
Hello. Good morning. This is David Lohr. 

 

I'm DCBs medical director and talking today on 

 

how you approach aggressive behavior, disruptive behavior. 

 

Because this is an important issue for many 

 

of you who have children in the homes. 

 

You probably spend a lot of time managing and trying 

 

to evaluate this and have it taken care of. 

 

So this is an approach that most providers take. 

 

And so I think it will help you to 

 

understand how providers and caregivers can approach this. 

 

So the goal for this will be to look 

 

at the evaluation and diagnostic procedures for aggression, trying 

 

to understand what it is and what sort of 

 

things can go along with this. 

 

You'll understand the role of therapies and 



 

medications to treat aggression and disruptive behavior. 

 

And then if you have children who are on these 

 

medications for this sort of behavior, you will want to 

 

know how to do so in a safe manner, what 

 

to watch for, and when to reach out for help. 

 

So to start with, let's define aggression. What is it? 

 

We seem to know what aggression is, but 

 

if you look at the dictionary, it's defined 

 

as forceful or attacking behavior that can be 

 

either constructively, self assertive or self protective or 

 

destructively hostile to others or oneself. 

 

And so that definition makes us think 

 

that all aggression may not be bad. 

 

Some of it may be appropriate, 

 



some of it may be positive. 

 

If any of you have ever coached children or 

 

seen others coach children, you may hear them yell 

 

across the sidelines to the children to be aggressive 

 

if they're playing sports or running after the ball. 

 

And that can be a positive thing. 

 

Aggression is often defined as 

 

positive or not positive maladaptive. 

 

It can be verbal yelling, threatening 

 

behavior, or physical actually hitting. 

 

It can include behavior that's 

 

aggressive to others or oneself. 

 

And it can include property destruction, 

 

like breaking things around the house. 

 

Another way to think about aggression is that it 



 

can be seen as impulsive, reactive, or Proactive. 

 

And there are different ways to think about this. 

 

I worked with the family some time ago whose 

 

mother was very good at defining what she called 

 

a hot episode or a cold episode. 

 

And the hot episode is like we see here. 

 

It's a reactive aggression. 

 

It was an angry, defensive type response 

 

to a perceived threat or provocation. 

 

It's described as hot, emotional. 

 

It's not really goal oriented. 

 

It's very impulsive, reactive, and 

 

almost like a tantrum. 

 

And this type of aggression tends to have better treatment 

 



response, and that will be the predominant type of aggression 

 

that we're going to be talking about today. 

 

Now, that's different from a proactive aggression, which is 

 

more planned, volitional, and with a goal in mind. 

 

And that can include things like hitting 

 

someone to get even or to getting 

 

someone to take something of theirs. 

 

So that's more of an almost an antisocial behavior. 

 

You see that sometimes with conduct 

 

disorder, if you understand that diagnosis. 

 

So different types of 

 

aggression have different responses. 

 

So, again, we're going to be talking more 

 

about the reactive aggression that's impulsive in nature. 

 

And because this is the type of aggression that you 



 

see most in children who are in out of home 

 

care with the history of trauma or trouble with attachment. 

 

Now, a little bit of history. 

 

First, much of our discussion of aggression and actually how 

 

the brain controls impulses comes from the case of Finnie 

 

Escape, who was a railroad worker in the 18th 40s 

 

tapping Dynamite as they were blasting rocks to tunnel through 

 

granite walls and cliffs in Vermont. 

 

And his job was to make sure that 

 

the Dynamite was set and ready to go. 

 

Something happened and an explosion went off, and it 

 

propelled this very long iron Rod up through his 

 

orbit, his left eye out of his goal. 

 

It was a frightful sight. 

 



They were able to bandage his head and 

 

keep him alive, and he survived this. 

 

But a personality change took place with Mr. Gage. 

 

After this. 

 

Before, he had been described as 

 

very scrupulous, very on time. 

 

Conscientious, those behaviors changed. 

 

He began to have trouble being on time 

 

and began to have more trouble with temper 

 

and profanity for a while there. 

 

After the accident, he worked, but he ended up 

 

losing his job for a short period of time. 

 

He promoted himself in some museums and eventually wound 

 

up as a Stagecoach driver in Chile, where he 

 

worked for several years before he finally began to 



 

have some health problems and returned home to his 

 

mother's house in San Francisco. 

 

He died in 1860, shortly after 

 

he returned from uncontrollable seizures. 

 

So from Sydney, as Gage's history, we 

 

began to understand that the frontal lobe 

 

is very important to control of impulses. 

 

And our brains are composed of different structures. 

 

We have an emotional center, which we call 

 

the limbic system, which tends to be a 

 

lot of structures that are very midbrain. 

 

They're in the middle of our brain, and 

 

they work to embed and control emotional significance 

 

of behaviors, memories, and our thoughts. 

 



Amygdala is a very old part of the brain. 

 

It goes back, way back in evolution, whereas the frontal 

 

lobe is a much newer phenomenon in evolution, and it 

 

really is what separates us from other species. 

 

And so the frontal lobe and the limbic 

 

system operate together to coordinate each other. 

 

Without a frontal lobe, your limbic system is 

 

relatively unbreaked and can be more impulsive. 

 

And if the frontal lobe is working fine, 

 

it has to control this a little bit. 

 

And we call this a couple of things. 

 

We call this a balance of systems. 

 

And that's very important in 

 

how aggression is portrayed. Children. 

 

As they develop, they have their brains mature, and 



 

the parts of the brain that mature over time 

 

are those in the prefrontal cortex or that frontal 

 

lobe, that top part of the brain that you 

 

saw as that system becomes more active. 

 

It works to break and help control 

 

impulses that originate with the amygdala. 

 

And the amygdala is more of a bottom up approach. 

 

And so as children develop and 

 

they mature, they become better at 

 

weighting and controlling impulses, including aggression. 

 

If you look at the age group that's most likely 

 

to have aggression, it's actually toddlers age three and four. 

 

So as children age, they typically 

 

develop better control of this. 

 



And so there's a couple of types 

 

of aggression that you can see that 

 

are controlled with the overactive amygdala. 

 

This reactive aggression that we talked about, 

 

this defensive, impulsive, explosive type aggression. 

 

Children that have a lot of this tend 

 

to have overactive amygdala and limbic systems. 

 

When you study them with what's called 

 

metabolic studies and reduce amygdala is actually 

 

associated with that other form of aggression. 

 

We talked about this more callous and emotional 

 

side of children that's more Proactive and planning. 

 

So the amygdala is involved, and that's 

 

a simple way to think about this. 

 

You have more active amygdala 



 

problems leading to reactive aggression. 

 

As we said, a lot of children who 

 

are in foster care have trouble with aggression 

 

and emotional problems that may come from some 

 

of the stress that they've gone through. 

 

Difficulties with parenting, exposures to early Adversities can change 

 

how the brain develops, and it changes how the 

 

brain develops and the systems that actually control our 

 

reactions to stress, including the HPA axis. 

 

And these changes can lead to problems with 

 

more aggression or low base times arousal. 

 

So you can see changes that you 

 

may think are related to early experiences. 

 

It's very important in a child's life in those 

 



early years to have pretty consistent, safe, nurturing parent. 

 

It allows her brain to mature and function 

 

in a way, in a secure setting. 

 

Without that, the brain can change in 

 

different ways that aren't always helpful. 

 

The good news is that at any point 

 

in their life, life experiences can change this 

 

and improve the functioning of the brain. 

 

So getting a child to a safe, secure home, 

 

like a foster home, where basic needs are being 

 

met and nurturing, can be very helpful. 

 

Enrolling in therapy, psychotherapy, and having good experiences 

 

can all help with changes of the brain 

 

that are associated with improved responses. 

 

So that's a little bit of a background. 



 

The next section follows these suggestions 

 

from a Pediatrics article that is 

 

directed towards primary care providers. 

 

But I think it's also very useful for 

 

parents, too, to kind of understand how do 

 

you approach a child that's having maladaptive aggression. 

 

So when you take a child to a doctor's office 

 

or a therapist office for this problem, the first thing 

 

the providers are wanting to do is to engage you 

 

and develop a relationship with you and with the child 

 

help build that support, the provider is going to conduct 

 

a very good evaluation, try to come to understand what 

 

they feel is the most likely diagnosis involved. 

 

They want to do this before they start 

 



any type of therapy, especially medication therapy. 

 

Progression is a symptom that can 

 

be measured in a quantified way. 

 

So I recommend that the providers use 

 

standardized scales to understand how bad it 

 

is and how much it might improve. 

 

And with any new patient with aggression, the 

 

provider is going to be thinking about safety. 

 

Is it safe for the child to be in the 

 

home, or do they need to be evaluated for admission 

 

to acute psychiatric hospitalization for safety itself and others? 

 

So when you think about aggression, the provider 

 

is going to be thinking in these terms. 

 

And so if you at home with a 

 

child can be thinking about this as well. 



 

This will help you prepare for that visit. 

 

So be able to describe things 

 

like how frequent is the aggression? 

 

How many times does it happen in a 

 

week that you have to stop what you're 

 

doing to attend to a child's aggression? 

 

How intense is the aggression? 

 

Does it cause injury to self, others? 

 

Is it significant? 

 

Number of events. 

 

So in an episode, how long does this happen? 

 

How many different events take place in 

 

a day very similar to frequency? 

 

And then how long do they last? 

 



How long does it take? Five minutes? 

 

Or does this sort of aggression episode last all day? 

 

Different ways of thinking about it, but 

 

that helps you quantify the risk. 

 

The providers and the therapists are also going 

 

to be thinking about all right, so what 

 

tends to be causing the aggression? 

 

What is the stimulus or the event that causes us? 

 

Is it being told no. 

 

Is it being asked to do something 

 

that the child doesn't want to do? 

 

Is it raising your voice? It could be a lot of 

 

different things that may precipitate aggression. 

 

What things tend to make it 

 

better or worse, like environment. 



 

And then importantly, what happens as 

 

a result of the aggression? 

 

Does the child ignore the request and be able 

 

to continue doing what they wish to do? 

 

Or is there discipline involved in some way? 

 

Those are all things that you 

 

think about in terms of behavior. 

 

There are a lot of forms of scales. 

 

We talked about ways to measure aggression in a 

 

quantified way, and these are available to providers. 

 

The one I want to focus on is called 

 

the Modified Overt Aggression Scale or the MOAS. 

 

You see there that's one that is easily reported. 

 

I like it because as a parent, 

 



you can report this from home. 

 

I'm going to show this to you now. 

 

This is available from the Hill Minds Matter website 

 

that I would encourage you to look at. 

 

But if you're a parent and you're dealing with 

 

aggression in a home, you can track this. 

 

You can get this online free. 

 

You can download your PDF and just print it off. 

 

And you can check it every week. 

 

And you can select as many items as appropriate. 

 

So for example, verbal aggression. 

 

You may have a child that 

 

shouts, angrily, curses, threatens, violence. 

 

That would mean you would check all those 

 

boxes or those lines and you have a 



 

different way of thinking about it. 

 

You have categories for 

 

verbal aggression that's yelling. 

 

You have categories for aggression 

 

against property, like breaking things. 

 

You have aggression against self, banging, 

 

head cuts, things like that. 

 

And then finally you have physical aggression 

 

to others, which can include attacking others, 

 

causing injury or menacing gestures. 

 

And the one reason I like this scale is because it 

 

takes the sub scores of each of those four categories. 

 

You add them up. 

 

0123 or four, and you multiply it by weight. 

 



So counts of physical aggression way more than 

 

verbal aggression, which makes sense when you're in 

 

a clinical setting and you're evaluating safety, because 

 

if a child is aggressive to others causing 

 

injury, that is more of a concern than 

 

if they're threatening or saying bad words. 

 

And you can do this on a weekly basis. 

 

And I think it's very helpful to give 

 

us information to the provider because it allows 

 

them to know what the baseline is. 

 

And then after treatment, you can 

 

see if things are working. 

 

So aggression is a nonspecific symptom. 

 

We see it on a lot of things. 

 

It's kind of like fever for a pediatrician. 



 

There are a lot of things that can cause regression. 

 

And so providers are going to be 

 

thinking about this in their heads. 

 

All right, so what I think is 

 

going on, how can I treat this? 

 

And commonly it can be 

 

attention deficit disorder or ADHD. 

 

It can be what we call optimizational defiant 

 

disorder, or it can be something new called 

 

disruptive mood dysregulation disorder or DFD. 

 

It can also be trauma or anxiety. 

 

It can be autism or other neurodevelopmental issues. 

 

So a lot of things are going on. 

 

So there are going to be a lot 

 



of questions asked, and you may be thinking 

 

about different things that can cause this. 

 

But it is important that if you see aggression in 

 

a child, it's important to note that if you have 

 

a youth with ADHD or a mood disorder, a good 

 

portion of those children may have impulsive aggression. 

 

That's just part of the 

 

diagnosis and the symptomatology. 

 

So ADHD, possibly mood disorders, can be seen a lot. 

 

Any other children who have chronic regression that's 

 

ongoing, they're going to present a lot of 

 

times with, again, ADHD, possibly conduct disorder, DMD, 

 

or optician or defend disorder. 

 

These are all what we 

 

call the disruptive behavior disorders. 



 

And so that can be pretty common. 

 

So that kind of closes in a little bit 

 

more about what you might start to treat. 

 

So now you've gotten started with your therapist, and 

 

the doctor is going to be asking you to. 

 

All right, let's track the aggression. 

 

Let's get more information as we need to, maybe talking 

 

to the schools to see how they do in that 

 

situation or in the community, you should be starting to 

 

get some psychic education about aggression, understanding a little bit 

 

about what can cause it, and you're going to start 

 

building a treatment plan to address this. 

 

And if needed, it's going to be 

 

important to have community supports, including possible 

 



respite or contact with your agency. 

 

So we talked a little bit about adverse 

 

child experiences, things that happen to a child 

 

that can lead to poor outcomes. 

 

This comes from studies done many years 

 

ago that looked at why some people 

 

with cancer get better and some don't. 

 

And they began to look and they started to 

 

see that things that happen to a person when 

 

they're a child, including exposure to abuse, exposure to 

 

parental substance abuse, domestic violence, these things. 

 

And there's a list of ten. 

 

It turns out that the more you have of these, 

 

the higher risk you are to having a poor outcome. 

 

Almost whatever condition it is, 



 

it could be cancer, diabetes. 

 

It could also be depression or suicide ideation. 

 

This is all well known. 

 

We feel that that's related to brain changes. 

 

More recognition lately has began to 

 

surface on other types of basis. 

 

That's called the adverse community experiences. 

 

It includes things that are embedded in the system. 

 

Exposure to poverty, for example, is a 

 

big discriminator when it comes to outcomes. 

 

Discrimination, community disruption, housing, 

 

nurturing, violence, everything. 

 

Those are other forms of things that happen to 

 

you, to families that can lead to poor outcomes. 

 



So it takes a big approach 

 

to understand how to consider aggression. 

 

And what happens in a doctor's office, 

 

unfortunately, doesn't have as much impact as 

 

we as clinicians might wish to think. 

 

Studies have shown that only about 20% of outcomes, possible 

 

outcomes, which is the length of life or quality of 

 

life, may be related to actual clinical care. 

 

A lot more things are related 

 

to those adverse community experiences, like 

 

the physical environment or social factors. 

 

Employment, income, poverty, and finally other 

 

health behaviors may be appropriate. 

 

So these can impact families like exposure 

 

to alcohol use or tobacco use. Big impact. 



 

So you have to take a population 

 

health approach to really get at this. 

 

So for your situation, I think it just goes 

 

to show that pay attention to these other things 

 

and talk about them with the providers. 

 

If any of these are active in a child's life, 

 

there may be things that we can do to help. 

 

So we've had a formulation, we've gotten our sense 

 

of the diagnosis, we've thought about the risk factors, 

 

and we're ready to start therapy for aggression. 

 

Psychosocial therapy or talk therapy is usually the 

 

first thing that should be taking place for 

 

those who have children in foster care. 

 

Hopefully that's already involved. 

 



You're involved in this through 

 

agencies or other providers. 

 

So the first thing is to work with families. 

 

This includes birth and foster parents and being sure 

 

that you're pretty up to speed on parent training 

 

and the child is also getting child skills training. 

 

And you need to work to have 

 

a psychosocial network to make sure that 

 

you're getting therapy in a consistent manner. 

 

First of all, let's talk with what we do with kids. 

 

So there are things that we can do with 

 

children to help them improve their problem solving. 

 

This is a very simple approach for young kids. 

 

It involves things like imaging a 

 

red light or a stoplight. 



 

So stop, think and react is what you 

 

work with the child to remember and practice. So stop. 

 

Think about the red light. You stop. 

 

All right, then what happens next? 

 

You think about the yellow light. 

 

Think about what it is you're upset about 

 

what can be done in green, you choose 

 

a behavior and go very simple approach. 

 

You can get them to think about this. 

 

The more you do this, the more they can learn. 

 

Children practice well for children that 

 

are a little bit more verbal. 

 

You can start to use more words. 

 

You can start to use problem solving where you 

 



get them to label and describe the problem. 

 

You ask them to think about solutions. 

 

For example, I'm being asked to do homework. 

 

I don't want to. 

 

So what can you do about it? 

 

You can just have them come up with ideas 

 

and think about what the best is and try 

 

to pick out the best solution together. 

 

You try it out. 

 

You see how it works. 

 

Try to get children involved in this and 

 

work with them to help them problem solved. 

 

In this manner, giving children choices is often 

 

very helpful to help them work through things. 

 

A slightly different version of this is called 



 

collaborative problem solving, developed by Ross Green, who 

 

has written some books on the explosive child. 

 

His theory is that children who have aggression 

 

have delayed skills in a couple of areas 

 

that involves emotional regulation, their ability to tolerate 

 

frustration, and their ability to problem solve. 

 

And if you've worked with children who have 

 

come from difficult backgrounds, including exposure to trauma, 

 

they have trouble in all these areas. 

 

And so parents work to understand their children, 

 

to understand what their strengths and limits are, 

 

and they step in to help. 

 

So whenever you tell a child to do 

 

something, there's basically three options to this. 

 



You can simply make them do what you want to do. 

 

If it's a small child, you can pick them up 

 

and carry them to where you want things done. 

 

You can remove the expectation and 

 

let them ignore you the request. 

 

Or you can engage in what's called 

 

collaborative problem solving, which is similar to 

 

what we've talked about before. 

 

It's defining the problem, coming up with a plan, think about 

 

what's going to be done and seeing how it works. 

 

So it's just working together. 

 

The big thing with this model is it 

 

recognizes that children may have delayed skills and 

 

you work to the child's level. 

 

One thing that is often helpful with children with 



 

aggression is actually getting them to label this. 

 

There's often more emotions and feelings involved 

 

with anger than just a mad. 

 

It might be anxiety or fear, it could be worry, it 

 

could be jealousy, it could be a lot of things. 

 

So having children learn how to label things is a 

 

big step in helping them start to manage this. 

 

Another approach that uses cognitive behavioral therapies, 

 

which is therapies to help with thoughts 

 

and feelings and behaviors, works to identify 

 

the big problems with aggression. 

 

And again, you see that the main 

 

areas of these focus on include those 

 

areas of regulating emotions, controlling anger. 

 



It also involves social problem solving, 

 

being able to think about social 

 

difficulties and come up with solutions. 

 

And social skills are important too. 

 

So making sure your child has a good 

 

exposure to these can be very helpful. 

 

These approaches work with parents as coaches to help them 

 

learn when to reinforce and help kids do well. 

 

Parent training is a very effective 

 

form of therapy for aggression. 

 

The goals are to work with you on understanding 

 

the causes of defiance like we talked about, whether 

 

it's avoidance or trauma or things like that. 

 

Work with parents to help them be more 

 

effective when you issue a directive or request. 



 

And basic principles of parent mentor training include ignoring 

 

negative behavior when you can, when it's not important, 

 

learning when to interact, and to break in. 

 

When you see a child being good, watch for them 

 

to be good and try to catch them like a 

 

three to one ratio, positive praise to any reprimand. 

 

If you do have to respond to negative behavior, 

 

make it immediate, make it consistent with the behavior. 

 

Inappropriate use mouth punishment such as loss of reward or 

 

time out, and generally a minute per year of the 

 

age of the child is what you give. 

 

I've had parents that you work 

 

with, and I've done this myself. 

 

You may ground your child for a week from, say, video 

 



games, but that's not really good for you or the child. 

 

It's difficult to follow through, and so 

 

you're setting yourself for failure if you 

 

really respond in a way like that. 

 

So make the time out. 

 

Make the response appropriate. 

 

Some of this sounds familiar if any of you have 

 

ever gone through training for your pet, like dog training. 

 

It's interesting. 

 

When I had my dog trainer work with us 

 

to train our pet, she worked with us. 

 

The dog was sitting over watching us. 

 

She works to make sure that you issue the same command 

 

every time for the same behavior and the same response. 

 

So it's really training the parents 



 

to be consistent is very helpful. 

 

That's one thing the teachers are very good about, 

 

and they can be good at, because they have 

 

to control classrooms with sometimes 25 30 children, and 

 

so they get very good at managing control. 

 

A couple of programs that I wanted 

 

to mention just out of passing. 

 

This is a program out of Canada 

 

called the Strongest Families Institute Program. 

 

And it works with families to help behaviors 

 

in children three to twelve years of age. 

 

They help with these common childhood 

 

problems that we're all dealing with. 

 

This program gives manuals DVDs, builds 

 



behavior charts, has ongoing weekly contact. 

 

One thing I like about it is that 

 

it also includes virtual links and virtual responses. 

 

So a model like this allows you to work with 

 

parents even in the rural parts of the state where 

 

you don't have access to weekly therapy makes it easy. 

 

So programs like this are available. 

 

Another program that you may have heard 

 

about is called Multi Systemic Therapy. 

 

This is a very intensive program that's developed 

 

for more children with more serious behavioral problems, 

 

typically those that we call conduct disorders. 

 

But it's a systems of care approach. 

 

So it takes behaviors and it used 

 

the child as a network of systems. 



 

So family, peer, school, neighborhood, everything is 

 

a possible lever to improve this. 

 

And so therapists have small caseloads. 

 

They are in the home a great deal, and they do 

 

very intensive work, but they take the systems care approach to 

 

bring in every sort of resource and support possible. 

 

Depending on where you are in the state, 

 

you may have access to multi systemic therapy 

 

and you may have access to systems of 

 

care approaches through grants or agencies. 

 

So check into this if you feel like you're 

 

struggling with this because it can really help. 

 

Finally, children spend a lot of time at 

 

schools and effective school programs are being developed, 

 



and they are usually available that can help 

 

reduce things like bullying behavior or aggression. 

 

And it brings in the magic of 

 

pure support at times to really help. 

 

So school services can't be helpful. 

 

The bottom line is that psychosocial 

 

therapies are very effective for aggression. 

 

And again, they should be part of 

 

every treatment plan for a child who 

 

is having trouble with disruptive behaviors. 

 

So make sure that you're getting behaviors 

 

addressed through therapy and try to make 

 

sure that the therapy is good. 

 

If you don't feel like it's working or it's 

 

missing the Mark, have a discussion with the therapist 



 

or the agency to see if there's something better 

 

that you can do to address this. 

 

There are different resources that may 

 

be helpful, including some professional organizations. 

 

There's also books that are used, including 

 

the Parent child interaction Training, Triple P, 

 

positive Parenting, and One, two, three Magic. 

 

So a lot of resources that 

 

are available if you're interested. 

 

So at this point, we've evaluated aggression, we've 

 

come up with a diagnosis, we started therapy. 

 

And so if things are still a problem, 

 

you're probably looking at talking to the provider 

 

about medication to address the underlying disorder. 

 



And it's important in this case to 

 

follow the evidence for this underlying disorder. 

 

So I mentioned that attention deficit disorder, 

 

or ADHD, is maybe the most common 

 

disorder that presents with impulsive aggression. 

 

It's also a disorder that's 

 

very treatable with medications. 

 

Psychostimulants are the first line treatment for ADHD. 

 

It includes medications that are 

 

known as methylphenidate or dextromethetamine. 

 

There's a lot of different brand names. 

 

Stimulants have a very strong response rate 75% 

 

the first trial 90% by two trials. 

 

So that's very good. 

 

Students are also very good at reducing defiant behaviors, 



 

disruptive behaviors in the class and at home. 

 

So this should be your first stop for medications. 

 

And children who get both Stimulants and 

 

psychosocial therapy do better if they have 

 

disruptive behaviors in the background. 

 

So I'm really favoring an approach. 

 

I tend to recommend looking at 

 

Stimulants for ADHD unless proven otherwise. 

 

There are different forms of Stimulants available. 

 

Most of the times you may be starting 

 

or even moving to a long acting Stimulant 

 

because they're just so much easier. 

 

Not much has changed with Stimulants over 

 

the course of 80 or 90 years. 

 



They're still the same medications. 

 

But what has changed that drug companies 

 

have gotten a lot better at making 

 

medications that last throughout the day. 

 

So you can take a medication in the morning and 

 

it may last twelve to even 15 hours later. 

 

And that's kind of like insulin for diabetes. 

 

It allows for consistent coverage. 

 

And so it's thought that through the use 

 

of long acting insulin, long acting Stimulants or 

 

boosters, short acting increases in medication in the 

 

afternoon, you may have coverage throughout the day. 

 

One thing to note, if you're going to 

 

be treating a child for ADHD, you need 

 

to be sure that they're getting adequate treatment. 



 

So that means a good dose for the right amount of time. 

 

So Stimulants would be my first choice. 

 

If they don't work or if there are still things 

 

that are being left uncovered, you may think about the 

 

provider will ask you about an Alpha two agonist. 

 

These are medications that act on blood 

 

pressure, but they also have a central 

 

effect on the brain to affect dopamine. 

 

These are medications that are approved for 

 

ADHD, and they may be used along 

 

with Stimulants to address ADHD and aggression. 

 

Juan Fascine, or Intuitive is a brand 

 

name that you may hear about. 

 

Clarityne is also used. 

 



It can be used also only for sleep 

 

at night because it can make children sedation. 

 

But there's pretty good evidence that these can 

 

treat ADHD and can help with aggression too. 

 

So those are my first two options. 

 

If these don't work, you're probably 

 

thinking next about an antipsychotic medication. 

 

Is severe, aggression persist? 

 

And again, if you're going to use an antipsychotic medication 

 

or any medication, you want to be sure that you're 

 

getting the right dose for the right amount of time. 

 

The most common antipsychotic medication that you're likely 

 

to see used in children is respiratory. 

 

That's because it's been studied more than others 

 

and has been shown to be effective in 



 

things like Irritability and autism and aggression in 

 

children, including those with intellectual disabilities. 

 

It has the largest number of children that 

 

have been studied in well controlled trials. 

 

It's very important and it means a lot 

 

to provider that you have a doubleblind or 

 

randomized placebo controlled trial because you're comparing how 

 

well a medication works against placebo or inactive 

 

medication doesn't take much risperidone to be effective, 

 

only one to two milligrams per day. 

 

And again, it's the most common 

 

medication with the most evidence. 

 

So you may see them use Risperone. 

 

It can be very effective. 

 



In fact, if you combine studies and you look 

 

at how well this works, consensus is that it's 

 

moderately effective for conduct problems and aggression. 

 

Even after six weeks of treatment. 

 

It can be relatively safe in the short term. 

 

Long term, though, it can have some side effects 

 

that we're going to cover in a bit more 

 

recent studies look at adding respiratory children with ADHD 

 

who are already being treated with stigma. 

 

So here's what they did in this study. 

 

They took children, 168 children between the 

 

ages of six and twelve with ADHD 

 

and oppositional defined behavior sphere aggression. 

 

They first treated them all with Stimulants and those 

 

that responded to Stimulants versus those that didn't. 



 

Okay, so they gave parent treatment and Stimulants. 

 

And then what they did is they 

 

added respiratory to that group to see 

 

how they would do with respiratory versus 

 

continuation of Stimulants and parent management training. 

 

And so what they found is that 

 

adding a Stimulant to what is standard 

 

of care training treatment improve things more. 

 

This is important because this is 

 

what happens in real life. 

 

Adding rest role was associated with 

 

better response to reactive aggression and 

 

improved social confidence rated by parents. 

 

The clinicians didn't show so much improvement, but it's 

 



important because this is what happens in real life. 

 

And the bottom line is if you have a 

 

child with disruptive behavior and ADHD, what you should 

 

anticipate happening is that you're going to start with 

 

a Stimulant and psychosocial therapy, parent management training, et 

 

cetera, for about at least two months. 

 

And then you're going to see how things respond. 

 

If they haven't responded after two months, you're 

 

going to be looking at adding medication like 

 

respiritone and seeing how things work. 

 

If restaurant isn't available or for whatever reason you 

 

don't wish to use it, you can use Vilify. 

 

It also has evidence for effect for aggression. 

 

Now, both respiratory and abilities are FDA approved 

 

or Irritability associated with autism down to the 



 

age of five for respiratory or down to 

 

the age of six for Abilify. 

 

And so there is good evidence that Abilify 

 

also can be useful to treat aggression and 

 

contact disorder or in combination with methylphinidate to 

 

treat ADHD intel disruptive Dysregulation disorder. 

 

You can see here that we're 

 

talking a small double bind study. 

 

In one case, you're talking a six 

 

week open trial of only 24 patients. 

 

So our level of data is not as strong as 

 

what you see, Terrespirol, but it's still possible helpful. 

 

Another medication that you may think about 

 

or hear about is called Typene. 

 



Brand name is Cerako. 

 

And again, you see open label responses that show 

 

150 mg a day of syrupal can help with 

 

aggression and conduct problems and can also be added 

 

to methylphenidate for ADHD to control regression in combinations. 

 

So a little bit of evidence from the other two, but 

 

the bottom line is the Respiratory has the most data and 

 

is probably the first line treatment that you will see. 

 

So in summary, the effect sizes, some different ways 

 

of looking at medications show a city that Respiratory 

 

is the most effective medication for treating aggression because 

 

of its side effects, though you may not think 

 

of that as a first line medication. 

 

In fact, Stimulants are pretty close and they are much 

 

safer to use overall, they have a quicker response. 



 

So if you're thinking about aggression with ADHD, 

 

we generally go with the Stimulant first. 

 

Now you don't see too many kids treated with lithium, 

 

and I'm not even going to speak about that too 

 

much that can be used, but by that point you're 

 

probably one phasene is an Alphagonus that we talked about. 

 

Other medications may be used, but they 

 

don't have as good a response. 

 

If you have a child that gets admitted 

 

to the hospital or is in a residential 

 

treatment setting, chances are they're going to have 

 

a medication order written as a PRN. 

 

That means as needed. 

 

And these can include medications like 

 



Binadryl or Lancerne or Dorsey. 

 

And so that's common. 

 

Just know that there's not a lot of evidence 

 

to show that it accomplishes what we wanted to. 

 

So better results from behavior modification programs 

 

than getting results from Peter medications. 

 

In fact, these studies don't show a difference between 

 

placebo and medications when you actually look at them. 

 

But this is standard of care. 

 

So you'll see this and I won't fault 

 

you for consenting to the use of this. 

 

But just understand, if you start to see it being 

 

used a lot, you need to ask what's going on 

 

and what are we doing to try to address this. 

 

So we're getting into more serious concerns. 



 

If you don't have a response to an antipsychotic, 

 

chances are you may go with a second antipsychotic. 

 

You'll switch out and you may find yourself 

 

going to augmentation with a mood stabilizer like 

 

lithium if you have a partial response. 

 

At this point, most of these children are 

 

going to be on a lot of medications. 

 

It's pretty common when I do reviews 

 

to see children on five, six medications. 

 

And so you have to watch this carefully because it 

 

can be risky and there are some it's not always 

 

healthy for children to stay on this many medications. 

 

So at this point you're looking 

 

to watch for side effects. 

 



Make sure that you're checking things like cholesterol 

 

and you're working with families to be sure 

 

that they can watch and manage these things. 

 

Now, in most cases, medications 

 

like respiratory work very well. 

 

They can make the difference between a child staying in 

 

the home or having to go into the hospital. 

 

In that case, I think using respiratory is a good idea. 

 

But if you're on this medication, then you start to think 

 

about how long does the child need to stay on this? 

 

And so what we know about medications 

 

like respiratory and other antipsychotics is that 

 

they do have side effects. 

 

These medications are what you call second generation 

 

antipsychotic medications and they are felt to be 



 

better than the first generation antipsychotics because they 

 

don't have as severe or as sudden onset 

 

of neurologic side effects like movement abnormalities, which 

 

can be acute or chronic. 

 

But what they have more of is things like weight 

 

gain, risk of diabetes, high cholesterol, which can have its 

 

own effect on children's lives throughout as they age. 

 

Weight gain can be significant. 

 

In ten weeks you can see weight gains of 

 

four to 16 kg, which is there's, 2.2 lb/kg. 

 

So that's up to about 30 to £35 

 

over ten weeks when you use allianzapine. 

 

But respiratory also has some significant weight gain between 

 

two and 7 kg quota two to 6 kg. 

 



So each are effect pretty tremendous weight gain. 

 

If you see this, every proposal is thought to 

 

be more weight neutral and so it may not 

 

be as instigating in terms of weight. 

 

Despite this, providers don't do a really good 

 

job of screening for diabetes or cholesterol in 

 

children that they treat with antipsychotics. 

 

This is despite recommendations by the 

 

American Diabetes Association and the American 

 

Psychiatric Association of Professional Organizations. 

 

We still see that only about 40% providers will 

 

check a lipid panel in the course of a 

 

year after starting a child on antipsychotics. 

 

So we keep trying, but you may need to 

 

help as a parent to ask him, have you 



 

checked cholesterol heavy check blood sugars to see? 

 

Because that's how you track 

 

for diabetes and cholesterol. 

 

So it is important to monitor for type two diabetes. 

 

Studies have shown that if you're on 

 

antipsychotic medication, you are three times more 

 

likely to develop diabetes within a year. 

 

And even if you stop the medication, you have a two 

 

and a half times risk of having diabetes after one year. 

 

So this depends on how long you're 

 

on the medication, how much you take. 

 

So it is important as a parent to 

 

keep that in mind to be sure that 

 

your provider is tracking and monitoring blood sugar. 

 



Things that you can do at home also 

 

include things like making sure that your child 

 

is eating well and getting enough exercise. 

 

In fact, there's a lot of things that 

 

we do once children are on medications, including 

 

those that treat aggression and disruptive behavior. 

 

We encourage lifestyle with diet, exercise. 

 

We watch for sedation to be sure that 

 

your child's not falling asleep in school. 

 

If they are old enough, sexual side effects 

 

may be a concern that you monitor. 

 

You watch for these movement abnormalities at every visit 

 

including what's known as extra parameter side effects which 

 

are kind of like tool rolling movements of the 

 

hands or tartan dyskinesia which I mentioned is more 



 

like a chewing motion in the mouth. 

 

Moving abnormalities deserve some more attention. 

 

We want to be sure that your provider is 

 

checking labs at least on an annual basis. 

 

In fact, recommendations are that they should 

 

be checking a fasting blood glucose and 

 

a lipid panel every six months. 

 

An easy thing to do though is to check height and 

 

weight at each visit and at home you can keep track 

 

of waste circumference so if the child in your care is 

 

needing different sized clothing or a belt is being loosened, that's 

 

a sign that you may be seen some weight gain. 

 

So I mentioned this before. 

 

There's a nice website called the Ohio 

 



minds matter which gives resources for parents 

 

providers to treat disruptive and aggressive behavior 

 

which is well worth looking at. 

 

So I encourage you to educate yourself 

 

and see more about how providers think. 

 

So in summary, aggression is a common 

 

problem and when you approach this you 

 

start with a careful interview and a 

 

biopsychosocial formulation to get a good diagnosis. 

 

You treat this underlying diagnosis with therapy and 

 

then medications and if you use medications I 

 

would recommend thinking very heavily about stimulants Given 

 

that ADHD is so common in the population. 

 

If you start to use other medications you want 

 

to be very careful and monitor for side effects 



 

to be sure that they're well tolerated. 

 

And finally, if your child is doing well over 

 

a period of time, you want to think about 

 

what's known as deep prescribing or a chance to 

 

discontinue the medication in a safe way. 

 

So appreciate the chance to discuss with you 

 

the approach to disruption and aggressive behaviors. 

 

Here are some references if you're interested 

 

and I do make myself available. 

 

If you have any questions you 

 

have my email at the beginning. 

 

Thank you for what you do and 

 

I hope this information is helpful. You're. 

 


