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Counseling With Exceptional Children 

Shari Tarver-Behring and Michael E. Spagna 

Children and adolescents with disabilities are an extremely heterogeneous group of 
diverse learners, each with unique learning strengths and needs. Often misunderstood and 
frequently less served by the counseling profession, these children and adolescents need 
counseling services just as much as, if not more than, other children (McDowell, Coven, 
& Eash, 1979). Federal legislation makes it imperative that all counselors who work with 
children and adolescents, even those not working within public school settings, be knowl-
edgeable about the identification of and services for those with disabilities. In addition, all 
counselors have a professional and ethical responsibility to facilitate conditions that pro-
mote the full potential for all individuals, including exceptional groups (Baker, 1992; 
Holmgren, 1996; Maes, 1978; Seligman, 1985). As knowledge and experience are 
obtained for this population, counselors can serve children and their families more fully as 
intended by legal and professional guidelines. 

Most counselors will encounter in their practice children and adolescents with dis-
abilities. According to the U.S. Department of Education (2000), approximately 9% of the 
school-age population is classified as having a federally recognized disability and, there-· 
fore, receiving special education and/or related services. This figure does not include 
gifted children, who also are significantly different from the norm and are in need of iden-
tification, curricular modifications, and counseling interventions (Silverman, 1993). Nor 
does it include students with disabilities who do not qualify for special education but may 
be eligible for other educational and counseling services. 

Despite the number of children and adolescents with disabilities, counseling profes-
sionals historically have had limited contact with this population for a variety of reasons. 
Some counselors lack confidence and training to serve these groups. Some are uncom-
fortable around people with disabilities. Others have incorrect information about or preju-
dices toward those with exceptional needs (Tucker, Shepard, & Hurst, 1986). In addition, 
because services to children and adolescents with disabilities are most often delivered by 
special education personnel within public schools, counselors may believe that their skills 
are not needed for these groups (Tarver Behring, Spagna, & Sullivan, 1998). Most coun-
selors, however, do have many of the skills needed to work with these children and their 
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families, such as communication strategies, a background in 
human development, and experience with an array of thera-
peutic techniques (Cochrane & Marini, 1977). 

Counselors can prepare themselves to serve exceptional 
groups in several ways. As a first step, they must clarify their 
feelings and attitudes about working with children and ado-
lescents who have disabilities. Pity, low expectations, repul-
sion to physical abnormalities, misinformation, and other 
biases can preclude effective counseling (Baker, 1992). Cor-
rect information and direct experience can facilitate accurate 
awareness and acceptance of these groups. In addition, 
counselors must obtain knowledge and training for working 
with specific groups with exceptional needs (Tarver Behring 
et al., 1998; Tucker et al., 1986). They can obtain this 
knowledge through training about federal and state guide-
lines, counseling workshops, consultation, supervision, cur-
rent therapeutic literature, and community resources. 

This article presents a discussion of identifying charac-
teristics of children with developmental disabilities, physi-
cal and neurological disabilities, and attention deficit 
hyperactivity disorder, as well as a range of counseling 
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approaches that have proven beneficial for specific groups 
of children and youth with disabilities. 

STUDENTS WITH DEVELOPMENTAL 
DISABILITIES 

Students with developmental disabilities, according to 
the Commission on Excellence in Special Education (U.S. 
Department of Education, 2002), include those having spe-
cific learning disabilities, speech and language impairments, 
emotional disturbance, mild mental retardation, and devel-
opmental delay. The categories of specific learning disabili-
ties, emotional disturbance, and mild mental retardation are 
explored in more detail in the following discussion, which 
addresses the cognitive, academic, adaptive, social, percep-
tual-motor, and language functioning of students with these 
types of developmental disabilities. 

Categories of Students With Developmental Disabilities 

Specific Learning Disabilities 
Children and adolescents who have been identified as 

having specific learning disabilities usually are eligible for 
special education and related services only if they exhibit 
average intellectual functioning. This eligibility criterion 
has created a great deal of controversy, as children and ado-
lescents with above-average intellectual functioning also 
may benefit from services in certain areas. In direct com-
parison to students with mild mental retardation, who have 
global deficits in the areas of memory and attention, indi-
viduals with specific learning disabilities have difficulties in 
an encapsulated area or areas of cognitive functioning (e.g., 
phonemic awareness), which are referred ·to as psychologi-
cal processing deficits. These deficits cause academic diffi-
culties and result in achievement significantly below expec-
tations given average intellectual capacity. The incidence of 
children and adolescents with specific learning disabilities 
has been reported at 4.5% for the 50 states and Washington, 
DC, for ages 6-21 during the 1999-2000 school year (U.S. 
Department of Education, 2001). 

Adaptive functioning in students with specific learning 
disabilities, similar to cognitive ability, is relatively intact. 
Even though these children and adolescents might exhibit 
dependency on teachers and parents, they have learned in 
many instances how to compensate for the impact their dis-
abilities have on life outside of school. 

According to Henley, Ramsey, and Algozzine (1993), 
students with specific learning disabilities, similar to those 
with mild mental retardation, have low self-esteem and gen-
erally a poorly defined self-concept. Even more than indi-
viduals with mild mental retardation, these students want to 
be accepted by peers without disabilities, so much so that 



they place themselves particularly at risk for gang involve-
ment, breaking the law, and substance abuse. 

Students with specific learning disabilities may have 
absolutely no deficits in perceptual-motor functioning. If 
their specific learning disability does affect this area of func-
tioning, however, as in individuals who have dysgraphia, 
their gross- and fine-motor skills may be so involved that 
even beginning handwriting skills might be affected. 

In the area of language functioning, children and adoles-
cents with specific learning disabilities may experience any 
of a multitude of difficulties in both receptive and expressive 
language. These deficits in language functioning might be 
evidenced by an inability to follow oral directions, to ask 
appropriate questions, to interact with peers socially, and so 
forth. Dysnomia, a type of specific learning disability that 
involves the inability to retrieve and express vocabulary, 
results in tip-of-the-tongue difficulties. 

Cultural sensitivity should be considered in screening 
and referring students because a number of racial/ethnic 
subgroups have been misidentified for specific learning dis-
abilities because of language differences, cultural mis-
matches in educational methodology, learning difficulties 
related to poverty, and teachers-versus-students cultural dif-
ferences in behavioral expectations (American Youth Policy 
Forum and the Center on Educational Policy, 2002). 

Emotional Disturbance 
Cognitively, students with emotional disturbance usually 

are characterized as having at least low-average to average 
intellectual functioning and do not exhibit psychological 
processing deficits. According to the federal definition: 

(i) The term [emotional disturbance] means a condition 
exhibiting one or more of the following characteristics 
over a long period of time and to a marked degree that 
adversely affects a child's educational performance: 

(A) An inability to learn that cannot be explained by 
intellectual, sensory, or health factors. 

(B) An inability to build or maintain satisfactory inter-
personal relationships with peers and teacher . 

(C) Inappropriate types of behavior or feelings under 
normal circumstances. 

(D) A general pervasive mood of unhappiness or 
depression. 

(E) A tendency to develop physical symptoms or fears 
associated with personal or school problems. 

(ii) The term includes schizophrenia. The term does not 
apply to children who are socially maladjusted, unless it 
is determined that they have an emotional disturbance. 
(IDEA, 1997, sec. 300.7[4]) 

Students with emotional disturbance experience aca-
demic failure as a direct result of emotional problems or 
internalized and/or externalized behaviors that impact their 
performance. For example, students who have severe 
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depression or suicidal ideation most certainly will encounter 
academic difficulties; pupil who are engaged in continuing 
behavioral outbursts (e.g., kicking other students) also will 
incur educational consequences-e pecially if they are sus-
pended or expelled. Indeed, students with emotional distur-
bance often have discipline problems. The incidence of chil-
dren and adolescent with emotional disturbance has been 
reported at 0.7% for the 50 states and Washington, DC, for 
ages 6-21 during the 1999-2000 school year (U.S. Depart-
ment of Education, 2001). 

A a result of their behavioral outbursts or generalized 
withdrawal, pupils with emotional disturbance tend to have 
poor relationships with their peers without disabilities. Like 
students with specific learning disabilities, they usually suf-
fer from poor self-concept and low self-esteem. Often, their 
behaviors elicit negative reactions in peers, teachers, and 
parents that result in nonacceptance. As a result, these stu-
dents are particularly susceptible to outside influences and 
are at risk for substance involvement, gang-related activity, 
and so forth. 

Perceptual-motor skills and language functioning in this 
group are generally considered intact. But profane language 
and other behavioral outburst resulting from emotional 
problems or socialized aggression can severely limit the 
interaction of these students with other . 

As een with the category of specific learning disabilities, 
African American students have been identified as having 
emotional difficulties at a higher rate than other cultural 
groups. Students from all cultural backgrounds must be 
understood and evaluated for emotional disorders in a cul-
turally fair and appropriate manner (American Youth Policy 
Forum and the Center on Educational Policy, 2002). 

Mild Mental Retardation 
The incidence of mild mental retardation is approxi-

mately 1 % in the 50 states and Washington, DC, for ages 
6-21 during the 1999-2000 school year (U.S. Department 
of Education, 2001 ). Cause of mental retardation range 
from organic factors, such as Down syndrome, to environ-
mental factors, such as fetal alcohol syndrome, malnutrition, 
and several known maternal infections (e.g., rubella). 

Children and adolescents who have been identified as 
having mild mental retardation are determined eligible for 
special education and related services in accordance with 
federal law: "Mental retardation means significantly subav-
erage general intellectual functioning, existing concurrently 
with deficits in adaptive behavior and manifested during the 
developmental period, that adversely affects a child's educa-
tional performance" (IDEA, 1997, sec. 300.7[6]). As a direct 
result of their subaverage cognitive functioning, these chil-
dren and adolescents generally learn at a slower pace than 
their peers without disabilities (Henley et al., 1993). They 



4 FOCUS ON EXCEPTIONAL CHILDREN APRIL 2004 

also avoid attempting new tasks and use inefficient learning 
strategies when faced with new tasks. In addition to having 
subaverage intellectual functioning, to be found eligible for 
special education and related services, these children and 
adolescents must be assessed as having below-average adap-
tive behaviors. Some poor adaptive behaviors found in stu-
dents with mild mental retardation are poor self-help skills, 
low tolerance, low frustration and fatigue levels, and moral 
judgment commensurate with cognitive functioning. 

Generally speaking, students with mild mental retarda-
tion are delayed in terms of social and emotional function-
ing. They usually exhibit lower levels of self-esteem and a 
more unfavorable self-concept than their peers without men-
tal retardation. Because of their negative view of them-
selves, adolescents with mild mental retardation are overly 
susceptible to negative peer influences. Consequently, they 
might agree to experiment with foreign substances such as 
narcotics or to participate in gang-related activities in an 
attempt to gain peer acceptance (Polloway, Epstein, & Cul-
linan, 1985). 

Perceptual-motor and language functioning also are sig-
nificantly delayed in children and adolescents with mild 
mental retardation. This below-average functioning particu-
larly affects their ability to participate fully in physical edu-
cation activities and negatively curtails their ability to com-
municate socially and interact with students without mild or 
moderate mental retardation. 

African American students have been found to be identi-
fied in this category at a much higher rate than other 
racial/ethnic groups. All students should be screened, 
referred, and assessed for services with particular attention 
to approaching the needs of students in a culturally sensitive 
and fair manner (American Youth Policy Forum and the 
Center on Educational Policy, 2002). 

Counseling Students With Developmental Disabilities 
Several general guidelines are useful for counselors serv-

ing children and adolescents with developmental disabilities 
and their families. Of utmost importance, counselors must 
understand the characteristics and needs of these groups. 
Also crucial is familiarity with the criteria for qualifying for 
special educational categories and services, as outlined ear-
lier, and familiarity with the rights of parents and children 
pertaining to these services. Counselors should advocate·for 
culturally sensitive screening and consultation about alter-
native solutions in the general education classroom prior to 
referral and placement in special education (Tarver Behring 
& Ingraham, 1998). Counselors also should support and par-
ticipate directly in educational supports when academic dif-
ficulties are first evident (Echevarria, 2002). Counselors, 
too, must have general knowledge of the culturally fair 

methods and instruments for assessing children and youth in 
various categories. 

Once an exceptional need has been identified, counselors 
may help by providing parents with referrals for various ser-
vices, such as educational evaluations and services within 
the public school setting; health screenings; neurological 
evaluations; psychiatric assessments for medication; speech 
and language services, physical therapy, and career and 
vocational resources, both at school and in the community; 
specialized family counseling services; and support groups. 
Counselors then can consult with teachers, special educa-
tional personnel, parents, and community sources to plan 
educational and social interventions in a coordinated 
manner. 

Planning should center on specific educational, behav-
ioral, and emotional disabilities rather than abstract diag-
nostic categories (Westman, 1990). The student (especially 
if he or she is an adolescent) should be included in decision 
making about educational and therapeutic plans whenever 
possible. By including the child, he or she becomes edu-
cated about his or her strengths and weaknesses and feels 
mastery in helping to decide how to meet his or her special 
needs. Whenever possible, children and adolescents with 
mild and moderate disorders should be fully included in the 
general education classroom with appropriate modifications 
to allow for optimal educational and social opportunities. 

Counselors also can help to promote social and emo-
tional adjustment for children and adolescents with develop-
mental disabilities (Tarver Behring et al., 1998). A number 
of sourcebooks are available offering intervention strategies, 
describing social skills programs, and listing therapeutic 
books for counselors to use with these children and adoles-
cents as well as with their parents and teachers (Albrecht, 
1995; Bloomquist, 1996; Pierangelo & Jacoby, 1996; 
Rosenberg & Edmond-Rosenberg, 1994; Sinason, 1997; 
S. L. Smith, 1991). In the school setting, counselors can 
assist the child or adolescent with developmental disabilities 
by consulting with teachers about social skills strategies and 
programs for the entire class. For example, through the guid-
ance of counselors, teachers can act as role models by show-
ing respect for all students and can help the class generate 
ground rules for classroom communication and give positive 
feedback to students without disabilities who are engaging 
in social interaction or academic activities with classmates 
with disabilities. 

Both within and outside the school setting, counselors 
can work directly with children and adolescents with devel-
opmental disabilities through individual and group counsel-
ing on key social and emotional areas of difficulty, such as 
low self-esteem. Counselors can help these children and 
adolescents to build positive self-esteem by modeling appro-
priate ways to express feelings, teaching them how to think 



of alternative solutions to a problem, empowering these 
youngsters to be involved in decision making about them-
selves, creating opportunities for them to learn positive 
behavior through rewards and recurring successful experi-
ences, providing them with accurate information about the 
disability, and identifying others with the disability who 
have succeeded (Pierangelo & Jacoby, 1996). 

Counselors also can work with the entire family on 
acceptance, goal setting, and rewards for success in the 
home to promote optimal conditions for these children and 
adolescents to reach their fullest potential. In addition, 
counselors can work with the family to facilitate the emo-
tional adjustment of all family members by encouraging 
positive feelings for one another within the family, dis-
cussing how to balance attention for each child in the fam-
ily, and specifying methods for support and stress reduction 
for the parents. 

Counseling Students With Specific Learning Disabilities 
Children and adolescents with specific learning disabili-

ties need remedial services that target specific areas of func-
tioning. Many of their other developmental areas are entirely 
normal and may even be areas of strength. These areas can 
be encouraged to promote overall adjustment in these indi-
viduals. Because most of the difficulties these children and 
adolescents experience are in academic areas, it is important 
to include teachers as team members when planning ser-
vices for this group. 

Federal law mandates inclusion in the general education 
classroom of children and adolescents with specific learning 
disabilities to the fullest extent possible. Therefore, coun-
selors need to have contact with general education teachers 
and the resource specialists who provide specialized ser-
vices to students with learning disabilities both inside and 
outside of the classroom (Tarver Behring & Spagna, 1997; 
Tarver Behring et al., 1998). Counselors can consult with 
teachers about specific techniques ( e.g., teaching the 
sequential-step approach to math problems, using repetition, 
teaching outlining techniques, and instructing students in 
the use of memory aids), classroom modifications (e.g., 
administering oral tests, using computers, audiotaping lec-
tures, reducing assignments, and allowing extended time to 
complete work), and motivational approaches (e.g., employ-
ing internal and external reinforcers, token economies, and 
contracts for adolescents) that fit each student's special 
needs (Westman, 1990). Counselors who are less skilled in 
these interventions can team with the resource specialist to 
offer these services to the general education teacher. The 
partnership between special education and general educa-
tion teachers is necessary for successful full inclusion, but it 
often does not happen without an advocate, because of time 
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constraints, scheduling differences, and the differing roles of 
school personnel (Eichinger & Woltman, 1993). 

Social adjustment might be an additional area of need for 
students with specific learning disabilities, either because of 
weaknesses in social perception or of being viewed as dif-
ferent as a result of academic difficulties. Counselors can 
help teachers to be role models for the rest of the class in 
promoting social success for tudents with learning disabil-
ities and can help them facilitate supportive peer activities 
such as peer pairing, cooperative work groups, and class-
room social skills programs (Tarver Behring et al., 1998). 
When providing services to adolescents who are fully 
included in the general education classroom teachers should 
be discreet because of the importance of peer acceptance at 
this age. 

Children and adolescents with specific learning disabili-
ties also can benefit from having tutors outside of school to 
help with homework and test preparation. In addition, the 
tutors can help to reduce stress between the parents and 
child involving completion of academic activities and help 
the parents to further understand their child' or adolescent's 
educational needs (Westman, 1990). 

If attention difficulties are present in combination with 
specific learning disabilities, counselors can recommend 
that parents consult with a psychiatrist about the possibility 
of prescribing stimulant medication for children who have 
not responded to other techniques (Barkley, 1995). Coun-
selors, too, can work directly with children to help raise their 
low self-esteem and with adolescents about their identity 
issues and long-term career planning, in individual and 
group counseling settings. Finally, counselors can offer sup-
port to parents in relation to specific difficulties and 
demands in the home: tutorial services to reduce parents' 
stress surrounding schoolwork demands; assistance in 
developing schedules to help parent who are frustrated 
because of their children's lack of organization; and referral 
of children to social organizations to address parents' con-
cerns about their children's low self-esteem, social status, 
and long-term educational and career adjustment (Westman, 
1990). 

Counseling Students With Emotional Disturbance 
Children and adolescents with emotional disturbance are 

most in need of stable, supportive environments that offer 
emotional nurturance, clear behavioral rules, and limits 
(Thompson & Rudolph, 1988). To maximize the effective-
ness of treatment, counselors should be familiar with the 
various emotional and behavioral disorders of childhood and 
adolescence from both an educational and a psychological 
perspective (American Psychological Association, 1994; 
Individuals with Disabilities Education Act, 1997). 



6 FOCUS ON EXCEPTIONAL CHILDREN APRIL 2004 

At school, students with emotional disturbance can ben-
efit greatly in educational and emotional/social areas alike 
from inclusion in general education programs and activities 
when their inclusion is planned properly (Colvin, 
Karmeenui, & Sugai, 1994; Keenen, 1993). Counselors can 
help parents advocate that educational strategies and behav-
ioral plans for their child are developed and fully imple-
mented in the general education classroom setting. Because 
counselors have expertise in assisting with social and behav-
ioral adjustment, they can consult with teachers about how 
to be appropriate role models, how to pair children with peer 
mentors in classroom activities, and how to identify ground 
rules for communication and behavior for the whole class 
(Kramer & Wright, 1994). 

Counselors can provide teachers with social skills strate-
gies and programs for the classroom that focus on problem 
solving, conflict resolution, anger management, and friend-
ship making (Tarver Behring et al., 1998). For example, an 
elementary-age child with emotional disturbance can bene-
fit from clear classroom rules, rewards, and consistent con-
sequences; journaling about feelings; bibliotherapy; discreet 
prompts from the teacher, such as a gentle touch, to help the 
child be aware of inappropriate behavior before it escalates; 
brainstorming various solutions and consequences about 
friendship problems; being paired with a high social-status 
peer mentor in school activities; working on goal-oriented 
projects; and participating in activities with other children in 
areas in which he or she can be successful. Counselors can 
provide guidance in all of these areas. 

Counselors also may be called upon to provide any of a 
number of counseling services that are critical for the adjust-
ment of children and adolescents with emotional distur-
bance. Counselors working with these children and their 
families should have training in crisis counseling, the man-
dated reporting laws for child abuse, suicidal behavior, and 
intent to harm others, to name just a few essential areas, so 
they can be of assistance to students, parents, and teachers 
in these areas if needed. Counselors also can offer behav-
ioral strategies and parent training to parents. Especially 
helpful for parents of adolescents with emotional distur-
bance is training in creating and using contracts that clearly 
specify limits, rules, expected behaviors, privileges, and 
consequences for inappropriate behaviors. 

Even though families may contribute to the behavioral 
and emotional disorders of children and adolescents when 
discipline is harsh or inconsistent, a child's difficulties often 
are caused less directly by the parenting style alone than by 
a negative cycle in which the parents lack coping skills and 
strategies to deal with the youngster's difficult temperament 
(Patterson, 1986). Therefore, family therapy is strongly rec-
ommended to resolve anger and negative interaction pat-
terns in the family. Individual and group counseling can be 

beneficial with children and adolescents who have mild and 
moderate emotional problems. Through individual counsel-
ing, the counselor can build a therapeutic, supportive rela-
tionship and work to change the child's or adolescent's neg-
ative self-image, depressed or anxious feelings , or 
relationship difficulties with peers. Group counseling can 
help the child or adolescent learn to express feelings more 
appropriately and can help the child or adolescent develop a 
positive self-concept, improve social skills and academic 
performance, and increase motivation. Planning educational 
and career goals with adolescents, parents, and teachers can 
provide positive alternatives to help the adolescent with a 
mild or moderate emotional or behavioral disorder toward 
long-term adjustment (Kauffman, 1997). 

Counseling Students With Mild Mental Retardation 
Students with mild mental retardation must meet criteria 

generally aligned with the widely accepted definition of 
mental retardation proposed by the American Association on 
Mental Retardation (AAMR, 1992), which states: 

Mental retardation refers to substantial limitations in present 
functioning. It is characterized by significantly subaverage 
intellectual functioning, existing concurrently with related 
limitations in two or more of the following applicable adap-
tive skill areas: communication, self-care, home living, 
social skills , community use, self-direction, health and 
safety, functional academics, leisure and work. Mental retar-
dation manifests before age 18. (p. I) 

Because they experience developmental delays in most 
areas of functioning, children and adolescents with mild 
mental retardation require multiple services. Counselors can 
help to coordinate school, home, and community services 
for all areas of need. In the school setting, children and ado-
lescents with mild and moderate mental retardation will 
benefit in educational and social areas alike by being fully 
included in the general educational program (Stevens & 
Slavin, 1991). Counselors, therefore, often work with par-
ents, special educators, and teachers to advocate for appro-
priate educational modifications and resources in the gen-
eral education classroom. They can help teachers to promote 
social adjustment for these students by providing guidance 
in incorporating peer modeling, self-reliance, age-appropri-
ate social behavior, and friendship-making skills into class-
room activities (Tarver Behring et al., 1998). They can pro-
mote tolerance of differences in peers without disabilities 
through social skills programs, integrated counseling groups, 
and classroom modeling and discussion (Frith, Clark, & 
Miller, 1983; Gottlieb, 1980; Salend, 1983). Further, they 
can teach behavioral modification, token economy, and con-
tingency contracting strategies to teachers and parents to 
assist them in helping the · students develop appropriate 



academic, social, and self-help behaviors (Cochrane & 
Marini, 1977). 

Although the value of counseling with this group is con-
troversial because of the students' cognitive limitations, it 
seems reasonable that counselors can offer individual and 
group counseling focusing on self-esteem, self-expression, 
and behavioral rehearsal, which are all typical areas of need 
(Thompson & Rudolph, 1988). Counselors can help parents 
understand and encourage their child's or adolescent's abil-
ities and help the parents cope with the stresses of parenting 
a disabled child. For adolescents, special attention should be 
given to their developing independent living skills and to 
educational and vocational planning. 

STUDENTS WITH PHYSICAL AND 
NEUROLOGICAL DISABILITIES 

According to the Commission on Excellence in Special 
Education (U.S. Department of Education, 2002), students 
with physical and neurological disabilities include students 
having orthopedic impairments, other health impairments, 
traumatic brain injury, multiple disabilities, and autism. The 
categories of orthopedic impairments and multiple disabili-
ties are described in more detail next, addressing the cogni-
tive, academic, adaptive, social, perceptual-motor, and lan-
guage functioning of students who have these forms of 
physical and neurological disabilities. 

Categories of Physical and Neurological Disabilities 

Students With Orthopedic Impairments 
The incidence of orthopedic impairments is approxi-

mately 0.1 % in the 50 states and Washington, DC, for ages 
6-21 during the 1999-2000 school year (U.S. Department 
of Education, 2001). Federal law describes children and 
adolescents with orthopedic impairments in the following 
manner: 

Orthopedic impairment means a severe orthopedic impair-
ment that adversely affects a child's educational perfor-
mance. The term includes impairments caused by congeni-
tal anomaly (e.g., clubfoot, absence of some member, etc.), 
impairments caused by disease (e.g., poliomyelitis, bone 
tuberculosis, etc.), and impairments from other causes (e.g., 
cerebral palsy, amputations, and fractures or burns that 
cause contractures). (IDEA, 1997, sec. 300.7[8]) 

Musculoskeletal impairments usually result in severe 
restriction of movement, typically affecting both gross- and 
fine-motor movements, as a result of stiffening of joints, 
inflammation of bones, degeneration of muscle fiber and 
bone structure, and muscle atrophy resulting from lack of 
use. In addition to influencing range of motion, severe mus-
culoskeletal impairments can cause children and adolescents 
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to become extremely embarrassed and frustrated because 
they are so dependent on others for assistance. These 
impairments include arthrogryposis multiplex congenita 
(also known as Pinocchio syndrome due to the wooded 
appearance of the individuals affected), osteogenesis imper-
fecta (also known as brittle bone disease), juvenile rheuma-
toid arthritis, and muscular dystrophy. 

Spinal cord impairments, as the name implies, involve a 
disabling condition whereby the spinal cord is severed or 
injured resulting in anything from incoordination to partial 
to full paralysis below the point of nerve damage. Children 
and adolescents with severe spinal cord injuries may also 
suffer from a variety of skin, urinary, and respiratory infec-
tions, insensitivity to heat and cold, and inability to control 
bowel and bladder functions. Severe spinal cord impair-
ments include spina bifida and spinal muscular dystrophy. 

Cerebral palsy and several seizure disorders are consid-
ered orthopedic impairments that can result in severe physi-
cal difficulties. As opposed to spinal cord impairments, cere-
bral palsy involves dysfunction of the brain and nervous 
system (not including the spinal cord) that results in diffi-
culty with gross- and fine-motor skills, attention, eye-hand 
coordination, and so forth. 

Students With Multiple Disabilities 
According to the U.S. Department of Education (2001), 

0.2% of the school-age population in the United States is 
considered to have multiple disabilities and, therefore, 
receives special education and related services. Although it 
is easy to think of multiple disabilities as an accumulation of 
several of the categories covered so far, in fact, students who 
have multiple disabilities experience difficulties that are 
magnified beyond a simple analysis of the sum of the parts. 
The combinations of disabilities are endless. Mild mental 
retardation, for example, can co-occur with cerebral palsy, 
with a variety of orthopedic impairments such as those 
already presented, or with a range of severe behavior disor-
ders, as well as with visual and/or hearing impairments. 
Emotional disturbance can also coexist with a full range of 
physical, visual, and/or hearing impairments. 

Counseling Students With Physical and 
Neurological Disabilities 

The best approach for counselors involved with children 
and adolescents who have physical and neurological disabil-
ities is to work closely with the multidisciplinary team of the 
school's special educational personnel, physicians, commu-
nity specialists, and personnel from governmental services 
(such as vocational counselors), who provide the primary 
services to these students. These experts can determine the 
student's strengths and needs and how best to offer support. 
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Counselors can consult with these personnel and assist par-
ents in understanding, accessing, and advocating for pro-
grams that will help their child or adolescent to reach his or 
her fullest potential. 

Counselors also can offer parents individual, group, or 
family counseling involving issues of grief surrounding their 
child's disability, issues of guilt, and issues of hopelessness 
in viewing their child's future (Thompson & Rudolph, 
1988). By the time the child with physical and neurological 
disabilities reaches age 16, a transition plan should be in 
place as a part of the child's individualized education pro-
gram, offering support in work, home, recreation, and com-
munity activities and promoting optimal long-term adjust-
ment (Downing, 1996). 

Counseling Students With Orthopedic Impairments 
In counseling with children and adolescents who have 

orthopedic impairments, the client's strengths as well as dis-
abilities must be recognized. Frequently, individuals who 
associate with these children and adolescents overlook their 
strengths by assuming deficits in all domains based upon the 
child's physical appearance. Often, the low self-esteem of 
these children and adolescents derives as much from having 
unrecognized strengths as from self-consciousness resulting 
from a physical disorder. In addition to supporting the 
child's strengths and helping the child to work with his or 
her disability, the counselor can assist parents in advocating 
for appropriate assessment and services at school and 
through community resources. 

These children and adolescents should be included to the 
maximum extent possible to allow for optimal educational, 
self-care, vocational, and social opportunities (Downing, 
1996). Counselors can coordinate services with other spe-
cialists to help parents and teachers reorganize physical 
environments, remove barriers, and obtain special equip-
ment to facilitate inclusion in all areas of life. Counselors 
also can help parents and teachers avoid overprotectiveness 
and assist these children and adolescents in reaching their 
full potential (Thompson & Rudolph, 1988). 

Counseling Students With Multiple Disabilities 
To coordinate services for children or adolescents with 

multiple disabilities, the counselor must understand disabil-
ities in multiple areas and has to work with all involved par-
ties. Most of the previous suggestions apply to counseling 
members of this group and their families, depending on 
which combinations of disabilities are present. Counselors 
can assist parents by advocating for school and community 
services, requesting appropriate modifications and aids, and 
offering supportive counseling. They also can help the stu-
dents directly in the areas of self-esteem, self-help, and 

social skills if they have a high enough level of communica-
tion and cognitive functioning. Finally, counselors should 
help develop, with the parents and IEP team, a plan to pro-
mote the long-term adjustment of these children and adoles-
cents in multiple areas. 

STUDENTS WITH ATTENTION DEFICIT 
HYPERACTIVITY DISORDER 

Attention deficit hyperactivity disorder (ADHD) is a 
high-incidence disorder of children in the United States and 
a common reason for referral for special services. It is 
believed to occur in 10%-20% of children and adolescents 
and appears more frequently in males than females (Barkley, 
1990; Rief, 1993; Silver, 1992). The Diagnostic and Statis-
tical Manual of Mental Disorders (DSM-IV) defines the 
disorder as the presence of developmentally inappropriate 
hyperactivity, inattention, and impulsivity that is evident in 
the child by age 7 and leads to clinically significant impair-
ment in social, academic, or occupational functioning across 
two or more settings, such as home and school (American 
Psychological Association, 1994). Inattention includes behav-
iors such as difficulty in sustaining task-related attention, lis-
tening, following instructions, and organization; distractibil-
ity; and forgetfulness. Hyperactivity/impulsivity includes 
fidgeting, out-of-seat behavior, restlessness, overactivity, 
excessive talking, interrupting others, difficulty awaiting 
one's turn, and responding impulsively to questions. 

Categories of Students With ADHD 
Three subtypes of ADHD are now recognized in the 

DSM-IV: 

1. ADHD, Predominately Inattentive Type: Six or more 
inattentive symptoms but fewer than six hyperac-
tive-impulsive symptoms are present. 

2. ADHD, Predominately Hyperactive-Impulsive Type: 
Six or more hyperactive-impulsive symptoms but 
fewer than six inattentive symptoms are present. 

3. ADHD, Combined Type: Six or more inattentive 
symptoms and six or more hyperactive-impulsive 
symptoms are present. 

Without treatment, ADHD symptoms often persist 
throughout adolescence and adulthood; with treatment, the 
symptoms often decrease (Barkley, 1990). According to a 
theory developed by Barkley ( 1995), a delay ·in the develop-
ment of behavioral inhibition could be the primary cause 
underlying all of the symptoms of ADHD. 

The cause of ADHD is unclear. A variety of factors are 
associated with ADHD. Neurological variables and hereditary 
influences are the most likely factors. Diet and environmental 



toxins do not seem to significantly contribute to the presence 
of ADHD (Barkley, 1990). 

Children and adolescents with ADHD may or may not 
qualify for educational services. Although these children 
and adolescents frequently have some form of academic dif-
ficulty, such as attentional or organizational problems, their 
achievement problems aren't always severe enough to fall 
into a special education category. Children and adolescents 
with ADHD qualify for special education services when the 
ADHD occurs in combination with another disability, such 
as a specific learning disability, or when the ADHD symp-
toms are so severe that achievement is delayed to the extent 
that the child or adolescent qualifies for the special educa-
tion category entitled other health impairment. 

Frequently, children and adolescents with ADHD qualify 
under Section 504 guidelines for educational modifications; 
that is, they exhibit symptoms that affect learning to the 
extent that reasonable educational modifications are 
required, such as implementation of a behavioral manage-
ment program; placement in a small, highly structured class-
room; counseling; and the administration of medication 
(Zirkel & Gluckman, 1997). Classroom modifications and 
interventions for the child or adolescent with ADHD usually 
are necessary regardless of whether the child qualifies for 
specific educational services. 

Children who have ADHD often are first identified at 
school, where their behavioral problems stand out in con-
trast to other children. To accurately assess for ADHD, 
DuPaul and Stoner ( 1994) recommended that the initial 
screening be followed by multiple assessment techniques 
such as rating scales, behavioral observations, and evalua-
tion of academic and organizational skills in both home and 
school settings. 

Counseling Children and Adolescents With ADHD 
Multiple interventions are recommended for effectively 

treating the child or adolescent with ADHD (DuPaul & 
Stoner, 1994 ). Barkley ( 1995) recommended that naturalis-
tic interventions such as behavioral modification, cognitive 
strategies, teacher consultation, and social skills training be 
implemented at home and at school before considering the 
use of stimulant medication, which sometimes results in side 
effects. Stimulant medication has been found to be espe-
cially beneficial with more severe cases of ADHD (Barkley, 
1990). 

Behavioral Modification 
One of the most effective treatments that counselors can 

use to change behavior in children with ADHD is behavioral 
modification (Barkley, 1990). With this approach, coun-
selors can teach parents positive reinforcement strategies 
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that can increase the child's task-related attention and activ-
ity and decrease his or her disruptive behavior in the home. 
Ideally, preferred activities rather than concrete rewards 
should be used as reinforcement; frequent and specific 
behavioral feedback should be given; and redirection and/or 
mild consequences should be used following inappropriate 
behavior (DuPaul & Stoner, 1994). 

Cognitive Behavioral Training 
The cognitive behavioral training approach focuses on 

teaching self-control through strategies such as self-moni-
toring, self-instruction, and self-reinforcement. With the 
self-monitoring strategy, the child or adolescent with ADHD 
uses self-reminder statements to increase awareness and 
control of his or her behavior when direct feedback is not 
available (Taylor, 1994 ). With the self-instruction strategy, 
the child learns to follow a set of self-directed instructions 
for completing class work. Self-reinforcement operates on a 
principle similar to self-monitoring-teaching the child 
ways to praise himself or herself or to give himself or her-
self a reward, such as a check mark on a behavioral chart 
following positive behavior when external reinforcers are 
unavailable. Research indicates that these approaches typi-
cally are effective only for the specific situation in which 
they were taught and do not continue without the ongoing 
monitoring and encouragement of a counselor, parent, or 
teacher; therefore, cognitive behavioral training should be 
used in combination with other interventions and not as the 
only treatment strategy (Barkley, 1995). 

Teacher Consultation 
Counselors can consult with teachers to set up school-

based interventions for children and adolescents with 
ADHD. These include the use of behavioral techniques, 
such as modeling, token economies, and home-school 
reward systems. Other classroom strategies include adapting 
instruction to highlight the main idea, giving the students 
prompts to respond, teaching the students to use organizers, 
working with them in small groups, using visual aids, and 
teaching problem-solving strategies (Kling, 1997). Teachers 
also should offer structure, supervision, and support in class-
room activities (Taylor, 1994). 

Social Skills Training 
Programs that promote social adjustment can be benefi-

cial for helping children and adolescents with ADHD. Social 
skills interventions for this population, however, should 
always be planned for specific settings, as social skills train-
ing does not automatically generalize to new social situa-
tions for the child or adolescent with ADHD (Barkley, 1990). 
Among the social problems that children and adolescents 
with ADHD exhibit are aggression, impulsive or intrusive 



10 FOCUS ON EXCEPTIONAL CHILDREN APRIL 2004 

conversational style, poor social problem solving, excessive 
talking, limited self-awareness, emotional overreactivity, 
and bossiness when initiating interactions (Guevremont, 
1992). These social problems may lead to peer rejection and 
lower self-esteem, further complicating social adjustment. 

Several general social skills instructional programs are 
available for counselors to use with children or adolescents 
with ADHD individually, in groups, or in classroom settings 
(Bender, 1997). One effective social skills program specifi-
cally designed for adolescents with ADHD targets methods 
for joining social exchanges, conversational skills, conflict 
resolution, and anger control (Guevremont, 1990). This pro-
gram also involves peer models, strategies for maintaining 
social success, and cognitive strategies. 

Stimulant Medication 
Counselors can recommend screening for medication for 

the child or adolescent with ADHD. Two medications that 
have been found to improve behavioral, academic, and 
social functioning on a short-term basis are Ritalin and 
Cylert (DuPaul & Barkley, 1990). Initial research indicated 
that 70%-80% of hyperkinetic children responded posi-
tively to initial doses of stimulant medication, with the most 
notable improvement seen in the area of attention span 
(Barkley, 1977). But not all children and adolescents with 
ADHD respond to this medication, and some may experi-
ence side effects. For these rea ons, careful screening for the 
severity of ADHD must be done to determine if drug admin-
istration is warranted. If medication is prescribed, it must be 
accompanied by ongoing drug monitoring by qualified 
physicians and child psychiatrists. 

Although early research failed to show that stimulant 
medications improved academic performance in hyperki-
netic children as measured by standardized tests (Barkley & 
Cunningham, 1978), more recent studies have indicated 
improvements in assignments and test scores in adolescents 
with ADHD taking stimulant medication (Pelham, Vodde-
Hamilton, Murphy, Greenstein, & Vallano, 1991 ). Most 
interventions for ADHD, including cognitive interventions 
(Barkley, 1989), behavioral therapy (Gomez & Cole, 1991 ), 
and parent training (Horn, 1991 ), seem to be more effective 
for improving behavior in children and adolescents with 
ADHD, especially when ADHD is severe, when these inter-
ventions are used in combination with stimulant medication. 

Family Counseling 
Families with a child or an adolescent with ADHD can 

benefit from counseling for difficulties linked to having a 
family member with this disorder. For example, the parents 
and ADHD child may develop codependency as the parents 
try to establish normalcy through solving problems, orga-
nizing work, directing impulse control, completing tasks, 

and guiding social situations for the child who has difficulty 
in these areas. In addition, the family might experience 
stress directly related to the child's difficulties. For instance, 
the child's impulsivity and overactivity may keep the family 
in a constant state of arousal, and the child's inattention may 
require the parents' hypervigilance and repeated reminders 
(Bender, 1997). Adolescents with ADHD may lie, steal, skip 
school, and exhibit similar antisocial behaviors (Barkley, 
1990). 

A number of family interventions are available for help-
ing a family with a child or adolescent with ADHD (Barkley, 
1995; Bender, 1997). Through family counseling, the coun-
selor can help all family members to acquire knowledge, 
understanding, and strategies for coping with the child or 
adolescent with ADHD without neglecting the needs of 
other family members. For example, parents can learn to 
channel their child's energies into productive activities that 
allow the child to attain success. Further, the counselor can 
help the family envision a positive future for the child by 
informing the parents and child of college academic and 
vocational options and services available for adolescents 
with ADHD. 

Support Groups 
Parents of children and adolescents with ADHD can 

benefit from support groups that target stress, guilt, and 
codependency issues. Parents find comfort when they 
realize that they are not alone in their feelings. The sup-
port group meetings can include lectures, demonstrations, 
question-and-answer sessions, or informal discussions. 
Counselors can help parents locate a recognized support 
group, such as CHADD (Children and Adolescents with 
Attention Deficit Disorder) or ADDA (Attention Deficit 
Disorder Association). 

Counselors also can facilitate their own local ADHD par-
ent support groups. These groups often are organized around 
specific topics. A session on prescribed medications, for 
example, could feature discussion by a qualified speaker or 
a group of experts having different points of view. Other top-
ics might focus on how parents can help their children with 
ADHD in specific problem areas, such as anger control. A 
session on anger control might involve teaching parents to 
role-model appropriate anger for their child, to encourage 
their child to self-monitor anger, and to administer rewards 
to the child for the appropriate expression of anger (Taylor, 
1994). 

Parenting Programs 
Parent education programs are available for counselors to 

use with parents of children with ADHD. These include the 
Barkley Parent Training Program (Barkley, 1990), the Pat-
terson Parent Training Program (Newby, Fischer, & Roman, 



1991), and Forehand and McMahon's Parent Training Pro-
gram (Forehand & McMahon, 1981). All of these programs 
cover ADHD behaviors and related parenting skills; meth-
ods for consistent, positive consequences for positive behav-
iors; and punishment through time-out for negative behav-
iors. 

Parents can learn to use behavioral charts with younger 
children. The charts list three or four target behaviors in the 
home, and the children earn reinforcers each time the child 
performs a positive behavior. With adolescents, behavior can 
be managed through behavioral contracts negotiated with 
the teenager that specify ways to earn social activities and 
age-appropriate rewards (such as use of the family car). 

Direct Counseling 
Individual and group counseling can be offered to chil-

dren and adolescents with ADHD to help them with issues 
of self-esteem and self-control. These individuals often feel 
low self-worth as a result of repeated negative feedback 
about their behavior. Among the therapeutic books available 
for use in counseling children with ADHD are I Would If I 
Could (Gordon, 1992) and Putting on the Brakes (Quinn, 
1992). And games and other activities targeting ADHD 
behaviors are available for the counseling setting (Taylor, 
1994 ). Group counseling can help these children and youth 
feel less different and more supported. Adolescent groups 
can promote the identification of positive role models and 
can help members set long-range goals as a tool for seeing 
themselves as having the potential for success. To help chil-
dren and adolescents with ADHD maintain attention and 
behavior during direct counseling, structured, time-limited 
sessions and more directive approaches are recommended. 

SUMMARY 

Exceptional children and adolescents comprise a diverse 
and complex group requiring a wide range of services 
according to their individual needs. Counseling with chil-
dren and adolescents with exceptional needs must be coor-
dinated with educational services, medical and remedial 
specialists, family members, and the students themselves. 
Exceptional children and adolescents receive maximal ben-
efits when comprehensive counseling services are offered in 
combination with a variety of other support services in the 
most normalized environment possible. 
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