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Disruptive Behavior or Aggression?
Suspect Oppositional Defiant Disorder or Conduct Disorder?

Safety check:  Neglect/Abuse?
 Drug abuse?
 Specific plan to hurt someone?

If acute danger,  
have duty to protect  

or report risks.
Consider consultation.

Diagnosis:
See DSM-5 criteria.
ODD: Pattern of angry/irritable, argumentative/defiant and vidictive behavior of > 6 months
CD: Pattern of behavior violating rights of others/societal norms > 1 year
Rating scale screen: Vanderbilt ADHD scale

NO Referral to Mental
Health Specialist

Individual psychotherapy focused on problem  
solving skills, and helping identify and institute 
tangible rewards for desired behavior. (Avoid group 
therapy as may reinforce negative behaviors.)
Parent involvement/training is essential to get 
positive results.
Encourage “special time” interactions between  
parent and child.

If ADHD present, strongly consider use of stimulant 
medication.

Although not preferred, if very severe symptoms or if unable to make  
progress with child/parent counseling after a reasonable counseling effort 
over a few months, consider medication as symptom focused treatment trial. 
Note planned, purposeful aggression is not helped by medication.

If use a medicine, identify child specific treatment goals which can be  
monitored to measure treatment effects, like the frequency/severity of  
violent incidents. Stop any failed medication trials before beginning any  
new prescription (avoiding polypharmacy).

Non-specific medication options for maladaptive impulsive aggression  
include divalproex sodium, lithium, atypical antipsychotics, stimulants, and 

-2 agonists. The -2 agonists are usually preferred as a first trial due to  
overall lower side effect risks. Antipsychotics like risperidone have greater 
cumulative medical risks, but are more likely to yield a decrease in aggression.

Think about  ADHD
comobidity: Major Depression (irritable mood type)
 Bipolar disorder
 Anxiety disorder

Can problem
be managed in
primary care?

Child Focused Treatments Parent Focused Treatments

Young Children: strongly recommend a therapist to 
teach behavior management skills. Many models for  
this like Parent Child Interaction Training (PCIT), the 
Barkley method and 1-2-3 Magic.

Adolescents: recommend parent/family therapy or 
training such as functional family therapy (FFT) or  
Multisystemic Therapy (MST).

Parent should create some regular positive time with 
their child (like “special time”) as this helps other  
discipline to be more effective.

Encourage parent to utilize our bibliotherapy/video  
references on learning behavior management techniques.

YES
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Non-Specific Medications for
Disruptive Behavior and Aggression
• If used, choosing a single medication is strongly recommended over polypharmacy

• Establish a specific target to treat, and measure the response over time (such as anger explosion  
frequency, duration)

• Aggression is not a diagnosis – continue to look for and treat what may be the cause, such as trauma, autism, 
OCD, tics, ADHD, conduct, anxiety, depression, bipolar, and sleep disturbances. Usually psychotherapy and 
behavior management training are the treatments of choice.

Drug Dosage Start Sedation Weight Extra-  (+) RCT Editorial Comments
Name Form Dose  Gain pyramidal evidence 
     symptoms in kids? 

Risperidone 0.25, 0.5, 0.25mg + + + Yes Most child research support
(Risperdal) 1, 2, 3, QHS     of the meds in this group
 4mg      
 1mg/ml

Aripiprazole 2, 5, 10, 15, 25, 2mg + + +/- Yes Long 1/2 life, takes weeks to 
(Abilify) 30mg QD     build effect.
 1mg/ml      

Quetiapine 25, 50, 25mg ++ + +/- No Pills larger, could be hard
(Seroquel) 100, 200, QHS     for kids to swallow.
 300, 400mg      

Ziprasidone 20, 40, 60, 20mg + + +/- No Greater risk of QT lengthen, 
(Geodon) 80mg QHS     EKG check

Olanzapine 2.5, 5, 7.5, 2.5 mg ++ ++ +/- No Greatest risk of weight gain,
(Zyprexa) 10, 15, 20mg QHS     increased cholesterol

Table + and – from Fedorowicz VJ. Fombonne E. (2005), Lublin, H; et al ( 2005), and Correll CU et al (2009)
*Pappadopulos E et al., J Cdn. Acad. Child Adol. Psych. (2006)

Monitoring for all atypical antipsychotics: AIMS exam at baseline and Q6months due to risk of tardive
dyskinesia. Warn of dystonia & NMS risks. Weight checks, fasting glucose/lipid panel Q6months at minimum

**Pappadopulos E et al. (2006) and lit. review

None of the medications on this page are FDA approved for aggression treatment,
with the exception of risperidone and aripiprazole which are approved for irritability/aggression treatment in autism.

Other Medication Options

Drug Name Description (+) RCT evidence Monitoring Editorial Comments
  in kids**

Lithium  A salt, is Yes Baseline EKG, BUN/creat, Sedating, weight gain, renal and 
 renally excreted  TSH, CBC. Lithium level  thyroid toxicity. If dehydration
   after 5 days. Q3month Li. can get acute toxicity. Reduces
   Q6mo TSH,BUN/crt suicide risk though an overdose
    can be fatal

Valproate  Anti-seizure Yes CBC, LFT at baseline, in Sedating, weight gain, rare
   3 month, then Q6month. severe toxicity of liver, platelets
   VPA level checks needed

Clonidine,  -2 agonists Yes Pulse, BP Orthostasis, sedation sign of
Guanfacine    excess dose, avoid high doses,
    rebound hypertension if quick stop
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Facial and Oral 1. Muscles of facial expression e.g., movements 0 1 2 3 4
Movements:  of forehead, eyebrows, periorbital area, cheeks;  
  include frowning, blinking, smiling, grimacing

 2.  Lips and perioral area e.g., puckering pouting, smacking 0 1 2 3 4

 3.  Jaw e.g., biting clenching, chewing, mouth opening, 0 1 2 3 4  
  lateral movement

 4.  Tongue rate only increase in movement both in 0 1 2 3 4  
  and out of mouth. Not inability to sustain movement

Extremity 5.  Upper (arms, wrists hands fingers include choreic 0 1 2 3 4
Movements:  movements (i.e., rapid, objectively purposeless, irregular  
  spontaneous) athetoid movements (i.e., slow irregular,  
  complex serpentine). Do not include tremor  
  (i.e., repetitive, regular, rhythmic)

 6. Lower (legs, knees, ankles, toes) e.g., lateral knee 0 1 2 3 4  
  movement, foot tapping, heel dropping, foot squirming,  
  inversion and eversion of foot

Trunk Movements: 7 Neck, shoulders, hips e.g., rocking. Twisting, 0 1 2 3 4 
  squirming pelvic gyrations

Global Judgments: 8 Severity of abnormal action 0 1 2 3 4

 9  Incapacitation due to abnormal movements 0 1 2 3 4

 10.  Patient's awareness of abnormal movements 0 1 2 3 4

Dental Status: 11  Current problems 0 1 2 3 4

 12  Does patient usually wear dentures? 0 1 2 3 4

Not applicable: patient has no history of treatment with neuroleptics for one month or more.

Examination completed

Physician’s Signature .......................................................................................................................... Date of Examination .................................................

Revised 03/20/97 
Public domain, formatted by University of Massachusetts Medical Center Adult Mental Health Unit

Monitoring for all atypical antipsychotics: AIMS exam at baseline and ~Q6months due to risk of tardive
dyskinesia. Warn of dystonia risk. Weight checks, fasting glucose/lipid panel ~Q6months at minimum.

Abnormal Involuntary Movement Scale (AIMS)
Instructions: Complete examination procedure before making ratings. Code  0 = None 1 = Minimal, may be extreme normal

Movement Ratings: Rate highest severity observed, rate movements  2 = Mild 3 = Moderate 4 = Severe
that occur upon activation one less than those observed spontaneously.   

Examination Procedure
Either before or after completing the examination procedure observe the patient unobtrusively at rest (e.g., In waiting room).
The chair to be used in this examination should be a hard. Firm one without arms.

1. Ask patient whether there is anything in his/her mouth  
(i.e., gum, candy, etc.) And if there is, to remove it.

2.  Ask patient about the current condition of his/her teeth. Ask patient if
 he/she wears dentures. Do teeth/dentures bother patient now?

3. Ask patient whether he/she notices any movements in mouth, face.  
Hands, or feet. If yes, ask to describe and to what extent they currently  
bother patient or interfere with his/her activities.

4.  Have patient sit in chair with hands on knees legs slightly apart  and feet 
flat on floor. Look at entire body for movements while in this position

5.  Ask patient to sit with hands hanging unsupported. If male, between 
legs; if female and wearing a dress, hanging over knees (observe hands 
and other body areas.)

6.  Ask patient to open mouth. (Observe tongue at rest within mouth,)  
do this twice. 

7.  Ask patient to protrude tongue. Observe abnormalities of tongue 
movement. Do this twice.

*8. Ask patient to tap thumb. With each finger, as rapidly as possible for 
10-15 seconds; separately with right hand, then with left hand. (Observe 
facial and leg movements.)

9. Flex and extend patient’s left and right arms (one at a time).  
(Note any rigidity and rate on dotes.)

10. Ask patient to stand up. (Observe in profile. Observe all body areas 
again. Hips included.)

*11. Ask patient to extend both arms outstretched in front With palms down. 
(Observe trunk, legs. And mouth.)

*12. Have patient walk a few paces, turn, and walk back to chair.  
(Observe hands and gait) do this twice.

** Activated movements
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Time Out

“Time out” means taking a specific time away from 
attention, interesting activities, rewards or other 
reinforcement. It usually means placing the child in a 
dull, boring place immediately following an undesired 
behavior, and having them remain there for a specific 
amount of time. Time out can also involve a temporary 
loss of parental attention or interaction in situations
where the physical space is limited (like no talking for  
5 minutes while riding in a car).

It is often said that the length of time out should be one 
minute for each year of age, but adjustments need to 
be made based on developmental level — for instance  
a developmentally delayed child should have their time 
out times significantly reduced.

Time outs are simple in concept, but can be hard to 
implement. Here are some tips for greater success:

• Set limits that are consistent — if a given child  
behavior requires a time out one day it should  
always get that response. Inconsistency leads  
to more testing of the limits.

• Focus on changing only one or two types of  
misbehavior at a time. For instance if hitting a sibling 
is the main concern, focus your efforts on consistent 
time outs for that behavior and try to let other things 
slide for a while until you have results.

• When you announce the time out, do not continue  
to engage verbally with your child. This is very 
important — children that continue to verbally  
engage with you, bargain, plead, and yell back and 
forth with you will not receive the benefit from a time

 out because they are in essence receiving MORE 
attention from you during a time out rather than  
less. You can’t control what their mouth does, but  
you can control your own. Remain calm, and refuse  
to take the bait.

• Time outs should occur immediately after misbehavior. 
A time out many minutes later sends a confused 
message. Delaying a time out by lecturing the child 
before the time out also hurts the process. The action 
of being quietly brought to a time out location and 
having no verbal interaction from you speaks far  
more loudly than any words can.

• If giving a warning before use of time out, make it 
count. For instance saying “do it one more time and 
you will get a time out” needs to be followed up by 
actually initiating the time out if they do “it” one  
more time.

• Remember that kids enjoy making a splash. Like 
throwing rocks in the water, triggering a parent to 
lose their cool can be entertaining or satisfying for a 
child. Keeping your cool when setting limits avoids 
inadvertently reinforcing their behavior to occur again.

• You determine when the time out is over, not the 
child. Setting a timer can make this seem less  
arbitrary to the child. Don’t be punitive with your 
child immediately after time out (e.g., lecturing, 
forcing a child’s apology). Simply “resume business  
as usual” or congratulate them on regaining personal 
control. Then actively look for the next positive

 behavior to praise. 

This resource page is available in Spanish at www.seattlechildrens.org/pal

— Robert Hilt, MD
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Special Time

Also known as “Child Directed Play”
A strength based approach to overall child behavior problems.

Goal of this is to establish regular times when parent and child have a positive experience in each other’s presence, 
supporting family self confidence, pleasure and hope. Regular special time together is like money in the bank that 
lessens times of crisis and re-establishes motivation for positive behaviors. Without regular positive parent/child 
interactions, corrective discipline is far less effective. For instance, families often find that time-outs work better 
after initiating special time.

How to do special time:

• Important to be done regularly, every day is optimal, 
but two or three times a week consistently is OK. 
Siblings should receive equal opportunity.

• Parent picks time of day.

• Label it “special time.”

• Pick a time short enough that it can be done reliably 
as scheduled, usually 15-30 minutes.

• Do it no matter how good or bad the day was.

• One on one without interruption.

• Child picks the together activity, which needs to be 
something the parent does not actively dislike doing 
and which does not involve spending money or 
completing any task or chore.

 – Examples might include playing together with  
 child’s toys, or drawing pictures together.

• End on time: may use a timer to help. Remind child 
when the next special time will be. You may choose  
to play with the child more after taking a break from 
each other.

• If the child refuses at first, tell the child that you will 
just sit with him/her for that time, and/or that you  
will continue to invite the child to participate when 
next special time is scheduled.

• Parents also need to have some special time for  
him/herself. Parents who feel nurtured themselves 
find this is easier to do with their child. 

This resource page is available in Spanish at www.seattlechildrens.org/pal — Robert Hilt, MD
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Treating Disruptive Behavior and  
Aggression Using Functional Analysis
Identify the behavior
Character  (what they do)

Timing  (especially noting provoking and reinforcing factors)

Frequency  (times per day or per week)

Duration  (i.e. 30 minute behaviors are different than 30 second behaviors)

Analyze and make hypotheses about  
the function of the behavior

• Communication. This is the primary etiology to 
investigate for young children or if a child lacks 
communication skills. Maladaptive behavior  
may communicate physical discomfort like pain,  
GI distress or illness. It may also communicate  
emotional discomfort like boredom, anxiety, anger, 
frustration, sadness, or over-excitement.

• Achieving a goal. How does performing the behavior 
benefit the child, what does he/she gain? This might 
include escaping an undesired situation, avoiding a 
transition, acquiring attention, or getting access to 
desired things like toys or food.

• No function. If there is no function identifiable for  
the behavior, this suggests causes like seizures, 
medication side effects, sleep deprivation, and  
other medical or psychiatric disorders.

Modify the environment by changing  
provoking and reinforcing factors.

• Enhance communication — could try naming the 
thoughts or feelings that you believe the child may  
be having, like “I see that you want to eat right now.”

• Use simple, concrete sentences and questions  
with child.

• Remain calm since your emotional reaction may 
reinforce an undesired behavior.

• Increase structure — provide schedule of day’s  
events, use routines, anticipate transitions. Describe 
an upcoming routine to prepare for new situations. 
Teach child how to ask for help and how to tell adults 
when they need a break.

• Modify demands — match the task to their develop-
mental stage & language ability. Limit time for tasks, 
schedule fun activities after less preferred ones.

• Allow child access to a time-limited escape to a calm, 
quiet place if overwhelmed.

• Reinforce positive behavior with attention and praise, 
find out what child finds rewarding (special activity, 
food, favorite toy, a gold star, etc.)

• Avoid reinforcing maladaptive behavior with attention 
or other gains.

• Schedule special, non task-driven, time for child and 
parents together that is honored and not conditional 
on other behaviors.

Consult with a behavioral specialist to facilitate 
process and support family.

• Behavior modification specialists can make tailored 
suggestions for the family’s situation.

• If behavior is at school, consult with the school 
psychologist for a behavioral intervention.

If strategies are insufficient or behavior is severe, 
or places child or others at risk of harm, consider 
augmentation with medications.

• See Care Guide section, “Non-Specific Medications for 
Disruptive Behavior and Aggression”. 
 

— A. A. Golombek, MD and Robert Hilt, MD
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Bullying: Advice for the  
Primary Care Clinician
Bullying is aggressive behavior intended to hurt another 
person, often to gain power. It can be physical, verbal, 
social, in-person or in cyberspace. Strategies to address 
this common problem include:

Screening for bullying, especially when there is any acute 
change in mood, behavior, sleep, or somatic symptoms, 
or any change in social or academic functioning.

1)  With patients, screening questions include,  
“Sometimes I hear about kids getting picked on… 
Have you been bullied or bullied others? How 
often? Have you seen bullying? How did you 
respond? Have you sent or received things  
electronically that may be bullying?”

2)  With parents, screening questions include,  
“Sometimes bullying can really affect kids’ health 
and functioning… Have you seen your child being 
bullied by other kids? Have you heard about any 
bullying involving your child? Has your child  
talked about witnessing bullying at school?”

Educating child and family that bullying is not okay  
and should be addressed. Create a  plan:

 With a bullying victim, immediate action steps to 
recommend include:

 • Walking away and telling a trusted adult who  
 can be accessed quickly.

 • Consider confronting a bully (elevate posture,  
 eye contact, “bullying is not okay”).

 • Changing the topic. Using humor.

 • Accessing peers for support and ideas.

 For a bullying bystander, action steps to  
recommend include:

 • Asking adults to help during or even after the event.

 • Stepping in to change the situation, label the  
 bullying, using humor, suggesting a compromise.

Working directly with the bully:

1)  Inquire about the motivation for bullying. Why is 
the bully trying to be in control? Talk about both 
how to lead and how to respond to feeling left out.

2) Bullies may be experiencing trauma in their own 
lives. Screen for abuse.

3)  Discuss what makes a good friend and attempt  
to build empathy for the victim. Try to engender 
positive feelings towards making others feel good.

4)  Review the potential negative consequences of 
bullying (friends avoiding, bigger peers may 
challenge, school policies).

Engage parents, school and other care providers  
about the bullying:

Parents and school staff should review the use of 
non-physical and non-shaming behavior management 
techniques, and set clear expectations for empathic 
behaviors. Children can be taught by counselors and 
teachers to use problem solving, emotion regulation, 
and anger management coping skills and how to make 
plans for alternative actions. Adults should model
treating others with kindness and respect. Adults 
should monitor their child’s social media use. Parents 
can encourage participation in pro-social activities  
to build peer networks, enhance social skills, and  
gain confidence.

Parents and school officials can learn more about  
how to stop bullying at www.stopbullying.gov

 — Rebecca Barclay, MD and Robert Hilt, MD

Reference: Buxton, Potter, and Bostic. Coping Strategies  
for Child Bully-Victims. Psychiatric Annals. 2013;3:101-105; 
stopbullying.gov (4/30/14).
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Caregivers Handout on Challenging  
Child Behavior
To be used independently or together with the FAST-B Workbook for Caregivers

When is child behavior a problem?  
All children get distracted, argue, or don’t follow instructions at times. If your child’s misbehavior 
causes problems at home or at school, makes it hard to get along with others, or makes life hard 
for you as a parent, we want to share some strategies that can help.

First, what causes child behavior problems?  
Normal differences in how kids grow, in their personalities, and in their mental health can all affect 
behavior problems. Stress, life experiences, and different parenting styles can make a difference too. 

How can parents help change child behavior?
Children aren’t often interested in changing their own behavior. But, parents can help shape child 
behavior by trying these skills:

1) Discussing clear expectations for behavior ahead of time

2) Giving extra attention and praise to good behaviors

3) Responding calmly and consistently with consequences for misbehaviors 

This helps children learn that good behavior “works” better than bad behavior.

Behavior Patterns: How Kids and Caregivers Shape  
Each-others’ Behavior 
When kids are don’t follow instructions or act out, parents may feel like they 
must give in to avoid a tantrum. But, if kids learn that misbehaviors sometimes 
get them what they want, they will do it much more. This is how behavior can 
get worse over time. When parents stop giving in to misbehavior, kids often 
push extra hard at first, but eventually come to accept the limit.    

Are You Falling Into Any of These Common Traps?

 Criticizing: Telling your child all the things you don’t like about their behavior, but not paying 
as much attention when they’re being good.

       (Example: “I’ve told you a million times and you still haven’t put your shoes on”.)

 Threatening: Telling your child there will be a consequence, but not following through 
       (Example: Saying they’re grounded for a month, then deciding to skip it)

 Lecturing: If you are repeating the same lectures and explanations constantly, your child is 
probably not learning from them.

 Avoiding: You stop spending positive time with child because it is too frustrating

 Yelling: Feeling so upset that you yell at your child. This does grab their attention, but it can 
lead to bigger, hotter arguments, and it can train kids to yell more at other people.

 Withdrawing: Feeling so helpless to change your child’s behavior that you stop trying
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Fast-B Caregiver Handout (Page 1)

Child  
won’t listen

Everyone 
calms down

Tired parent
gives in

— Erin Schoenfelder Gonzalez, PhD
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Fast-B Caregiver Handout (Page 2)

Ideas to Try with Your Child:

Special Time: Set aside one-on-one time with your child for just 10 minutes per day. Research shows 
this positive connection improves behavior.

Praise the Good: Tell your child exactly what you like about their behavior. Your attention is a  
powerful reward. Ex: “Thanks for sharing so nicely with your sister.”

Reward Boring Tasks with Fun Stuff: Let your child know what fun thing, like play time or an outing, 
will happen after they finish a task they don’t like. Ex: “When your homework is done, then you can 
have screen time.”

Model Coping for your Child: When your child is pushing all your buttons, show them it’s OK to take 
a moment to calm down, take a breath, and make a plan before responding.

Don’t Forget:

Expect Push-Back! When misbehavior stops “working” for your child (because you stopped giving 
in), they will often push harder for a reaction. This is normal! When parents are consistent and don’t 
give in to the push-back, children will learn to change their behavior.

Start Small: Start with praising and rewarding smaller, easier behaviors (like getting dressed) and 
work up to bigger and harder behaviors (finishing the whole morning routine)

Stick with it!: Behavior change takes time. Remind yourself: “Consistency is key. My child is learning 
that good behavior “works” better than negative behavior.”

Set Clear Goals: Think of your child’s most challenging behavior. What would you like to see them do 
instead? (E.g., instead of “not following directions,” “follow directions with 1 reminder.”)

Behavior I want to see more of: 

Pick Small Rewards: List some privileges or small rewards your child would be motivated to earn 
when they do the good behavior you wrote above.

(These could be extra playtime, an activity with you, later bedtime, or extra screen time)

Try Ignoring: Some attention-getting behaviors are rewarded by a reaction from parents. If you stop 
responding, they can get worse at first. But with time, your child will learn that this behavior doesn’t 
“work” to get your attention.

Try ignoring one annoying or attention-getting behavior your child does that gets a reaction from 
you. (Pick something that is not dangerous.)

 Whining  Complaining

 Arguing  Making annoying noises

 Being sassy or rude  Other: 
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If you need support, ask your primary care provider about finding a local mental health expert who 
can help with parenting strategies to manage challenging child behaviors.
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— Erin Schoenfelder Gonzalez, PhD
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Fast-P Caregiver Handout (Page 1)

Caregivers Handout on Supporting Teenagers
To be used independently or together with the FAST-P Workbook for Caregivers

Why is it SO hard to parent teenagers?  
Adolescence is the perfect storm of challenges:

• Wanting independence and not having all the skills to be independent

• Fast-growing abilities and slow-growing self-control

• Making peer relationships #1 and pulling away from family

• Having big dreams and not always taking actions to reach them

Such internal battles, plus hormones, leads to a roller coaster ride

Conflict Cycles: How Teens & Caregivers Shape Each-others’ Behavior
When teens push limits or explode, parents may feel the need to “win”  
the power struggle by being even louder, harsher or stricter. Then everyone  
feels disrespected and communication is harder the next time. When parents  
listen and show flexibility while calmly holding important limits, teens will  
come to accept those limits with time (and some grumbling).  

Are You Falling into Any of These Common Traps with Your Teen?

 Magnifying: Focusing on things you don’t like while not giving attention to what your teen  
is doing well (Ex: “Your homework is always late — it’s the same thing every day!”)

 Fueling the fire: Getting angry, yelling, and threatening when your teen is already upset will only 
make it harder for them to calm down.

 Losing the High Ground: Acting like a teenager yourself when upset by insulting, being sarcastic, 
name-calling, or saying things you regret later.

 Random Threats: Taking away too many privileges for too long takes away teen’s motivation to 
keep trying (Example: Grounding or taking away phone for weeks)

 Lecturing: If you are repeating the same lectures and explanations constantly, your teen is  
probably not learning from them.

 Withdrawing: Feeling so helpless to set limits with your teen that you give up
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What else is affecting my teen? 
Teens struggle to balance healthy behaviors (like sleep and 
exercise) while finding a place in their complex social world. 
Many factors affect their behavior and mood each day. 

As a parent, what can I do?
Parents cannot have total control over their teen, but  
they can still have the final say in setting limits. A few 
communication strategies that can help include:

• Clearly communicate expectations and boundaries

• Listen and reflect the teen’s perspective and feelings, 
even if you don’t agree

• Don’t try to fix issues while teen is still upset

• Invite teen to problem solve together and let them  
lead a plan to take action

Sleep

Screens

Social
Media

ExerciseFriend
Group

Identity

School &
Future

Teen
Mental 
Health

Teen
explodes

Everyone 
feels hurt

Parent
gets angrier

— Erin Schoenfelder Gonzalez, PhD and Nat Jungbluth, PhD
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Fast-P Caregiver Handout (Page 2)

Ideas to Try with Your Teen:

1 on 1 time: Set aside one-on-one time with your teen for just 10 minutes per day. Do whatever  
they want to do or talk about during that time — don’t bring up the past or future, don’t ask lots  
of questions, don’t give any advice or criticize.

Link Boring Tasks to Fun Tasks: Make sure boring tasks (like chores) are done right before the start 
of something that is naturally rewarding for your teen (like video games)

Model Respectful Communication: When your teen is pushing all your buttons, respond as you want 
them to learn to respond. Use few words and listen carefully as they speak.

Don’t Forget:

Be a “good boss”: Think of the best boss you’ve had. How did they guide you, give feedback,  
and make you want to do your best work? Channel positive boss qualities (encouraging, giving  
independence) and avoid the negative (shaming, hovering)

Let Your Teen Problem Solve: You won’t always be able to solve problems for your teen. Invite them 
to talk together about possible solutions and then make a plan themselves.

Stick with it!: Changing patterns take time. Remind yourself: “The teen years are tough. My teen is 
still learning. It will take consistency and practice for things to change.”

Comment On The Good To See More Of It:  
What does your teen do that you could praise or acknowledge? Comment on 3 good things every day.

Great things my teen does: 

Pick Battles: Aim for more positive than negative interactions with your teen. This may mean letting 
go of or ignoring behaviors that are annoying or harmless. Which of the following can you stop  
reacting to this week?

 Wearing clothes I hate  Complaining

 Arguing  Talking too much about video games

 Rude tone of voice  Other: 

Set Screen Boundaries: Most teens struggle to set healthy limits with screens.

Consider the following boundaries for your household and discuss them with your teen:
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If you need support, or your teen’s behavior is risky or dangerous, ask your primary care provider 
about finding a local mental health specialist to meet with your family
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What are
screen-free

times  
of day 

When is
screen

“curfew”  
at night?

What leads
to a loss of

screen
privileges?

— Erin Schoenfelder Gonzalez, PhD and Nat Jungbluth, PhD
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Disruptive Behavior and  
Aggression Resources
Information for Families

Books parents may find helpful:

Your Defiant Child: Eight Steps to Better Behavior (2013), by Russell Barkley, Phd

The Explosive Child (2021), by Ross Greene, PhD

The Difficult Child (2012), by Stanley Turecki, MD and Leslie Tonner

1-2-3 Magic: the New 3-step Discipline for Calm, Effective, and Happy Parenting (2016), by Thomas Phelan, PhD

Raising an Emotionally Intelligent Child (2011), by John Gottman, PhD

SOS Help for Parents (2020), by Lynn Clark, PhD

Parenting Your Out-of Control Teenager: 7 Steps to Reestablish Authority and Reclaim Love
(2001), by Scott P. Sells, PhD

Your Defiant Teen: Ten Steps to Resolve Conflict and Rebuild Your Relationship (2013), by Russell Barkley, PhD

Videos parents may find helpful:

Everyday Parenting: the ABC’s of Child Rearing, by Alan Kazdin, PhD 
https://www.coursera.org/learn/everyday-parenting

1-2-3 Magic: Managing Difficult Behaviors, by Thomas Phelan, PhD

Managing the Defiant Child, by Russell Barkley, PhD

The Kazdin Method for Parenting the Defiant Child (book with DVD), by Alan Kazdin and Carlo Rotella

Raising an Emotionally Intelligent Child, by John Gottman, PhD

Websites families may find helpful:

American Academy of Child Psychiatry Oppositional Defiant Disorder resource center
https://www.aacap.org/AACAP/Families_and_Youth/Resource_Centers/Oppositional_Defiant_Disorder_Resource_
Center/Home.aspx

Oppositional Defiant Disorder information from Mayo Clinic
http://www.mayoclinic.org/diseases-conditions/oppositional-defiant-disorder/basics/definition/con-20024559

The Incredible Years training programs
www.incredibleyears.com

Lives in the Balance
www.livesinthebalance.org

First Approach Skills Training: Behavior Basics
https://www.seattlechildrens.org/health-safety/classes-events/behavior-basics-class/

This resource page is available in Spanish at 
www.seattlechildrens.org/pal 

Child Psychiatric Consultation  for 
Primary Care Providers
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This resource page is available in Spanish at www.seattlechildrens.org/pal

Primary Reference: A Clinical Guide to Pediatric Sleep,  
by Jodi Mindell and Judith Owens

Sleep Hygiene for Young Children

• Keep consistent bedtimes and wake times every 
day of the week. Late nights can cause fatigue that 
throws off a sleep schedule for days.  

• Avoid letting the child spend lots of non-sleep time  
in bed, which keeps the brain from associating the 
bed with sleep time.

• Child’s bedroom should be cool, quiet and  
comfortable. There should not be any “screens” 
(phone, tablets, video console, televisions,  
computers) in the bedroom.

• Bedtime should follow a predictable sequence  
of events, such as bath time, brushing teeth and  
reading a story.

• Avoid high stimulation activities just before bed, such 
as watching television, playing videogames, or rowdy 
play or exercise. If there are nighttime awakenings, 
these same activities should be avoided.   

• Physical exercise as a part of the day often helps  
with sleep time many hours later.

• Relaxation techniques such as performing deep, slow 
abdominal breaths or imagining positive scenes like 
being on a beach can help a child relax.

• Avoid caffeine (soda, chocolate) in the afternoons 
and evenings. Some children’s sleep can be impacted 
by any caffeine at all at any time of day. Even if  
caffeine does not prevent falling asleep, it can still 
lead to shallow sleep or frequent awakenings.

• Worry time should not be at bedtime. Children with  
 this problem can try having a “worry time” scheduled  
 earlier when they are encouraged to discuss their  
 worries with a parent and then put them aside.

• Children should be put to bed drowsy, but still awake. 
Letting a child fall asleep in other places or with a 
parent present in the room forms habits that are  
difficult to break.

• A comforting object at bedtime is often helpful for 
children who need to feel safe and secure when the 
parent is not present. Try to include a doll, toy or 
blanket when you cuddle or comfort your child,  
which may help them adopt the object.

• If you need to check in on your child at night, checks 
should be brief and boring. The purpose is to reassure 
the child you are present and that they are okay.  

• If your child is never drowsy at the planned bedtime, 
you can try a temporary delay of bedtime by 15-30 
minutes until the child appears sleepy, so that the 
child experiences falling asleep more quickly once 
they get into the bed. The bedtime should then  
be gradually advanced earlier until the desired  
bed time is reached.

• Keep a sleep diary with naps, sleep and wake times 
and activities to help you find patterns and problem 
areas to target. This can be very helpful when  
discussing sleep challenges with your care team.

— Robert Hilt, MD
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Sleep Hygiene for Teens

• Keep consistent bedtimes and wake times every day 
of the week. Late nights or sleeping-in on weekends 
can throw off a sleep schedule for days.

• The bedroom should be cool, quiet and comfortable. 
Teens who stare at the clock should have the clock 
turned away. 

 – Restrict use of any “screens” (phone, tablet,  
 video console, television, computer, etc) while  
 in the bedroom. These can all function as sleep  
 prevention devices.

• Bedtime should follow a predictable and non-stressful 
sequence of events, such as picking out tomorrow’s 
outfit, brushing teeth, and then reading relaxing  
non-screen material or listening to music. 

• Avoid high stimulation activities in the hour before 
bed, such as watching television, playing videogames, 
texting with friends, or exercise. Avoid the same 
during any nighttime awakenings.

• Avoid going to bed hungry or overly full.  

• Physical exercise as a part of the day often helps with 
sleep time many hours later. Getting outside every 
day, particularly in the morning, may also be helpful.  

• Relaxation techniques such as performing deep, slow 
abdominal breaths or imagining positive scenes like 
being on a beach can help encourage relaxation.

• Avoid caffeine (soda, chocolate, tea, coffee, energy 
drinks) in the afternoons/evenings. Some teen’s sleep 
can be impacted by any caffeine at all at any time of 
day. Even if caffeine doesn’t prevent falling asleep it 
can still lead to shallow sleep or frequent awakenings.  
Alcohol, tobacco, or sleep aids also can interfere with 
the natural sleep cycle.  

• If the teen awakens in bed tossing and turning, it is 
better for him or her to get out of bed to do a low 
stimulation activity, (i.e. non-screen reading) before 
returning to bed when feeling tired. If sleep still will 
not come, the teen should spend more time relaxing 
out of bed before lying down again. This keeps the 
bed from becoming associated with sleeplessness.

• Worry time should not be at bedtime. A teen may 
find it helpful to have a “worry time” scheduled when 
he or she is encouraged to journal about worries or 
discuss them with a parent or other support, and  
then put them aside.

• Teens should go to bed drowsy, but still awake.  
Falling asleep on the couch or in non-bed locations 
may form sleep associations or habits that are  
difficult to break.

• If the teen is never drowsy at the planned bedtime, 
temporarily delay bedtime by 15-30 minutes until the 
teen is sleepy, so that the teen experiences falling 
asleep more quickly once in bed. The bedtime should 
then be gradually advanced earlier until the desired 
bed time is reached.

• Keep a sleep diary with naps, sleep and wake times 
and activities to help find patterns and problem areas 
to target. This can be very helpful when discussing 
sleep challenges with the care team. There are also 
apps available that can help with tracking sleep habits.

This resource page is available in Spanish at www.seattlechildrens.org/pal 

Primary Reference: A Clinical Guide to Pediatric Sleep,  
by Jodi Mindell and Judith Owens

— Robert Hilt, MD




