
Meeting the needs of NYC’s 
Children and Families
Mental Health and Emotional 
Support



Mood and Anxiety Disorders 
across childhood and 
adolescence – how to 
recognize them



Goals
 Improve awareness of top two diagnostic categories 

associated with risk of suicidal behaviors (including 

attempts and ideation)

 Mood disorders

 Anxiety disorders

 Differentiate typical from problematic mood and 

anxiety symptoms



Mood disorders in school-age 
children

Division Name or Footer here4



Mood disorders in school-age children

• Major Depression

• Dysthymia

• Disruptive Mood Dysregulation Disorder

• Bipolar I disorder

• Bipolar II disorder



Formal Diagnostic Symptoms of Major 
Depression
Symptoms More Likely to be Found in Depressed Children in Bold

• Sadness and/or irritability

• Loss of pleasure (anhedonia)

• Restless / physical agitation

• Feelings of worthlessness or guilt

• Change in appetite / weight

• Change in sleep patterns

• Low self-esteem

• Hopelessness 

• Impaired concentration

• Fatigue / loss of energy

• Recurrent thoughts of death



Informal Symptoms more related to 
children

• Irritability/Moodiness (I hate this family! I hate my life!”)

• Suicidal statements (“I wish I was dead! You wish I was dead!”)

• “Negative Nancy” (“This dinner is gross! My ice cream is 

dripping, it’s ruined!”)



Differentiating normative mood 
symptoms and depression in children 

The 5 D’s
• Dysfunction
• Distress
• Deviance
• Dangerous
• Duration

Focus on impairment

Childhood is supposed to be a time of joy

Even limited symptoms are important to address



The Pediatric Bipolar Controversy 

Can Bipolar Disorder be diagnosed in young children?

• Early studies of adult bipolar found rates of 0.3 – 0.5% reporting 
symptoms prior to age 10

Does pediatric Bipolar Disorder actually become full-fledged Bipolar 
Disorder in adulthood?

• Great Smoky Mountain study

• Rates of conservatively diagnosed bipolar more closely approximate 
adults rates of bipolar disorder

Can chronic mood disturbance or irritability be considered bipolar?  

• Does bipolar disorder necessitate a distinct period of behavior that is 
markedly different from baseline

• Is elated mood required or can irritability alone sufficient



Disruptive Mood Dysregulation
Disorder

A. Severe recurrent temper outbursts in response to common stressors, which are:

Manifest verbally or behaviorally, such as in the form of verbal rages, or physical 

aggression towards people or property. 

Grossly out of proportion in intensity or duration to the situation or provocation. 

B. Inconsistent with the child’s developmental level. 

C. Temper outbursts occur, on average, three or more times per week. 

D. Mood between temper outbursts is persistently negative (irritable, angry and/or 

sad) most of the day, nearly every day, and is observable by others (parents, teachers, 

etc)

E. Criteria A-D have been present for at least 12 months. During that time, the individual 

has not had a period lasting 3 or more consecutive months during which symptoms 

were absent

F. Symptoms in at least two settings (at home, at school, or with peers) and must be severe 

at least in one setting.

.



Case example of DMDD (from Roy, Lopes, & Klein, 2014)
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Dillon, an 8-year-old boy living with his parents and his younger brother

At home: 

Parents at “wits’ end” “It has gotten to the point that I dislike my child” 

Exhibiting temper outbursts several times a day that lasted approximately 10 

minutes, and more intense 30-minute outbursts multiple times a week, during 

which he became physically aggressive. 

Kicked and punched holes in his bedroom door, causing destruction that warranted 

the door’s removal. Additionally, mother reported that she always had bruises on 

her arms from blocking strikes. 

Parents described him as irritable and cranky for the better part of the day on most 

days. When irritable, he appeared agitated and restless and often expressed that 

he wanted to be left alone. Attempts to cheer him up were typically unsuccessful 

and sometimes worsened his irritability. 



Case example of DMDD, continued (from Roy, 

Lopes, & Klein, 2014)
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Dillon, an 8-year-old boy living with his parents and his younger brother

At school: 

In the past school year, suspended 3 times—for physical aggression toward school 

personnel, for throwing a chair in the classroom, and for knocking over a bookcase. 

Despite his average to superior cognitive abilities, he struggled academically, partly 

because of the large amount of time he spent out of the classroom because of 

disruptive behavior. 

Teachers noted that he often appeared to be in an irritable, agitated mood and that he 

rarely smiled or appeared happy. They often felt they were walking on eggshells to 

avoid his  outbursts. 

Started to make hostile attributions regarding his peers’ intentions. e.g., when playing 

tag, would get angry, believing the others had hit him on purpose when they were 

merely tagging him. Expressed negative thoughts that no one liked him, did not have 

any friends, and parents did not love him. 



Mood disorders in 
adolescents and young adults

Child Study Center13



Mood Disorders in Adolescents and 
Young Adults

• Major Depression

• Dysthymia

• Bipolar I Disorder

• Bipolar II Disorder

• Disruptive Mood Dysregulation Disorder



Formal Diagnostic Symptoms of Major Depression

Symptoms More Likely to be Found in Depressed Adolescents in Bold
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• Sadness

• Loss of pleasure (anhedonia)

• Restless / physical agitation

• Feelings of worthlessness or guilt

• Change in appetite / weight

• Change in sleep patterns

• Low self-esteem

• Hopelessness 

• Impaired concentration

• Fatigue / loss of energy

• Recurrent thoughts of death



Informal Symptoms More Specific to 
Adolescents

• Boredom (“There’s nothing to do on the entire stupid 

island of Manhattan”)

• Irritability / rage (“Aahhh!!  Who the hell moved my left 

shoe from the middle of the hallway???  …I didn’t WANT 

it neatly in the corner beside my right shoe!!!”)

• Overreaction to criticism  (“The only reason you tell me to 

move my shoes is because you just like making me feel 

as stupid as humanly possible!!!”)

16



“Warning Signs” of Depression for 
Adolescents

17

• High emotional reactivity/anger/irritability, especially to parental 

limits/ expectations/imposed consequences

• Social withdrawal or marked change in social network or persona  -

may be social withdrawal from family but increase in peer 

connections

• Increase in self-criticisms and negative judgments (e.g., “I’m so 

stupid and ugly”), or anxiety about peer relationships and how 

he/she is viewed

• Significant drop in school grades, homework completion, and/or 

overall motivation for school; school avoidance urges



“Warning Signs” of Depression for 
Adolescents

18

• Significant behavior changes towards more drug/alcohol use and/or 

oppositionality; caring less about previously effective consequences

• Drop in extracurricular participation and/or less interest and 

enjoyment from those and other activities.

• Talking about death, interest in death, or wanting to be dead with 

any level of apparent seriousness

• A markedly increased tendency to “Shut Down” in response to 

inquiries about how he/she is doing, what’s going on in their life, etc.



Typical Adolescent Behavior Versus 
Depression

19

Faster changes in an adolescent’s behavior = higher 

likelihood of “true” depression (i.e., days/weeks versus many 

months)

Total number of above-mentioned “indices” = higher 

likelihood of “true” depression

• Two weeks of low self-esteem (e.g., “I’m stupid” statements) in response to first-ever 

failed test grade – likely NOT depression

• Two weeks of low self-esteem, increased irritability, failure to complete any homework 

assignments, avoidance of friends, and getting drunk at a party for the first time = 

higher likelihood of a developing depressive episode



Typical Adolescent Behavior Versus 
Depression

20

Severity of present symptoms = higher likelihood of “true” depression

• Most teens have many of the indices described over the course of adolescence – but 

at a more mild to moderate level

Functional Impairment = higher likelihood of “true” depression

• Drop in school grades

• Reduced participation in extracurricular activities

• Reduced social engagement

• Increase in substance use/abuse, reduction in good decision-making



Bipolar Disorders in Adolescents and 
Young Adults

Bipolar I

• Evidence of full depressive episode, as well as a full 
manic episode

Bipolar II

• Evidence of a full depressive episode, as well as a 
hypomanic episode

Cyclothymia

• Evidence of hypomania and dysthymia

21The Child Study Center



Mania and Hypomania

22

Mania

• Distinct period of abnormally and persistently elevated, expansive, or irritable mood 
and abnormally and persistently increased goal-directed activity or energy, lasting 1 
week and present most of the day each day

• Also 3 of the following (4 if mood is only irritable)

· Grandiosity

· Decreased need for sleep

· More talkative than usual/pressured speech

· Flight of ideas or subjective experience of racing thoughts

· Distractibility

· Increase in goal directed activity

· Excessive involvement in activities that have a high potential for negative 
consequences

Hypomania 

• All of the same, except for 4 days rather than a week



Anxiety Disorders in Children 
and Adolescents

Child Study Center23



Anxiety is….

Natural

• All children and adults experience anxiety

Necessary

• A justified emotion when a threat to one’s life, health, or well-

being exists.

• Anxiety is adaptive– moderate levels of anxiety help 

performance

Harmless

• Feels uncomfortable, but is not dangerous



The Course of Childhood Fear and Anxiety

All children experience fear, anxiety, and sadness at 

different times

• Infants and toddlers fear loud noises, strangers, separation from 

parents

• Preschoolers fear ghosts, monsters, the dark, sleeping alone

• School age children feel anxious about family, school, or 

physical health

• Adolescents feel anxious about school performance, social 

situations, and the future



Distinguishing Clinical Vs 
Normative Anxiety
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Anxiety becomes a problem when it affects one’s ability to learn, to make 

friends, and to have fun

• Intensity

· The degree to which distress is experienced

• Impairment

· Does the distress interfere with the child’s daily life?

• Lack of Flexibility

· Can the child recover from distress when the event is not present?

Anxiety is marked by avoidance of the feared object, event, or situation. 

Avoiding the feared stimulus decreases anxiety, creating a cycle where not 

facing your fear is rewarded.



Prevalence of Anxiety Disorders in Children
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The most prevalent mental health problem in children

Affects about 18% of the population

Developmental progression of clinical fears maps onto the 

progression of normal fears

• Preschool: Imaginary, objects/situations (Phobias)

• Grade School: Health/harm, scrutiny/competence (Generalized Anxiety)

• Adolescence: Social adequacy and performance (Social Anxiety)

Many of these children do not receive treatment because the 

symptoms are easy to overlook



Anxiety Disorders in Children

• Separation Anxiety

• Specific Phobia

• Selective Mutism 

• Obsessive-Compulsive Disorder

• Panic Disorder

• Agoraphobia

• Generalized Anxiety Disorder

• Social Anxiety Disorder

• Post-Traumatic Stress Disorder



What does anxiety look like in 
school-age children?

29

•Students asking to leave in the middle of class/tests

•School Refusal/absenteeism

•Complaints of racing heart, stomachaches, headaches

•Isolation from peers

•Crying/pleading to call parents

•Difficulties getting out of the car or leaving parents to come to school

•Worries about school (“what if…” questions)

•Refusal to speak at school

•Fears of test taking

•Remember – fight or flight – When they cannot flee, they might fight



Anxiety Disorders in Adolescents
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• Separation Anxiety

• Specific Phobia

• Selective Mutism 

• Obsessive-Compulsive Disorder

• Panic Disorder

• Agoraphobia

• Generalized Anxiety Disorder

• Social Anxiety Disorder

• Post-Traumatic Stress Disorder



What does anxiety look like in an 
adolescent

31

• Flight

• Dropping out of previously enjoyed activities

• Quiet, shy, non-confrontational

• Lots of sick days, absences, late arrivals

• Time spent out of the classroom (bathroom breaks, trips to the nurse)

• Fight

• Acting out behaviors designed to get them out of feared/aversive activities

• Extreme displays of anxiety – panic attacks, “freak outs” 

• Freeze

• Blanking out in the middle of a test or presentation

• Paralyzed with anxiety in the face of homework, classwork, or social situations



Bullying and Anxiety
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• Having an anxiety disorder places youth at higher risk of 

being bullied

• Social anxiety, in particular, can increase risk for bullying 

• Relational aggression, in particular, can cause an 

increase in social anxiety

• Being a victim of bullying significantly increases risk for 

suicide

• Being a bully, however, also increases risk for suicide

The Child Study Center



Cyberbullying

33

• Interpersonal theory of suicide 

• “thwarted belongingness” 

• “perceived burdensomeness”

• Cyberbullying may be even more impactful 

because:

• there is no escape

• it can be anonymous 

• makes it hard to know who to trust 

• can make 1 person feel like many

• people have fewer inhibitions with what they 

are willing to say online



Trauma 
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• Bullying is a type of trauma but there are, of course, many 

types of trauma that children and teens encounter:

• Community violence

• Domestic violence

• Medical trauma

• Natural disasters

• Neglect

• Physical Abuse 

• Refugee trauma

• School Violence

• Sexual abuse

• Terrorism

• Traumatic Grief



Trauma 
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• Trauma not listed in the previous slides because there is no 

set age at which it is more common – trauma can occur at 

any age

• Experience of trauma can lead to feeling increased sense of 

being a burden on loved ones

• Teens who were abused as children are 3-4x as likely to be 

suicidal than those who were not

• Sexual abuse carries the highest risk of suicidal ideation and 

attempts



Trauma reactions - younger
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• Preschool: 
• Regression (e.g., bedwetting, thumbsucking, and regression to simpler 

speech)

• Separation anxiety

• Irritability and tantrums (more common)

• Withdrawn or subdued (less common) 

• Changes in sleep – trouble falling asleep, staying asleep, or nightmares 

• Elementary school: 
• Somatic complaints (e.g., stomachaches, headaches, and aches/pains) 

• Increases in irritability, aggression, and anger 

• Labile, unpredictable behavior 

• Decrease in school performance

• impaired attention

• poorer concentration

• more school absences

• Late elementary students may excessively talk and ask persistent 

questions about the event.

(from NCTSN)



Trauma reactions - older

37

• Middle and High School:
• Feel self-conscious about their emotional responses to the event. 

• Shame and guilt

• Revenge or retribution fantasies

• A change in the way they see or think about the world

• Increased self-destructive, accident-prone, or reckless behaviors

• Change in relationships with family, friends, and school personnel

• Decrease in school performance or attendance

• Increase in acting out behaviors 

• Trauma and substance abuse:
• Trauma can be a risk factor for substance abuse

• Self-medication

• Substance abuse can be a risk factor for trauma

• Increased risk-taking behaviors while under the influence or in 

order to obtain substances

• Decreased ability to cope

(from NCTSN)



Understanding Adolescent 
Self-Injury



Overview

• The what, who, when, how, and why of adolescent 

self-injury

• Potential signs of self-injury in adolescents

• Strategies for talking to adolescents about self-

injury

• Types of treatment that are appropriate for self-

injury

Child Study Center39



The what, who, when, how, 
and why of adolescent self-
injury



What is Non-Suicidal Self-Injury (NSSI)?

NSSI is “the deliberate, self-

inflicted destruction of body 

tissue resulting in immediate 

damage, without suicidal 

intent and for purposes not 

culturally sanctioned (ISSS, 

2007).”

Child Study Center41

Self-injury is sometimes

also called:

• deliberate self-harm, or

self-harm

• self-injurious behavior

• self-mutilation

• cutting

• non-suicidal self-injury



Myths about Self-Injury

People do it to get 
attention

It is a failed suicide 
attempt

Only females self-
injure

Self-injury is 
untreatable

It is used to 
manipulate others

Only people with 
Borderline 
Personality 

Disorder self-injure

Child Study Center42



What is Included in Self-Injury?

Self-injury can include a variety of behaviors but is most 

commonly associated with:

• Intentional cutting, carving or puncturing of the skin

• Scratching

• Burning

• Self-bruising

Self-injury can be performed on any part of the body but

most often occurs on the hands, wrists, stomach, and thighs. 

Tattoos and body piercings are not usually considered self-

injurious unless done with the intention to harm the body.

Child Study Center43

(Whitlock, 2010)



Incidence, age of onset, and Duration of Self-Injury

Prevalence

• In general, US studies tend to find that lifetime prevalence rates of self-injury 

range from:

• 12% to 37.2% in secondary school populations (Jacobson & Gould, 2007) 

• 12% to 20% in young adult populations (Whitlock, Eckenrode, & Silverman, 2006)

Age of Onset

• In general, research shows an average age of onset between 11-15 years

(Jacobson & Gould, 2007) 

Child Study Center44



Why Do People Self-Injure? 

Child Study Center45

Automatic Positive 
Reinforcement

To feel “something”

Automatic Negative 
Reinforcement

To stop or escape “bad” 
feelings

Social Positive 
Reinforcement

To gain attention from others or 
gain access to materials

Social Negative 
Reinforcement

To avoid punishment from 
others or avoid doing 
something unpleasant

A functional 
Approach

(Nock & Prinstein, 2004)



Why Do People Self-Injure?
The Cycle of Negative reinforcement

Child Study Center46

Argument 
with a 
friend 

(stimulus)

Anger, 
sadness, 
frustration 
(emotional 
response)

High 
arousal 

Self-injury

Temporary 
Relief



Continuum of Self-Harm
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Non deliberate 
self-injury

Deliberate action 
with intent to 
injure

Accident NSSI Ambivalent 
Suicide 
Attempt

Suicide 
Attempt



Is NSSI a suicide attempt?

• NO: NSSI is a behavior undertaken to feel better or cope, whereas suicide 

related behaviors are undertaken with the intention of ending one’s life. 

• The presence of NSSI does not necessarily indicate suicidal ideation.  NSSI 

and suicide related behaviors / ideation differ in several ways: 

• Expressed intent: 

• The method used

• Level of damage and lethality 

• Frequency 

• Level of psychological pain 

• Level of cognitive constriction 

• Aftermath 

NYU Child Study Center: Anxiety and Mood Disorders48



The Association Between Self-Injury and Suicidal 
Thoughts or Behaviors

How are they different?

• NSSI is a behavior used to feel better or cope, whereas suicide related behaviors 

are undertaken with the intention of ending one’s life. 

• The presence of NSSI does not necessarily indicate suicidal ideation.

How are they related?

• In the general population of NSSI users, 35% - 40% will also report some suicidal 

ideation. In clinical populations, 65% or more who use NSSI will report some suicidal 

thoughts or behaviors (Whitlock, Minton, Babington, & Ernhout, 2015).

• While non-suicidal self injury does not cause or lead to suicide thoughts and / or 

behaviors, it does lower inhibition to suicidal behaviors.

• If one begins to feel suicidal and they have already practiced hurting their bodies, 

they may find it easier to hurt themselves lethally (Joiner, 2006).

Child Study Center49

Because both NSSI and suicidal thoughts and behaviors indicate 

underlying distress, it is essential for a clinician to assess whether self-

injurious youth are also suicidal



NSSI & Suicide: The importance of assessment

• Because both NSSI and suicidal thoughts and behaviors indicate underlying 

distress, it is important to assess whether self-injurious youth are also suicidal.

• The National Institute of Mental Health lists key signs and signals in assessing 

whether a person is actively suicidal:

• Talking about wanting to die

• Looking for a way to kill, or making a plan to kill oneself

• Feeling hopeless or talking about having no way out

• Feeling trapped and as if there is no end to pain

• Expressing oneself as a burden to others

• Increased use of substances (drugs or alcohol)

• Anxious or agitated behavior

• Too much or too little sleep

• Withdrawing from family, friends, and important relationships

• Expressing extreme anger or rage

• Mood swings. 

NYU Child Study Center: Anxiety and Mood Disorders50



Assessment of NSSI: What You Want to Know 

Method(s): Have you ever done anything to intentionally hurt yourself, like cutting, 

burning, or scratching?

Function(s): Why did you (scratch, cut, burn) yourself?

Recency and Frequency: When was the last time you self-injured

Onset and Duration of Self-Injury: When did you start self-injuring and how long 

did you self-injure for (if person no longer self-injures)

Location: Where on your body have you self-injured?

Severity: Have you ever self injured worse than you intended to? Have you ever 

required medical attention for self injury?

Disclosure: Does anyone know about this? Have you ever had treatment for self-

injury?

Child Study Center51



Is Self-Injury Contagious?

• There is a lack of empirical data to test the assumption that NSSI is contagious. 
That said, studies of contagion among adolescents in clinical settings demonstrate 
the tendency for NSSI to spread in a population.

• Anecdotal reports from adults working with youth in school settings report a “fad 
quality” to the behavior.

• Recent studies of secondary school staff suggests that there may a form of self-
injury in which groups of youth self-injure as part of a group membership.

• Some research suggests that the increasing prevalence of self-injury in popular 
media, such as movies, books, and news reports, may play a role in the spread of 
self-injury.

• The Internet appears to also be a gathering place for individuals who practice NSSI

(Whitlock, 2010)
Child Study Center52

“The seemingly rapid spread of self-injury among community populations of 

youth suggests that there may be a social contagion factor at work.”

Cornell Research Program on Self-Injury and Recovery



Potential Signs of Self-Injury 
in Adolescents



Potential Signs of Self-Injury in Adolescents

Child Study Center54

• Marks on the arms, fists and forearms opposite the dominant hand are 

common areas for injury.  However, evidence of self-injury can appear 

anywhere on the body. 

• Inappropriate dress for the season

• Frequent use of wrist bands/coverings

• Unwillingness to participate in events or activities which require less 

body coverage

• Frequent bandages, odd or unexplainable paraphernalia (e.g., razor 

blades or other instruments which could be used to cut or pound)

• Heightened signs of depression or anxiety

(Whitlock, 2010)



Strategies for Talking to 
Adolescents about Self-Injury



Suggestions if you suspect or discover your 
child or adolescent client is self-injuring

• Things you might feel: Denial, shock, anger, sadness, empathy, or guilt

• Take the time to observe your own thoughts and feelings when having 

difficult conversations with your adolescent

• Choose an appropriate time and place for the conversation

• Recognize that direct questions can feel invasive even when that is not 

your intention

• Be mindful of the level of shame and guilt that can be associated with 

these behaviors in adolescents

• If you notice feelings of anger, frustration, or are noticing judgments 

about your child, consider taking a break from the conversation and 

returning once you feel calmer

Child Study Center 56



Suggestions if you Suspect or Discover your 
Child or Adolescent Client is Self-Injuring:

DO:

• Address the issue as soon as possible

• Make eye contact and speak in a calm tone

• Be specific about your concerns and why you have them 

• Remain neutral and validate your child’s feelings without 

agreeing with the behavior

• Ask for permission to ask certain questions

DO NOT:

• Yell, blame, or criticize the child or adolescent

• Use lectures, ultimatums, or threats

• Engage in power struggles (attempt to control their behavior)

• Demand answers 

Child Study Center57

Practice 

Respectful Curiosity:  

Questions about 

marks should be non-

threatening and 

emotionally neutral 

(Whitlock and Purington, 2013)



What are the treatments for 
self-injury in adolescents?



Treatment Approaches: 
Dialectical Behavior Therapy (DBT)

A comprehensive, cognitive-behavioral therapy for complex adolescents with multiple problems

DBT is appropriate for teens with some or all of the following

• Difficulties regulating emotions and behaviors

• Self-injurious behavior

• Suicidal thoughts or behaviors

• Impulsivity

• Disordered Eating

• Substance use

• Anxiety and Mood Disorders

• Interpersonal Difficulties and/or family conflict

Child Study Center59

(Miller, Rathus, & Linehan, 2007) 



Treatment Approaches: 
Cognitive Behavioral Therapy (CBT)

• Cognitive Behavioral Therapy (CBT) is an evidence-based treatment that 

focuses on the development of coping skills to target problematic patterns 

that occur within the context of our thoughts, feelings, and behaviors

• Factors such as the frequency, severity, intensity, and duration of NSSI 

are some things to consider when determining if CBT or DBT may be 

appropriate for a child or adolescent

It is recommended that you work with a mental health professional (e.g., 

psychologist, social worker, or psychiatrist) to determine if and what 

treatment might be most appropriate for your child or adolescent

Child Study Center60



Treatment Approaches:
Psychopharmacological Treatment

• There is generally no agreed upon medication that is designed specifically 

for the treatment of NSSI (Hollander, 2008).

• Rather, medication would be indicated to treat the underlying psychiatric 

disorder or associated symptoms, such as:

• Depression

• Anxiety

• Attention-Deficit Hyperactivity Disorder

• Emotion Dysregulation

• Irritability 

• Impulsivity

It is recommended that you work with a child and adolescent psychiatrist or 

other medical professional to determine whether and what medication may 

be appropriate for your child or adolescent 

Child Study Center61



Provider Techniques for 
Improving the Alliance with, and 
between, Emotionally Vulnerable 
Family Members



Objectives

 Learn the “Acceptance” and “Change” continuum, and 
example skills to use to stay on the “acceptance” side of the 
continuum

Identify ways that certain individuals, regardless of age, 
can exhibit emotional “vulnerability,” and ways that 
patterned relational “scripts” for these kids and/or caregivers 
can increase anger acceleration over time

Learn what the “boiling point” is, and how to help family 
members work to avoid it as the primary means to preventing 
harmful conflict



Helping Emotionally-
Vulnerable Family members 
reduce intense conflict



Emotional Vulnerability



Emotionally “Vulnerable” individuals

Many youth who eventually experience chronic suicidality and 

related mental health difficulties are more emotionally 

“vulnerable” than others biologically.  This vulnerability can be 

thought of as broken out into 3 main factors, with each factor 

varying in intensity from person to person:

• Emotional Sensitivity:  More likely to feel an emotion in a given 

situation compared to most other individuals

• Emotional Reactivity:  Feels that emotion more intensely compared to 

most other individuals

• Slow Return to emotional Baseline:  Takes longer to return back to the 

original, calmer emotional state than most other individuals



Emotionally “Vulnerable” Individuals

Benefits and Drawbacks

• This vulnerability is not actually good or bad per se, as it often 

results in helping those individuals develop many socially and 

functionally adaptive behavior patterns:

• High empathy

• Strong social intuition and facility

• Artistic creativity

• High energy/interest in enjoyable activities

Child Study Center67



Emotionally “Vulnerable” Individuals

Benefits and Drawbacks

• However, it also can result in the potential to develop other more 

maladaptive behavior patterns:

• Sensitive to rejection/criticism

• Low tolerance of own frustration

• Difficulties in developing effective self-soothing skills

• Risk of dependence of value placed on experiences that are 

“fun” or  make him/her “feel good”

• Compliance Refusal

• Argumentativeness/Oppositionality

Child Study Center68



Emotionally “Vulnerable” Individuals

• Not surprisingly, emotionally vulnerable individuals are at 

particularly high risk from the effects of community and/or 

relational trauma exposure and other intense life stressors.

• Because of this, living in more disadvantaged communities 

often exacerbates an emotionally vulnerable individual’s level of 

dysregulation, and functional impairment from that 

dysregulation.

• Finally, because dysregulation can increase conflict in the home 

in a “vicious cycle,” parents and youths in the same household 

can often end up being difficult to work with as providers, with 

each presenting as highly sensitive and reactive in their own 

unique ways

Child Study Center69



Standard Conflict Management 
Practice for Families of Suicidal 

and Self-harming Teens 



Skill #1: Preventing Harmful Fights

• Every individual has a unique boiling point for when things escalate in intensity to a 

“point of no return”.  Couples/family researcher John Gottman calls this point the 

“Boiling Point.”

• For an emotionally vulnerable child, reaching this boiling point becomes easier and 

easier over time the more it happens – like a slide that becomes more covered in 

grease from each event, but that goes UP (in emotional intensity) rather than 

DOWN.  

• This can result in a family pattern of frequent harmful fights.



Preventing Harmful Fights

Question: “So how do I help the families I’m working with reduce their 

harmful fights??”

Answer:  

• Instead of trying to teach them to do something to make things “better”, 

one FIRST must simply avoid doing something that makes things 

WORSE.  

• And the thing that makes things worse – a lot worse – is someone in the 

argument hitting their “boiling point.”  

• So we need to teach caregivers and kids to avoid their boiling point.
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Helping Youths and Caregivers Avoid their Boiling 
Point

In other words, someone in the family must 
model avoiding the boiling point!*

• To help families learn how to “slow down” the anger acceleration (pull back on the 

gas),  you must help them create an environment that:

• Models rational thinking, even while intense negative emotion is being 

experienced

• Avoids irrational or extreme criticism and judgmental labels

• Explicitly values avoiding the boiling point
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* Can sometimes be the youth



Step 1:  Help parents and kids understand that 
distress escalation is a NORMAL reaction to stress!
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Step 2:  Teach the use of numbers to represent 
distress and distance from boiling point

Nearly everone

(and virtually all 

youth) can resonate 

with a number –

based estimate of 

distress
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Why “0-100” is more like 25-65”

Boiling point 

level shoots 

close to 100…..

…..and initial 

stress level starts 

higher than zero
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Why “0-100” is more like 25-65”
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Taking a Break:  A Family 
Agreement



Child Study Center79

Summary:  Why and How to “Take A Break”
Why:
• It prevents escalation and destructive fights

• Protects family members from intense anger

• Provides an opportunity to calm down, and eventually “try again” 

to resolve the issue

• Teaches kids who may have emotion regulation difficulties 

to regulate their own distress more effectively

How:
• Develop a phrase or signal to request a time out

• Respect the request even if you don’t need it (coach kids to ask for the break themselves)

• Use the break to calm down and do something soothing/calming/pleasurable

• Breaks should be at least 30 minutes long

• Agree to reconvene when calm enough to discuss—you may need multiple breaks (i.e., do not 

use breaks to push the issue “under the rug”)
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Name Boiling Point

(0-100)

Point to Request 

Break

(0-100)

•We will take a break before someone reaches their boiling point when anyone in the family says 

_________________________________

We know that each person’s average boiling points in our family are:

• We will respect the request for a break even if not everyone needs a break at that time

• We will use the break to calm down and do something soothing. Some examples of activities that 

could be soothing include: 

___________________________________________________________________________

• Breaks will be at least 30 minutes long

• We will reconvene when we are calm enough to discuss

• We will not use a break to avoid discussion forever

Signatures:     ___________ ___________ ____________ ____________

Family Contract for “Taking a Break”



Increasing Gentleness with 
Parents – and Parental 
Gentleness



It’s Happened to All of Us…..
That one 

caregiver from 

last Tuesday 

morning You, confused 

and freaked out 

in your office 

the rest of last 

Tuesday



The Change-Acceptance Continuum

• All provider interventions can be thought of as 

falling along a continuum of acceptance to 

change:  

Child Study Center83



Change

Problem 
Solving

Acceptance

Validation



Skill #2:  Increasing Gentleness of 
Communications

• In order to improve communication with emotionally vulnerable 

caregivers and youths, we need to be more “acceptance-

oriented,” and more “gentle”

• The core “concept” behind this skill is the idea of being 

“Validating” 

• This essentially means actively looking for the truth in someone 

else’s perspective (it’s always there!!), and working to confirm 

that you see it.

• Biggest hurdle:  recognizing that validation does NOT equal 

agreement with a person’s perspective!!  
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Skill #2:  Increasing Gentleness of 
Communications

Example:  You may not agree with a student’s choice to smoke marijuana, but you can 

acknowledge (and state to them) that you understand that it helps them deal with problems 

at home by reducing their anxiety.  

You can still work with them over time to find healthier ways to reduce their anxiety so that 

they don’t feel the need to use as much weed.

If this idea is difficult for you, then think about a “Relationship Bank Account” metaphor – you 

need money in that bank BEFORE you ask someone to do something that sounds hard or 

uncomfortable – otherwise, you go into overdraft!!  Acceptance-oriented interventions are 

relationship deposits.

Hint:  You (and should) can do the SAME thing with an emotionally vulnerable/sensitive 

caregiver that tells you this!!  
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Skill #2:  Increasing Gentleness of 
Communications

• As discussed earlier, emotionally vulnerable, frequently-suicidal 

individuals are often more emotionally sensitive and 

behaviorally reactive

• Once families are doing a little better with preventing harmful 

fights/interactions, we soon want to help caregivers also 

improve their ability to engage in helpful/positive interactions.

• One way to think about these skills is through the acronym 

“GIVE” (adapted from Miller, Rathus, and Linehan, 2007)
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How to “G.I.V.E.” Into the Relationship “Bank 
Account”

• Be Gentle

• Reduce judgment, final goal alignment

• Act Interested

• Get more information, stay curious

• Clarify and summarize 

• Validate

• Thoughts, feelings, and urges

• Easy Manner

• Relax nonverbal behavior

• Be mindful of intensity (word choice and tone)
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Skill #2:  Increasing Gentleness of 
Communications

• There are several “levels,” or types, of validation.  Examples 

follow.

• They are NOT natural for everyone, and can feel very “fake” at 

first.  But with practice, you, and other family members can 

integrate them into their own communication style.

• Because of this, practice makes perfect – don’t be afraid to 

help youth and caregivers to practice these when you are 

working with them!

• If any of them are hard for YOU – practice them yourself, with 

co-workers, etc.
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Skill #2: Increasing Gentleness 
Communications:  Levels of Validation
Level 1:  Listening, Paying Attention

• Open and Positive Nonverbal behavior

• Showing you are tracking the “speaker’s” words (“Umm hmmm,”  “Really??”  “Yep.”)

Level 2:  Summarizing the other’s points

• Paraphrasing (“So I hear you saying that your friend (daughter) kicked you in the knee.”)

• Reflection of the “feeling” part of the point (“So it seems like you’re angry at your friend 

(daughter) for kicking you in the knee.  Is that right?”)

Level 3:  Working to understand; asking questions, making hypotheses, staying curious and 

interested

• “Wait a minute….explain again why your friend (daughter) kicked you in the knee right 

then?”

• “So….it seems like you’re starting to wonder whether you should do something different 

given that your friend (daughter) keeps kicking you in the knee.  Is that what you’re trying 

to say?”
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Skill #2:  Increasing Gentleness of 
Communications:  Levels of Validation
Level 4:  Understanding the person’s problems in the context of their life experience, past 

history, etc.

• “Given how many times you say your friend (daughter) has kicked you in the knee before 

today, I can understand why you are SO upset that you came to me about it for help.”

Level 5:  Normalizing their responses when they are normative, or understanding someone’s 

problems in the context of their current situation or future goals

• “I think it’s pretty normal to get angry when someone intentionally kicks you in the knee –

especially someone you’re close to like a friend (daughter).”

• “Given that you would like to have functional knees and a good friend (daughter 

relationship) for the forseeable future, I can understand why your friend (daughter) 

kicking you repeatedly in the knee would upset you.”

Level 6:  “Radical Genuineness” – reacting in a natural, human, and empathic way.  

• “I’m really sorry that your friend (daughter) keeps doing this.  It’s not right, and you don’t 

deserve it.  Let’s figure out how to fix this.”
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Skill #2:  What Gentleness and Validation Can 
Get You………

Child Study Center92

20:  What I usually wake up at on a normal

school day

100

80

60

40

20

0

95: When I took all my pills last month

78:  Where I am right now

60:  Under this and I know I won’t smoke 

weed when I get home

Anxiety

Level

35:  Under this and I can go back to class



Summary:

Emotionally-intense and sensitive families need to improve, at least a little bit, their ability 

to avoid harmful conflict, before more positive communication strategies can be used to 

build stronger connections.

As providers, we have to pay attention to being more gentle with sensitive youths and 

caregivers, so that we can have more relationship “currency” when we suggest or 

discuss changes that might be emotionally or behaviorally difficult for the person we’re 

working with.

Because we are in the helping profession, our default position is to be more change-

oriented.  So because we need a balance, we need to think about the value of 

acceptance-oriented strategies, such as validation, to help confirm that we understand a 

youth or caregiver’s perspective or behavior pattern, even if we eventually believe that 

they eventually would benefit from changing it.
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Brief Interventions and Skills

Division Name or Footer here94



How you to address future risks

1. Collaborate with the student in identifying the events/thoughts/feelings

that contributed to crisis response

2. Use identified prompting events to develop a cope ahead plan

a) Remove or decrease severity of potential prompting events

b) Plan for increased support

c) “Coach” through skills to use

d) Troubleshoot factors that may interfere with the plan 

e) Schedule a check-in 



When to teach new skills
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Helpful Skills

1. Crisis Survival

a) Temperature

b) Intense Exercise

c) Paced Breathing

d) Progressive Muscle Relaxation

*Goal: quickly regulate emotional response
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Helpful Skills

2. Distress Tolerance

a) Activities – do something

b) Contributing

c) Comparisons

d) Emotions – create different emotions

e) Pushing away

f) Thoughts

g) Sensations – intensify other sensations

*Goal: get through a difficult situation or uncomfortable emotion without making it 

worse
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Example: Cope Ahead Plan

Alex comes to my office dysregulated and distressed about an argument with Paul. 

1. Decrease access to prompting events

a) Alex will put text conversation with Paul on “do not disturb” until tomorrow. 

2. Plan for increased support and structured time

a) Alex will call his 1) best friend or 2) favorite aunt

b) Alex will ask friend from English class to walk home together

c) After school, Alex will 1) work on his Geometry homework, 2) draw homemade 
card for brother’s upcoming birthday or 3) exercise

3. “Coach” through new skills and troubleshoot

a) If Alex notices that he is becoming upset he will 1) take an ice cold shower, 2) 
utilize paced breathing, 3) do 50 push-ups, 4) watch funny videos online, 5) play 
video games and 5) call or ask to talk to a supportive friend/family member

4. Schedule check-in

a) Alex will come to school 15-minutes early tomorrow to check-in with counselor
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