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Developmental Delays 

 

Down syndrome is the most common                 

non-inherited cause of developmental delays.   

According to the National Down Syndrome        

Society, it affects people of all ages, races, and 

economic  levels, occurring in about 1 in 800 to 

1,000 live births. Most children with Down syn-

drome fall within the mild to moderate range of 

developmental delays. However, some children 

have more severe developmental delays while a 

few have  average intelligence. 

Fetal alcohol syndrome (FAS) is currently the lead-

ing cause of developmental delays in the Western 

world, occurring in an estimated 1 in 500 to 700 

births. Children with FAS generally have mild     

developmental delays, however, some have      

average intelligence, and some have severe devel-

opmental delays. 

Children may also become brain damaged after 

birth as a result of an accident or serious disease; 

for example, shaken baby syndrome can cause 

serious developmental delays. Exposure to toxic 

substances like lead and malnutrition can also 

cause developmental delays. 

As Unitarian Universalist religious educators and 

ministers, we should ensure that our focus is on 

what children with developmental delays can 

bring to our faith communities, not only on what 

we have to do to include them in our religious  

education programming. Children with develop-

mental delays have the same feelings, desires, 

abilities, and expectations as other children.      

Rather than make assumptions, we must listen to 

these children, for they can tell us what they 

need.  

 

Like children on the autism spectrum, children 

with developmental delays can generate a lot of 

fear among those who are asked to work with 

them. The best antidote to fear is trying to         

imagine the world from the child’s perspective 

and recognize their strengths as well as their   

challenges. Helping these children feel successful 

in some area where they can shine is a tremen-

dous boost to their self-esteem and can make 

church a welcoming place where they want to be. 

 

 



Children with attention-deficit disorder (ADD) or 

attention-deficit hyperactive disorder (ADHD) 

rarely have the opportunity to feel good about 

themselves, to follow their dreams, and to be  

appreciated for their strengths and gifts. These 

are the children who learn at an early age that 

they are different from other children, and they 

are reminded of that fact throughout their lives. 

Children with ADD or ADHD have difficulty     

controlling their impulsive and distracting        

behaviors. And rather than allow themselves to 

be thought of as odd or stupid, many choose  

either to withdraw completely or to get into 

trouble on a regular basis. Many of these        

children learn quite young that they can disrupt, 

control, and cause fear in well-meaning adults. If 

they also have a learning disability, they receive 

a double dose of misunderstanding and negative 

reinforcement.  

Even those children with concerned and loving 

parents grow to hate themselves, because no 

matter how hard they try, they do not fit in. 

Children with attention-deficit disorder also have 

performance inconsistency; in other words, they 

have good days and bad days. The bad days are 

usually full of comments and criticisms from    

everyone around them, including their peers. On 

these days, the best these children can do is go 

unnoticed. When they have good days, children 

with ADD often feel guilty because they do not 

understand why they cannot always do so well. 

Over time, they may feel that no matter how 

hard they work, they will still fail. The result is 

intense anxiety. Children with ADD are usually 

anxious, not depressed. Depressed people worry 

so much about the past that the future looks 

bleak, whereas anxious people worry constantly 

about what is going to happen.  

Anxiety can be extraordinarily debilitating,      

inhibiting the ability to listen, to learn, and to 

act. For children who are already struggling,    

being anxious can cause intense stress. A minis-

try that incorporates meditation techniques and 

getting in touch with the sacred can be          

enormously beneficial in helping these children 

reduce the anxiety and thus the stress in their 

lives. 



The Autism Spectrum 

 

The world that is experienced by children, youth, 

and adults on the autism spectrum is very differ-

ent from that which most of us experience. And 

since it is a spectrum disorder, it means that its 

symptoms and characteristics can present them-

selves in a wide variety of combinations from 

mild to severe. 

To understand what it might be like to be a child 

on the autism spectrum, imagine moving to a 

new alien world. You learned the language, so 

you think you hear what people are saying to 

you, only to discover that you do not under-

stand. Imagine trying to figure it out by repeating 

the words, only to be yelled at for being rude. 

Imagine talking about a subject dear to your 

heart, only to discover that you are boring every-

one. You try very hard to understand how to  

behave in this new world, but people are incon-

sistent and confusing. There are no set rules in 

this world. They change from one set of circum-

stances to the next, so you never know which 

rules to follow. You like your daily  routines. They 

are comforting and predictable.    

But in this strange world, someone is always ask-

ing you to change. Sometimes in this world, 

there is too much noise, too many people talking 

at once, very bright lights, and confusion every-

where. All of this makes you anxious, so you   

retreat inside your head. You calm yourself by 

rocking back and forth and turning around in cir-

cles. But for some reason, doing these things 

makes the people in this world frantic and they 

physically force you to stop. This makes you very 

angry. Sometimes you hit whatever is closest to 

release your rage at being intruded upon when 

you are just coping the best way you know how. 

You wish the people in this new world could see 

who you are.  

Our ability as a faith community to minister to 

each child from a place of understanding and 

support helps children on the autism  spectrum. 

When we can understand their behavior as a 

way of coping with a strange world, then we can 

create a welcoming program and minister to 

their needs. 

Children with autism typically have particular 

challenges in verbal and nonverbal communica-

tion, social interaction, and leisure play activities. 

Specifically, being on the autism spectrum makes 

it hard for them to communicate with others and 

to relate to the outside world. They may exhibit 

repeated body movements (such as hand flap-

ping) to comfort themselves. 



They may communicate by repeating the words 

of others verbatim (for instance, when asked, 

“Are you okay?” they will not answer  “yes” or 

“no” but “Are you okay?”) or are nonverbal even 

though they have the physical capacity for 

speech, have strong attachments to objects, and 

experience resistance to changes in their routine. 

They may also experience sensitivities in sight, 

hearing, touch, smell, and taste. In some cases, 

people with autism are aggressive or injure them-

selves unintentionally. 

Once referred to as Asperger’s Syndrome, but 

now more commonly referred to as High        

Functioning Autism, the main characteristics of 

the children on this end of the spectrum are lack 

of empathy; naiveté; inappropriate or one-sided 

interaction; little or no ability to form friendships; 

pedantic, repetitive speech; poor nonverbal com-

munication; intense absorption in certain         

subjects; and clumsy, ill-coordinated movements 

and odd postures. Many people with high func-

tioning autism are never diagnosed and may be 

the adults we perceive as highly eccentric with 

poor social skills. There is also evidence to       

suggest that high functioning autism is more        

common than classic autism, and it may be       

diagnosed in children who have not been         

previously considered as being on the autism 

spectrum. 

  

The need for a loving, accepting community    

cannot be overstated. Children on the autism 

spectrum who function well enough to go to 

school are bombarded daily with stress and high 

anxiety. They know that most children and adults 

think they are weird, and trying to fit in can be 

confusing and painful. Our job is to recognize that 

these children have many gifts, to encourage 

them, and celebrate their uniqueness. 

Sometimes high functioning autism can overlap 

with children who are considered high-ability. 

High ability children (once referred to as “gifted”) 

have traits that not only help them to learn and 

process information more quickly, there is also a 

negative side to many of these same traits.     

Children who are high functioning and/or high 

ability may have trouble socially, act out in      

frustration when other people don’t seem to   

understand what they are trying to communicate 

or engage in other behaviors which could be in-

terpreted as disruptive. These children also have 

high levels of anxiety and depression. When  

combined with ADD or ADHD, children on the 

high functioning end of the spectrum may be  

misdiagnosed with only ADD and their need for 

accelerated learning with deeper processing goes 

unrecognized. 





Depression 

 

Children with depression are most often            

misdiagnosed because many of them have serious 

behavioral problems that suggest other diagnoses. 

Depression and bipolar disorder can also co-exist 

with other conditions, such as attention-deficit  

disorder (ADD), learning disabilities, oppositional 

defiant disorder (ODD), and anxiety. Children with 

mood disorders are frequently explosive and     

defiant, which can cause parents and siblings   

endless worry and trauma. The children them-

selves experience the agony of not knowing why 

they act the way they do. 

As ministers and religious educators, we very often 

know of a child, youth, or adult who is situationally 

depressed (reactive depression) because of a    

major life change or tragedy. But we are less likely 

to know of a child with a mood disorder unless his 

or her parents have been fortunate enough to        

receive an appropriate diagnosis or an adult       

discloses this information (and many do not given 

our culture’s bias against those with mental       

illness). What we may see instead is someone who 

is angry a lot and difficult to manage.  

Ministering to explosive, inflexible children is   

difficult, but the church setting may be one of the 

few places where these children can be accepted 

for who they are. Interacting with children who 

have mood disorders takes a lot of compassion, 

tact, understanding, flexibility, and often a willing-

ness to minister outside the church building. While 

we are challenged to our utmost abilities and    

resources, we must remember that spiritual    

healing should be available to everyone, including 

our most difficult children, youth, and adults. 

 

Religious educators and ministers need to be 

aware that stigma and misunderstanding continue 

to surround behavioral and emotional disorders. It 

is still easy to feel that people who are depressed 

are weak and just need “to get their act together.” 

Friends and family may get frustrated or angry 

with them when they cannot turn things around 

on their own. As a result, many people who are 

depressed feel ashamed about seeking help.     

Parents, in particular, may hesitate to seek     

treatment for their children out of fear that they 

will be judged as bad parents who caused their 

child’s mood disorder. As religious educators and 

ministers, we need to be aware of these fears. Our 

support, acceptance, and understanding are     

critical. 



Bipolar Disorder 

 

Bipolar disorder manifests itself different in     

children than in adults. Children cycle back and 

forth between moods more often than adults do. 

Sometimes, the cycling is so rapid that it is diffi-

cult to tell what is happening. Given this, children 

and adolescents are often misdiagnosed with 

ADD or ADHD because of the similarities between      

its symptoms and this mixed state of bipolar    

disorder. 

More often than adults, children experience  

manic states in which they are also depressed. 

Many bipolar children are incorrectly diagnosed 

with oppositional defiant disorder because they 

can be hostile, disobedient, and negative. Bipolar 

children cannot cope well with transitions, so 

they respond negatively and become highly      

inflexible. The stress they feel often leads to rages 

and meltdowns. Children with bipolar disorder 

are excruciatingly sensitive to stimuli of many 

types, almost as if their arousal system is not set 

properly and they have a hard time regulating 

their reactions if the physical sensation is not 

“just right.” 

 

While we need to be careful about assigning a 

label to a child, an accurate diagnosis is vitally 

important in order to obtain effective treatment 

for a mood disorder. Bipolar children can be 

helped tremendously with early and accurate  

diagnosis and subsequent treatment. But without 

treatment, self-esteem plummets, the manic and 

depressive moods become much more severe, 

and eventually substance abuse and/or suicide 

become possibilities. Usually, bipolar disorder is 

diagnosed when a child is in his or her teens. By 

that time, however, the child and their family 

have been through years of agony with many   

diagnoses and little relief. 

As religious educators and ministers, we all know 

children and youth who see the world as a      

negative, unforgiving place. Ironically, it is these 

pessimistic children, who are trying to protect 

themselves from disappointment, who are often 

susceptible to depression. Helping them connect 

to the divine within and to see the world as a   

sacred, wondrous place can help lift the pain of 

their mood disorder. And for those having       

difficulty with personal relationships, being part 

of a faith community can promote feelings of   

acceptance and understanding. As religious      

educators, we can create a climate in which all 

children are loved and cherished. 



 

 

 

 

 

 

 

 

Most of us have the internal coping skills to        

reassure ourselves before anxiety becomes        

debilitating. We know the anxious moment will 

pass without doing us harm. But children often do 

not have enough life experience to cope with their 

anxiety. They need adult intervention and support 

to teach them how to cope, and to realize that  

anxiety can sometimes be useful and that it will 

always go away.  

Given the prevalence of high anxiety in our culture, 

it is more than likely that we have children with 

anxiety disorders in our religious education        

programs. In most cases, because we see the chil-

dren in our programs for a limited amount of time,  

highly anxious children pose no problems. If the       

anxiety becomes severe, however, the child may 

want to avoid church. Many parents will stop 

bringing their children rather than face a constant 

struggle. To minister to these children and their 

families, we can provide clear expectations while 

fostering a sense of connectedness to self and  

others and offering imaginative and creative      

programs that engage and support the children. 

Children have an anxiety disorder when their fears 

are out of control and interfere with their daily  

activities. There are a number of types of anxiety 

disorders which makes diagnosis a subjective       

process. Some children experience more than one 

anxiety disorder, further complicating diagnosis. 

Children may exhibit their anxious feelings with 

behaviors such as crying, tantrums, freezing, cling-

ing, avoidance, and headaches or stomachaches—

none of which are unique to anxiety disorders. 

 



Because anxiety is often a silent affliction, we as 

ministers and religious educators will most likely be 

unaware of the children in our program who have 

anxiety disorders. Additionally, families often deny 

that there is a problem or work hard to hide the 

problem from the public; many will be unwilling to 

talk about their child’s excessive anxiety. When we 

suspect that a child has an anxiety disorder, talking 

with his or her parents is the necessary first step. 

We must be very careful, however, not to diagnose 

but only to suggest that the parents talk with a  

professional about their child’s anxiety. Some par-

ents are actually relieved to have an outside        

observer confirm their suspicions. They can experi-

ence enormous stress trying to decide if their child 

will grow out of a  dysfunctional behavior pattern 

or if it is a more chronic condition. 

Humor is an excellent way to distract a child who is 

becoming overly anxious, and performing exercises 

in visualization and guided mediation can increase 

a child’s visual ability to see themselves in a      

calming scene. The recitation of a prayer with   

powerful meaning can calm an overly stimulated 

system and bring peace to a troubled mind. 

Problem-solving activities that foster flexible,      

imaginative thinking can help anxious children 

begin to cope. Moreover, encouraging the positive 

side of children’s imaginations can help them      

develop persistence in the face of obstacles and     

failures. Having the opportunity to experience   

mistakes in a safe, non-judgmental place which 

doesn’t lead to failure can also be helpful. 

 

 

 

 

 

 

 

 

 

 

 

 

Generalized Anxiety Disorder  

The characteristics of Generalized Anxiety Disorder 

(GAD) are excessive or unrealistic anxiety about a 

variety of situations. People with GAD have        

difficulty managing their anxiety; therefore, they 

develop anticipatory anxiety when they’re even 

thinking about being put in an uncomfortable     

situation.  

In many cases, people with this disorder are       

perfectionists, who constantly repeat tasks until 

they think they have done them just right. 

GAD usually begins to affect children between the 

ages of six and eleven and can continue into        

adolescence and adulthood if left untreated. These 

children are often easy to identify because anxiety 

dominates their lives. Their physical symptoms may 

include restlessness, tiredness, difficulty concen-

trating, irritability, unusual muscle tension, and 

sleep disturbance. For a specific diagnosis of      

Generalized Anxiety Disorder, one of these physical 

symptoms must occur regularly over the course of 

six months. Many children and adolescents with 

Generalized Anxiety Disorder also experience panic 

attacks. GAD can be a frustrating condition because   

children generally do not know the source of their 

anxiety; they just feel overly anxious. If they have a 

panic attack, they often do not know why. 



Post-Traumatic Stress  

Disorder (PTSD) 
 

Many people associate posttraumatic stress      

disorder with military conflict, but in fact, this dis-

order can occur in the aftermath of any trauma, 

such as a serious accident or natural disaster. In 

particular, individuals who have experienced an 

event that involved a threat of death or serious 

injury to themselves or others are at risk for       

developing PTSD. 

PTSD can result if the person felt such intense 

horror, fear, or helplessness that the trauma is 

imprinted in such a way that they continuously 

relive the trauma in their mind. 

Identifying PTSD in children and adolescents can 

be difficult because they often do not know how 

to effectively communicate their feelings and 

emotions. With children who have experienced 

trauma, it is important to watch for the signs that 

might indicate PTSD, such as frequent headaches 

and stomachaches and extreme agitation.  

Other symptoms and behaviors that may indicate 

that children and adolescents are re-experiencing 

the trauma include: 

 dramatic play behaviors that act out the trau-

matic events 

 repeated bad dreams 

 thoughts or recollections 

 avoidance of the activities, situations, or     

people associated with the trauma 

 detachment from others or numbness and 

loss of interest in surroundings 

 difficulty remembering the details of the   

trauma 

 inability to sleep and irritability 

 difficulties in focus and concentration 

 

Children who have experienced sexual abuse are 

at particular risk for developing PTSD. According 

to the National Center for Post-Traumatic Stress 

Disorder (NCPTSD), 10 percent of boys and 25 

percent of girls will be sexually abused by the time 

they are eighteen years old, and 90 percent of 

these children will experience some symptoms of 

PTSD. Early warning signs that a child has been 

sexually abused can resemble the symptoms of 

anxiety disorders as well as depression and       

behavior disorders. 



Obsessive Compulsive          

Disorder (OCD) 

Obsessive Compulsive Disorder is a complex       

psycho-neurophysiological disorder characterized 

by  fearful and repetitive thoughts that drive       

individuals to perform rituals in order to reduce the 

fearful thoughts. Obsessions are recurrent,         

persistent thoughts, images, and impulses that are 

frightening in nature; they generally revolve around 

the fear of hurting oneself or others. The most 

common obsessions are about contamination, such 

as fear of dirt or germs, and persistent doubts 

about having performed some necessary act, like 

turning off an appliance. Obsessions can also take 

the form of extreme discomfort when things are 

out of order or horrific impulses such as thinking 

about hurting someone. Compulsions are repeated 

behaviors that are used to decrease the fear and 

anxiety caused by their obsessions. 

The cycle that characterizes obsessive-compulsive 

disorder works like this: Obsessions, or fearful and 

repetitive thoughts, cause a high level of anxiety, 

which leads the individual to act out compulsions, 

or repetitive behaviors, in an effort to neutralize 

the anxiety. And while the individual may feel     

immediate relief, they will eventually feel worse, at 

which point the anxiety will return and the cycle 

will begin again. Thus, the person with OCD never 

learns what most of us know—that the anxiety will 

go away on its own. Obsessive-compulsive disorder 

is particularly prevalent among children, affecting 

one out of every hundred American children, or 

over one million in all. This makes OCD more     

prevalent than diabetes, although it is rarely       

discussed. 

 

 

While all anxiety disorders affect the dynamics of 

the family, OCD is especially powerful in this       

regard. Given this, we need special understanding 

in order to minister to the family of a child with 

OCD. Some professionals refer to OCD as the 

“hidden epidemic.” Children with OCD try to hide 

the symptoms, and many professionals are not 

trained to diagnose this disorder.  

To further complicate diagnosis, a child may have 

mild symptoms of OCD for years before some    

outside stress or trauma triggers a major obsessive-

compulsive episode. OCD also waxes and wanes 

over a lifetime.  

Children with Obsessive Compulsive Disorder are 

often stigmatized by their bizarre behavior. These 

children know that their peers do not have to do 

the things they do to maintain control or to stay 

safe, and they are usually ashamed of their lack of 

self-control. With these dynamics, the family     

coping with a child with an anxiety disorder is in 

many ways similar to the family coping with an   

alcoholic member. In our religious education      

programs, we need to let parents and children 

know that there is no shame involved and that 

effective treatment is available. 

 



Eating Disorders 

While eating disorders are not usually included 

with mood disorders, they are closely related 

to depression and its associated feelings of 

anxiety and anger. Moreover, the prevalence 

of eating disorders has reached an epidemic 

level in the United States. The National         

Association of Anorexia Nervosa and              

Associated Disorders (ANAD) estimates that     

7 million women and 1 million men have an 

eating disorder. Adolescents are particularly 

prone to these disorders; approximately 1 in 

2,400 are affected. More than 90 percent of 

anorexics are female, and 86 percent report 

the onset of an eating disorder by the age of 

twenty. About 6 percent of the most serious 

cases end in death. 

Anorexia nervosa is often characterized as self-

starvation. Adolescents with anorexia nervosa 

are afraid of gaining weight and have an       

intense need to be thin. Their body image is  

often distorted, so that they perceive that they 

look fat when they are actually extremely thin. 

Youth with anorexia nervosa control their 

weight through excessive dieting, self-induced 

vomiting, and/or misuse of diuretics and        

laxatives. 

 

Bulimia nervosa is characterized by recurring 

episodes of binge eating, in which large 

amounts of food are consumed in a short time 

period, usually followed by purging through 

self-induced vomiting or misuse of diuretics 

and laxatives. Some youth do not purge but go 

on extreme diets to control the weight gain. 

People with bulimia nervosa know that they 

are overeating but cannot stop themselves. 

They feel guilty and depressed afterward, 

which leads to the purging. Unlike someone 

with anorexia, a person with bulimia usually 

has normal weight. 

Compulsive overeating disorder involves       

uncontrollable overeating without purging. 

Compulsive overeaters become overweight. 

Some consume large amounts of food in one 

sitting, while others eat steadily throughout 

the day. 





Oppositional Defiance  

Disorder (ODD)  
 

Oppositional defiance disorder is characterized by 

behavior that is consistently hostile and aggressive 

over a long period of time and detrimental to  

family, social, and school life. According to the 

American Academy of Child and Adolescent      

Psychiatry (AACAP), children with ODD have an 

ongoing pattern of uncooperative, defiant, and 

hostile behavior toward authority figures that lasts 

at least six months. The specific symptoms of ODD 

include: 

 frequent temper tantrums 

 excessive arguing with adults 

 active defiance and refusal to comply with 

adult requests and rules 

 deliberate attempts to annoy or upset people 

 blaming others for mistakes or misbehavior 

 often being touchy or easily annoyed by others 

 frequent anger and resentment 

 mean and hateful talking when upset 

 seeking revenge 

It is rare for a child to have ODD alone. Usually, 

they also have some other neuropsychiatric       

disorder or comorbid (coexistent) condition, such 

as ADD, depression, bipolar disorder, Tourette’s 

syndrome, or an anxiety disorder. The most com-

mon pattern of comorbidity is ODD with ADD, 

which occurs in about 30 to 40 percent of children 

with ADD. The next most common combination is 

ODD with depression or anxiety. Many young   

children with ODD go on to develop ADD or a 

mood disorder.  

While many oppositional children come from  

families that are struggling with addiction, abuse, 

and neglect, some come from intact families 

where there seems to be a poor fit between the 

temperament of the child and the parenting style 

of the parents.  

Our Unitarian Universalist churches and programs 

of ministry to children can be important resources 

for creating reclaiming environments for children 

at risk and for providing them with the loving 

oversight of charismatic adults. We can provide 

these children and all children with belonging, 

mastery, independence, and generosity. We can 

also be supportive to their parents who face daily 

struggles and challenges. 



Conduct Disorder (CD) 
Conduct disorder usually manifests itself in late 

childhood or early adolescence. ODD appears to be 

a precursor of conduct disorder. In many ways, CD 

is a more dangerous version of ODD. It is     consid-

ered the most serious of the childhood    psychiat-

ric disorders and the most difficult to treat. Ap-

proximately 70 percent of adolescents with CD will 

grow out of it, but a comorbid        condition, such 

as bipolar disorder, may worsen and continue into 

adulthood. 

Conduct disorder is a repetitive and persistent 

pattern of behavior in which the basic rights of 

others or the major rules and values of society are 

violated, causing significant and recurring        

problems in the adolescent’s family, social, and 

school lives. This disorder is demonstrated by the 

presence of three or more of the following         

behavior patterns in the past twelve months, with 

at least one behavior pattern present in the past 

six months: 

 aggression toward people and animals 

 frequent bullying, threatening, or intimidation 

of others 

 frequent initiation of physical fights 

 use of a weapon that can cause serious physi-

cal harm to others (for example, a bat, brick, 

broken bottle, knife, gun) 

 physical cruelty toward people 

 physical cruelty toward animals 

 stealing while confronting a victim  

 forcing someone into sexual activity 

 

 

 

 

 

 

 

 

 

Conduct disorder is often characterized by          

destruction of property, involving acts such as 

these: 

 deliberately setting a fire with the intention of 

causing serious damage 

 deliberately destroying others’ property (other 

than fire setting) 

 deceitfulness or theft 

 breaking into someone else’s house, building, 

or car 

 frequent lying to obtain goods or favors or to 

avoid obligations (in other words, “conning” 

others) 

 stealing items of value without confronting a 

victim (for example, shoplifting, forgery) 

Children with conduct disorder seem to have     

difficulty reading the intentions of others; they 

often imagine that other people are threatening 

them or putting them down. They typically react to 

perceived threats with aggression and very little 

show of regret or remorse. They do not tolerate 

frustration and tend to behave recklessly. Children 

with conduct disorder frequently threaten suicide, 

and these threats should be taken seriously. 



The disruptive behavior disorders are complicated, 

and there is professional disagreement about both 

their causes and diagnoses. Children with ODD may 

also have attention-deficit disorder (ADD) or       

another learning disability that may exacerbate or 

even be the cause of negative, uncontrollable be-

havior. Research is also beginning to show that be-

haviors often attributed to ODD and CD may be 

motivated by a mood disorder, and there is         

increasing evidence that conduct disorder may be a 

component of bipolar disorder. 

Children and youth with disruptive behavior       

disorders may be in families who are coping with 

their behavior, or they may be in families that have    

given up on them. Society’s response to these    

alienated youth is often negative, controlling, and 

punitive. They are seen as lazy, aggressive,          

unteachable, and unreachable. Moreover, people 

tend to blame them rather than look at what led to 

the disruptive behavior. And this is exactly what 

the youth wants adults to know— that they cannot 

be controlled. 

 

 

 

 

 

 

 

 

 

 

 

 

 

A child’s ability to manage anger is dependent on 

their ability to process language, both verbally and 

nonverbally. If children have difficulty understand-

ing all the verbal information they are receiving, 

they can become confused and frustrated. Some 

children have difficulty managing emotions, think-

ing through sequences of events, solving problems, 

or reflecting on what they have heard. These weak-

nesses in language processing can lead to           

misunderstandings and difficulties in social          

interactions. Eventually the frustrations build up 

until the child becomes overwhelmed and explodes 

out of frustration. When we can recognize that 

these children have serious cognitive and          

emotional deficits, then we can change our        

perception of them to see their behavior as their 

way of coping with confusing and frustrating     

stimuli. 



Sensory Processing Disorder 

Sensory Processing Disorder (originally called 

"sensory integration dysfunction" or SID) refers to 

the way the nervous system receives messages 

from the senses and turns them into appropriate 

motor and behavioral responses. Whether you are 

biting into a sandwich, riding a bicycle, or reading 

a book, your successful completion of the activity 

requires accurate processing of sensation. 

Sensory Processing Disorder (SPD), exists when 

sensory signals are either not detected or don't 

get organized into appropriate responses. A      

person with SPD finds it difficult to process and act 

upon information received through the senses, 

which creates challenges in performing countless 

everyday tasks. Motor clumsiness, behavioral 

problems, anxiety, depression, school failure, and 

many other problems may impact those who do 

not have effective treatment. 

Sensory Processing Disorder can affect people in 

only one sense – for example, just touch or just 

sight or just movement – or in multiple senses.  

 

One person with SPD may over-respond to touch     

sensation and find clothing, physical contact, other 

tactile sensory input to be unbearable and/or they 

may respond to visual or auditory or another    

sensory input.  Another person might                  

under-respond and show little or no reaction to 

stimulation, even pain or extreme hot and cold or 

just may be slow to respond to sensation. In     

children whose sensory processing of messages 

from the muscles and joints is impaired, posture 

and motor skills can be affected. 

Our task is to learn and understand how the     

Sensory Processing Disorder affects the individual, 

since its symptoms can vary widely and are on a 

spectrum from mild to severe. For some children, 

the buzzing of fluorescent lights can be a problem, 

for others a flashing light or a certain texture. 

Knowing what the child is sensitive to and what 

can serve as “triggers” (such as being forced to eat 

a certain food), we can make our religious          

education programs accessible. 

Like other mood disorders, Sensory Processing  

Disorder may be hard to diagnose and may be 

linked with other special needs such as being on 

the Autism spectrum.  



Schizophrenia  

Misconceptions about schizophrenia are fueled by 

media portrayals of people with schizophrenia as 

violent, predatory, totally delusional, and home-

less. Many people erroneously believe that people 

with schizophrenia are weak and choose to behave 

bizarrely. The stigma of schizophrenia in our       

society can be a significant barrier to obtaining 

help.  

A young person diagnosed with schizophrenia will 

most likely present a considerable challenge for 

ministry and religious education programs. The 

parents and family will also need extra support, as 

caring for a person with schizophrenia is an all-

consuming task. Religious professionals and the 

entire congregation are called to minister to these 

young people and their families with understand-

ing, patience, and flexibility. 

Most children diagnosed with schizophrenia show 

developmental delays in language and other     

functions before the age of seven, when the psy-

chotic symptoms of hallucinations, delusions, and 

disordered thinking begin to occur. Psychosis    

usually develops gradually, with children talking 

about strange ideas and fears and saying things 

that do not make sense logically.  

One of the most frightening aspects of schizophre-

nia are the hallucinations which are thought to  

result from excessively acute senses and the 

brain’s inability to interpret and respond              

appropriately to incoming messages. Someone 

with schizophrenia may hear voices, or see visions, 

or experience unusual sensations in their body.  

Auditory hallucinations, the most common form, 

involve hearing voices that are perceived to be   

inside or outside the person’s body. Sometimes, 

the voices are complimentary, reassuring, and  

neutral. Other times, they are threatening,          

punitive, and frightening and may command the 

individual to do harmful things. 

A delusion is a strange and steadfast belief that is 

held only by the person having the delusion and 

remains intact despite obvious evidence to the 

contrary. For example, someone with schizophre-

nia may interpret red and green traffic signals as 

instructions from a higher power. Many people 

with schizophrenia who suffer from persecution 

delusions are paranoid. They believe that they are 

being watched, spied upon, or plotted against. 

Common delusions are that one’s thoughts are  

being broadcast over the radio or television and 

that other people are controlling one’s thoughts. 

Delusions are resistant to reason. It is of no use to 

argue that they are is not real. 

People with schizophrenia also have problems   

processing and organizing their thoughts. They may 

have “racing thoughts” that come and go so quickly 

that it is impossible to grasp or process them.     

Because these individuals’ thinking is disorganized 

and fragmented, their speech is often incoherent 

or illogical. Moreover, they may have inappropriate 

emotional responses, such that their words and 

moods do not appear in tune with each other. For 

instance, they might laugh when speaking of    

somber or frightening events. 



As with any emotional, mental, or behavioral     

disorder, maintaining a positive and hopeful     

attitude makes a profound difference in healing. 

As ministers and religious educators, we can     

provide an atmosphere of hope for those parents 

and children who are coping with shame, confu-

sion, and grief. Constant support will be critical to 

parents and families as they battle the mental 

health system and wade through an enormous 

amount of information and advice concerning 

what is best for their child. 

As religious educators and ministers, we may    

encounter two different scenarios involving fami-

lies coping with schizophrenia. In one, the parents 

have a child who has been diagnosed with schizo-

phrenia, and they have taken the medical model 

approach to treatment. In the other, the parents 

are suddenly coping with a child who is hearing 

voices and hallucinating, and they want to know 

what to do. In either case, the parents may seek 

alternative treatments to medication, which 

means they will need support as they sort through 

all the conflicting information from doctors,    

mental health professionals, people with         

schizophrenia, parents, and psychiatric survivors. 

Parents will need support, too, in dealing with 

their feelings about having a child with schizophre-

nia. They are likely to feel guilt and/or shame. 

They may feel that others blame them for their 

child’s condition. Moreover, they may be grieving 

the loss of their child to this disorder. Their lives 

have been permanently changed, which can cause 

anger, resentment, and confusion. Caring for their 

child may have totally consumed them. Our job is 

to listen and to offer support. We can work with 

parents to help them find balance in their lives 

and ways to take care of themselves. 

Involving individuals diagnosed with schizophrenia 

in our youth groups will be a challenge. They will 

most likely be on medication, and their behavior 

will often be different than it was before they 

were medicated. They may be in and out of the 

hospital, disrupting contact with and support from 

friends and family. It will be very important to talk 

with members of the youth group about what 

their friend is going through and to ask for        

suggestions on how to continue to include him or 

her in the group. 

One of the most important supports a youth group 

can provide is a safe haven. Our congregations can 

stay in relationship with these youth and help 

them re-establish their connections with other 

people. We can also offer opportunities to work 

through psychospiritual struggles and renew the 

soul. 



Tourette’s Syndrome 

This is one of several disorders which cause tics 

which are involuntary, repetitive movements and/

or vocalizations. Tics may wax and wane in        fre-

quency and are not caused by the use of a   sub-

stance or other medical condition. 

Motor tics are uncontrollable, repetitive move-

ments like eye blinking, grimacing, head bobbing, 

shoulder shrugging and arm jerking. Vocal or phon-

ic tics happen when a person blurts out a sound, 

word or other noise uncontrollably. Simple vocal 

tics may be sniffling, throat clearing, grunting, 

hooting or shouting. Approximately 10-15% of vo-

cal tics involve the use of inappropriate words 

(swearing, ethnic slurs, or other socially  unac-

ceptable words or phrases).  

A lack of awareness about Tourette’s Syndrome 

may lead to fear in people asked to work with  chil-

dren experiencing motor or vocal tics, particularly 

when the vocal tics produce inappropriate words. 

Other children may be confused by their behavior 

and feel unsure about how to interact with them.  

 

 

Religious professionals can minister to children and 

youth with Tourette’s Syndrome by placing them 

close to the front or near to the demonstration to 

help enhance their focus and attention. Giving 

breaks can relieve tension so they are less restless 

or distracted by their tics. The suppression of tics 

increases anxiety levels and can tax the child’s 

emotional and physical energy, so having a place 

where it is okay to engage in the tics may be     

helpful.  

Other techniques for welcoming children and 

youth with Tourette’s Syndrome involves breaking 

up tasks into smaller units, removing unnecessary 

objects from the room or space where child is so a 

flailing arm doesn’t result in something being     

broken. Have fidget toys available and use visual 

aids to focus attention. Finally, focus upon effort 

rather than ability to repeat back information. The 

child may indeed understand the concepts but they 

may have trouble writing or drawing neatly which 

is a constant frustration for them. 



 

Children with visible physical impairments are confronted daily with the reactions of the people they 

meet. Sometimes, the reactions are not kind; at best, they are rude and uninformed. Regardless, facing 

these reactions is part of the daily existence of children with physical disabilities. 

When we have children with physical disabilities in our churches and religious education programs, we 

are immediately confronted with the challenge of inclusion. Our job is to create a safe haven for these 

children—a place free from the stares and the constant challenge to prove themselves; a place where 

they are accepted for who they are and not defined by their physical limitations; and a place that offers a 

healing ministry in which the children feel safe, secure, accepted, and understood. 

As with any disability, the severity of a motor disability, blindness or deafness can vary widely. Also, some 

children have multiple disabilities that require multiple medical and rehabilitation treatments.  

 



Mobility Challenged Children 

 

The common element of all motor disabilities is 

that they impair movement, which necessitates the 

use of crutches, braces, or a wheelchair. A small 

number of children with motor disabilities also 

have other conditions, such as learning disabilities, 

seizures, developmental delays, heart conditions, 

attention-deficit disorder, and hearing or visual  

impairments. However, just because a child has 

motor impairments, this doesn’t necessarily mean 

they have learning disabilities or developmental 

delays because most children, youth, and adults 

with mobility challenges do not have any learning 

difficulties. 

Accessibility means more than just physical access. 

It also means being free from prejudices and mis-

conceptions. It means being accepted, first and 

foremost, as a person who has many abilities, not 

as someone who has limitations and impairments. 

Many people, including some parents of children 

with mobility limitations, see only the limitations, 

not the possibilities. An accessible, inclusive      

community sees only possibilities. 

 

Children with motor disabilities have no choice but 

to live with them. Some do it gracefully, and some 

do not. Children with motor disabilities can become 

depressed and/or angry about being different from 

other children. And since these disabilities are gen-

erally quite visible, children may have to endure the 

taunts of their peers and the unkindness of some 

adults. Most of the hurtful treatment comes from 

people who simply do not understand. Children 

with physical disabilities do not want people to feel 

sorry for them or view them as an inspiration. They 

just want to be treated like other children, with 

consideration for the things that they can and    

cannot do. 

Ministering to the families of children with motor 

disabilities should involve the entire faith           

community. Just as congregations offer support 

when   someone is ill or has a death in the family, 

the congregation can support the family with a  

special-needs child. Children with orthopedic and/

or  neurological impairments are often in and out of 

the hospital. These are the times when families 

need help caring for their other children. A network 

of church members can be organized to run         

errands, babysit, arrange transportation, provide 

meals, and serve as a liaison to the outside world 

so the parents do not constantly have to communi-

cate information about their child to others. A 

church support group can also provide parents 

some time to themselves, particularly when they 

are feeling most fragile and vulnerable. Finally, 

church members can volunteer to be mentors, 

aides, and caregivers for the child when the family 

comes to church. 



Blindness and Visual  

Impairments 
 

The terms blindness and visual impairment do not 

represent distinct conditions but instead describe a 

range of impairments, from low or partial vision to 

total blindness. Usually, someone is considered  

visually impaired when they have severe difficulty 

completing daily activities without making special 

adaptations for a lack of sight. Most individuals 

have some usable vision, and even those who are 

considered blind usually have some perception of 

light and dark.  

Since many people fear becoming blind, this may 

explain our societal fear of people who are blind or 

visually impaired. Our language betrays our         

perceptions. Think about how often we use the 

word “blind” to connote a lack of understanding or 

a state of helplessness, ignorance, or confusion: 

blind faith, blind luck, blind alley, double-blind 

study, colorblind, blind spot, the blind leading the 

blind, blinded by hatred, blind submission, and 

blind to people’s needs. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In some respects, society has come a long way in 

how it treats and educates children who are blind 

or visually impaired. We know that being blind does 

not mean “unintelligent.” We also know that      

children who are blind or visually impaired grow 

into adults who live independent, meaningful lives. 

Yet prejudice persists. We tend to view people who 

are blind or visually impaired as either helpless or 

heroic. 

As religious professionals and lay leaders, we can 

appreciate the unique way in which those who are 

blind or visually impaired relate to the world. We 

can respect their difference and perhaps learn to 

appreciate the world of touch, smell, taste, and 

hearing. The location, extent, and type of visual  

impairment often determine the accommodations, 

adaptive devices, and learning needs of the child.  

Children who are blind or visually impaired are just 

like other children: They vary in ability and          

personality; they need love and affirmation; and 

they like to run, play, and socialize with their 

friends. The primary difference between them and 

other children is that they learn about the world 

through senses other than sight, particularly 

through touch. 



 

Deaf and Hard-of-Hearing 

In order to minister to deaf and hard-of-hearing 

children, it is important to understand the issues 

related to deafness. Some members of what is  

referred to as the Deaf-World do not consider 

themselves to have an impairment but rather use 

a mode of communication other than speech.  

Other people who are deaf or hard-of-hearing do 

not see themselves as part of the Deaf-World and 

want to function only within the hearing commu-

nity. There is continuing conflict between these 

two communities, and how deaf and hard-of-

hearing children are raised and educated depends 

on which community their parents belong to. 

Because members of the Deaf-World consider 

themselves a linguistic and cultural minority, they 

will probably not be attracted to a church, unless a 

Deaf program is a primary ministry of that church.  

However, our congregations do include deaf and 

hard-of-hearing adults and children who do not 

identify primarily with the Deaf-World community. 

 

 

 

 

 

 

 

 

 

 

 

In fact, people who are Deaf or hard-of-hearing 

are very diverse in terms of the cause and degree 

of their hearing loss, the age of onset of their 

hearing loss, their educational background, their 

communication methods, and their feelings about 

their hearing loss. The range of people’s ability to 

use American Sign Language (ASL) also varies. 

Some people who are Deaf or hard-of-hearing can 

read lips, others do not. Depending upon whether 

they were born Deaf or experienced hearing loss 

after learning to speak verbally will also have an 

influence on their ability to communicate with 

spoken words. 

The use of cochlear implants is becoming more 

and more popular with hearing parents who want 

to give their children the benefit of hearing. How-

ever the use of cochlear implants is somewhat 

controversial within the Deaf community at large. 

Some people see it as a way of correcting an     

impairment when there isn’t one, just a barrier to 

communication. Others see it as irresponsible to 

have a child undergo surgery to correct a problem 

that they don’t see as a problem. Others feel that 

to not give a child the chance to hear if a cochlear 

implant is an option is depriving the child of the 

ability to hear and function in society. 



 It is important that religious educators create an 

environment in which the deaf or hard-of-hearing 

child feels welcome and accepted for who he or 

she is. These children’s attention to the visual    

provides them with a different view of the world 

than that of hearing people. This visual awareness 

is a strength that we can incorporate into the     

religious education program. 

Some congregations balk at the expense of hiring 

an ASL interpreter. Clearly, making this decision 

will depend on the church’s commitment to      

welcoming all children. Awareness training for the 

entire congregation may be helpful in encouraging 

this commitment.  

Technology is continually evolving and producing 

new assistive devices to help people hear. Be sure 

to find out from the child’s parents what type of 

hearing aid they are using, if any. Also find out how 

much sound the child can actually hear. Some    

assistive devices include a microphone for the 

teacher/speaker to wear that transmits his or her 

voice directly into the hearing aid, so the individual 

does not receive all the confusing background 

noise. A church committed to ministering to all 

children may consider purchasing such devices a 

worthwhile expense. 

Once a communication approach has been identi-

fied, teachers and others in the religious education 

program will need to practice communicating. 

Again, consult with the parents. No matter what 

approach you use, assume that the deaf or hard-of

-hearing child will need visual cues in order to    

follow what is being taught. Also consider that the 

amount of hearing loss will affect how much a child 

can understand and how well he or she can       

converse with others. Moreover, deaf and hard-of-

hearing children who use the oralist approach 

often lag behind hearing children in developing 

spoken language and therefore may become     

confused in the religious education program when 

programs are primarily presented orally. 



Online copy of Welcoming Children with Special Needs: A Guidebook for Faith 
Communities 
https://www.uua.org/sites/live-new.uua.org/files/documents/lfd/
welcoming_children_specialneeds.pdf 
 

Involve Training Materials and Activities: A Guide for Teacher Training  
http://www.embracechildspirit.org/pdfs/teacher_training.pdf 
 
 
A Faith-Based Sexuality Education Guide for the Inclusion of     
Children and Youth with Special Needs http://www.embracechildspirit.org/pdfs/
awareness.pdf 
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