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	A WORD FROM THE AUTHOR

	This book is not written as a professional journal—though counseling professionals will certainly appreciate the practical application of therapy techniques found in its pages. It is what it proclaims to be: A guidebook for teachers and parents who deal with children on an everyday basis who have problems with Behavior Disorders; specifically, Oppositional Defiant Disorder and Conduct Disorder.

	Rather than attempt to give long, professional dissertations on ODD and Conduct Disorder, this book will address symptoms and solutions, ideas and results, situations and practical applications.





	INTRODUCTION

	Teachers and parents today constantly feel the effects of children with behavior and conduct disorders. The behavior and conduct problems discussed in this book are listed in the American Psychiatric Association’s Diagnostic and Statistical Manual for Mental Disorders, Fourth Edition (American Psychiatric Association, Washington, DC, 1994) under the titles: OPPOSITIONAL DEFIANT DISORDER and CONDUCT DISORDER. Though these two disorders have overlapping symptoms, they will be considered as separate problems. Oppositional Defiant Disorder is the most common problem teachers and parents are confronted with on a regular basis.

	Working together, teachers and parents try to solve the problems found in children with Oppositional Defiant Disorder and Conduct Disorder, but often guidelines and practical, workable procedures are not available to help them. This book is written as a guidebook for teachers and parents to help them help the children who are so important to all of us.

	Our society contributes to the problems that our children display. As a people, we have become very selfish and hedonistic. In other words, as a society, we are out of control! Perhaps this work will help us—and our children—regain the behavioral control necessary to make all of our lives more peaceful and rewarding.





	SECTION ONE

	DSM-IV Diagnostic Criteria for Oppositional Defiant Disorder (ODD)

	Since the late 1950s, parents have been harangued and confused by “child-rearing gurus” who have given many different and conflicting views of how to raise well-adjusted children. Today, our society suffers from a breakdown in discipline and respect that can be traced to those often-undisciplined writers and speakers, and their disciples.

	Of course, not all behavior problems can be laid at the feet of parents who are confused about how to discipline their children. Because in our present culture the structure of accepted behavior norms has been overturned, even children raised in an atmosphere of discipline and respect will often rebel and display all of the negative behavior traits that their undisciplined peers do. The difference is, children raised in a disciplined home will know when they are doing a wrong thing, and they will expect punishment for their behavior.

	A short historical view of the American social revolution of the 1960s points to where the breakdown in family values began. In most revolutions, the revolutionaries have a developed program with which they want to replace the existing or established one. Not so with our social revolution. While the revolutionaries wanted to overturn the established rules of individual, family and social behavior, they had no structure in mind to use as a model for the “new” way. The result was chaos—a chaos that we are only now beginning to overcome. Children born during the decades of the 1960s, 1970s, 1980s and the 1990s, and on into the twenty-first century have been, and will continue to be, exposed to the uncertainties about child care and discipline found in their parents.

	Often, minor behavior problems in a very young child that are not addressed and/or corrected become major ones as he grows older. When the child reaches the teen years, those major problems can become catastrophic. As can be seen by the DSM-IV excerpts, Oppositional Defiant Disorder may often be the precursor to Conduct Disorder in mid to late teen years, and Conduct Disorder is often the gateway to Antisocial Personality Disorder in adulthood. Thus, it is very important that behavior problems in a young child be corrected at an early age.

	While the DSM-IV does not list specific criteria for behavior disorder (only 312.9: “Disruptive Behavior Disorder Not Otherwise Specified” is listed, with no real diagnostic criteria), usually the diagnosis of Oppositional Defiant Disorder (313.81) is used by professionals to design treatment plans for children with negative behavior disorders of a lesser degree of violence than Conduct Disorder. The following is an excerpt lifted from the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, (DSM-IV) published by the American Psychiatric Association.

	Please forgive the professional jargon. I am lifting this section directly from the DSM-IV and have not made any changes, except where noted. For emphasis, I have boldfaced certain portions of the excerpt.

	313.81 Oppositional Defiant Disorder

	Diagnostic Features

	The essential feature of Oppositional Defiant Disorder is a recurrent pattern of negativistic, defiant, disobedient, and hostile behavior toward authority figures that persists for at least 6 months (Criterion A) and is characterized by the frequent occurrence of at least four of the following behaviors: losing temper (Criterion A1), arguing with adults (Criterion A2), actively defying or refusing to comply with the requests or rules of adults (Criterion A3), deliberately doing things that will annoy other people (Criterion A4), blaming others for his or her own mistakes or misbehavior, (Criterion A5), being touchy or easily annoyed by others (Criterion A6), being angry and resentful (Criterion A7), or being spiteful or vindictive (Criterion A8). To qualify for Oppositional Defiant Disorder, the behaviors must occur more frequently than is typically observed in individuals of comparable age and development level, and must lead to significant impairment in social, academic, or occupational functioning (Criterion B). The diagnosis is not made if the disturbance in behavior occurs exclusively during the course of a Psychotic or Mood Disorder (Criterion C), or if criteria are met for Conduct Disorder or Antisocial Personality Disorder (in an individual over 18 years).

	Negative and defiant behaviors are expressed by persistent stubbornness, resistance to directions, and unwillingness to compromise, give in, or negotiate with adults or peers. Defiance may also include deliberate or persistent testing of limits, usually by ignoring orders, arguing, and failing to accept blame for misdeeds. Hostility can be directed at adults or peers, and is shown by deliberately annoying others or by verbal aggression (usually without the more serious physical aggression seen in Conduct Disorder). Manifestations of the disorder are almost invariably present in the home setting, but may not be evident at school or in the community. Symptoms of the disorder are typically more evident in interactions with adults or peers whom the individual knows well, and thus may not be apparent during clinical examination. Usually, individuals with this disorder do not regard themselves as oppositional or defiant, but justify their behavior as a response to unreasonable demands or circumstances (Author’s emphasis).

	Associated Features and Disorders

	Associated features and disorders vary as a function of the individual’s age and the severity of the Oppositional Defiant Disorder. In males, the disorder has been shown to be more prevalent among those who, in the preschool years, have problematic temperaments (e.g., high reactivity, difficulty being soothed) or high motor activity. During school years, there may be low self-esteem, mood lability, low frustration tolerance, swearing, and the precocious use of alcohol, tobacco, or illicit drugs. There are often conflicts with parents, teachers, and peers. There may be a vicious cycle in which the parent and child brings out the worst in each other. Oppositional Defiant Disorder is more prevalent in families in which childcare is disrupted by a succession of different caregivers, or in families in which harsh, inconsistent, or neglectful childrearing practices are common (Author’s emphasis). Attention-Deficit/Hyperactive Disorder is common in children with Oppositional Defiant Disorder. Learning Disorders and Communication Disorders also tend to be associated with Oppositional Defiant Disorder.

	Specific Age and Gender Features

	Because transient oppositional behavior is very common in preschool children and in adolescents, caution should be exercised in making the diagnosis of Oppositional Defiant Disorder, especially during these developmental periods. The number of oppositional symptoms tends to increase with age. The disorder is more prevalent in males than in females before puberty, but the rates are probably equal after puberty. Symptoms are generally similar in each gender, except that males may have more confrontational behavior and more persistent symptoms.

	Prevalence

	Rates of Oppositional Defiant Disorder from 2% to 16% have been reported, depending on the nature of the population sample and methods of ascertainment.

	Course

	Oppositional Defiant Disorder usually becomes evident before age 8 years, and usually not later than early adolescence (Author’s emphasis). The oppositional symptoms often emerge in the home setting, but over time may appear in other settings as well. Onset is typically gradual, usually occurring over the course of months or years. In a significant proportion of cases, Oppositional Defiant Disorder is a developmental antecedent to Conduct Disorder (Author’s emphasis).

	Familial Pattern

	Oppositional Defiant Disorder appears to be more common in families in which at least one parent has a history of a Mood Disorder, an Oppositional Defiant Disorder, or a Substance-Related Disorder. In addition, some studies suggest that mothers with a Depressive Disorder are more likely to have children with oppositional behavior, but it is unclear to what extent maternal depression results from or causes oppositional behavior in children. Oppositional Defiant Disorder is more common in families in which there is serious marital discord (Author’s emphasis).

	Differential Diagnosis

	The disruptive behaviors of individuals with Oppositional Defiant Disorder are of less severe nature than those of individuals with Conduct Disorder, and typically do not include aggression toward people or animals, destruction of property, or a pattern of theft or deceit. Because all of the features of Oppositional Defiant Disorder are usually present in Conduct Disorder, Oppositional Defiant Disorder is not diagnosed if the criteria are met for Conduct Disorder (Author’s emphasis). Oppositional behavior is a common associated feature of Mood Disorder and Psychotic Disorders presenting in children and adolescents, and should not be diagnosed separately if the symptoms occur exclusively during the course of a Mood or Psychotic Disorder. Oppositional behaviors must also be distinguished from the disruptive behavior resulting from inattention and impulsivity in Attention-Deficit/Hyperactive Disorder. When the two disorders co-occur, both diagnoses should be made. In individuals with Mental Retardation, a diagnosis of Oppositional Defiant Disorder is given only if the oppositional behavior is markedly greater than is commonly observed among individuals of comparable age, gender, and severity of Mental Retardation. Oppositional Defiant Disorder must also be distinguished from a failure to follow directions that is a result of Impaired Language Comprehension (e.g., hearing loss, Mixed Receptive-Expressive Language Disorder). Oppositional behavior is a typical feature of certain developmental stages (e.g., early childhood and adolescence). A diagnosis of Oppositional Defiant Disorder should be considered only if the behaviors occur more frequently and have more serious consequences than is typically observed in other individuals of comparable development stage, and lead to significant impairment in social, academic, or occupational functioning. New onset of oppositional behaviors in adolescence may be due to the process of normal individuation (Author’s Emphasis).

	Diagnostic criteria for 313.81 Oppositional Defiant Disorder


A. A pattern of negativistic, hostile, and defiant behavior lasting at least 6 months, during which four (or more) of the following are present:

		(1) often loses temper

		(2) often argues with adults

		(3) often actively defies or refuses to comply with adults’ request or rules

		(4) often deliberately annoys people

		(5) often blames others for his or her mistakes or misbehavior

		(6) is often touchy or easily annoyed by others

		(7) is often angry and resentful

		(8) is often spiteful or vindictive

		Note: Consider a criterion met only if the behavior occurs more frequently than is typically observed in individuals of comparable age and developmental level.

B. The disturbance in behavior causes clinically significant impairment in social, academic, or occupational functioning.

		C. The behaviors do not occur exclusively during the course of a Psychotic or Mood Disorder.

		D. Criteria are not met for Conduct Disorder, and, if the individual is age 18 years or older, criteria are not met for Antisocial Personality Disorder.



	* * *

	The reader must always keep in mind that the DSM-IV listing is for diagnostic purposes only. Knowing what can be diagnosed is not the same as making an actual diagnosis—that can only be done by a professional who takes all other factors into consideration.

	When reading the above diagnostic criteria for Oppositional Defiant Disorder, please keep in mind that the DSM-IV is a professional book meant to be read and used by mental health professionals. It would be very unwise to use the above information to attempt a diagnosis without the help of a mental health professional.

	The Diagnosis of Conduct Disorder will be discussed in a later chapter.





	SECTION TWO

	Negative Parenting Styles and Their Positive Opposites

	Children with behavior disorders become a real burden to their parents. A constant tension is present within the family. The feeling is not “if” the child will misbehave, but “when” and “how badly.”

	Parents react to a child with Oppositional Defiant Disorder in different ways, according to their own personalities. Negative responses include: Withdrawal, Avoidance, Challenging, Conflict/Confronting, Martyring, and Blaming. In the following pages we will use these negative responses and their positive opposites to examine six actual therapy scenarios.





	CHAPTER ONE

	WITHDRAWAL

	Usually, withdrawal is used as a mode of coping with unpleasant or difficult situations is a “device” learned in childhood. As a person grows to adulthood, withdrawal may increase and become a distinct and wholly subconscious personality trait. When a parent uses this manner of reacting to a child with an Oppositional Defiant Disorder behavior problem, he will do only a minimal amount of attempting correction, then become busy at other things and attempt to ignore the child. Fathers will often withdraw into work, mothers may withdraw into illness. Both of these areas are usually respected by others, though not necessarily by the ODD child.

	How does the child respond to the withdrawal of a parent or parents? Since ODD behavior disorders are grounded in insecurity and feelings of low self-worth, the child will see the parent’s withdrawal as rejection and a confirmation that he does not really matter to the parent and will either escalate the bad behavior, or turn to destruction of his own or other’s property, or attacking other persons. This escalation may move the child from ODD to Conduct Disorder (see criteria for Conduct Disorder in the final section of the book). If there are younger siblings, the child may turn to violence against them.

	The positive opposite of withdrawal is…

	Close Supervision

	The parent who wants to see change in a child with a behavior disorder must closely supervise that change. Presence is very important. The child should learn that he will not be ignored or left alone regardless of how bad his behavior is but must pay attention to what his parent is saying and doing.

	This close supervision must be done in a quiet, calm manner to be effective. The child will test to see if the parent will withdraw, but when he becomes convinced that there will be no withdrawal, submission will take place.

	Case Study

	Jeff was an active eight-year-old with blond hair and blue eyes. He wore a perpetual grin and appeared to be very happy-go-lucky. Jeff’s mother—a single parent—disapproved of Jeff and made it very clear that she had little patience for him. While the two of them were in my office, they bickered and pushed at each other. She wanted him to sit up straight, but he refused and ended with his legs propped on the back of the chair, head hanging toward the floor. After a few minutes of unsuccessful attempts at getting Jeff to do what she wanted, his mother ignored him. I watched as a “withdrawal veil” spread across her face. She directed her attention at me and did not look her son’s way again. He would look at her from time to time to see if she would look at him. His face still wore the grin, but it was a bit strained.

	After some time in my office together, I asked Jeff’s mom to go to the waiting room while I talked to Jeff alone. She rose from her chair and left the room without a further look at Jeff. I watched his face as she left the room. A cocky grin was now in place and he was loudly humming a tune.

	I waited for a bit to see if Jeff would change on his own. For a few seconds, he continued humming, then sat up straight in the chair and asked, “What are we going to talk about?”

	“What do you want to talk about,” I responded.

	“I don’t care. Grownups are always talking to me about something, but usually I just don’t pay any attention.”

	I left my chair and sat down on the floor. “Well, maybe we need to talk about things that interest you, that way you’ll want to listen. Do you like baseball?”

	“Sure, and I suppose you know all about it and will tell me what you know,” he replied in a sarcastic tone, looking down at me.

	“As a matter of fact, I don’t know anything about baseball—I don’t even like to watch baseball.” I had his attention now.

	Slowly, he slid off his chair and joined me on the floor. “Do you want to know about baseball?”

	“Not really. I just thought if you were interested in baseball, we could at least start a conversation.”

	Jeff grinned widely. “Oh, you’re sneaky. Here we are talking about something that you’re not even interested in. I guess it worked, didn’t it?” and he roared with laughter. I joined him. From that moment, we became friends.

	Later, I asked Jeff to go to the waiting room, and I talked with his mother. She answered my questions in a monotone, not really interested. When I told her about my opening exchange with Jeff, she had no comment to make. This woman was very withdrawn from her son, and it appeared she was withdrawing from everyone else, too.

	When I asked her to describe Jeff’s negative behavior, she told me that he often lost his temper to the point that he was out of control, argued about everything, defied her and other adults including his teacher, and would never take responsibility for his own mistakes; in fact, Jeff would not even admit that he had done something wrong when she was watching him do it.

	I had watched Jeff and Mrs. A bicker and argue during the first few minutes of the session, and I could see that he deliberately defied her. I asked if he was vindictive, and she reported that he would always find a way to “get even” if she made him do something he didn’t want to do. She had made Jeff come to my office, and she was sure he would get even with her.

	Obviously, Jeff fit most of the symptoms of ODD, and some of the symptoms for Early-Childhood Type Conduct Disorder.

	“Mrs. A,” I said, “I do understand your withdrawal, and your frustration with Jeff. He is a very stubborn little boy, and he seems bent on making life miserable for you. What I want to know from you is—do you really want things to change?”

	At that question, Jeff’s mother came out of her withdrawal quickly, and gave me a scathing look. “Of course I want things to change!” she said in an angry tone, “Why do you think I brought Jeff to you? I want him changed so that I don’t have to live in this hell he has created,” and she began to cry. Obviously, Mrs. A’s resentment was even deeper than I had thought.

	“I asked the question, Mrs. A., because in order for Jeff to change, you must also change. I don’t have the power to change anyone—including Jeff—nor do you. Changes can be made, but they must be made by Jeff’s willingness, and that means that you must change your way of relating to him. Because he is a child and you are an adult, you must change first.

	“Again, I don’t have any power to change you, but I can help you change if you want.”

	As I spoke, I watched Mrs. A’s face closely. She was angry with me, and disappointed that I could not wave a magic wand and suddenly change all of her son’s negatives into positives. At the end of my speech, she rose from her seat, gave me a stiff “Thank you,” and left the office. Jeff smiled and waved at me as he followed her out the door.

	Almost six weeks later, Mrs. A. called to make another appointment. This time she came alone. I was somewhat surprised to see her back after her reaction to the first session, but I didn’t let her know that.

	I greeted Jeff’s mother as she entered my office, then sat and waited for her to open the session. She was nervous, sitting on the edge of her chair, purse clutched in her hands. As before, Mrs. A. was neatly and impeccably dressed, her make up perfect, her hair so well controlled it appeared to have a hard shell.

	Finally, after many seconds of silence, Mrs. A. said, “First, I want to apologize to you for my rude behavior in your office the last time.” When I started to speak, she waved me to silence and continued, “You said some things that I really didn’t want to hear, but afterwards I couldn’t get them out of my mind. One thing that kept coming back was that I would have to change before I could expect any change from Jeff.

	“I had lunch a couple of weeks later with my mother, and I complained to her about how unfeeling you were—and how wrong you were. My mother didn’t agree with me. She said that Jeff was a different boy when I was not around. He was still hard to handle, but not as difficult as when he was with me, and maybe I should make some changes. Well, then I was mad at her too. But I couldn’t keep those thoughts from coming back.

	“Yesterday, Jeff broke one of my favorite vases. He said it was an accident; that he was playing near the table it sat on and just brushed against it. I don’t think so. Suddenly, I saw that he was trying to get even with me for something. He was really surprised when I began to cry and couldn’t stop. He actually tried to comfort me, apologizing and patting me on the shoulder. When I could control myself, I thanked him, and hugged him—the first time I’ve hugged Jeff in a long time. Then I decided to call your office and make an appointment. So here I am.”

	WOW! This woman was amazing. After that beginning, we talked about the kind of changes Mrs. A. would have to make in the way she related to her son.

	“Mrs. A., you have begun the first step in change by showing Jeff some affection. Now, Jeff is a very active boy, and he has an inordinate need for attention and affection. One thing that you can do is overwhelm him with that attention and affection. Hug him a lot, be close to him, speak directly to him, and look into his eyes when you do. He will tell you when he’s had enough, but push a bit further. Soon you will both learn what is too much.

	“Further, when Jeff misbehaves—as he will—punish him quickly, dropping other activities to concentrate on Jeff’s punishment. The best punishments are those that involve action on the part of the child—writing sentences, cleaning the den, vacuuming his room, dusting unused corners. But you must closely supervise him as he does these things. You cannot tell him to do a chore for punishment, then walk away and expect him to do it. Stand and watch, even place his hands on the things you want him to use.

	“Also, another good punishment is to make him go with you to places he may not enjoy, such as the supermarket or the hairdresser’s, and make him stay right by you all of the time. I realize that in the past you have avoided taking Jeff to public places because of his behavior, but now you must endure bad behavior in public if you are to see change. Of course, if possible some or all of the punishment for an infraction should fit the infraction.”

	“Since you have been withdrawing from Jeff for so long, it is now time to reverse that action and give him your total attention. In a short time you will both find the comfort zone that fits you.”

	I worked with Mrs. A. and Jeff for several months and finally released them. They had had their trials and problems, but on that last visit they left the office hand in hand, skipping across the parking lot.

	No, Jeff was not completely “cured” of ODD—but his mother was so plugged in to what he was doing that he could not get very far out of control. I felt that this boy and his mother would be all right.





	CHAPTER TWO

	AVOIDANCE

	Avoidance is similar to withdrawal, yet quite different in some very important ways. A parent who avoids a child with an ODD behavior disorder will stay away from the child as completely as possible. In divorced families, if the visitation parent is the avoider, he will cancel visitations, fail to return phone calls and make excuses to bring the child home early when visitation does take place. A custodial avoiding parent may try to “farm” the child out with relatives or friends, or arrange stay-overs with the child’s friends as often as possible.

	The negative bottom line for avoidance is to get the child out of the presence of the parent, or to know where the child is and avoid that location.

	Quite often, an avoiding parent will leave a room when the child enters, or avoid entering a room where the parent sees the child. The parent will always be tense around the child, and may show an actual dislike when around him/her.

	Avoiding parents try to rationalize their avoidance with negative excuses—for example, “I must be —,” “I must do —,” “I can’t stay —” and “I won’t be able to arrive —” are all beginnings of avoidance statements.

	The positive opposite of avoidance is…

	Connectedness

	Rather than avoiding the child, the parent makes sure the child knows where the parent is at all times. Statements from the parent to the child include: “I’ll be here if you need me,” “I’ll be watching from the window,” “I’ll be there at 4:00 to pick you up” and “I’m in the other room, but I’ll be checking on you.” Far from irritating the child, this assurance will actually bring feelings of security.

	This connectedness is not the same as smothering (which is a symptom of Separation Anxiety). A smothering parent is one who always transfers the parent’s own fears to the child, will not let the child out of the parent’s sight, and makes it a point to contact the child, often even when inappropriate.

	Case Study

	Sally was a precocious ten-year-old, pretty and bright, with quick movements and an inquiring mind. According to her mother, she was a “take charge” little girl, always quick to let others know how things should be done.

	Sally’s mom was the custodial parent. She was not a good disciplinarian, often treating her children as equals or reversing roles with them. Though she had remarried, she did not allow the stepfather to discipline Sally either, feeling that he was too strict. Sally took advantage of this laxness, and often misbehaved. While Mom was able to put up with her daughter’s bossiness, her birth father saw it as antagonism. He did not like to be around Sally.

	The reason Mrs. L. brought Sally to me was because the little girl was very angry at her father’s avoidance. He would set up a time to pick her up for a weekend, then not show up. He might call the next day to make an excuse, or worse, when Sally called him, he would try to convince her that she had the wrong time and day—classic guilt transfer.

	When Mr. R. did have Sally for a day or an over night—never more than one—he would almost always bring her home early with no explanation. Mr. R. was also remarried, and would practice a further avoidance trick by attempting to make his wife care for Sally while she was staying with them. He would leave Sally with her stepmother, and then find things to do that would keep him away from his daughter as much as possible.

	Sally was too intelligent to be fooled by her father’s behavior—she knew he was avoiding her. Unfortunately, this increased her bad behavior when she was around him—acting out to gain his attention—which reinforced his policy of avoiding her. This cycle had been in place for some time before I first saw Sally.

	Sally’s symptoms included: arguing, temper-tantrums, defiance, annoying other children and adults, being moody and touchy and difficult to be around, and being very spiteful. This little girl was angry, but she was also deeply hurt. Her father’s rejection was an open wound in her mind. I worked with her for some time to help her learn to cope with her father’s avoidance. She eventually learned to vent her anger in positive ways—vigorous exercise, screaming into a pillow, writing her feelings down—and to curb her bad behavior at times, particularly when she was around her father.

	I also worked with Sally’s mother to help her design a discipline program she felt willing to implement, while bringing the stepfather into the program.

	Unfortunately, I was not able to involve the birth father in Sally’s therapy program. I did talk to him on the phone one time, requesting that he come to see me. He made an appointment, but true to his avoidance character, he didn’t appear at the appointed time. I did not hear from him again.

	Sally knew intellectually what her father’s problem was, but emotionally she could never accept the rejection. The last time I talked to her mother, Sally was doing fair. She had said that she no longer wanted to talk to or see her father, but she also longed for him to be a part of her life. However, since the stepfather was more involved in all aspects of Sally’s life, she had transferred some of her affection/attention need to him. He was definitely NOT an avoider, and while he and Sally were in conflict at times, nothing was hidden. Sally would survive, and I hoped that her behavior would continue to improve, even though she would probably always feel the rejection of her father.





	CHAPTER THREE

	CHALLENGING

	Some parents attempt to cope with a child with an Oppositional Defiant Disorder by challenging the child, seeming to think that arousing a negative reaction in the child will help. The parent will denigrate the child in front of others, even when there is no problem. Of course, this often causes a negative behavior problem to occur. Too often, the problem then becomes one of argument. Unfortunately, an argument between a parent and a child will never produce the desired result. Anger and resentment are dumped on both sides with no positive outcome.

	Parents who adopt the challenging technique usually think they are doing the “right” thing by not letting the child with an ODD behavior disorder “get away” with unacceptable behavior. In the parents’ defense, there has long been a school of thought among some mental health professionals that behavior disorders must be challenged to show the child that he/she is not as powerful as he/she thinks. In the experience of this author, challenging behavior on the part of the parent only makes matter worse.

	The positive opposite of challenging is…

	Firm Understanding

	Merely being understanding is not enough; understanding with firm correction is. The parent can let the child know that the parent may understand the child’s frustration or anger, but that the behavior displayed will not be tolerated.

	A parent can say to a child with a behavior disorder, “I do understand that when you get angry you feel that you want to break something, or hurt someone, but that is not allowed. Instead, go outside and run around the house, or beat up a cardboard box with a baseball bat. Get rid of that feeling in a positive way.”

	Case Study

	Jack was twelve years old when I first saw him. He was overweight, had a bad case of acne, and displayed a sloppy posture and a belligerent manner. He came into my office with his parents, who sat across the room glaring at Jack. He sulked.

	Jack’s father—Mr. K—began: “I doubt if you can do anything with this punk, Dr. Marlow. He really belongs in reform school, not therapy.”

	Mrs. K picked up the litany, “I’m sure he won’t say anything to you, he never talks to us. We don’t ever know what’s happening with him until a teacher or a policeman calls.” Then she sharpened her voice, directing her next comment at Jack. “SIT UP, YOU SLOB!” Jack reacted by raising the middle finger of his right hand and shoving it into her face.

	I raised my hand to stop the direction the conversation had taken, and asked Jack’s parents to go to the waiting room.

	When Jack and I were alone, his attitude did not change. I was silent for a moment, then I began to speak quietly. “Sounds like your parents aren’t too happy with you, Jack. Your home is probably pretty tense. I wonder just what kind of home you would like to have—maybe one where you didn’t have to worry so much.

	“I remember another boy about your age who came to see me. He didn’t behave very well either, and his folks were kind of disgusted with him. He told me that he knew he could never do anything to please Mom and Dad anyway, so why try. Sometimes he would try to do something nice, but no one ever seemed to notice.”

	While I was talking, Jack had looked up at me several times. Now he was watching me steadily. I stopped talking and gently, with a small smile on my face, looked back at him. We were silent together for a while, but there was no tension in the room.

	“So what happened to that kid,” Jack ventured.

	“Well,” I replied, “He learned that he could change things in himself, for himself, and that would make a real difference. He found out that he didn’t have to always react to what others thought of him, he could decide how he wanted to act, then not allow anyone or anything to change his mind.”

	Jack’s lip curled in a sneer. “Oh, I get it. It was all the kid’s fault, so the parents didn’t have to change anything. You’re just like them. It’s all my fault!” And he slumped back into the chair.

	“Funny thing about change, Jack, “I said, ignoring his outburst, “None of us has the power to change anyone else directly. You know that’s true, because your parents have been trying to change you without success. The interesting part is, when we change inside ourselves, we change on the outside, too. That means that everyone who knows us, or wants to be close to us has to change. We call that a script change. If you change your script, everyone else must change to fit the new script.”

	Jack was listening again, but he wouldn’t look at me. I waited. Finally, “So, how would I change?” he said with a sneer in his voice.

	“Well, to begin with, an argument script always has two parts. You know, ‘he said, she said—he said, she said.’ To stop arguing, you simply don’t take your part in the argument script. You remain silent or even agree with the other person. No one can have an argument with himself.”

	Jack was intrigued by this script change idea, and he began to ask more questions. When he went to the waiting room he gave me a “high five.” His parents could hardly believe their eyes.

	I used the same technique on Mr. and Mrs. K that I had on Jack, talking about scripts and script change. I let them know that I had told Jack about these things, and he was interested. They listened, but I could tell they were not so easily convinced.

	They told me that Jack had stolen money and possessions from them and his siblings, that he was hateful and vindictive, and that he lost his temper at the slightest provocation. Also, they let me know that he refused to obey any rules that they laid down. He would not make his bed or straighten his room, he never went to bed when he was supposed to, and if he was allowed to go out with friends, he might not come home until the wee hours of the morning.

	Further, Jack was in trouble at school. He had been punished in every way possible with no result. The principal had asked Jack’s parents to move him to another school. Even the local truant officer had given up on Jack.

	He had destroyed property, injured several students—both boys and girls—and was on probation for shoplifting. This twelve-year-old was out of control.

	“I know it seems impossible,” I said, “But Jack can change. However, he must believe that there is a value in changing. Not your value, but his own. That’s why I am talking to you and Jack about script changes.

	“As Jack’s parents, you must take the lead in making script changes. Always remember, Jack will look to you for his feelings of security—even though he will never show or admit that. When he argues and acts out, he is letting you know that he’s insecure. Challenging him and arguing with him only increases his insecurity, and makes him behave in an even worse manner.”

	Jack’s father didn’t care much for my words. “Are you trying to say that his behavior is our fault? Listen, Dr. Marlow, we’ve done everything to correct that boy’s behavior, and nothing has worked. I think he wants to be bad, script change or no script change.”

	“Mr. K, I do understand your frustration. But since all of the things you’ve tried have not worked, why not try something new? The worst that can happen is that this won’t work either, and we’ll have to try something else. One thing we all know about children is that they always react to what adults around them do. Why not change your actions, and thereby change Jack’s reactions?”

	As I was speaking, Mr. K was shaking his head. This man would be hard to convince. Mrs. K had been silent to this point, but now she spoke up. “I think Dr. Marlow has a good idea, John. Nothing else has worked, why not try it his way for a change?” Mr. K looked at her, but slowly nodded his head.

	Over the next weeks, Jack and his parents worked on script changes. The argument script was the first one that worked for them, so challenging by the parents stopped. Jack began to actually talk to them from time to time about normal things.

	Next, we worked on a firm but fair discipline program. Mr. K was convinced that Jack was only waiting for some rule to be applied that he didn’t like to return to his “old” self. Jack did act out as any child would when caught in an infraction and punished, but he quickly came back into line when his parents were firm and refused to argue.

	One of the things I worked on with Jack’s parents was consistency of treatment when dealing with their son. They had often disagreed with each other about discipline matters in front of Jack, so he knew that if he could set one of them against the other, he would “win.”

	Of course, in the challenging parenting style, nobody really wins, but Jack thought he did because he kept his parents upset all of the time. However, with Mr. and Mrs. K backing each other up, and maintaining consistent, non-challenging discipline, Jack soon learned that he could not use the old tactics.

	Yes, Jack was still having problems with ODD at times, but at other times he was a normal boy. However, now that the therapy program was working, even when he did get into trouble, he was far easier to control. His school allowed him to come back in a probationary capacity. His grades improved at school, and so did his social life.

	At their final visit to my office, this family was a happier one by far than when I had first seen them. Things were not yet wonderful—they might never reach that goal—but Jack and his family had learned a coping script that was working, and the challenging parenting style had all but disappeared.





	CHAPTER FOUR

	CONFLICT/CONFRONTING

	Confrontation does not automatically mean conflict, but in this negative parenting style, there is no confronting without conflict. At first glance, it may seem that Conflict/Confronting and Challenging are identical, but not so. Challenging almost always comes from disappointment or disgust, while conflict/confronting comes from a frustrated desire of a parent to strike at a child’s self-esteem and control the child’s every thought and movement.

	In the Conflict/Confronting parenting style, whenever the child displays Oppositional Defiant Disorder behavior, the parent will angrily confront the child. There is nothing constructive in this confrontation—it only increases the tension between parent and child, and often escalates the negative behavior in the child. Conflict/confronting parents will usually call their behavior “constructive criticism.” Unfortunately, constructive criticism is an oxymoron: To construct means to build up; to criticize means to tear down.

	The most common reaction of a child with an ODD behavior disorder to conflict/confrontation is revenge. The child may attempt to hurt the parent physically, or destroy something that belongs to the parent. Of course, this only causes further conflict and confrontation.

	The positive opposite of conflict/confrontation is…

	Issue/Confrontation with Calmness

	There is nothing wrong with confronting the issue of unacceptable behavior, but it is the issue that must be confronted, not the child, and this must be done with calmness.

	A child with an ODD behavior disorder often has reactions to stimuli around him in a way similar to a child with Attention-Deficit/Hyperactive Disorder. Stimulating behavior by the parent (shouting, hitting, arguing, etc.) will only stimulate the child further. Therefore, to confront the issue in a positive way, calmness on the part of the parent is a must. The more agitated the child is, the calmer the parent must be.

	Case Study

	Susie’s mother was a single parent. She worked long hours for a local advertising firm. Susie was ten years of age, the youngest of three children.

	Ms. L was an attractive, thin, tense, efficient woman in her mid-thirties. She had been divorced for several years, but never remarried. Her manner from the beginning of the first session was one of impatience. She wanted Susie fixed—and right now!

	Normally, I would see parent and child together for a few minutes, then ask the parent to go to the waiting room so that I could speak to the child alone. However, in this case I reversed the order. After listening to the two of them spar with words for a few minutes, I asked Susie to go to the waiting room while I talked with her mom.

	“Ms. L, has Susie always been a behavior problem for you?” I asked.

	“No,” she replied, “Oh, she’s always been stubborn and argumentative, but she was fairly easy to handle until a couple of years ago. Then she began to talk back and argue when I wanted her to do anything. In the past six months she has become very belligerent. We can’t go through a day without a screaming argument.” Almost in the same breath she said, “How long will it take to get her straightened around?”

	Without answering that question, I interviewed Ms. L some more, wanting a complete idea of her feelings about Susie, and Susie’s behavior.

	Ms. L reported tersely that Susie was always defiant, that she would often hit and kick her mother and siblings. Susie had been so spiteful to baby-sitters that Ms. L could no longer find one who would stay with the girl. Susie was also very vindictive, and would destroy the property and possessions of anyone she was angry at: a budding candidate for Conduct Disorder.

	Finally, I said, “I noticed when you were both in the office that you and Susie seemed to be in conflict over several different things—how she sat in the chair, how she answered my questions, what her clothing looked like. Would you say this is normal behavior?”

	“Yes,” Ms. L replied, “That’s the way it goes all the time. No matter what I say, she has a comeback.”

	“Ms. L, you have said that Susie began to be really belligerent about two years ago. Could you tell me if there was a major change in your lives at that time? Perhaps a school change for Susie, a change in her relationship with someone she loves, or even a job change for you?”

	Ms. L’s brow wrinkled in a frown. “Well, that was about the time I was promoted to the position I now hold—Manager of Industrial Accounts—but that was a good change. We have more money now, and I am able to do a lot more for my kids. Of course, I work longer hours, but the kids understand that. At least the others do. Susie is the only one who complains about my not being around as much. Yet, even when I am home, all she wants to do is argue with me.”

	“I hope you won’t be offended by this next question, Ms. L, but before your promotion, do you think you might have been a bit more patient? Perhaps not so rushed?”

	Despite my opening statement, Ms. L was offended. “I’ll have you know that I am a good mother, and my job is not Susie’s problem!” she stated emphatically. Her defensiveness told me that she was trying to convince herself—as much as she was trying to convince me—that the problem was all Susie’s.

	“Ms. L, I’m not looking for anyone to blame for Susie’s problems, but I must know what is going on around her before I can begin to help. Children always react to changes in their world. Sometimes, they can react very negatively to positive changes. One thing we do know: Children always act out for a reason. If we can find that reason, then we can find a solution.

	“Now, I’m sure you are a good mother, but your conflict relationship with Susie is not productive for either of you. My job is to find out why Susie feels so tense and ready to defy you. She certainly has many symptoms of Oppositional Defiant Disorder, and we need to work on that. However, I’ll be frank—therapy will only be successful if you are willing to take part in the program. Are you willing to do that?”

	Susie’s mother had listened to my speech, but her face had not changed. It appeared that I was not going to get through to this mother. But then she surprised me—her eyes filled with tears and she began to sob. I placed the box of tissues close by and waited. When she could speak, Ms. L said, “I’m sorry, Dr. Marlow. A lot of Susie’s problems come from me. I take out my job frustrations and fears on my kids, but Susie is the only one who will fight back. Please help us. I love Susie very much, but I just don’t know what to do with her. She’s in trouble at school almost every day. Her principal is great, and so is her teacher, but they don’t know what to do with her either. Please help us.” A cry in the parental wilderness.

	We began that day to institute a program to help Susie and her mother. I called the principal of the school that Susie attended, and then talked with her teacher.

	Susie was suddenly the focus of a lot of attention. Her mother stopped arguing and refused to be drawn into conflict/confrontation with Susie. Whenever Susie was defiant at school, the teacher informed Ms. L and a conference was set up with Susie, the principal, the teacher and Ms. L. At these short conferences, Susie’s latest infraction was discussed openly, and the three adults decided what punishment should be meted out. Susie soon learned that she could not hide anything from anyone.

	As with all ODD children, Susie was looking for guidelines, and the three adults in her program, along with me, her therapist, provided those guidelines.

	All was not easy, as Susie was still defiant and unruly at times, but because the important grownups in her life treated her like a child, not expecting adult behavior, and all were in agreement, she soon learned that she might as well behave.

	Ms. L began spending more time with Susie alone, taking her on short trips to get a coke, or even to deliver business papers. Susie responded well to this attention. She told me one day that her mom was training her to be an “advertising executive.” She was very proud of those words, and used them as often as possible.

	I released Susie and her mother after several months of therapy, knowing that they would still have to work hard to keep things under control, but confident that they now had the skills to succeed.





	CHAPTER FIVE

	MARTYRING

	When a parent attempts to deal with a child with an Oppositional Defiant Disorder by martyring, the parent is actually attempting to reverse roles with the child. The martyring parent will attempt to make the child feel sorry for the parent, and feel guilty about his actions, but only because of how they affect the parent. This is a bid for the child to turn away from acting out to have the parent’s own needs met, and take care of the parent instead. In other words, the parent is trying to pass parenting responsibility to the child, and make the child responsible for the parent’s feelings.

	Not only does martyring not work to control a child with an ODD behavior disorder, it causes increased anger and resentment in the child, as the child subconsciously knows what the parent is attempting to do.

	Martyring statements and questions directed at the child by a parent are always personalized. They include: “Why do you want to treat me this way?”—“You don’t appreciate anything I do for you.”—“You just don’t care how much you hurt me, do you?”, etc.

	The positive opposite of martyring is…

	Accepting and Assigning Positive Responsibility

	It is almost always difficult for a child with a behavior disorder to accept responsibility for his/her own actions. If a parent is also unwilling to accept his/her own responsibility, there is no way the child can learn how to be responsible.

	When a child has misbehaved, the parent should let the child know how the parent feels (positive assertion), then point out that the child is not responsible for the parent’s feelings and reactions, but that the child is responsible for his/her own actions and reactions.

	When punishing a child with a behavior disorder, it is very important that the child be reminded why he/she is being punished. That reinforces the life-fact that each person must be responsible for his/her own actions, and be willing to accept the consequences of those actions.

	Case Study

	The girl sitting in my office looked like an ad for a “punk rock” magazine. Her hair was almost crew cut, died red on one side and green on the other. The remaining hair was peroxide blond. She wore five earrings in one ear, six in the other. Her face was covered with thick pancake makeup, with the lips exaggerated by dark red lipstick.

	Alice wore a tight, short, black leather mini-skirt, heavy lace up boots with metal cleats front and back, and a black T-shirt under a black leather jacket adorned with hundreds of metal studs.

	In contrast to Alice’s bizarre clothing and hair style, her mother and stepfather—Mr. and Mrs. Z—were dressed conservatively and neatly; Dad in suit and tie, Mom wearing an attractive, respectable dress, low shoes, little jewelry and light makeup.

	I spoke with all three in the office for a few minutes. That is, I conversed with Mr. and Mrs. Z. Alice said nothing, not even responding to direct questions. Mom began to quietly weep into a handkerchief and asked Alice to please say something, to not punish her—Mom—any longer. Alice curled up her lip and remained silent.

	When Alice was alone with me in the office, she wiggled around in her chair, making sure that her skirt rode up high on her thighs. She looked at me in a highly sexual way, trying to confuse and shock me, I suppose.

	I had seen other teenagers like Alice. The facade she hid behind was very thick and strong. When I didn’t respond to her actions, Alice began to speak, every other word a filthy one. I sat quietly, not reacting to the bad language until finally she ran down.

	Acting as if nothing had been happened, I said. “When I was your age, Alice, I had a jacket very much like that one you’re wearing. I recall that it was pretty warm to wear, but I was sure proud of it.”

	No answer from Alice, but she was listening. “Let me tell you a story, Alice. A story about a guy—sixteen like you—who was the class clown in his school. He could always make the other kids laugh, but he didn’t really laugh inside. In fact, he never felt like laughing at all. He kept everything inside, never letting anyone know how he really felt.

	“One day in History class, the teacher asked him a question. When he started to answer in a smart-mouth way, he suddenly found himself crying, and he couldn’t stop.” I stopped speaking at that point, and turned to look out the window.

	For several minutes the room was quiet, then, “So?” from Alice.

	“So what?” I asked.

	“So, what happened to the dumb guy?”

	“Oh, the guy in the story? Well, he was embarrassed in front of all his friends, but he actually felt better. All that pent up emotion was gone.”

	“Well, Doc, that’s a pretty stupid story. What’d you tell it for?”

	“I don’t know—it just came to me, I guess. Maybe you reminded me of that guy somehow.”

	She flounced in her chair. “Boy, you’re a real trip. That weenie wasn’t anything like me. Nothing makes me cry, and I’m not going to be a ‘good girl’ just because you tell me some stupid sob story. My mom does enough sobbing for a hundred people.” Of course, I’ve cleaned up Alice’s language considerably in relating her side of the dialog.

	“Yeah,” I said, “That’s the problem, isn’t it? You hold your mother in contempt. Why do you suppose she wants to act the way she does?”

	“Who knows!? She’s a real jerk, and so’s that weak sister she married.”

	“Alice, do you see your birth-father often?” I asked.

	Alice’s face flushed as her anger rose. She let out a string of foul language, then said, “That ----------- idiot! I don’t care if I never see him again! I called him on my birthday, and he told me he didn’t have time to talk. I’ve got a drop-dead dad and a crybaby mom. Big deal. Who needs ‘em?” And she hugged herself, sliding deeper in her chair. Alice’s body language said clearly that she needed them, but she didn’t think they cared.

	Obviously, Mrs. Z’s martyring was making things worse. When I talked with her later, she cried the whole time. Alice’s mother was truly perplexed about how to handle her daughter’s defiance. She was often “ill,” and spent a lot of time in her room. There was little doubt that Mrs. Z suffered from major depression.

	“Mr. and Mrs. Z, I know things are upset at home. Alice is out of control, and making life as miserable as possible for you. But the solution is one that will involve all three of you. Alice has the idea that you don’t care for her at all. She also feels that way about her birth father. We may not be able to draw him into the therapy program, but if you will work with me, we can make a difference in your household.

	“Mrs. Z, you show all of the symptoms of depression. Not only does that make things difficult for you, but you are trying to appeal to Alice to reverse roles with you. Mrs. Z, we need to talk about depression therapy for you.

	“Alice cannot be expected to be her mother’s caretaker when she herself needs strong direction and firm discipline; and that discipline must be meted out on a consistent basis by you, her parents.” This couple had come for help and they listened carefully, even though I knew they were not happy with some of the things I said.

	I explained to Alice’s parents that they must begin to take control of their out-of-control daughter—but not all at once. I suggested that they chose one area and concentrate on it. They decided on laundry.

	Mrs. Z had always done Alice’s laundry, along with that of the rest of the family. The parents decided that Alice would begin doing her own laundry. This would not have mattered so much if Alice had been content with wearing soiled and wrinkled clothes, but in fact, contrary to outward appearances, Alice was very fastidious (almost obsessive-compulsive) about her clothing. We agreed this would be a good place to start.

	That first session ended with Alice coming back into my office to meet with her parents. I brought her into the picture by explaining that we all wanted to ease the tension in the household. One way to do that was for all family members to be responsible for themselves as much as possible. “Alice, since you want more independence, that will be given to you along with more responsibility. Your parents have decided that from now on they will allow you to take care of your own clothing, including doing your own laundry. How do you feel about that?”

	To say that Alice was pleased would be a gross exaggeration. However, she couldn’t really decide whether she was being punished or actually being given a privilege, so she agreed.

	Alice’s parents and I were serious about giving her more independence while teaching responsibility. One thing that teenagers rarely understand is that the two go hand in hand. It always looks neat to come and go as you please, make your own decisions, and not follow rules laid down by others, but in fact, all of these “freedoms” come with a price—responsibility of action.

	It was very difficult for Mrs. Z to follow through on the laundry program. She had to give up some of her martyring status. No longer could she complain about Alice not putting her soiled clothing in the laundry room, nor could she weep when Alice failed to put her carefully folded clothes away. Mrs. Z had to adopt a new way of acting, and Mr. Z—who had used a lot of avoidance to distance himself from both his wife and Alice—had to help her.

	At the next visit to my office, the family was not happy. Alice was sullen, as she had realized by now that if she were to have clean clothes to wear she must take care of them herself. Mrs. Z was still weeping under the strain of remaining adamant about Alice’s new responsibilities, and Mr. Z was clearly fed up with both of them. I smoothed as many rough spots as I could, and sent them away to work for another week.

	Slowly—very slowly—things began to improve with the Z family. Once Alice finally accepted the fact that she must care for her clothes, she began to take some pride in proficiency. As the weeks went by, Alice was given further independence and responsibility in other areas. She was a fussy eater, so her parents gave her the opportunity to cook for herself, preparing most of her meals, and cleaning up the kitchen afterward.

	Alice kept her room in a “critical mass” condition all of the time. At my suggestion, she was denied clean bed linen and bathroom towels until she cleaned her room and kept it clean (the word “clean” as defined by Alice’s parents). She held out for two weeks in this area, stripping her bed and washing the linens herself, along with her towels for a time. Mr. and Mrs. Z had to go to Phase Two on this one before she finally came around. Phase Two involved removing her bedroom door, denying her the privacy all teens crave. Alice caved in and began to keep her room clean.

	While Alice was working out these things, Mrs. Z was doing some changing herself. She learned that there were far better ways to live than to be constantly sad and depressed. At my suggestion, she entered a depression therapy program, including a mild medication for depression, and she began to get out more and take part in life outside her home. She also learned that she could stand up to her daughter without dissolving into tears. If she felt the need to cry, she could wait until she was alone. Martyring was no longer satisfying, and was finally overcome.

	Alice and I became friends. She altered her dress somewhat and stopped trying to come on to me with sexual body language. Oh, she still maintained the image of the rebellious teen, but most of her Oppositional Defiant Disorder behavior disappeared, and I could see glimmers of the leather clothes following.





	CHAPTER SIX

	BLAMING

	The blaming parent is somewhat like the martyring parent, though with a different motive. Usually, this parent wants to shift all of the parent’s own responsibility to the child with the behavior disorder. This parent actively dislikes and rejects the child, and really only wants him/her out of the parent’s life. The blaming parent blames and rejects the child totally for the child’s Oppositional Defiant Disorder (and almost everything else that is wrong, including high taxes and the National Debt), accepting none of the responsibility him/herself.

	Of course, the child knows he/she is disliked and rejected and acts out against the feelings derived from that subconscious knowledge. A child’s psychological and emotional solutions to this dilemma are limited, but acting out to gain a parent’s attention is one of the negative devices all children use; children with behavior disorders just use them more often, and will escalate acting out to a much higher degree.

	Those who have crossed over into Oppositional Defiant Disorder see it as their goal to make life as miserable as possible for all adults around them, bringing about more accusations and rejection from the blaming parent. Unfortunately, all that the child receives from a blaming parent is a buildup of anger and resentment, and the parent uses the child’s behavior to justify his own rejection.

	Sounds like a vicious circle, doesn’t is? That’s exactly what it is. Most blaming parents will become withdrawing and avoiding parents as the child’s behavior disorder worsens.

	In a “blaming” situation, it is not unusual for a parent to blame the child with the behavior disorder for every negative thing that happens in the family, from skinned knees to broken plumbing. Of course, if there are other children in the household, they soon learn that the sibling with the behavior problem can be blamed for everything, and the parent or parents will believe them.

	The positive opposite of blaming is…

	Accepting

	All children yearn to be accepted, but none more than those with Oppositional Defiant Disorder. Accepting the child does not mean that the child’s behavior must be approved. Acceptance means that no matter what happens, the parent will still love the child and will do all possible to let the child know that—including properly handled discipline.

	In our society, we often confuse acceptance with approval, yet we know that we accept many things daily that we do not approve of—all forms of taxes probably lead that list. In relationships with other adults, we also accept responses and reactions that we don’t approve of. Our comment is usually: “Oh, well, that’s just the way he is.” In the same way, we must accept our children, even when they do things that we do not approve of.

	In the case of a child with a behavior disorder, acceptance means accepting the child even when the child’s behavior is unacceptable. By using proper discipline, and not “blaming” the child for his/her disorder, a parent sets up a channel of communication that can be used for instruction and improvement.

	The following Case Study is an example of ODD almost leading to Conduct Disorder. This Case Study reveals the negativpe effect of blaming.

	Case Study

	Carl was seventeen when I first saw him. He had been remanded to counseling following conviction on several counts of breaking and entering and vandalism. Carl presented a hardened criminal image, wearing a T-shirt with a foul word on the front, his dark hair long, greasy and tangled, jeans dirty, and tennis shoes reeking as only size thirteen’s worn day after day can reek.

	Carl slouched into my office with his father following. Carl’s mother was at home, too ill to come. She was in the final stages of cancer. I never met Mrs. S, as she died a few weeks after Carl began therapy.

	Mr. S was a big man, over six-five with wide shoulders and a lean, muscular frame. He proudly told me he was an operator on an oil well service rig. I doubted if the men who worked for him gave him much trouble. The problem centered around Mr. S never finding anything good about his son, and Carl doing everything he could to keep his father upset at him.

	I had little success in getting Carl to answer my questions, even when his father was in the waiting room. Carl had a lot of deep-seated anger that he had buried and didn’t know what to do with.

	When Mr. S and I were alone, he began to list Carl’s crimes—and they were many. Carl lied, stole, talked back, hurt others with words and actions, defied authority, vented his anger on everyone around, and tried to get even with anyone who did something he considered “against” him. He was on probation for shoplifting and for breaking and entering. Mr. S had been told that if Carl was involved in any more illegal acts, he would be sent to a Texas Youth Commission detention center. If Carl had been an adult, he probably would have been in prison long before. As Mr. S talked, he became angrier. He ended with: “And he’s made his mother even sicker!”

	I waited a few minutes, then ask him if he could tell me some of Carl’s positive attributes. “He doesn’t have any!” came the reply, almost a shout.

	Carl appeared to be right on the edge of a Conduct Disorder. His out-of-control behavior was obviously escalating, and his very negative relationship with his father appeared to be the catalyst.

	I could see that before I could be much help to Carl’s Oppositional Defiant Disorder, we would have to address Mr. S’s bitterness about Carl. Though he would not admit it, it was clear to me that Mr. S blamed Carl for his mother’s cancer.

	I did not see Carl for the next four sessions. During that time, Mrs. S passed away and Mr. S was having a very difficult time with his own grief. He came weekly to see me and we worked through the beginning stages of grief-recovery. After several weeks, I began to speak about Carl when he was a little boy. Mr. S related some amusing anecdotes of this time period—even smiled a time or two. I then ask him to bring Carl on his next visit, and he agreed.

	When Carl entered my office for the second time, he appeared no different than he had at the first visit weeks before. The slouch and greasy hair were still in place, as well as the clothes. He obviously had not wanted to come. Mr. S was angry, but I assumed that was always his attitude when around Carl.

	“Carl,” I began, “Thank you for coming with your dad today. I wanted you to come so that we could talk together, but not about any trouble you’ve been in. Your father and I have been remembering an earlier time in your life when things were a bit happier. Your mother was well then, and the three of you went on picnics and played ball. Do you remember those times, Carl?”

	I waited. Carl’s father started to speak, but I waived him silent. Finally, Carl replied with his head still lowered, “Yeah.”

	I went on, glancing at my notes from time to time. “Do you remember the family reunion in Fireman’s park when you were ten? That was the time that you hit a home run in the softball game and your mom and dad were so proud of you.” I glanced at Mr. S in time to see him wipe some moisture from his eye. Carl’s head was still lowered. He mumbled, “Sure, I remember that. It was probably the last time HE was proud of me about anything.” When he said the word “he,” Carl jerked his head in his father’s direction.

	Again, Mr. S started to speak, and again I motioned to him to remain silent.

	“Well, Carl, there was another time your folks were proud of you. You were singing in the boy’s choir at your church—I believe it was a Christmas special. How old were you then?”

	“I was eleven then. It was just before Mom found out she had—she had a bad problem. We sang for the church, then we sang at a community service. I remember Mom cried both times, and she hugged me a lot for days afterward.”

	“And was your dad proud too, Carl? Did he hug you?” I asked.

	Carl was silent and still so long I didn’t think he was going to answer. Then, very quietly, “Yeah, I guess he was. He told me he was anyway. Don’t remember him hugging me though.”

	Slowly and painfully, Carl and Mr. S began to talk in my office that day. Their mutual grief had built a shaky bridge of understanding between them. Carl apologized for being a “jerk,” and his father apologized for blaming him for his mother’s illness and death. There were tears and hugs between them, and while I knew that they would still have many things to work through, they had made a beginning.

	In subsequent weeks, Mr. S and Carl worked on communication skills. They found that they had more in common than they had realized. Mr. S had played golf as a young man, and now he began to play again. Carl went with him one Saturday and discovered that he liked the game too. Soon, they were playing together whenever they had the chance.

	Through the therapy sessions, Carl and his dad learned to help each other through the grief process, and to recover from Mrs. S’s death. Finally, the day came for their last session with me. Mr. S told me that he was a lot happier now that he was accepting and approving Carl rather than blaming him. His only regret was that Carl’s mother hadn’t lived to see the two of them getting along. Carl echoed that sentiment.

	The Carl that walked into my office on that final day was a very different young man from the one I first met. His hair was still long, but it was clean and neatly trimmed. He was wearing normal clothes for his age group, his face was lit by a smile, and his new shoes hardly smelled at all. He thanked me for “sticking with it,” and shook my hand. Carl was a winner.

	* * *

	Of course, many parents of ODD kids find themselves using the above parenting styles, even combining traits of the different ones. The good news is that parenting styles directed at children with oppositional defiant behavior disorders can be changed. Often, the intervention of a counselor will relieve parents of hopeless feelings and give them tools necessary to make positive changes in their own lives and the lives of their children. It is always hard work—at least at first—but with patience, and willingness to change, things can be very different.

	I always tell parents that the impossible becomes possible when they believe it can be accomplished. However, there is no “quick fix” when dealing with the behavior and conduct disorders of children and young people. It takes time and work, and the parents must be willing to make changes in themselves before they will see improvement. Unfortunately, not all parents are willing to put in the time and work to make change possible.

	As our culture becomes even more hectic and demanding, we find more children with behavior disorders, particularly Oppositional Defiant Disorder. The expectations of parents—both spoken and unspoken—can create tremendous anxiety and stress in children. Often the stresses of expectations will peak in the teen years, a time in the life of all humans that is filled with stress and radical mood swings at the best of times.

	Further, our society makes it very difficult for children and young people to relieve their stress in a positive way. Thus, much of the pressure is internalized and only emerges when an eruption of some kind occurs. Of course, this means that the child will display unacceptable, even violent behavior, and that behavior will continue to escalate.

	However, in each one of these disturbed children is a center of positive behavior and self-control. It is up to us, the adults in their lives, to touch that center and bring forth the true child within.





	SECTION THREE

	Help for Teachers of Children and Teenagers Diagnosed with Oppositional Defiant Disorder

	Of course, the ideal for helping children and young people with ODD is open cooperation and communication between teachers and parents. When that happens, the changes can often be dramatic. Unfortunately, at times teachers must cope with students who have behavior problems without the benefit of parental cooperation.

	This section of the book is directed to teachers. The scenarios included address situations where the teachers have and do not have the cooperation of parents in helping to resolve Oppositional Defiant Disorder and other Behavior Disorder problems.

	Case Study

	Ms. Smith was a concerned Second Grade teacher who called me one morning asking for my help with one of her students. She explained that the little girl was the youngest of three children being raised by a single father who had recently moved to the community.

	At the first of the year, Alison had been shy and stubborn, slow to make friends and reluctant to follow instructions, though she showed an above average intelligence. Ms. Smith assumed that Alison would settle down as the she became accustomed to the new school, but after eight weeks, it appeared that she was getting worse.

	Recently, her stubbornness had escalated to defiance, and her shyness became quiet spitefulness. When the teacher had called Alison’s father, he told her he was too busy to come to the school. He suggested that the teacher spank Alison every time she misbehaved. His tone let Ms. Smith know that he didn’t want to be bothered by Alison’s problems at school.

	I asked Ms. Smith for Alison’s father’s phone number, and assured her that I would call him. When I did get in touch with Mr. H, he was reluctant to come to my office, giving me the same “too busy” excuse. I told him that the session would be paid for by the school district, but I needed to see him with Alison in order to see what we could do to help her. Mr. H reluctantly agreed to bring Alison and come on a Saturday morning.

	Alison was a very belligerent little girl when she entered my office, and her father wasn’t much better. He had adopted a combination avoidance/blaming parenting style, and only wanted to tell me how bad Alison was, how she upset everyone else, and how he would like to get rid of her so that he could have some peace. All of this was stated in front of the child.

	I didn’t make much progress at that session, but I did make a diagnosis for Alison of Oppositional Defiant Disorder, with symptoms including defiance, blaming others for her own mistakes and errors, losing her temper often and violently, being argumentative—particularly with adults—and being very spiteful and vengeful. Mr. H made it clear that he was not interested in coming to any more counseling sessions, as he saw them as a waste of time.

	On Monday morning, I called Ms. Smith to let her know that Mr. H would not be taking part in counseling, but he had given permission for me to work with his daughter. We set up a time for Alison to be delivered to my office and picked up to go back to school. Ms. Smith also agreed to come to sessions when she could.

	Our goal was to decrease Alison’s Oppositional Defiant Disorder behavior at school. We realized that without the cooperation of her parent we could do little about her behavior at home, but if we could change things at school, at least the little girl would have a chance to learn.

	Ms. Smith reported that Alison was usually fairly calm and tractable the first thing in the morning. While she did not fit the diagnosis of Attention-Deficit/Hyperactive Disorder, she was, like many children with an Oppositional Defiant Disorder, easily excited and very susceptible to stimulation. Ms. Smith had Alison seated in the front row where she could keep an eye on her. I suggested that she use a screen to isolate Alison in the classroom, just as she would do if Alison had ADHD. This did help a bit when Alison was willing to work.

	Since defiance was one of Alison’s primary symptoms, we developed a new way of handling defiance in the classroom. When Alison was defiant, Ms. Smith would immediately take Alison out to sit on a chair in the hall. She would then call the office on the intercom and ask for someone to come escort Alison to the principal’s office. The principal agreed that she would speak to Alison about her behavior, and quickly return her to the classroom. When she entered, Ms. Smith would bring her to her seat, isolated by the screen.

	The object of this exercise was to let Alison know that not only would she not be allowed to get away with defiance, but also that the faculty was in control, and they would not give control to her. This program did not turn things around right away, but it did bring some control to the situation.

	Alison was often cruel to other students outside of class, particularly if she felt one of the children had done something to her or said something about her. As Alison was very paranoid and often felt persecuted, most of her suppositions were wrong, but that did not stop her vindictiveness.

	At my suggestion, Ms. Smith paired Alison with a girl in her class who was larger and calmer. Mary sat beside Alison in class and, whenever possible, Mary was beside Alison when she was out of the classroom. Mary liked Alison, and Alison appeared to like Mary, as much as she could seem to like anyone. Mary was not to be a policeman or a spy, nor was she Alison’s supervisor. She was simply there to act as a willing calming influence on Alison. This helped a lot when Alison was out of the classroom.

	Also, as much as possible, Alison was never out of sight of a teacher or an aid. She had gotten into a lot of trouble in the restroom, pushing other girls and spitting on them, as well as calling them filthy names. Using the close attention mode, Alison was never allowed to go to the rest room without a teacher or an aid in attendance.

	Since Alison was an arguer, Ms. Smith instructed her class to never argue with Alison. If Alison became abusive in her attempt to start an argument, she was sent to the office and handled in the same way as when she was defiant.

	In my office, I began to work with Alison to control herself for herself. We worked on a system where Alison could give herself approval. I used a small sack of marbles as counters when she was in my office. Every time she was polite, she received a marble, and I praised her. If she acted out, tried to argue, or was defiant, she had to give me a marble.

	At first, she told me she just wouldn’t give the marbles back. In answer, I turned my chair around and faced away from her, remaining silent. Soon she became uneasy and asked me a question. I didn’t respond. She came to me, put her hand on my shoulder and turned my chair around. My arms were crossed on my chest, and I was silent, refusing to look at her, an imitation of Alison in her defiant mode. She gave a little laugh and said, “Okay, Dr. Marlow. I’ll play right,” and she gave me the marble.

	At the end of each session, we counted the marbles. If she had more than three, she was rewarded by playing on my computer, something that she loved to do. If she had three or less, there would be no computer play. Slowly, Alison learned that the rewards of good behavior far outweighed the loss of ODD behavior. We became friends, and she would talk to me about anything and everything.

	By the end of the first semester, Alison was overcoming many of the worst traits of her Oppositional Defiant Disorder at school. Ms. Smith rarely had to isolate her with the screen, she accepted punishment for infractions without further acting out, and—best of all—she was learning.

	Alison still had bad days, but we were usually able to link these to the home situation. Repeated appeals to Alison’s father to enter into the therapy program fell on deaf ears, and home was still a source of pain for her. However, Ms. Smith and I felt good about Alison’s progress, and her prognosis was good, at least while she was at school.

	One of the problems teachers have in dealing with children and teens with Oppositional Defiant Disorder is that they have so little time to devote to one individual child. With a room full of students, teachers are often hard pressed to deal with children with behavior and conduct disorders. It is imperative, therefore, that they have access to procedures and programs that are immediate and easy to implement.

	The transitions children go through when entering Middle School and/or Junior High is often a difficult one. If a child has been having some problems in elementary school, those problems almost always escalate when they reach sixth or seventh grade. Not only is this the period when most are going through the tremendous changes of puberty, but it is also a time when more is required of children socially, academically, athletically and biologically.

	Case Study

	Marie was brought to me by her distraught mother when she was twelve. Marie was a sixth grader and had been in trouble this year for most of the short time school had been in term. On the day I first saw Marie, she had been expelled for the day for instigating a fight in the hallway that ended in injury to another girl. The girl’s parents were pressing charges against Marie.

	It was difficult to think of this voluptuous and heavily made up female as a twelve-year-old. She obviously saw herself as much older, and dressed and acted the part. After the initial time in my office with mother and daughter, I talked to them individually.

	Mrs. B was still very upset and angry, calling her daughter some very uncomplimentary names. She reported that Marie had been “a problem all her life.” In the past year, since her breast development became pronounced, Marie had been acting out in every sexual way possible.

	When her father had grounded her for unacceptable behavior (after finding her in bed with her boyfriend), she had called 911 and falsely reported him for sexual abuse. That had made him so angry at Marie that he had completely withdrawn from all association with her.

	Mrs. B had adopted a “conflict/confronting” style with Marie—and the two of them were like gunfighters who strapped on their guns first thing every morning, preparing for the first shoot-out. It seemed that only when they were asleep was there quiet in the house.

	After my initial session with Marie and Mrs. B, I called Marie’s principal and spoke to him. He was understandingly exasperated with this sixth grader, but he was also willing to work with the school counselor and me to see if we could turn Marie around.

	The counselor in Marie’s middle school—Ms. Jones—was very concerned about Marie. She and I began to develop a program for the girl. Marie would be allowed back in school, but she would be given a stringent schedule. We developed a timetable in which Marie must move.

	Upon arriving at school each morning, Marie reported to the office. She had a copy of her schedule, as did the school secretary. The secretary would initial Marie’s schedule (giving her a new copy if Marie had “forgotten” hers) and send her to her first class when the buzzer sounded. At that class and all classes thereafter, Marie was required to report immediately to the teacher, who would initial her schedule. During class, if Marie was disruptive in any way, the teacher would call the principal on the intercom, and he would come to the class and escort Marie to his office.

	Marie was supervised by hall teachers when she moved from class to class, and when she went to the rest room a hall teacher went with her. When school was out for the day, Mrs. B was required to pick Marie up within fifteen minutes. Marie waited in the principal’s office until her mother came for her.

	When this program was presented to Marie and her parents (the truant officer had insisted that her father be at the meeting) by the principal, they were told that if Marie did not follow the schedule, or one parent was not available to pick up Marie when they should, and Marie got into trouble, she would be sent to a dentition center, and the parents would be charged with child neglect. The three were not happy about the program, but they all agreed to abide by it.

	In the meantime, Marie was coming to me once a week for a one-hour therapy session. Her mother always brought her, and I began to see some easing of tension between them. Marie and I established a good rapport, and she was willing to work on self-control. I never saw Marie’s father in my office, but her mother began to change the way she related to her daughter. At my suggestion, she changed the conflict/confronting parenting style to one of issue/confrontation in a calm way. Once she saw that this worked at least part of the time, Mrs. B worked on confronting issues more than confronting Marie.

	The progress being made by all made us think that Marie would eventually become a normal pre-teen; however, this story does not have a happy ending. While Marie changed her behavior somewhat, and learned to control herself most of the time at school, she dropped out of school in her Junior year. She was pregnant at the time, and ran off with a man who was twenty-five and wanted by the police on some felony charges, including rape. When they were caught, Marie was placed in the custody of the Texas Youth Commission. While in custody, Marie got into a fight with another girl. The other girl had a homemade knife that she used to end Marie’s short life.

	Unfortunately, not all stories have a happy ending, and this one didn’t. When I learned of Marie’s death, I was saddened, thinking what a waste it was, and I grieved for her and her parents.

	However, in hindsight I could see that the program we designed was a success as long as Marie was in school, and it was instrumental in containing and controlling her to the point that she functioned fairly well in the school setting, and even somewhat better at home.





	SECTION FOUR

	DSM-IV Diagnostic Criteria for Conduct Disorder

	To this point in the book, we have concentrated far more on Oppositional Defiant Disorder than Conduct Disorder. While Conduct Disorder and Oppositional Defiant Disorder share certain symptoms, there is a great difference. Most of my colleagues will agree that Oppositional Defiant Disorder can be the gateway to Conduct Disorder. The diagnostic criteria listed in the DSM-IV bears this contention out.

	The therapy programs used for both ODD and Conduct Disorder are very much the same, so most of the case studies in the early chapters of the book apply to both. However, in this section I have lifted the Diagnostic Features and Diagnostic Criteria for Conduct Disorder from the DSM-IV. Notes have been included in the excerpt by the author for clarity.

	312 .8 Conduct Disorder

	Diagnostic Features

	The essential feature of Conduct Disorder is a repetitive and persistent pattern of behavior in which the basic rights of others or age-appropriate societal norms or rules are violated (Criterion A). These behaviors fall into four main groupings: aggressive conduct that causes or threatens physical harm to other people or animals (Criteria A1-A7), non-aggressive conduct that causes property loss or damage (Criteria A8-A9), deceitfulness or theft (Criteria A10-A12), and serious violation of rules (Criteria A13-A15). Three (or more) characteristic behaviors must have been present during the past 12 months, with at least one behavior present in the past 6 months. The disturbance in behavior causes clinically significant impairment in social, academic, or occupational functioning (Criterion B). Conduct Disorder may be diagnosed in individuals who are older than age 18 years, but only if the criteria for Antisocial Personality Disorder are not met Criterion C (Author’s emphasis). The behavior pattern is usually present in a variety of settings such as home, school, or community. Because individuals with Conduct Disorder are likely to minimize their conduct problems, the clinician must rely on additional informants. However, the informant’s knowledge of the child’s conduct problems may be limited by inadequate supervision or by the child’s not having revealed them. (It is very important that the clinician take a full psychological history to make sure the diagnosis of Conduct Disorder is valid—Author.)

	Children or adolescents with this disorder often initiate aggressive behavior and react aggressively to others. They may display bullying, threatening, or intimidating behavior (Criterion A1); initiate frequent physical fights (Criterion A2); use a weapon that can cause serious physical harm, e.g., a bat, brick, broken bottle, knife, or gun (Criterion A3); be physically cruel to people (Criterion A4) or animals (Criterion A5); steal while confronting a victim, e.g., mugging, purse snatching, extortion, or armed robbery (Criterion A6); or force someone into sexual activity (Criterion A7). Physical violence may take the form of rape, assault, or in rare cases, homicide.

	Deliberate destruction of others’ property is a characteristic feature of this disorder, and may include deliberate fire setting with intention of causing serious damage (Criterion A8), or deliberately destroying other people’s property in other ways, e.g., smashing car windows, school vandalism (Criterion A9).

	Deceitfulness or theft is common, and may include breaking into someone else’s house, building, or car (Criterion A10); frequently lying or breaking promises to obtain goods or favors, or to avoid debts or obligations, e.g., “conning” other people (Criterion A11); or stealing items of nontrivial value without confronting the victim, e.g., shoplifting, forgery (Criterion A12).

	Characteristically, there are also serious violations of rules (e.g., school, parental) by individuals with this disorder. Children with this disorder often have a pattern beginning before age 13 years of staying out late at night despite parental prohibitions (Criterion A13). There may be a pattern of running away from home overnight (Criterion A14). To be considered a symptom of Conduct Disorder, the running away must have occurred at least twice (or only once if the individual did not return for a lengthy period). Runaway episodes that occur as a direct consequence of physical or sexual abuse do not typically qualify for this criterion. Children with this disorder may often be truant from school, beginning prior to age 13 years (Criterion A15). In older individuals, the behavior is manifested by often being absent from work without good reason.

	Subtypes

	Two Subtypes of Conduct Disorder are provided, based on the age at onset of the disorder (i.e., Childhood-Onset Type and Adolescent-Onset Type). The subtypes differ in regard to the characteristic nature of the presenting conduct problems, developmental course and prognosis, and gender ratio. Both subtypes can occur in a mild, moderate, or severe form. In assessing the age at onset, information should preferably be obtained from the youth and from caregiver(s). Because many of the behaviors may be concealed, caregivers may underreport symptoms and overestimate age at onset.

	Childhood-Onset Type: This subtype is defined by the onset of at least one criterion characteristic of Conduct Disorder prior to age 10 years. Individuals with Childhood-Onset Type are usually male, frequently display physical aggression toward others, have disturbed peer relationships, may have had Oppositional Defiant Disorder during early childhood, and usually have symptoms that meet full criteria for Conduct Disorder prior to puberty. These individuals are more likely to have persistent Conduct Disorder and to develop adult Antisocial Personality Disorder than are those with Adolescent-Onset Type.

	Adolescent-Onset Type: This subtype is defined by absence of any criteria characteristic of Conduct Disorder prior to age 10 years. Compared with those with the Childhood-Onset Type, these individuals are less likely to display aggressive behaviors, and tend to have more normative peer relationships (although they often display conduct problems in the company of others). These individuals are less likely to have persistent Conduct Disorder or to develop adult Antisocial Personality Disorder. The ratio of males to females with Conduct Disorder is lower for the Adolescent-Onset Type than for the Childhood-Onset Type. (Usually, Adolescent-Onset Type will respond to therapy more readily than Childhood-Onset Type because the disorder is not as deeply seated in the subconscious—Author.)

	Severity Specifiers

	Mild: Few if any conduct problems in excess of those required to make the diagnosis are present, and conduct problems cause relatively minor harm to others (e.g., lying, truancy, staying out after dark without permission).

	Moderate: The number of conduct problems and the effect on others are intermediate between “mild” and “severe” (e.g., stealing without confronting a victim, vandalism).

	Severe: Many conduct problems in excess of those required to make the diagnosis are present, or conduct problems cause considerable harm to others (e.g., forced sex, physical cruelty, use of a weapon, stealing while confronting a victim, breaking and entering).

	Associated Features and Disorders

	Associated descriptive features and mental disorders. Individuals with Conduct Disorder may have little empathy and little concern for the feelings, wishes and well-being of others. Especially in ambiguous situations, aggressive individuals with this disorder frequently misperceive the intentions of others as more hostile and threatening than is the case, and respond with aggression that they then feel is reasonable and justified. They may be callous and lack appropriate feelings of guilt or remorse. It can be difficult to evaluate whether displayed remorse is genuine because these individuals learn that expressing guilt may reduce or prevent punishment. Individuals with this disorder may readily inform on their companions and try to blame others for their own misdeeds. Self-esteem is usually low, although the person may project an image of “toughness.” Poor frustration tolerance, irritability, temper outbursts, and recklessness are frequent associated features. Accident rates appear to be higher in individuals with Conduct Disorder than in those without it.

	Conduct Disorder is often associated with an early onset of sexual behavior, drinking, smoking, use of illegal substances, and reckless and risk-taking acts. Illegal drug use may increase the risk that Conduct Disorder will persist. Conduct Disorder behaviors may lead to school suspension or expulsion, problems in work adjustment, legal difficulties, sexually transmitted diseases, unplanned pregnancy, and physical injury from accidents or fights. These problems may preclude attendance in ordinary schools or living in a parental or foster home. Suicidal ideation or suicide attempts, and completed suicide occur at a higher than expected rate. Conduct Disorder may be associated with lower than average intelligence. Academic achievement, particularly in reading and other verbal skills, is often below the level expected on the basis of age and intelligence, and may justify the additional diagnosis of a Learning or Communication Disorder. Attention Deficit/Hyperactivity Disorder is common in children with Conduct Disorder (Author’s emphasis). Conduct Disorder may also be associated with one or more of the following mental disorders: Learning Disorders, Anxiety Disorders, Mood Disorders, and Substance-Related Disorders. The following factors may predispose the individual to the development of Conduct Disorder: parental rejection and neglect, difficult infant temperament, inconsistent child-rearing practices with harsh discipline, physical or sexual abuse, lack of supervision, early institutional living, frequent changes in caregivers, large family size, association with a delinquent peer group, and certain kinds of family psychopathology (Author’s emphasis).

	Associated laboratory findings. In some studies, lower heart rate and lower skin conductance have been noted in individuals with Conduct Disorder compared with those without the disorder. However, levels of physiological arousal are not diagnostic of the disorder.

	Specific Culture, Age, and Gender Features

	Concerns have been raised that the Conduct Disorder diagnosis may at times be misapplied to individuals in settings where patterns of undesirable behavior are somewhat viewed as protective (e.g., threatening, impoverished, high-crime). Consistent with the DSM-IV definition of mental disorder, the Conduct Disorder diagnosis should be applied only when the behavior in question is symptomatic of an underlying dysfunction within the individual and not simply a reaction to the immediate social context. Moreover, immigrant youth from war-ravaged countries who have a history of aggressive behaviors that may have been necessary for their survival in that context would not necessarily warrant a diagnosis of Conduct Disorder. It may be helpful for the clinician to consider the social and economic context in which the undesirable behaviors have occurred.

	Symptoms of the disorder vary with age as the individual develops increased physical strength, cognitive abilities, and sexual maturity. Less severe behaviors (e.g., lying, shoplifting, physical fighting) tend to emerge first, whereas others (e.g., burglary) tend to emerge later. Typically, the most severe conduct problems (e.g., rape, theft while confronting a victim) tend to emerge last. However, there are wide differences among individuals, with some engaging in the more damaging behaviors at an early age.

	Conduct Disorder, especially the Childhood-Onset Type, is much more common in males. Gender differences are also found in specific types of conduct problems. Males with a diagnosis of Conduct Disorder frequently exhibit fighting, stealing, vandalism, and school discipline problems. Females with a diagnosis of Conduct Disorder are more likely to exhibit lying, truancy, running away, substance use, and prostitution. Whereas confrontational aggression is more often displayed by males, females tend to use more non-confrontational behaviors.

	Prevalence

	The prevalence of Conduct Disorder appears to have increased over the last several decades and may be higher in urban than in rural settings. Rates vary widely depending on the nature of the population sampled and the methods of ascertainment. For males under age 18 years, rates range from 6% to 19%. For females, rates range from 2% to 9%. Conduct Disorder is one of the most frequently diagnosed conditions in outpatient and inpatient mental health facilities for children.

	Course

	The onset of Conduct Disorder may occur as early as age 5-6 years, but is usually in late childhood or early adolescence. Onset is rare after age sixteen years. The course of Conduct Disorder is variable. In a majority of individuals, the disorder remits by adulthood. However, a substantial proportion continue to show behaviors in adulthood that meet criteria for Antisocial Personality Disorder. Many individuals with Conduct Disorder, particularly those with Adolescent-Onset Type and those with few and milder symptoms, achieve adequate social and occupational adjustment as adults. Early onset predicts a worse prognosis and an increased risk in adult life for Antisocial Personality Disorder and Substance-Related Disorders. Individuals with Conduct Disorder are at risk for later Mood or Anxiety Disorders, Somatoform Disorders, and Substance-Related Disorders.

	Familial Pattern

	Estimates from twin and adoption studies show that Conduct Disorder has both genetic and environmental components. The risk for Conduct Disorder is increased in children with a biological or adoptive parent with Antisocial Personality Disorder, or a sibling with Conduct Disorder. The disorder also appears to be more common in children of biological parents with Alcohol Dependence, Mood Disorders, or Schizophrenia, or biological parents who have a history of Attention-Deficit/Hyperactive Disorder or Conduct Disorder (Author’s emphasis).

	Differential Diagnosis

	Although Oppositional Defiant Disorder includes some of the features observed in Conduct Disorder (e.g., disobedience and opposition to authority figures), it does not include the persistent pattern of the more serious forms of behavior in which either the basic rights of others or age-appropriate societal norms or rules are violated. When the individual’s pattern of behavior meets the criteria for both Conduct Disorder and Oppositional Defiant Disorder, the diagnosis of Conduct Disorder takes precedence, and Oppositional Defiant Disorder is not diagnosed (Author’s emphasis).

	Although children with Attention-Deficit/Hyperactive Disorder often exhibit hyperactive and impulsive behavior that may be disruptive, this behavior does not by itself violate age-appropriate societal norms, and therefore does not usually meet criteria for Conduct Disorder. When criteria are met for both Attention-Deficit/Hyperactive Disorder and Conduct Disorder, both diagnoses should be given (Author’s emphasis).

	Irritability and conduct problems often occur in children or adolescents having a Manic Episode. These can usually be distinguished from the pattern of conduct problems seen in Conduct Disorder based on the episodic cause and accompanying symptoms characteristic of Manic Episode. If criteria for both are met, diagnosis of both Conduct Disorder and Bipolar I Disorder can be given.

	The diagnosis of Adjustment Disorder (With Disturbance of Conduct or With Mixed Disturbance of Emotions and Conduct) should be considered if clinically significant conduct problems that do not meet the criteria for another specific disorder develop in clear association with the onset of a psychological stress. Isolated Conduct problems that do not meet criteria for Conduct Disorder or Adjustment Disorder may be coded as Child or Adolescent Antisocial Behavior.

	Diagnostic criteria for 312.8 Conduct Disorder

	
	A. A repetitive and persistent pattern of behavior in which the basic rights of others or major age-appropriate societal norms or rules are violated, as manifested by the presence of three (or more) of the following criteria in the past 12 months, with at least one criterion present in the past 6 months:

	Aggression to people and animals:

	(1) often bullies, threatens, or intimidates others

	(2) often initiates physical fights

	(3) has used a weapon that can cause serious physical harm to others (e.g. a bat, brick, broken bottle, knife, gun)

	(4) has been physically cruel to people

	(5) has been physically cruel to animals

	(6) has stolen while confronting a victim (e.g. mugging, purse snatching, extortion, armed robbery)

	(7) has forced someone into sexual activity

	Destruction of property:

	(8) has deliberately engaged in fire setting with the intention of causing serious damage

	(9) has deliberately destroyed others’ property (other than by fire setting)

	Deceitfulness or theft:

	(10) has broken into someone else’s house, building, or car

	(11) often lies to obtain goods or favors or to avoid obligations (i.e., “cons” others)

	(12) has stolen items of nontrivial value without confronting a victim (e.g., shoplifting, but without breaking and entering; forgery)

	Serious violations of rules:

	(13) often stays out at night despite parental prohibitions, beginning before age 13 years

	(14) has run away from home overnight at least twice while living in parental or parental surrogate home (or once without returning for a lengthy period)

	(15) is often truant from school, beginning before age 13 years

	B. The disturbance in behavior causes clinically significant impairment in social, academic, or occupational functioning.

	C. If the individual is 18 years or older, criteria are not met for Antisocial Personality Disorder.

	

	Specify Type Based on Age at Onset

	Childhood-Onset Type: onset of at least one criterion characteristic of Conduct Disorder prior to age 10 years

	Adolescent-Onset Type: absence of any criteria characteristic of Conduct Disorder prior to age 10 years

	Specify Severity

	Mild: few if any conduct problems in excess of those required to make the diagnosis, and conduct problems cause only minor harm to others

	Moderate: number of conduct problems and effect on others intermediate between “mild” and “severe”

	Severe: many conduct problems in excess of those required to make the diagnosis, or conduct problems cause considerable harm to others

	* * *

	Reading the diagnostic criteria in the DSM-IV can often make the reader feel that behavior problems in children are impossible to turn around, but that is not so. As stated above, with hard work and cooperation by all parties, effective change can be attained.

	Children and young people never act out without a reason. Finding the reason means that a viable therapy/correction program can and must be designed and implemented.





	SECTION FIVE

	Conduct Disorder Cooperation Therapy

	As adolescents grow to mid-teens, if Oppositional Defiant Disorder has not been addressed, things may escalate in a hurry. The size and strength of these young people make them increasingly dangerous. They usually are intimidating to all around them, and if they can intimidate teachers and parents, they feel that they can do anything they want. Too often, Oppositional Defiant Disorder escalates to Conduct Disorder, as is the situation in the following Case Study.

	I include this Case Study as an example of a successful program implemented by the cooperation of school officials and therapist, even though the parents were not willing to cooperate.

	Case Study

	Bob at sixteen was six feet tall, and must have weighed 210 pounds. When I first saw him, he dwarfed his father and stepmother, both small people, and from their body language, they were very much afraid of him.

	This young man had been in trouble at school and with the local police for years. His parents had tried to withdraw from him totally, no longer attempting any kind of parental supervision. I asked the parents to remain in the waiting room while I spoke with Bob in my office. They were visibly relieved.

	Bob was belligerent and rude in my office. He refused to answer my questions, and only spoke when he wanted. When he did speak, his language was filthy. I could see that this young man wanted to be in control of everyone—even me. He displayed all of the symptoms of ODD, but also appeared to qualify for a diagnosis of Conduct Disorder.

	“Bob,” I said, “The judge has remanded you to counseling for this last episode. Breaking three store windows was bad enough, but then hitting a police officer with a piece of pipe when you were apprehended sealed your fate. You know that because you were already on probation you now face detention time. This is your only possibility to avoid that. Now, I will report to the judge about our progress, and your principal will also be reporting on school performance. Our reports will determine what happens to you.

	“I don’t now what your goal is. Perhaps you want to go to detention. I guess it would help if you told me what you want.” I waited.

	When Bob spoke, it was with a long list of filthy words. I held up my hand to stop him, and he was surprised enough to comply. “Let’s get one thing straight, Bob. You cannot shock me with bad language, but I will not tolerate it in my office. You don’t frighten me and you certainly don’t impress me. Now, if you have something to say, say it in normal language.”

	He was silent for a bit, then kind of grinned and told me that he really didn’t want to go to detention. We had made a start.

	Bob met all eight of the diagnostic criteria for Oppositional Defiant Disorder, plus many of the criteria of Conduct Disorder. He was violent, angry, vindictive, dangerous, spiteful, challenging, and repulsive. He had sexually harassed female students and teachers, and had beaten up younger boys in school, hospitalizing two of them. Bob had been expelled from regular school, and was only allowed to attend Alternative School when a police officer was present.

	I talked with the teachers at the alternative school and asked them if I could visit the school when Bob was there. They readily agreed. On the day that I went, I waited until Bob was in class. He knew I would be there, and he was looking for me. I watched as he worked on a computer, and talked with him a bit during a break, then I left.

	Bob’s parents admitted their fear of their son, and would not agree to any kind of discipline in the home. They really wanted Bob out of their lives. I could understand their feelings, but I told them that they would have to bear a large share of the responsibility for his out-of-control behavior. Bob had acted out as a child, and, as acting-out children always do, he waited for his parents to discipline him. When they didn’t, he escalated the bad behavior. As his behavior worsened over time, Bob’s parents completely withdrew from him. Finally, he aggressively reversed roles with them and became the dictating parent in the household. It was plain that I would get no help from this couple.

	The director of the alternative school, the principal of the high school, and I began to confer on Bob, trying to find a way to reach him. We all knew that direct confrontation worked once in a while, but not constantly. The same was true for praise—sometimes Bob would glow under praise, sometimes he would use it to manipulate the praiser. By comparing notes, we discovered some areas in which Bob always reacted in the same way—either positively or negatively.

	Bob had obeyed my rule about no cursing in my office, but he used terrible language in school. I suggested that the director of the alternative school call me the next time Bob burst out with filthy language. It wasn’t long until I received a call.

	As soon as I could leave my office, I went to the school. Bob had not been told that I was coming, and he greeted me with a smile. I didn’t smile back. I motioned to him to come with me to the director’s office.

	In the office, I told Bob why I was there. “Now, Bob, you have respected my suggestion that you clean up your language in my office, why don’t you do the same here? Mr. W is trying to help you, just as I am. We want to give you a good report. So, how about it? Will you stop cursing here in school?”

	Bob had bristled when I first began to talk to him, but then he seemed to notice that I was asking him, not telling. He grinned at me and replied, “Okay, Doc, I’ll give it a try.”

	“Thank you, Bob,” I replied, and Mr. W echoed my thanks and excused Bob. From that day forward, Bob controlled his language at school—for the most part. He would occasionally slip, then correct himself and apologize with a grin, but I knew he was just asserting his own control at those times, and testing us to see if we would allow him to fall back into his old ways.

	The high school principal told me that Bob had an innate drawing skill. I asked Bob about that, and he admitted it. I suggested he bring some sketches for me to look at, and when he did, I saw that he was indeed talented. The subject matter was violent and sexually explicit, but the artwork was very good. I complemented him on his skill, and he was pleased. I asked him to do a sketch of the trees outside my office window and he agreed. When I talked with Mr. W and the principal, we agreed to encourage Bob’s artistic skills. We discovered that Bob’s behavior changed a lot when we expressed interest in his drawings and made requests for him to do special things for us.

	Obviously, Bob was beginning to respond to the three of us as surrogate parents. He invited me to a special program at the alternative school, and was very pleased when I attended (his parents were not there, but Bob may not have invited them).

	We knew that we were not going to be able to totally reform Bob, but we were successful in giving him some positive direction, and keeping him focused enough to keep out of trouble. Our reports to the judge were positive, and he sentenced Bob to further probation, counseling and community service rather than detention.

	Bob finished his course at the alternative school and graduated from high school. The last I heard of him he was working on an oil-drilling rig in the Gulf of Mexico, living with the crew. It appeared that our intervening during his late high school years had kept Bob from moving from Conduct Disorder to Antisocial Personality Disorder.

	For parents and school faculty, often the only goal that can be attained with children and young people who are struggling with Oppositional Defiant Disorder or Conduct Disorder is containment. Particularly in the case of older adolescents, the final overcoming of an Oppositional Defiant Disorder or a Conduct Disorder has to come as a choice of the individual. However, containment will make life bearable for parents and educators while the young person is making that decision.

	In younger children, it is quite possible to effect a complete turn around if parents, teachers and counselors cooperate in the program. My files contain many cases of ODD and Conduct Disorder that were satisfactorily completed, just as in the above Case Study. Yes, it is difficult work, but the result is always worth the effort.





	SECTION SIX

	In Summary

	This book is meant to be a practical guide for teachers and parents. By practical, I mean useful and applicable. I hope the readers find it a helpful guide, also.

	Too often, our culture feels that once a child or young person—or an adult, for that matter—is labeled, he or she can be compartmentalized, and no further responsibility accrues to the labelers. Not true!

	The very labels “Oppositional Defiant Disorder” and “Conduct Disorder” can be misused as excuses to do little or nothing to help children and young people suffering from these maladies. My hope is that those who read Behavior Disorders: A Guide For Teachers & Parents will understand that ODD and CD are simply descriptions of problems that are used to determine what therapy procedures would be the most effective to bring about positive change.

	Children are always children. They cannot always tell us verbally what’s bothering them, and even if they want to verbalize, they may not know what is going on. Most of the serious emotional problems of children and adults originate and reside in the deep subconscious. No one can delve deeply enough into their own subconscious to verbalize a diagnosis of their problem.

	That having been said, we must always keep in mind that the only way children and young people have of letting us know that something is wrong is by their actions. “Children never act out for no reason.” While that sentence uses bad grammar—double negatives—it’s a phrase that I use often, and it is true. It is not always easy to determine what the underlying problem is that is being expressed by unacceptable behavior, but the problem is there just the same.

	Having worked with children, parents, educators, and other professionals for many years, I am convinced that there really are no hopeless cases. If we are willing to work at it, change is always possible. Since our children are some of the most valuable human beings in our lives and our society, isn’t it worth extending ourselves on their behalf? I hope your answer is a resounding YES!
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	PRESCRIPTION DRUG SUPPLEMENT

	Behavior Disorders: A Guide for Teachers & Parents

	By Herb Marlow, Ph.D.

	This supplement is included only to inform, and is in no way an endorsement of any prescription drug, nutritional system, or organic/herbal product.

	The drug descriptions are taken from the Physician’s Desk Reference.

	PRESCRIPTION DRUG INFORMATION

	Though there is no specific drug designed and/or available for Oppositional Defiant Disorder or Conduct Disorder, various prescription drugs have been used in an attempt to control the violent mood swings and aberrant behavior of the sufferers. Following is a listing of some of the drugs prescribed. This list is by no means exhaustive.

	ANTIANXIETY MEDICATION

	Atarax

	Vistaril is another brand name for this drug.

	
1. Generic Name: Hydroxyzine Hydrochloride

		An antihistamine used to relieve common anxiety.

		2. Warnings

		Not intended for long-term use (more than four months). This drug should be closely monitored by a physician. Not to be taken by a patient in early pregnancy. Atarax increases effects of drugs that depress the activity of the central nervous system; thus, dosages of narcotics, non-narcotic analgesics and barbiturates should be decreased if taken in conjunction with Atarax. Patient should avoid drinking alcohol.

		Can cause drowsiness. Driving or operating dangerous machinery or participating in any hazardous activity is not recommended.

		3. Possible Side Effects

		Drowsiness, dry mouth, twitches, tremors, convulsions.

	

	Ativan

	Belongs to the benzodiazepine class of drugs.

	
		1. Generic Name: Lorazepam

		2. Warnings

		Dependence and tolerance can develop. Sudden discontinuing usage can be dangerous. A physician should be consulted before lowering or stopping use. May cause drowsiness. Driving, operating dangerous machinery or participating in hazardous activities is not recommended.

		If suffering from depression, a physician should be consulted before taking Ativan.

		3. Possible Adverse Reactions

		Interaction with other drugs cannot be predicted. The effects may be altered, decreased or increased. It is especially important to consult with a physician before combining with barbiturates (Phenobarbital, Seconal, Amytal) or sedative-type medications such as Valium and Halcion.

		4. Possible Side Effects

		Dizziness, sedation (excessive calm), unsteadiness, weakness. Less common: agitation, change in appetite, depression, eye function disorders, headaches, memory impairment, mental disorientation, nausea, skin problems, sleep disturbance, stomach and intestinal disorders.

		

	BuSpar

	
		1. Generic Name: Buspirone Hydrochloride

		Used for short-term relief of anxiety disorders.

		2. Warnings

		Not to be used with antidepressants known as monoamine oxidase inhibitors (MOAIs).

		The effects of BuSpar on the central nervous system are not predictable. Driving, operating dangerous machinery or engaging in hazardous activities is not recommended.

		Effects on pregnancy unknown. Consult a physician before taking BuSpar.

		3. Possible Adverse Reactions

		Food and Drug Interactions: The blood-thinning drug Coumadin, Haloperidol (Haldol), MAO inhibitors (antidepressant drugs such as Nardil and Parnate), Trazodone (Desyrel).

		4. Possible Side Effects

		Dizziness, dry mouth, fatigue, headache, light-headedness, nausea, nervousness, unusual excitement. Less common: anger/hostility, blurred vision, bone aches/pain, confusion, constipation, decreased concentration, depression, diarrhea, fast, fluttery heartbeat, incoordination, muscle pain/aches, numbness, pain or weakness in hands or feet, rapid heartbeat, rash, restlessness, stomach and abdominal upset, sweating/clamminess, tingling or pins and needles, tremor, urinary incontinence, vomiting, weakness.

		

	Centrax

	Belongs to the benzodiazepine class of drugs.

	
		1. Generic Name: Prazepam

		Used for anxiety disorders and as an aid to alcohol/drug addiction recovery.

		2. Warnings

		Dependence and tolerance can occur with the use of Centrax. May cause drowsiness. Driving, operating dangerous equipment or engaging in hazardous activities is not recommended. Should not be taken if suffering from depression until a physician is consulted. Not to be taken if pregnant—may cause birth defects. May cause problems with liver or kidneys.

		3. Possible Adverse Reactions

		Drug Interactions: Antidepressants and central nervous system depressants including the following: barbiturates (Phenobarbital), Cimetidine (Tagament), Guanabenz (Wytensin), MAO inhibitors (antidepressant drugs such as Nardil, Marplan, and Parnate), major tranquilizers such as Mellaril and Thorazine, narcotic pain medications such as Demerol and Percocet.

		4. Possible Side Effects

		Dizziness, drowsiness, fatigue, lack of muscular coordination, light-headedness, weakness. Less common: blurred vision, confusion, dry mouth, excessive sweating, fainting, genital and urinary tract disorders, headache, itching, joint pain, palpitations, skin rashes, slurred speech, stomach and intestinal disorders, swelling of feet, tremors, vivid dreams.

		

	Librium

	Other brand name: Libritabs. Belongs to the benzodiazepine class of drugs.

	
		1. Generic Name: Chlordiazepoxide

		A central nervous system depressant.

		2. Warnings

		May cause drowsiness. Driving, operating dangerous equipment or engaging in hazardous activities is not recommended. If suffering from depression, consult with a physician before using. May cause children to be less alert. May cause contrary reactions in children such as excitement, stimulation, acute rage.

		3. Possible Adverse Reactions

		May cause increased, decreased or altered effects when mixed with other drugs. Drug Interactions antacids such as Maalox and Mylanta, antidepressant drugs known as MOA inhibitors, including Nardil and Parnate, barbiturates such as Phenobarbital, blood thinning drugs such as Coumadin, Cimetidine (Tagamet), Disulfiram (Antabuse), Levodopa (Laradopa), major tranquilizers such as Stelazine and Thorazine, narcotic pain relievers such as Demerol and Percocet, oral contraceptives.

		4. Possible Side Effects

		Confusion, constipation, drowsiness, fainting, increased or decreased sex drive, liver problems, lack of muscle coordination, minor menstrual irregularities, nausea, skin rash or eruptions, swelling due to fluid retention, yellow eyes and skin.

		

	ANTIDEPRESSANTS

	In some cases, antidepressants have been prescribed for older ODD/CD patients, age twelve to adult. Following is a list of the four basic groups of antidepressants, headed by generic group names.

	MONOAMINE OXIDASE (MAO) INHIBITORS

	These drugs are generally accepted as being equal in efficacy to other antidepressants, but are currently used less frequently because of dietary precautions that must be followed. This includes total avoidance of tyramine-containing foods. These drugs also interact negatively with other medications.

	Includes brand names: Nardil (phenelzine), Parnate (tranylcypromine), Marplan (isocarboxazid), Eutonyl (pargyline), Eldepryl (selegeline).

	TRICYCLICS & TETRACYCLICS

	These are considered to be the classic antidepressants, along with MAOIs. The are also effective in a wide range of other disorders, including panic disorder, anxiety disorder, post-traumatic stress disorder, obsessive-compulsive disorder, eating disorders, and pain disorder. Enuresis and ADHD are the most common established indications for tricycles in children.

	Includes brand names: Elavil & Endep (amitriptyline), Norpramin & Pertofrane (desipramine), Sinequan (doxepin), Tofranil (imipramine), Pamelor (nortriptyline), Vivactil (prottiptyline), Surmontil (trimipramine).

	HETEROCYCLICS

	Not as widely known or as widely used as MOAIs, Tricyclics/Tetracyclics or Serotonin-Reuptake Inhibitors.

	Includes brand names: Asendin (amoxapine), Wellbutrin (bupropion), Ludiomil (maprotiline), Desyrel (trazadone).

	SEROTONIN-REUPTAKE INHIBITORS

	These drugs, along with Tricyclic and MAOIs, are considered the major antidepressant drugs. They are also effective in a wide range of disorders including bipolar I disorder, dysthymic disorder, eating disorders, panic disorder, obsessive-compulsive disorder, and borderline personality disorder.

	Includes brand names: Prozac (fluoxetine), Luvox (fluvoxamine), Paxil (paroexetine), Zoloft (Sertraline).





	NUTRITIONAL NOTES

	A well balanced diet of the four major food groups is always a starting place for good physical, psychological and emotional health. However, those who suffer from ODD and CD, as well as ADD and ADHD, are usually quite sensitive to certain chemicals found in many food and drinks. Following is a listing of items that may cause adverse reactions.

	High Sugar Content

	Food and drinks with high sugar content may have a detrimental effect—particularly for those with ODD, CD and ADHD. Soft drinks, candy, sweet rolls, instant breakfast products, sweetened cereals, Popsicles, prepared puddings, ice cream and cool aid should all be closely monitored.

	Artificial Food Coloring

	It is not well known that many artificial food colorings have a chemical makeup that acts as a stimulant in many human beings. Anything that is artificially colored should be carefully monitored.

	Caffeine

	All cola drinks contain caffeine, unless decaffeinated. If decaffeinated, these drinks usually have high sodium content. The labels on all soft drinks should be carefully scanned for content. Caffeine is also found in chocolate and other food products. Caffeine is a stimulant and may adversely affect children who suffer from ODD, CD, ADD or ADHD, whether or not they are taking a stimulant medication.

	Other Stimulants

	All foods and drinks should be carefully checked for the inclusion of stimulants. The FDA has made sure that a listing of included chemicals is available on all consumption products sold to consumers. When in doubt, consult a pharmacist.

	ORGANIC/HERBAL PRODUCTS

	In the past few years, herbal and organic products have become more widely accepted as an alternative to prescription drugs for help with ODD, CD, ADD and ADHD. Following is a list and explanation of some available products.

	BIOFLAVONOIDS

	A large group of natural chemicals found in many plants. Though sometimes called vitamin P, bioflavonoids are not technically vitamins. Some of the bioflavonoids available today are:

	Pycnogenol (proanthocyanidin)

	A free radical scavenger with antioxidant activity much stronger than vitamin C or vitamin E3. Considered to be safe for treatment of diseases and disorders. Non-toxic, bioavailable, water-soluble.

	Naringen, Rutin, Hesperitin

	Used primarily as anti-allergenics. These three flavonoids inhibit the release of histamines (antihistamine).

	Quercetin

	Seen as an aid to reduce coronary heart disease, quercetin helps to relax and dilate blood vessels. As a major component of Ginkgo bilboa, quercetin may have a positive effect on brain neurons. Quercetin may also help protect the body against viral or bacterial invasion.

	OPC-85 (proanthocyanidins, proanthenol)

	An antioxidant nutrient extracted from pine trees and grape seeds.

	Chinese Ephedra (Ma Huang).

	Includes alkaloids L-ephedrine and pseudoephedrine.
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