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Abstract

There are two main behavioral disorders,
oppositional defiant disorder (ODD) and conduct
disorder. These disorders are usually associated
with a wide range of mental disorders or stressful
life events. Conduct disorder is usually preceded
by oppositional defiant disorder, and symptoms are
more severe, being a more advanced complication
of ODD. Behavioral disorders may be associated
with other psychiatric disorders, mainly Attention
Deficit Hyperactivity Disorder, but also with anxiety
or depression. The characteristics of each case
should be assessed, and an accurate diagnosis
should be made in order to propose an adequate
therapeutic approach. Both, DSM-5 and ICD-10
offer their own diagnostic criteria. The diagnosis
is clinical, through an interview with the patient
and his family. Cognitive-behavioral or behavioral
psychotherapy is the first-line treatment. Parents
or main caregivers must be involved in the therapy.
Likewise, the underlying psychopathology must be
specifically treated, with medication or specific
psychotherapy, if needed. Atypical antipsychotics
may be useful for the most severe cases, but they
are not recommended as the first choice.

Resumen

Los dos principales trastornos del comportamiento

son: el trastorno negativista-desafiante y el trastorno

de conducta. Por lo general, estos trastornos son
secundarios a otras enfermedades o situaciones de
indole muy variada. El trastorno de conducta suele venir
precedido de un trastorno negativista desafiante, sus
sintomas son mas graves y, en muchos casos, es una
complicacion del anterior. En muchos casos, se asocian
a otro trastorno psiquiatrico, principalmente al trastorno
de déficit de atencién e hiperactividad, pero también a
ansiedad o depresién. Es muy importante investigar en
profundidad las caracteristicas de cada caso y realizar
un diagnéstico preciso, para que el enfoque terapéutico
sea correcto. Tanto el DSM-5 como la CIE-10, ofrecen
sus propios criterios diagnoésticos. El diagnoéstico es
clinico, mediante una entrevista al paciente y a sus
familiares. El tratamiento principal es la psicoterapia,
de tipo cognitivo-conductual o conductual, y con la
colaboracién de los padres o cuidadores principales.
Asimismo, se debe tratar de forma especifica la
psicopatologia subyacente, si es preciso con medicacién.
Algunos farmacos como los antipsicéticos atipicos,
pueden resultar Gtiles para los casos mas graves,

pero no se recomiendan como primera eleccién.
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OBJECTIVES

* To understand the characteristics
of the main behavioral disorders:
oppositional-defiant disorder and
conduct disorder.

* To know their prevalence and
populations in which it appears most
frequently.

¢ To recognize the main risk factors
related to behavioral disorders.

* To identify the diverse useful tools to
make a correct diagnosis.

* To learn about the different types of
effective treatments in behavioral
disorders, both psychological and
pharmacological.
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Introduction

If parents consult in clinic because their
child “misbehaves”, the pediatrician must
inquire about the reasons for him behaving
like that, so as to find the best solution.

hen a child or adolescent
“misbehaves”, that is, he
argues or does not follow

the rules, it is very important to know
his reasons; why he behaves that way.
This situation is known in psychiatry
and psychology as oppositional defiant
disorder (ODD). If, in addition, his
behavior becomes more aggressive and
the violations of the rules are more

severe or with a tendency to disregard
the feelings of others, it is labelled as
conduct disorder (CD). It is important
to be precise with the terms, since the
term “conduct disorder” is often used
in a loose way to refer to any type of
resistance to the norms, when conduct
disorders have a specific definition in
the main classification systems.

The situations that hide behind
behavioral disorders can be of various
kinds, and they could be compared to
the tip of an iceberg (Fig. 1). When
parents consult the pediatrician for
behavioral anomalies, as professionals
we should not be satistied with a single
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Figure 1. Factors associated with
behavioral disorders: Oppositional
Defiant Disorder (ODD) and Conduct
Disorder (CD) often “hide” other
psychiatric disorders or situations
that generate stress for the child

or adolescent, like the tip of the
iceberg.

Family difficulties (parental drug
use, maternal depression)

Peer problems (bullying)

Drug intake...

diagnosis of ODD, this situation would
be equivalent to concluding that a child
who comes to the clinic with “fever”
has “fever”. That is, we have to inquire
about the reasons behind the child
behaving that way. Adolescence itself
is often associated with confrontation of
norms, in a desire to reaffirm their own
identity, as adolescents move from the
stage of childhood to adult life. In some
cases, an intense adolescence can mani-
fest as ODD, mainly when the educa-
tional pattern is rigid, authoritarian or
inflexible. Children’s temperaments can
be very different, and some children are
more intense in the way they express
themselves and behave. Even any
adverse situation in the life of a child
or adolescent can manifest with these
types of symptoms. It can be associa-
ted with social situations (psychosocial
adversity, lack of adequate supervision
and care, bullying of any kind) or family
situations (sibling rivalry, parental sepa-
ration, psychiatric or other illnesses, or
death of parents or other family mem-
bers). In other cases, it responds to the
intake of substances of abuse (alcohol,
cannabis, etc.). In addition to these
factors of a more psychosocial nature,
the pediatrician must rule out that this
oppositional behavior is associated
with other psychiatric disorders, such
as Attention Deficit Hyperactivity
Disorder, anxiety or depression.

Epidemiology of behavioral
disorders

Oppositional defiant disorder is milder
than conduct disorder and often precedes
it. They appear more frequently in males,
with an approximate prevalence of 2-10%.

ODD or CD

Attention deficit
hyperactivity disorder
(ADHD)

Anxiety disorder
Depression...

Conduct disorders are less frequent
than oppositional defiant disorder, and
as previously mentioned, ODD usua-
lly precedes CD. ODD is a frequent
reason for consultation in Pediatrics,
with a variable estimated prevalence,
although most studies place it around
2-10%. These data differ according to
data collection criteria, the population
studied and the possible cultural diffe-
rences regarding what is socially accep-
ted®.2). Both disorders appear more
frequently in males than in prepubertal
females, between two and three times
more, with a tendency to become equal
in adolescence(@.

Concept and symptoms of
behavioral disorders

Behavioral alterations are frequent
and common at different stages of
children’s development, especially at
18-24 months of age, with a peak of
maximum intensity at 3 years of age,
and in adolescence. These behaviors are
considered pathological or become part
of a disorder category, when they extend
far beyond these conditions, both in fre-
quency and intensity.

Both disorders, ODD and CD, are
different, have their own diagnostic
criteria, and should not be confused.
Most children with ODD will not
develop symptoms compatible with CT;
although retrospectively, it is most likely
that patients with CT have met ODD
criteria at some point in the past®.
The characteristics of both disorders
are summarized below:

* Oppositional defiant disorder:

— Itis a generic symptom, a mani-

festation of unspecific discomfort

in childhood.
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— Its clinical manifestations vary
depending on the context and
evolve with age.

— It is characterized by a persistent
pattern of anger, irritability, and
defiance or vindictiveness that
lasts for at least six months and
manifests in various settings.

— In general, children have little
awareness of disease, that is, they
do not usually identify or unders-
tand the importance of their ma-
nifestations.

» Conduct disorder:

— Age of onset later than ODD,
around 14 years-old®).

— The behavior involves a series
of aggressive behaviors towards
people or animals, destruction
of objects, presence of ruse or
theft, and severe violations of
the rules.

— It usually leads to legal pro-

blems.

— It is usually accompanied by an
apparent emotional coldness,
which is due to difficulties in
putting oneself in another’s pla-
ce. Several studies associate this
behavior with neurobiological
abnormalities in some regions,
such as the corpus callosum.

Diagnosis of behavioral
disorders

Diagnosis of behavioral disorders is clinical,
based on an interview with the child and
his parents.

As in all psychiatric disorders, the
diagnosis of behavioral disorders is cli-
nical, based on interviews with both the
patient and his family, primary care-
givers and, if necessary, teachers. We
must also bear in mind that the clinical
manifestations of ODD vary depending
on the context and evolve with age. To
do this, information must be collected
from various sources, in addition to the
patient’s own account. Observing the
child’s behavior in the interview and his
interaction with his parents: how they
sit, how they talk to each other, how
they look at each other, etc., can be very
illustrative of what the situation is like
at home. In general, children tend to
underestimate this type of difficulties
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called “externalizing behaviors”; namely,
the child with ODD may have little
awareness of the problem. However,
outside observers provide more details
and are often more concerned. This is
called informant divergence.

In addition to the clinical interview,
some questionnaires can be used, both
self- and face-to-face-administered, and
structured interviews to detect other
symptoms, quantify or grade symptoms,
or improve communication in uncoo-
perative children. Table I offers a list
of interviews and questionnaires, all of
them available in Spanish.

Diagnostic criteria according to
ICD10 and DSM-5 (Table 1)

ODD and CD can be considered two
pathologies within the same spectrum
(ICD-10) or two different pathologies
(according to DSM-5, ODD precedes
CD). DSM-5 classifies ADHD within
the “neurodevelopmental disorders”
and separates it from the “disruptive,
impulse control and behavior disorders”,
which include oppositional defiant
disorder (ODD), conduct disorder
(dissocial) (CD) and impulse control
disorders (kleptomania, pyromania and
antisocial personality disorder).

Both ICD-10 and DSM-5 crite-
ria for conduct or dissocial disorder
require for the symptoms to be present
for at least 6 months. 15 behaviors are
listed that should be considered for the
diagnosis of a conduct disorder, and at
least three of them must be present.
It should be indicated if the age of
onset is before or after 10 years-old.
Three subtypes are specified: conduct
disorder limited to the family (F91.0),
conduct disorder in unsocialized chil-
dren (F91.1, where the child or ado-
lescent has no friends and is rejected
by his peers), and behavior disorder in
socialized children (F91.2, where rela-
tionships with peers are within normal
limits). Behaviors are grouped into four
categories:

+ Aggression to people and animals:

- He frequently lies and breaks pro-
mises in order to obtain benefits
and favors, or to avoid obligations.

— He frequently starts physical
fights (not including fights with
siblings).

— He has used a weapon that could
cause serious bodily harm to
others (eg, bricks, broken bottles,
knifes, firearm).

Table I. Useful tools in the diagnosis of behavioral disorders

Tool Aim

SNAP IV (Swanson,
Nolan, and Pelhan)

Diagnosis of ADHD and ODD,
according to DSM-5 criteria

Informer

Parents or teachers

— He often stays out of the hou-
sehold at night, despite parental
prohibition (beginning before
age 13).

— Physical cruelty towards other
people (eg, tying up, cutting, or
burning their victims).

— Physical cruelty to animals.

* Destruction of private property:

— Deliberate destruction of another
person’s property (different to set-
ting a fire).

— Deliberately starting a fire with
the intention of causing serious
damage.

* Ruse and theft:

— Thefts of objects of significant
value without confronting the
victim, either at home or outside
of it (eg: shops, foreign houses,
counterfeits).

* Serious breach of the rules:

— Repeated absences from school,
beginning before the age of 13.

— Leaving the home at least on two,
or on one occasion for more than
one night (unless it is to prevent
physical or sexual abuse).

— Any episode of violent crime or
incident that involves confronta-

Authors

Swanson JM, et al.

Diagnostic interview for
children and adolescents

Categorical diagnosis of ODD
and comorbidity

(of children ages 3-17)

Children ages 8-17 and parents

Ezpeleta L, et al

ASEBA Instruments

Dimensional evaluation of
ODD and comorbidity

Children 11-18 years old, parents
of children 1%-18 years old and

Achenbach TM, et al.

teachers of children 1%2-18 years old

State-trait anger
expression inventory in
children and adolescents

Expression of anger

Children from 8 to 17 years old

Del Barrio V, et al.

Children’s Aggression
Scale

Aggressiveness

ages 5-18

Parents and teachers of children

Halperin JM, et al.

Rothbart temperament
questionnaires

Temperament

Parents of children 3 months to 15
years and children 9-15 years

http://www.bowdoin.
edu/~sputnam/
rothbart-temperament-
questionnaires/

Alabama Parenting
Questionnaire

Educational style

Parents of children ages 3-14

Frick PJ, et al.

ADHD: attention deficit hyperactivity disorder; ODD: oppositional defiant disorder.
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Table Il. Diagnostic criteria for oppositional defiant disorder (ODD), according to ICD-10 and DSM-54.5)

ICD-10 DSM-5

F91.3 DSM-5 313.81
Presence, for at least six months, of: Presence, for at least six months, of:

A. A pattern of oppositional, hostile, and defiant behavior that lasts for at
least 6 months, with four (or more) of the following behaviors present:

- lrritable and angry mood:

A. He often and easily loses temper

7 (OHfEE EEEES ey Al s FEs B. He frequently becomes irritated or angry

+ Often argues with adults with other people

« Often actively defies adults or refuses to fulfill obligations C. He is frequently angry or resentful
« Often deliberately annoys other people D. Argumentative and defiant behavior:

» Often blames others for his mistakes or misbehavior » Often argues with adults or authorities
+ Often susceptible or easily annoyed by others « Often actively disobeys or refuses to

=) Often angry and rasentrll comply with adult requests or rules

+ Often spiteful or vindictive Frequently intentionally annoys or upsets
people

Note: consider a single criterion to be met if the behavior occurs more

frequently than what is typically observed in subjects of a comparable age

and developmental level

« Often blames other people for his
mistakes or bad behavior

B. The conduct disorder causes clinically significant impairment in social, 2. Reseiinenis sslilly reseninl o vidleie:

academic, or occupational functioning

C. The behaviors do not appear exclusively during the course of a psychotic

disorder or a mood disorder

He has displayed spiteful or vindictive

behavior at least twice in the last six

months

- Severity: mild, moderate, severe

D. Dissocial disorder criteria are not met, and if the individual is 18 years of
age or older, neither those for antisocial personality disorder

tion with the victim (including:
“pulls”, robberies and extortion).

— Forcing another person to have
sex.

— Frequent bullying of others (eg,
deliberate infliction of pain or
harm, including intimidation,
indecent abuse, or torture).

— Breaking into the home or vehicle
of others.

Differential diagnosis

The differential diagnosis must be
considered with different pathologies,
mainly psychiatric, which can generate
symptoms similar to those previously
described.

Among the psychopathological
problems, the following can be found:
ADHD, depressive disorders (often,
adolescents with depression are more
irritable than sad), anxiety disorders,
substance abuse disorder, others less
frequent (post-traumatic stress disorder,
somatization, non-behavioral addic-
tions...). Some diseases or situations
can be associated with irritability or
oppositional behavior. They are rare in
children and adolescents, but the pedia-

trician should consider them in some
specific cases. Most refer to neurologi-
cal disorders (cranioencephalic trauma,
cerebrovascular accidents, confusional
syndromes, infections or brain tumors).
Metabolic disorders or the effect of
certain drugs, such as: corticosteroids,
some antiepileptic drugs (perampanel)
or others with a stimulant effect (anti-

flu), can be confused with an ODD.

Risk factors

In behavioral disorders it is preferable
to speak of risk factors than of etiology
or causes, as such. As in all psychiatric
disorders, there is no single factor that
causes behavioral difficulties on its own.
Whilst reading this, many pediatricians
will share the impression that there are
cases of children or adolescents with
appropriate behaviors who come from
complex environments, broken fami-
lies, with drug use, physical abuse or
neglect. In other cases, despite having
“everything in their favor” (parents with
an assertive educational style, schools
where teachers care about them, lack
of exposure to risky situations, drug

use, etc.), some adolescents behave in a
very defiant way or even develop serious
behavior disorders. Broadly speaking,
risk factors can be classified into(®:
genetic, personal, social and family
factors.

Genetic factors

It is estimated that the heritability
(percentage of the etiology that can
be attributed to genetics) of ODD is
around 50%. It is a multigenic inhe-
ritance.

In addition to heredity as such, there
is a very important interaction between
genetics and the environment. In other
words, there is the possibility that a
child or adolescent with several family
members with behavioral problems may
not develop it if growing up in a protec-
tive environment and vice versa; some
boys without that genetic load, but with
unfavorable environments can develop
ODD or TC. For example, the different
functional polymorphisms of the gene
promoter of the enzyme monoamine
oxidase (M AO) influence the expres-
sion of dysfunctional behavior in the
presence of child abuse, so that child
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victims of abuse with a genotype that
generates low levels of activity of MAQO,
develop antisocial behaviors more fre-
quently.

In adoption studies, it has been
observed that children with a high
genetic risk of behavioral problems
receive less assertive parenting from
their adoptive parents compared to chil-
dren with a low genetic risk of behavio-
ral disorders(?).

Personal factors

Male sex is a risk factor for both
behavioral disorders, which are between
4 and 5 times more frequent than in
females. There is evidence that children
who are impulsive, irritable or have
marked reactions to negative stimuli
(frequent and intense tantrums) from
early childhood, are more likely to be
defiant throughout the different stages
of life(®.

Some children and adolescents with
behavior problems easily regret their
actions, however, others seem to be
unaware of the damage they cause.
The so-called antisocial traits, that is,
the tendency to act in an insensitive or
unemotional way, without considering
the feelings of others, are highly heri-
table and have a neurobiological origin.
When they appear, they are associated
with greater severity in behavioral
disorders.

Poor verbal skills can contribute to
behavioral problems, especially at an
early age. Children who try to express
themselves and do not succeed, or feel
that they are not understood, have a
greater tendency to act aggressively and
disproportionately angry®).

Social factors

Children with challenging symp-
toms tend to experience rejection and
are often grouped with peers also with
problem behaviors. In turn, the fact
of frequenting companies of this sort
perpetuates these behavioral problems.

It is well known that in the most
deprived social classes there are more
children with difficulties in regula-
ting their behavior. There are several
factors that are associated when tal-
king about low socioeconomic status:
the level of supervision by parents, the
economic level, access to prevention
and care resources are lower, there is

EN - PEDIATRIA INTEGRAL

more violence in their environment or
they are less likely to engage in healthy
leisure and free time activities (sports,
outdoor activities, art, etc.). Likewise,
if they present academic or psychologi-
cal difficulties, the chances of receiving
support are lower than those of more
affluent classes(©).

Family factors

The relationship between educa-
tional style and children’s behavior is
bidirectional: inappropriate parenting
styles can worsen, in vulnerable chil-
dren, oppositional behaviors and, in
turn, these challenging behaviors cause
greater stress, despair and worsening
in parents” educational strategies. In
general, educational lifestyles based
on excessive punishment, constant
criticism, excessive overprotection or
ambivalence aggravate behavioral pro-
blems®0). When parents do not provide
clear orders or there are disagreements
between them, it is more likely that
the child will not follow those rules
or limits. If the rules are non-existent
or very lax, the child himself establis-
hes his rules. If they are criticized for
everything they do, children’s chances
of changing their behavior are slim.
As it will be explained later in the
treatment section, undesirable behaviors
that receive attention tend to perpetuate
themselves, and the consequences of
these behaviors must be logical and
proportionate. In general, although, of
course, not in all cases, in unstructu-
red, single-parent families or if there
is psychopathology (especially maternal
depression) or drug abuse in the parents,
it is easier for the environment to be a
facilitator of these behaviors®).

There is no single condition that causes a
behavioral disorder. There are risk factors:
genetic, social, family or personal, that can
influence its development.

Treatment of behavioral
disorders

Psychological and psychosocial
treatment

Parental training in behavior modifi-
cation techniques is essential in all cases
of behavioral disorders. When it comes

to a mild ODD, with impact limited to

the family environment, it is very com-

mon for behavioral problems to be resol-
ved only with this type of intervention.

These programs follow a manual
and all those professionals in the
health or educational field can apply
them with the appropriate training:
nurses, pediatricians, primary care
doctors or psychiatrists, psychologists,
educational psychologists, teachers or
occupational therapists. In general, they
apply to parents or primary caregivers,
because they are the ones who spend
the most time with the children and, in
most cases, are the ones who make the
request for help. On certain occasions,
it may also be necessary to involve the
school, for instance, when the beha-
vioral difficulties are predominantly
manifested in the school setting or if
they are severe.

There are multiple manualized
behavior modification programs, for
example:

* “The Incredible Years” from Webs-
ter-Stratton (https://incredibleyears.
com/team-view/carolyn-webster-
stratton/).

+ “Triple P” program of positive paren-
ting (https://www.triplep.net/glo-es/
home/).

The main objectives of these trai-
nings are: to encourage positive beha-
viors, to ignore, when possible, nega-
tive behaviors, and to establish stable
and predictable norms and routines.
Parents are taught to praise their chil-
dren, techniques to ignore such as the
use of “time out”, to increase structure
and order, to establish clear, simple
and concrete rules, to use, on occasion,
point systems, to agree immediate con-
sequences in advance (positive if they
are fulfilled and negative if they are not
fulfilled), propose realistic goals, etc.
Table III offers some practical advice
for parents. It is also important to learn
to detect the situations that can trigger
disproportionate explosions of aggressi-
veness in the adolescent, in order to try
to avoid them. It is especially important
to prioritize the demands or “choose the
battles”, so that three types of situations
are established:

1. Those that are neither important
nor dangerous (tidying up the room,
finishing dinner, wearing a parti-
cular type of clothing or hair), but
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Table Ill. Some practical advice for parents of children with behavioral difficulties

If the child says/does:

“Whatever | do, it always seems
wrong to them”

Parents could try:

Pick the battles, don’t blame them

BEHAVIOR DISORDERS

Try “catching them doing something right and tell them so”

“If | get really angry and yell, | end
up getting what | want”

Ignore him, defer the discussion, do not make a decision in the heat of the moment

“They pay more attention to me if |
behave badly”

Praise him when he does something well, even if it's not perfect

Yells, insults and “/s disrespectful”

Never take it as a challenge: we are the adults, they are the children

Remember: children imitate more than they obey

Modeling: be very polite, speak in a low tone and ask for forgiveness

They argue, but then they comply

Pay more attention to what they do than to their gestures or what they say and protest

Does not speak

they generate a lot of explosiveness

in children or adolescents if we try

to impose our criteria.

* In these cases, it is preferable to
let them “get away with it”. It is
not worth to intensely argue about
this, when there are other more
relevant problems pending to be
solved.

2. The important and potentially dan-
gerous ones in case he disobeys, such
as crossing the street without loo-
king, using drugs or attacking with
sharp objects.

* In these cases, parents must en-
force their rule, even if it causes
an explosion.

3. Those that are neither important nor
dangerous, but that are not minor
either, such as: the time to arrive
home or the type of sport he can
choose.

* Parents are encouraged to nego-
tiate with their child until solu-
tions are found that satisfy ever-
yone.

This training with parents is usually
effective, because it reduces explosive-
ness and violent situations, since parents
do not have to control everything,
but only part of the behaviors. For
more information, check this docu-
ment: http://www.livesinthebalance.
org/sites/default/files/SPANISH-
PAPERWORK.pdf.

Start the dialogue by telling them something that happened that day and ask for their

opinion
Do not question or judge them

Adapt to your topics of interest, talk “about anything”

The coordination of the pediatrician
with schools, teachers and school coun-
selors is essential when establishing a
coordinated plan of action. Likewise,
the pediatrician can exchange infor-
mation and re-establish contact with
other professionals involved, such as
educators, social service personnel or,
if necessary, judicial personnel. In cases
of serious behavioral disorders, when
families are unable to deal with the
situation or if the behavior of the child
or adolescent poses a danger to others,
it may be necessary to transfer the child
to a therapeutic center specialized in
behavioral problems. These admissions
are considered temporary, and during
them an intensive and multidisciplinary
approach is carried out with the child
and his family.

The treatment of choice is cognitive-beha-
vioral psychotherapy, based on behavior
modification strategies, involving the child
and his parents.

Pharmacotherapy

Specific to the underlying disorder if
present

As explained in the previous sections,
it is very common for ODD or CD to
be associated with other psychiatric
disorders. If the patient has ADHD,
he should be treated with stimulants

(methylphenidate, lisdexamfetamine) or
non-stimulants (atomoxetine, guanfa-
cine). Both groups of drugs have shown
their effectiveness in reducing both the
core symptoms of ADHD and impro-
ving behavior.

If the patient presents depressive or
anxiety symptoms, it should be conside-
red whether he is a candidate for specific
cognitive-behavioral psychotherapy or
whether he needs to add selective sero-
tonin reuptake inhibitor (SSRI) antide-
pressants. In general, psychotherapy is
indicated in cases of mild or moderate
intensity, provided that the patient is
cooperative, the family can accompany
him and if there are trained and expe-
rienced professionals. In recent years,
online therapy has become an alter-
native to consider in some situations.
When the symptoms are more severe
(eg, if anxiety is associated with signi-
ficant somatizations, sleep is severely
affected, or if thoughts of suicide are
present), treatment with SSRIs should
be indicated, such as: fluoxetine, sertra-
line, or escitalopram. The use of benzo-
diazepines should be reserved for spe-
cific symptoms and for a limited time.

No drug has shown effectiveness
in reducing the consumption of toxic
substances, which should be addressed
with cognitive-behavioral psychothe-
rapy, with an approach based on accep-
tance and commitment therapy. In these
cases, social measures aimed at limiting
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access to alcohol and drugs by offering
healthy leisure alternatives are very
important.

Use of psychoactive drugs for severe
behavioral disorders

In some cases, from the beginning,
the behaviors presented by the patient
entail a high degree of aggressiveness,
and can place the physical integrity of
the cohabitants at risk. In other cases,
initially, the application of psychothe-
rapy may be effective, but over time the
situation worsens. In any of these situa-
tions, adding atypical antipsychotics
(risperidone, aripiprazole, olanzapine or
quetiapine) can be considered. This is
applicable for both TND and T'C. They
should be used in the lowest possible
doses and for a specific period of time,
due to their potential adverse effects.
Whenever the prescription of this type
of drug is considered, the pediatrician
must ensure that other perpetuating
factors that may be treatable have been
reviewed in detail(11).

These drugs help reduce aggressi-
veness and irritability, making it more
likely that the management that adults
perform at home and in the school is
effective and that parents can better
work with what they have learned in
the sessions of behavioral therapy with
the psychologist.

Pharmacological treatment for behavioral
disorders should be indicated if there is
any other underlying psychiatric disorder.
Antipsychotics are not a treatment of first
choice.

Role of the Primary Care
pediatrician

Some of the roles of the Primary
Care pediatrician in behavioral disor-
ders (ODD and TC) are:

* To identify the main risk factors that
can be associated with behavioral
disorders.

* To recognize the symptoms of ODD
and TC, as well as the underlying
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situations to which they can be asso-
ciated, so as to establish an early ade-
quate diagnosis.

* To establish an adequate commu-
nication, both with the family and
with other professionals involved:
teachers, school counselors, educa-
tors, social and judicial services.

* To apply or indicate behavior modi-
fication programs aimed at parents
or the children themselves.

* To indicate pharmacological
treatments in cases in which another
psychiatric disorder is identified,
such as ADHD, depression or
anxiety.
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BEHAVIOR DISORDERS

Clinical case

Anamnesis

Iker is a 13-year-old teenager who lives at home with his
parents and his two older brothers. At the time of the con-
sultation, he has finished the second year of Compulsory
Education at the school in his hometown, with acceptable
academic performance, although both his parents and tea-
chers consider that he is “below his performance, since he
hardly studies”. He attends the consultation accompanied
by his parents, due to aggressiveness in the family setting
and oppositional behavior at school.

For about a year, they have had many conflicts with Iker
due to his decline in academic performance, which they
attribute to “s/loppiness” and this has generated arguments
and fights. He fails exams and then passes them in several
subjects, he is not organized, he does not write anything
down in the school agenda and, he often is unaware of what
needs to be studied for the exam. He reports that: “he gets
distracted, loses attention and motivation to participate in
class, he quickly becomes tired of studying.”

Parents describe outbursts of temper, disproportionate to
the situation, which have been occurring over the last 6-8
months. They do not identify apparent triggers, apart from
“adolescence”. They have been especially concerned in
this last month, since on several occasions he has attacked
his father with greater force and has threatened to kill him
with a knife. On one occasion, he told his mother that he
had thought about “burning his father in his sleep”. When
inquired about it, he admits that he “thought about it for a
short while, whilst his father was pinning him to the ground
with his knee on his chest.” The father also admits difficul-
ties in controlling his own impulses, experiences his son’s
attitude as a challenge and has repeatedly blamed him for
the arguments and bad atmosphere in the family. He has
never had fights with friends or other violations of the rules.

There is no suspicion of alcohol, tobacco or other drug
intake (“it disgusts me”). His use of the Internet and video
games is described by his parents as problematic, since if
his time was not limited, he would be able to spend “more
than 8 hours” watching videos or playing video games of
violent content. When they try to negotiate the time spent
or when they have the devices removed, he often has angry
outbursts. He used to play handball, but gave it up the
previous year.

Personal history: not relevant. He does not take any
medication.
Psychiatric family history: none referred

Examination and ancillary tests

Conscious, oriented in person, space and time. Appropriate

behavior and collaborative (calm and approachable at all times).
He does not present abnormal movements or psychomotor rest-
lessness. Good performance in memory tasks (working and
long-term memory) and abstraction. He presents symptoms
of inattention, such as making careless mistakes, being self-
absorbed and not seeming to listen to what is being said, avoi-
ding activities that require mental effort and leaving tasks half
done, being disorganized and forgetful (loses things), and being
easily distracted by external stimuli. He also has some symp-
toms of hyperactivity and impulsivity, such as being restless,
talking excessively, interrupting conversations, or responding
impulsively before finishing a question. His speech is fluent,
coherent, informative, without alterations of the course or the
content. Absence of alterations of sensoperception or the expe-
rience of the Self. Dysphoric mood with irritability and some
sadness, although he refers “I am no longer with that tension
as before”. No anhedonia.

Thoughts of uselessness, “I do many things wrong”, and

low self-esteem. He does not feel validated by his parents: “my
parents want me to be like them, to study and help at home and
then to do free work for the community, they don’t love me the
way | am”. Parasuicidal gestures. He refers having self-harmed
himself through superficial cuts as a way for his parents to be
with him. He feels that his parents only scold him and are not
with him affectively. He has thought about choking to death,
but currently reports that he has no death wishes. He has had
several episodes of explosive anger with heteroaggressiveness.
He likes fire and burning things. He denies having performed
violent acts on animals. He enjoys animated violence, although
he is sensitive and suffers when he sees actual violence. No
obsessive-compulsive or (hypo)manic symptoms. He is reluctant
to go to bed to sleep and has trouble getting up in the morning,
but sleeps well. Preserved appetite. He recognizes having diffi-
culties and is open to the possibility of receiving treatment.

When requested to formulate three wishes, he asks: 1)

“for the reptilian (violent) part of the being to be removed
from all humans”; 2) “for atmospheric conditions to
improve”; and 3) “having a pill that cures all diseases”.

Questionnaires

ADHD-RS.es questionnaire (symptoms of inattention and

hyperactivity), according to his parents:

Attention deficit: 17 points (abnormal), meets 8/9 criteria.
Hyperactivity: 5 points (normal), meets 0/9 criteria.
Total: 22 points (abnormal).
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b. The assertive parenting style is
the one with the highest risk

Behavior disorders Clinical case

1. Please select the MOST APPRO-

6. Based on what was observed in the

PRIATE response with regards to
the epidemiology of behavioral di-
sorders:

a. Oppositional defiant disorder
is more common than conduct
disorder; although being milder,
it is identified and diagnosed less
frequently.

b. They are more common in fema-
les than in males during adoles-
cence.

c. Oppositional defiant disorder
appears with an approximate fre-
quency in childhood of around
20-30%.

d. Conduct disorder usually prece-
des oppositional defiant disorder.

e. Cases of onset in adolescence are

tal disorders.
d. ODD: major severity than con-
duct disorder.

for the appearance of behavioral
disorders.

c. Paternal depression has been
identified as a risk factor, more
than maternal.

d. An impulsive and irritable tem-
perament is a protective factor for
the appearance of these disor-
ders.

e. A specific social environment
can both worsen and improve
the symptomatology of conduct
disorder.

4. The DIAGNOSIS of behavioral

disorders is established by:
a. Clinical interview in the case of

the oppositional defiant disorder
(ODD), and scales in the case of

. Regarding the treatment of choice

for the oppositional defiant disorder
(ODD), indicate the most APPRO-

previous clinical case, WHAT would

be the differential diagnosis that we

should carry out in our patient?:

a. Oppositional defiant disorder
(ODD), attention deficit hype-
ractivity disorder (ADHD) and
conduct disorder (CD).

b. ADHD and drug use.

c. ADHD and antisocial persona-
lity disorder.

d. ODD and anxiety disorder not
otherwise specified.

e. The patient does not meet criteria
for any disorder, it is most likely
that, if he received support from
his parents, most of the sympto-
matology would disappear.

more severe than those started in conduct disorder (CD). 7 X}/}E ; r\:tould be the final diagnosis
childhood. b. Clinical 1nt.erv1ew'W1th parents a. Oppositional defiant disorder
. Select the APPROPRIATE asso- an(.i questionnaires f’or the (ICD-10 code: F91.3) and atten-
ciation based on the symptoms of patient, due to t_he. latter’s usual tion deficit hyperactivity disorder
the following pathologies: ter%d(':ncy. {0 minimize Symptoms. (ADHD) (ICD-10 code: F90.0).
a. Oppositional defiant disorder ¢ Chmc'al interview with the child b. Moderate depressive episode
(ODD): frequent association an4 his parents, and sgbse.que'nt (ICD-10 code F32.1).
with cruelty to animals and lack review f’fthe c.hagnostlc criteria. c. Antisocial personality disorder.
of remorse. d. Questionnaires for parents d. The manifestations presented by
b. ODD: generic symptom that and teacbers as W‘“jH as psycho- Iker do not meet the diagnostic
indicates the presence of a dis- pa'Fhologmal examination of the criteria of any of the international
comfort that may not be identi- child. ) ) ] classifications. These are simply
fied by the patient himself. e. Structured interview aPphed to character traits of the patient.
c. Conduct disorders (CD): very at least three sources of informa- e. Bipolar disorder.
rare association with other men- tion. 8. Based on the previous answer, what

would be the most appropriate
TREATMENT for this case?:
a. Sertraline 50 mg/day and

e. Requirement of the presence of PRIATE one: psychotherapy.
Zymptorlns ofdbebav1oral dlSO}fl‘ a. Itis pharmacological, indepen- b. Risperidone in ascending doses
ers: at least during 12 months dent of the associated comorbi- up to 2 mg/day.

continuously.

. Regarding the risk factors for the
development of behavioral disorders
in childhood:

a. Low heritability (around 13%),
the environment would be the
main determining factor of
disease presence.
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dity.

b. Itis the interpersonal psychothe-
rapy type in most cases.

c. It is cognitive-behavioral
psychotherapy for behavior
modification.

d. Atypical antipsychotics.

e. None are correct.

c¢. Methylphenidate and cognitive-
behavioral psychotherapy.

d. Non-stimulant drugs, such
as guanfacine, due to the risk
of worsening irritability with
methylphenidate.

e. Individual cognitive-behavioral

psychotherapy.
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