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    Chapter 9   
 Conduct Problems                     

                Diagnosis 

 Blair, Leibenluft, and Pine ( 2014 ) referred to conduct problems as “…a pattern of 
repetitive rule-breaking behavior, aggression, and disregard for others” (p. 2207). 
It is these types of behaviors, when they reach a consistent pattern that  interferes   
with a child’s daily functioning, that are the focus of this chapter. Kazdin ( 1997 ) 
defi ned conduct disorder in this manner, 

 “The overarching feature of conduct disorder is a persistent pattern of behav-
ior in which the rights of others and age-appropriate social norms are violated. 
Isolated acts of physical aggression, destruction of property, stealing and fi re 
setting are suffi ciently severe to warrant concern and attention in their own right. 
Although these behaviors may occur in isolation, several of these are likely to 
appear together as a constellation or syndrome and form the basis of a clinical 
diagnosis” (p. 162). 

 In the Diagnostic and Statistical Manual of Mental Disorders (American 
Psychiatric Association,  2013 ), conduct problems are in a section entitled, 
“Disruptive, Impulse Control, and Conduct Disorders (CD).” According to the 
experts who developed this section of the manual these conditions involve, “… 
problems in the self-control of emotions and behaviors” (p. 461). These self-control 
problems are unique in that they, “…violate the rights of others (e.g., aggression, 
destruction of property) and/or that bring the individual into signifi cant confl ict with 
societal norms or authority fi gures” (p. 461). 

 Children who are diagnosed with CD are likely to have other diagnoses. 
For example, Kazdin ( 1997 ) reported that over 80 % of children met the criteria for 
CD and Oppositional Defi ant Disorder (ODD). Many children with CD may be 
diagnosed with  Attention-Defi cit Hyperactivity Disorder   (Blair, Leibenluft, & Pine, 
 2014 ; Kim-Cohen et al.,  2005 ). Children with CD may be diagnosed with 
 co- occurring learning problems, such as reading and/or math disorders. According 
to the DSM-5 (American Psychiatric Association,  2013 ), children with CD show at 
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least one symptom indicating aggression toward animals or people, destruction of 
property, lying or theft, and serious rule violations (e.g., truant from school, runs 
away from home) before 10 years of age. Children may also have limited empathy 
and be callous. They can lack remorse or guilt related to violating social norms or 
the rights of others. They may display very little emotion to other people, which is 
termed shallow or defi cient affect. The essential feature of CD is violating the rights 
of others or social rules persistently, in such a manner to impair child functioning. 
CD can occur as early as the preschool years, but is most commonly manifested in 
middle childhood and early adolescence. 

  Oppositional Defi ant    Disorder   . A relatively milder version of conduct problems is 
 ODD  . Criteria for ODD include having a frequent and stable pattern of “…angry/
irritable mood, argumentative/defi ant behavior, or vindictiveness lasting at least 6 
months” (p. 462, American Psychiatric Association,  2013 ). The behaviors associ-
ated with ODD need to interfere with the individual’s functioning and cause distress 
to the individual and others in his or her life. The diagnosis is applicable to children 
as young as 5 years of age. If the symptoms are in a mild range, they may occur only 
at home. The behaviors also may be more frequent with adults and peers that the 
child knows fairly well, and thus the symptoms may not always be directly observ-
able in the offi ce or clinical setting. Symptoms can be in the range of mild (symp-
toms present in one setting), moderate (symptoms present in two settings), and 
severe (symptoms are present in three or more settings). Although some children 
with oppositional behaviors develop signifi cant problems to merit a disorder of CD, 
not all children with ODD follow a progression to the development of a diagnosis 
of CD. However, although many children  with    ODD   can develop normally, they are 
at greater risk for developing other mental health problems, including internalizing 
problems such as anxiety or depression. 

  Other Externalizing Behaviors . It is benefi cial to explain other externalizing 
behavior problems that may be diagnosed in childhood. Intermittent Explosive 
Disorder can begin in late childhood and involves an inability to control verbal or 
physical aggression (the physical aggression does not result in damage of property 
or injury to others; American Psychiatric Association,  2013 ). The aggressive out-
bursts occur about twice weekly for at least 3 months and are damaging for the 
individual displaying the symptoms. Another externalizing problem can be fi re- 
setting or pyromania. This can occur in childhood, but information about this dis-
order in children is needed. Kleptomania, or impulsive stealing that is not for 
monetary value, is most often diagnosed in adolescence. There is also a category 
in the DSM-5 for Other Disruptive, Impulse-Control, and Conduct Disorders for 
those children with symptoms that do not clearly “fi t” the categories for ODD or CD. 

 The primary focus of this chapter is on ODD and CD. In samples of participat-
ing children and parents for research, children with both of these disorders are 
often grouped together, so conduct problems is a term commonly used throughout 
this chapter.  
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    Prevalence 

 “ Prevalence rates   for CD vary, ranging from 2 to 10 %, with a median of 4 %” 
(p. 473, American Psychiatric Association,  2013 ). Prevalence rates increase into 
adolescence. Rates of CD are higher among males compared to females. Males with 
CD are likely to exhibit signifi cant aggression. Females are aggressive as well, but 
also are thought to have higher rates of lying, truancy, and stealing. The prevalence 
for  ODD   is estimated to be about 3–4 %. These types of problems are more com-
monly diagnosed in males than females (1.4–1) in childhood, but this difference 
becomes more equal in adolescence and adulthood.  

    Genetic and Environmental Infl uences 

 Many experts agree that when children exhibit conduct problems, there is an inter-
action between genetic and environmental infl uences such that both factors play a 
role in determining behaviors (e.g., Silberg, Maes, & Eaves,  2012 ; Tolan, Dodge, & 
Rutter,  2013 ). Genetic factors, which may predispose a child to exhibit conduct 
problems, include problems with regulation of emotions and poor frustration toler-
ance. These may be temperamental factors, which have a genetic loading, that 
impact the development of conduct problems. Children with conduct problems also 
may have reduced cortisol activity in their brains, lower heart rates, and lower skin 
reactivity. Differences in  prefrontal cortex activity   (a part of the brain involved with 
higher order thinking and regulation of emotions) and the  amygdala   (associated 
with memory and emotional reactions) have been noted in children with ODD and 
CD. (American Psychiatric Association,  2013 ). 

 Parenting that is harsh, critical, and inconsistent can also be related to conduct 
problems in children (Kazdin,  1997 ; Okado & Bierman,  2015 ). Tolan et al. ( 2013 ) 
reported that young children who have attachments with parents that are not secure, 
experience negative parenting (with inconsistent rules and application of conse-
quences for behavior), and experience inconsistent monitoring of their well-being 
and safety are more likely to experience behavior problems. Moreover, parent–child 
relationships that do not show warmth and support, but rather hostility and a lack of 
connectedness with others may be related to diffi culties in functioning. A lack of 
warmth and hostility in families can be signifi cant in children with CD. In fact, 
experts for the DSM-5 reported that a host of family risk factors for CD include but 
are not limited to, “parental rejection and neglect, harsh discipline, physical or sex-
ual abuse, lack of supervision, early institutional living, frequent changes of care-
givers, etc.” (American Psychiatric Association,  2013 , p. 473). Children with CD 
can grow up to have signifi cant problems, including problems with the criminal 
justice system and issues with substance use and addictive disorders. There is a 
chance that children with CD can grow up to display  Antisocial Personality Disorder  , 
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but this is not a given (i.e., not a certain outcome) if a child is diagnosed with CD. 
 Antisocial Personality Disorder   has been considered sociopathy or psychopathy, 
which is distinguished by a lack of regard for rights of others and social rules. In the 
current diagnostic manual, Antisocial Personality Disorder is defi ned, in part, as a, 
“persistent pattern of disregard for the and violation of the rights of others, occur-
ring since age 15 years…” (American Psychiatric Association,  2013 , p. 659).  

    Impact on Children 

 Wu et al. ( 2015 ) highlighted two features of conduct problems, including consistent 
rule-breaking and aggression. Wu et al. ( 2015 ) described children with CD as hav-
ing quick and angry tempers and mentioned that children with conduct problems 
break rules and do not take responsibility for their negative behaviors. They may 
tend to blame the victim in situations where one child is aggressive toward another. 
Wu et al. mentioned that children with conduct problems who exhibit aggression 
and the other aforementioned problems may have poorer outcomes. They may con-
tinue to display aggressive behaviors and a lack of responsiveness to rules and social 
customs. As one can imagine, conduct problems in children have a signifi cant 
impact on their lives. These problems cause isolation and are associated with a host 
of other emotional and behavioral problems. These diagnoses can include internal-
izing problems, such as bipolar disorder, depression, and anxiety, as well as learning 
problems, intellectual disability, intermittent explosive disorder, and mood dysregu-
lation. Conduct problems are very commonly diagnosed with  Attention-Defi cit 
Hyperactivity Disorder      (Andrade & Tannock,  2012 ). Children with conduct prob-
lems have poor social abilities and may not have many friends (Andrade & Tannock, 
 2012 ; Olson, Lopez-Duran, Lunkenheimer, Chang, & Sameroff,  2011 ). Children 
with CD and ODD can experience isolation. They may have signifi cant diffi culty 
regulating their emotional reactions, which can contribute to diffi culties with peers 
and adults as well (Havighurst et al.,  2015 ). Eisenberg et al. ( 2005 ) proposed that 
children who experience risk for development of conduct problems are more likely 
to react negatively in emotional situations. They are expressing more negative emo-
tions and reacting more negatively, which can further isolate them. Children with 
signifi cant conduct problems may be at risk for long-term negative behaviors, such 
as hostility, aggression, rule-breaking, lying, and stealing. These behaviors may be 
related to psychiatric problems and a lack of positive relationships with peers and 
adults. Long-term risk for substance use, psychiatric disorders (including  antisocial 
personality disorder  ), and poor relationships and school and work adjustment 
may result (Maughan & Rutter,  2001 ). 

  Argument for Subgroups . In a review article, in the  Psychological Bulletin , Frick, Ray, 
Thornton, and Kahn ( 2013 ) proposed that there is a subgroup of children with conduct 
problems, who exhibit callous and unemotional traits. Children in this subgroup were 
at heightened risk for long-term psychosocial problems and problems relating to 
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others. Frick et al. mentioned that those studying conduct problems in children and 
adolescents need to begin to think about subgroups of children with conduct prob-
lems. Groups could be determined by the severity of the problems they exhibited as 
they aged. Those children with CD and callous and unemotional behaviors were at 
risk for long-term conduct problems. Children with these traits also exhibited cortical 
differences—that is differences in gray matter in the brain—in some studies. These 
cortical differences could also be responsible for some children’s “ hyporespon-
siveness  ” to emotional stimuli.  Hyporesponsiveness   means that children are under-
responsive to stimulation. They often are taking risks and seeking thrills to gain more 
stimulation. Frick, Ray, Thornton, and Kahn ( 2013 ) further distinguished this sub-
group of children as having higher to highest levels of defi cits in responding to pun-
ishment, insensitive to fear expressed by others, and thrill- seeking. Because children 
in this subgroup may exhibit these issues when they are very young, they may not 
develop conscientiousness. Although children with more severe problems could have 
a more bleak long-term prognosis, Frick et al. ( 2013 ) cautioned that positive out-
comes could occur for children who were callous and unemotional. They proposed 
that children with the aforementioned symptoms and more severe externalizing prob-
lems needed referral to intensive, long-term intervention programs. 

 Frick et al. ( 2013 ) proposed that there was another group that did not exhibit 
callousness. Children with conduct problems in this group were likely to feel anxiety 
and worry over the plight of others. Frick et al. speculated that these children were 
more likely to have learned to exhibit conduct problems after experiencing harsh 
and inconsistent caregiving. Youth in this group also might exhibit defi cits in verbal 
abilities. Although more information is needed to determine if subgroups exist, it is 
evident that those children with more severe symptoms, who do not care for the 
welfare of others, and who do not respond much to punishment are more likely to 
experience poor outcomes.  

    Assessment 

 There are several questions to ask to determine whether children and parents endorse 
 symptoms   of CD. Questions to ask include: (1) I take/steal things that don’t belong 
to me, (2) I tell lies, (3) I fi ght and hit other children a lot, (4) I start fi res, (5) I hit 
and yell at Mommy and Daddy, (6) I like to break rules, (7) I break or ruin other 
kids’ and my family’s things, and (8) I hurt animals (Kim-Cohen et al.,  2005 ). 
Duncombe, Havinghurst, Holland, and Frankling ( 2012 ) developed a screening 
assessment tool for parents and teachers to complete that may assist health educa-
tors in making referrals for children who are exhibiting conduct problems. Parents 
and teachers complete seven questions assessing a child’s: (1) attention, (2) fi ghting 
and bullying, (3) friendship skills, (4) impulsivity, (5) temper, (6) arguing, and (7) 
rule-breaking. Children’s behaviors are rated on a 5-point scale from “0” never to 
“4” almost always. Some might argue that self-report could be biased and that 
health professionals should observe children’s behaviors in the home and school 
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settings to have an accurate assessment of the child’s functioning. If two informants 
are used, the types of questions outlined in this assessment section can yield valu-
able information, because children with severe conduct problems will exhibit the 
types of behaviors that are “very noticeable.” 

 CD can be assessed in preschool. Early identifi cation may offer opportunities to 
“turn around” problem behaviors. Questions assessing aggression toward peers and 
small animals can be useful. Moreover, questions examining  impulsivity      and the 
child’s ability to follow rules and instructions are appropriate. In addition, learning 
whether the child can regulate his or her emotional reactions will provide other 
important information.  

    Management 

 There are several treatments that are effective in improving behavioral, social, and 
emotional functioning of children with conduct problems. For instance,  problem- 
solving training   is an effective treatment for children with CD. Children learn step- 
by- step processes for solving problems, and often use role play, with trained 
therapists coaching them, to learn how to control angry reactions and solve prob-
lems in positive ways. Problem-solving programs usually involve brainstorming to 
solve problems with “checking” to make sure that the problem-solving approach 
worked. In order to begin to learn a problem-solving approach, the child and his or 
her coach (a trained educator or therapist) typically develop two or three acceptable 
plans to solve a hypothetical social or behavioral problem. Then, they select a best 
course of action and it is implemented. The child then checks the results of the 
problem-solving plan to see if it was successful. If the approach was not successful, 
the child needs to problem-solve again or try another plan. The child needs to imple-
ment plan two and again check for its success. Due to their  impulsivity   and seeing 
hostility in others, children with conduct problems do not always select a  prosocial   
solution or try to fi nd another solution if their fi rst one did not work. Children with 
conduct problems may need additional practice, using role plays, to learn problem- 
solving steps. They may need behavior charts with rewards and contracts, which are 
monitored by adults with knowledge of children’s behavioral goals to ensure that 
they use problem-solving steps. 

 Children with CD may benefi t from participating in anger management groups 
or individual counseling (Powell et al.,  2011 ). Therapy goals, in addition to using 
role plays to learn positive behaviors, may include activities to ensure that children 
are more aware of their emotions and learn anger management skills. Children with 
conduct problems may tend to react aggressively and strongly and thus learning 
their “ anger triggers  ” or cues that signal that they are going to become angry can be 
very important. Children need to learn their cues for anger and aggressive behav-
iors, and then need to learn to calm themselves, using relaxation or positive self-
talk, and then implement problem-solving skills. Individual therapy sessions or 
groups are avenues for learning about personal triggers and emotional regulation 
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and problem-solving skills. Children with conduct problems also may need to learn 
perspective-taking skills, where they practice thinking how the other person may 
feel and thinking how their actions may infl uence others. This may be especially 
important if the child has relatively weaker skills for being empathic and for a child 
who may be unemotional or callous. 

 Parent training is another critical component for management of conduct prob-
lems in children. Parents may need training because they are inconsistent in their 
discipline or ineffective in using appropriate behavior management strategies with 
their child (Patterson & Stouthamer-Loeber,  1984 ). Webster-Stratton’s Incredible 
Years, for example, is built on a parent-training component where parents watch 
videos to learn how to use praise and rewards and avoid harsh and critical parenting 
(Webster-Stratton, Reid, & Hammond,  2004 ). In training sessions, parents also learn 
to use appropriate consequences, such as loss of privileges or time-out, if the child is 
misbehaving. For time-out, a child is placed in a chair for 1 min for each year of age. 
After a period of quietly sitting (parents are not to talk back and forth with the child 
while he or she is in time-out), then the child can resume activities. The boredom 
associated with time-out or withdrawal from doing fun things and from attention is a 
consequence for the child. Response cost is another term for loss of privileges or loss 
of being able to participate in a valued activity. A response cost is an alternative to 
using time-out. A response cost needs to be clearly specifi ed at a time when the child 
and parent are calm. During this “meeting” the parent can explain the one or two 
behaviors that will result in a response cost. For example, “if you hit your brother or 
sister, then you will lose 20 min of computer time.” It is important to try not to take 
all privileges away from the child, because this can be very disheartening and some 
children may behave badly if all privileges are taken away for long periods of time. 
Making sure that the punishment is fair, in terms of actually being a cost and ensuring 
that the penalty is not too stiff, is part of the art of parenting. 

  Modeling appropriate behaviors      through role play activities and when there are 
“teachable moments” during daily activities is another assignment for parents. 
Children “learn what they live” and opportunities arise for modeling positive behav-
iors during daily interactions. Involving children in groups and clubs with positive 
peer and adult role models can be avenues for fi nding positive role models for chil-
dren. Role plays, in which specifi c prosocial scripts are reviewed, are other ways to 
“practice” positive social routines with a child. Developing a list of problem situa-
tions and then reviewing successful behaviors with a child through role play several 
times a week are a possible homework assignment for parents working with their 
child to improve negative  behaviors  . 

 Children with conduct problems may have diffi culty monitoring the appropriate-
ness of their own behavior. They may need to learn self-monitoring skills and posi-
tive self-talk for working out aggressive or negative reactions. The child needs to 
learn to “watch” or monitor his or her own behavior to ensure that he or she is stop-
ping to think about positive responses. The child needs to talk him- or herself 
through a series of positive actions and then praise him- or herself for positive 
behaviors. The child may not do this on his or her own. The parent can be taught to 
model this behavior for the child and practice it with him or her on a regular basis. 
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The child also may benefi t from having a reward chart where he or she earns stickers, 
which lead to treats and rewards, for those times that the child engages in 
 self- monitoring. Parents need to ensure that the positive self-talk resulted in a 
positive outcome. Self-monitoring also can be used to control negative behaviors. 
Thus, a child can be self-monitoring to praise him- or herself for not behaving nega-
tively toward others. A child is then rewarded for an absence of negative behaviors. 
Although this can seem like a “bribe” to some parents, it is important to explain that 
providing a reward for self-control and positive self-talk is a way to show children 
how important the behavior is to parents and a mechanism to help them pay atten-
tion to what they are doing. Rewards can be small, but it is important to ensure that 
the rewards are meaningful to the child. 

 Other skills are taught in parent training. Two of these skills are  shaping appro-
priate behavior   s   and  teaching anger management skills   (e.g., expressing feelings 
and learning to control impulsive responding). In shaping of appropriate behaviors, 
parents are taught to model appropriate behaviors and reward children’s approxima-
tions (small steps) toward a desired behavior. In terms of friendship skills, a fi rst 
step might be to teach a child to greet another child. After the child has practiced the 
behavior, then the parent should praise and reward the child for his or her effort. If 
the child gains this skill, then a possible next step is to reward a child for learning 
how to ask to join in play with other children. Another goal might be working with 
a child to take turns in conversations with others. In a step-by-step process, each 
goal or task is broken into smaller, more manageable “chunks” of behavior and the 
child is praised or rewarded for mastery of each step in the chain of behaviors. In the 
long run, the child is learning better friendship skills, one skill at a time. 

 Another component of parent training might be teaching contingency contract-
ing with an older child. This is a behavioral contract that “spells out” the desired 
behavior for a child. The child agrees to exhibit a behavior in return for a privilege 
or reward. At times the child signs the contract and at other times verbally agrees to 
the contract. There may often be consequences for misbehavior recorded in the 
contract. Contingency contracts may work better if they are specifi c in nature, spell-
ing out the steps of the desired behavior in very clear language. Contingency con-
tracting may be an effective tool if applied consistently without adopting a harsh or 
punitive attitude toward the child. Consequences need to be used consistently and 
fairly with children who have conduct problems. 

 Parents are also taught to spend time in child-directed play with their child, 
where the child is leading play and parents are supporting the child in his or her 
activities. This can be called “ positive time  .” This time can help to “break up” the 
negative cycle of interactions that are occurring between a parent and child. Behavior 
can move in cycles and parents and children may be trading negative behaviors 
(Patterson,  1982 ). Accordingly, it may be child negative behaviors are infl uencing 
parent reactions in a negative manner. Although parents may be harsh with the 
child, it also is the case that the child’s own negative behaviors bring out a harsh 
reaction in the parent. This bidirectional infl uence could play a role in the negative 
parent–child relationship cycle. Positive time with the child is on the child’s own 
terms and the parent acts more like a sportscaster, talking about what the child is 
doing during play. The child selects the activities and as long as the child is not 
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aggressive or hurting people or property, the child continues to direct play and the 
interaction. The parent’s role becomes more positive, rather than directive, during 
child-directed play sessions. These sessions can be short (10 min per day), but 
should occur consistently or routinely. Hawes, Price, and Dadds ( 2014 ) recom-
mended that children and parents also engage in eye contact. They reported that 
reciprocal eye contact can promote emotional awareness and awareness of the other 
person in interactions. Hawes et al. emphasized parent–child engagement as key 
method for improving emotional connectivity of the child. 

 Furthermore, it is important to remember that child negative behaviors also can 
impact how parents react to their child. Thus, it is realistic to think that parent 
behavior could be infl uencing the child and child conduct problems could be infl u-
encing parent behaviors and this bidirectional infl uence could also play a role in the 
development of conduct problems displayed by young children. 

 Powell et al. ( 2011 ) examined teacher training to promote effective child behav-
ior in school settings. With the exception of child-directed play, they recommended 
many of the principles mentioned in the preceding paragraphs can be applied at 
school. They recommended providing teacher training in the use of praise and 
rewards to help children learn positive behaviors and use self-control (e.g.,  self- 
control techniques   involve breathing, relaxation, and positive self-talk to inhibit 
aggressive responses). They recommended the use of positive goal-setting with 
child monitoring (using monitoring charts can be helpful) to assist in teaching the 
child to monitor his or her own behaviors and begin to learn self-control. 

 Early intervention, in the preschool years, may prevent behavior problems in later 
years. Selecting children in the top 5 % of problem behaviors that involve aggression 
toward others and rule-breaking in the preschool period may yield an appropriate 
sample for intervention programs that target parent and teacher training in contin-
gency management where adults learn the use of rewards, loss of privileges, and 
consequences and learn ways to consistently apply rules to help a young child  improve   
his or her behaviors. Teachers and parents also may need to learn how to “tune in” to 
a child’s emotional reactions and teach him or her to regulate emotions and learn rou-
tines for solving social and other behavioral problems in positive ways.  

    Medications 

 Wu et al. ( 2015 ) reviewed  pharmacological treatments   for conduct problems. 
The cursory review in this paragraph is very general, and professionals working 
with children with CD should consult child psychiatrists to learn more about medi-
cation management. Wu et al. mentioned several medications that were successful 
in reducing aggressive behaviors exhibited by children with CD. Antipsychotic 
medications, such as  thioridazine  , have reduced aggression. However, these types of 
medications can cause motor movements and impact motor behaviors. Wu et al. 
reported that nontraditional antipsychotic medications, like risperidone, can reduce 
children’s aggressive behaviors, without as signifi cant of effects on motor 
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symptoms. Stimulant medications, such as those used to treat  Attention-Defi cit 
Hyperactivity Disorder  , may also have a positive infl uence on children’s behaviors. 
Antihypertensive medications, most notably clonidine, have been used to treat 
children with CD. This drug can have a positive impact on behaviors, but has side 
effects such as drowsiness, weakness, and constipation. Although medication 
management is a helpful tool in the treatment of CD, a thorough evaluation of the 
child’s functioning is needed. In the long run, combined medication and behavioral/
psychological treatments are frontline interventions for children with CD.  

    Psychosocial Functioning 

 Children who have conduct problems can be very aggressive (Okado & Bierman, 
 2015 ). Young children who are very aggressive and cannot regulate their mood, 
especially in terms of reacting in anger or aggressively toward others, may be at risk 
for conduct problems as they age (Okado & Bierman,  2015 ). Children with CD can 
be cruel to peers and adults. They can be described as lacking feelings for others and 
not caring for the well-being of others (Blair et al.,  2014 ). Children with  emotional 
dysregulation and aggression   are likely to face peer rejection and diffi culty forming 
positive social relationships. As mentioned, children with conduct problems may be 
unemotional (Frick et al.,  2013 ). Hawes, Price, and Dadds ( 2014 ) mentioned that 
 callous and unemotional traits   (i.e., limited prosocial emotions) are a hallmark fea-
ture of this diagnosis. Consequently, children with conduct problems might not 
respond or respond very minimally to distress in other individuals. They may be 
overly sensitive to threat in the behavior of others and see aggression and hostility 
in others’ behaviors, even if the behaviors were not intended to be aggressive. This 
may cause children to quickly respond to events that most would consider as being 
“neutral” in terms of their meaning in a hostile or aggressive manner. If CD persists 
from the childhood years, then the youth is at risk for substance abuse problems, 
truancy, and criminal behaviors (e.g., stealing; Blair et al.). 

 When CD is left untreated or if the child is unresponsive to treatment, psychiatric 
problems in adulthood are possible (Hawes et al.,  2014 ). Rouquette et al. ( 2014 ) 
found an association between conduct problems in children involving aggression, 
oppositional and defi ant behavior, hyperactivity, fearfulness and feelings of help-
lessness and having a diagnosis of CD in adolescence. More research into the link 
between feelings of helplessness and fear and conduct problems will be needed, 
because these types of behaviors are not always synonymous with conduct prob-
lems in other studies. It may be that overly harsh parenting, a lack of emotional 
connection with others, and seeing the world as a hostile place lead to feelings of 
fear and helplessness. These types of feelings could lead to more aggressive 
behaviors. This idea is speculative, and needs to be explored in future longitudinal 
studies assessing children’s psychological functioning and feelings and reactions 
over extended periods of time. 
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 There may be a physiological explanation related to the diagnosis of CD, 
especially in boys. Herpertz et al. ( 2005 ) found that autonomic responsiveness to 
stimuli that might be expected to cause a positive or negative emotional  reaction   
was very low in boys with CD. They concluded that boys with CD were very low in 
physiological responsiveness (e.g., heart rate) to stimuli that might be expected to 
cause physiological arousal in children without this diagnosis. If boys with conduct 
problems are under-reactive and they react less to emotion-provoking stimuli, this 
may be why they are considered unemotional or callous. Youth who are under- 
responsive may seek stimulation or tolerate high stimulation experiences at a differ-
ent level than children with what might be considered a more normal physiological 
reaction to fear-producing stimuli. This phenomenon needs to be studied in depth as 
many of the participants had other diagnoses, and studies with girls are needed. 
However, it provides an intriguing consideration for some of the behaviors dis-
played by males diagnosed with conduct problems. 

 Children with conduct problems may attribute hostile intentions to others’ behav-
iors (Powell et al.,  2011 ). Dodge ( 1980 ) is one of the fi rst researchers to discuss this 
 hostile attribution      bias. In his experiments, Dodge showed that children who were 
classifi ed as being aggressive were more likely to attribute hostile intentions to 
another child’s behavior in ambiguous situations. This was especially true if the out-
come of the ambiguous situation was negative for a character described in the situa-
tion. The ideas of a hostile attribution bias became a cornerstone of understanding 
aggressive behaviors for years. Children with conduct problems are defi cient in skills 
for emotional regulation and understanding emotions in social exchanges, which 
makes teaching them social problem solving very important. 

 Parent discipline may be inconsistent and harsh (Kazdin,  1997 ; Kim-Cohen 
et al.,  2005 ). Parents can display less warmth (hostile parenting may occur) and 
more inconsistent levels of punishment, but this pattern of behavior may not directly 
infl uence conduct problems (Okado & Bierman,  2015 ). Furthermore, parents can 
have a history of psychiatric problems or criminality (Powell et al.,  2011 ). Negative 
behaviors related to psychiatric instability may also infl uence an inconsistent par-
enting style and can be related to attachment diffi culties between the parent and 
child. It may be that parents have no role models for positive parenting skills and 
learning these skills can help them teach their child how to behave.  

    Interventions 

 Several training programs, which involve a parent training component, are reviewed 
in this section of the chapter. There are many effective training programs for par-
ents, which are combined with child and school interventions. The reader is guided 
to an expert review by Furlong et al. ( 2013 ). This review is a Cochrane Review 
and these reviews are very useful and typically present information on  evidence-
based interventions  . The interventions presented in this section have a heavy 
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parent- training component and the articles are centered on early intervention. 
Early intervention, in the preschool years, is recommended by experts (Kim- Cohen 
et al.,  2005 ). 

 The Conduct Problems Prevention Research Group ( 2011 ) examined outcomes 
for the  Fast Track Intervention     . Children at high risk for conduct problems were 
identifi ed in kindergarten and followed from 3rd through 12th grade. These children 
were diagnosed with a variety of externalizing disorders including  Attention-Defi cit 
Hyperactivity Disorder  ,  ODD     , CD, and other externalizing problems (e.g., Disruptive 
Behavior Disorder). Parents participated in behavior management training (there 
were also home visits) and children learned problem-solving and social skills (par-
ticipation in friendship groups). In addition, classroom behavior and academic skills 
training were provided. Children participating in the intervention have exhibited 
more positive behaviors and fewer negative behaviors, such as aggressive behaviors. 
Children who were assigned to treatment were less likely to be diagnosed with CD 
or ODD over time. These results are important, because they show that the trajectory 
toward negative and conduct problems can be turned around in a positive direction. 

 The  Incredible Years Program      can be used with very young children. This pro-
gram was developed by Webster-Stratton to treat conduct problems in preschool- age 
children (e.g., Webster-Stratton et al.,  2004 ). Posthumus, Raaijmakers, Maassen, Van 
Engeland, and Matthys ( 2012 ) provided a summary of the Incredible Years Program 
(more information is available at   http://incredibleyears.com/    , accessed January 2, 
2016). This program provides parent training through observation and discussion of 
parent–child interactions presented on videotape. A group leader discusses appropri-
ate parenting practice such as use of praise, rewards, child-directed play (the child 
directs the play interaction with the parent), limit-setting, handling misbehavior, 
and how to use positive and consistent guidelines with children. There also is an 
advanced component to this program which involves more information about com-
munication skills and how to problem-solve. In addition, Webster- Stratton and Reid 
( 2010 ) mentioned that including a teacher training component as part of the  Incredible 
Years program  ming can assist in teachers in working with children to use encourage-
ment, incentives (rewards), and support child emotion- regulation, social skills devel-
opment, and problem-solving skills development in the school setting. 

 Posthumus, Raaijmakers, Maassen, Van Engeland, and Matthys ( 2012 ) exam-
ined the effectiveness of the Incredible Years Program with a sample of preschool- 
age children (4 years) from the Netherlands. Parents met with experts and watched 
over 200 videotaped interactions of parent–child interactions. There was a control 
group, but this was not a randomly assigned group. The children also were display-
ing aggression. Child progress was assessed using parent report on surveys and 
observations of videotapes of parent–child interactions in the home. Results indi-
cated that parents were less critical (using lower levels of critical statements with 
their child) after participating in treatment and the results “held” in a 2-year follow-
 up study. Parent use of praise was improved after the intervention ended; however, 
this gain was not maintained at the 2-year follow-up assessment. Posthumus et al. 
reported that parent behavior had a strong impact on children over time for parents 
who received treatment. Conversely, child behavior did not continue to exert a 
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strong impact on parent behavior. This could be an important fi nding, because 
parents could be continuing to positively infl uence the child and could have acquired 
skills to help them stop or reduce their critical and harsh reactions to child misbe-
havior. This could mean that the harsh cycle of negative behaviors between the 
parent and child was disrupted. Posthumus et al. mentioned that the Incredible 
Years Program is effective in reducing problem behavior in young children. Thus, 
the Incredible Years Program had a positive impact, but more research is needed to 
determine if this program actually helps to prevent CD from developing. 

 Hutchings et al. ( 2007 ) examined the infl uence of the  Incredible Years Program      
in a large-scale trial in England, with preschoolers. They used parent report of 
behavioral progress and observations in the home to record child progress in chang-
ing disruptive behaviors. Children showed reductions in disruptive and hyperactive 
behaviors. Parents reported greater competence in their parenting skills. Hutchings 
et al. recommended that in the future researchers should examine the fi delity with 
which the program was delivered. This means examining whether the intervention 
programs was delivered according to the steps outlined in the manual. 

 Havighurst et al. ( 2015 ) examined the effectiveness of an  emotion-focused coping 
program   for elementary school-aged children with behavior problems and their care-
givers. They intervened with children, in kindergarten through third grade (5–9 years 
of age), who were in the top 8 % in terms of displaying disruptive behavior problems. 
Their goal was to teach children appropriate skills before behavior problems strength-
ened in intensity. They used the Turning In To Kids Program; this program is ori-
ented toward emotions and problem-solving. The Turning In To Kids Program 
teaches parents to help the child recognize and understand his or her emotional expe-
rience and teach the child problem-solving skills. The child learned to regulate his or 
her emotions and implement appropriate behaviors. There was a child, parent train-
ing, and school component. Children learned emotional competence and problem-
solved different social situations in small groups. Teachers learned a curriculum that 
emphasized social problem-solving, self-control, and emotional coping. Parents 
learned similar skills. Children who participated in the intervention showed improve-
ments in their abilities to understand others’ emotions.  

    Roles for Health Educators 

 Health educators have varied roles to play in the care of children with conduct 
problems, depending on their training and their areas of expertise. If the child has 
more severe problems, then specialized training would probably be needed to pro-
vide services. Training in setting limits and safety training (training focusing on 
keeping the child and professional safe if the child is aggressive) are necessary for 
those who desire to help children with severe conduct problems on special inpatient 
units. A long course of treatment with therapeutic aftercare in group home settings 
may be necessary for children with severe conduct problems. Learning to follow 
rules, respect others’ personal boundaries, and follow rules would be a few of the 
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skills the health educator would need to implement in inpatient and group home 
settings. The health educator or counselor would benefi t from receiving specialty 
training in parent training programs for children with disruptive and oppositional 
behaviors. The health educator or counselor would need to gain knowledge about 
teaching parents how to set limits, give clear instructions, establish and remain con-
sistent about consequences, and use rewards and praise appropriately. Teaching par-
ents about steps for shaping positive behaviors and steps for problem-solving with 
the child would be important skills to teach parents. When children are younger, 
working on eye contact could be another component of parent training. The health 
educator or counselor would need similar knowledge of behavior management 
skills and teaching social skills and problem-solving when working with teachers 
and other school staff. Interventions with children who have conduct problems are 
often intensive and long term. The health educator needs to care for his or her own 
mental, physical, and spiritual health in order to “go the distance” in terms of con-
tinuing with treatment.  

     Case Study   

 Larry was an elementary student who was referred to the school mental health coun-
selor for cutting a girl’s pigtail with his scissors. His teacher was very upset. She 
reported that Larry had problems getting along with the other boys and girls. He was 
frequently in fi ghts with other boys and girls on the playground and in the neighbor-
hood. She also stated that he never completed his homework and tended to make 
noise and talk with others, disrupting the classroom and making it diffi cult for the 
other children to complete their work. He tended to argue with the teacher, which 
she described as “talking back and being rude and disrespectful to adults.” Larry’s 
teacher had been having diffi culty reaching his grandmother, who was his legal 
guardian. His mother was using drugs and the family did not know where she was. 
There was not information on Larry’s father, and Larry had never met him. 

 The school counselor was able to reach Larry’s grandmother for an interview. 
His grandmother provided consent for the counselor to work with Larry. At her 
interview, Larry’s grandmother appeared distraught and said she was unsure of how 
to help Larry. She admitted that Larry was very diffi cult to manage at home. In fact, 
she reported that she had given up trying to teach Larry how to behave. He was very 
rough with his siblings, bruising them and pulling their hair (his grandmother 
reported that his siblings had bald spots). She mentioned that Larry had almost set 
the house on fi re while rewiring the toaster for an “experiment.” He also experi-
mented with cats in the neighborhood, pulling out their hair. His grandmother said 
that she had questioned Larry about the cats, but did not receive clear information 
about why he was harming them. His grandmother said, “I feel like I need to sleep 
with one eye open with Larry. I never know what he will do next and I don’t think 
he cares for the feelings of others.” 

 At his interview, Larry seemed somewhat detached and uncaring. He showed no 
emotion and never reported feelings of caring of others. Larry stated that he cut the 
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girl’s pigtail to test how sharp his scissors were. When asked about his friendships 
at school Larry replied, “They all know that I am the toughest kid in this school and 
I rule.” Larry said he liked to rule others in his gang in the neighborhood, which he 
created. Larry said he created the “Rule Gang to be like the guys who have gangs in 
L.A. (Los Angeles).” When asked about his experiment with the toaster, Larry 
stated that he wanted to see if he could create fi re. He reported that he and members 
of his school gang often met after school to try to start fi res in the woods nearby the 
school. Larry admitted that he liked hurting cats. As far as his brothers and sisters, 
Larry said that he hurt them and did not really care about it. 

 The school  counselor   was alarmed at Larry’s lack of feeling for other children 
and small animals. Larry did not feel he had to follow rules. He did not show empa-
thy for others and appeared callous and unemotional. Larry did not appear to be 
forming close, loving relationships with any adults or children in his life. The coun-
selor called a nearby children’s mental health center with an inpatient unit. The 
counselor arranged an intake meeting with Larry and his grandmother. The school 
social worker arranged for a taxi to transport Larry and his grandmother to the men-
tal health center. 

 At the intake session at the inpatient center, Larry admitted to killing a small cat 
to see what this felt like. He admitted to stealing money from his grandmother’s 
wallet. Larry showed no remorse for harming others and stealing. He admitted to 
setting fi res. He said he had rewired the toaster at home to turn it into a fi re machine, 
because he wanted to try setting the house on fi re. Larry admitted to setting many 
small fi res in the woods and in his neighborhood. 

 Larry’s grandmother cried during most of the interview. She said that, “I can’t 
handle Larry, and his little sisters are so afraid of him. He hurts them every week 
and they have bruises and bald spots.” Larry did not have any relatives who were 
willing for him to live with them. They had known of his aggressive and harmful 
behaviors and felt that he would harm others in their family. His mother could not 
be located. Larry’s grandmother reported she did not want custody of Larry any-
more and repeated that our family “can’t handle him.” 

 Larry was remanded to custody of the state and referred for an inpatient hospital 
stay. During this stay he participated in intensive therapy, group counseling, and 
was followed by a psychiatrist. His placement was at a juvenile center with other 
boys who had conduct problems. Treatment in this setting involved a great deal of 
supervision and structure. Children received rewards and privileges for appropriate 
behavior. They participated in daily group counseling and had their own individual 
counseling sessions. They were followed by a child psychiatrist. After completing 
his inpatient stay, he was going to be discharged to a therapeutic group  home  .  

    Summary 

 This chapter presented a brief overview of conduct problems in children. Behaviors 
that are disruptive to a signifi cant degree, exemplify a marked disregard for social 
rules, and are aggressive can indicate serous conduct problems. For young children, 
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parent interventions aimed at improving child social behavior and reducing negative 
behaviors (e.g., impulsivity, aggressiveness, and rule-breaking) may have an impact 
and reduce the chance that serious behavior problems will persist. Child training is 
important in order for children to learn social problem-solving skills and receive train-
ing to improve emotion regulation and friendship skills. Children need to learn to curb 
aggressive and hostile reactions. School-based training for teachers can be a critical 
component of an intervention program. There are many interventions, and those inter-
ventions that were presented in this chapter offer a brief glimpse of some of these 
effective interventions. Interested readers are encouraged to receive additional train-
ing and practice under supervision of experts in the fi eld to gain experience in the 
treatment of conduct problems. Reduction in conduct problems can improve function-
ing of children, reduce school failure, and address patterns of aggression and rule-
breaking behaviors that involve signifi cant problems in social settings. 

  Exercises/Review Questions 

     1.    What are key questions for assessment of conduct problems in children?   
   2.    Is a genetic or environmental explanation more appropriate (or perhaps neither 

one) for the development of CD in children?   
   3.    What is a hostile attribution bias? How could this be problematic in young chil-

dren’s peer interactions?   
   4.    Search the internet for information about the Incredible Years Program. If you 

were running a community mental health center, would training in this program 
be benefi cial for counselors in your program? Please provide details related to 
your opinion about this program.   

   5.    What types of interventions would you focus on, if you were asked to develop a 
teacher training program for children with conduct problems? Please use the inter-
net to search for ideas in addition to utilizing information presented in this chapter.      

  Key Concepts 

    Oppositional defi ant disorder  
  Conduct disorder  
  Prosocial behaviors  
  Callous and unemotional traits  
  Problem-solving approach to working with children with conduct disorders  
  Modeling appropriate behaviors  
  Shaping appropriate behaviors  
  Hostile attributions toward others’ behaviors  
  Fast Track Intervention  
  Positive time with children  
  Incredible Years Program  
  Turning to Kids Program         
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