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s p o t l i g h t

William, age three, was pushing and biting other kids
at child care, having trouble changing activities and
throwing temper tantrums. His teachers gave him
time-outs and explained the behaviors they would
like to see. An occupational therapy (O.T.) evaluation
found that he was having difficulties making sense of
the stimulation in his environment. The occupational
therapist made recommendations for O.T. services
that focused on helping him to understand the
feelings his body was experiencing, and he was placed
into a classroom for children with, or at risk for,
disabilities. Teachers also began providing extra cues
for him to help him understand when he would be
switching activities. William is pushing and biting
less and is spending less time in time-out.

There are many children in child care similar to William: children who
have a hard time adjusting to their environment and who display challeng-
ing behaviors. Issues of child behavior as well as social and emotional
development are critical pieces of school readiness. From birth to age five,
children develop the foundation necessary for later growth. However, for
some children early childhood development can be seriously compromised
by a variety of environmental and biological risk factors. Failure to nurture
the development that takes place in early
childhood may result in disenrollment
from child care programs, challenges to
families and long- term deficits. To ensure
that children are prepared to begin school,
achieve academic success, and become
productive adult citizens, these risk
factors must be addressed [1] [2].

We review several factors that can con-
tribute to and intensify behavioral prob-
lems in children from birth to five years
old. Challenging behavior may include,
but is not limited to, hitting, shoving,
yelling, having tantrums, not sharing, throwing and breaking toys, grab-
bing, spitting and kicking. These may reflect hyperactivity, inattention,
irritability, over-sensitivity to stimuli, impulsivity, social withdrawal,
anxiety, noncompliance, low self-esteem, poor self-control, insecurity, poor
peer relationships, and aggression. However, we must not jump to a
diagnosis; preschool age children are by nature active and have limited
social skills. This may make it difficult to distinguish seriously challenging
behavior from the usual behavior of childhood. Of particular concern,
however, is extreme behavior that consistently appears in more than one
setting and with different caregivers.

In the following brief, we outline
causes of challenging behavior in
early childhood to help policy
makers, communities, and parents
understand where the behavior
comes from. Specifically, we
examine

Environmental and social
risk factors
Biological and congenital
risk factors



Michigan Public Policy Inititive

2      Spotlight

CAUTION
Do not use this list to diagnose the causes of behavior
in an individual child. As you will see below, there are
many possible causes of challenging behavior, and
professional help is needed to sort these out.

Environmental and Social Risk
Factors

Family/Community Factors
Parental Illness. Parental illness can have a profound impact on children’s

behavior [3]. Parents facing a serious illness may express anxiety,
depression, or other emotional reactions, which can affect their
ability to parent as well as their relationship with their children. As
a result, young children may experience sadness, fear, loneliness,
and anger about a parent’s illness and the interplay of these
emotions may cause behavioral problems.

Homelessness. Residential instability and homelessness can be very
stressful and can be associated with other traumatic circumstances
in a child’s life. Children experiencing homelessness are more
likely to internalize problems and experience depression, low self-
esteem, and anxiety [4].

Poverty. Poverty is associated with higher levels of behavioral problems in
children [5] [2]. Poverty effects may be due to its association with
factors such as parental stress and depression as well as low birth
weight, lead poisoning, and frequent hospitalization.

Family Separation or Divorce. Children who experience parental divorce
exhibit more inappropriate behavior when compared to children in
continuously intact two-parent families [6] [7]. However, behavioral
problems in children of divorced or separated families may emerge
because of accompanying factors, such as the absence of the non-
custodial parent, the adjustment of the custodial parent, conflict
between parents, and financially difficulties [6].

Domestic Violence. Young children who live in households where domes-
tic violence is present are at risk for maladjustment and can de-
velop problematic behavior [8] [9].

Parent Mental Health. The healthy development of children largely de-
pends on the health and well being of their parents. Parental
mental illness, particularly maternal depression, can have harmful
effects on children [1]. Severe parental depression can influence a
young child’s ability to manage and express emotions and the
ability to form secure relationships with others [10] [11] [12].

Community Violence. Everyday in the United States forty children are killed
or injured by guns [13] and in some communities three out of four
children witness violent crimes [14]. Young children who are exposed
to heavy doses of violence can exhibit symptoms of posttraumatic
stress disorder and may display challenging behavior [15]. Without
treatment, these behavioral problems may get worse [16] [17].

Latricia, age four, began hitting other children at
her child care and yelling at both her teachers and
her friends. Her teachers noticed that Latricia’s
most difficult time was when the classroom was
shifting to a new activity. Latricia was spending
much of her day in the time-out chair. While
talking to her parents, her teachers learned that
Latricia’s parents were in the process of a
difficult divorce. They shuffled Latricia between
households and she would see her parents yell at
one another. This was causing Latricia to feel
anxious. Latricia’s parents and teachers began to
make her life more predictable; they used a board
to show her what her day was going to be like and
where she would be going after school. They also
set firm, consistent rules at home and school on
behavior expectations and rewarded Latricia when
she as acting appropriately. Latricia is becoming a
happier, more social child.

Throughout the day at preschool, Johnny (age 3)
was biting, hitting, kicking and having trouble
ending one activity and starting a new activity.
His teacher was frustrated; she thought Johnny
was a bully.  His mother told his teacher that
Johnny had been witnessing domestic violence at
home. His behaviors were likely reflections of
posttraumatic stress disorder (PTSD). The family
began to go to therapy. Training began for both
mother and staff on how to make his days safer
and more predictable. His teacher also began to
teach him to use his words instead of his fists.
Mother and Johnny moved away from the violent
situation. Now that Johnny is safe, his behavior is
improving.
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TV Violence. Children are often exposed to violent and aggressive behav-
ior through the shows they watch on TV, and preschool children
watch a lot of TV. Watching violence on TV increases the likelihood
of inappropriate behavior in children by taking the place of other
more constructive activities, through modeling inappropriate
behavior, and by making the child less sensitive to aggression [18].

Parenting Factors
Diet/Nutrition. For some young children, especially impoverished children

and children with poor health, nutritional deficiencies can affect
behavior. Reduced breast-feeding, iron and iodine deficiencies, and
protein-energy malnutrition can create long-term deficits in a
child’s development and behavior [19] [1]. Even short-term hunger
can lead to crabbiness and challenging behavior.

Relationship with Parental Figures. The relationship between children
and parents is crucial in a child’s adjustment and development.
Parents who are overly strict, punish harshly, do not establish
consistent rules, and strongly show their anger or disappointment
to their children are likely to risk delays in their child’s positive
social development [20]. Relationships with parents are built
through developmentally appropriate expectations and interac-
tions. Children are helped when parents are patient, understand-
ing, and sympathetic when children are angry, upset or scared [21].

Working Parents—Demanding Schedules and Increased Stress. Parents’
work experiences can indirectly influence children’s behavior
through the effects that work schedules and stresses have on
quality parenting. Parents who feel overwhelmed by work tend to
have more conflict with their children and may have less time to
spend with them [22] [23].

Early Parenthood. Children of teen mothers may be more prone to experi-
ence behavior problems and are less likely to develop secure
relationships with their caregivers and classmates [24]. These may
be attributed to the immaturity of the mother or to the many
accompanying factors of early parenthood, such as low levels of
education, being a single parent, and poverty.

Kinship Care / Foster Care. In 1997, there were approximately 2 million
children living with neither parent [25]. Children may end up with
relatives or in foster care as a result of family homelessness,
parental substance abuse, child abuse or neglect. The risk factors
that contribute to a child’s placement in an alternative family
structure put them at greater risk for developing behavioral prob-
lems.

Four-year-old Selina sometimes came to her Head
Start class in her pajamas. Often, she had not
eaten breakfast and rarely was she clean. Selina
had a difficult time sitting still for group
activities, and never stayed at one activity long
enough to finish it. When other children tried to
join in her play, she grabbed toys from them and
hit them if they did something she did not like.
Her teachers talked to her mother about making
sure she was getting to bed early enough so that
she would wake up on time in the morning. They
also worked with her mother on setting and
following through with rules at home. Selina
comes to school rested and clean more often now.
She is also doing better at staying with group and
individual activities and is beginning to make
friends.
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Child Abuse/Neglect. Child abuse and neglect can have serious implica-
tions for children’s development and social adjustment. Children
who experience forms of physical, sexual, or emotional abuse may
demonstrate a variety of behavioral challenges [26]. Similar types
of behavioral problems are found in children who are neglected [1].

Child Care Factors
Group Size. Being with child care staff who have to take care of too many

children and with too large a group of children can impact the
behavior of young children. When fewer adults are available to
interact with children, children tend to engage in less positive
interactions with their classmates as well as with their adult
caregivers [27]. Caregivers are able to offer more positive interac-
tions when group sizes and ratios of children to caregivers are low,
and they struggle to maintain control and offer individual attention
when group sizes are higher [28].

Training for Caregivers.  Trained child care providers in homes and
centers are more sensitive, nurturing, and responsive and are less
detached and restrictive. Training comes from community college,
college and university courses as well as workshops and in-service
training. Children benefit from having trained caregivers who
understand children [29].

Caregiver/Child Relationship. The child-teacher relationship is important
in fostering positive social interactions in children. Young children
in child care exhibit fewer behavioral problems when they have a
close relationship with the caregiver [30]. The sense of security
provided by the teacher can help to encourage more socially
appropriate behavior in children [31].

Consistency in Care Giving. Turnover of staff in child care programs is
very high. Further, the use of multiple childcare arrangements, also
known as patchwork care, has become common in recent years as
a way to accommodate parental work schedules and shifting family
roles [32] and family moves lead to changes in child care [33]. The
instability that comes with being exposed to changing caregivers
is associated with an increase in behavioral problems in young
children, at home and in child care  [34].

Poor Contingency Setting by Providers. Young children in child care may
misbehave in response to the disciplinary approach of their teach-
ers. Some child care providers do not have developmentally appro-
priate expectations. Child care teachers who do not set and enforce
clear, firm, consistent, and appropriate classroom rules are likely to
face increased levels of challenging behavior in children [35].

The child care teachers labeled 3-year-old Alex as
a troublemaker and constantly reprimanded him:
“Don’t do that” “Stop being such a baby” “You
bully – no!” “Can’t you ever behave?” Alex did
much better in another child care program with
more experienced and educated teachers who
valued his good points.
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Peer Victimization.  Young children who have been permitted to be
victimized or bullied by their peers are more likely to demonstrate
problematic behavior when compared to children who have not
experienced peer victimization [36]. Peer victimization in preschool
can lead to children internalizing their victimization and may
impact their ability to interact and cope in peer group settings [37].

Biological/Congenital Risk Factors

Physical Factors
Fetal Alcohol Syndrome. Fetal Alcohol Syndrome (FAS) is the result of

excessive prenatal exposure to alcohol and can cause developmen-
tal and behavioral challenges in young children. It is the leading
cause of preventable developmental delays, occurring in perhaps
1% of births. Fetal Alcohol Effect (FAE) is diagnosed when some,
but not all, of the characteristics of FAS are present. Over 50,000
infants are born with FAE each year and may demonstrate similar
developmental delays and behavioral challenges [38].

Drug Exposure. Prenatal drug exposure can also impact the behavior and
cognitive development of young children [39] [40]. However, there
is a great deal of variability in the outcome of prenatal drug expo-
sure.

Low birth weight children, particularly those born into supportive fami-
lies, may be fine. However, pre-term low birth weight children are
more likely than other young children to demonstrate destructive
and aggressive behavior, hyperactivity, lack of attention,
unassertiveness and withdrawn behavior [41].

Allergies and allergy medications can impact the behavior of young
children: effects include over-talkativeness, irritability, impulsivity,
drowsiness, and withdrawal. Hyperactivity may also be evident
with some food allergies [42].

Chronic Illness/Hospitalization. Young children who are chronically ill
may develop behavior problems. Coping with long hospital stays,
separation from family and friends, and frequent medical proce-
dures may strain their ability to cope and lead to challenging
behavior [43].

Sleep Disorders. Settling down and sleeping through the night is not easy
for many young children. Young children with sleep difficulties
may display temper tantrums, noncompliance, anxiety, or depres-
sion. Young children may also respond to their lack of sleep by
being overactive, irritable, or inattentive [44]. Even one night of
poor sleep can lead to crabbiness.

Children with fetal alcohol syndrome present
ongoing issues. For example, teachers often
removed four-year-old Jose from his friends
during lunch at his childcare center because he
was spitting. It was found that replacing hard,
crunchy food with softer food reduced Jose’s
tactile defensiveness, and he was able to eat with
the other children.

Mohamed, a three-year-old who was a drug-
exposed baby, constantly moved about and refused
to follow instructions at home and in his
classroom for children with disabilities. After
moving him to a classroom with higher functioning
children, and using picture stories to help him
understand what teachers expected of him,
Mohamed has started calming down and is
following directions more often.
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Lead poisoning Lead is the most widespread neurotoxin in the United
States. For many poor and minority children, exposure to lead,
particularly from old paint, has become commonplace [45]. Lead
poisoning has been found to negatively impact a child’s behavior
and cognitive development [46].

Child Mental Health Factors
Sensory Integration. Children with sensory integration difficulties tend to

be overly sensitive or under-reactive to touch, smell, taste, sight,
sound, and movement. They may be easily distracted, clumsy,
impulsive, unable to unwind, and may have problems transitioning
from one situation to another [47]. This type of diagnosis can often
be determined by an occupational therapist.

Emotional Regulation. Appropriate behavior and compliance depends on
children’s ability to control their emotional reactions. Emotional
regulation is fostered by the interactions and relationships be-
tween children and their caregivers and is one of the primary tasks
of early childhood. Those who are unable to regulate their emo-
tions are more prone to behavioral problems [1] [48].

Attention Deficit Hyperactivity Disorder (ADHD) affects approximately
6% of children, more boys than girls [49]. Because young children
are inherently active and easily distracted, ADHD is hard to recog-
nize. ADHD is a mental health diagnosis that often requires input
from parents, caregivers, and professionals, such as psychiatrists
or psychologists [49].

Oppositional Defiant Disorder (ODD) is a mental health diagnosis reflect-
ing high rates of problematic behaviors [50]. However, disruptive
behaviors and hyperactivity in preschool children often cluster
together, which makes ODD hard to separate from ADHD [51].

Autism. Children with autism have problems interacting and communicat-
ing with others, and may appear to be unaware of others or of
surrounding stimuli. Autism often appears before a child’s third
birthday and its incidence is 1 in 500 children [52]. Autism is a
mental health diagnosis that can usually be determined by a
psychologist or multidisciplinary team [53] [54]. Disruptive behav-
ior may also reflect other related syndromes such as Asperger
Syndrome.

Three-year-old Tessa was enrolled in a classroom
for children with, or at risk for, disabilities, and
in Head Start. She was a very busy child, very
often moving from one activity to another. At
snack time, Tessa would dump her milk on other
children and run away so that her teachers could
not catch her.   Her teachers had tried rewarding
positive behavior and using a time-out room for
unwanted behavior, but Tessa spent much of her
day at the door of the time-out room spitting at
other children as they passed by. A lead screening
found elevated levels of lead in Tessa. This helped
her teachers understand where some of these
behaviors might be coming from. Tessa went on a
special diet that helped remove lead from her
body. To help her understand expectations, Tessa’s
teachers began to interrupt negative behavior and
explain acceptable behavior. Instead of having her
sit in a time-out room, she is helping to clean up
the mess she made, and then is being redirected
to a positive activity.



Michigan Public Policy Inititive

Spotlight     7

Developmental Factors
Developmental Delays. Young children with developmental delays or

mental retardation tend to be at risk for developing behavioral
problems. Teachers and parents often identify children with
developmental delays as having lower levels of social skills and
higher levels of problem behavior [55].

Language/Hearing Impairments. Language delays and hearing impair-
ments in young children can place children at risk for social prob-
lems [1]. Low language skills can affect the normal socialization
and emotional regulation of young children [56]. Children who have
trouble hearing and communicating tend to feel less in control,
which can in turn create frustrations and behavior problems [57].

Traumatic Brain Injury. A traumatic brain injury, resulting from a car
accident or physical abuse, can damage the nervous system
resulting in a variety of social-emotional and behavior problems in
early childhood [58].

Responding to Challenging
Behaviors

What Can Government Policy Makers Do?
Support Prevention and Services. Policy makers can be proactive by:

Supporting and emphasizing access to prenatal care
Providing access to physical and mental health care for all
children and parents
Ensuring availability of quality child care through licensing,
reimbursement, and education
Supporting measures that reduce family and community
violence
Supporting parents’ involvement in their children’s lives
Supporting young families’ with minimum wage, housing,
financial literacy, and income support

What Can Communities Do?
Foster Resiliency. Communities make it easier for children to be well

behaved by offering services that build upon children and families’
strengths. Many children with multiple risks do very well because
of their inherent resiliency. Communities support this resiliency by
building upon the positive relationships in the child and family’s
life. Strengths and positive relationships are included in the assets
that can help overcome risks.

At age four, Rene still could not talk and would
become angry and cry when others could not
understand what he wanted. Rene’s father was
deaf and Rene was also showing signs of hearing
impairment. Rene had a hearing screen and began
attending a classroom for children with, or at risk
for, disabilities. With new hearing aids, Rene
began talking. Teachers are now working with
Rene on how to use words to express his needs.
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Provide Information and Services. Communities can support children’s
resiliency by:

Teaching parents about good parenting
Offering networking of parents with one another
Ensuring availability of high quality child care with college
educated staff, low ratios of children to staff, and low turn-
over
Reducing community violence through comprehensive
community efforts
Providing mental health services for young children
Providing parent training for separated and divorced parents

What Can Parents Do?
From time to time, most young children display challenging behavior like
hitting, yelling, scratching, and spitting. The lack of mental and emotional
maturity make it hard for children to be patient and use good judgment.
However, mental health consultation with families and child care can
benefit children who consistently present challenging behavior.

Examine the Immediate Situation. Children may misbehave in response
to an overcrowded or over-stimulating child care classroom or
home. They may be tired, hungry, or stressed. Before assuming
children are demonstrating challenging behavior because of
emotional or biological problems, parents and caregivers need to
assess the immediate situation. Changing the immediate environ-
ment may be the answer for children who are simply uncomfort-
able or overwhelmed by their surroundings. It may be important to
change the way parents and caregivers respond to the child’s
appropriate and inappropriate behaviors.

Understand Children’s Development. Knowing the limitations of young
children and their need for secure relationships helps parents make
good choices.

Protect Children. Parents can help children behave well by avoiding
physical problems like lead poisoning, head injury, and hearing
problems and by protecting their children from victimization, from
actual violence, and from TV violence. They can also help by taking
care of their own physical and mental health problems. They can
provide good parenting; the loving care of parents supports
children’s inherent resiliency, and choosing high quality child care
helps children.

Find Resources within the Community. Communities often offer services
to assist parents. Services may include:

Head Start programs that focus on increasing the school
readiness of young children in low-income families
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Community Coordinated Child Care (4 C’s program), which
offers referrals for child care and training that promotes high
quality child care
State programs which serve infants and toddlers from birth to
36 months with developmental delay or conditions that could
lead to delay (called EarlyOn in Michigan)
Universities and community colleges with child development
programs
Special classrooms in a public school district for children
with, or at risk for, disabilities (called Pre-Primary Impaired
(PPI) in Michigan)

What Can Caregivers Do?
For a child with challenging behavior it is important for parents and
caregivers to communicate and collaborate. What is going on at home?
What is going on in child care? A log documenting appropriate and inap-
propriate behavior can offer a useful way for parents and caregivers to
share information with one another and with professionals. Caregivers can
resist the urge to disenroll the child while seeking training, support groups
and mental health consultation.

Recommended Books
The following books are recommended for parents, caregivers and practi-
tioners who want to learn more about identifying and addressing challeng-
ing behavior in young children. Additional reading materials are available
at your local library.

Meeting the Challenge (Barbara  Kaiser & Judy Sklar Rasminsky,
1999)
The Difficult Child (Stanley Turecki, 1989)
Raising Your Spirited Child (Mary Sheedy Kurcinka, 1992)
A Practical Guide to Solving Pre-School Behavior Problems (Eva
Essa, 1999)
The Incredible Years: A Trouble Shooting Guide for Parents of
Children Ages 3-8 (Carolyn Webster-Stratton, 1992)
The Crisis Manual for Early Childhood Teachers: How to Handle
the Really Difficult Problems (Karen Miller, 1996)
The Explosive Child (Ross Greene, 1998)
Child Development: A Practitioner’s Guide (Doug Davies, 1999)
The Challenging Child (Stanley Greenspan, 1996)
Building relationships: Pathways to Early Learning (Perry, Martin
and Prairie, 2001)
Infant Mental Health Services: Supporting Competencies/Reducing
Risks (Weatherston & Tableman, for Michigan Department of
Community Health, 2001)
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