	Child and Adolescent Mental Health Problems-

Fact Sheets for School Personnel:

Oppositional Defiant Disorder (ODD)


	· Oppositional Defiant Disorder is an on-going pattern of uncooperative, defiant, and hostile behavior.

· It is estimated that 5% of all school-age children have ODD.
· ODD usually begins by age 8 and not later than early adolescence.

· ODD is often co-morbid with ADHD, mood disorders, anxiety disorder, and/or learning disabilities.
· Causes are not known, but theories include an inherited predisposition, chemical imbalances in the brain, and the child’s temperament coupled with environmental factors such as the family’s response to the temperament.

· ODD is more common in boys before puberty; after puberty, the ratio of boys to girls evens out.
· Students with ODD often have a strong need for power and control.

· Adults tend to focus on the outcome of a disagreement; children with ODD focus on the process of creating an argument – “pushing your buttons” to gain control. 
· Studies show that 40-65% of children with ADHD also have ODD

· Many parents report that their child with ODD was more rigid and demanding from an early age than other children.

	· It is important for parents and school staff to communicate frequently so that the student cannot play one against the other.

· Students with ODD have many behaviors of concern.  It is important to prioritize what to target, what to “live with”, and what to ignore for the time being.
· Treatment usually includes therapy and medications for co-morbid conditions.  If those interventions fail, then medications such as atypical antipsychotics (Risperidal, Zyprexa), mood stabilizers (Lithium, Epival), and others (Clonidine) may be used.

· ODD and Conduct Disorder (CD) are strongly related but clearly different.  Age of onset for ODD is earlier than for CD.  Most adolescents with CD have a history of ODD, but not all those with ODD develop CD.
· Some children with ODD may develop a conduct disorder or mood disorder.  

· It is important to help the student save face and maintain dignity.
· Children with ODD are rarely truly sorry, and forcing them to apologize sets up yet another power struggle.

· Everyone involved with the child must react consistently



· Symptoms 

· Frequent temper tantrums

· Excessive arguing with adults

· Active defiance and refusal to comply with adult requests and rules

· Deliberate attempts to annoy or upset people

· Blaming others for his or her mistakes

· Easily annoyed by others; touchy

· Frequently angry and resentful

· Says mean, hateful things when upset; spiteful and vindictive

· Given praise, the student may destroy or sabotage

· Diagnosis

· Occurs more frequently than is typical of others of comparable age and developmental level

· Causes significant impairment in social, academic or occupational functioning

· Pattern lasts at least 6 months, during which 4 or more of the characteristics are displayed

· Criteria for Conduct Disorder are not met; if individual is 18 or older, criteria for Antisocial Personality Disorder are not met

· Thought patterns of children with ODD (Adapted from:  The Defiant Child:  A Parent’s Guide to Oppositional Defiant Disorder by Douglas A. Riley)

· They believe they can defeat adult authority figures;

· They have at least some hope of winning and this encourages them to continue to take adults on;

· They fail to learn from experience;

· They believe others must treat them fairly, even if they are not fair in return;

· They seek revenge when angered;

· They need to feel tough; and,.

· They believe they can outlast the authority figures.

· Children and adolescents with ODD

· May be very controlling

· View things as all-or-nothing, or clearly as black-and-white

· Deny responsibility for their own behavior

· Blame others for causing their misbehavior

· Seem stuck on “no”

· Often try to play people off others

· May be a way of dealing with failure, stress, frustration; a way of being “in control”

Possible School Interventions
	· Make sure all adults working with the student know how to effectively interact with him/her

· Use controlled choices:  “You can do A or you can do B”

· Speak in a calm, emotionless voice.  You may have to sound like a broken record.  

· Be very cautious about accepting information from the student about what others have done/not done.

· Use positive reinforcement and positive feedback, but be aware that this may be problematic if overdone so that the student becomes more oppositional

· Use indirect reinforcement – whisper to the student, use notes, provide rewards without direct interaction or feedback, walk past the student giving a quick comment without eye contact or giving the student an opportunity for confrontation

· Defer control – blame the schedule, the program, the rules

· Include physical activities so the student can release pent-up energy

· Don’t try to talk when the student is being oppositional – wait until you can be alone with the student, he/she is in a relatively good mood, and tension is low

· Teach replacement behaviors; be sure the student knows what to do “instead”

· Consider cognitive-behavioral interventions such as errors in thinking

· Have a warning system (1-2-3, 3 strikes, warning card, stoplight (red, yellow,green), hourglass)

· Have clear rules and expectations that are not open for discussion

· Consider a points/levels system

· Prepare a script for yourself to help avoid being drawn into an argument

· Modify the environment (seating, physical comfort, group size, noise, reasonable expectations


	· Teach social skills, anger management skills, classroom skills (how to be a student) 

· Work on helping the child be more flexible and improve his/her frustration tolerance; teach calming techniques

· Allow self-timeouts to prevent over-reactions

· Pick your battles – avoid power struggles and arguing; disengage

· Deflect arguing – “nevertheless” here is what must happen

· Have clear rules and consequences; be specific about behavior and avoid generalizations such as “be good”

· Keep consequences fair, reasonable and progressive

· Use a behavior contract, including the expectation, the consequence and the reward for compliance

· Conduct an FBA to help determine triggers/antecedents, as well as maintaining consequences.  This includes developing a hypothesis as to whether the behavior is symptomatic, learned, or a combination.  Observe the student, gather anecdotal information, and interview teachers, other staff, parents, the student (if appropriate) and the therapist.  Then develop a behavior plan which can be tested to see if the behavior can be modified.

· Have a consistent daily schedule

· Have older children keep a journal to help them identify trigger events and emotional cycles

· Avoid being overly restrictive and “tightening the screws”; keep in mind that harshness increases the student’s negative feelings, which may intensify his/her need to “get even”.   Putting a student with ODD in his/her “place” models the behavior we are trying to modify.

· Foreshadow change




	Summary

· Life may not be easy for children and adolescents with ODD but with treatment, reasonable adjustment can be made so that life may be easier.

· James Chandler (see resource list below) suggests there are 3 main paths that children & adolescents with ODD follow in the future:

1. Some seem to outgrow the symptoms and behaviors;

2. Some develop a conduct disorder; and,

3. Some continue to have ODD either with or without co-morbid conditions.

· Students with a mental health diagnosis do not automatically qualify for special education under the Individuals with Disabilities Education Act (IDEA).  Keep in mind that IEP (Individualized Education Program) teams cannot make DSM-IV diagnoses, and physicians cannot identify a child as having special education needs under IDEA.   If a student with a mental health diagnosis does not qualify for special education under IDEA, schools may serve these students in their regular education programs or using a 504 Plan. (see “Background Information” Fact Sheet).
· Communication with the family and the student’s mental health team (physician, therapist, etc.) is critical.  It is important for school personnel to know the possible side effects of medications the student is taking, as well as how the disease is manifested for that student.
· Flexibility is a key in working with students who have a mental illness.  Schedules, workloads, expectations, and timelines may need to be adjusted as the student experiences more or fewer symptoms.  



	Selected Resources

Children with Oppositional Defiant Disorder:  AACAP Facts for Families #72.  American Academy of Child & Adolescent Psychiatry.  Downloaded 5/04 from www.aacap.org/cs/root/publication_store/facts_for_families 

Children’s Mental Health Fact Sheet for the Classroom:  Oppositional Defiant Disorder.  Minnesota Association for Children’s Mental Health, St. Paul, MN.  Downloaded 8/08 from www.macmh.org 

Conduct and Behavior Problems:  Intervention and Resources for School Aged Youth.  Center for Mental Health in Schools at UCLA.   Downloaded 8/08 from http://smhp.psych.ucla.edu  

The Defiant Child:  A Parent’s Guide to Oppositional Defiant Disorder.  Douglas A. Riley. 1997.  Taylor Publishing Company, Dallas, TX.

The Explosive Child.  Ross W. Greene.  1998.  HarperCollins Publishers, Inc., New York, NY.

Oppositional Defiant Disorder (ODD) and Conduct Disorder (CD) in Children and Adolescents:  Diagnosis and Treatment.    James Chandler.  Pediatric Psychiatry Pamphlets, Canada.  Downloaded 8/08 from www.jameschandlermd.com 

Your Defiant child:  8 Steps to Better Behavior.  Russell A. Barkley and Christine M. Benton. 1998.  The Guilford Press, New York. NY.


� � HYPERLINK "http://www.guidance-facilitators.com/odd2.html" ��www.guidance-facilitators.com/odd2.html�  Downloaded 8/08.
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