance

• Social withdrawal
• Isolation
• Dissociative 

tendencies
• Hypervigilance
• Sleep related 

problems
• Edgy, restless
•  Negative cognition 

and affect
• Avoiding 

pleasurable 
activities
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As mentioned, children and adolescents have similar reactions to the trauma, 
but in children less than 6 years of age, some other symptoms might be visible. 
For instance, they may end up wetting their bed even after being toilet trained. 
They may act out the scary, traumatic event during their play activities or may 
become too clingy to their parents/caregivers. Apart from showing symptoms 
similar to adults, older children may become disruptive or disrespectful and may 
even have thoughts of revenge. 

It is important to note that every child who experiences trauma may not develop 
PTSD, but the parents, caregivers, teachers and other adults should be aware of 
the possible warning signs if the child has faced some kind of trauma recently 
and is suspected to be struggling. 

Box 5.8: Causes and risk factors for Post-traumatic Stress Disorder 

Abuse: any kind of abuse- physical, emotional or sexual can be traumatic for 
the child.Along with this any behavior that is perceived as abuse (bullying by 
adults or peers of the child) by the child can be traumatic and lead to PTSD. 

Neglect: parental neglect or neglect from a primary caregiver may lead to 
attachment related issues in child and eventually can be a cause for PTSD. 
Instances such as being kept in a box as punishment etc. could also be a case 
in point. 

Disasters: various natural disasters such as an earthquake, tsunami etc. 
where the child or the adult around feels helpless can be a source of trauma. 
Sometimes the after effects of the disaster may lead to uncertainty, fear and 
anxiety.

Accidents: car crashes, train or airplane accidents or any news related to it 
can be a trigger for the child. Accident such as house on fire, or short circuit 
at house can also cause trauma. 

Violent acts:  witnessing a parent being abused, kidnapping, riots, shooting or 
beatings at school are violent acts that may shook the child instilling trauma 
in them. 

Death of a loved one: whenever any significant one of the child dies, his/her 
security may also die with that which can be traumatic for the child.

Significant changes in life: changes such as adoption of the child, divorce 
between parents can also be contributing factors. 

Various anxiety related disorders have been discussed above and it is important 
to point out here that poorly managed anxiety during childhood may increase 
the risk for substance use in adolescence and young adulthood (Benjamin et al., 
2013). It may also lead to poor quality of life with many affected individuals 
showing poor mental health in comparisons to those who have other chronic 
medical condition, such as diabetes, hypertension, arthritis etc. (Comer et al., 
2011). Another important point to remember is that a lot of overlap exists between 
different anxiety disorders, depression and other internalizing problems. It is not 
unusual for someone to have a combination of co-occurring symptoms that may 
not be diagnosable as a specific disorder, but for all practical purposes constitutes 
and is thus called as a “general internalizing disorder” (Merrell, 2013).
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1)  Differentiate between fear and anxiety. 

 ..................................................................................................................

  ..................................................................................................................

2)  Explain the symptoms of social anxiety disorder. 

 ..................................................................................................................

  ..................................................................................................................

3)  What leads to post-traumatic stress disorder?  

 ..................................................................................................................

  ..................................................................................................................

4)  Mention the symptoms associated with phobia in an individual. 

 ..................................................................................................................

  ..................................................................................................................

5.5 SOCIAL WItHDrAWAL     
Social withdrawal has always been associated with constructs such as shyness, 
isolation, rejection, inhibition, passivity, social reticence, and peer neglect. It is 
now understood as an umbrella term describing a behavioral prototype derived 
from various underlying causes (Rubin & Coplan, 2004). Thus, behavioural 
inhibition has been understood as a biologically based wariness because of 
exposure to novel people and situations (Kagan et al., 2007). Shyness is the self-
conscious behavior in situations of perceived social evaluation (Crozier, 1995). 
When an individual is watching others from far or is remaining unoccupied 
when in social company, it is called as social reticence (Coplan et al., 1994). 
Social withdrawal thus, is linked to psychological maladaptation as it represents 
behavioral expression of internalized thoughts and affect pertaining to social 
anxiety and depression (Vasa & Pine, 2006). 

Although social withdrawal is not a specific type of disorder or internalizing 
problem, but it is present in most of these problems, specifically in depression 
and anxiety. Children who show symptoms of social withdrawal actively 
avoid companionship of others. They usually do not respond to initiations of 
other children and may exhibit behavioral deficits in various social situations, 
particularly in making and maintaining friendships. It may involve unrealistic 
self-appraisal of one’s social performance and is complicated by excessive fear. 
Social withdrawal might be temporary or it could even be a long-term concern 
with implications on other aspects of life. For example, a socially withdrawn 
child may otherwise have good social skills but avoid social interactions due to 
his/her negative view about his/her social ability. 

From early childhood till adolescence, socially withdrawn children are at risk 
for various negative adjustment outcomes and socio-emotional difficulties (for 
instance, anxiety, depressive symptoms, low self-esteem, and internalizing 
problems), peer difficulties (victimization, rejection), and other school difficulties 
(poor teacher-child relationship, school avoidance). Social withdrawal as 
induced by anxiety may yield sympathy and interest from others; whereas social 
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withdrawal induced by depression may actually elicit support in a way that actually 
causes others to withdraw from them further (Mullins at al., 1986). 

Box 5.9 Case Vignette

An 8 years-old girl Emma was brought to a practitioner by her mother. She 
described Emma to be a precocious girl with verbal and cognitive skills like 
that of a fifth grader than a second grader. But it was reported that she would 
often talk about dying. She had difficulties in sleeping at nights as she would 
feel hopeless and sometimes a sudden panic would rise in her. She had to 
be forced to go to school. At school and at home, she would often engage in 
“crying fits”. Her mother reported that earlier Emma had been a gregarious 
girl but her peer relations significantly deteriorated that year and she saw that 
other kids actively avoided her. 

Initial intake meetings with the therapist revealed a family history of clinical 
depression. Emma’s father was convinced of the fact that “drugs are the 
only thing that work” and was not in favor of counseling sessions. A basic 
treatment plan of individual counseling was decided that focused on behavioral 
and cognitive changes for Emma, along with some aspects of emotional 
management. The child’s progress was being monitored thoroughly after four 
sessions. The sessions comprised of, one hour per week sessions, follow-
up meetings, phone checks (regarding progress) with Emma’s parents, and 
weekly data collection to monitor progress. After 4 weeks of rigorous work, 
improvement was noticed in Emma’s behavior. The concerns regarding Emma 
being a danger to herself and the possibility of medical evaluation diminished 
over time. 7 weeks into intervention and the depression, anxiety or social 
concerns were hardly noticeable. By 9 weeks, Emma seemed to be doing 
well in all the aspects of life. The 10th session was the concluding session 
where Emma was asked why she thought she was doing better than earlier 
and she replied, “I think I’m doing better because I think about my problems 
in a different way than I used to, and I do different things than I used to, and 
then I usually feel okay even if things aren’t going okay.” Follow- up sessions 
after 2-3 months revealed that she had maintained most of the progress she 
had made during her treatment. 

Source: Merrell, K. W. (2013). Helping Students Overcome Depression and 
anxiety: A Practical Guide. Guilford Publications.

5.6 BODY ImAGE ISSUES AND EAtING 
DISOrDErS     

We live in an image conscious culture where messages regarding “the right look” 
are set and shared by media. Concerns about how we look in the mirror, how we 
eat, are we fat or overweight are very common, especially in adolescents. It has 
got an adaptive value also as it helps in maintaining a normal weight, reducing 
the risk of diabetes, hypertension and other such chronic ailments. But, when 
this concern goes overboard and people have extreme weight concerns and body 
dissatisfaction, it may qualify for eating disorders (See Table 5.4). 

Weight concerns include feeling overweight most of the time, even when it is not 
the case. The individual may have a thin physique yet may talk about exercise 
vigorously due to a drive for thinness. It is possible that they may focus on 
certain areas of the body that they have to tone down or decrease in size. Body 
dissatisfaction is the distress with one’s appearance and subsequent avoidance 
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of certain situations because they elicit body related concerns (Grabe & Hyde, 
2006). Some of the feeding and eating disorders that would be discussed in this 
section are- anorexia nervosa, bulimia nervosa, binge eating disorder, pica, and 
avoidant/restrictive food intake disorder.

table 5.4: Continuum of Eating Disorder

Normal mild moderate Depression- less 
severe

Depression-more 
severe

Emotions Positive feelings 
about self 

Some anxiety 
about body shape 
and weight

Moderately anxious 
about body shape 
and weight, feels 
down

Intense anxiety and 
sadness over not being 
able to lose weight

Severe anxiety 
regarding body shape 
and weight

thoughts “I am okay with 
my weight and 
body”

“I need to be more 
fit and so, let me 
cut back”

“I feel fat, I should 
cut down on my 
eating or else...”

“I feel fat all the 
time. I wish to have a 
thinner body. I need to 
cut back”

“I am extremely fat 
and I hate my body! 
I have to stop eating 
now!”

Behaviour Eating without 
concerns 

May eat less at 
meals 

May regularly skip 
meals, take low 
calories food 

Eats one meal a day, 
usually something 
like a salad, may also 
purge after meals

Eats rarely, when 
forced to do so, 
exercises vigorously 
and may purge 
frequently

Anorexia Nervosa

Individuals with anorexia nervosa have a distorted body image and a pathological 
fear of becoming fat. It usually leads to extreme dieting, exercise regimens and 
weight loss. The term anorexia nervosa literally means “lack of appetite induced 
by nervousness” but in some senses the name then becomes incorrect as here, 
lack of appetite is not the major problem, rather the issue is the fear of gaining 
weight, with a refusal to maintain even a minimally low body weight. They are 
very proud of their extraordinary self-control, to the extent that they may put 
their lives in danger. 

Most commonly it begins in adolescents who are either overweight or perceive 
themselves to be. Usually, it follows descriptions of extreme fasting and exercise. 
They may look painfully thin, yet deny their problems. A large number of patients 
with anorexia nervosa try to conceal their thinness by wearing baggy clothes, 
carrying hidden bulky objects and drinking water before being weighed to increase 
their weight temporarily. As they are never satisfied with their weight loss, as per 
an account, hallmark of a successful anorexic was death from starvation and the 
one who has accomplished this should be respected and admired (Bulik, Sullivan, 
& Kendler, 2000). Thus, it is a life-threatening disorder. Box 5.10 explains some 
of the warning signs of anorexia nervosa in school-going children. 

There are two basic types exist under anorexia nervosa- (i) restricting type: 
includes limiting food intake, monitoring calorie intake, eating very slowly, and 
disposing food when no one is seeing; (ii) binge eating/purging type: they may 
eat out of control which is followed by efforts to purge (removing food they have 
consumed from the body, for which they may self-induce vomiting, laxatives or 
even enemas. It is important to note here that it involves marked disturbance in 
body image, that is, they may see themselves as very differently in mirrors, not 
because of any eye-sight related issues, but their perception of themselves and 
their bodies is extremely distorted. It can lead to various medical complications 
such as cessation of menstruation, brittle hair, nails, dry skin and intolerance for 
cold temperature. 
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• Weight loss- this is not due to loss of appetite but due to fear of eating 
and gaining weight.

• Avoidance of any physical exercise or swimming in school as it may 
involve undressing.

• Excessive exercise in other situations, “I felt driven to do more each day.”

• Making themselves busy during lunch breaks, so that questions regarding 
food could be avoided.

• Wearing extra clothes most of the times to keep themselves warm and 
especially hiding their body.  

• Focus on perfectionism to avoid anxiety

• Loss of friends as thoughts about food, dissatisfaction with body image 
dominate thinking most of the times

• Inability to focus in class because due to starvation concentration gets 
difficult.

Bulimia Nervosa

It is marked by binge eating and subsequent efforts to prevent weight gain by 
using inappropriate purging behaviour or exercise. Bulimia basically denotes 
hunger of such a proportion that a person can even eat an ox. One of the major 
differences between anorexia nervosa and bulimia nervosa is that the former one 
is severely underweight whereas the latter is not. Thus, if the individual binges 
and purges and is also underweight, the diagnosis is anorexia nervosa. Purging 
is a dangerous behavior that may impact one’s health very seriously, causing 
dehydration, hormonal imbalance, electrolytic imbalance, depletion of minerals 
and damage to certain organs. 

Amount of food being consumed is important in bulimia as the eating is usually 
experienced out of control, followed by attempts to compensate it. They are 
usually preoccupied by the shame and guilt, efforts at concealment and struggle 
painfully, yet unsuccessful to master the frequent impulse to binge. It can be 
said that their self-esteem is determined by their body weight and shape. People 
with anorexia are proud of their dietary control, whereas bulimics are ashamed 
of losing control. 

Binge Eating Disorder

It shares the binge eating criterion of bulimia nervosa, that is, consuming large 
quantity of food in a shorter duration due to loss of control, but it is not followed 
by inappropriate compensatory behaviour to purge it out through vomiting or 
laxative usage. It may lead to weight gain and various health issues associated 
with obesity, and/or future purging behaviour. The recurrent episodes of binge 
eating are usually followed by marked distress and the feeling that one just cannot 
stop eating. To be diagnosed with bulimia nervosa, body weight and shape must 
influence their self-concept, which is not the case in binge eating disorder. Here, 
the behavior, emotions and thoughts are mainly associated with binge eating 
only. They can be found to be eating more rapidly and uncomfortably full than 
‘normal’. They may consume large amounts of food even when not hungry and 
may usually eat alone due to embarrassment from the amount of food being 
consumed.
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Genetic factors: eating disorders may run in families. Sometimes changes 
in brain chemicals may also increase the risk of developing eating disorders. 

Psychological factors and personality traits: intense dissatisfaction with 
oneself and one’s body or a negative outlook towards it could contribute to 
eating disorders. Traits such as perfectionism, impulsivity, need for control 
have also been found to be responsible. 

Dysfunctional families and relationships: significant parental enmeshment 
or rigid/overprotective parenting could also be possible reasons or contributing 
factors. 

Dieting and starvation: dieting is a major risk factor, along with it, starvation 
affects the brain which influences the mood and further reduces appetite. 
Starvation and weight loss may perpetuate restrictive eating behaviors, making 
return to normal eating habits difficult. There is strong evidence that many 
of the symptoms of an eating disorder are actually nothing but symptoms of 
starvation. 

Involvement in activities that emphasize body shape and weight: sports that 
emphasize aesthetics or thinness, such as gymnastics, athletics. Appearance-
centric activities such as modelling, beauty pageants or professions or activities 
such as that of ballerinas.

Stressful situations: change in life situation can bring stress increasing the 
risk of an eating disorder.  

Pica and Avoidant/restrictive food intake disorder

Most people only think of teenagers when talking about eating disorders, but they 
impact young children as well. In fact, physical growth is such an important aspect 
of childhood that eating disorders can cause significant damage to a child’s body. 
Pica is a type of condition in which the child may eat non-food, or eat something 
that has no nutritional quality. They may eat relatively harmless items such as ice 
or may consume potentially dangerous substances, such as paint, soap, pieces 
of metal. The child is to be diagnosed with pica when the behaviour persists 
more than a month, the object being consumed is considered developmentally 
inappropriate (for instance, an infant who chews anything and everything would 
not qualify) and it is not a part of culturally sanctioned practice. 

Avoidant/restrictive food intake disorder is another common eating disorder 
experienced by young children which involves eating in a narrow repertoire of 
food. Children with this disorder may experience a disturbance in eating which 
can include lack of interest in food, sensory aversion to certain foods-their 
appearance, taste, texture etc., brand presentation, or a past negative experience 
with the food. It can lead to nutritional deficiencies and various other negative 
health outcomes. In certain cases, it has been seen that the individual may 
completely exclude a particular food group from their diet, such as fruits. They 
may leave food on the basis of its color. Some may like it to be very hot or cold, 
soft-to-chew, crunchy or may avoid sauces, sticky food etc. Individuals may 
experience substantial weight loss or in children expected weight gains are not 
seen. There is no evidence of disturbance in perception of body weight or shape 
found in these cases. Physical gastrointestinal reactions to adverse food could 
be in the form of vomiting, gagging, and retching. Thus, they try to change their 
eating habits if they can (Nicholls et al., 2001). 
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It is important for parents, teachers and others around to cultivate and reinforce 
the idea of a healthy body image in the child. Discussions around self-image and 
reassurances that body shapes can vary may help the child in accepting his/her 
body. Elders should avoid criticizing body in front of their child. These discussions 
and reassurances of acceptance and respect for the body can build a healthy self-
esteem that may eventually help the child in his/her later years of life. 

5.7 SOmAtIC PrOBLEmS     
Somatic problems are complaints related to body or the physical discomfort, 
pain, or illness. It is presumed that they do not have a known organic or medical 
basis, rather are caused by emotional distress and are psychological in origin. 
But, not having a physical origin does not mean that they are unreal or fake. It 
is important to consider here that the word “known” has been used while saying 
that a somatic symptom has no known medical basis. Thus, it is possible that the 
physical discomfort could be due to an injury or physical problem that is currently 
not within the limits of medical understanding and assessment technology. Very 
much like social withdrawal, somatic symptoms are a part of various internalizing 
problems such as anxiety and depression. It is also widely understood that somatic 
complaints and problems are very common in children and youth (Merrell, 2013). 
Some of the common complaints are: headache, stomachache, pain in the eyes, 
nausea, pain in the limbs or joints, breathing problems, skin rashes, and itching. 
They may also report feeling dizzy or faint. Some individuals with significant and 
long-lasting somatic complaints may develop an oversensitivity to physiological 
cues, thus, becoming too alert for any physiological change or sensation in the 
body which others may not be able to notice. In certain cases, these complaints 
might just be inconvenient and uncomfortable and not debilitating in nature, but, 
in some other cases, they may hamper daily adaptive functioning in life.

Check Your Progress 3

Check your understanding of eating disorders by identifying disorders in the 
following scenario:

1)  Jai has been found to be having episodes lately when he eats unusual 
amounts of food. He has been gaining a lot of weight because of it.  

 ..................................................................................................................

  ..................................................................................................................

2)  Ritika ate a whole cake, three bags of potato chips, and a few tarts. Later, 
she ran to the bathroom and it sounded as if she was vomiting. It can 
eventually lead to electrolytic imbalance raising other serious health 
concerns. 

 ..................................................................................................................

  ..................................................................................................................

3)  Alina eats large quantities of food in short span of time. She then takes 
laxatives and exercises vigorously to prevent weight gain. She believes 
that she will become ugly and worthless if she gains even a few grams.  

 ..................................................................................................................

  ..................................................................................................................
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portion of food fearing that she will become fat. Her BMI is lower than 
16. Since losing weight, she has also stopped menstruating. She sees 
herself as a fat person in the mirror.  

 ..................................................................................................................

  ..................................................................................................................

5.8 OVErLAP OF INtErNALIzING PrOBLEmS     
Internalizing problems have a very strong tendency to overlap or occur together 
with each other or with other problems. In clinical practice, the term “comorbid” 
is used to indicate the presence of one or more conditions often occurring together 
with another primary condition. It can be physiological or psychological in nature. 
For example, a child may have depression and social phobia at the same time. 
Importantly, the use of the term comorbidity to describe the relationship among 
various internalizing problems can be misleading. The term suggests that the two 
problems have a separate process of development. But, in reality, it is understood 
that the internalizing problems may exist in a symbiotic relationship- nurturing 
and sustaining each other. They may have developed due to a similar event, and 
may also have similar predispositions and patterns of responding. 

Keeping aside the usage of words or terminology, it is widely known and 
understood that depression, anxiety, somatic complaints, social withdrawal, eating 
disorder may often co-occur. For instance, children with significant anxiety and 
those with depression may both develop somatic complaints such as headaches, 
muscle tension, stomach pain etc. Also, social withdrawal can either be a cause or 
effect of depression. It is also linked with various anxiety disorders. Interestingly, 
different internalizing and externalizing problems may also co-exist, for instance, 
substance use co-occurs with a wider range of other mental and behavioral 
problems, this may even include depression. 

The things that make elementary children so interesting are the same that can make 
their upbringing tricky and difficult. A full school day brings with it a plethora of 
experiences, opportunities, and social situations; every child takes it in and deals 
with it differently. Thus, several issues crop up during these years and sometimes 
the child needs strategies, suggestions and help from professionals to guide him/
her through these exciting years. 

5.9 SUmmArY     
Now that we have come to the end of this unit, let us recapitulate all the major 
points that we have learnt.

• National Institute of Mental Health defined emotional and behavioural 
difficulties as the ones that are “characterized by behavioral or emotional 
responses in school programs so different from the age appropriate, cultural, 
or ethnic norms that it affects the educational performance- social, vocational, 
academic and even personal skills”. 

• A person with internalizing behaviour keeps his/her emotions within, not 
expressing concerns, may have a poor self-esteem and usually have difficulty 
in coping with negative emotions. 
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• Depression is primarily characterized by symptoms of depressed mood, loss 
of interest in activities, weight loss or gain, sleep related issues, psychomotor 
difficulties, fatigue, difficulty in making decisions, feelings of guilt and 
thoughts about death. 

• Specific phobia, previously known as simple phobia, has five sub types: 
animals (e.g., spiders, dogs); natural environment (e.g., water, heights); 
blood-injection-injury; situational (bridges, tunnels); others (vomiting, 
choking, ‘space phobia’ where the person has a fear of falling down if he/
she is away from walls or support).

• A social phobia is a persistent, irrational fear generally linked to the presence 
of other people. It can be extremely debilitating

• Some of the triggers for the development of post-traumatic stress disorder 
can be abuse, parental neglect, accidents, natural disasters, death of a loved 
one, violent acts, or any other significant change in life. 

• Some of the feeding and eating disorders enlisted are anorexia nervosa, 
bulimia nervosa, binge eating disorder, pica, and avoidant/restrictive food 
intake disorder.

• Various internalizing problems such as depression, anxiety, somatic 
complaints, social withdrawal, and eating disorders may often co-occur.

5.10 KEYWOrDS     
Anxiety: Feeling experienced in anticipation of danger or threat which is not 
present or cannot be specified. 

Body Image: Person’s perception of their own body, how they see themselves 
in comparison to the standards set by the society. 

Generalized Anxiety Disorder: State of chronic, excessive and unreasonable 
worry about various life events and activities. 

Phobias: Persistent and disproportionate fear of a specific object/situation that 
presents little or no actual danger to the person.

Post-traumatic Stress Disorder: A condition that develops after a traumatic 
event. The symptoms last more than a month and are severe enough to impact 
the daily, social and occupational functioning of an individual.

Selective mutism: A disorder in which children do not speak in particular 
situations, such as a classroom. 

Separation Anxiety Disorder: Characterized by fear, anxiety, or avoidance 
of a situation that may lead to separation from an attachment figure or primary 
caregiver. 

Social withdrawal: Retreating from social situations and society at large, it 
characterizes avoiding companionship, exhibiting behavioural deficits in social 
situations, and lack of response to initiation of other children.

Somatic complaints: Complaints related to body or physical discomfort, pain 
or illness that does not have a known medical basis. 
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1) Explain the term emotional and/or behavioural disturbances.

2) Differentiate between internalizing and externalizing behaviours with  
 example. 

3) Mention the clinical symptoms and probable causes of depression.

4) Elucidate few disorders with depression as a feature. 

5) What is anxiety? Mention some of the triggers and causes of Social Anxiety  
 Disorder.

6) Explain the symptoms and features of Post-traumatic Stress Disorder.

7) How is social withdrawal manifested in children?

8) Differentiate between anorexia nervosa and bulimia nervosa.

9) Explain the symptoms of Avoidant/Restrictive Food Intake Disorder. 
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6.0 LEArNING OBjECtIVES 
After reading this unit, you will be able to: 

• Explain externalizing behaviors;

• Elucidate disruptive, impulse control, and conduct disorders;

• Identify symptoms of attention deficit/hyperactivity disorder;

• Discuss the difference between substance use, abuse and dependence and  
 its prevalence in children and adolescents; and 

• Describe the associated features with truancy, pyromania, and kleptomania. 

6.1 INtrODUCtION    
Emotional and/or behavioural disorders are specific issues causing extreme 
difficulties in certain cases with both the aspects – emotions and behaviour. 
Impacting child’s functioning in most or all the areas of life, they make it 
difficult for the child to regulate emotions, choose appropriate behaviour as per 
the situation and act on it. As you have learnt in the previous unit, some of these 
internalizing disorders affect the child’s ability to learn in school, be successful 
in his/her academic endeavors, control actions and feelings in general and be 
happy in life. These disorders seem to impact every aspect of the child- feelings, 
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behaviours, cognitive and social functioning, and academic achievement. Thus, 
they have a hard time coping with the demands that situations and life in general 
make from them. 

In this unit, we will focus upon the externalizing problems such as aggression, 
conduct problems, hyperactivity, and the like. In contrast to the overcontrolled, 
keeping emotions to themselves, and sometimes ‘invisible’ or secretive nature 
of the internalizing problems, externalizing problems are thought to result from 
poor/ under-controlled self-regulation, wherein the individual is found to have an 
outward expression of emotions and is disruptive to others. Thus, the individuals 
with internalizing problems internalize (keep it to themselves) their maladaptive 
emotions, cognition and behavior and individuals with externalizing problems are 
found to externalize (manifest outside) these thoughts, feelings and behaviours. 
These children exhibit serious conduct related problems such as fighting, stealing, 
bullying, assaulting, and threatening others as they tend to have serious issues 
in regulating their emotional and behavioural expressions. Unlike internalizing 
behaviors, they can hardly be a secret as they are easier to identify and observed 
directly. Apart from emotional dysregulation, it involves impulsivity, aggression 
in opposition to social norms and authority figures. It may also include violating 
others’ rights (Krueger, Markon, Patrick, & Iacono, 2005), losing temper often, 
excessive verbal and physical aggression, destruction of property and theft 
(McMahon, 1994). In order to be diagnosed with an externalizing problem, 
apart from these maladaptive symptoms, the individual must have a functional 
impairment in at least one of the areas- academic, social, occupational or family 
relationships; and the symptoms should be uncharacteristic of their cultural and 
environmental context. 

6.2 DISrUPtIVE, ImPULSE-CONtrOL, AND 
CONDUCt DISOrDEr    

Oppositional Defiant Disorder (ODD) and Conduct disorder are categorized 
under Disruptive, Impulse-control and Conduct disorders as both focus upon 
aggressive or anti-social behaviour. Both of these disorders involve a child’s 
relationship with societal norms, rules regarding conduct and involve behaviour 
that may or may not be considered against the law (juvenile delinquency). ODD 
is usually apparent by the age of 8, and conduct disorder is recognized by the 
age of 9; full blown conduct disorder usually develops by middle childhood 
through adolescence. According to various researches these disorders are closely 
linked with each other (Thomas, 2010). However, they are  distinguished on the 
basis of the nature of seriousness of violations – relatively less serious in ODD 
in comparison to conduct disorder. ODD has also been considered as a milder 
precursor of conduct disorder. 

6.2.1  Oppositional Defiant Disorder
An important feature if ODD is persistent negative, defiant, disobedient and 
hostile attitude and behavior towards authority figures. The symptoms of a 
child with ODD can be categorized under three groups – angry/irritable mood, 
argumentative/defiant behaviour, and vindictiveness. Angry/irritable mood 
would include losing temper, feeling touchy or easily annoyed, getting angry 
and resentful toward others. Argumentative/Defiant behavior may involve 
arguing with authority figures or adults, throwing temper tantrums, actively 
defying or refusing to comply with requests from authority, or questioning and 
non-compliance with rules. They may deliberately annoy others, blame others 
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for their own mistakes or misbehaviour. Finally, vindictiveness may involve 
being spiteful and revengeful towards others. Different levels of misbehavior are 
evident in oppositional and defiant children, for instance, there might be a young 
child who would throw temper tantrums often, or there could be an adolescent 
who would exhibit ODD kind of behaviour for years such as verbal and physical 
abuse, punching holes in walls etc. and feels justified doing so. Interestingly, they 
might see themselves as victims and thus justify their ‘acting out’ behavior. Their 
justification may also come from certain social role models who act out – actors, 
rock stars, politicians etc. 

The ODD diagnosis calls for presence of at least four of these symptoms for at 
least six months with at least one person who is not their sibling and is causing 
impairment in at least one setting of life. It is important to note that not all cases 
of ODD further develop into conduct disorder, however majority of the cases 
of conduct disorder are followed by a diagnosis of ODD (Lahey et al. 2000). 
Research (Nock et al., 2007) indicates higher prevalence of ODD in boys, almost 
11 per cent, in comparison to girls, almost 9 per cent. It has been found that girls 
may show symptoms of ODD that are different from boys, for instance, they 
may display their aggression more through words, and are more apt to lie and 
be uncooperative (Connor, 2002). 

Sometimes the parents have trouble identifying or accepting the symptoms of 
ODD as a problem or a disorder in their child because they usually feel that their 
child “will grow out of it” with time or as he/she matures. It is often difficult to 
differentiate between ODD and the usual independence-seeking behaviour which 
is considered as a characteristic of early teen years. However, as per the evidence 
early intervention and treatment is useful in overcoming ODD and preventing 
its progression into another serious mental health concern (American Academy 
of Child and Adolescent Psychiatry, 2009).

Box 6.1: Can ODD be Prevented?

Research shows that intervention at an early stage, certain school-based 
programs, and individual therapy are really helpful in preventing ODD 
at an early stage itself (Burke, Loeber, & Birmaher, 2002). These early 
programs have also been found to be influential in preventing delinquency 
later in life. A program providing education, health and other services related 
to skill development, especially to low-income group children and their 
families could be very successful. Young children may learn social skills, 
communication skills, anger and conflict management (Connor, 2002). In 
the case of adolescents, psychotherapy (talk therapy), academic help, social-
skills training, and vocational skills training has been found to be impactful 
in reducing disruptive behavior. In social skills and training, students can also 
be taught to stop bullying, improving peer relationships and thus reducing 
antisocial behaviour. A home visit to children at a high risk (low socio-
economic strata, parents with mental health concerns, family discord etc.) 
also has been shown to help prevent ODD (Eckendroje, et al., 2000). Parents 
should also be taught to develop and nurture secure relationships with their 
child and creating healthy boundaries with them.

You will know more about interventions in Unit 8.
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Biological factors

• A parent with a history of any metal health disorder- ADHD, mood 
disorder, etc.  

• Use of substance by mother during pregnancy, such as alcohol, nicotine

• A parent with substance abuse

• Exposure to toxins as an infant or early in life

• Impairment in brain areas responsible for impulse control, reasoning, or 
judgment

• Neurotransmitter imbalance

• Lack of nutrition.

Psychological factors 

• Indifferent, neglectful, or absent parent. 

• Poor relationship with parents and/or siblings

• Difficulty in forming or maintaining relationships and understanding 
social cues.

Social factors

• Poverty or socioeconomic disadvantage 

• Neglect and Abuse 

• Lack of adult supervision

• Uninvolved parents

• Inconsistent discipline pattern 

• Unstable family environment and family discord (divorce, moving away 
etc.).

6.2.2  Conduct Disorder 
As mentioned above, both conduct disorder and ODD involve persistent disregard 
for rules, rights of others and authority. But, one of the major differences between 
the two (apart from the age of onset) is that ODD lacks the severe physical 
aggressiveness that children with conduct disorder may exhibit. Children with 
conduct disorder might show deficit in social behavior (Happe & Frith, 1996). 
The symptoms may include aggression towards other people, animals (Becker 
et al., 2004), destruction of property, theft, lying, deceit, and grave violation 
of societal norms. They may exhibit covert or overt aggression in the form of 
bullying, initiating fights in schools or in other settings, use of weapons that can 
harm or seriously injure another person, firesetting (Stickle & Blechman, 2002), 
robbery, vandalism, breaking into someone’s house or car and even homicidal 
acts. Children with conduct disorder are also likely to be sexually uninhibited and 
might be found inflicting sexual aggression on others, especially younger children. 
They might also be at a high risk for unwed pregnancy and substance use, abuse 
and dependence (Yang et al., 2007). Two different courses of the disorder have 
been identified – first, life-course persistent pattern that starts early and continues 
even into adulthood; another one is the adolescence limited course where the 
antisocial behaviour begins in adolescence, had a typical childhood and would 
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later have a typical adulthood (with no antisocial issues and problems). Research 
has also provided evidence to the fact that early onset of conduct disorder is 
highly correlated with later development (in adulthood) of antisocial personality 
disorder (Goldstein et al., 2006).  Conduct disorder is three to four times more 
common in boys than girls and its life time prevalence could range between 2 to 
10 percent in the general population (Mohan, Yilani, & Ray, 2020). 

Box 6.3: Causes and risk Factors for Conduct Disorder

• Genetic influences: although researchers are not sure of the exact genetic 
component contributing to conduct disorder but inherited genes have been 
found to be responsible for development of conduct related issues. Mental 
health concerns in parents and siblings could also be a contributory factor. 

• Brain abnormalities: certain brain abnormalities have been noticed 
in the children with conduct disorder such as damage or impairment to 
pre-frontal cortex (affecting judgment) and limbic system (impacting 
emotional responses). 

• Cognitive deficits: low IQ, poor verbal skills, and impairment in executive 
functioning (associated with frontal lobe) may make the child more 
vulnerable to conduct disorder. 

• traumatic event: a traumatic event or abuse - physical, verbal or sexual 
might also be the contributory factors making children vulnerable. 

• Social issues: lower or disadvantaged socio-economic status, poverty, 
disorganized and dysfunctional neighborhood, poor school conditions, 
family discord, harsh, neglectful or indifferent parenting are also strongly 
linked with conduct disorder. 

Box 6.4 Case Study: Conduct Disorder

Rishabh is a 14 years old male who is the eldest child of his parents, with two 
younger siblings. He recently dropped out of school and further refused to 
go back stating that teachers don’t teach well. His teachers reported that he 
has been consuming tobacco since past eight months. When parents inquired, 
they got to know that he has been stealing money from his mother’s purse and 
also from neighbor’s house to buy tobacco. When parents questioned him, he 
blamed neighbors stating that they were framing him unnecessarily. On being 
caught red-handed parents decided to take professional help. 

His parents and siblings reported that Rishabh has always had a temper and 
would often beat up his younger siblings. In school also, he would get into 
fights more than often. He would perform poorly in school and instead would 
focus on disturbing his peers, bullying them and constantly getting in conflict 
with them. Recently, he was also found misbehaving with other girls in class 
and passing sleazy and uncomfortable remarks.

 Check Your Progress 1

1)  Define externalizing behavioral problems.   

 ..................................................................................................................

  ..................................................................................................................
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 ..................................................................................................................

  ..................................................................................................................

3)  How is Conduct Disorder different from Oppositional Defiant Disorder?  

 ..................................................................................................................

  ..................................................................................................................

6.3 AttENtION DEFICIt/HYPErACtIVItY 
DISOrDEr    

Attention Deficit/Hyperactivity Disorder (ADHD) is another highly prevalent 
disorder among children and adolescents which impairs their daily functioning 
and might be disruptive for others around them. Children with ADHD may display 
difficulties in maintaining sustained attention, show excessive and exaggerated 
motor activity and impulsivity in their behaviour according to their developmental 
level. Thus, leading to social, occupational/academic impairments and problems in 
other areas. It has been categorized under three subtypes – combined presentation 
(including both inattention or attention deficit and hyperactivity), predominantly 
inattentive presentation (called as Attention Deficit Disorder or ADD), and 
predominantly hyperactive or impulsive presentation. It is important to note here 
that the most common presentation of these three is the combined presentation.

Box 6.5: Case Study: Attention Deficit/Hyperactivity Disorder

Rohit is a 9 years old boy, referred to a child psychologist by his teachers and 
school counselor. The teachers have several complaints against Rohit like, he 
is extremely restless, hardly ever sits on his seat and keeps roaming here and 
there in the class. He hardly ever pays attention to the lessons in class and 
rarely brings his homework. His classwork remains messy and incomplete. 
He also keeps disturbing other children by constantly getting up or speaking 
out of turn.

On his visit to the child psychologist, it was revealed that his behavioural 
difficulties have been there ever since he was a toddler. He has always been 
restless and quite energetic. Even at home he has always faced difficulties in 
understanding instructions and was scolded for not paying attention. He often 
forgets noting down his homework or bringing back his tiffin box from school. 
His mother shared that whenever she would make him do his homework, he 
would not listen, as if his mind has been somewhere else. 

Inattention or attention deficit includes problems related to arousal, alertness, 
sustained attention, selective focus, vigilance, and distractibility. These issues can 
manifest themselves in various situations such as school, home, play areas making 
adequate functioning difficult for the child. Due to problems regarding arousal and 
alertness, children may fail to give attention to details, daydream, make careless 
mistakes, or lose track of time. Selective attention refers to the process of focusing 
on a specific object in the environment for a given period of time. Basically, it 
allows an individual to focus on certain matters (considered to be important) 
and overlooking or disregarding unimportant details. Thus, a child that lacks in 
selective attention may fail to understand or follow through the instructions given 
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in class or during their playtime (Wender, 2000). To someone else, he/she may 
appear as if is/she is “not listening” or that their “mind is somewhere else” or 
“is not interested in task at hand”. Deficits in selective attention might be visible 
most in activities that are repetitive in nature but may also be seen in free play 
situations. It may lead the child to shift from one task to another quickly without 
finishing the one at hand without any obvious distraction being present. He/she 
may “tune out” during longer conversations or lengthy readings or tasks that 
require focused attention or alertness. They often have difficulties in organizing 
tasks and activities, or keeping them in an order, managing them sequentially. 
Thus, they often come across as messy (scattered notebooks, pens), with poor 
time management skills, failing to meet deadlines or completing homework. 
They often get scolded by parents and teachers for losing things, such as pencils, 
books, tiffin box, paperwork, keys, wallets etc. Due to their distractibility, they 
may attend to irrelevant information in the background such as noise, background 
conversations or some other object kept in the room. These attentional problems 
may also make them forgetful, for example, they may forget to bring required 
books, or tiffin box to school. Because of their inattention, they may lose track 
of conversations impairing their social functioning. 

Figure 6.1: Description of children with significant attention deficit issues

Another major aspect of the disorder to be discussed is hyperactivity or impulsivity. 
Hyperactivity refers to excessive activity exhibited by an individual. It can be 
manifested in two forms: motor hyperactivity (for instance, restlessness, being 
fidgety, squirming, and unnecessary body movements) and vocal hyperactivity 
(excessive talking). In preschoolers, hyperactivity is usually noticed when the 
child engages in jumping excessively, climbs on furniture, running around the 
house, does not sit quietly while listening to a story (Nigg et al., 2005). In school 
going children similar behavior might be noticed, but may differ in frequency 
and intensity. Apart from this, he/she may have difficulties in sitting at one place 
or the designated place in class, may get up frequently, and may remain at the 
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edge of the seat (about to get up). It’s not just limited to academic activities or 
school; they may have difficulties in sitting at one place even while watching 
TV or through meals. They are usually found shaking their legs, squirming or 
fidgeting with objects around them and are often called as children who are “driven 
by motor” or “are on the go”. The characteristic of excessive talking has been 
found most in girls with ADHD. They might be seen interrupting others when 
talking and not taking cues regarding “turn-taking” in communication. In older 
children hyperactivity may be exhibited in terms of excessive speech, restlessness, 
increased aggression, and conflicts with others. Children with ADHD often have 
issues in sleeping at night and may also wake up early. Thus, they can remain 
hyperactive throughout the day and even at night. 

Impulsivity is another most common complaint made against children with 
ADHD. It is displayed in the impatience evident in the child- difficulty in waiting 
for their turn, may blurt out answers in class, interrupting and intruding others 
in class or during play. Due to this, they may also get involved in accidents, 
knocking the objects, bang into people and things, or engaging in potentially 
harmful activities such as riding bicycle in traffic.

Figure 6.2: Description of children with hyperactivity

There are certain other problems associated with ADHD, which are not the 
symptoms of ADHD but are perhaps secondary problems associated with it. 
Due to their behavioural problems, they are often lower in intelligence – about 
7 to 15 IQ points below average (Barkley, 1997) and may also be at a risk for 
learning disability and having a lower academic intelligence than their peers and 
counterparts (Biederman et al., 2004). Due to their excessive talking, missing out 
on social cues, they are usually rejected by their peers. They are not unfriendly, 
but more than often their peers are not able to “keep up” with their hyperactivity 
and thus get tired of them. Rejection or neglect from peers, negative criticism 
may impact their self – concept and self – esteem which can either make them 
aggressive or prone to depression. 
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• Genetic influence: parents and siblings with ADHD or any other mental 
health disorder may put the child at risk. Certain genes might also be 
implicated in it.

• Brain abnormalities: neuropsychological studies have shown structural 
and functional differences in brains of people with ADHD- impairment 
with frontal lobe, basal ganglia, and cerebellum. This may impact their 
higher cognitive processes, working memory, attention, and lead to deficits 
in inhibition of responses. 

• Exposure to environmental toxins: toxins such as lead, pesticides can 
lead to ADHD in children. This exposure at an early age could be the 
reason or consumption of such toxins during pregnancy may also make 
the child vulnerable. 

• Other risks: maternal use of drugs, alcohol or smoking during pregnancy 
may put the child at risk. 

• Premature birth: also been seen as a reason in certain cases. 

• Social factors: parenting style, peer relations and schooling may also 
moderate the type and degree of impairment in children with ADHD. 

• role models: aggressive and hyperactive portrayal of characters in TV 
shows, cartoons have also been found to be a reason for increase in difficult 
behavior in children. 

Box 6.7: Some ways to help children with ADHD

• Getting started and staying on tasks: important to read directions with them 
to start. Create a checklist and divide assignment in parts to accomplish 
the goal. Always set short goals with them. 

• Combat attention busters: try to minimize distractions, add novelty to the 
task to avoid boredom and keep giving movement breaks.

• Recognition, acknowledgment and praise: appreciate good behaviour of 
the child as praise motivated the children to repeat good behaviour. 

• Establish rewards: a reward system can be an effective way to help children 
with ADHD to stay on track. These positive reinforcements could be time 
for choice activities, earning some marbles in a jar that can be exchanged 
later for a reward. 

• Environmental accommodation: their seating arrangement should be 
preferential to them, for instance, standing work stations are preferred by 
many, adding structure and organization to their desk- clutter or presence 
of more than one task may distract them, visual support and prompts are 
important. 

• Give effective instructions: gain the child’s complete attention before 
giving the instruction – let them know clearly that you are talking to them 
and then give one instruction at a time, for instance, “please clean your 
room”. In order to ensure if the child has fully understood, ask him/her 
to repeat it. 

• Use consistent consequences or disciplining techniques: don’t praise the 
child for something today and punish him/her for the same thing tomorrow.  
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that are used. 

• Help them in calming: take a break in a low stimulation area, teach self-
regulation techniques lie counting backwards, stretching, deep breathing 
etc. 

 Check Your Progress 2

1)  Classify the sub-types of ADHD.   

 ..................................................................................................................

  ..................................................................................................................

2)  Define impulsivity. 

 ..................................................................................................................

  ..................................................................................................................

3)  Mention some ways that can be used to help children with ADHD.   

 ..................................................................................................................

  ..................................................................................................................

6.4 SUBStANCE USE DISOrDErS       
Children and youth are perhaps any nation’s most valuable asset. They represent 
the bright future of our nation. Unfortunately, they are also the most vulnerable 
members of the society. School and colleges are supposed to be an era of self-
discovery, of unbridled potential complemented by lifelong friendships, freedom, 
and experiencing what the world has to offer. But for tens of thousands of students, 
the weight of demanding expectations placed on them by their parents, teachers, 
society and other students, is made worse by having to adopt a facade of being 
a “young go-getter” with the world in the palm of their hands. They are pulled 
in different directions leading to face relentless amounts of pressure and it may 
become too much to handle. This stage of pre-adulthood and young adulthood 
situate the youth in conditions where substance use/abuse seems to be a convenient 
way out, or a ‘cool’ thing to do, rather than making them see the evil side of 
its usage (Dineshkumar, 2019). All these factors coming together can create a 
perfect storm of anxiety and depression leading to indulgence in temptation. 
Use of tobacco, alcohol and other substances among children and adolescents is 
a public health concern in several parts of the world, including India (Dhawan, 
2017). Substance abuse at this age is likely to interfere with the normal child 
development and may have a lasting impact on the future life (Lander, 2013). 
Not only the child, but the family and society as a whole are likely to be affected 
as a result of early onset of substance use (Lander, 2013).

One of the serious concerns is that the global problem of addiction and substance 
abuse is responsible for millions of deaths and millions of new cases of HIV every 
year (Singh, 2013). In recent years, India is seeing a rising trend in substance 
use. The most common use of drug in India is alcohol, followed by cannabis and 
opiates (Peacock, 2018). The use of the term “Addiction” has now been dropped 
from the scientific literature because of its derogatory connotation and instead the 
use of “Substance use disorder” is preferred (Kelly, 2004). Substance refers to the 
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spectrum of drugs that can be potentially abused, such as illegal drugs (marijuana, 
heroin, etc.), licit drugs (alcohol, tobacco, etc.), and prescription drugs (Kilpatrick, 
2000). The words “abuse” and “dependence” are often used interchangeably to 
describe a destructive relationship to alcohol or drugs (Nichte, 2004). Mental 
health professionals and addiction specialists make a distinction between abusing 
a substance and becoming dependent on it (Karberg, 2005). Abuse refers to the 
use of a substance when it is not medically indicated or when its use exceeds 
socially accepted levels (Gans, 2020). Although these two conditions are not the 
same, they’re often interrelated. Substance abuse is characterized by repeated use 
of a substance or substances in situations where use leads to or may contribute 
to markedly negative outcomes. This terminology has often led to confusion, 
both within the medical community and with the general public (Hasin, 2006).  
However, overindulgence and dependence on a drug or other chemicals have 
detrimental effect on an individual’s physical and mental health and/or welfare 
of others around them. Substance abuse may lead to addiction or eventually 
substance dependence (Hasin, 2006). Dependence almost always implies abuse, 
but abuse frequently occurs without dependence, particularly when an individual 
first begins to abuse a substance. Dependence involves physiological processes, 
while substance abuse reflects a complex interaction between the individual, the 
abused substance, and society (Bedendo, 2016).  For example, a person who may 
be abusing alcohol or drug may:

• miss school/college/university/work frequently because she/he is 
incapacitated. 

• fail to fulfil a role obligation such as pick-up kids from school because she/
he is too drunk to drive, or turn up for school play/match on time. 

• get involved in legal problems such as arrested for drug or alcohol related 
behaviour.

• getting into physically hazardous situation such as drive drunk on a regular 
basis. 

• having persistent or recurrent social or interpersonal problems such as argues 
with a spouse or breaks up with a partner over drug or alcohol use.

The National Institutes of Health stresses that while abuse may lead to dependence 
but if a person is dependent on substance, he/she may show the following signs 
(National Institute of Health, 2007):

• Develop a tolerance to the substance, so that she/he needs to use more and 
more of the substance to get the desired effects.

• Experience physiological symptoms such as nausea, vomiting, tremors, 
wariness, sweating, or low blood pressure within a few hours of stopping 
the drug.

• May experience psychological symptoms such as irritability, sadness, anxiety 
or unclear or vague thoughts if s/he can’t get access to the substance.

• The person may go into denial that s/has a problem with a particular 
substance, in spite of the damage that it’s doing to her or his health, her or 
her relationships or her/his finances.

• Attempt to quit using the substance repeatedly without success.
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Figure 6.3: Progressive use and abuse of a substance

As defined by World Health Organization (WHO, 2004), “Substance ill-use alludes 
to the unsafe or dangerous utilization of psychoactive substances (substances 
that affect mental processes), including liquor and illegal drugs. Psychoactive 
substances utilization can prompt reliance disorder, a bunch of behavioural, 
psychological, and physiological phenomena that grow after rehashed substance 
utilization and that commonly incorporates a powerful urge to take the drugs, 
challenges in controlling its utilization, continuing in its utilization in spite of 
destructive results, a higher need given to drugs use than to different exercises 
and commitments, expanded resistance, and at times a physical withdrawal state.”

An individual with substance use disorder may display some of the following 
symptoms. They may take or consume a substance in larger amounts or for longer 
periods than mean to be. They may feel or say that they wish to reduce or stop 
using the substance but fail in doing so. These individuals are seen spending a 
lot of time in procuring (getting), using or recovering from use of the substance. 
Cravings and urges to use the substance increase with time. Continuous usage 
may lead to problem in various spheres of life- social, occupational/academic, 
relationships etc., thus they may eventually give up on important commitments 
and activities. Continue to use the substance even when it puts them in danger. 
Their continuing usage may worsen their existing physical problems but this also 
deter them from further using it. With time, a tolerance gets build and they may 
need more of the substance to get the desired effect. They develop withdrawal 
symptoms and get relieved by consuming more of the substance. In order to 
diagnose an individual with substance use disorder, an individual should exhibit 
at least three of the above-mentioned symptoms (mild substance use disorder). 
Someone who has four or five of these symptoms, is diagnosed with moderate 
substance use disorder and when six or more symptoms are met the intensity is 
classified as severe in nature. Substance use related disorders are usually classified 
in six categories (depicted in Figure 6.4)

Figure 6.4: Classification of Substance and Behavioural Addictions 
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Most children and adolescents begin to experiment with substances at an early 
age (Pierce, 1998). In fact, there are many factors that play a part in initiation 
and maintenance of drug abuse in childhood and adolescence. Initiation of drug 
use is complex with multiple factors contributing in the onset of this behaviour. 
The social and cultural factors influencing the initiation of tobacco use vary 
from country to country, from developed world to developing nations, region to 
region and culture to culture (Chadda, 2020). Some of the factors are discussed 
in the following section. 

Freedom from any kind of supervision: Adolescents have more freedom and 
independence than younger children and they are less closely supervised and 
monitored. They spend more time with their friends and less with their families. 
This serves to increase peer influence and decrease family influence on behaviour 
and lead to the perception that everyone drinks and its cool encouraging them 
to drink (Blanton, 1997).

Pressure and experimentation: Adolescents face many stresses and drinking 
or “doing drug” is perceived as a means of soothing oneself thus, substance 
use is likely to start during adolescence (Lebese, 2014). Many adolescents and 
children consider smoking and drinking as harmless habits that make them look 
more adult like (Lantz, 2003). Other reasons for adolescent’s or children’s abuse 
of substances include coping with stress, peer group pressure and following the 
example set by adults (Ekpang, 2014). 

The fact that adolescents take substances is also a reflection of the element of 
experimentation and sensation seeking prevalent in that age and stage of life 
(Margolin, 2013). They indulge in substance abuse as a way of trying to passage 
their heightened energy (Rikhotso, 2002). Another reason for trying substances is 
to have fun or sensual pleasure or to gain and seek an exciting sexual experience 
(Rice & Dolgin, 2008). Furthermore, adolescents often use substances as a means 
of escaping stress, dullness and the pressures of life (Visser & Routledge, 2007; 
Zastrow, 2004). 

Biological reasons: Research has shown that some people, such as the children 
of people who abuse alcohol, have a high risk of developing problems with 
alcohol because of an inherent motivation to drink and sensitivity to the drug 
(Butcher et al., 2004). Children who have parents who are extensive alcohol or 
drug abusers are highly vulnerable to developing substance abuse and related 
problems themselves (Johnson, 1994).

Media Influence: Children and adolescents are persuaded by the huge advertising 
industry from their early years (Story, 2004). An increasing number of cigarette 
advertisements is designed to appeal to them. Research has shown that over 
90% of teenagers are aware of such advertisements and most say the adverts 
influence their behaviour as they substance with excitement, relaxation, or being 
in style (Ellickson, 2005). Furthermore, substance such as cigarette smoking is 
identified with masculinity, independence, nature, beauty, youth, sex appeal, 
sociability, wealth, and the good life (Pechmann, 2002), thus, encouraging 
children and adolescents to consume it in order to fit these ideals, especially 
boys. In a longitudinal study of non-smoking adolescents who had a favorite 
cigarette advertisement were twice as likely to subsequently begin smoking or 
had the intention to do so (Davison et al., 2004). Adolescents are also bombarded 
with TV commercials in which beer is associated with athletic-looking males, 
bikini-clad women and “good times” so it seems adolescents use drugs because 
they give in to the persuasive message targeted at them (Agostinell, 2002). Most 
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media especially those for alcohol, associate substance use with success and 
happiness (Jernigan et al., 2007) further encouraging its use even if it is in an 
indirect manner. 

Family Factors and Influence: Parenting skills or parental behavior is also 
related with substance use among children and adolescents (Marcenko, 2000). 
Alcoholic parents are less likely to keep check of what their children are doing 
and this lack of monitoring often leads to children and adolescents’ affiliation 
with substance abusing peers (Marcenko et al., 2000). An unstable or disturbed 
family environment, one or both parents who had immigrated, or death of parents 
are associated with substance abuse (Sun, 2001). Thus, family structure along 
with characteristics of these families also account for substance abuse. Parental 
control patterns that involve setting clear requirements for mature and responsible 
behavior, in contrast to power-assertive or authoritarian techniques of discipline, 
resulted in less substance use (Liddle & Rowe, 2006). Although, they may place 
family members at risk of substance abuse, family factors may also be protective 
as researchers have found that effective family relationships, for example, family 
involvement and communication, proactive family management, or attachment to 
family serve to protect youth against substance abuse across racial and cultural 
groups (Liddle & Rowe, 2006).

Availability: Adolescents use substances because all kinds of substances are 
available easily (Liddle & Rowe, 2006). The degree to which alcoholic beverages 
and substances are accessible to people affects the amount and pattern of alcohol 
use for example, many social settings such as cultural ceremonies and parties 
alcohol is easily available . With regard to smoking, if cigarettes are perceived 
as being easy to get and affordable, the rate of smoking increases (west, 2017).

Negative outcomes of substance use and dependence: Research suggests 
that children who binge drink are at an increased risk of experiencing negative 
outcomes associated with it (Turrisi, 2006). Furthermore, students who are 
considered heavy drinkers (binge drink five or more times a month) usually 
advance from less to more severe consequences as their behavior progresses 
(Merrill, Wardell, & Read, 2014). Some of the more common negative 
consequences students experience as a result of drinking and abusing substance 
include: poor academic performance, alcohol-induced blackouts, physical injury 
and assault, sexual assault, driving after drinking, police involvement, alcohol 
overdoses and its synergistic effects, death, and development of an Alcohol Use 
Disorder (Anderson, 2005; Ginzle, 2007). According to Hingson (2009), driving 
after drinking (DAD) is a primary cause of death and injury for college students. 
Hingson & White, (2013) suggested that approximately three million college 
students choose to drive after drinking annually and by doing so put themselves 
and other people at risk. Children and adolescents engage in a multitude of 
maladaptive behaviors when intoxicated, including driving after drinking and 
have the propensity to necessitate the involvement of law enforcement. With 
the inhibited reasoning ability, decision making and critical thinking skills along 
with alcohol intoxication, college student involvement with law enforcement has 
also been attributed to student alcohol misuse (Worfler, 2016). Binge drinking 
and alcohol overdoses have been positively correlated due to the high volume 
of alcohol consumed and small timeframe; such episodes can be autonomously 
fatal and dangerous leading to blackouts (White & Hingson, 2014). Furthermore, 
adolescents abusing alcohol are more likely to think of taking their lives or do 
things which they might later regret (Black, 2020). 
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Substance abuse is a significant public health concern around the world, with 
particular consequences for youth. The fight against substance abuse cannot 
be effective without proper involvement and guidance. Thus, it is important 
to note that when someone in the family other than the person with presenting 
symptoms is involved with alcohol or illicit drugs, issues of blame, responsibility, 
and causation will arise. With the help of a counselor, therapist, psychiatrist or 
a practitioner, the family needs to refrain from blaming, and help in improving 
the family interactions that create conducive conditions for substance use to 
discontinue. Figure 6.5 describes the substance use status and care continuum 
in this regard. 

Figure 5: Substance Use Status and Substance Use Care Continuum 
Source: https://www.ncbi.nlm.nih.gov/books/NBK424859/figure/ch4.f1/

Check Your Progress 3

1)  Differentiate between substance abuse and substance dependence.    
 ..................................................................................................................

  ..................................................................................................................

2)  Name some of the general categories of substance abuse. 
 ..................................................................................................................

  ..................................................................................................................

3)  Explain the role of media in substance use disorder.   
 ..................................................................................................................

  ..................................................................................................................
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×  Substance abuse and addiction are the same things.

  No, a person may hurt self or can even bother others under the influence 
of a substance but may not be addicted to it. 

×  People who can’t stop using drugs are weak or immoral.

	 It simply means that the person has a real illness and needs help. 

×  It’s a problem in lower socio-economic strata of the society.

  It impacts every layer of the society and can be found irrespective of age 
or gender. 

×  People can quit drugs whenever they want, it requires will power.

  Addiction takes a powerful hold over mind and body of the individual, 
one needs a rehabilitation center and addiction counselors to help break 
the cycle.

×  Prescription drugs are safe drugs.

  They can also be dangerous if abused for non-medical reasons.

×  Detox is enough.

  Detox involves getting the toxins out of the system, it is the first step not 
the final one. 

×  Rehabilitation doesn’t work, it’s for rich people. 

  Rehab provides with necessary education and lifestyle. It teaches skills  
to battle cravings. 

×  If you relapse after rehab once, you’re back to square one.

  It’s normal and expected to relapse, it’s not defeat. Try again!

×  Medication during recovery is switching from one drug to another.

  Medication- assisted treatment is a part of the recovery plan and helps to 
calm cravings etc., its use under doctors’ supervision is useful. 

6.5 OtHEr ExtErNALIzING BEHAVIOUrS AND 
PrOBLEmS  

6.5.1  Pyromania
It is an impulse control disorder in which individual fails to control his/her impulse 
to deliberately start fires. The individual indulges in such a behavior for instant 
gratification or to gain pleasure (Hale, 2008). They may have fascination with or 
curiosity about fire and its situational contexts. Another important contributor in 
this case is stress. In teens with pyromania, stressful attitude towards family and 
friends is quite evident (Gale, 1998), which could be an important contributor to the 
disorder. It is important to note that the fire setting is not done for monetary gain, 
to conceal some criminal activity, to express anger, take revenge, as a response to 
hallucination or delusion or due to impaired judgment. One of the major issues 
is in differentiating between pyromania and the curiosity or experimentation of 
childhood which may involve playing with fire, its consequences and the pleasure 
that may be involved in it. 
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6.5.2  Kleptomania

It is an impulse control issue characterized by the recurrent inability to resist 
an urge to steal things that the person actually doesn’t need. They usually lead 
secretive lives as they are embarrassed about their lack of behavioural and 
emotional self-control and thus are afraid of seeking treatment. They have 
difficulty in resisting the temptation or powerful urge to steal something that is 
not even required by them. It is usually increased tension, anxiety or pent-up 
arousal that leads to theft followed by pleasure, relief or gratification. They also 
feel remorse, self-hatred, shame or fear of arrest after the act of theft. Unlike 
shoplifters, they don’t steal for personal gains, for revenge etc. These episodes 
are usually spontaneous (not pre-planned) and without help from another person 
as an ally. They usually steal from public places, such as supermarkets, stores, 
or may be from parties etc. 

6.5.3  truancy

Truancy is the habitual act of being absent form school without permission and 
has emerged as one of the most important issues faced by schools today (Bye, 
2010; Huck, 2011). It has been a constant discussion that children who do not 
attend school consistently perform poor in academic areas and have lower self-
esteem. This is understood as “lower quality and economic status in adult life” 
(Reid, 2010, p.3). It also puts the child at a high risk of criminal activity later in 
life. Many researchers have explicitly identified attendance as the single most 
variable critical in measuring students’ achievement level and thus corrective 
action against absenteeism is necessary. To eliminate this behavior, it is imperative 
to understand the possible causes involved. Some of them are as follows:

• Family factors: Parents’ education, supervision and household income could 
be important contributory factors. For instance, Henry (2007) concluded 
that lower the father’s education, more likely the child will commit truancy. 
Usage of drugs or alcohol at home may lead to chaotic or disturbed family 
environment increasing the risk of truancy. Presence of mental health disorder 
in family may also contribute to it. Issues such as divorce, physical or verbal 
abuse and frequent moving from one place to another can also cause chronic 
absenteeism. 

• School factors: Class size, attitude of teachers, peers, inability to meet unique 
needs of a student, discipline policies may lead to truant behavior. Children 
who feel alienated in school settings, less comfortable, less valued try, and 
escape school. Tobin (2009) concluded that imposing punishments may also 
increase truancy. 

• Student related variables: Physical and mental health issues, substance use 
and abuse, and poor perception of self may lead to absenteeism. Truancy 
could be an indicator of an emerging or existing mental health disorder in 
the child, for instance, PTSD, depression, anxiety, etc. DeSocio et al. (2007) 
suggested that truancy is representative of school disengagement, detachment 
and lack of commitment to school, poor achievement, and low aspirations 
for future. 
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Figure 6.6: Description of children with truant behaviour

Check Your Progress 4

1)  What is pyromania?     

 ..................................................................................................................

  ..................................................................................................................

2)  How is kleptomania different from stealing and theft? 

 ..................................................................................................................

  ..................................................................................................................

3)  What could be the possible causes behind school absenteeism?   

 ..................................................................................................................

  ..................................................................................................................

6.6 OVErLAP BEtWEEN ExtErNALIzING 
PrOBLEmS   

Externalizing disorders co-occur with various other disorders. For instance, 
ADHD is a common condition that co-exists with ODD. Unruly behaviour is 
present in both, but the unruly behavior of ODD is deliberate, whereas in the 
case of ADHD, it is attributed to poor attention or the impulsivity of the child. 
Thus, understanding the basis of the symptom is very important for the clinicians 
before diagnosis. Similarly, conduct disorder has been found to be comorbid with 
substance-use disorder (Goldstein, 2009). Truancy may exist with any of the other 
externalizing behaviours. Co-occurrence of more than one externalizing disorder 
is called as homotypic comorbidity. 
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Although it has been well established that internalizing and externalizing disorders 
are different domains, but it is not unusual for children to exhibit both types of 
problems at the same time. Thus, individual with co-occurrence of internalizing 
and externalizing disorders have heterotypic comorbidity. For instance, a child can 
be depressed or anxious and at the same time may engage in hostile or destructive 
activities. According to O’Connor and colleagues (1998), substance abuse and 
depression are frequently occurring conditions. Thus, it is not uncommon for 
a child with externalizing problems to develop both internalizing and other 
externalizing problems across their lifespan.

6.7 SUmmArY 
Now that we have come to the end of this unit, let us recapitulate all the major 
points that we have learnt.

• Externalizing behavioural problems refer to problems that are manifested in 
outward behavior of children. They may reflect the child negatively acting 
on the external environment, for instance, being disruptive, impulsive, 
hyperactive or aggressive.

• Oppositional Defiant Disorder and Conduct Disorder come under the major 
category of Disruptive, Impulse-Control and Conduct Disorder as they share 
the core feature of aggression or anti-social behaviour. 

• Conduct Disorder is mostly preceded by diagnosis of Oppositional Defiant 
Disorder in early childhood and may lead to Anti-Social Personality Disorder 
later. 

• Children with Attention Deficit/Hyperactivity disorder exhibit difficulties in 
maintaining sustained attention, excessive motor activity, hyperactivity, and 
impulsivity leading to various social, occupational/academic impairments. 

• Substance dependency refers to a severe form of substance use disorders, 
characterized by tolerance and withdrawal symptoms that affect various 
areas of an individual’s life.

• Intentional, unjustified act of absenteeism from school is called as truancy. 
This doesnot include legitimate absences, such as medical conditions or 
permission by parents etc. 

6.8 KEYWOrDS  
Oppositional Defiant Disorder: Characterized by the presence of persistent 
defiant, disobedient, and hostile behavior, especially towards authority figure.

Conduct disorder: Repetitive and persistent pattern of behaving in a way that 
violates societal norms and rights of other people. 

Attention Deficit/Hyperactivity Disorder: Difficulties in maintaining sustained 
or focused attention, exaggerated motor activity, hyperactivity and impulsivity 
leading to social, occupation/academic issues. 

Substance Abuse: Maladaptive drug use, that is, repeated and/or excessive use 
of substance leading to problems in various areas of life. 

Substance Dependency: Characterized by tolerance and withdrawal symptoms 
that may affect many areas of lives causing significant stress.
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1) Children with ........................... have difficulty in controlling their activity 
in situations that require sitting still, such as during mealtime, playing board 
games etc.

2) Hyperactivity is manifested in two forms: ............................ hyperactivity 
and ......................... hyperactivity

3) Discuss the causes and risk factors involved in Oppositional Defiant Disorder 
and Conduct Disorder. 

4) Why do children and adolescents engage in substance use and abuse?

5) Explain the terms- inattention, hyperactivity and impulsivity.

6) Explain the characteristics associated with truancy. 

7) Can internalizing and externalizing disorders co-occur? Explain. 
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 https://youtu.be/tPhcRBkVmUM

Answers to review Questions (1-2)

1)  attention deficit

2)  motor; vocal
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7.0 LEArNING OBjECtIVES 
After going through this Unit, you will be able to: 

• Identify the emotional and behavioural problems in children;

• Differentiate between referrals, pre-referrals and formal referrals;

• Discuss the process to document behaviour; 

• Elucidate school based remedial programmesfor children;

• Acquaint with the application of art therapy and play therapy; and

• Evaluate the effectiveness of art therapy and play therapy.

7.1 INtrODUCtION    
Children’s behaviour is a reflection of their mental and physical health status. 
Behavioural and emotional problems have future implications for their health and 
well-being. A significant number of children are at risk for currently experiencing 
emotional and behavioural problems. The causes of behaviour and emotional 
problems in school are varied and can be due to situational and environmental 
stressors, while others can be classified as more serious emotional and behavioural 
disorders. Children with an early onset of behavioural and emotional problems are 

* Ms. Drishti Kashyap, Research Scholar, Department of Psychology, Jamia Millia Islamia, New Delhi.
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at higher risk for academic failure, peer rejection, substance abuse, delinquency 
and are less likely to engage in social activities outside of school. Additionally, 
researchers have studied that that more than half of the students identified with 
emotional and behavioural problems drop out of school, 75% achieve below 
expected grade levels in reading, and 97% achieve below expected grade levels 
in math (Bradley, Doolittle, & Bartolotta, 2008). Globally, one in every five 
children suffers from a mental health problem, and two out of five children who 
require mental health services, unfortunately do not receive them (Hossain, 
2019).This is extremely harmful to children because if a child’s emotional and 
behavioural problems go unidentified and untreated, the more maladaptive 
behaviour and emotional practices the child is likely to adapt too (Gottlieb, 1991). 
Thus, early identification is particularly important as it could help in initiating an 
early intervention which will help in tackling the emotional and psychological 
difficulties that children face during their school years. Thus parents, teachers and 
school should aim to help all the children so that they progress towards optimal 
development. In this unit, we will discuss referal assessment and therapies for 
educational and behavioural problems.    

7.2 ASSESSmENt AND rEFErrAL OF CHILDrEN 
WItH EmOtIONAL AND BEHAVIOUrAL 
PrOBLEm     

Children have their own strengths and weaknesses and their development 
progresses according to certain stages. However, the pace may differ in each child. 
Some children may outshine in certain areas and some may be weak in other 
areas.  But if the child is displaying problems in more than one developmental 
area then it’s time to think about the assessment and referral of the student for 
special education services. Children spend countless hours at school, so teachers 
are often the first one to recognize a student’s lack of success in areas such as 
homework, sports, extra-curricular, peer or adult relationship. Teachers are a 
primary link between students exhibiting problematic behaviour and they are 
an invaluable resource for referring students in need of behavioural, emotional, 
and academic intervention. 

7.2.1  referral and Pre-referral

A referral is an important assessment process which is designed to collect 
enough information by a team of professionals (including parents, teachers, and 
sometimes their fellow class mates) to make an informed judgment about the areas 
to support the child’s condition, develop intervention (an effective instructional 
program through an individualized education program) and help the child in 
development and learning. Before the process of a formal referral, many countries 
have established the pre-referral system that is where the team of education 
professional’s work in a collaborative manner and design specific action plans 
to facilitate the student’s success in the regular education environment. Thus, the 
goal is to analyse the kinds of behaviour that put students at risk by consulting 
with administrators, school psychologists, social workers, school counsellors, 
other staff, and family members. Later, they develop interventions that helps the 
child to overcome the problems. Families are an integral part of such assistance 
team as they can usually provide insight regarding their children’s strengths and 
weaknesses, special needs, and stressful situations that may be occurring in their 
everyday lives.
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For example, when a child is exhibiting a particular learning, emotional or 
behavioural problem, the teacher and family need to focus and be aware of the 
severity, duration and frequency of this problem. Number of schools have formed 
assistance teams (psychologist, counsellor, social worker, special educator, etc.) 
and with the help of different sources such as, teacher and parent they can gather 
information to understand every possible factor that may attribute to the emotional 
behaviour problem.This can help in understanding what is putting the child at 
risk. For instance, if a child is inattentive and cannot concentrate in class, the 
number of possible reasons may be as follows:

1) The child is hyperactive and they have problem in concentrating. 

2) Recent family conflict such as observing parents fight has caused emotional 
problems which is affecting their concentration in class.

3) The child is being bullied and the class environment is causing fear. 

4) The coursework is difficult for the child to cope and the child is losing interest. 

Hence, parents and teachers need to pay attention to the various factors when 
observing children’s performance. Figure 7.1 given below helps to look at the 
factors that can affect the child in his/her developmental process:

  Figure 7.1: Factors that affect the child in his or her developmental 
process

The primary role of teachers is “to identify” and “to refer” rather than to diagnose 
and confirm which developmental or learning disorder the child may be facing. 
The assistance team and teachers with the help of the parents can help to identify 
the cause of the problems and can guide the parents in acceptance of the formal 
referral for professional assessment. Figure 7.2 will help look at whether a child 
needs referral.
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Figure 7.2:  Identifying if a child needs a referral
Source: Porter, L. (2002). Educating young children with special needs. 

SAGE.

7.2.2  Formal referral
Only if pre-referral strategies fail to provide a student with the necessary 
support and improvement, formal assessment and referral become necessary. 
The assessment of the child and referral for special education, for the reason 
of developmental, behavioural or emotional problems would include all of the 
typical evaluation procedures. The assessment and evaluation tools for children 
are intelligence and achievement-based tests. But there are other assessment 
tests, such as social competence test and peer relations through interviews, self-
reports, behaviour rating scales, and direct behavioural observations. Examples of 
some of the assessment tools are The Functional Behavioural Assessment (FBA) 
and The Behavioural Assessment System for Children (BASC).  Both of these 
tests take a different approach on evaluation and measurementof the behaviour 
and functions of a child individually. For instance, Functional Behavioural 
Assessment emphasizes on the meaning of the particular behaviour in relation 
to its environment or the context. The test determines what strengthens the 
problem behaviours and what support system will bring out the desired behaviour 
(Gresham, 2001).
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The other assessment tool is, the Behavioural Assessment System for Children 
(BASC) rates a student in five parts which includes the teachers’ ratings, parent 
ratings, and a self-report of personality, the structured developmental history, and 
the student observation system (Reynolds, 2015). The strength of the BASC is that 
it helps to focus and analyse the problem of the student from different points of 
view (Raines, Kamphus & Dever 2015). With the assessment tool, the process of 
formal referral also includes assessing the effect of a student’s behaviour on peers, 
teachers, and family members and assesses the effect of the teacher’s behaviour 
and interaction with the student. As part of the referral process, there are common 
observational strategies and documentation process that are used by professionals 
where they ask teachers, or other school staff to provide additional information of 
the student’s behaviour which can be helpful in future for behavioural intervention 
plan. An example of the question and strategies of the observation process and 
documentation process are given in the Box 7.1 and 7.2.

Box 7.1: Common Observational Strategies

Identifying possible patterns

This method is used to identify possible patterns of behaviour by observing 
the events that caused that particular emotional or behaviour problem. 
Additionally, they observe the consequences that follow and maintain that 
behaviour.  The team of professionals try to maintain a written record of the 
behaviour of the child that they observe in the environment. Observation 
narratives are useful but time consuming and they are completed in numerous 
settings over a period of time. 

measuring Occurrence of the possible problem

This technique is used to measure the number of times a particular emotional 
and behaviour problem occurs during an identified period. The teacher 
observes the behaviour of the child at an identified time, and maintain a record 
of the number of times the behaviour occurs (e.g., the number of times the 
student uses offensive words during the class). 

measuring the length/time of the problem

This technique is used to measure the duration and the time of the particular 
behaviour of interest (e.g., the amount of time a student engages in looking 
out of the window behaviour during reading activities).

Source: Quinn, M., Osher, D., Warger, C., Hanley, T., Bader, B., Tate, R., 
& Hoffman, C. (2000). Educational strategies for children with emotional 
and behavioral problems. Center for Effective Collaboration and Practice 
American Institutes for Research Washington, DC.

Box 7.2: Documentation Process

Strength based approach:

(In addition to identifying the problem behaviour, it’s important to document 
behaviours that mentions the student’s strength also)

Examples of a few questions that may help to guide strengths based assessment 
include:

1)  Did you notice any repetitive behaviour patterns?

   For example, the teacher may note that the problem does not occur all 
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comprehend information.

2)  Did you notice areas where the student is exceling? 

  For example, the student may do well in art and craft where s/he is given 
free space to show his/her creativity.

3)  Can you mention a few examples of areas where you noticed that the 
problem was repetitively occurring? 

   For example, the teacher noticed that the problem was occurring when 
the student was asked to work in a group with other class fellows.

4)  Can you tell when and for how long can the student concentrate on a 
particular task? 

  For example, a teacher may discover that a student can focus for more 
than 30 minutes when s/he is given proper directions and instructions.

  Source: Quinn, M., Osher, D., Warger, C., Hanley, T., Bader, B., Tate, R., 
& Hoffman, C. (2000). Educational strategies for children with emotional 
and behavioral problems.Center for Effective Collaboration and Practice 
American Institutes for Research Washington, DC.

Lastly, when all the necessary information is collected, the next step is to refer the 
students for special needs. The professional team or the multidisciplinary team 
makes a decision on the basis of their observation. This decision is then informed 
to the parent and the child with the necessary related services (e.g., counselling 
and social services). The team then discusses with the parents, the setting and 
the intervention plan that is in the best interest of the student and the programs 
that best meets their academic, personal and social needs.

Check Your Progress 1

1)  Mention the steps that a teacher can take to refer a student for formal 
assessment.     

 ..................................................................................................................

  ..................................................................................................................

2)  How can a parent help in the process of referral? 

 ..................................................................................................................

  ..................................................................................................................

3)  List down a few questions to for strengths-based documentation process.   

 ..................................................................................................................

  ..................................................................................................................

4)  How can teachers and school make the referral process easier for the 
children in school?   

 ..................................................................................................................

  ..................................................................................................................
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CHILDrEN     
School and teachers can help in a variety of ways to reduce emotional and 
behavioural problems of a student and provide a supportive environment. School 
and teachers need to come up  with strategies to reduce the risk for problems and 
recognize the value of prevention of behavioural and emotional problems at the 
school, classroom, and individual levels.

1) Positive behavioural support from teachers in classroom: This means that 
from the beginning, teachers need to provide clear expectations about what 
is considered an appropriate behaviour and give guidance to the students to 
be successful. Teachers can adopt a few prevention strategies that begin with 
the entire class and then focus on individual students and their needs. Witt 
et al. (2004) suggested the necessary classroom management system for the 
prevention of behavioural and emotional problems to include setting rules 
and regulations in the classroom, explicit instruction of positive behavioural 
expectations to students, and consistent and effective teacher responses to 
inappropriate behaviour. A sound and supportive classroom can provide 
an environment which helps in managing behaviour, promotes academic 
participation and achievement for all students. Witt (2004) mentioned 
that clear academic teaching, and promotion of positive behavioural 
expectations increases the length of academic engagement and decreases 
problem behaviors. Lastly, teachers should allow students to practice and 
perform positive behaviour (such as raising hands, being respectful to fellow 
classmates or being disciplined and a responsible student,etc.) which can be 
combined with rewards to maintain that behaviour.

 Box 7.3 explains the different areas where modifications can be done by 
the teachers, school and assistance teams to strengthen the classroom by 
providing a positive environment to accommodate students with emotional 
and behavioural problems. 

Box. 7.3: Positive behavioural support in classroom

Modifications in these areas can have positive consequences and increase 
appropriate behaviours:

1)  Help in maintaining a positive physical environment.

2)  Make clear rules and expectations.

3)  Helping the students fulfil the rules and expectation.

4)  Programming the activities of the day.

5)  Help in forming consistent routines and procedures. 

6)  Help in structuring a positive classroom environment that provides all 
students with a variety of opportunities to showcase their strengths.

The next section of this Unit provides information about the changes that the 
teachers can make in the classroom environment with students having emotional 
and behavioural problems. These changes promote a sense of belonging, provide 
opportunities to make friends, and work more successfully in regular education 
classrooms.
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a)  Help in maintaining a positive physical environment: It is important 
to manage space so that each student feels that s/he belongs to that space 
and is an important part of the classroom. The educators should encourage 
delineating space and monitoring the space. For the space the classroom 
space can be divided into areas that have clear purposes. For example, if 
a student is easily distracted then the teacher can make the student sit in a 
space that has less movement and stimulation so that s/he can concentrate. 
So thus, the educator can establish a quiet place where the student can calmly 
sit down and study. Another instance, there can be a lot of movement in the 
areas such as a trashcan, window seat and watercooler so the teacher can 
ask the student to shift within the proximity or at least where the teacher 
can observe so that she/he can monitor the student with behavioural and 
emotional problems.

b) make clear rules and expectations: The teacher can make makes clear rules 
for everyone in the classroom so that there is less disturbance. Such rules 
help in defining what is considered acceptable in a classroom setting and 
behaviours that are not acceptable. For example, a teacher can ask student 
to raise hand when they want to ask a question or talk.  Box 7.4 mentions 
the points to be considered in making classroom rules.

Box 7.4: Developing classroom rules

1)  Explain the classroom rules in clear and explicit behavioural language so 
that it is easy for the student to follow. For example, children in primary 
class need clear terms and examples to understand the rules. For example, 
explain what it means to be ‘obedient’ and ‘nice’

2)  Rules must be short so that students can remember them. For example, 
reminders can be posted on the board or a chart can be built by the students 
and put in the class so that the children can read and learn them.

3)  Students can also help in making the rules as it helps to create a sense of 
belonging and responsibility. 

c) Helping the students fulfil the rules and expectation: Students with 
emotional disturbance and behavioural problems lack the necessary 
skills to follow and comply with the rules resulting in being punished for 
rule breaking.  To help comply with the rules, students should know the 
consequences of breaking rules and the consequences must be fair and 
mandatory for all the students in the classroom. For example, the student 
with emotional and behavioural problem has difficulty in understanding the 
consequences of the action. Thus, if a student breaks a rule then it is important 
to ask that student to explain the consequence of his or her actions. There 
can be additional issues or concerns posed by the students with emotional 
and behavioural problems.  Thus, for the teacher and the assistance team to 
be fair and consistent, s/he should also know whether the student has the 
skills to comply with rules or not. 

d) Programming the activities of the day: The students with behavioural 
and emotional problems can find it difficult to maintain attention and 
concentration for long periods. Thus, it can be helpful to break large tasks 
into several smaller tasks with short breaks between them so that they can 
complete and easily do the task given to them. 
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e) Help in forming consistent routines and procedures: Maintaining a routine 
and structure of “how” the task and challenges are done. Later, teaching those 
procedures can help students stay focused and engaged in a classroom. For 
example, maintain consistent routine when transitioning from one lesson to 
another lesson. Box7.5 helps to understand the different ways in which the 
educators can help students in accomplishing task. 

f) Help in structuring a positive classroom environment that provides all 
students with a variety of opportunities to showcase their strengths: It 
is vital to work toward maintaining and building a positive rapport through 
mutual respect and acceptance. This is the first step towards supporting 
growth in the classroom. Box 7.6  mentions the techniques which can be 
used by a teacher to communicate respect and understanding during non-
academic discussions.

Box 7.5: Helping students in accomplishing routine tasks by following 
simple strategies

1)  Students help cards: Steps broken down and written on small size cards 
which can serve as visual cues. This can be given to the students or can 
be written in a notebook or carried in a pocket. 

2)  Introspection: The teachers can ask the students to take a break and reflect 
upon how and what are they going to do to move to the next task. This 
helps in preparing the students and move them for an actual transition.

3.  Warning and prior notice: It is difficult for some students with emotional 
and behavioural problem to stop the activity and move to the next activity. 
So, a prior notice and a warning can be given so that the students can 
prepare them for disengagement. 

4.  mentor support: The teacher can assign a mentor or a peer buddy to 
help the student guide and move further towards the next activity.

5.  Prompts and cues: A prior cue such as telling the time to tell the students 
that it’s time for change the activity.  Additionally, encouragement for 
completing the activity can help the student prepare for a transition. For 
instance, “look you have completed the activity beautifully” or “look how 
much effort you have put on your activity” helps to focus the student’s 
attention on finishing and completing the task.

Box 7.6: techniques for building positive rapport

Active Listening: It is important for the child to know that the teacher is 
paying attention and listening carefully to the child. Thus, appreciating and 
respecting the information that is being received. For example: Maintaining 
eye contact and paraphrasing what the student is saying to show that s/he is 
being listened.

Use non-threatening questions: Students with behavioural and emotional 
problems have been questioned in harsh tone which triggers and puts the 
child on spot. Thus, questions which focus on “what”, “why” and “how” 
should not be asked. (what did you do now? Or what were you thinking? Or 
why did you leave the class without asking for permission?) The questions 
should be asked in a soft and concerned tone to help the student understand 
the consequence and the behaviour.
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helps in building trust, especially when engaging the student in conversation. 
For example: Did you follow the cue card given for the maths activity? Or 
what did you learn in English class today?

Sharing and engaging with the student: The teacher can ask the students 
to talk about themselves and share details about their hobbies, likes and 
dislikes, strengths and weakness. This can help the teacher to understand the 
child more and engage the student’s in activities that will help her to achieve 
success in the classroom.

Source: Quinn, M., Osher, D., Warger, C., Hanley, T., Bader, B., Tate, R., 
& Hoffman, C. (2000). Educational strategies for children with emotional 
and behavioral problems. Center for Effective Collaboration and Practice 
American Institutes for Research Washington, DC.

Box 7.7: Case study

Rihana, a bright but temperamental 11 years old girl, had developed a 
reputation as one of the most difficult students in her class. Her tantrums and 
attitude were well known throughout the school. Despite constantly being 
discouraged and insulted, her class teacher, Ms Deeksha, persisted and spoke 
to her in her soft and concerned tone. She spoke to Rihana at every opportunity 
like, in the hallway, during lunch, at recess and outside the school. Slowly, 
Rihana’s nature began to change and she shared her problem with Ms Deeksha. 
She became more open about her feelings and started becoming more engaged 
in her classroom. Slowly her temper tantrums reduced and other students 
started becoming friends with her. Other teachers, who had experienced 
serious difficulties with Rihana, began to remark about her positive changes 
and by the end of the year, Ms Deeksha concluded that Rihana had become 
emotionally available, and understanding. For Rihana, rapport and genuine 
conversation exchange with non- threating questions as an alternative to acting 
out emotions, had begun to make changes in her personality.

Source: Henley, M. (2010). Introduction to proactive classroom management./
images/9780135010631/downloads/Henley_Ch1_Introduction to Proactive 
Classroom Management.pdf

7.3.2  Interventions to reduce Extreme Problematic Behaviours
While prevention efforts at classroom and individual levels are important for 
effective management of student behaviour, it requires extensive behavioural 
modifications in the classroom to reduce the effects of their behavioural excesses 
and deficits. Reducing maladaptive behaviors and increasing appropriate ones 
can be achieved through the use of behavioural principles, such as reinforcement 
and punishment procedures. For the same, teachers and professionals provide 
typically use behavioural strategies such as reinforcement (used for the purpose 
of strengthening) to increase the positive or desirable behaviour and punishment 
to reduce unwanted and maladaptive behaviors. Positive reinforcement is a 
reward (or a reinforcer, that increases the probability of a desired response) that 
is positive, or pleasing to a student, presented after an appropriate behaviour. 
Reinforcer’s can be of four types (Mather and Goldstein, 2001):

1) Tangibles (e.g., toys, school supplies, posters, and magazines);
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2)  Activities contingent on acceptable behaviour (e.g., playing board games 
and listening to music);

3) Social reinforcement (e.g., encouragement such as high five for work 
completion and verbal praise); 

4) Token reinforcement (e.g., points to reach an established goal or imitation 
money exchangeable for some valued object or activity). For example: The 
Good Behaviour Game in which a puppet, “cuddly bear,” gives children 
commands and they earn stickers for compliance and collection of 10 sticker 
from cuddly bear will lead to extra 10 minutes of recess in the classroom.

On the other hand, negative reinforcement is the removal of a behaviour that 
is disliked and can also serve as a form of reinforcement to increase desired 
behaviour. For example, a teacher may say to a student who has not completed 
the work and tells the students that if the work is not finished on time, he/she 
will have to finish it alone, in another room that is outside the class. If the student 
completes the assignment on time, then he/she was negatively reinforced because 
he/ she finished the work to avoid detention. Thus, the child's goal is to get rid of 
something that is unpleasant rather than to receive something that is desirable.  
In a negative reinforcement example mentioned above, the child is working to 
earn a positive consequence, the child works to distance himself or herself from 
an aversive consequence. This method is also used by the teachers to manage 
problem behaviours of the children. For instance: A teacher pay’s attention to a 
child who may not be complying and withdraw their attention depending upon on 
the child's compliance. But surprisingly, this strengthens rather than weakens the 
noncompliant behaviour as when in similar circumstances, the child again will 
not comply until confronted with the undesirable consequence (i.e. the teacher's 
attention). Negative reinforcement is often an intimidating method used by the 
teachers but it usually works in the short run as in the long run, it is likely to 
strengthen rather than weaken the undesirable behaviour.

Punishment involves demonstration of an unpleasant consequence or the loss of a 
pleasurable consequence following the occurrence of the undesirable behaviour. It 
is usually used to suppress or designed to reduce the probability of the undesirable 
behaviour.  Although most teachers consider punishment as involving a reprimand 
(short verbal scolding or correction that is designed to reduce inappropriate 
behaviour), response cost (removal of something the student has earned, such 
as points or privileges, when inappropriate behaviour is displayed) and time-
out (usually associated with removing a student from a reinforcing activity or 
environment.). An example of time out is sending a student back to their classroom 
during sports period/break due to inappropriate behaviour during group work. 
Shea and Bauer (1987) made a strong case for minimizing the use of punishment, 
especially more severe punishment (such as embarrassment or spanking) as they 
cause emotional upheaval and lower the self-esteem and confidence of the child. 

The teachers can use the above strategies to manage and change the behaviour of 
children.  The behaviour can be managed through the consequences.The multi-
step/process can be used to manage it:

1) The problem should be identified, (usually by duration, severity and 
frequency)

2) Design a proper technique to change the undesirable or increase the frequency 
of the behaviour.

3) Identify an effective reinforcer or punisher.
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4) Apply the reinforcer and punisher consistently to shape or change behaviour.

The Box 7.8 mentions a few examples to use the strategies of behaviour 
modification with children:

Box 7.8: technique, behaviour, consequence, and possible effects in future

Classification Behaviour displayed Consequences Possible effects in 
future

Positive 
reinforcement

Tara finishes her 
homework.

Tara's teachers praise 
her.

Tara will continue to 
finish her homework 
on time.

Positive 
reinforcement

Ajay brushes his teeth 
after meals.

Ajay receives10 rupees 
each time.

Ajay will continue to 
brush his teeth after 
meals.

Positive 
reinforcement

Mannat works quietly at 
her seat.

The teacher praises and 
rewards Mannat.

Mannat will continue 
to work quietly at her 
seat.

Negative 
reinforcement

Dhruv complains that 
older boys consistently 
hit him, and he refuses 
to attend school.

Dhruv's parents allow 
him to remain at 
home because of his 
complaints.

Dhruv will continue 
to miss school.

Negative 
reinforcement

Sanjana complains of 
headaches when it is 
time to do homework.

Sanjana is allowed to go 
to bed without doing the 
homework.

Sanjana will have 
headaches whenever 
there is homework 
to do.

Punishment Rohan sits on the arm of 
the chair.

Rohan is scolded each 
time he sits on the arm 
of the chair.

Rohan will not sit on 
the arm of the chair.

Source: From Walker, J.E., & Shea, T.M. (1991). Behavior management: A practical approach 
for educators (5th ed.). New York: Macmillan.

Box 7.9: Activity: Applying the concepts

1)  Interview a class teacher about class room management. Ask the teacher 
to describe her relationship with the students and the different ways in 
which she builds and develops rapport with children.

2)  Write a paragraph describing your favourite teacher in primary, elementary 
or high school and list the rules that she/he made in the class that you found 
appealing and the strategies s/he used to reduce or increase a particular 
behaviour. Try to draw a box similar to the Box 7.8.

Check Your Progress 2

1)  Can you think of any other techniques that will promote positive 
behavioural environment?    

 ..................................................................................................................

  ..................................................................................................................

2)  What is the difference between positive and negative reinforcement? 

 ..................................................................................................................

  ..................................................................................................................

3)  What are the techniques used by teachers to build a positive rapport?   

 ..................................................................................................................

  ..................................................................................................................
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At times, the child needs an intervention for their emotional and behavioural 
problems. Two important therapies are discussed in this section, that can help 
resolve childhood problems.   

7.4.1  Art therapy
Art has been used as a means for both accepting and creating change in people’s 
lives. Professional artist and researchers emphasized that art has unique healing 
benefits in the therapeutic setting and it can be used as a means to understand, 
assess, and be considerate towards severely mentally ill patients. Art therapy is 
recognized as a form of therapy that employs imaginative and creative media 
including drawing, painting with acrylic paint or watercolours, and working with 
clay as a means of healing but it’s not limited to these forms of creative media. 
This therapy is driven by visual stimuli which would reduce the need for the 
child to recall and convey difficult stories through language. Visual art therapy 
is therefore the ideal approach in treating children suffering from problems such 
as developmental delays and trauma as it has the ability to knock into the non-
verbal realm of imagery. For example: if the child is playing with clay, clay can 
be handled with great force by the child which reflects allowing great release 
of bottled-up emotions in a child which is feeling sad and stressed, or it can be 
gently touched and moulded by the child who feels anxious. These feelings and 
inherent emotions are all expressed in the process of creating an art work and in 
the final art work.

Art therapy is defined by mental health professionals as in which client is 
facilitated by the art therapist by using art media, their imaginative process, 
and the resulting  art creation to explore their state of mind, resolve emotional 
conflicts, foster self-awareness, manage behaviours and addictions, develop 
social skills, improve reality orientation, reduce worry, and increase self-esteem 
(Spooner, 2016). Case and Dalley (1992) described art therapy as “the use of 
different art media through which a client can express and work through problems 
and concerns that have brought him or her to therapy”. In this process the client 
and the art work is the main focus as the art is seen as a form of non-verbal 
communication creating a safe environment for the exploration of therapeutic 
issues. A triangular relationship emerges between the art, the art therapist and 
the client as given below:

Through art therapy, the client and the therapist attempt to make sense of the 
unresolved and emotional issues that emerge and the therapist tries to release 
and give form to emotions while containing them at the same time. In terms of 
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art therapy with a child, the child would be invited to express and draw freely 
and choose any art form s/he likes. The therapist can create a space and engaging 
environment so that the child can express emotions through art. Such aspace has 
the ability to create a sense of free use of materials and may become a new way 
of communicating and expressing oneself. For art therapy, rooms and working 
spaces should be set up to provide a sense of dependability, stability and an 
environment for safer interactions between therapist, client and art materials. 
The space is essentially an important feature here because the therapist and 
client relationship develops, which should provide a sense of trust, calm and free 
environment where purposeful and thoughtful work will take place. The art space 
and environment are experienced differently by each client as it is a symbolic 
space where therapeutic process takes place to explore internal preoccupations, 
worries, problems and disturbances through using the art materials. For art therapy 
with a child, the room should include the things mentioned below:

1)  A well-structured and thoughtfully planned art therapy room.

2)  It should be sound proof so the child is not distracted by unnecessary noise 
and the child feels safe that s/he will is not be overheard by others.

3) Light, proper ventilation, warmth, enough space and room to move around.

4) Have a wash basin as art activities can be messy and it can be cleaned up 
easily later.

5) The room should have full range of good quality art materials such as paints, 
palettes, paint brushes, water containers, crayons, pencils, scissors, super 
glue and generous and sufficient supply of paper. Modelling materials such 
as clay, sculpting tools are beneficial if the child wants to go for modelling 
media.

6) Have comfortable tables and chairs for the child so that the child can choose 
at which level she/he would like to work.

Techniques and usage of art therapy Most children usually express themselves 
through actions such as by drawing figures and the different use of colours. To 
explore the world of the child, drawing test can be used. The house-tree-person 
technique (Buck, 1966) is the most famous technique which involves the child in 
the drawing of a house, a tree, and a person. The free hand drawing of the house 
and tree were sought because the withdrawn clients respond more freely while 
they are actively drawing and this drawing also provides additional information 
concerning the growth (tree) and feelings (house) of the child. Furthermore, these 
are familiar items for young children and it is easy for all age groups. In addition, 
it enhances more open and freer verbalisation on the client’s part. The house-
tree-person technique provides a meaningful analysis of the client’s personality 
where the first step is free hand pencil drawing of the objects and the second step 
is verbal where the therapist will ask the client to describe his or her drawing. The 
therapist will then ask the client to draw as good a tree and as good a person as 
s/he can and then will proceed to give the client a chance to define and describe 
the environment and objects in the drawing. An example of the questions can 
include: What is the house made of?, What does this drawing remind you of?, 
What were you thinking when you were drawing this house and tree?, Who lives 
in the house?, Does this drawing remind you of anything? And what does this 
picture make you think of?, etc. (Buck, 1966). Then after the drawing, crayons, 
oil pastels and other materials are given and the use of colours are noted. Lastly, 
analysis is done where the drawing of the client is then observed, which involves 
the use of charts and tables to determine the meaning prevalent in the illustration.
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There are a lot of advantages of using art therapy as art helps the client to express 
what is disturbing them and to gain direction. Through verbal and nonverbal 
means, the underlying forces of the various concerns and apprehensions of the 
clients become clearer. Art is a natural way of expressing and conveying feelings 
which also helps the client improve their self-concepts.  Rubin (2005) mentioned 
that it’s a medium through which near areas of emotions that may have been 
previously missed can also be viewed.

The limitations of art therapy are that some clients resist this way as they are 
apprehensive as people think that this is for people who are extremely disturbed 
(Rubin, 1980).  Secondly, very little insight can be gained from people who are 
professional artist or who are mentally disturbed as there is resistance. Lastly, 
there are chances that this can be misused by unskilled counsellors or therapist 
so people should be aware of the advantages and weakness of the art therapy to 
make the most out of the sessions and to explore the client’s world. Some of the 
examples of art therapy activities that can be done with children are mentioned 
in Box 7.9 and Box 7.10.

Box 7.9: Activity: messy emotions

Aim: The aim of this activity is to express your emotions and feelings yourself 
with art materials and without thinking what other people will think.

materials needed: Any materials such as pencils, crayons, oil pastels and 
paints. 

the task: The task is to allow the child to create anything they want to 
which means that parents and teachers don’t worry about instructing them 
how to make art or setting a theme. The teachers and parents should forget 
about the mess. This activity is about letting your client or child/children 
have fun expressing themselves through art making in whichever way they 
want. This is a messy exploration of their messy emotions and feelings that 
they are experiencing. There are times that even adults find it hard to express 
themselves so it can help the child express his/her inner emotions and feelings. 
This activity will help us to understand and release the children’s emotions 
rather than children containing their feelings. This will let them know it is 
ok to feel whichever way they feel. 

Box 7.10: Activity: the board of positivity

Aim: It is important to be surrounded by positive and happy thoughts. So 
for this, we can create a board about things which we are grateful for and the 
things that make us happy. By creating a board of positivity, it can be a visual 
aid to help us remember things that gives us positive energy and happiness. 

materials: Newspaper/magazine cuttings, images printed out from phone/
computer, adhesive, cardboard or large bit of paper, paints, pencils, craft 
materials etc. 

How to create it: Ask the child what sort of things makes him or her happy, 
what is s/he thankful for and what things are you looking forward for?

Give the child time to think and ask him or her, find images in magazines 
and newspaper or look at things on the phone/computer and print them out. 
Afterwards, cut the images and stick them on your board. If printing the images 
is difficult, then you may ask the child to draw it. Ask the child to use his/
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happiness and fun. Finally, you may ask the child to hang this board around 
the house and look at it daily to gain positive vibes and energy.

7.4.2  Play therapy
Play is central to a child’s development as it is a free release of what is in their 
heart. It is essential for a healthy mental, physical, language, social development 
and communication. Play is a means through which inner feelings and emotions 
can be communicated. For example: playing with a doll and locking him/her up or 
punishing and putting the doll behind the bars. This sort of play helps to understand 
the child’s mental development and the way they organise their experiences, and 
gain a sense of control over their life. Play was first used as a method to gain 
trust and build a relationship with the child and later it was used as a technique 
to interpret the child’s feeling, as well as the assessment. Landreth (2012, pg.11) 
defines play therapy as “A dynamic interpersonal relationship between a child 
(or person of any age) and a therapist…who provides selected play materials and 
facilitates the development of a safe relationship for the child ... to fully express 
and explore self (feelings, thoughts, experiences, and behaviours) through play, the 
child's natural medium of communication, for optimal growth and development”.

It was recognised that play is a child’s natural medium of communicating wherein 
it is giving space to children to express their emotions, feeling and deal with their 
emotional problems. The fundamental value of play as healing was documented by 
Winnicott (1971:50) who stated: “Playing is itself a therapy.” Play therapy proves 
the child with an environment where the child can explore their uncertainties, 
problems, fights and pain, as well as hopes, dreams and fantasies. There are 
differences in the way adults and children communicate so while playing they 
get an opportunity to “play out” their inner emotions. The core assumption of 
play therapy is that, given this relationship and environment of play therapy, the 
child can use the concrete objects such as toys, dolls etc. and other play-based 
experiences and express their experiences. Play can take many forms and play 
therapy makes use of “symbolic” play which is also referred to as imaginative or 
pretend play (Wilson and Ryan, 2005). From its initial stages, several different 
theoretical models of play therapy have emerged. One of the models is Child-
Centred Play Therapy (CCPT) where the child is accepted and not challenged 
which helps in leading to direction and content of the therapy. Child-centred play 
therapy is non directive which means that it encourages the clients to recognise 
and bring to the session what they wish. Alexine defined eight core principles of 
CCPT: (Guerney, 2001)

1) The therapist should create a friendly and sincere relationship between him/
her and the child;

2)  The child is accepted the way s/he is;

3) The therapist needs to develop a certain level of openness and genuineness 
in the relationship so that the child feels free to express his/her feelings;

4)  The therapist should be attentive and identify the expressed emotions and 
feelings of the child and reflects them in such a way that s/he can gain a 
better understanding and awareness into her or his behaviour;

5) The therapist respects the skill of the child to solve his or her difficulties on 
his/her own if given the right opportunities;



145

Referral and Therapies for 
Children and Adolescents

6)  The therapist does not give directions and guide the actions or conversations 
of the child in any way;

7) The therapist should not be impatient and rush up the therapy;

8) To make the child conscious of his/her responsibilities, just necessary 
boundaries are required to anchor the therapy to reality.

In CCPT, the therapist is warm, empathic and has unconditional positive regard 
towards the child's views, emotional state, goals, and wishes, and believes in 
the child's capability to heal and achieve more growth, maturity without being 
confronted (Porter et al., 2009). Child-centered play therapy can be used for 
children with internalizing and externalizing behaviour problems, low self-
concepts and self-esteem, ADHD symptoms, and emotional problems, problems 
related to academia, social skills, and lacking communication skills. Children 
who have severe mental disorders/problems like severe autism or schizophrenia 
are considered unlikely to respond positively to child-centered play therapy 
(Glover & Landreth, 2016). This technique allows the child to work through the 
issues of trauma and problem at his or her own pace and allows for a continual 
assessment of the child's circumstances and development in treatment. Play 
Therapy considers the special issues related to children with regard to therapy. 
Alexine (1947) mentioned that the child holds the capability to change, grow and 
the way to achieve that change is within oneself. For example, play therapy can 
be used effectively in improving a child’s self-esteem. For the same, the child 
should be allowed to make mistake and be allowed to participate in events that 
are important contributions of which they can be delighted. A final suggestion is 
to give the child a chance to make their own choices about their actions and with 
that the therapist should engage in an active conversation with the child. There 
are many possible therapy interventions that can be used to work with children. 
Some of them are as follows:

1) Ordinary games can be used to promote acceptable behaviour in children. 
For example: A child may become more at ease with therapist who will play 
"Chutes and Ladders" or other games with the child than with a therapist 
who sits across the room and asks questions about her feelings. Not only 
do children enjoy ordinary games, but games also give children a boost in 
physical, emotional and social development as well as reasoning.

2) Gardner (1983) mentioned that specific games which helps to reframe the 
pain, uncomfortable events into positive interaction can be extremely helpful, 
such as the Talking, Feeling and Doing game. They allow for a dialogue that 
is comfortable and non-intrusive or unwelcome, and such games encourage 
the child to open up.

3) Mutual storytelling where the child is asked to tell a story about anything. 
The story should include a beginning, middle and end with a moral or a 
lesson and with the help of the technique the therapist can listen to the child’s 
problem. In the next step, the therapist responds with his or her own story 
with another possible solution to the vent that the child mentioned.

4) Another form of play therapy is the sand tray therapy where the child gets an 
opportunity to tell their story using symbols etched out in the sand. There are 
universal symbols that are attached to objects used in sand tray therapy and 
these objects are used in a way that seems to be repeated by many children. 
As children play, they repeat patterns and emulate the events that are taking 
place in their life. The child can create, their own world in the sand tray and 
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makes changes which tell a story in a way. Thus, through this technique the 
child has the opportunity to recreate the events and situations from past to 
present and explore possibilities for the future. As the child makes changes 
in the sand tray s/he begins to feel empowered. The child gains a sense of 
control over the fantasy world this takes place at a sub-conscious level and 
with little expression.

5) Bibliotherapy can be used when working with children where the therapist can 
ask the child to recognise with a character of the same age that is experiencing 
a similar problem, and with the help of this the child will understand that s/
he is not alone (Rudman, Gagne & Bernstein, 1993). Rudman et al. (1993) 
also suggest that books give the child a chance to communicate with the 
therapist about the issue for which she/he is being treated using expressions 
that both the therapist and the child can understand.

6) Pretend play is seen as crucial for child development and with this the child 
has the ability to understand and communicate social experiences.  It can 
be used to help the child experience various roles that involves the addition 
of elements such as character growth, use of sets and clothes, dialogue and 
story developed through natural staging. For example: playing as a leader or 
a helper; using puppets and involving family members for dramatic pretend 
play; using symbolic superheroes and cartoon characters. These techniques 
help in problem-solving skills and contributes in interpersonal relationships, 
social creativity, the experience of positive emotions and resilience when 
faced with a challenge.

These are just a few interventions and there are many more techniques that can 
be used by the therapist to work and pay more attention to the cues of the child. 
Some examples of effective play therapy techniques are mentioned in Box 7.11 
and Box 7.12.

Box 7.11: Worry Can

Children worry about a lot of things such as academics, peer conflicts, 
separation anxiety etc. which they keep bottled up. Worry can is an effective 
exercise that can be used for helping children and discuss their problems. 

Material used: Can, coloured paper, markers, glue and scissors.

The therapist cuts a strip of paper large enough to completely cover the can 
and then asks the child to draw or write fearful things on one side of the paper 
strip and to colour it with markers. In the next step, the strip is pasted to the 
can, and the lid is put on the can. A slot large enough for a slip of paper to fit 
through is cut in the top of the can. The child is then asked to write down his 
or her problems on a piece of paper and then to place the strips of paper into 
the can. The child should then share some problem with the therapist or with 
other children if the activity is conducted in a group. 

Source: Hall, T. M., Kaduson, H. G., & Schaefer, C. E. (2002). Fifteen 
effective play therapy techniques. Professional psychology: Research and 
Practice, 33(6), 515.

Box 7.12: Puppet play

Puppet play can be a really effective intervention as children project their 
emotions and feelings onto puppet. This helps to communicate their distress 
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provide emotional experiences in the context of the child’s play.

Material used: Puppet

The creation of a symbolic client can help remove the therapist and client’s 
distance, increasing the level of comfort. The first step in this technique is to 
introduce the puppet and tell the child that the puppet is frightened and they 
should reassure it to its safety. The therapist should procure the help of the 
child for the puppet’s comforting. By doing this the therapist has achieved 3 
goals that is responded and emphasized with the child, formed rapport with 
the child and lastly, fostered a positive therapeutic relationship with child. 
This technique is effective for any child between the age of 4-8 years of age 
who is anxious, fearful and withdrawn.

Source: Hall, T. M., Kaduson, H. G., & Schaefer, C. E. (2002). Fifteen 
effective play therapy techniques. Professional Psychology: Research and 
Practice, 33(6), 515.

Check Your Progress 3

1)  List the eight core principles of child-centered play therapy.    

 ..................................................................................................................

  ..................................................................................................................

2)  How can art therapy be used for children with behavioural problems? 

 ..................................................................................................................

  ..................................................................................................................

3)  Define bibliotherapy.   

 ..................................................................................................................

  ..................................................................................................................

7.5 SUmmArY 
Now that we have come to the end of this unit, let us summarise all the major 
points that we have learnt:

• Educating teachers and school about students with educational and 
behavioural problems is a difficult endeavour that requires careful 
consideration and deliberate action. The teacher and schools are dedicated 
to serving children and youth. They are constantly trying to identify, assess, 
and develop strategies and interventions that will help students to maximize 
their potential in school and beyond.

• Teachers, special education teachers, counsellors, school social workers, 
and school psychologists all have capabilities that can carefor students with 
emotional and behavioural disturbance.

• Basic knowledge concerning documentation identification can go a long 
way in broadening perspective especially for classroom teachers as they can 
apply this knowledge directly to the classroom.

• School psychologists, mental health specialists, and other special service 
providers are starting to work with teachers, school and administrative 
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staff to foster helpful and positive learning opportunities for students with 
emotional disturbance and behavioural problems.

• When teachers and school understand the nature of their students’ emotional 
and behavioural problems, instructional programs have a much better chance 
of improving wellbeing, learning, and academic progress.

•  Art therapy is a form of therapy in which a client communicates through 
expressing one’s self artistically that uses the imaginative process of making 
art to resolve issues as well as develop, improve and manage their behaviors 
and feelings, reduce stress, and improve self-esteem and awareness.

• In play therapy, children are encouraged to communicate and talk about 
their problems, through play, all the things they may have trouble saying or 
contextualising into words. As a consequence, play therapy has expanded 
to include different forms including drawing, painting, dance, drama, 
movement, poetry, and storytelling etc.

7.6 KEYWOrDS  
referral: A substantial assessment process designed to gather enough information 
by a team of professional.

Behaviour modification: The assumption is that recognisable and measurable 
behaviors are good targets for change.

reinforcement: Increase the future probability of actions that they follow. 

Positive reinforcement: A reward that is positive, or pleasing, to a student 
presented after an appropriate behaviour.

Negative reinforcement: The removal of an aversive circumstance to serve as 
a form of reinforcement to increase desired behaviour.

Punishment: The presentation of an aversive circumstance to decrease undesired 
behaviour.

Art therapy: A technique that is based on using art as a form of communication 
and self-expression or as a form of visual through which clients can express their 
emotions, thoughts and feelings.

Play therapy: A play procedure introduced and structured by the therapist to help 
the client prevent or find solutions to psychosocial worries and achieve optimal 
growth and development.

Child-Centered Play therapy: An approach wherein the therapist believes that 
children have the innate ability to be positively self-directing and heal if provided 
the safe environments of warmth, unconditional positive regard, and empathic 
understanding by the therapist.

7.7 rEVIEW QUEStIONS  
1) Explain behaviour modification in classroom with examples. Give some 

examples of how educators should modify an unacceptable behaviour into 
a positive one by using punishment and negative reinforcement.

2) Explain child-centered play therapy. Can you develop an interesting play 
therapy intervention with a child who is being bullied in school?

3) What are the advantages and limitation of art therapy?
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4) Explain the process of assessment and referral process of a child with 
emotional and behavioural problem.

5) Elucidate “the space is essentially an important feature in art therapy”.
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7.9 WEB rESOUrCES   
• How to Do Play Therapy: Role Play with Explanation of Techniques

 https://www.youtube.com/watch?v=ZeLL6u4RGhc

• PLAY THERAPY - WHAT IS IT?
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 https://www.youtube.com/watch?v=l-Jqj3WrrRU

• Behaviour Modification

 https://www.youtube.com/watch?v=zqEtSDWFH44

• Art Therapy for Anxiety, Stress and Creativity

 https://www.youtube.com/watch?v=nHEFQKY5RH4
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8.0 LEArNING OBjECtIVES 
After going through this Unit, you will be able to, 

• Organize a plan for counselling with students experiencing different types  
 of problems in a school setting;

• Explain cognitive and behavioural intravenous in the school;

• Describe the different psychoeducational programs that can be used in school;  
 and

• Elucidate the importance and the steps of strengths-based counselling in  
 schools setting.

8.1 INtrODUCtION    
School going children spend most of their time away from their home in the 
educational institutions and the most important aim of any policy, institute etc. 

* Ms. Drishti Kashyap, Research Scholar, Department of Psychology, Jamia Millia Islamia, New Delhi
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is to provide the child with a healthy classroom environment that can facilitate 
learning. In our educational system, some children are found to be dealing with 
various psycho-social issues which could result in negative student behaviour or 
poor academic performance. Children with special needs, learning difficulties and 
with various emotional and behavioural disorders require special attention; they 
require conducive environment to reach the ultimate goal of becoming positive 
and a constructive generation that would take the society forward. The focus of the 
Unit will be on cognitive-behavioural therapies, psycheducational programmes, 
and strengths-based counselling in school. Let us see each one in detail. 

8.2 COGNItIVE BEHAVIOUrAL tHErAPY AND 
INtErVENtIONS  

8.2.1  Cognitive Behavioural therapy in Schools
Cognitive behaviour therapy (CBT) has extended significantly and is applied to 
child and adolescent emotional and behavioural difficulties. This method can be 
applied to a number of fields and its application has extended to treat children who 
have anxiety disorders, eating disorders, anger management problems, chronic 
pain disorders, psychotic disorders, and even personality disorders. Despite the 
growth of this method, limited resources on its use with children in educational 
or school settings is available. School and teachers play a critical role in the 
thought process, behavioural, emotional, social, and interpersonal development 
of children and adolescents. Thus teachers, social workers, school staff and 
school-based clinicians need to consider implementing the CBT intervention to 
help children and adolescents in need.

CBT is one such approach that has a growing body of evidence for its usefulness 
and effectiveness when working with children and adolescents. The use of CBT 
with children and adolescents have been generally extraordinary as they are 
capable of understanding many abstract notions when they are explained in a 
concrete language by using metaphors and everyday examples from daily life. 
For the effective use of CBT, the school-based practitioners need to have core 
understanding of the fundamental concepts of CBT and its application.

The CBT model helps in building a set of skills that allows the child to be aware 
of thoughts and emotions. With the help of the model, the child can recognise how 
situations, thoughts, and behaviours influence emotions and improve feelings by 
changing dysfunctional thoughts and behaviours. CBT focuses on the way the 
child understands one’s experience and the way thoughts, influence emotional and 
behavioural functioning. For example: Anuradha, an 11- years old girl is trying to 
deal with her anxiety. She gets extremely anxious when she is engaging in social 
activities with friends at school, or in the situations where she has to speak in 
front of other students. Through the CBT model, she can understand the context 
of her anxiety and gain knowledge of her physiological symptoms (swearing, 
nausea, feeling wobbly) and her beliefs systems (e.g: “They will hate me, I’m 
just humiliating myself”). Figure 8.1 will help you to understand the situation 
of Anuradha and all the interacting perspectives to conceptualise her problems 
to develop an intervention. 
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Figure 8.1: Interacting perspectives that help to understand the problem of Anuradha

The therapist should understand the environmental influences and skill deficits of 
the child and then develop interventions. Sometimes the problems can be related 
to skill deficits such as social skills, poor self-regulation etc. The CBT model 
also considers cognitive distortions and deficits which are basically errors in our 
thinking and thought process which leads to misconception/misinterpretation of a 
situation or event. Cognitive deficits means when a child has problem in cognitive 
processing abilities which can lead to difficulties in solving problems, resulting 
in impulsive and attention problems. Table 8.1 mentions few examples of several 
cognitive distortions commonly seen in school-going children.

table 8.1: Common cognitive distortions encountered in therapy with school children

Dichotomous thinking
The student views a situation in only two categories rather than on 
a continuum.
E.g: I’m either a best sport player or a failure.

Overgeneralization
The student views the particular life event as being characteristic of 
life in general rather than considering many other situations. E.g: I 
failed this maths exams, I will never achieve anything in life now.

Emotional reasoning
The assumption that the feeling at that particular moment reflect 
the situation. E.g: I feel like everybody hates me, so no one will 
like me, I’m all alone.

Mind reading
The assumption where s/he knows what others are thinking about 
him/her minus any evidence. E.g: I know that my class teacher 
doesn’t like me at all.

Catastrophizing
Predicting the future events as negative and treating them as 
unbearable. E.g: I know I will mess up my exam tomorrow so I 
should not go to school tomorrow to attempt it.

Personalization

Thinking that s/he is the cause of the negative circumstances. E.g: 
My maths teacher didn’t reply to my good morning which means 
she didn’t like my performance in the exam, I must have failed that 
exam.

Labelling
Attaching a universal label on himself/herself than looking at other 
behaviour or actions. 
E.g: I lost the match, I’m a failure.
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Selective abstraction

The focus on one detail or particular event and ignoring other 
relevant events.
Eg: My teacher scolded me for my English performance, I am the 
worst student in the class.

Comparing
Comparing his/her performance with other people. 
Eg: Compared to the dance performance of Aditi in the assembly, 
my performance looks really bad. 

Should/Must statements
The “should” and “must” statements describe how the person 
should behave.
Eg: I must get above 95 marks in all the exams.

Source: Christner, R. W., Forrest, E., Morley, J., & Weinstein, E. (2007). Taking 
cognitive-behavior therapy to school: A school-based mental health approach. 
Journal of Contemporary Psychotherapy, 37(3), 175-183.

The components, the structure and framework of CBT are consistent with the 
educational environment. It is an interesting technique that can be used in school 
setting as it addresses the student’s issues without overly relying on assessment 
and diagnosing. If a school counsellor can re-educate students to confront their 
dysfunctional thoughts, then consequently symptoms of emotional distress 
and dysfunctional behaviour will be reduced. Cognitive Behavioural Therapy 
interventions in school children would be helpful in realizing three things:

1) The way their thought patterns affect their behaviour.

2) The way they can take control of these thought patterns. 

3) The way they can apply interventions to effect behaviour change.

A therapist or a school counsellors’ role is to eliminate barriers to students’ 
success and enhance students’ learning environment and supporting students’ 
academic achievement. The American School Counselling Association (ASCA, 
2005) recommends teachers and school counsellors to implement a plan of school 
counselling program that promotes student’s achievement and learning. Academic 
achievement in a student is related to self-motivation, level of stress, pressure and 
anxiety, the student experiences at school. Anxiety in children and adolescents 
impacts school achievement, test performance, peer acceptance, sadness, attention 
deficits, and isolation as well as other behavioural and relational issues. Thus, 
teachers and counsellors must help students with learning strategies, be engaged 
in learning, and apply self-regulating learning processes to academic tasks. There 
are a lot of interventions like role playing, problem solving, stress journals, 
teacher led breathing and relaxation exercises, and stress management programs 
that help in reducing irrational beliefs and help in managing the negative effects 
of these emotional responses. CBT has been effective in clinical environments 
to reduce anxiety and stress and in children and young people. Thus, if teachers 
and school counsellors can utilize the interventions as mentioned in Table 8.2 
to reduce anxiety in students, it would help students with their mental health, 
physical health, school performance, self-concept and self-esteem.

table 8.2: Some of the CBt techniques that the teachers can make students aware to 
cope up with their irrational thoughts

Journaling To be aware of one’s mood by being aware of our thought pattern 
and emotional predispositions.

Unravelling cognitive 
distortions

To identify and be aware of our cognitive distortions and challenge 
them.

Cognitive restructuring To identify and be aware of negative thinking pattern. Then the 
next step is to redirect them. 
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Exposure and response 
prevention

This technique is effective for clients who suffer from obsessive 
compulsive disorder, where the client can expose oneself to the 
condition where the symptoms of the disorder occur. But in that 
particular situation, the client should refrain from the behaviour. 
This can be combined with journaling technique.

Interoceptive exposure

This is a technique which can be used to treat panic and anxiety 
symptoms. It involves the exposure to feared bodily feelings in 
order to bring about the response. By doing this, it activates the 
irrational beliefs associated with the feelings and helps to overcome 
the feelings. It can benefit the client by making him/her understand 
that the symptoms are not dangerous and new learnings about the 
feelings can take place.

Play the script until the 
end

In this technique, the client plays the scenario in his/her mind and 
imagine the worst possible outcome and fear. But while playing out 
they realise that even if the worst outcome comes true, the outcome 
is still manageable. This technique is extremely useful for client 
who have fear and anxiety.

Progressive muscle 
relaxation

This technique teaches you to relax one muscle at a time up until 
your whole body is in a state of relaxation. 

Relaxed breathing
This technique helps to calm your breath which will allow you to 
approach your worries and problems from a place of steadiness, 
enabling more effective and rational decisions.

Source: Tolin, D. F. (2016). Doing CBT: A comprehensive guide to working with 
behaviors, thoughts, and emotions. Guilford Publications.

major Cognitive Behaviour therapies

Mahoney and Arnkoff (1978) structured CBT into three major divisions:

1) Cognitive restructuring in which the therapist beliefs that emotional suffering 
is the consequence of maladaptive thoughts and helps the client challenge 
maladaptive thought patterns in an effort to establish more adaptive patterns.

2) Coping-skills therapy focus on the development of a range of skills designed 
to cope with a variety of stressful situations. 

3) Problem solving therapies emphasize on the strategies to deal with a 
broad variety of personal problems and stressful situations and it may be 
characterized as a blend of cognitive restructuring techniques and coping-
skills training procedures.The treatment plan is an active association of the 
therapist and the client.

8.2.2 rational Emotive Behaviour therapy
Rational Emotive Behaviour Therapy (REBT) assumes that human thinking and 
emotions are interrelated and thus employs a multidimensional approach that 
incorporates cognitive, emotive, and behavioural techniques. According to Ellis’s 
ABC model, symptoms are the consequences (C) of a person’s irrational belief 
systems (B) regarding particular activating experiences or events (A). 

• Activating Event: This is an event that would lead to high emotional response 
and negative irrational thinking.

• Beliefs system: The client would write down the negative irrational thoughts 
that occurred to them around the activating event.

• Consequences: These are the negative irrational thoughts, feelings and 
behaviour that occurred as an outcome. 
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The goal of the therapy is to identify and challenge the irrational beliefs that are 
the cause of emotional trouble (David, 2003).This technique can help a client 
reinterpret their irrational belief system to make new ways for them to understand 
their beliefs resulting in alternative behaviour. REBT puts forward that a person 
possesses innate and acquired tendencies to think and behave irrationally but 
has the power to substitute those impractical, overgeneralized demands with 
realistic desires, preferences, or wishes. The major therapeutic tool that is used 
is “logico-empirical method of scientific questioning, challenging, and debating” 
(Ellis, 1980).

8.2.3 Cognitive therapy
The cognitive model believes that irrational thinking and unrealistic cognitive 
appraisal can adversely affect one’s feelings and behaviour. Appraisals are formed 
by schemas, which are mental representation of thought and behaviours that are 
acquired early in an individual’s development. The schemas of a healthy individual 
allow for the realistic appraisal of life events whereas in a maladjusted individual 
the schemas can be distorted perceptions and faulty problem-solving skills (Beck, 
1976). For example, the schemas and the mental representation of the world of 
a depressed individual can be categorised by a negative cognitive triangle, in 
which the opinions of the self, the world, and the future are faulty and troubled.

The major goal of cognitive therapy is to replace the client’s faulty and distorted 
appraisals of life situation with more realistic and adaptive appraisals. For the same, 
the treatment plan is an integrated approach which includes psychoeducational, 
that involves planning specific learning experiences in order to make the client 
understand that: (Kendall & Bemis, 1983)

1)  The relationship among cognition, affect, and behaviour,

2)  To become aware and identify automatic thoughts,

3)  To understand if the automatic thoughts are rational or irrationality of 
automatic thoughts,

4)  To change distorted thoughts for more realistic thoughts for distorted 
thoughts, and 

5)  To identify and modify underlying irrational beliefs, assumptions, or schemas 
that predispose individuals to engage in distorted thinking patterns.

Check Your Progress 1

1)  What are the common cognitive distortions encountered during therapy?    

 ..................................................................................................................

  ..................................................................................................................

2)  Differentiate between Cognitive Therapy and Cognitive Behaviour 
Therapy. 

 ..................................................................................................................

  ..................................................................................................................

3)  What is the goal of Rational Emotive Behaviour Therapy?   

 ..................................................................................................................

  ..................................................................................................................
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8.2.4  Self-Instructional training
This training program was designed for children who have impulsive behaviour 
(Meichenbaum & Goodman, 1971). The aims of self- instructional training (SIT) 
are:

1)  To help impulsive children to produce verbal self-commands and respond 
to them appropriately; 

2)  To build up and strengthen children’s inner speech in order to bring their 
behaviour under their own verbal control; 

3)  To overcome any comprehension, production, or interactive problems; and

4)  To boost children to self-regulate their behaviour appropriately.

This method helps to improve the performance of an impulsive child and effective 
for children with intellectual disability.This method includes problem definition, 
problem approach, attention focusing, coping statements, error-correcting options, 
and self-reinforcement (Kendall & Bemis, 1983). The procedure to follow the 
developmental sequence of self-instruction are given below (Luria, 1961):

1)  A model executed a task talking aloud while a child observed; 

2)  The child executed the same task while the model gave verbal instructions;

3)  The child executed the task while instructing himself or herself aloud; 

4)  The child executed the task while whispering the instructions; and 

5)  The child executed the task secretly.

8.2.5  Stress Inoculation training
This training assumes that people who learn ways to cope with mild level of stress 
are protected or inoculated against overwhelming level of stress. In this technique 
the therapist teaches the importance of coping with small and manageable amount 
of stress for the purpose of maintaining and facilitating treatment. This technique 
has 3 stages (Meichenbaum, 1977):

• The first stage is educational and involves teaching about the nature of 
stressful responses. 

• The second stage involves the demonstration of behavioural and cognitive 
coping skills, including relaxation exercises, coping self-statements, and 
self-reinforcement.

• In the final stage of application training, the client is exposed to a variety of 
stressors to practise his or her newly learnt coping skills.

This method has been used as a therapeutic approach for generalized coping 
skills and can be used in variety of problems such as anxiety, anger, and pain.

8.2.6   Problem-Solving therapy
Problem solving therapy is aimed at facilitating self-control for generalized 
behaviour change. Problem solving consists of a series of mental steps designed 
to identify and define problems situations and increase the likelihood of an 
appropriate response.  It helps to identify appropriate responses or solutions to 
solve the problem, select a well-organized and effective solution, and make a 
plan to perform it successfully. D’Zurilla and Goldfried (1971) identified five 
stages in the problem-solving method:

1)  General orientation,
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2)  Problem definition and formulation,

3)  Generation of another possibility, 

4)  Decision making, and 

5)  Verification. 

Self-regulation involves problem solving and teaching clients these basic abilities 
and guiding their application in actual problem situations. Teaching self-regulation 
signifies a critical step in reducing the teacher’s participation in supervising a 
student’s behaviour. Self-regulation, control or self-management strategies also 
include self-assessment of problematic behaviours and the necessary replacement 
of that inappropriate behaviour, self-monitoring of those behaviours, and self-
reinforcement or rewarding oneself when the student experiences success. Lastly, 
self-management strategies are often suggested for students who are controlling 
or oppositional when challenged.

8.2.7  Social Skills training
Social skills training is defined as teaching social skills as interpersonal responses 
that allow the child to adapt to the environment through verbal and non-verbal 
interaction. School setting is an optimal place to provide social skills training 
given the numerous chances to interact with friends within a natural setting such 
class, cafeteria, hallway and sports period. Schools provide multiple environments 
for students to interact and exercise social skills since it is a place where children 
and adults interact together for more than six hours per day. There can be a 
lot of reasons for social skills deficits like lack of knowledge, practice, cues, 
reinforcement and presence of competing problem behaviour. Additionally, there 
are different types of social skills deficits:

1) Acquisition deficit: A child does not know the skill or has the proper practise 
to use it.

2) Performance deficit: A student can perform but uses the skill rarely.

3) Challenging Problem Behaviour: A problem behaviour that hinders with the 
students learned skill.

Bellini & Peters (2008) state that most social skills training programs and 
interventions aim to promote skills attainment, enhancing existing abilities and 
generalizing skills across environments and people. 

Social skills training interventions includes traditional social skills which have 
a cognitive-behavioural orientation and social skills with an additional parent 
component. Furthermore, traditional social skills training group programs provide 
practice and instruction as well which last from 8-13 weeks. The core principles 
of the social skills instruction as an intervention includes:

1) Social skills are learned behaviours, 

2) The social deficits can be attained, 

3) Contain specific verbal and nonverbal behaviours, 

4) Social skills need both initiations and responses, 

5) They are interactive by nature, 

6) They are highly contextual and depend on context,

7) Social skills deficits and can be recognised and treated.
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Figure 8.2 illustrates a summary of an effective social skills intervention group.

Figure 8.2: Social Skills Intervention Group

Source: Coie, J. D. (1985). Fitting social skills intervention to the target group. 
In Children’s peer relations: Issues in assessment and intervention (pp. 141-156). 
Springer, New York, NY.

Intervention overview: Implementation of Social Skills Intervention Group 
occurs using the approach in which the students are grouped identifying their 
needs and deficits. Then teachers and professionals gather lessons in the areas of 
need where they introduce and practice each skill during group sessions. Lastly, 
teachers monitor the progress and make interventions by looking at the student’s 
skill. Social Skills Intervention Groups include: 
1)  Smaller number of students with access to higher adult attention,
2) Situated learning,
3) Positive peer models, 
4) Systematic, explicit instruction, 
5) Modelling, role-playing, problem solving, feedback,
6) School to home communication, 
7) Self-assessment and recording component.

Steps for effective intervention plan: The following steps mentioned below are 
divided into preparation (Figure 8.3) and implementation (Figure 8.4) where 
steps are completed and then occasional revisions are done.

Figure 8.3: Social Skills intervention group preparation activities

Plan for Generalisation and Maintenance
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Step 1: Assess to Identify Skill Deficits

In this step, further assessment of student skill deficits is essential. It is essential 
to determine social skill deficits that are common across most or all children of 
the intervention group as it allows lessons plan to be matched with the needs of 
selected children.

Step 2: Gather Lessons

In this step, the teachers and teams are encouraged to consider the most common 
deficits students experience and be prepared with lesson plans as soon as students 
are identified to participate in agroup. To maintain this pre-planning effort, five 
broad dimensions of social skills have been identified within the research literature 
as common skill deficit areas for many children and adolescents (Gresham, 1992; 
Walker et al., 1983):

 Peer Relations Skills 

  Self-Management Skills 

   Cooperation or Compliance Skills 

    Assertion Skills 

    Academic Skills

Step 3: Plan for Generalization and Maintenance

Generalization talks about the capability to perform a behaviour outside the 
original training environment. There are techniques to increase generalisation 
such as using real life examples applicable to the students’ circumstances, giving 
permission adults or students to visit sessions and teach students in the problem 
setting with peers the at-risk students. Lastly, teachers need to reinforce student 
and give regular feedback as it increases generalisation of skills. 

Step 4: Establish Session Procedures

The session should be between 30 to 60 minutes in length and conducted weekly 
in a standard location and times so that there is consistency. The sessions should 
be conducted before school or after school so that the students are not removed 
from critical classroom periods. Each group should have at least 6-8 students 
according to assessed needs and they should be established rules in class such 
as what disciple rules are expected from the students.

Figure 8.4: Social skills intervention steps
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Step 5: Notify Participants

It is important that teachers, students and families also participate in this 
intervention to check they are appropriate students for the Social Skills Intervention 
Group and to take permission from them. Additionally, clear communication of 
expectations for all participants will get the best result from the intervention. 

Step 6: Teach the Social Skill Lessons

Revising and discussing the learned skills and discussions of the intervention 
allows the students to recall, by explaining or displaying, the steps for use of the 
social skill that was introduced during the last meeting. Additionally, students also 
are given opportunities to explain or describe when, where, and how often they 
used the skill since the last session. Revision of the learned skills should include 
discussions of outcomes associated with use of appropriate or inappropriate skills. 
The interventions follow these steps: 

tell: The lesson begins with an outline where teacher and students discuss the 
skills to be learned, an explanation of significance of the skill, and situations and 
context where the skill can be used. 

Show: After the introduction, the next step is exhibiting or displaying the 
learnt skill where the teacher models examples and non-examples of the skill. 
Furthermore, requests the students to demonstrate the appropriate skill. 

Practice: Students are asked to explain and give a summary of the main steps 
of the skill and the areas where it can be used. Then teachers do role plays by 
creating situations for students to practise the skills. The first practice session is 
organised where students are actively asked to participate in the role-play but if 
they are not then they are asked to watch and carefully examine those who are. 

Positive and Corrective Feedback: Reinforcement for accurate attempts is given 
and proper feedback if given to students.

more Practice: Students are given time to socialize in less organised environment 
where training is continued using the social skill. 

more Feedback: Facilitators continue to give proper detailed feedback while 
students engage in preparationchances. 

Plan for Generalization and maintenance of Skills: A homework assignment 
for use of the skill in other environment and settings is conversed and allocated.

Step 7: Monitor Student Progress

The Daily Progress Report (DPR) is the crucial method for checking student 
response to the social skills intervention and this list mentions steps associated the 
skills that are being taught during group meetings. The teacher uses the DPR to 
document ratings of student skill performance and uses this as an organised format 
for providing precise, positive feedback and corrective feedback to students.

Box 8.5: Example 
Skills Homework Chart

The skill I want to work on this week:

Requesting people to do 
things with me

The skills I plan on 
using

This is the skill I 
want to use

1)  Smile and be polite.
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join
3.  Explain the activity 

and the rules.
4.  See and find other 

person to play with.
Source: Johnson, D. W., & Johnson, R. T. (1997). Social skills for successful 
group work. MAA NOTES, 201-204.

Box 8.6: Example

Skill Streaming – teaching prosocial Skills

Early Childhood: Teaching Prosocial Skills to the Preschool and 
Kindergarten Child 

Establishing social skills – pay attention, using polite talk, using brave talk, 
saying thank-you, rewarding yourself, asking for assistance, asking for an 

act of kindness, pay no attention too.

School related skills – asking a question, following instructions, trying when 
it is hard, interrupting. 

Friendship making skills – acknowledging others, reading to others, joining 
in, waiting for your turn/patience, sharing, offering help, asking someone to 
play, playing a game. 

Dealing with feelings – knowing your feelings, feeling left out, asking to talk, 
dealing with fear, deciding how someone feels, showing affection. 

Substitutes to Aggression – how to deal with mocking, dealing with feeling 
angry, deciding if it is fair, resolving a problem, accepting consequences. 

Dealing with Stress – relaxing dealing with mistakes, being honest, knowing 
when to tell, dealing with losing, wanting to be first, saying no, accepting no, 
and deciding what to do.

Source: McGinnis, E., & Goldstein, A. P. (1997). Skillstreaming the elementary 
school child: New strategies and perspectives for teaching prosocial skills. 
Research Press.

Box 8.7: Example 
Social Skills Lesson Plan template

Expectation: __________________________________________________ 

review Previous Skill (5-10 min) 

Talk and interact about homework, reinforce students who finished and met 
their aims during the week. 

teach weekly Skill (20 min) 

Tell: Discuss about social skills and the importance and the steps required to 
perform the targeted behaviour. Use real life examples for explanation.

Show: put forward the negative and positive social behaviour using role play, 
videos and discuss ways to achieve it.

Example:
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Practice: 

Group Debriefing (5-10 min) 

Give proper and detailed feedback and reinforce good social skills during 
the session.

Socialization time (10 min) 

Let the students interact during the sessions and allow students to show skills 
and display social skills learned during the sessions.

Establish Goal for next week (5-10 min) 

Try to set goals for new skill and encourage students to make goal.

Let the students leave with clear purpose.

Generalize: What setting will be used next week?

Source: Laugeson, E. A., & Park, M. N. (2014). Using a CBT approach to 
teach social skills to adolescents with autism spectrum disorder and other 
social challenges: The PEERS® method. Journal of Rational-Emotive & 
Cognitive-Behavior Therapy, 32(1), 84-97.)

Check Your Progress 2

1)  List the types of social skills deficits.     

 ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

2)  What is the maximum number of children in social skill intervention 
group?  

 ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

3)  Mention the steps of preparation stage in social skills intervention.   

 ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

4)  Explain problem solving therapy with an example.   

 ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

8.3 PSYCHOEDUCAtION  
A number of psychoeducational interventions are targeted for children and one of 
them is “coping cat” (Khanna, 2008) which is an effective method for reducing 
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anxiety, social phobia and/or separation anxiety disorder for children between 
the ages of 7-13 years. The intervention consists of one therapist manual and 
one workbook for each child which helps to guide the lessons and plan for each 
session. The goal of Coping Cat is to teach children to recognize warning signs 
of anxious provocation and to let the warning signs be cues for them to utilize the 
strategies learned. This method uses an acronym, F.E.A.R., which helps children 
through the intervention programm so that the purpose of the intervention is met:

F- Feeling Frightened; cues for children to focus on the bodily and emotional 
reactions related to the current situation, 

E- Expecting Bad Things to happen; cues for children to identify anxious thoughts. 

A- Attitudes and actions that can help; cues that help children to stimulate learned 
coping skills such as problem solving, relaxation, and deep breathing.

R- Results and Rewards; cues that help children to grade their performance to 
receive admiration or an acknowledgment/award for facing their fears.

The participants are encouraged to get an insight on their capability by using the 
F.E.A.R. acronym as the goal for the participants is to become automatic with 
utilizing the acronym in anxious situations.

FRIENDS

FRIENDS is one school-based intervention that is significantly effective in 
reducing and inhibiting anxiety in children (Barrett, 2005). The FRIENDS 
acronym stands for,

F-feeling apprehensive; 

R-relax;

I-inner thoughts;

E-explore strategies; 

N-nice work;

D-don’t’ forget to practice; 

S-stay peaceful 

This CBT intervention helps in building coping skills for children with anxiety 
and depression. The program can be implemented through role-playing, group 
discussions, and peer coaching (Maggin & Johnson, 2014) and helps in emotional 
resilience, problem solving skills, and self-confidence.

Taming worry dragons 

This is specifically created for interventions in school setting as this program helps 
in teaching children the different ways to manage stress, anxiety and apprehensions 
by focusing on different skills such as: thought-stopping, distraction, physical 
exercise, changing self-talk, and exposure. 

The programs employs children’s imaginative thinking by having them picture 
“worried and anxious dragons” in anxiety infuriating situations, Later, the 
children generate ways for the dragon to tame but not go away or escape from 
the triggered stimuli. 

Building confidence

Another effective program for children is building confidence which includes 
segments for children, caregivers, teachers, and school staff. The goal of the 
Building Confidence program is to explain children a variety of coping skills to 
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practise when feeling anxious, stressed and worried which are taught through 
identifying emotions, thoughts, practicing talking to self, and exposure tasks. 

Creativity and Mandalas

As mentioned in the previous Unit, art therapy has been extremely useful in 
improving self-esteem, decrease in posttraumatic trauma symptoms, bereavement 
and depression. Art has been used extensively with children who have undergone 
trauma. Studies have been done to investigate the efficacy of art therapy but 
empirical research is still needed with proper design and scientific rigor to 
investigate the effectiveness of art therapy (Henderson, 2007).

Source: Mandala - Wikimedia Commons   

Carl Jung came up with the concept of active imagination in the form of a mandala 
(magic circle in Sanskrit) which emphasizes self-reflection and self-awareness 
in therapy. Active imagination is used for symbolic expression and a way to 
recognise and transform emotions. A mandala was used as a meditative tool in 
various religions, but most well known in Tibetan Buddhism, is a circle (with 
inner symbolic patterns) which is used for promoting psychological healing, 
amalgamation, and a peaceful state of mind when created by an individual. Jung 
(1973) mentioned that drawing mandalas leaves a calming and healing effect 
on its creator and helps to connect with the innate capacity to know the divine. 
Many psychotherapies use mandala (refers to any art form that is executed 
within a circular context) for self-awareness, self-expression, conflict resolution, 
assessment, and for therapeutic healing, and psychological health.  Slegelis (1987) 
found that those who drew inside a circle experienced more optimistic affect than 
those who drew within a square. The videos links mentioned in the Web Resource 
section on mandalas shows the healing powers of Mandalas.

8.4 SCHOOL BASED SUPPOrt SYStEm  
Some students require more attention and understanding than other students. Thus, 
schools need to take the time to develop procedures so that if any situation occurs 
where a student loses his/her control and threatens the safety of other students, 
the plan can be implemented. This plan should be communicated and practiced 
before an incident occurs (Yell, 2003).
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There are several plans and programs available in schools to discipline and 
prevent aggressive behaviour of students and many such programs share similar 
elements such as (Colvin, 2007):
1)  A common vision by the school staff, teachers and administration on how 

to best inhibit and reduce problematic and aggressive behaviour based on 
evidence-based practices;

2)  There should be steady and visible support by administration, teachers and 
leaders; 

3)  Academic and social expectations are developed and implemented 
collaboratively by all staff; and 

4)  A program alteration and modification decisions are informed by estimating 
the effectiveness of data collected at the school.

Some of the problems can be dealt by reorganisation the school environment as 
well. Thus, it is better to plan and use approach than dealing with the consequences. 
So, plan ahead as preparing before-hand is the key which means to be aware of 
the daily routine and have clear lesson plans, and practise the strategies. The next 
step is to rearrange and restructure the environment to reduce problems which 
are mentioned below (Quinn et al, 2000):

1) Seating Assignment: Placing the students at a reasonable distance from 
where other things will not set him or her off. So, the task is to reduce 
crowding and not isolate the student.

2) Heating and Lighting: Overheated room or extremely cold room can cause 
troubles. For example, a hot room after sports class (because of which student 
becomes tired)may cause trouble.

3) Controlled, Predictable, and Supportive Environment: The educational 
system is one of the best sources of support as it provides a controlled, 
predictable and supportive environment for concerned and anxious children 
and adolescents.Thus, for troublesome and violent students it is especially 
important that consistent support be provided.

4) reduced Expectations: Most troublesome students will not complete 
assignments as quickly or correctly as their more normal classmates. Thus, 
teachers can help the students by:
a)  Decreasing the number of problems assignments, homework etc 
b)  Allowing and giving leverage to turn assignment and homework late, 
c)  Excusing and asking him or her to try from some of the more stressful 

activities,
d)  Providing extra cues (e.g., showing a few examples of completed work, 

and asking if there are any questions), and 
e)  Boosting peer assistance.

5)  Productive Activities: Difficulties can be prevented if the child is engaged 
in productive activities. So, for the same, plan a set of activities that can be 
done like assignments, educational games, or activities that relate to one of 
their personal interest.

6)  Peer Assitance or Friend Group: These students usually do not have many 
friends, so teacher’s should consider assigning a friend or peer to help the 
troublesome student during specific times. The friend should be supportive 
and encourage the troublesome child.
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7)  High Energy Activities: Many troublesome and aggressive students seem 
to have an excess of energy so teachers should engage these students in 
physical activity so that they can burn off this energy.

Lastly, some schools are even implementing school-wide social skills and 
discipline programs. Procedures and plan need to be implemented in such a way 
that educators and staff can deal with problem and aggressive children. Thus, with 
reorganisation of school environment, a school-wide plan should be implemented 
because approaches can minimize environmental triggers, provide organisation 
and stability, and are more effective in addressing behavioural needs over the 
long run. For the same, Box 8.8 mentions some criteria.

Box. 8.8: measures of a school-wide behaviour management plan

Explain the reason and the need for the plan; 

State behavioural expectations; 

Mention and enlighten strategies for teaching behavioural expectations to 
students; 

Include structures for strengthening and rewarding students who demonstrate 
desired behaviors; 

There should be consistency in being agreeable to strategies for managing 
students who demonstrate problem behaviours; 

Include a range of back-up consequences for students who struggle and are 
having difficulty in changing their inappropriate behaviours; 

Mention and provide teachers and staff with a referral system.

Include a step-by-step procedure for communicating the reason and need for a 
school wide plan and how it will be beneficial for students, parents and school

Source: Quinn, M., Osher, D., Warger, C., Hanley, T., Bader, B., Tate, R., & 
Hoffman, C. (2000). Educational strategies for children with emotional and 
behavioral problems. Retrieved November, 27, 2006. 

8.5 StrENGtHS-BASED COUNSELLING IN 
SCHOOL  

A current method which helps in meeting the needs of the students are strengths-
based school counselling (SBSC), which is specifically for those who are at 
risk for emotional and educational problems. This model helps in building the 
strength and protect the children against problems and difficulties in their lives. 
The strengths-based approach is a preventive approach which is dedicated towards 
helping the children. This model is an integrative approach including the needs 
model of Maslow, Rogerian counselling methods, and social work practice. The 
model helps the students confronting the problems using their strength and resolve 
the issues that the child is encountering. The role of the school in this model is to 
identify and recognise those special strength resilient factors in himself or herself 
so that he or she can build on them and fight back the problems and issues that 
he or she is encountering. 

8.5.1  Strength and resiliency Factors
Christopher Peterson (2006) and Martin E. P. Seligman (2004) mentioned that 
there are six core strength factors that can contribute to student’s resilience. 
According to Peterson (2006, pp. 142–146) these include:
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1)  Strengths of wisdom and knowledge which is made up of imagination, 
curiosity, love of knowledge, open-mindedness, and having a broad 
viewpoint.

2)  Strengths of courage which is made up of factors of honesty and genuineness, 
courage and the power to speak out when needed, determination in the face 
of difficulties, and the feeling of being alive and full of enthusiasm.

3)  Strengths of humanity which include factors of compassion (helping others), 
being thoughtful and affectionate, and having good social intelligence. 

4)  Strengths of justice which involves an unbiased impartiality in all matters, 
leadership and management, group loyalty, and a true spirit of teamwork 
and team building. 

5)  Strengths of temperance which comprises avoiding retribution and being 
forbearing and merciful, unpretentiousness and true feelings of humility, 
forethought in both actions taken and words spoken, and being well-
organized and self-regulated in actions and appetites.

6)  Strengths of transcendence which includes an appreciation of natural beauty 
and brilliance in the arts, spirituality and acknowledgement of one’s place in 
the universe, hope and a sense of cheerfulness, a sense of humour (without 
mockery) and enjoyment of life’s strangeness, and a strong sense of hope 
and optimism.

Smith (2006) mentioned that four strengths can be added to the list. Thus, the 
seventh strength can be of problem solving and analytical reasoning which 
includes higher-order thinking skills. The eight-core strength can be of ability 
to make money and support one’s self and others. The ninth includes the ability 
to work within the community’s structures to gain the support and aid. The tenth 
and the last one can be of survival strengths which including escaping pain and 
the provision of bodily and physical survival needs. The ethnic inheritance, 
culture and values can also be a resiliency factor as it helps in developing coping 
mechanism. For example: African-American students holding an Afrocentric 
perspective have a protective mechanism for maintaining ego strength resiliency 
and coping with stress.

8.5.2   method for Counselling
• The first step in strengths-based school counselling is the progression of a 

healthy therapeutic relationship with the student. This requires abundance 
of trust and optimism and confidence in the student’s ability to improve, 
enhance and grow. 

• The next step is to relate and actively listen to the student’s story so that 
the therapist or counsellor can begin to identify the student’s strengths and 
special factors that make him or her resilient.

• The third step is for the therapist or counsellor to help the student explain 
the root cause and the nature of the problem that the therapy counselling 
intervention will address. For the same, few open-ended questions can be 
asked, including, “If there is one query you were hopeful, I would ask you, 
what it would be?” Another is, “Tell me your take on the problem. What is 
your theory about what is going on?” Once the root cause and the problem 
are understood and explained, the counsellor or therapist initiates therapeutic 
dialogues designed to encourage feelings of hope and provide encouragement 
for the student. This can be done by asking the student to narrate his or her 
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story and moulding himself or herself as survivor whose power and strengths 
made it possible to survive. 

• The next step is to identify solutions to his or her problem which includes 
avoiding discussing the problem and addressing the solution. Having ideas 
and solutions is being hopeful and optimistic and can be done by asking 
the students to explore exceptions such as days when their problems do not 
occur. This makes it possible to identify practical and useful answers in the 
search for effective strategies that students can employ. During the time of 
finding solutions to problems, the counsellor or therapist can address and 
work on enhancing the students resilient and strengths factor. Additionally, 
discussing with the students to excuse and forgive others can reduce the 
annoyance and bitterness that he or she may feel.

• In the last step, the various strengths that the counsellor or therapist has 
identified in the student can now be conversed. By focusing on strengths, 
the counsellor or therapist is building control and the sense of ability to 
take charge of his or her life and helping them in enhancing the student’s 
competence, problem-solving ability, and resilience. The counsellor or 
therapist is encouraging to be the survivor in his or her life and not be 
victimized and by doing this the student can feel empowered and this can 
build in self-esteem and self-efficacy. Thus, through this, the student can 
learn a new way to manage and handle his or her with life and can feel 
empowered as his or her own agent of change.

Check Your Progress 3

1)  Explain briefly the various psychoeducational programmes.      

 ..................................................................................................................

  ..................................................................................................................

2)  What are the six-strength factor described by Christopher Peterson (2006) 
and Martin E. P. Seligman (2004)?  

 ..................................................................................................................

  ..................................................................................................................

3)  Mention the steps that school can take to prevent inappropriate behaviour.   

 ..................................................................................................................

  ..................................................................................................................

4)  Summarise the steps of strengths-based counselling.   

 ..................................................................................................................

  ..................................................................................................................

8.6 SUmmArY   
Now that we have come to the end of this unit, let us recapitulate all the major 
points that we have learnt.

• Cognitive behaviour therapy interventions and other counselling skills like 
social skills training, REBT and problem-solving therapy, etc. can be used 
to support student problem and enhance their growth.
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• Social skills training is an applied solution for understanding the primary 
social deficits characteristic children. Social skills training has been applied 
to many other childhood problems as well and can be used with children 
having autism, anxiety, emotional and behavioural problems etc.

• Pscyhoeducational programs and approaches have a positive impact on 
students. Psychoeducational program and school-based support can help 
to look at the needs of the students by designing an effective collaborative 
intervention that can help in preventing inappropriate student behaviour and 
help in improving student learning and behaviour.

• School and administration are recognising that effective professional 
development can help to improve the education and prevent inappropriate 
behaviour. Thus, reorganisation of school environment is required with the 
help of teachers, counsellor, parents, community members, administrators, 
and support staff. 

8.7 KEYWOrDS   
Cognitive behavioural interventions: Strategies used to help children in the 
use of self-talk or inner speech to regulate overt behaviour

rational emotive behaviour therapy: Helps in challenge their own irrational and 
faulty thinking and develop the habit of thinking in positive and rational ways.

Stress inoculation therapy: Helps in preparing in advance to handle and become 
resistant to the effects of stressors.

Problem solving therapy: It is an effective therapy method as it helps people 
deal more with the extensive range of difficulties and stressful problems that 
occur in everyday living.

Social skills: Social skills are appropriate behaviors that occur in a social 
environment or context which means if individual performs then they get more 
positive than negative responses from others.

mandala: It is a Sanskrit work for circle which and the word is sometimes 
translated as s magic circle or sacred circle.

resilience: It is the capacity to recover, adapt and transform from stressful and 
difficult situations.

8.8 rEVIEW QUEStIONS   
1) Deficient social interaction skills are associated with poorer functioning 

and mental health outcomes. Explain an intervention that can be used with 
children having social skill deficits.

2) Briefly explain CBT model with help of an example.

3) What are the techniques that the teachers or counsellor can make students 
understand to cope up with their irrational thoughts?

4) What are the steps that school can take to manage and prevent inappropriate 
and undesirable behaviour from children?

5) Explain the preparatory steps used to design an intervention for social skills 
intervention for groups.
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8.10 WEB rESOUrCES   
• Healing power of mandala:
 https://www.youtube.com/watch?v=wUkmuY5voB0&t=73s
• Art therapy workshop-Mandala 
 https://www.youtube.com/watch?v=qkdg5whyR7I
• What is Cognitive Behavioral Therapy?
 https://www.youtube.com/watch?v=q6aAQgXauQw
• Rational emotive behaviour therapy vs. Cognitive behaviour therapy.
 https://www.youtube.com/watch?v=wEOw-99EDlY
• Improving social skills in children 
 https://www.youtube.com/watch?v=4AvSvZkmDJU
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9.0 LEArNING OBjECtIVES 
After reading this unit, you will be able to:  

•  Explain the relevance and salience of implementation of child rights in India;

• Discuss India’s stance and progress on various critical issues pertaining to 
child rights;

• Summarize the various government-initiated provisions for the survival and 
protection rights for children; and 

• Discuss the emergence of child helpline services and the effectiveness of 
these services in helping children in need. 

* Dr. Dhvani Patel, Former Faculty, The Maharaja Sayajirao University of Baroda, Vadodara
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9.1 INtrODUCtION    
In a country that is inflicted by age old social injustices, legal frameworks alone 
would not suffice to bring about major changes in the existing conditions of 
children in India. ‘Indian childhood’ as such is diverse because of a heterogeneous 
population. This variation and lack of uniformity owes to a number of factors that 
create divisions in the society and attribute to different life experiences such as 
religion, socioeconomic background, Indian caste system, and differential status 
across gender groups. Members of the Indian Constitution have highlighted 
the need for child rights and protection measures considering that children are 
a vulnerable population and they all need the nurturance and care required to 
reach their fullest potential. The Census data (2011) reveals that 39% of Indian 
population comprises of child population. With India competing with China 
to become the world’s most populous country, this 39% of population is a 
large number that calls for effective healthcare, education, nutrition and safety 
measures. Source From the nation’s point of view, it would also seem wise to 
ensure the health, safety and education of the children who are the future wealth 
of the country. In this Unit, we will learn about the emergence of child rights 
in India, important rights related to children and be acquainted with the child 
helpline in India.

9.2 CHILD rIGHtS: AN OVErVIEW       
9.2.1  What are rights?
Human beings have many needs, some of which are basic needs. When these 
basic needs acquire a legal frame, they become a right. Rights are entitlements and 
they inform us what others must do for you, and what others must not do to you. 
For instance, the need to attain knowledge becomes the Right to Education Act. 
It provides structure to our governments and forms the content of our country’s 
laws. Rights enable our perception of what morality stands for and every citizen 
is a right holder who has the corresponding duty bearer, which is the State. It is 
the Government that has the obligation to ensure the realisation of rights of its 
citizens.

9.2.2  What are Child rights?
Children are innocent and childhood is a vulnerable period for a developing child 
owing to the child’s dependence on parents and care givens. While in this world 
many children are blessed to have a safe and healthy childhood, the numbers 
are much greater on the other end where children live in an unsafe, unhygienic, 
discriminative and/or exploitative childhood. It is for these children that rights 
become more important for survival.

Pioneering the campaign of fighting for children’s rights post World War I, 
Eglantyne jebb (British Social reformer), penned down the Geneva Declaration 
of the Rights of the Child, which later on became the formal platform for the 
United Nations Convention on the Rights of the Child (UNCRC). Her vision 
was to ensure that no child in the world be exposed to hunger or hardships. The 
UNCRC defines child rights as “the minimum entitlements and freedoms that 
should be afforded to every citizen below the age of 18 years irrespective of 
gender, national origin, birth status, religion, wealth, colour, origin, disability or 
other characteristics”. Child rights are much more than basic human rights, since 
it needs to be acknowledged that individuals below the age of 18 years, have a 
unique set of needs arising from their vulnerabilities and their dependent status. 
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9.2.3 Child rights in India

The UNCRC (1989) has explicitly stated the age bracket of children from 0-18 
years. However, in India, there is some variation with regard to the upper age 
limit of children that varies from 0-14 years in some Acts and 0-18 years in other 
Acts. For instance, the Right to Free and Compulsory Education Act (2009) 
concerns children in the age bracket 6-14 years, whereas the Juvenile Justice 
Act (2000) defines a child as any individual below the age of 18 years.  Census 
of India (that is conducted every ten years), defines a child as an individual 
below 14 years of age. At the backdrop of such disparities, it becomes necessary 
to understand whether the protection measures and regulatory frameworks are 
serving its purpose or not? 

In India, Save the Children, a leading organization fighting for child rights is 
making Jebb’s vision become a reality. Lakhs of Indians have donated to this 
organization that attempts to fight against any harm caused to the nation’s children. 
Working towards becoming an ethical labour market force to multinational 
companies, India ratified the UNCRC in 1992.

9.2.4  Child rights and Sustainable Developmental Goals

The Sustainable Developmental Goals (SDGs) were adopted by 193 countries 
at the United Nations Sustainable Development Summit in 2015, to be achieved 
by the end of the year 2030. In India, NITI Aayog has been associated with 
Central Ministries, government initiatives and various other Central Schemes 
for achieving the SDG targets through several developmental schemes in 
collaboration with the State Governments and Union Territories. The Ministry 
of Women and Child Development has worked extensively in this direction and 
following are the major schemes concerning benefits for children:

Schemes target group Services provided
Anganwadi Services 
Schemes

Children of 0-6 years, 
pregnant and lactating 
women

Package of 6 services- supplementary 
nutrition, health check-up, referral 
services, preschool non-formal education, 
immunization, and nutrition and health 
education

Poshan Abhiyaan Young children Services attempt to reduce malnutrition/
under-nutrition and anaemia among young 
children

Scheme for 
adolescent girls 

Out-of-school girls in 
the age group of 11-14 
years 

To empower and improve their social status 
by providing them with nutrition, life skills 
and home skills. 

Ujjawala Girls and women Prevent trafficking, rescue victims and place 
them in safe custody, provide rehabilitation 
services, facilitate reintegration of victims 
into the family and society.

Beti Bachao Beti 
Padhao

Girl child Prevention of gender biased sex selective 
elimination, survival and protection of the 
girl child, education and participation of the 
girl child. 

Child Protection 
Services Scheme

Children Protection against child abuse, and neglect, 
abandonment or separation from parent. 
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Check Your Progress 1

Q.1)  Which of the following is incorrect in understanding the concept of  
 rights?      

a)   rights do not define right and wrong 
acts.

c)   rights inform us what others must do 
for us.

b)  needs that acquire a legal frame, 
become a right.

d)   rights do not inform what others 
must not do to you. 

 Codes:

i)   a and b iii)  a and d
ii)  b and d iv)  c and b

Q. 2)  Which of the following is true about child rights in India?

  a)  India ratified the UNCRC in 1992.

  b)  There is consensus about upper age limit in child right laws and acts  
 in India.

  c)  Anganwadi Services Scheme is an initiative by the Ministry of Health  
 and Family Welfare.

  d)  Beti Bachao Beti Padhao Scheme was initiated by the Ministry of  
 Women and Child Development. 

Codes:

i)   a and d iii)  a and c
ii)  c and d iv)  b and c

Box 9.1: Kailash Satyarthi: Social reformer

Kailash Satyarthi, a Nobel Peace Prize recipient 
in 2014, has been passionately driven toward the 
cause of ending child slavery and exploitation 
since 1980. Being an electrical engineer by 
education, his analytical mind helped him figure 
out the root cause of child labour: the triangulation 
of child labour, illiteracy and poverty. His 
childhood anecdotes relating to the cobbler’s 
son, working for education of the underprivileged 
children in his village, and upliftment of the 

‘harijans’ are truly inspiring. Putting his own and his workers life in danger, 
Kailash has constantly fought many cases involving child labour and child 
trafficking. Having founded the organization ‘Bachpan Bachao Andolan’ to 
free children under slavery conditions, Kailash continued his efforts to bring 
about policy reforms and steer the global committees on matters of grave 
importance such as each child’s right to education. Campaigning across 
the countries of the world, he has been the mastermind behind the Global 
March Against Child Labour which eventually led to the adoption of the 
ILO Convention 182 on worst forms of child labour (1999). As a founder 
president of Global Campaign for Education, he continues to contribute 
towards ending the global education crisis and GoodWeave International for 
taking appropriate steps in creating consumer awareness and positive action 
in the carpet industry.
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The World Health Organization asserts that the definition of health be “Health 
as a state of complete physical, mental and social wellbeing and not merely the 
absence of disease or infirmity”. Hence, the survival of the child is not sufficient. 
Each child needs protection against any harm and opportunities for growth and 
development. Healthy and unhealthy states can be represented on a continuum, 
with children striving to move or continue staying toward the healthy side. This 
represents the process of survival which is so crucial for the child’s overall 
development. 

The popular African proverb “It takes a village to raise a child” is best fitted in 
this context. The child’s survival, growth and development are not limited to his/
her immediate family, but is affected by the community at large and the social, 
political, religious and cultural ideologies that exist within the community. Early 
childhood years are the most crucial years for the development of every child. 
Considered as comprising the period from birth till 6 years of age, early childhood 
is marked by rapid growth in all faculties. Experts of neuroscience also state that the 
first three years of life are the most crucial years for brain development. Children 
in the early years subjected to any kind of toxic environment – malnourishment, 
lack of stimulating surroundings, parental abuse or neglect, prenatal exposure to 
alcohol or other substances; are more prone to various forms of disabilities and/
or developmental delays. Hence, Early Childhood Care and Education (ECCE) 
is considered a child’s right. 

Article 45 of Constitution of India proclaims that ‘the State shall endeavour to 
provide ECCE for all children until they complete the age of 6 years. There is 
also a special mention of ECCE (Section 11) in the Right to Education Act (2009) 
that states to provide ECCE services to children between 3-6 years of age and 
insists upon the government making necessary provisions for free pre-primary 
education. The Government of India further ratifies the commitment to ECCE 
services through the National Early Childhood Care and Education Policy (2013) 
which states provision for integrated services aimed at the holistic development of 
children, from prenatal period to 6 years of age. Following are briefly discussed 
government programmes targeted toward the holistic development of children: 

9.3.1 INtEGrAtED CHILD DEVELOPmENt SErVICES  
   (ICDS)

Based on the fundamental assumption that development of the child cannot be 
isolated from the condition of the mother, the ICDS (started in 1975) is the sole 
central government scheme that is targeted for serving to the needs of children 
below 6 years of age. The services of the ICDS schemes are dispersed from an 
Anganwadi Centre which covers approximately 1000 persons in rural and urban 
areas and 700 persons in tribal areas. The Anganwadi Centre is primarily operated 
by an Anganwadi worker who looks after the services aimed at improvement 
of the survival, growth and development of children. For instance, to meet the 
health needs, the Anganwadi worker organizes immunization programmes and 
pays home visits to pregnant women. Assisted by an Anganwadi helper (also 
known as ‘sahayika’), the Anganwadi worker also looks into the ECCE needs 
by surveying the area and enrolling eligible children, and conducting pre-school 
activities with these children. In order to meet the nutritional needs of the 
children, the Anganwadi worker ensures that food is served on time on a daily 
basis, and keeps monitoring the growth charts of children below 3 years of age, 
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Anganwadi Centres also provide for ante-natal care of expectant mothers, post-
natal care of nursing mothers, and Nutrition and Health Education for women in 
the age group of 15-45 years to look after issues pertaining to family planning, 
health care services and hygiene. 

9.3.2  rajiv Gandhi Creche Scheme
Primarily to provide services to children of working mothers, the Rajiv Gandhi 
Crèche Scheme allots a number of crèches to States and Union Territories based 
on the child population. Each crèche takes care of about 25 children for 8 hours, 
from 9 am to 5 pm, and services include health, nutrition, rest and preschool 
education. 

9.3.3  mother and Child Health Programmes
I.  Reproductive and Child Health Programme (RCH) – is an integrated program 

that was launched in 1997 by the Ministry of Health and Family Welfare, 
Government of India. The package of services provided under this scheme 
is listed as follows:

• Provision of services during ante-natal, delivery and post-natal period, 
including safe abortion practices wherever required.

• Provision of preventive and management services of reproductive tract 
infections and sexually transmitted infections. 

• Counselling of family life and reproductive health to adolescent girls.

• Services to married couples by availability of contraceptive methods 
and prevention of pregnancy wherever needed.

• Provision of services related to care of the new born and immunization 
practices.

II.  National Rural Health Mission (NHRM) –The Ministry of Health and Family 
Welfare, Government of India, launched NHRM in 2005 to curb the rate of 
maternal, neonatal and infant mortality rates. The primary objective was to 
provide affordable and easy accessibility to maternal homes in rural pockets 
of the country. On a similar vein, the Janani Shishu Suraksha Karyakram 
was launched in 2011 to make available free services to pregnant women 
and free institutional deliveries till the infant is one month of age. 

9.3.4  midday meal Programme 

The National programme of Nutritional Support to primary education (NP-NSPE) 
is a centrally funded project launched in 1995 in limited blocks of the country. 
The Midday Meal Programme is world’s largest school feeding programme that 
aims to improve school enrolment, school retention, as well as school attendance, 
and consequently helps to improve the nutritional levels of the school children. 
At present, the Midday Meal Programme provides services both to the primary 
(grades 1-5) and upper primary (grades 6-8) school children in entire country. 
Few specificities are additionally emphasized for the smooth functioning of the 
scheme such as encouraging locally grown foods by maintaining a kitchen garden, 
displaying information related to supplies and weekly menu for the purpose of 
ensuring transparency, and educating teachers on issues pertaining to nutrition 
and cleanliness. 



180

Interventions and Child 
Rights

9.3.5  right to Education
Education functions to bring about social change and improve one’s quality of 
life. Universalization of Elementary education (UEE) is of principle importance 
for the progress of our country. Elementary education comprises of grade 1 to 
5 (primary) and grades 6 to 8 (upper primary). Major programs launched under 
UEE include:

i) Midday Meal Programme.

ii)  District Primary Education Programme (DPEP) with focus on primary 
education. 

iii)  Shikhsha Karmi – to deal with issues pertaining to teacher absenteeism. 

iv)  Lok Jumbish – with focus on education for the girl child. 

v)  Operation Blackboard – focus on provision of infrastructural facilities to 
schools.

vi)  Sarva Shikha Abhiyan (SSA) – a flagship program by the Government of 
India launched in 2000 to achieve UEE in a time bound manner. SSA was 
a single program covering all the aspects of elementary education in a 
holistic manner. Working in partnership with the State Governments, SSA 
was based on the 86th amendment to the Constitution of India making 
free and compulsory education to children in the age group 6-14 years, 
a fundamental right. SSA programme seeks to provide for infrastructural 
facilities wherever lacking, opening of new schools in those locations that 
do not have schooling facilities, providing for additional teachers in schools 
that have an inadequate teacher strength, providing for training to existing 
teacher population, provision of life skills education and special emphasis 
on girls’ education and children with special needs. 

vii)  The Right to Education (RTE) Act was enacted in 2010, and Article 21-A 
was inserted in its 86th amendment. RTE makes it legally binding to local 
and state governments for entitlement of education to children of age 
groups 6-14 years. By ‘free education’, RTE Act (2009) clearly implies that 
no child should pay for school fees if that prevents him/her from pursing 
school education. By ‘compulsory education’, the Act states that it is the 
local and state government’s obligation to ensure admission, attendance, 
and completion of elementary education of all children in the age group of 
6-14 years. The RTE Act also insists on appropriately trained and qualified 
teachers, prohibits any form of physical and mental harassment to children, 
says no to screening procedure for admission of children, and prohibits 
personal tuitions by teachers and to schools functioning without recognition. 
Furthermore; it is also is mandated to form School Management Committees 
(SMCs) in all schools with certain laid down roles and responsibilities. To 
manage SMCs affairs, the SMCs elect a Chairperson and Vice-Chairperson 
from among the parent members. The ex-officio Member-Convener of the 
School Management Committee will be the school's head teacher or, in 
the absence of a head teacher, the school's senior most teacher. The main 
functions of the School Management Committee are as follows:

i) Monitor the functioning of the school,

ii. Preparation, recommendation, implementation and monitoring of the 
School Development Plan, and
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Local authority or any other source.

Check Your Progress 2

1)  Match the Following:     

a)  Midday Meal i)   DPEP
b)  Primary Education ii)  ICDS
c)  Anganwadi Centre iii) NP-NSPE
d)  Right to Education iv)  UEE

 Codes:

1)  a-i, b-ii, c-iii, d-iv 3)  a-iii, b-i, c-ii, d-iv
2)  a-ii, b-i, c-iv, d-iii 4)  a-iv, b-iii, c-i, d-ii

2)  Answer the following in one sentence:

 i)  Any one provision of Reproductive and Child Health Programme.

 ii)  How is SSA different from RTE to achieve UEE?

 iii)  List any one feature of Anganwadi Centres.

9.4 rIGHt tO PrOtECtION AND PArtICIPAtION     
Children in especially difficult circumstances (CIDC) is a growing concern 
among the professional groups all over the world. CIDC are children whose 
basic rights are not met and they are in greater need of protection owing to their 
socio-economic, political and geographical conditions. The United Nations for 
Economic and Social Commission for Asia and the Pacific (UNESCAP) in 2008 
defines CIDC as “those children who are for shorter or longer periods in their lives, 
exposed to intense multiple risks to their physical and mental health”. CIDC is a 
heterogeneous group that comprises of children who are categorised as follows 
by the Ministry of Women and Child Development, Government of India: 

Box 9.1: Various categories of CIDC
1)  Place of Shelter Children living in slums, migrant children, children of 

nomads, children of prisoners, street children
2)  Children living in poverty Abandoned and homeless children, children who are beg-

gars, child labourers, children in severe poverty
3)  Children affected by natural disasters and violence
4)  Children subjected to abuse Children in prostitution, children of prostitutes, sexually 

abused children, sexually exploited children
5)    Children affected by AIDS
6)    Children working in hazardous occupations
7)    Missing children and trafficked children
8)    Children affected by social customs like child marriage
9)    Juvenile offenders
10)  Drug addicted children
11)  Children with disability
12)  Orphaned children
13)  Children born as eunuchs
Source: https://www.planindia.org/wp-content/uploads/2019/09/CIDC-Report

Described below are few of the significant areas where measures have been taken 
by the Government of India in form of legislations and policies for protection 
of CIDC: 
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9.4.1 Child Labour 
Child labour is not only a form of exploitation, but it also destroys the early years 
of a child who needs to attend the school and acquire age-appropriate skills akin 
to their peer group. Children commonly engage in economic work before they 
are 18-years old owing to parental poverty, lack of awareness, their current socio-
economic and cultural scenario, and lack of availability of education services. 
The lack of awareness often leads of exploitation of child labourers who are 
underpaid, made to work for more hours, and in harmful conditions. 

Article 24 of the Constitution of India clearly states that any child below 14 years 
of age should not be employed to work in a factory or mine or any hazardous 
occupation. Consequently, the Child Labour Act (1986) aims to regulate working 
hours and working conditions of child workers and prohibits employment of 
children (below 14 years of age) in any hazardous occupation. The National Child 
Labour Policy (NCLP) was launched in 1988 for rehabilitation of child labourers, 
for development of a regulation project for the welfare of working children in 
highly concentrated areas of child labour, and for devising general development 
programs that aim for the upliftment of children. Related constitutional measures 
for upliftment of children were also made with Article 21(A) – free and 
compulsory education of every child aged 6-14 years, as obliged by the State and 
Local Governments, and Article 24 which prohibits employment of child below 
14 years of age in factories/mines or other hazardous environments. 

The Government of India enacted the Child Labour Amendment Act in 2016, 
which not only prohibits employment of children below 14 years of age, but 
also prohibits engaging adolescents in age group 14-18 years in any hazardous 
occupation. The amendment act provides for stricter laws against employers in 
any such instance of violation of the Act. The Act further clarifies on children as 
domestic help, where a child is allowed to work in family enterprise after school 
hours and during vacations. The Act also made provisions for a child artist to 
be permitted to work provided that it does not affect his/her school education. A 
greater percentage of children working as domestic labour was revealed in the 
urban cities and hence, the Act also banned the engagement of children as domestic 
workers in restaurants, hotels, resorts, spas and dhabas. The total number of child 
labourers in India has declined by 65% as estimated from figures obtained from 
the 2001 and 2011 Census Data. 

In India, parents’ poverty and indebtedness to the lender often also results 
in bonded child labour, wherein the child enters a lifelong bondage with the 
lender. The Bonded Labour System (Abolition) Act was enacted by Parliament 
of India in 1976. Bonded child labour still continues in parts of the country and 
perpetrators of the law go unpunished under the Minimum Wages Act, 1948; 
Child Labour (Prohibition & Regulation) Act, 1986; and Bonded Labour Act of 
India, 1976. The International Labour Organization (ILO) set up two major core 
conventions pertaining to child labour; ILO Convention No. 138 in 1973 asserts 
that the minimum age of entry for employment and work shall not be less than 
18 years; and ILO Convention No. 182 in 1999 outlines the worst forms of child 
labour which need to be prohibited including slavery, trafficking of children for 
prostitution, and procuring drugs, and any form of work that harms the health, 
safety and morals of the child. The Government of India ratified the long-awaited 
ILO Conventions No. 138 and 182 on 31st March 2017. 



183

Child Rights and Safety9.4.2  Child Sexual Abuse
Sexual abuse has been defined as inappropriate sexual behaviour with the child 
which includes acts of sodomy, exhibitionism, rape, incest, sexual exploitation, 
intercourse, touching the child’s genitals, or making the child touch adult’s 
genitals. Child Sexual Abuse (CSA) is said to occur when a person in position of 
power or trust engages in child abuse, like a parent or a relative. When a stranger 
commits sexual abuse with a child, it is termed as sexual assault and handled 
differently. Victims of CSA undergo a lot of trauma including nightmares, low 
self-esteem, guilt, shame, suicidal tendencies, depression, sexually transmitted 
diseases, fear of the abuser, and other psychological problems. 

It is necessary to adopt a multi-sectoral approach in dealing with cases of CSA, 
to prevent the child from further trauma and assist in his/her recovery. Victims 
of CSA run a risk of secondary victimization by the judicial delivery process. 
Unspecialized police, prosecutors and judges can cause more harm than help to 
the child, unavailability of medical support and counselling services can further 
hinder the healing process, unavailability of timely advice and assistance if 
the perpetrator of law is family member or main breadwinner, and absence of 
supervision system during and after the court procedures. These events make the 
victims of CSA even more vulnerable. 

The Government of India brought about the special law for the Protection of 
Children from Sexual Offences (POCSO) Act 2012. The POCSO Act aims to 
“provide for the protection of children from the offences of sexual assault, sexual 
harassment and pornography, while safeguarding the interests of the child at 
every stage of the judicial process by incorporating child-friendly mechanisms 
for reporting, recording of evidence, investigation and speedy trail of offences 
through designated special courts”.

The Act specifically outlines the following features:

• A child is defined as any person below 18 years of age

• Reports on different forms of sexual abuse, both penetrative and non-
penetrative assault 

• Includes sexual harassment and pornography

• Trafficking children for sexual purposes also punishable under provisions 
of abetment in Act.

• Mandatory reporting of sexual offences, casting a legal duty upon the person 
who has an awareness of the same. 

• Specific arrangements to be made by police personnel who receive a report 
of child sexual abuse, ensuring medical treatment and shelter of the child 
and reporting to the Child Welfare Centre (CWC) within the first 24 hours, 
who will then provide with further arrangements.

• The Act also specifies about medical examinations in a manner less stressful 
to the child, insisting upon presence of parent or a trusted person, and 
examination by female doctor in case of a female child. 

• Provision for special courts to conduct trial in-camera, in a child-friendly 
manner, without disclosing the child’s identity. 
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9.4.3  Children with Disabilities
Information on Children with Disabilities has been extensively covered in the  
Unit 4 “Children with Special Needs”. The United Nations Convention on 
Rights of Persons with Disabilities (UNCRPD) is an international human rights 
treaty which affirms that disability is the result of interaction of attitudinal 
and environmental barriers that cause hindrance in attaining full and active 
participation in a given society on an equal basis. This stance by the Convention 
on the Rights of Persons with Disabilities (CRPD) brought about a paradigm 
shift from ‘charity-based’ approach to ‘rights-based’ approach and was adopted 
by the United Nations General Assembly on December 13, 2006.

In India, the Persons with Disability (PWD) Act 1995 was enacted for ensuring 
full participation and equality of people with disability. The Act listed down 
seven conditions of disabilities. The PWD Act (1995) adopted a ‘social welfare’ 
approach with emphasis on prevention, early detection of disabilities, education 
and employment of persons with disabilities. India signed and ratified the 
UNCRPD in 2007 which resulted in enactment of a new legislation in place of the 
PWD Act 1995. The PWD Act 2016 has expanded the list of disabilities from 7 to 
21 conditions, replaced the term Mental Retardation with ‘Intellectual Disability’, 
and provided with an elaborate definition of ‘mental illness’. The RPWD Act 2016 
emphasizes that the Government ensure persons with disabilities with ‘right to 
equality, life with dignity, and respect for his/her integrity equally with others’.

9.4.4  Children in Conflict with the Law
Children below 18 years of age who commit offences such as stealing, murder, 
rape/molestation and sexual abuse, cause injury to others and other minor offences 
are taken into police custody under the purview of Juvenile Justice System. 
Childhood is an enjoyable period of life but many children are deprived of this 
safe and happy childhood. There are a multitude of factors that cause a child to 
commit offences: 

i) Poverty – that leads to depriving a child of various social and economic 
opportunities.

ii) Family – criminal acts by family members, absence of appropriate guidance 
and inconsistent discipline, broken homes, child abuse. 

iii) School dropouts and acts of truancy.

iv) Media exposure – violent acts that desensitize children, lack of awareness 
about sex education leading them to commit crimes.

v) Peer influence – involvement with drugs, gambling and sexual activities.

A large percentage of children belong to “families at risk” and “children in 
need for Care and Protection”. While many children need institutional services, 
there has been a paradigm shift from institutional to non-institutional services 
in interventions carried out for these children. While acknowledging that family 
environment is the best for a child’s upbringing and that there’s no substitute 
for the same, non-institutional services like foster homes, adoption centres, 
community centres, and day care/night care shelters can function as a short-term 
institutional care service. Simultaneous efforts are driven toward improving the 
quality of child care within institutions.
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Children’s Act of various states. The Act addresses two categories of juveniles: 
‘neglected juveniles’ (child of a prostitute, child exploited for criminal and 
immoral purposes, child who is a destitute, child found begging, and child with 
inadequate parental support); and ‘delinquent juvenile’ (child who has committed 
an offense that is punishable by Indian law system). The JJA 1986 provided a 
protective cover for the neglected and delinquent juveniles by providing for 
certain institutions for care (juvenile homes, special homes, observation homes 
and after care organizations) and designated the Juvenile Welfare Boards for the 
neglected juvenile and the Juvenile Courts for the juvenile delinquent for purposes 
of administration of juvenile justice. 

There was a growing impetus that eventually led to the passing of the Juvenile 
Justice (Care and Protection of Children) Act in 2000. Factors that led to its 
enactment include the shortcomings and non-implementation of the JJA 1986, the 
ratification by India of the UN Convention on Rights of Children (CRC) in 1992, 
and the changing social scenario that placed more emphasis on child friendly 
juvenile justice system. The JJA 2000 categorises children below 18 years of 
age as juvenile: children in conflict with law, and children in need for care and 
protection. Children with disabilities, sick children, tortured and abused children, 
children affected by natural calamities are included in ‘children in need for care 
and protection’ category. Child Welfare Committees (CWC) were stipulated by 
the JJA 2000 for care and protection of the juvenile and child below 18 years 
of age. Non-institutional services were also given an increasing emphasis. For 
instance, the abandoned/orphaned/neglected child could be adopted, thus ensuring 
the social reintegration of the child. The Act also provided for establishment of 
Special Juvenile Police Units in all districts and city to enable training of police 
force for handling of children in conflict/contact with law. 

The public outrage during the Nirbhaya Case in the country’s capital in December 
2012 resulted in Parliament of India enacting the Juvenile Justice Act 2015 which 
received strong criticism from scholars of various fields, owing to its ambiguity. 
While the International law considers ‘child’ as any person below the age of 18 
years, Section 15 of the JJA 2015 states that child above 16 years and below 
18 years of age can be tried in the adult court if found committing a heinous 
offence. The offences have loosely been classified as petty, serious and heinous; 
with 3 years, 3-5 years and 5-7 years respectively as punishment of committing 
the offences. 

9.4.5  National Commission for Protection of Child rights
National Commissions for the Protection of Child Rights (NCPCR) was set up in 
March 2007 under the Commission for Protection of Child Rights (CPCR) Act, 
2005. It is a statutory body that is administratively controlled by the Ministry of 
Women and Child Development, Government of India. NCPCR defines a child as 
a person in the age group of 0-18 years. It is an authority that ensures that the laws, 
policies, programmes, etc. are from the child rights perspective as enshrined in 
the Constitution of India and UN Convention on the Rights of the Child. NCPCR 
also has come up with an online complaint management system- POCSO e-Box.



186

Interventions and Child 
Rights

POCSO e-Box Helpline- 1800115455 (Toll free)  

Source:  National Commission for Protection of Child Rights, Government of 
India (ncpcr.gov.in)

Check Your Progress 3

1)   State the following as true or false:

  i) The Bonded Labour System Act enacted by the Parliament of India  
 in 1976 was successful in abolishment of bonded child labour. (T/F)

  ii) The Child Labour Amendment Act 2016 allows children to work in  
 family enterprises after school hours and in vacations. (T/F)

  iii) Sexual assault occurs when a person in position of power or trust  
 engages in child abuse. (T/F)

  iv)  The PWD Act 2016 has expanded the list of disabilities from 7 to 12.  
 (T/F)

  vi) The JJA 2000 emphasized more on the non-institutional services for  
 care of children in conflict/contact with law. (T/F)

Box 9.1: Know the difference!

Law – a set of rules and regulations enforced by the government. Laws are 
created to maintain order in the society and protect the fundamental rights of 
the country’s citizens. 

Act – is a subset of law, a decree approved by the legislative body. Acts are 
made to make people aware of certain rules and regulations that are in place.

Amendment – is an alteration of part of an act or any other written law.

Legislation – refers to preparation and enactment of laws by a legislative 
body through its law-making process. The Parliament of India is the supreme 
legislative body of the Republic of India. 

Policy – is a course of action enacted by the Government in response to public, 
real world problems. 
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9.5 CHILD HELPLINES     
As the term denotes, child helpline is a support service provided to children in 
need, and run by civil organizations or government organizations. Firmly rooted 
to the principles of UNCRC, Child Helplines strive to work toward the fulfilment 
of basic human rights of children across the world. The children of the world have 
the basic right to survival, to be protected from any harm, abuse or exploitation, 
to develop to their fullest, and the right to participate in family, society and any 
other cultural setting. Since the child helplines are often the victim’s first point 
of contact, Child Helplines base their work on the following specificities: 

i) Adherence to four core principles of UNCRC, which are non-discrimination, 
looking after the best interests of the child, the right to life, survival and 
development, and respecting the child’s views.

ii) Right to be heard and to express one’s views without fears of reprimand.

iii) Child helpline counsellors are trained to listen to the children, and act as 
liaison officers between the children in need and the emergency services 
that are locally situated. 

iv) Wherever possible, engage in direct intervention by providing shelter, 
educational and legal services. 

v) Make provisions and seek alternatives to reach out to those children who are 
unable to access the child helpline services on their own. 

vi) Empower children who seek these services by creating awareness about the 
issues at hand and educate the children to emerge as decision makers.

The Child Helpline International (CHI) data collected from other member country 
centres indicate an approximate figure of 277 million children who reached out 
for help from 2004-2014. Highest reported cases among these were of abuse 
and violence (30%), followed by psychosocial mental health issues (15%), 
peer relationships (12%), sexuality and sexual relationships (10%). In order 
to ensure a successful delivery of child helpline support services, the national 
mobile operators play a fundamental role in assisting the child helplines in the 
following thrust areas:

i)  Easy access to child helplines – In order to ensure that children of all ages 
do not face any difficulty in calling child helplines, the following initiatives 
can help accelerate this procedure:

a) Ensuring that the calls are free of cost to the caller. Generating toll free 
numbers would ensure a greater number of children approaching for help. 

b) Creating a number of channels for awareness about the child helpline 
number.

c) Working with the concerned national authorities to secure an easy to 
remember, small helpline number.

d) A toll-free model is likely to increase the number of calls, and the 
child helplines should ensure effective training of staff, volunteers and 
counsellors to ensure a good quality of services.

e) Ensuring that a child helpline number never gets blocked via parental 
controls. For instance, Telenor India (Telenor India merged with Bharti 
Airtel in 2018) had installed the child helpline number in its SIM card 
and hence appeared by default on the customer’s phonebook. 
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ii) Ensuring confidentiality of children’s call to the child helpline- This can be 
done by not charging the calls so that these calls do not appear on the phone 
bill.

iii) Ensuring regional child support services via call routing- Many countries 
route the calls received to the same region from which the caller is located. 
This ensures two things, firstly, child and helpline volunteer can communicate 
and language would not be a barrier. Secondly, it becomes easy for the 
child helplines to locally connect to child protection services that operate 
regionally. 

9.5.1 Child Helpline in India
In India, Childline emerged as a field project in 1996, in the Department of 
Family and Child Welfare, Tata Institute of Social Sciences in Mumbai. Ms. Jerro 
Billimoriam, a professor at TISS came up with this idea during her interactions 
with children on the railway stations and Mumbai’s night shelters. Children 
in need started contacting her anytime of the day. Since it was not possible to 
function at an individual level all alone, tele-helpline surfaced as a solution where 
children could receive an instant support and with this one-point contact, be 
heard immediately, if they were ill, injured, or just wanting to talk to someone. 
Childline India Foundation was formed in 1999, and the Ministry of Social Justice 
and Empowerment funded it at the national level from 1997-2000. In 2006-07, 
Ministry of Women and Child Development granted Childline India Foundation 
the status of ‘Nodal Mother NGO’ in order to set up Childline services in all 
parts of the country. Today, Childline India Foundation serves as an active link 
between the Ministry and NGOs located across the country.

Box 9.3: Some Interesting facts about Childline India Foundation

•  The idea of tele-helpline service was met with some serious problems 
like inability of the child to remember ten-digit numbers, inability of the 
child to pay for the call and the like. 

•  It took three years, two dharnas and a threat of hunger strike that ultimately 
led to the establishment of 1098 as a national toll-free number for children. 

•  Children devised a better plan to memorize the toll-free number 1098 by 
counting backwards 10-9-8, and that’s how the story of ‘dus-nau-aath’ 
came to be known.

•  The logo of the Childline India 
Foundation was decided as a cheerful 
and carefree boy calling, which 
signified two things- being carefree 
portrayed how children in pain are 
often successful in concealing their 
pain, and a smiling face signified 
how Childline services would make 
children happy. 

Children who are living on streets, seeking shelter in child care institutions victims 
of abuse, and children deprived of parents and families, are considered are highly 
vulnerable. Recently, the pandemic crisis because of the COVID19, in India as 
well as countries across the globe, has impacted not only the health and economic 
sectors, but majorly on the psychosocial wellbeing of people. The conditions of 
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and caregivers. Children also experienced confusion, frustration and anxiety due 
to school closures and limited interactions with peers. 

Childhood being a critical period that impacts the development of an individual’s 
personality, UNICEF with Childline India has provided with a Manual that 
provides parents, caregivers and NGOs with tips on handling children during 
the hard pressing times, and age specific tool kits for children and adolescents to 
enable them to deal with stressors (during the pandemic crisis).This tool is part 
of the efforts by the Ministry of Women and Child Development to provide relief 
from emotional and psychosocial stress to children across the country. Childline 
India’s open announcement during the lockdown period “We are not locked 
down” has consequently also witnessed a spike in calls by 50%, many calls also 
merely seeking information about the pandemic. India’s exclusive emergency 
helpline for children (1098) in collaboration with Ministry of Women and Child 
Development, State Governments and Child Protection Services has helped many 
children during the critical period of the pandemic. 

Check Your Progress 4

1)  Child Helplines base their work on which four core principles of UNCRC?      

 ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

2)  How can the national mobile operators assist the child helplines?  

 ..................................................................................................................

  ..................................................................................................................

  ..................................................................................................................

9.6 SUmmArY 
Now that we have come to the end of this unit, let us recapitulate all the major 
points that we have learnt.
• Child rights are much more than basic human rights, since it needs to be 

acknowledged that individuals below the age of 18 years, have a unique set 
of needs arising from their vulnerabilities and their dependent status.

• Government Programmes for ensuring the rights of children are focused on i) 
right to survival and development, and ii) right to protection and participation.

• The major schemes for the benefit of children are Anganwadi Services 
Schemes, Poshan Abhiyaan, Scheme for Adolescent Girls, Ujjawala, Beti 
Bacaho Beti Padhao, and Child Protection Services Scheme.

• The Persons with Disability (PWD) Act 1995 was enacted for ensuring full 
participation and equality of people with disability. It includes 21 forms 
for disabilities and mental retardation has been replaced by ‘intellectual 
disability’.

• The Juvenile Justice Act 2000 categorises children below 18 years of age 
as juvenile: children in conflict with law, and children in need for care and 
protection. Section 15 of the Juvenile Justice Act 2015 states that child above 
16 years and below 18 years of age can be tried in the adult court if found 
committing a heinous offence.
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• Child Helpline services have emerged as a reliable platform for providing 
children with one-contact service where it is crucially needed.

9.7 KEYWOrDS 
NItI Aayog: The National Institution for Transforming India, more commonly 
known as NITI Aayog, is a primer policy ‘Think Tank’ of Government of India, 
for providing directional and policy inputs to the Centre and States

Convention: International treaties and are instruments, which create legally 
binding obligations to the countries that ratify them.

Hazardous occupation: Harmful to the physical, emotional or moral wellbeing 
of children. 

juvenile justice: Derived from Latin word juvenis meaning ‘young’. Juvenile 
Justice is a framework and a system that protects, reforms and rehabilitates the 
young. It is based on the assumption that delinquent behaviour and children in 
abnormal circumstances cannot be dealt with by the adult criminal law. 

9.8 rEVIEW QUEStIONS  
1)  Give a brief overview of Child Rights in India?

2)  Why is right to survival and development so important for the children? 
Briefly describe the government programmes targeted toward the holistic 
development of children.

3)  Who are children in especially difficult circumstances (CIDC)? Discuss few 
historical measures taken by Indian Government for the protection of CIDC.

4)  What is a Child Helpline? Describe the salient features of Child Helpline 
services in India.
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Answers to Check Your Progress

Check Your Progress 1

1)  (iii). a and d

2)  (i). a and d

Check Your Progress 2

1)  3) a-iii, b-I, c-ii, d-iv

2)  i)  Counselling of family life and reproductive health to adolescent girls 

 ii)  With the insertion of Article 21-A in 86th amendment act, RTE makes  
 it legally binding to local and state governments for entitlement of  
 education of children from 6-14 years.

 iii)  The Anganwadi Centre is primarily operated by an Anganwadi worker  
 and assisted by an Anganwadi helper. 

Check Your Progress 3

1) i)  False

 ii)  True

 iii)  False

 iv)  False

 v)  True
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Check Your Progress 4

i) Child Helplines base their work on the four core principles of UNCRC – 
non-discrimination, looking after the best interests of the child, the right to 
life, survival and development, and respecting the child’s views.

ii) The national mobile operators can assist the child helplines by allowing easy 
access to child helplines, ensuring confidentiality of children’s call to child 
helpline and ensuring regional child support services via call routing. 


