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Disruptive behavior

Introduction

The purpose of this guide is to help families and clinicians work together to plan the evaluation and treatment of children and teens with behavior problems.  All children are defiant at times and it is a normal part of adolescence to do the opposite of what one is told, but sometimes these problems interfere with family life, school, and can put the child or teen in danger. 

Presenting concerns

· In younger children: marked tantrums, defiance, fighting, and bullying. 

· In older children and adolescents: serious law breaking such as stealing, damage to property, assault. 

· Can be confined only to school, home, or the community.
Diagnostic features to explore

· A pattern of repetitive, persistent and excessive aggressive or defiant behavior lasting  for many months. 

· These features must be out of keeping with the child’s development level, norms of peer group behavior, and cultural context. 

· Behaviors characteristic of oppositional-defiant disorder: angry outbursts, loss of temper, refusal to obey commands and rules, destructiveness, hitting, intentional annoyance of others but without the presence of serious law-breaking. 

· Behaviors characteristic of conduct disorder: vandalism, cruelty to people and animals including sexual and physical violence), bullying, lying, stealing, truancy, drug and alcohol misuse, and criminal acts, plus all the features of the oppositional-defiant type.
Other possible explanations and complications

Co-existent disorders are common and do not rule out the diagnosis; they are easily missed so should be carefully checked for:

· Attention-deficit/hyperactivity disorder

· Depressive or bipolar disorder

· Learning disorders. 

· Autism spectrum disorders

· Reactions to trauma (recent or in the past) or loss including parental divorce, bereavement, injury, abuse, or serious illness (self or another family member).

· Substance abuse

General management and advice to child/teen and family

· Consider the environment: 

· Is stress on the parent(s) leading to low mood, drinking, or greater demands for the child to behave? Are there ways for the parents to get more support for themselves?

· Are there inconsistencies or differing beliefs about parenting among caretakers (parents, grandparents) that undermines attempts to create rules, limits, or consequences?   Can caretakers agree on priority behavioral problems and how to address them?

· Promote daily positive joint activities between parents and child/teen, despite both sides’ initial reluctance – once negative feelings have emerged, avoidance seems more simple. 

· Encourage praise and rewards for specific, agreed desired behaviors. If appropriate, monitor with a chart. Negotiate rewards with the child and change target behaviors every two to six weeks and rewards more often. 

· Many minor unwanted behaviors can be ignored, and will then stop (but could increase when this technique is first tried).  “Pick battles” and focus discipline on priority areas.

· Focus on prevention:

· When possible, reorganize the child’s day to prevent trouble. Examples include asking a neighbor to look after the child while going to the market, ensuring that activities are available for long car journeys, and arranging activities in separate rooms for siblings who are prone to fight. 

· Monitor the whereabouts of teenagers. Telephone the parents of friends whom they say they are visiting.  See if there are ways to limit contact with friends who have behavior problems, and promote contact with friends who are positive.

· Talk to the school and suggest similar principles are applied. Pressure the school to look hard for learning problems.

· Be calm and consistent

· Set clear house rules and give short specific commands about the desired behavior, not prohibitions about undesired behavior (eg 'Please walk slowly', rather that 'Don’t run'). 

· Provide consistent and calm consequences for misbehavior. Consequences should not be drastic or, in the case of young children, go on for so long that the child is likely to forget what he or she originally did wrong.

· When enforcing a rule. avoid getting into arguments or explanations, as this merely provides additional attention for the misbehavior; defer negotiations until periods of calm..
Most commonly-used elements of evidence-based psychosocial interventions of disruptive behavior problems for younger children (adapted from Hawaii Evidence-based services committee report, 2004, and Bright Futures )

	Intervention strategy
	Description/rationale
	Example

	Tangible rewards
	Rewards or privileges contingent on performance of routine tasks
	Television or computer time contingent on attaining realistic goal

	Commands/limit setting
	Use of clear, simple commands that ideally give child a warning of impending expected behavior, an opportunity to perform it, a warning of consequences for non-performance, and a consistent consequence.
	You can do one more puzzle and then we have to go. Now it’s time to go.  If you don’t put the puzzle away now you can’t chose the tape we hear in the car.

	Time out
	Avoiding re-enforcement of undesired behavior through arguing or allowing the behavior to continue
	Child is required to sit without attention or activity for a brief period as a consequence for an undesired behavior

	Parent praise
	Conscious effort for parent to identify and comment on positive aspects of child’s behavior
	Complement child, especially when desired action is spontaneous

	Problem solving
	Anticipating situations that provoke confrontations or provide opportunities trouble
	Decreasing unsupervised and/or unstructured time, decreasing exposure to peers with behavior problems, avoiding making promises to the child that the parent cannot fulfill


Responding to/planning for emergencies

· Are there concerns for the safety of the child, siblings, or parents?

· Tactfully explore the possibility that harsh physical or emotional punishment is related to the child’s behavior problem, or that tensions might escalate to that point.

· Develop a plan if the child’s behavior should suddenly seem to pose a threat to the child him/herself or others.  This may include calling the police or a local crisis response team (Telephone: _______________).
On-going evaluation and referral

Mild to moderate disruptive behavior problems can often be addressed through parenting classes; more severe problems usually require coordinated help from community agencies and frequently mental health care:

· If problems are mainly or exclusively at school, parents should request that the school assess the child for special educational needs and develop a plan to monitor behavior while at school; primary care providers can often provide support in these situations by communicating to the school the degree to which the parents are actively engaged in finding help for their child’s problems. 

· Referral to specialty mental health care (or consultation) is warranted if problems continue to worsen or if there is concern for a co-existing mental health problem that can’t be readily addressed in the primary care setting.

· For adolescents who have already been involved with legal authorities, coordination with probation officers and understanding the terms of probation can be helpful; simply reminding the adolescent and family of the consequences of violating probation can help promote participation in treatment or changes to lifestyle.
Resources

Details of the most studied form of parent management training are on: http://www.incredibleyears.com
Bright Futures in Practice. Mental Health, Volume II. Tool Kit. Problem solving strategy, Page 106.

Bright Futures in Practice. Mental Health, Volume 1. Practice Guide. Pages 291-302.
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