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specific childhood concerns that BHCs may assist with, including sleep issues, 

thumb-sucking, picky eating, school readiness, and oral health, were dis-

cussed by Nasir and Nasir (2015).

CHILD AND ADOLESCENT BEHAVIOR MANAGEMENT

Parents and caregivers frequently will ask their primary care providers (PCPs) 

about effective parenting methods or describe difficulties with their children, 

FIGURE 15.1. Resources for Patients With Behavior Management Problems: 
Websites, Mobile Applications, and Books

Type Location Description

Websites American Academy of 
Pediatrics (https://www.
aap.org/en-us/advocacy- 
and-policy/aap-health-
initiatives/Mental-Health/
Pages/default.aspx)

Provides a broad selection of tools 
and resources for addressing 
behavioral and emotional 
challenges in children and 
adolescents with screening 
measures and evidence-based 
behavioral interventions for a 
broad set of problems

American Academy of Family 
Physicians (https://
familydoctor.org/
familydoctor/en/kids/
parenting.html)

Provides a section devoted to 
parenting resources 

Alan Kazdin and the Yale 
Parenting Center (https://
alankazdin.com/)

Provides resources for parents and 
providers regarding effective 
behavior management strategies, 
including an online Coursera 
course

PCIT International (https://
www.pcit.org/)

Provides information and resources 
for parents and providers for PCIT

Triple P Parenting Program 
(https://www.triplep.net/; 
https://www.triplep- 
parenting.net/)

Resources, primarily for parents, 
related to the Triple P program

Mobile 
application

Privilege Points Chore Tracker 
(https://www. 
privilegepoints.com/)

Allows parents to track tasks and 
chores and assigns point values 

Books The Everyday Parenting 
Toolkit: The Kazdin 
Method for Easy, Step-by-
Step, Lasting Change for 
You and Your Child 
(Kazdin & Rotella, 2013)

Provides practical, evidence-based 
parenting guidance for all 
children

The Kazdin Method for 
Parenting the Defiant 
Child: With No Pills, No 
Therapy, No Contest of 
Wills (Kazdin, 2009)

Provides practical, evidence-based 
parenting guidance for children 
who are “out of control,” 
including a DVD demonstrating 
parenting methods

Note. PCIT = parent–child interaction therapy. 
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interventions, such as reinforcing positive behaviors, may be viewed by some 

individuals as spoiling the child. Similarly, there may be a belief that corporal 

punishment is the most effective strategy for managing behaviors. Additionally, 

it will be important to ensure that, if multiple caregivers are involved in disci-

pline, consistency will be maintained between the caregivers in how to 

approach behavior management. If there are concerns that the caregivers will 

not be consistent, it may be worth scheduling appointments when all of the 

caregivers can be present.

Assist
As described by Banks (2002), there are important principles of discipline that 

should be followed. If two parents are involved, it is important for both to be 

unified in their approach to discipline. Rules and consequences should be clear 

and appropriate for the child or adolescent’s age. As children get older, it can be 

helpful to engage them in decision making regarding appropriate consequences, 

although parents should remain the final decision makers.

Basic behavioral concepts, including positive and negative reinforcement 

and positive and negative punishment, are key when discussing discipline tech-

niques. Banks (2002) provided a useful table for summarizing age-appropriate 

techniques for childhood discipline, which we have reprinted in Figure 15.2. 

The following are key points to discuss with patients when discussing behavior 

management.

Maintain consistency between parents and caregivers. Children will quickly 

learn if one parent or caregiver is more lenient than another. Parents and care-

givers must agree to support each other in front of the child and discuss differ-

ences privately. Ideally, parents and caregivers should discuss how they plan to 

implement behavior change strategies before a situation develops.

Consequences should immediately follow the behavior. Regardless of whether 

the parents or caregivers are working to increase or decrease a behavior, the 

FIGURE 15.2. Age-Appropriate Techniques for Childhood Discipline

Intervention Infant Toddler School-age Adolescent

Positive reinforcement + + + +

Redirecting + + + 0

Verbal instruction/explanation 0 Ltd + +

Time-out 0 + + 0

Establishment of rules 0 0 + +

Grounding 0 0 + +

Withholding privileges 0 0 + +

Note. 0 = little or no effectiveness; + = effective/recommended; Ltd = limited, may work in certain 
situations or with more mature toddlers. From “Childhood Discipline: Challenges for Clinicians and 
Parents,” by J. B. Banks, 2002, American Family Physician, 66(8), p. 1448 (https://www.aafp.org/
content/dam/brand/aafp/pubs/afp/issues/2002/1015/p1447.pdf). Copyright 2002 by the American 
Academy of Family Physicians. Reprinted with permission.



 	 Children, Adolescents, and Parenting  385

Advise
If a BHC identifies other problems that may be contributing to the bed- 

wetting, take time to discuss these with the PCP to determine the next steps 

in the patient’s care. When BHCs are advising parents, caregivers, and chil-

dren about bed-wetting, it is valuable to provide education about how com-

mon it is for children to experience bed-wetting and to provide reassurance 

that bed-wetting can be treated. The following is an example of what a BHC 

could say:

It is understandable why bed-wetting would be a frustrating experience for 
everyone. It sounds like this has interfered with your sleep and with your will-
ingness to engage in potentially enjoyable activities. In fact, bed-wetting among 
children 5 and older is common; approximately 10% to 15% of children in this 
age group may demonstrate bed-wetting. The good news is that we have several 
treatments that are effective and can help reduce bed-wetting frequency.

FIGURE 15.3. Short Screening Instrument for Psychological Problems in Enuresis

Short Screening Instrument for Psychological Problems in Enuresis (SSIPPE)

Name: ____________________  Date of birth: ____________________

Emotional symptoms: If more than two positive items, full screening required

1. Has your child sometimes felt that others are reacting negatively? YES NO

2. Does your child sometimes feel worthless or less confident? YES NO

3. Does your child sometimes have headaches? YES NO

4. Does your child sometimes feel sick? YES NO

5. Does your child sometimes have abdominal pain? YES NO

6. Is your child sometimes less active or lacking energy? YES NO

7. Does your child sometimes feel unhappy, sad, or depressive? YES NO

Inattention symptoms: If more than two positive items, full screening required

1. Does your child frequently pay insufficient attention to details or 
make careless defaults in schoolwork?

YES NO

2. Does your child frequently have difficulties with organizing tasks 
and activities?

YES NO

3. Does your child frequently forget in daily practice? YES NO

Hyperactivity/impulsivity symptoms: If more than two positive items, full screening 
required

1. Does your child frequently talk continuously? YES NO

2. Is your child frequently busy? YES NO

3. Does your child frequently run or climb in situations in which this is 
inappropriate?

YES NO

Note. From “Early Detection of Psychological Problems in a Population of Children With Enuresis: 
Construction and Validation of the Short Screening Instrument for Psychological Problems in Enure-
sis,” by E. Van Hoecke, D. Baeyens, H. Vanden Bossche, P. Hoebeke, and J. Vande Walle, 2007, The 
Journal of Urology, 178(6), p. 2614 (https://doi.org/10.1016/j.juro.2007.08.025). Copyright 2007 by 
American Urological Association. Reprinted with permission.
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FIGURE 15.4. Bed-wetting Monitoring Chart

Example Monday Tuesday Wednesday Thursday Friday Saturday Sunday
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Number of glasses of 
liquid within 
2 hours of bedtime

1 glass of 
water

Bedtime 8:30 p.m.
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Number of times woke 
up to pee or alarm 
went off

1

Number of times peed 
in bed

2

Wakeup time 7:00 a.m.
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•	 Reward the child for nights without bed-wetting.

•	 The rate of response will vary and may take multiple weeks or months. This 

intervention should be tried for at least 2 to 3 months (Bayne & Skoog, 2014).

In situations where the bed-wetting alarm is not effective or when it 

would be inconvenient to use the alarm (e.g., during a sleepover), it may be 

valuable to discuss with the family and the PCP whether DDAVP should be 

considered as a supplemental or alternative method for helping to manage 

bed-wetting.

Arrange
It may be helpful to have the patients return one to two times to assess 

whether the intervention is effective and then to follow up after 2 to 3 months 

if treatment is successful to ensure that the child did not relapse. In situations 

where neither the bed-wetting alarm nor other behavioral interventions are 

effective, consider referring to specialty behavioral health. Also consider 

whether other factors may be contributing to the bed-wetting and whether 

those factors can be addressed in primary care. Additional resources, includ-

ing websites and self-help books, that might be used in conjunction with BHC 

appointments or by patients who will be following up with their PCP are sum-

marized in Figure 15.5.

FIGURE 15.5. Resources for Patients Who Wet the Bed: Websites and Books

Type Location Description

Websites Vendors for bed-wetting alarms 
(https://www.sleepdryalarm.
com/; https://bedwettingstore.
com/; https://wetstop.com/)

A variety of vendors sell bed-wetting 
alarms. These sites may make 
claims that are not supported by 
evidence (e.g., cures 
bed-wetting).

U.S. National Library of Medicine 
(https://www.nlm.nih.gov/
medlineplus/bedwetting.html)

Consolidates information regarding 
bed-wetting resources for 
parents and providers

American Academy of Pediatrics 
(https://www.healthychildren.
org/English/ages-stages/toddler/
toilet-training/Pages/Bedwetting.
aspx)

Provides additional information for 
parents about bed-wetting 
causes and treatments

Books Bedwetting and Accidents Aren’t 
Your Fault: How Potty Accidents 
Happen and How to Make Them 
Stop (Hodges & Schlosberg, 
2017)

Children’s book discusses bed- 
wetting; written by a pediatric 
urologist

Waking Up Dry: A Guide to Help 
Children Overcome Bedwetting 
(H. J. Bennett, 2015)

Describes evidence-based 
approaches to reducing 
bed-wetting; written by a 
practicing pediatrician
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daydreamers, failing to complete homework, or demonstrating difficulty with 

reading. Although this behavior certainly does not mean that child meets crite-

ria for ADHD, children who are acting out or are disruptive (i.e., those demon-

strating hyperactivity or impulsivity difficulties) may be more likely to be 

identified with ADHD compared with those who are demonstrating difficulty 

with attention and concentration. Additionally, it is important to consider 

whether there are health conditions that might affect treatment and medication 

recommendations (e.g., tic disorders). To assist with screening for other con-

cerns, some clinics may find it helpful to use the Child Behavior Checklist 

(CBCL; Achenbach & Rescorla, 2001). The CBCL is completed by the parents, 

and there are forms for teachers (i.e., the Teacher’s Report Form) and a measure 

for children 11 and older (i.e., the Youth Self-Report). The CBCL and related 

forms are purchased from https://store.aseba.org/. Given the time and cost 

involved with completing the CBCL, BHCs should consider whether it is best to 

complete the assessments within primary care or whether the patient should be 

referred to specialty care.

Advise
BHCs may play an important role in describing the benefits and limitations of 

available treatments for children and adolescents. Given the strong evidence 

FIGURE 15.6. Resources for Patients With Attention-Deficit/Hyperactivity 
Disorder: Websites and Books

Type Location Description

Websites American Academy of Child and 
Adolescent Psychiatry (https://
www.aacap.org/AACAP/Families_
and_Youth/Resource_Centers/
ADHD_Resource_Center/Home.
aspx)

Provides a broad range of resources 
for patients, parents, providers, 
and students

American Academy of Pediatrics 
(https://www.healthychildren.org/
english/health-issues/conditions/
adhd/Pages/default.aspx)

Provides information for parents, 
primarily through a series of brief 
articles and handouts about 
ADHD

Centers for Disease Control and 
Prevention (https://www.cdc.gov/
ncbddd/adhd)

Provides information for providers 
and parents about ADHD, 
including summaries of research, 
educational materials, and data

Children and Adults With ADHD 
(https://www.chadd.org; http://
www.help4adhd.org)

Nonprofit organization provides 
education, advocacy, and 
support for ADHD. Their website 
has a wide breadth of ADHD 
materials for parents, children, 
and providers. 

Book Taking Charge of ADHD: The 
Complete, Authoritative Guide for 
Parents, 4th ed. (Barkley, 2020)

Written by one of the leading national 
researchers on ADHD, book 
provides a breadth of information 
for parents and caregivers about 
ADHD and evidence-based 
methods for managing ADHD 

Note. ADHD = attention-deficit/hyperactivity disorder.




