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COMMON BEHAVIORAL DIAGNOSIS 
FOR SCHOOL AGED CHILDREN

Depression Anxiety

Oppositional 
Defiant 

Disorder

Disruptive 
Mood 

Dysregulation 
Disorder
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OPPOSITIONAL DEFIANT DISORDER 

ODD (3% of  pediatric 
population)
• Losing temper
• Irritable
• Vindictive
• Defiant around adults
• Argumentative

Steiner M. J Am Acad Child Adolesc Pysch 1997; 36(10): 122-39S.



DIAGNOSTIC CRITERIA

  Have at least 4 of  these symptoms: angry, irritable mood, 
argumentative, defiant behavior, or vindictive

  Occurs with at least 1 individual other than a sibling

  Causes significant problems at work, school or home

  Occurs on its own and not in relation to another mental health 
problem

  Lasts at least 6 months



Scoring Vanderbilt
Significant items – 2’s and 3’s

Count up the number of significant 
items on each subscale

Inattention – first 9 questions – (1-9_
6/9 significant

Hyperactivity – second 9 questions 
(10-18)
6/9 significant

ODD and Conduct – follow-up items 
(19-26)



TREATMENT – OPPOSITIONAL 
DEFIANT DISORDER

Treatment: 

 Medication  

 Behavior Intervention Plans (BIP)

 Behavioral therapy – Parent management training

  Individual anger management therapy (second 
line)
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CURRENT TREATMENT GUIDELINES 

Preschool age             
(4-5 years)

School age                 
(6-11 years)

Adolescents             
(12-18 years)

Recommendation Behavioral therapy 
initiated first lineA.
Medications may be 
considered if moderate 
to severe dysfunction 
exists, weigh risks vs. 
benefitsB.

Behavioral therapyB

and/or medicationsA

are recommended, 
preferably both. 

Behavioral therapyC

and/or medicationsA

are recommended, 
preferably both.

A,B,C Grading for quality of evidence

Key recommendations from American Academy of  Pediatrics 

Am Acad Ped 2011; 128(5): 1007-22.



Evidence-Based Therapy

PARENT MANAGEMENT 
TRAINING



BEHAVIOR THERAPY  

Strategies for 
Parents to change 
behavior

4-8 Sessions

Parents are the 
agents of  change



KEY PMT CURRICULUM

  How to understand Behavior (ABC)

  Structuring Routines

  Building in positives – special time play

  Using praise and positive attention

  Using planned ignoring 

  Giving commands, structuring chores and tasks

  Using Rewards

  Using punishment

  Problem prevention





OPPOSITIONAL DEFIANT DISORDER 
MEDICATION

.

Steiner M. J Am Acad Child Adolesc Pysch 1997; 36(10): 122-39S. ;  Lexi-Comp,Inc.

Class Medications Side effects

Alpha-antagonists Guanfacine
Clonidine

Sleepiness
Hypotension
Headaches

Antipsychotics Risperdal
Abilify

Weight gain
Tic like motor movements
Sleepiness



DISRUPTIVE MOOD DYSREGULATION
DISORDER

DMDD (2% of  pediatric 
population)

• “Pediatric Bipolar”
• Consistent irritable 

mood
• Extreme temper 

outbursts

Steiner M. J Am Acad Child Adolesc Pysch 1997; 36(10): 122-39S.



DMDD VS BIPOLAR DISORDER

  Generally NOT moving to Adult Bipolar Disorder

  At risk for depression later in development

  Bipolar Disorder – very RARE in pediatric population

  Symptoms usually present in later adolescence

  Bipolar Diagnosis involves Manic State –
  Extreme hyperactivity
  Little need for sleep
  Racing thoughts and Speech
  Euphoric mood
  Grandiosity
  Risky Behaviors



Mood Disorder 
Questionnaire –
Parent and Teen 
Self Report 
Questionnaires



TREATMENT – DMDD

Treatment: 

 Medication  

 Behavior Intervention Plans (BIP)

 Behavioral therapy – Parent management training

  Individual anger therapy – (CBT)
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DYSRUPTIVE MOOD DYSREGULATION
DIORDER

TREATMENT

.

Steiner M. J Am Acad Child Adolesc Pysch 1997; 36(10): 122-39S. ;  Lexi-Comp,Inc.

Class Medications Side effects

Antidepressants SSRIs
Prozac
Zoloft

GI upset
Sleep disruption
Increased suicidality
Need to take regularly for 
effect

Antipsychotics – Mood 
stabilization

Risperdal
Abilify

Weight gain
Tic like motor movements
Sleepiness



CASE #1



CASE #1 (JC)

  John C. is a 10 year old Caucasian male who comes to clinic for a follow-up 
evaluation ADHD medication management.  
  He was diagnosed with ADHD at age 7 and has been stable on 

methylphenidate ER 36mg daily.  His mother reported that John has been 
oppositional and not following directions.  He took a pack of gum to school 
yesterday, his teacher asked him to hand over the gum but he refused and 
was sent to the principle’s office.  He became disrespectful and refused to 
comply with instructions.  He has been irritable and has been getting angry 
easily.  He has poor frustration tolerance and deliberately annoys others. 

1.) What diagnosis should be made?

2.) What treatment should be initiated? 



CASE #1 (JC)

• He was referred for (individual therapy) for 3 months.  His mother has 
received parent training and has been using a reward system to promote 
positive behaviors.  She has been praising him for good behaviors.  
However, his behavior remains unchanged.  He continues to get upset 
easily and his teachers still report oppositional behaviors at school.  His 
mother asks if there is a medication that can help.

• Which medications, if any, should be initiated?



PEDIATRIC DEPRESSION 
AND ANXIETY:  PSYCHOLOGY 

INTERVENTIONS IN 
PRIMARY CARE

Stephanie Chapman, PHD



DEPRESSION

Depression 
(6%-9% of  
pediatric 

population)



SIGNS OF DEPRESSION

  Depressed mood or irritable mood

  Anhedonia (lack of  interest in pleasurable activities)

  Significant weight or appetite disturbance

  Decreased concentration or indecision

  Insomnia or hypersomnia

  Increased fatigue

  Feelings of  guilt, worthlessness, and/or hopelessness

  Thoughts of  death and/or suicide

  Psychomotor retardation



DEPRESSION 
SCREEN – PHQ 9A

• 9 item screener for 
depression and 
suicide

• Modified for 
Children 11 years 
and up



ANXIETY DISORDERS

8%+ of  
pediatric 

population



ANXIETY SIGNS

  Recurring fears and worries about routine parts of  every day life

  Physical complaints, like stomachache, headache, nausea, chest pain

  Trouble concentrating

  Trouble sleeping

  Fear of  social situations

  Fear of  leaving home

  Fear of  separation from a loved one

  Refusing to go to school

  Panic Attacks



ANXIETY SCREEN - SCARED

36 items
Parent and Child Report
Spanish/English

Scoring Calculator helps 
define what disorders might 
be occurring



ANXIETY DIAGNOSES

Social 
Anxiety

Generalized 
Anxiety

Separation 
Anxiety

Panic 
Disorder

Somatic 
Disorder

Specific 
Phobia



SAFETY PLANNING AND 
MONITORING



COLUMBIA 
SUICIDE SAFETY 
SCREEN

• Simple suicide 
risk assessment
• Clinician Rated
• No clear cut 

scores, but does 
provide triage 
guidelines 



SAFETY PLAN – KEY ELEMENTS

Recognizing 
Triggers

Individual 
distraction / 

coping

Socialization 
with others

List of 
supportive 

family

Supervision 
and removal 

of means

Provision of 
emergency 

numbers



TREATMENT FOR ANXIETY AND 
DEPRESSIVE DISORDERS 

SSRIs - Antidepressants



Centers for Medicare and Medicaid Services



SSRI BASICS

 Work slowly – take 6-8 weeks for maximum 
effect

 Usually taken 1x daily

 Scripting providers start youth at a low dose, 
generally scripts need to be  titrated for full 
effect

 Should take consistently for up to one year after 
remission



TOLERABILITY - INITIATION

  SSRIs are generally well tolerated
  Common Side Effects
  GI symptoms (e.g. nausea, stomachaches)
  Headache
  Sleep changes (e.g. sedation, insomnia, vivid dreams, nightmares)
  Activation (may look like restlessness, internal sense of  discomfort, or 

agitation)
  These symptoms tend to arise within a week of  starting treatment and 

may re-emerge at times of  dosage increase
  For issues with sedation or insomnia, try switching timing of  dose



TOLERABILITY: WITHDRAWAL

  Symptoms
  General: flu-like symptoms, headache, fatigue
  Affective changes: irritability, low mood
  Sleep changes: worsened sleep
  Balance: dizziness, lightheadedness

  Timeline:
  Can occur after as few as 6-8 weeks on SSRI
  Can appear within 24-48 hours of  discontinuation



TREATMENT FOR ANXIETY AND 
DEPRESSIVE DISORDERS 

Psychotherapy



Thoughts

Feelings Behavior

Evidence – Based Treatments – Cognitive 
Behavioral Therapy



CBT OVERVIEW

Education Mood 
Monitoring

Behavioral 
Activation

Health behaviors 
(sleep hygiene, 

exercise, ect)

Cognitive 
Restructuring

Relaxation and 
Stress 

management

Problem solving 
skills



CBT – EXPOSURE INTERVENTIONS
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CBT – CREATING SIMPLE EXPOSURE 
PRACTICES FOR ANXIETY

  Goal of  exposure – use a gradual hierarchy to get patient back 
to participating in the feared activity

  Build a gradual hierarchy of  feared difficult behaviors

  Slowly have child work through the hierarchy with the support 
of  adults around him

  Do NOT let child escape activities when scared

  Use reinforcement (praise, small token rewards) to keep child 
practicing BRAVE target behaviors



CBT EXPOSURES – EXAMPLE: 
SCHOOL AVOIDANCE

  Marcus is a 10 year old boy who was 
recently bullied at school, and is now 
after the winter break fearful of  going to 
school. 

  In the mornings, he cries, tantrums, 
delays in order to avoid school. 4/5 days 
in the week mom drags him to school; 
often on Fridays (when she’s off) she 
gives up and he stays home with her. 

  At school mom hands Marcus off  
screaming to a teacher at the door; 
usually he’s crying and protesting so 
much that she’s called to school to pick 
him up by 10-11 am. 



CBT – SCHOOL AVOIDANCE –
EXPOSURE HIERARCHY

Exposure task Fear Rating Exposure Task Fear Rating

Entering school alone 10/10 Sitting in classroom 11/10

Entering school with mom 7/10 Sitting in classroom with 
mom beside me

7/10

Entering school with 
teacher

9/10 Sitting in classroom with 
mom in back

8/10

Entering school with mom 
10 minutes after bell

4/10 Sitting in library 6/10

Sitting in library with mom 4/10



Relaxation – Diaphragmatic 
Breathing 

and 
Panic Management



SLEEP HYGIENE

  Set a schedule. 

  Stop electronics at least an hour before bed. 

  Establish a relaxing bedtime routine. 

  Don’t force yourself  to sleep. If  you haven’t fallen asleep after 20 minutes, get up and do 
something calming. Read a book, draw, or write in a journal. 

  Avoid caffeine, alcohol, and nicotine. 

  Avoid napping. 

  Use your bed only for sleep. 

  Exercise and eat well.

  Get outside in the day.

  Sleep in a comfortable environment. It’s important to sleep in an area that’s quiet, cool, and 
dark. 



BEHAVIORAL ACTIVATION

Mood improves when 
people try to engage in 
simple, pleasant daily 
tasks



SCHOOL ACCOMMODATIONS  
DEPRESSION AND ANXIETY

  Priority seating
  Provision of  notes or additional handouts to support 

learning
  Reduction in course work - example: only 1 term paper 

per semester instead of  two; only 10 math questions for 
daily homework instead of  20. 

  Option for flexible or extended deadlines on projects
  Options for provision of  make-up work if  depressive 

symptoms or flare-ups impair academic performance
  Extended time on tests
  Regular access to the school counselor
  Flexible pass to take a 10 minute break when feeling 

overwhelmed – for example, to go to the restroom or to 
the counselor's office





THANK YOU!
Questions?


