May Britt Drugli

Young children treated
because of 0DD/CD:

conduct problems and social
competence in day-care

and school settings

Thesis for the degree philosophiae doctor
Trondheim, December 2006

Norwegian University of Science and Technology
Faculty of Medicine

Department of Neuroscience

Regional Centre for Child and Adolescent Mental Health

@ NTNU

Innovation and Creativity



NTNU
Norwegian University of Science and Technology

Thesis for the degree philosophiae doctor

Faculty of Medicine

Department of Neuroscience

Regional Centre for Child and Adolescent Mental Health
© May Britt Drugli

ISBN 978-82-471-0167-4 (printed version)

ISBN 978-82-471-0170-4 (electronic version)

ISSN 1503-8181

Doctoral theses at NTNU, 2007:8

Printed by NTNU-trykk



Young children treated because of ODD/CD:

conduct problems and social competencies in day-care and school settings

May Britt Drugli

Norwegian University of Science and Technology
Faculty of Medicine
Department of Neuroscience,

Regional Centre for Child and Adolescent Mental Health






CONTENTS

1 Acknowledgements
2 List of papers
3 Abbreviations
4 Summary
5 Introduction
5.1  Common developmental problems?
5.2  Etiology
5.2.1 Individual risk factors
5.2.2 Parenting
5.2.3 Context
5.3 ODD and CD diagnoses
5.3.1 Diagnostic criteria
5.3.2 Prevalence
5.3.3 Sexand age trends
5.3.4 Comorbidity
5.4  Conduct problems in day-care/school and pervasive
conduct problems
5.5  Conduct problems, peers and social competence
5.6 Informant source and assessment of conduct problems
5.7  Clinic-based treatment of conduct problems in young
children
5.7.1 Parent management training

5.7.2 Child treatment

Page

10
11
14
15
17
18
19
19
23
23

25

26
28

29

30
30

31



5.8

5.7.3 Generalisation of treatment effects to
the day-care/school settings

School-based treatment

Aims of the present thesis

Method

7.1

Participants

7.1.1 Participants in the qualitative study

7.2 Assessments
7.2.1. Home-based problems
7.2.2. Day-care/school problems
7.3 Treatment
7.3.1 Parent training
7.3.2  Child therapy
7.3.3 Waiting list control-group
7.3.4 Strategies to promote involvement between
therapists and teachers
7.4 Assessment
7.4  Statistics
7.4.1 Qualitative interview
Results
Discussion
9.1  Strengths and limitations
9.2  Discussion of main findings

9.3

Conclusions and recommendations

32

33

34

35

35

35

37

37

38

38

38

39

39

39

39

40

41

43

49

49

50

55



10

11

References

Papers I-1V

58

71



1 Acknowledgement

The present study was carried out at the Regional Centre for Child and Adolescent Mental
Health (RBUP), Department of Neuroscience, Norwegian University of Science and
Technology (NTNU). The clinical work was conducted at the Outpatient Child and
Adolescent Psychiatric Clinics in Trondheim and Tromsg.

In particular 1 would like to thank the children, parents and teachers, who participated in
the study, for their willingness to share their experiences with us.

Furthermore, | am very indebted to my supervisors, Professor Bo Larsson and Professor
Graham Clifford. They have both been enormously supportive, caring and inspiring. Graham
Clifford was particularly helpful in lending vital assistance to the drafting of my project, and
Bo Larsson has provided invaluable guidance in the statistical analyses and in the writing of
my papers.

A number of other persons have in different ways also contributed to the present study. |
wish to express my deep appreciation to the project leader Willy Tore Marck, Sturla Fossum,
Bjorn Helge Handegaard, Per Rypdal and the therapists in the Norwegian Incredible Years
Project, as well as the research assistants, who assisted in compiling the data, and my

colleagues at RBUP for their interest and support.

| dedicate this thesis to my two daughters, Tale and Oda. | thank them for being who they are.



2 List of papers

Paper I: Drugli, M.B., Larsson, B., Clifford, G. and Fossum, S. Pervasive and nonpervasive
conduct problems in a clinic sample aged 4-8 years: child, family and day-care/school
factors. Forthcoming in Scandinavian Journal of Educational Research (2007),

http://www.tandf.co.uk/journals.

Paper Il. Drugli, M.B. and Larsson, B. Children aged 4-8 years treated with parent training
and child therapy because of conduct problems: generalisation effects to day-care and school

settings. European Child and Adolescent Psychiatry (2006), 15 (7), 392-399.

Paper I11. Drugli, M.B., Larsson, B. and Clifford, G. Changes in social competence in young
children treated because of conduct problems as viewed by multiple informants. Submitted:

European Child and Adolescent Psychiatry.

Paper IV. Drugli, M.B., Clifford, G. and Larsson, B. Teacher’s experience and management
of young children treated because of home conduct problems. A qualitative study.
Forthcoming in Scandinavian Journal of Educational Research (2007),

http://www.tandf.co.uk/journals.



3 Abbreviations

ADHD Attention Deficit/Hyperactivity Disorder

CBCL Child Behavior Checklist

CD Conduct Disorder

CT Child Terapy

DSM IV Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition
ECBI Eyberg Child Behavior Inventory

KIDDIE-SADS Schedule for Affective Disorders and Schizophrenia

INVOLVE-T Involve Teacher

LSC Child Loneliness and Dissatisfaction Questionnaire
ODD Oppositional Defiant Disorder

PBQ Preschool Behavior Questionnaire

PCOMP Parent Social Competence Scale

PPI Parent Practices Interview

PT Parent Training

RCT Randomized Controlled Trial

SCBE Social Competence and Behavior Evaluation

SD Standard Deviation

STRS Student Teacher Relationship Scale

TRF Teacher Report Form

WALLY Wally Child Social Problem-Solving Detective Game

WLC Waiting List Control



4 Summary

The main aim of the present thesis was to study conduct and social problems in day-care and
school settings in children treated with “The Incredible Years” parent training (PT) or parent
training combined with child therapy (PT+CT). One hundred and twenty-seven children were
included in a randomized controlled treatment study.

Assessment was based on multiple informants (parent, teacher and child) before and after
treatment and at a one-year follow-up. Most children from both treatment conditions showed
a positive development in regard to conduct problems and social competence at home.

Before treatment, a great proportion of the children (83%) exhibited conduct problems
both at home and in day-care/school settings, e.g. having pervasive conduct problems.
According to teacher reports, children with pervasive conduct problems also exhibited
significantly more internalizing and attention problems as well as social problems in their
relationships both with peers and teachers as compared to those with only conduct problems
at home. This finding indicates that children with pervasive conduct problems also have a
range of serious emotional and social problems associated with their conduct problems in
day-care and school. This picture was also corroborated in our qualitative study as reported in
interviews with children’s teachers in day-care and school.

Only limited positive generalisation effects to day-care and school settings were found
after treatment and at the one-year follow-up. Although the combined PT+CT treatment
approach produced somewhat more positive generalisation effects as compared to PT
treatment, most of these positive results were not maintained at the one-year follow-up.
Neither was any positive development found in regard to child social competences or peer-
interactions in day-care or school settings. In spite of reductions in child conduct problems

and enhanced social competence at home, most children still showed serious behavioral and



social problems in day-care and school after treatment, meaning that they still were at
increased risk for lasting problems throughout childhood. In spite of engaged and devoted
work evident in our qualitative study, teachers expressed difficulties providing support to
children with conduct problems, They also seemed to have limited knowledge about how to
work systematically and in cooperation with parents and other professionals with child
conduct problems in day-care and school settings.

It is concluded that broad assessment including the use of multiple informants is needed
when a child displays conduct problems. Further, it is important that generalisation effects are
examined after the use of parent treatment methods as well as development of powerful
maintenance strategies. The quality of support offered to children with conduct problems in
day care/school settings needs to be further examined. Controlled intervention studies should
be carried out in day-care and school to evaluate effects on child conduct problems in these

settings.



5 Introduction

Children with conduct problems have a long history in mental health services. Already in the
early nineteenth century, children with such problems were treated in special institutions. In
the beginning of the 20" century, child guidance clinics were established in the USA to offer
help to antisocial young people. In Scandinavia, these clinics were the precursors of regular
service offered within child psychiatric inpatient as well as outpatient clinics, and in Norway
the first child guidance clinic was established in 1947 (Sommerschild and Moe, 2005).

Children with conduct problems are still one of the main patient groups referred to child
psychiatry, accounting for about one-third to one-half of all referrals (Kazdin, 1996).
Oppositional Defiant Disorder (ODD) in preschool children and Conduct Disorder (CD) in
school-aged children constitute the most frequently diagnosed psychiatric disorders in
childhood (Essau, 2003).

In modern society, socialization of children is to a high degree shared between
parents and the pedagogical institutions, in that most children spend a lot of their time in day-
care and school settings. Back-Wicklund and Lundtrém (2003) use the term double
socialization of children indicating that both parents and day-care and school settings play an
important role in contributing to developmental processes in the child. In spite of this, the way
conduct problems in children are influenced by day-care or school factors, and how these
problems are dealt with by day-care/school personnel, is not well researched (Sgarlie, 2000).

Any child may display disruptive behaviour to some degree at specific times or in certain
settings as part of its normal development. However, when such behaviours exceed the range
of normal variation for the child’s age group in terms of frequency, pervasiveness, severity
and interference with the child’s ability to function adaptively, it becomes a clinically
significant or a social problem (Frauenglass and Routh, 1999). Children with severe

aggression and conduct problems which do not improve during the preschool period are at



increased risk for developing violent behaviours, other mental health problems, school
dropout, chemical dependency during adolescence and occupational difficulties, marital and
family problems and criminal offending as adults (Bloomquist and Schnell, 2002; Moffitt,
1993). Thus, such problems in childhood should be considered as a potential public health
problem indicating a need for increased knowledge about how they should be managed and
effective interventions should be carried out.

Most studies of treatment of children with conduct problems have been carried out in the
USA and UK, and to date very few studies have been performed in Scandinavian countries.
Because of cross-cultural variations in parental reports of behavioural problems in children,
with lower problem scores found in Swedish children as compared to those for children in
other countries (Crijnen, Achenbach and Verhulst, 1999), it is of particular interest to study
conduct problems and effects of treatment within a Norwegian context.

The main aim of the present thesis was to examine behavioral and social problems in day-
care and school settings in young children treated with “The Incredible Years” parent training

(PT) or parent training combined with child therapy (PT+CT).

5.1  Common developmental problems?

Many child behaviours can reflect symptoms of a specific disorder (i.e. not listening, being
overactive, attention problems, fighting with other children, low frustration tolerance),
exhibited by many children in specific situations or at a particular period of their
development. Common problems in childhood such as temper tantrums, defiance, separation
distress, and sleep disturbances, may result from a variety of environmental stressors or
developmental challenges, both in biologically vulnerable children and in those without
specific biological risk factors for psychopathology. The intensity of the disturbance and its

outcome will vary as a function of multiple factors in the child and the family environment



(Campbell, 2002; Sameroff, 2002). A small proportion of preschool children, those with the
most severe levels of disturbance, have a greater likelihood of having persistent conduct

problems into the school years (Campbell, 2002).

In particular, aggression is a normal and
highly frequent behaviour in developing
children at certain periods. For example,
the age of 2 has been labelled as “the
terrible two” because of the peak of
problematic behaviour and dysregulation
found in this age period in community
samples (Egger and Angold, 2006).
Connor (2002) reported that about
50% of social interchanges in nursery
schools between young children can be

viewed as disruptive or conflictual,

however, about the age of three, such

conflicts had decreased to 20%.

In preschool years, most children use aggression to obtain objects, territory or privileges from
others (instrumental aggression). Such aggression is mostly adaptive in that children learn
social skills during conflicts with peers. Between the ages of 2-4, there is a tendency for
physical aggression, such as hitting, to decrease, and verbal aggression to increase (Connor,
2002). Older children increasingly engage in person-directed, hostile, retaliatory aggression.

However, both kinds of aggression normally decrease in frequency and intensity in school-



aged children. They channel aggressive impulses and drives into more socially acceptable
activities as sports, social and academic achievement. Most children will learn to use
alternatives to physical aggression before they enter primary school, and those who do not,
seem to be at highest risk for developing more serious and violent behaviour during
adolescence and adulthood (Tremblay et al., 2004; Céte et al., 2006). Some conduct problems
such as stealing, are quite rare among young children. However, if present, they are often

indicative of a socially important problem (Connor, 2002).

Table 1. Childhood age trends in development of normative aggression (Connor, 2002, page

30).

Aspect of aggression Younger age Older age

Percent time spent in

social conflict High Low

Form of aggression Physical Verbal

Type of aggression Overt confrontation Covert and hidden

Goal of aggression Instrumental (obtaining Hostile (self-esteem
pOssessions) maintenance)

Triggers Environmental demands Social threats

Connor (2002) stated that it is important to distinguish between adaptive and maladaptive
aggression in children. One needs to know if aggression in the child occurs because of
individual psychopathology or in the service of environmental adaptation. Maladaptive
aggression tends to occur independent of a usual, definable social context, in the absence of
antecedent social cues, and occurs out of proportion to its apparent causes in intensity,

frequency, duration and severity, and does not terminate appropriately (Connor, 2002).



Further, aggression can be of overt or covert types (Connor, 2002). Overt aggression is an
openly confrontational act of physical aggression (for example, fighting, bullying, using
weapons, blaming others, screaming), while covert aggression is a hidden, furtive, clandestine
act of aggression (for example, stealing, fire setting, truancy, running away from home).
Oppositional defiant behaviour appears to lie on the midpoint of the over-covert continuum
(Connor, 2002).

A definition of a disorder in young children includes a pattern of symptoms that has been
troublesome for some time and is evident in more than one social situation, also being
relatively severe, and negatively affecting the child’s psychosocial functioning (Campbell,

2002).

5.2  Etiology
There are multiple and complex pathways to the development of conduct problems in
children. For example, twin studies have shown that genetic factors have a strong influence on
antisocial development in early childhood (Arseneault et al., 2003; Ehringer et al., 2006), and
heritability estimates of antisocial behaviour have been found to be about 50% (Moffitt,
2005). Larger estimates of genetic effects have been found for more severe than for less
severe antisocial behaviours (Connor, 2002). However, results from studies of genetically
identical monozygotic twins have also shown that each child’s unique environmental
experiences may play a casual role in the development of conduct problems (Caspi et al.,
2004). Interaction between genetic and environmental influences has been found in that
effects of environmental risk are most evident in children who are at high genetic risk (Rutter,
Moffitt and Caspi, 2006).

Development of psychopathology in children is now often described in terms of

continuous dynamic interactions between individuals and social contexts, e.g. family, day-



care, peer-group and school (Reid, Eddy, Fetrow and Stoolmiller, 1999; Sameroff, 2000).
Different combinations of risk factors are likely to converge to produce good adjustment or
disorder in each child, and to determine whether or not a problem once apparent, also persists

(Campbell, 2002).

5.2.1 Individual risk factors

Prenatal risk factors such as mothers’ adjustment, health and substance use, and genetic risk
factors may put the baby at risk for low birth weight, irritable temperament, attention
problems, social and cognitive deficits during infancy and toddlerhood, and may predict the
occurrence of later conduct problems (Granic and Patterson, 2006; Reid et al., 1999). Gender
has also been found to be an individual risk factor in that more boys than girls develop early

onset conduct problems (Alvarez and Ollendick, 2003).

Table 2. Factors associated with the development of behaviour problems in preschool-aged

children (Campbell, 2002, page 29)

Child factors development
Biological risk/vulnerability Deficits in social skills
Temperamental difficulties Family composition and interaction
High reactivity Single-parent family
High negative affect Marital discord

Limited ability to regulate arousal and  Parental psychological disorder
negative affect Parental disagreements over child rearing
Insecure attachment

Uneven or delayed cognitive



Parenting behaviour Family environment/social context

Insensitivity/unresponsiveness Low educational level
Unavailability Unemployment or underemployment
Lack of warmth and engagement Limited financial/marital resources
Limited social and/or cognitive Low social support

stimulation Inadequate institutional support
Harsh, inflexible control strategies Inadequate child care facilities

Strict physical punishment Family stress

Overly lax control strategies Neighbourhood disadvantage

Inappropriate developmental

expectations

Moffitt (2003) reported from the Dunedin study that individual risk factors that predicted life-
course-persistent conduct problems in children were undercontrolled temperament at age of 3,
neurological abnormalities and delayed motor development at age of 3, low intellectual
ability, reading difficulties and hyperactivity. Genetic risk factors are more likely to be linked
to conduct problems with early onset, antisocial behaviour over time and across settings,
impulsive aggression, severe and early onset of alcohol and substance use, and a positive

family history of antisocial behaviour and substance use (Pliszka, 1999; Moffitt, 2003).

5.2.2 Parenting and family risk factors

During infancy and early childhood, the most proximal antecedents of conduct problems have
been found within the interaction between the child and its parents in home settings (Reid et
al., 1999). Children with genetic or prenatal risk factors usually present challenges more than

usual to parents and their parenting skills. If special needs of the child are not met by



constructive parenting, conduct problems in the child will often escalate over time and
parenting style will be less adequate and more negative. Negative parenting is characterized
by insensitivity/unresponsiveness, unavailability, lack of warmth and engagement, limited
social and/or cognitive stimulation, harsh, inflexible control strategies, strict physical
punishment, overly lax control strategies and inappropriate developmental expectations
(Campbell, 2002).

Attachment processes are believed to influence the risk of young children’s disruptive
behaviours in several ways (Speltz, DeKlyen and Greenberg, 1999). In relationship with
parents, the child develops generalized expectations on how it will be met in interactions with
other persons. Attachment history seems to operate as a risk or protective factor influencing
child behaviour in the context of other risk factors. Avoidant, insecure attachment combined
with high levels of infant negativity has been found to be associated with stable disruptive
problem trajectory starting early in childhood, whereas secure attached children with the same
risk status did not show this trajectory (Keller, Spieker, Gilchrist, 2005).

Patterson (1982) refers to the reciprocal processes between children with conduct problems
and their parents as “the coercive circle” in parent-child relationship, meaning that negative
behaviour in the child and negative parenting strategies escalate and reinforce each other
during destructive interactions. When coercive processes have been established, fewer
positive interactional options will be available in the child-parent dyad (Granic and Patterson,
2006). However, parents with greater capacity for adequate parenting are able to respond to
early coercive child behaviours in a non-harsh manner, leading to a decrease in negative
behaviour in the child and adaptive functioning.

The quality of parenting is influenced by both family and environmental factors such as
parental psychopathology, separation, divorce and marital discord, socioeconomic

disadvantage, low social and inadequate institutional support, family stress and living in



neighbourhoods with high crime rates (Campbell, 2002; Granic and Patterson, 2006).
Tremblay et al. (2004) reported that children with the highest risk for not learning to regulate
physical aggression in early childhood had mothers with a history of antisocial behaviour
during their school years, early childbirth and were smokers during pregnancy, and lived in
families with low income and serious relationship problems among the parents. Further, Cote
et al. (2006) reported from a longitudinal study that children with stable high aggression
levels from 2 to 11 years mostly were boys coming from families with low income, with
mothers who had not completed high school, and where parents used hostile/ineffective
parenting strategies. In the Dunedin study, Moffitt (2003) found that life-course-persistent
conduct problems in children were predicted by parental and family risk factors such as
teenage single parent, mothers with poor mental health, harsh and inconsistent discipline,
family conflicts, many changes of primary caretaker and low family socioeconomic status. A
combination of individual risk factors in the child and a negative family environment has been

found to enhance the risk for early onset conduct problems (Lacourse et al., 2006).

5.2.3 Context

As the environment of the child expands beyond the family to day-care/school and
community settings, each of these new contexts has its own set of influences on the course of
child development (Reid and Eddy, 2002; Sameroff, 2000). Every major life transition of a
child with early difficulties and problems may be a turning point (Schulenberg, Sameroff and
Cicchetti, 2004). Both day-care and school may be negative or positive turning points for a
child with early conduct problems. If coercion processes become a regular part of the child’s
interactions in the new context, conduct problems in the child will be reinforced (Reid and
Eddy, 2002). Examples of day-care/school risk factors escalating conduct problems in

children are poor classroom management skills on the part of teachers, high levels of



classroom aggression, peer rejection, negative child and teacher relationships and low parent-
teacher involvement (van Lier, Muthen, van der Saar and Crijinen, 2004; Moffitt, 2003;
Ogden, 2001; Pianta, 1996). It is also possible that a healthy child develops conduct problems
in day-care/school based on previous experiences in these settings. For example, Nordahl
(2000) has shown that conduct problems in schools for some children may be seen as a
mastering strategy, and that such problem behaviours should be understood in their context.
Conduct problems shaped in day-care or school settings may be generalised to the home

context (Snyder, Cramer, Afrank and Patterson, 2005).

5.3 ODD and CD diagnoses
Psychiatric diagnoses represent a categorical approach in defining the presence or absence of
a particular disorder. To meet the criteria for a psychiatric diagnosis according to the DSM 1V

classification system, a child’s ability to function adaptively also has to be impaired.

5.3.1 Diagnostic criteria for ODD and CD

Oppositional defiant disorder (ODD) refers to a childhood pattern of developmentally
inappropriate levels of negativistic, defiant, disobedient, and hostile behaviours towards
authority figures, often leading to impairment in the child’s social life. The behaviour
problems are almost always present in the home, and are reflected in the child’s relationships
with family members, i.e. parents and siblings (Greene, Ablon and Goring, 2003). According
to the DSM-1V the diagnostic criteria for ODD (see table 3) consists of the presence of four
out of eight symptoms of uncooperative behaviour and negative affect causing impairment of
the child’s everyday functioning (American Psychiatric Association, 2000). Conduct disorder
(CD) refers to a repetitive and persistent pattern of behaviour in the child violating the basic

rights of others and major age-appropriate norms or rules (Loeber et al., 2000). The diagnostic



criteria for CD (see table 3) include the presence of three out of fifteen symptoms, causing
impairment in one or several domains of child functioning (American Psychiatric Association,
2000).

In DSM-1V, childhood ODD is viewed as a less severe manifestation of CD, and therefore
ODD is usually not diagnosed in the presence of CD. However, this practice has been
challenged by, for example, Rowe, Maughan, Costello and Angold (2005) arguing that there
is good evidence that CD and ODD are sufficiently different from each other to be regarded
as two separate disorders. If treated separately, the authors suggest that the threshold for a
diagnosis of ODD should be reduced to three behavioral symptoms. For example, in a study
of their own, Angold and Castello (1996) found that children who scored one criterion less
than those 4 required for a formal DSM-1V ODD diagnosis, or the 3 items required for a
formal DSM-IV CD diagnosis, and had diminished function, faced as high risk for lasting

conduct problems as children who scored above the number of formal DSM-IV criteria.

Table 3. Diagnostic criteria of ODD and CD according to the DSM 1V (APA, 2000).

Oppositional Defiant Disorder (ODD)

A. A pattern of negativistic, hostile, and defiant behavior lasting at least 6 months,
during which four (or more) of the following criteria are present:

1) often loses temper

2) often argues with adults

3) often actively defies or refuses to comply with adult’s requests or rules

4) often deliberately annoys people

5) often blames others for his or her mistakes or misbehavior

6) is often touchy or easily annoyed by others

7) is often angry or resentful



8) is often spiteful or vindictive
Note: Consider a criterion met only if the behavior occurs more frequently  than is
typically observed in individuals of comparable age and developmental level.
B. The disturbance in behavior causes clinically significant impairment in social,
academic, or occupational functioning.
C. The behaviors do not occur exclusively during the course of a psychotic or mood
disorder.
D. Criteria are not met for conduct disorder, and if the individual is 18 years or older,

criteria are not met for an Antisocial Personality Disorder.

Conduct Disorder (CD)

A. A repetitive and persistent pattern of child behavior in which the basic rights of
others or major age-appropriate societal norms or rules are violated, as manifested by
the presence of three (or more) of the following criteria in the past 12 months, with at
least one criterion present in the past 6 months:

1) often bullies, threaten, or intimates others

2) often initiates physical fights

3) has used a weapon that can cause serious physical harm to others

4) has been physically cruel to people

5) has been physically cruel to animals

6) has stolen while confronting a victim

7) has forced someone into sexual activity

8) has deliberately engaged in fire setting with the intention of causing serious

damage

9) has deliberately destroyed other’s property (other than by fire setting)



10) has broken into someone else’s house, building, or car
11) often lies to obtain goods or favours or to avoid obligations
12) has stolen items of nontrivial value without confronting victim
13) often stays out at night despite parental prohibitions beginning before age
13 years
14) has run away from home overnight at least twice while living in parental or
parental surrogate home (or once without returning for a lengthy period)
15) is often truant from school, beginning before age 13
B. The disturbance in behavior causes clinically significant impairment in social,
academic, or occupational functioning.
C. If the individual is 18 years or older, criteria are not met for an Antosocial

Personality Disorder.

Egger and Angold (2006) stated that there has been considerable controversy related to the
presence of ODD and CD diagnoses in preschool children with among others, the following
concerns raised: 1) developmentally normal aggression, noncompliance, defiance and
oppositionality will be inappropriately labelled as pathological, 2) young children are not
capable of engaging in some of the behaviours described in the CD criteria, and 3)
manifestations of ODD/CD symptoms in young children are not clinically or conceptually
equivalent to manifestations of these behaviours in older children. In spite of these
controversies, Egger and Angold (2006) and Keenan and Wakschlag (2004) stated that there
is good evidence that ODD and CD symptoms and diagnostic criteria identify groups of
young children with clinically significant behavioural problems. For example, Keenan and

Wakschlag (2004) found that preschool children, who were referred to a child psychiatric



clinic for behaviour problems, were distinguished from nonreferred children in that they had

significantly higher rates of ODD and CD symptoms.

5.3.2 Prevalence of ODD and CD

Prevalence rates of ODD in various epidemiological studies among children have been found
to range from 0.3 % to 22 % in boys and girls combined, with a median of 3.2 %, while
prevalence rates of CD range from 0 % to 12 % in with a median of 2 % (Lahey, Miller,
Gordon and Riley, 1999). In a more recent epidemiological study, Rowe, Maugham, Costello
and Angold (2005) reported that 2.1 % of children aged 5-15 years met the formal criteria for
an ODD diagnosis, while 1.8 % received a diagnosis of CD. In a review of epidemiological
studies on preschoolers, Egger and Angold (2006) reported that prevalence rates for ODD
varied between 4 % and

16.8 % and between 0 % and 4.6% for CD.

The prevalence rates of conduct problems in children have been found to be lower in
Scandinavian countries as compared to those in other European countries and from the USA
(Crijnen, Achenbach and Verhulst, 1999; Larsson and Frisk, 1999). In Norway, 1-2 % of
children and adolescents may exhibit serious conduct problems (Sgrlie, 2000). However,
reported differences between countries and cultures may be due to different definitions of

conduct problems or differences in thresholds in parental perceptions of child problems.

5.3.3 Sex and age trends

From preschool and until mid-adolescence, boys are engaged in more aggressive and
nonaggressive antisocial behaviours than girls. Young girls score higher on empathy and
language skills as compared to boys, and may be more protected from engaging in early-onset

conduct problems (Alvarez and Ollendick, 2003). Although both ODD and CD diagnoses are



more frequent in boys than in girls (Maughan et al., 2004), the largest sexdifference have been
observed for CD in that the disorder is 3-5 times more prevalent in boys than in girls (Egger
and Angold, 2006). Reports of ODD prevalence in children also depend on type of informant
being used in research. For example, according to parent reports of ODD, there is no sex
difference in prevalence rates, while teachers have reported a higher prevalence of ODD in
boys as compared to girls (Maughan et al., 2004).

However, it should be noted that in spite of overall lower prevalence rates of conduct
problems among girls than boys, once such behaviours become apparent in girls, they remain
as stable as in boys (Burke, Loeber and Lahey, 2002). Clinically significant levels of ODD
have been found to remain stable throughout childhood for both boys and girls (Maughan et
al., 2004). Although prevalence rates of CD are lower both in preschool boys and girls, such
problems are stable across time. For example, in a longitudinal study, Kim-Cohen et al.
(2005) reported that half of the children diagnosed with CD at the age of five also met the
same inclusion criteria two years later. They also found that children who no longer met the
criteria at the age of 7, still were significantly more impaired with increased rates of
educational difficulties as compared to those who never met criteria for CD. For boys, the
rates of CD increase steadily after the age of 8, and the majority of them also show
oppositional features (Rowe et al., 2005). ODD seems to be a stronger risk factor for CD in
boys than in girls (Rowe et al., 2005), in particular, if boys also live in families with atypical
family structure. For girls, the rates of CD remain low until early teens, and about 50 % of
girls with CD also meet the criteria of ODD (Rowe et al., 2005). Among preadolescents, the
prevalence rates of ODD and CD among boys and girls have been found to be quite similar

(Essau, 2002).



Rowe et al. (2005) reported that the age of onset for ODD was 2.5 and 5.5 years for boys
and girls, respectively, and 4.5 years for both boys and girls with CD. They further noted that
children with both ODD and CD had shown antisocial behaviour from early childhood.

Early-onset conduct problems have been found to be associated with a poor prognosis for
adjustment in adolescence and adulthood (Moffitt, Caspi, Harrington and Milne, 2002).
Moffitt and Caspi (2001) reported that the following childhood risk factors differed between
lifetime persistent problems and antisocial development limited to adolescence: inadequate
parenting, neuro-cognitive problems, and behavioural and temperament problems. Girls with
early-onset conduct problems had the same high risk levels as boys. Early onset conduct
problems remaining stable throughout childhood and adolescence are also associated with
adult antisocial personality, violence, maladjustment in work life and victimization of partners

and children (Moffitt, et al., 2002).

5.3.4 Comorbid diagnoses

Comorbidity, i.e. meeting the criteria for two or more psychiatric disorders during the same
period (Lahey et al., 1999) is associated with a greater impairment in the child as compared to
having only one disorder (Egger and Angold, 2006). Although there is substantial overlap
between CD and ODD in that more than half of children with CD also meet criteria for ODD,
the overlap for children with ODD is less marked (Maughan et al., 2004).

For both ODD and CD, comorbidity with ADHD has been found to be strong for both
ODD and CD in 30-50% of children, while combined ODD and CD show higher rates of
comorbid ADHD than CD alone (Maughan et al., 2004). Costello et al. (2003) reported that
ADHD predicted a diagnosis of ODD but not CD, and that much of the association between

ODD/CD and ADHD in fact was influenced by ODD rather than CD. A combination of CD



and ADHD diagnoses has also been found to increase the risk of chronic offending into
adulthood as compared to having only one of these diagnoses (Simonoff et al., 2004).
Costello et al. (2003) reported that comorbidity between ODD and depression was strong,
however comorbidity between CD and depression was significant only for girls. Maughan et
al. (2004) reported a substantial overlap between ODD and CD in regard to both depression
and anxiety. Boys with a history of CD were more likely to continue their antisocial
behaviour, while girls with ODD or CD were more likely to shift into depression and anxiety

as adults (Rowe at al., 2005).

5.4  Conduct problems in day-care/school and pervasive conduct problems

ODD, CD and ADHD are among the most frequently diagnosed psychiatric disorders in
school-aged children (House, 1999). Children who are noncompliant with school or
classroom rules, often disrupt others, actively refuse to co-operate or follow teacher
instructions, fight, behave cruelly, have peer problems and are often identified by teachers as
having conduct problems. These problems mostly manifest themselves in repeated conflictual
encounters with peers, teachers and other school personal (House, 1999; Ogden, 2001).
Teachers often experience that children with conduct problems present a great challenge in
their work (Gray and Noakes, 1994, Ogden, 2001) and report having limited competence in
dealing with such problems (Martin, Linfoot and Stephenson, 1999). Previous research has
shown that teachers tend to perceive conduct problems as individual traits of the child (Sktric,
1991; Nordahl and Overland, 1998), and in doing so, avoid critical evaluation of their own
possible contribution to the development of conduct problems in children (Sktric, 1991).
Poorly managed classrooms have been found to relate to higher levels of student aggression
and rejection, which in turn influence and even escalate individual child conduct problems

(Webster-Stratton, 1999). Further, many teachers seem to lack confidence and training in



how to work in a collaborative way with parents (Webster-Stratton, 1999), and only to a
limited degree involve other professionals outside the school setting when dealing with child
conduct problems (Bloomquist and Schnell, 2002). In spite of the fact that teachers often
struggle when dealing with such problems (Martin, Linfoot and Stephenson, 1999), little
systematic research has been conducted in regard to assessment and intervention in school,
and day-care settings (Sarlie, 2000).

Fifty to sixty percent of children with conduct problems exhibited at home also show
clinically significant problem behaviours in day-care or school settings, i.e. displaying
pervasive conduct problems (Campbell, 2002; Ramsey, Patterson and Walker, 1990; Webster-
Stratton, Reid and Hammond, 2004). Such children are also likely to be more aggressive but
also have problems in their interactions with parents, peers and teachers. Futher, they are at
higher risk for developing serious problems later on as compared to children with conduct
problems exhibited only in one setting (CPPRG, 2002; Moffitt, 1993). For example, Ramsey,
Patterson and Walker (1990) reported that antisocial boys, who were extremely deviant in
more than one setting, also were more deviant in general than those showing deviance in only
one setting. Further, Campbell (2002) reported that children exhibiting conduct problems both
at home and in preschool or school had lower social competence than those having problems
in only one setting, as reported by parents, teachers or the children themselves. Webster-
Stratton and Hammond (1998) found that mothers of children aged 3-8 years with pervasive
problems used more critical statements and displayed more negative emotions toward their
children. They were also more harsh and inconsistent in their discipline strategies than
mothers of children with nonpervasive problems. In addition, a higher percentage of single
mothers was found among children with pervasive conduct problems as compared to those

with nonpervasive conduct problems.



5.5  Conduct problems, peers and social competence

Children with conduct problems often have difficulties forming and maintaining positive
relationships with their peers. A number of studies have documented a causal role of peer-
rejection along with aggressive child behaviour in prediction of later psychosocial problems
(Hay, Payne and Chadwick, 2004; Miller-Johnson et al., 2002). Aggressive children rejected
by their peers, are at particular risk for developing a range of conduct problems throughout
childhood and adolescence (Dodge and Pettit, 2003), while peer-acceptance seems to
counteract a negative development in children with aggression (Prinstein and La Greca,
2004).

Social competence in childhood has been found to predict positive psychosocial outcome
later in life and a child’s ability to function successfully in peer groups is viewed as an
indicator of social competence (Hay, Payne and Chadwick, 2004). Prosocial behaviors in the
child seem to be a key factor in its development of social competence and gaining acceptance
with peers. Lack of such skills predicts rejection of the child later on (Hay, Payne and
Chadwick, 2004). Aggressive children may display cognitive and behavioural social skills
deficits when they interact with peers. For example, Webster-Stratton and Lindsay (1999)
found that children with conduct problems also showed more negative attributions, fewer
prosocial problem-solving strategies, and a significant delay in their social skills during play
interactions with friends, as compared to those without conduct problems. Lacourse et al.
(2006) reported that especially boys from low socioeconomic areas identified in kindergarten
as hyperactive, fearless and infrequently prosocial, were at a much heightened risk of

antisocial problems in adolescence when attending deviant peer-groups at an early age.



5.6 Informant source and assessment of conduct problems
Parent and teacher reports are the most common sources for identifying behavioural problems

in young children. Standardized checklists such as the Eyberg Child Behavior Inventory

(ECBI), Child Behavior Checklist (CBCL) and Teacher Report Form (TRF) are frequently

used in epidemiological as well as clinical studies (Gross, Fogg, Garvey and Julion, 2004).
Research has repeatedly shown that parent evaluations of children correlate with judgements
made by clinicians (Kazdin, 1996). However, parental evaluations of the child may be
influenced by parents’ own experience of stress and psychopathology, and they may therefore
fail to detect problems identified by child and teacher reports or direct observations. Bank,
Duncan, Patterson and Reid (1993) found that teachers’ predictive power of antisocial and
delinquent behaviors was significantly greater than that of either mothers or fathers. However,
Verhulst, Koot and Van der Ende (1994) noted that combined parent and teacher information
improved the predictive power of poor outcome for school behaviour problems in the child
and the need for professional help after 6 years, as compared to relying on only one
informant. In another study, the authors noted that parent, teacher and youth reports each
made a unique contribution to the prediction of child maladjustment (Verhulst, Dekker and
Van der Ende, 1997).

Self-report is not frequently used in the assessment of preschoolers when identifying their
emotional and behavioural problems. However, children can reliably report symptoms and
identify specific problems not always evident to their parents and teachers (Kazdin, 1996).
Low correlations between child and adult reports indicate that children contribute unique
information about themselves. Although young children have the ability to observe,
remember, and to be truthful (Zwiers and Morrisette, 1999), eliciting reliable self-reports
from them is complicated by a variety of developmental factors such as short attention span,

less developed language and cognitive skills (Measelle, Ablow, Cowan and Cowan, 1998).



In a meta-analytic study and review of cross-informant correlations of
emotional/behavioural problems in children aged 6-19 years, Achenbach, McConaughy and
Howell (1987) reported a mean correlation of .60 for informant pairs, who played similar
roles toward the child (e.g. mothers and father, pairs of teachers), a mean correlation of .28
between different categories of informants such as teachers and mothers, and a mean
correlation of .22 between children’s self report and other informants. More recent studies
have continued to show low to moderate correlations between different types of informants
for psychosocial problems in children (De Los Reyes and Kazdin, 2004; Gross, Fogg, Garvey
and Julion, 2004).

Informant bias, i.e. the demands of the context in which the child’s behaviour has been
assessed, and poor measurement reliability are possible explanations of low agreement noted
between various informants viewing the child in different settings (Gross et al., 2004).
Different informants may observe different aspects of child behaviours, but may also have
different expectations as to how a child should behave. Moreover, the child may actually
behave in different ways in different settings (Gross et al., 2004).

To overcome the limitations of any single modality or method, multiple measures and
multiple informants should be used to identify different facets and perspectives in research

and clinical evaluations of various child conduct disorders (Loney and Lima, 2002).

5.7  Clinic-based treatment of conduct problems in young children

5.7.1 Parent management training

Social learning theories have generated the basis for the development of different parent
training methods most frequently used in the treatment of children with severe conduct
problems and their families (Taylor and Biglan, 1998). The theoretical basis of these methods

is that the prime problem is not in the child, but in the contingencies supplied by the social



environment, so the aim of parent training is to change the child’s behaviour by changing
parental behaviours toward the child (Webster-Stratton and Herbert, 1994).

With parent management training, parents are trained to alter their child’s behaviour at
home. They meet with a therapist, who teaches them how to use specific procedures to alter
their own interactions with the child, to promote its prosocial behaviour, and to decrease
deviant behaviour (Kazdin, 1996). Parents are first trained to identify, define and observe
child problem behaviours in new ways. Training sessions cover social learning principles and
procedures including positive reinforcement (e.g. praise, token rewards) and mild punishment
(e. g. ignoring, loss of privileges, time out) with the goal to develop and increase specific
interaction skills in the parents (Kazdin, 1996).

Parent management training methods have been well researched and shown to produce
positive changes in parental skills and children’s behaviour at home (Kazdin, 1997; Patterson,
DeGarmo and Forgatch, 2004; Scott, 2005; Webster-Stratton and Hammond,1998; Webster-
Stratton, Reid and Hammond, 2004). Scott (2005) reported that parent training also worked
well for families with a range of risk factors, such as one-parent household, families with low
income and mothers’ low educational level, indicating that positive effects of such treatment
are not restricted to more privileged families. However, about one third of the children whose
parents have received parent training have been found to still exhibit problems in peer
relationships, academic and social difficulties at school 2-3 years later (Webster-Stratton,

Reid and Hammond, 2004).

5.7.2  Child training
A variety of specific child training programs have been developed, in particular for children
with conduct problems (Kazdin, 1996). Some of them have targeted social behaviours (coach

social skills as play, friendship and conversational skills) in the child based on the hypothesis



of social skills deficits, while other programs have focused on cognitive (problem-solving,
self control) or affective processes (empathy training, perspective taking) (Webster-Stratton
and Herbert, 1994).

Research has shown that when children are taught adaptive social behaviour skills, their
aggressive behaviour also declines and adaptive social behaviours increase (van Lier, Vuijk
and Crijnen, 2005; Webster-Stratton and Hammond, 1997). However, in their review of 19
studies, Taylor, Eddy and Biglan (1999) reported that specific child treatment programs were
moderately effective, and of limited value. In another review, Beelman, Pfingsten and Losel
(1994) found only weak long-term and clinically significant effects. The authors therefore
recommended that child social competence training should only be used as a part of a more
comprehensive approach including evidence-based parent and school interventions. Such
suggestions are also in line with the findings of Kazdin, Siegel and Bass (1992), Lacourse et
al. (2006) and Webster-Stratton, Reid and Hammond (2004), who reported positive outcomes
for child therapy approaches targeting social competence in the child when added to the

effects of parent training, in particular in respect of social problems with peers.

5.7.3 Generalisation of treatment effects to day-care and school settings
Whether parent training approaches also improve child behaviours not only at home but also
in daycare or school is a less clear-cut issue having received limited attention in the literature.
Existing research has also shown conflicting findings (Little and Hudson, 1998; Taylor and
Biglan, 1998).

For example, in an early study of generalisation effects conducted by Wahler (1975),
behavioural contrast effects were reported, indicating that children’s behaviour problems in
school increased after successful home-based treatment. While others have reported positive

generalisation effects after child treatment with parent training methods (Funderburk et al.,



1998; Gross et al., 2003; McNeil, et al, 1991; Webster-Stratton, Reid and Hammond, 2004),
outcomes of a number of subsequent studies have not shown positive changes in the
children’s behaviour in daycare/school after parent training (Breiner and Forehand, 1981;
Forehand et al., 1979; Little and Hudson, 1998; Taylor and Biglan, 1998; Webster-Stratton
and Hammond, 1997). Thus the overall results of these studies regarding generalisation
effects are inconsistent and difficult to interpret because of methodological limitations, in
particular in the earliest studies including very small samples of children, failure to obtain
pretreatment evaluations, or lack of appropriate comparison groups. Further, in some studies
children also showed normal classroom behaviour before treatment, making it impossible to
assess positive generalisation effects from home to school setting (McNeil et al., 1991).
Research results have shown that treatments targeting risk factors both in school and home
settings may produce more profound changes in children’s behaviour problems in these
settings (Brestan and Eyberg, 1998; Eddy, Reid, Stoolmiller and Fetrow, 2003; Reid,
Webster-Stratton and Hammond, 2003). For example, Reid, Webster-Stratton and Hammond
(2003) reported that in particular children with pervasive problems, needed teacher training
added to parent or child training to achieve positive outcomes both at home and in school, as

reflected by evaluations two years after treatment.

5.8  School-based treatment

Research has also shown that school-based interventions are effective in reducing conduct
problems in day-care/school settings (Wilson, Lipsey and Derzon, 2003). Whether positive
generalisation effects to home setting actually occur is not clear. (Han, Catron, Weiss and
Marcei, 2005). However, Axberg, Hansson, Broberg and Wirtberg (2006) reported positive
generalisation effects from school to the home setting after a school-based intervention.

Overall, school-based treatment programs have been found to produce more positive effects



when they are implemented well and relatively intense, and they are most effective in contexts
where the base rate of aggressive behavior are high enough for meaningful reductions to be

possible (Wilson, Lipsey and Derzon, 2003).

6 Aims of the present thesis

The present thesis is based on data collected among a clinical population of 127 children aged
4-8 years referred to a randomized controlled treatment trial (RCT) because of conduct
problems at home. Families were offered “The incredible years” (Webster-Stratton and
Hammond, 1998) parent training (PT) or parent training combined with child therapy
(PT+CT). Data were collected from parents, children and teachers in day-care/school before
and after treatment as well as at a one-year follow-up.

The overall aim of the present thesis was to study the children’s social and behavioural
problems in day-care/school settings across treatment and one-year later, addressing the
following specific questions:

-What proportion of children in the study show pervasive conduct problems, i.e. conduct
problems both at home and in day-care/school settings? Are there differences in child,
parental/family and day-care/school characteristics regarding children showing conduct
problems only at home as compared to those having pervasive conduct problems? (Paper I)
-Do positive changes occurring in children’s behaviour at home generalise positively to day-
care/school settings, and what is the contribution of treatment? (Paper 1)

-How do multiple informants report changes in child social competence levels and
relationship to treatment? (Paper I11)

-How do teachers in day-care/school settings describe conduct problems in children
manifested in these settings, and what are their reported management strategies for such

problems? (Paper 1V)



7 Method

7.1 Participants

The subjects consisted of 127 children, 4-8 years old, referred and treated at two child
psychiatric outpatient clinics because of oppositional or conduct problems as experienced by
parents. The study was conducted in two university cities in Norway, Trondheim and Tromsg.
Exclusion criteria were children with gross physical impairment, sensory deprivation,
intellectual deficit or autism. Two families (1.6 %) dropped out early during treatment and
were removed from the analyses. All but one family were native Norwegians. Child and
family characteristics are presented in table 4. There were no significant differences between

treatment groups (PT, PT+CT and WLC) regarding child and family characteristics.

7.1.1 Participants in the qualitative study (paper 1V).

Twenty-seven children participating in a qualitative study were randomly chosen from those
scoring above clinical levels of conduct problems on the TRF/PBQ (see below) in day-care or
school before treatment. Teacher interviews were conducted during the spring 2003 (the last
semester of the treatment study). At this time-point, 14 children had finished treatment, 12
children were still in treatment and one child had been assigned to the waiting-list control-
group. Nine of the children were in day-care (child age ranged from 4 to 6 years) and 18 in
school (child age ranged from 5 to10 years). There were 4 girls and 23 boys and their mean
age was 7.8 years. Eight of the teachers were educated as day-care teachers, 13 as school-
teachers, and 6 had no formal educational training. Twenty-two of the informants were
women and 7 were men recruited from day-care establishments and schools in 6 local

authorities of Central Norway.



Table 4. Child and family characteristics.

% (n)
Child
Gender
Boys 80 % (101)
Girls 20% (26)
Age (Mean, SD) 6,6 (1,3)
Setting
In day care 31 % (39)
In school 69 % (87)
Living situation
Both parents?® 47 % (60)
Mother and stepfather 21 % (26)
Single mothers 32 % (41)
Mother education
College or university 14 % (16)
High school or partial college 78 % (90)
Partial high school or lower 8% 9)
Father education
College or university 19 % (18)
High school or partial college 72 % (69)
Partial high school or lower 9 % 9)
Child psychiatric diagnoses
ODD, possible diagnoses 13 % (16)
ODD, confirmed diagnoses 87 % (111)




CD, possible diagnoses 11% (14)

CD, confirmed diagnoses 8% (10)
ADHD 35 % (45)
Anxiety/depression 10 % (13)
Enuresis 14 % (18)
Encopresis 7% 9)
Tourette/tics 4% (5)

Note.? Including 8 adoptive- and foster parents and 4 parents with shared custody.

7.2 Assessment

7.2.1. Home-based problems

All clinically referred children were first screened by means of the Eyberg Child Behavior
Inventory (ECBI) (see description in the papers) using the 90™ percentile as a cut-off score
according to Norwegian norms (Reedtz and Morch, 2005). Children who attained such a cut-
off score or higher were subsequently interviewed by one of three trained interviewers using

the KIDDIE-SADS (see description in the papers), and those who received a possible or

definitive diagnosis of ODD and/or CD were offered participation in the intervention study.
The term “possible diagnosis” refers to those children who scored one criterion less than those
4 required for a formal DSM-1V ODD diagnosis or the 3 items required for a formal DSM-1V
CD diagnosis, and had diminished function, a procedure suggested by Angold and Castello
(1996). Thus, all children included had severe conduct problems at home as rated by their

parents on the ECBI.



7.2.2. Day-care/school problems

To assess conduct problems in day-care the aggression subscale on the Preschool Behavior

Questionnaire (PBQ) (see description in the papers) was used, and for school children, the

aggression subscale on the Teacher Report Form (TRF) (see description in the papers) was

used. To estimate optimal cut-off points between our clinic group and normative data
obtained from a national survey (Clifford and Lurie, 2004), ROC curve analysis was used.
The results of these analyses showed that a value of 9 corresponding to the 80™ percentile was
found to be the optimal cut-off point for the PBQ, and a value of 6 was the optimal cut-off
point for the TRF, corresponding to the 88™ percentile. Eighty three percent of the children in
the present study scored above these clinical cut-off points before treatment either on the PBQ

or the TRF.

7.3 Treatment
Information about the study was given to referral agencies or professionals such as teachers,

physicians, health nurses, and child welfare workers throughout the project period.

7.3.1 Parent training (PT)

In this treatment condition, ten to twelve parents met in groups with 2 therapists at the clinic
during 12-14 weeks for a weekly 2-hour session and participated in the Basic Incredible Years
Parenting Program (Webster-Stratton and Hammond, 1998). This program teaches parents the
use of positive child discipline strategies, effective parenting skills, ways to strengthen

children’s social skills and strategies for coping with their own stress.



7.3.2 Child therapy (CT)

Six children and 2 therapists met weekly in 2-hour session during 18 weeks at the Incredible
Years Dinosaur School Program administered at the clinic. The treatment program addresses
interpersonal difficulties in young children with ODD and aims at increasing social skills,
conflict resolution skills, playing and cooperation with peers. For further descriptions of the
two treatments, see Webster-Stratton and Hammond (1998). Forty-seven of the children were

randomized to PT treatment and 52 to combined PT+CT treatment.

7.3.3 Waiting-list condition (WLC)

Twenty-eight families were assigned to the waiting-list condition and had no contact with the
clinic or researchers between pre- and postassessment conducted for the treatment groups. For
ethical reasons, families in the waiting-list control group were offered treatment after 6

months, and were thus excluded in the one-year follow-up assessment.

7.3.4  Strategies to promote involvement between therapists and teachers

All parents in the study were asked to inform the children’s teachers about their work with
promoting positive behaviours in the child in the PT program. The teachers were encouraged
to participate in one meeting together with parents and one of the therapists, so as to receive
information about the treatment program. About 60% of the teachers participated in such a
meeting. Therapists in the CT condition sent six letters to the teachers and had 1-2 telephone

calls about current issues addressed in child therapy sessions.

7.4 Assessment

The following assessment instruments were used, further described in the separate papers:



Parent measures

-Eyberg Child Behavior Inventory (ECBI), paper I, Il and 11l
-Child Behavior Checklist (CBCL), paper I and I11.
-Social Competence Scale-Parent (PCOMP), paper I.

-Parent Practices Interview (PPI), paper | and I1.

Parent interview

-Kiddie-SADS (semi-structured diagnostic interview), paper I, Il and I11.

Teacher measures

-Preschool Behavior Questionnaire (PBQ), paper I, 11 and I1I.

-Teacher Report Form (TRF), paper I, Il and I11.

-Social Competence and Behavior Evaluation (SCBE), paper I, 11 and 11I.

-Student Teacher Relationship Scale (STRS), paper I and 11.

-Involve-Teacher (INVOLVE-T), paper | and II.

Child measure

-The Wally Child Social Problem-Solving Detective Game (WALLY), paper Il and I11.

- The Child Loneliness and Social Dissatifaction Questionnarire (LSC), paper IlI.

7.4 Statistics

To examine associations between categorical variables, chi-square tests were used. Bivariate
correlations were analysed by means of Pearson product-moment coefficients. Correlations
between .30 and .50 were regarded as moderate and coefficients exceeding .50 as high

(Kraemer et al., 2003). Differences between correlations were tested with Fisher’s z.



For analysis of differences between group means, independent t-tests were employed.
Analyses of differences between the three treatment groups (PT, PT+CT and WLC) were
conducted by means of ANCOVAs using pretreatment scores as covariate, followed by
Bonferroni post hoc test when overall effects were significant. For analyses of follow-up data,
repeated measures of ANOVA were used to examine main and interaction effects from
posttreatment to the one-year follow-up. Effect sizes (eta square) were estimated using
Cohen’s criteria (Cohen, 1988) for small (1% to 5.9%), medium (5.9% to 13.8 %) and large
(13.8 % and more) effects. Multivariate logistic regression with backward elimination
procedures was used to examine the most powerful predictors of pervasive versus
nonpervasive conduct problems that emerged as significant in bivariate analyses.

PBQ and TRF scores were combined and transformed into z-scores. An alpha level of

p<.05 indicated a statistically significant result.

7.4.1 Qualitative interview

Qualitative methods were chosen for paper 4 because these methods are specially relevant to
research questions concerning subjective perspectives of individuals, construction of meaning
and sense-making processes (Ulin, Robinson and Tolley, 2005). An individual, open
interview was held with each of the 27 teachers ranging from 45 to 70 minutes. Main topics of
the interview were description of the child conduct problems as they were observed by the
teachers in the day-care/school setting, and their perceived reason for the problems,
interactions with peers and teachers, and collaboration with parents, colleagues and other
professionals. Each topic was introduced by an open ended question and pre-formulated
follow-up questions were used if needed. The interviews were recorded and then transcribed

to text.



The data were analysed using elements from the grounded theory approach (Strauss and
Corbin, 1990) in which categories are inductively derived from the study of the phenomena
they represent. In this method, the researcher abstracts qualitative data into concepts and
categories using three major types of coding: open coding, axial coding and selective coding
(Strauss and Corbin, 1990; Webster-Stratton and Spitzer, 1996). Variations and similarities in
concepts and categories are addressed during constant comparison. In the open coding
process, data in the present study were broken down by naming small meaningful units in the
text. Similar units were then labelled and grouped to form categories. Axial coding was the
first step of putting the data together. In this process, the categories were compared and
contrasted to detect similarities and differences among them. An axial code is an overriding
category encompassing two or more codes. Double coding was performed in the open and
axial coding process by two persons. Selective coding is a process of focusing selectively on
higher-order categories that seem to make sense. Relationships and connections among
categories were explored and integrated into more abstract levels than in axial coding. The
goal of this phase of the analysis was to create higher-order categories and if possible to
develop a theory.

Because methods and aims of qualitative studies differ from those used in quantitative
research, the criteria for evaluating the scientific integrity of qualitative research must differ
accordingly (Webster-Stratton and Spitzer, 1996), i.e. it is necessary for qualitative

researchers to be aware of their own subjectivity (Ulin, Robinson and Tolley, 2005).



8 Results

Paper |. Pervasive and nonpervasive conduct problems in a clinic sample aged 4-8 years:
child, family and day-care/school factors.

Based on the cut-off points on the PBQ and the TRF, 83 % of the children in the present clinic
sample showed conduct problems both at home and in day-care/school settings, i.e. exhibited
pervasive problems. Seventy-seven percent of the children in day-care and 87% of those in
school showed pervasive problems.

Teachers rated children in the pervasive problem group as having significantly lower
social competence scores but also significantly higher levels of both attention and
internalizing problems as compared to those in the nonpervasive group (see figurela and 1b).
Children in the pervasive group also showed significantly more problems in their peer-
interactions than those in the nonpervasive group in that they were rated by their teachers as
being both more egoistic (see figure 1c) and isolated in their peer-interactions. Further,
teachers reported that children in the pervasive group had significantly more negative student-
teacher relationships (see figureld), and higher conflict levels in these relationships than those
in the nonpervasive group. However, closeness in student-teacher relationship did not differ
between the two groups. The results of logistic regression analyses showed that a model
including social competence and egoism in peer-interactions significantly predicted pervasive
vs. nonpervasive conduct problems.

However, child and family factors as rated by parents did not differ significantly between

children in the pervasive and nonpervasive group.



Figurel. Attention and internalizing problems, peer-interaction (egoistic-prosocial) and
student-teacher relationship in children with nonpervasive and pervasive conduct problems
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Note. High scores indicate high levels of prosociality.
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Note. High scores indicate good overall quality in student-teacher relationship.

Paper Il. Children aged 3-8 years treated with parent training and child therapy
because of conduct problems: generalisation effects to day-care and school settings
Children in combined PT+CT treatment significantly reduced their aggression levels in day-
care/school settings after treatment as compared to those in the PT and the WLC groups.
Aggression scores for the combined PT+CT group showed a significant increase from
posttreatment to follow-up evaluations however, the scores at follow-up were still reduced as
compared to pretreatment levels. Changes among children in the PT group were
nonsignificant from posttreatment to follow-up, indicating stable and high aggression levels
for this treatment group across all three assessment points. After treatment, 74% (n=84) of the
children exhibited clinical levels of conduct problems in day-care/school settings and at the
one-year follow-up, 83% (n=70) of the children exhibited such levels of conduct problems in

these settings.



Figure2. Aggression scores on the TRF/PBQ pre-and posttreatment and at the one-year-

follow-up.
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Children treated with combined PT+CT also showed a significant increase in social problem-
solving strategies from pre to posttreatment (see figure 3). This treatment condition showed
stable levels in social problem-solving strategies one year later, while children in the PT
condition increased their positive strategies during the same time period. Because children in
the latter treatment group showed a decrease from pre to posttreatment, at the one year follow

up they showed scores at the same level as before treatment.



Figure 3 Social problem-solving strategy scores pre-and posttreatment and at the one-year

follow-up.
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However, significant generalisation effects were not found in regard to teacher reports of
child attention and internalising problems, social competence, peer-interactions, student-

teacher relationships or parent-teacher involvement.

Paper I11. Changes in social competence in young children treated because of conduct
problems as viewed by multiple informants

Fathers reported a increase in social competence scores both for children treated with PT and
those in the combined PT+CT condition (see figure 4), a finding underlined by high effect
size (ES = 15.3%). Mother reports showed a borderline significant (p=.06) treatment effect for
children in the combined PT+CT treatment condition regarding social competence in the
child, while children reported a significant increase in the number of prosocial solutions. All
positive changes reported after treatment were well maintained one year later. However, no
significant changes in peer-relationships in day-care or school were reported by either the

child or the teacher.



Figure 4. Father and mother reports of social competence level in the child pre-and

posttreatment and at the one-year-follow up.
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Mother and father reports showed high correlations across treatment and at the one-year
follow-up. Although no significant difference between parents’ reports before treatment was
found, untreated mothers and fathers in the WLC condition showed significantly higher
correlations at postassessment as compared to treated parents. Informants from different
settings showed low and nonsignificant levels of association both before and after treatment.
A diagnosis of ADHD was found to be significantly associated with father reports of
changes in child social competence scores in that children with ADHD showed the most

positive development.

Paper IV. Teacher’s experience and management of young children treated because of
home conduct problems. A qualitative study.

Teachers described most children as having a range of behaviour problems, however, the
descriptions were given with warmth and a positive engagement in relationships to these

children. Most teachers believed that other child psychopathology (such as the presence of



ADHD) and family factors (for example, negative parenting and parental health problems)
were the prime reasons behind child conduct problems.

Children with conduct problems attracted the teachers’ attention as compared with other
children in the classroom, in that the teachers reported using a substantial amount of time and
energy thinking about the child and how to deal with its behavioural problems. They mostly
worked with the child alone, or with some support from close colleagues. Few teachers
seemed to have knowledge about the work directed toward the child and its family delivered
from external services outside the day-care/school such as child care and child psychiatry.
The majority of teachers stated that they had to find their own ways of dealing with the
child’s problem behaviour related to each child’s individual needs. Evidence-based methods
and systematic management of conduct problems were rarely used. Parental involvement
seemed to work at best if the parents themselves were positive and engaged in their contact

with teachers and when few worries existed about the home situation of the child.

9 Discussion

9.1  Strengths and limitations
The present randomized controlled treatment study was carried out in two regular child
psychiatric outpatient clinics affiliated to university. The therapists were recruited and trained
in particular for the present study, and were not engaged in other clinical work during the
project period. This is likely to represent more optimal work conditions for therapists than
those usually prevailing in regular clinic service.

The findings of the present intervention study are highly valid because of the experimental
design and the low drop-out rate. Stringent screening procedures for children, both for
meeting clinical cut-off criteria on the ECBI and the diagnostic DSM-1V criteria of ODD and

repeated assessments with use of multiple informants represent further strengths of the study.



However, the inclusion of a selected sample of children with severe conduct problems,
represents both a strength and a limitation of the present study. These children represent a
group of children hard to treat, and the positive results obtained should be quite robust. On the
other hand, the results of the present study sample may not be valid for children with low to
moderate levels of conduct problems at home, or for those who are referred to regular
outpatient clinics, child care or to school psychology services.

Another limitation of the study was the restricted number of children included, thus
limiting statistical power and the chances to obtain significant differences between treatment

groups related to type Il errors.

9.2  Discussion of main findings

All children in the present study scored above clinical cut-off scores on the ECBI and met the
DSM-IV criteria for an ODD diagnosis before treatment. The children were randomized to
The Incredible Years parent training program, parent training combined with child training or
waiting list condition. After treatment about 60 % of the children scored within normal
variation on the ECBI, and at the one-year follow-up, 67 % of the children no longer met
diagnostic criteria for ODD (Morch et al., 2006). These findings indicate that most children
showed a positive development in regard to their conduct problems at home after treatment.
The present study focuses on systematic evaluations of child conduct problems and social
competencies in day-care and school settings.

Of clinical importance is that a majority of the children in the study also showed severe
conduct problems in day-care/school settings before treatment in that 83% scored above the
clinical cut-off score, indicating that they had pervasive conduct problems, i.e. conduct
problems both at home and in day-care/school. This figure is higher than typically reported in

other treatment studies in which 50-60 % (Campbell, 2002; Ramsey et al., 1990; Webster-



Stratton and Reid, 2003) exhibit pervasive conduct problems. Thus, a higher population of
children included in the present study showed more serious conduct problems in that these
were manifested in more than one setting, implicating a greater risk of persistence throughout
childhood and adolescence as compared to those with conduct problems in only one setting
(Ledingham, 1999).

Differences in rates of children with pervasive problems in studies may be due to different
measures used to define conduct problems, or depend on the use of different inclusion criteria
and procedures in various studies. The difference may also stem from the fact that before this
treatment project, children with conduct problems in Norway did not have access to a
comprehensive treatment program in child psychiatry clinics. The development and testing of
such an intervention is of great clinical and social interest, and increases the likelihood that
children with severe conduct problems will receive effective help.

Because children with pervasive conduct problems have a more negative prognosis than
those with conduct problems displayed in only one setting (Ledingham, 1999), we wanted to
investigate whether child, family and day-care/school characteristics differed between the two
groups. Such differences could help indicate what should be targeted in assessment and
treatment conducted among children with pervasive conduct problems. Only teacher ratings
showed significant differences between children with nonpervasive and pervasive problems,
in that the latter also had significantly more attention and internalizing problems, social
competence problems, problems with peer-interactions, and lower quality of student-teacher
relationship as compared to those with conduct problems only at home. This means that
children with pervasive conduct problems also exhibit a range of serious emotional and social
problems in day-care and school settings, a finding supported also by the qualitative study.
These results are important and have implications for interventions offered to children with

conduct problems, the more so because negative student-teacher relationships and problems in



peer-interactions have been found to predict negative outcomes for children with conduct
problems (Dodge and Petit, 2003; Hamre and Pianta, 2001). Children with pervasive conduct
problems may also need to be treated because of their internalizing and attention problems.

Overall, these findings underline the great challenge young children with conduct
problems represent for day-care and schools in their role as socialising agents. In the modern
society responsibility for socialization of children is shared between family and pedagogical
institutions (Back- Wicklund, and Lundstrom, 2003), and the quality of day-care and schools
as socialization systems is of great importance for children’s development.

Contrary to findings in previous studies (Webster-Stratton and Hammond, 1998; Reid,
Webster-Stratton and Hammond, 2003), no child factors such as age, sex or diagnosis, family
factors, e.g. single parent status, parents’ educational level or their ratings of child emotional,
behavioural and social problems at home or parenting style differed between the pervasive
and nonpervasive groups. These differences may be due to differences in characteristics
between samples referred to treatment because of conduct problems in the USA and in
Norway. It is more likely that more homogeneous groups of families are referred in
Norwegian settings, in contrast to the USA where many more disadvantaged families are
likely to have been referred. Findings in the present study underline the importance of
carrying out thorough assessment of children with conduct problems to identify those with
problems in more than one setting, as well as those showing comorbid problems. The use of
teachers as informants is necessary in the assessment of a spectrum of child behavioural or
emotional problems displayed in day-care and school settings.

When the effects of PT and PT+CT were examined in these settings, the combined PT+CT
treatment produced somewhat stronger positive generalisation effects as compared to PT
treatment, findings in line with previous studies (Taylor, Eddy and Biglan, 1999; Webster-

Stratton and Hammond, 1998; Webster-Stratton, Reid and Hammond, 2004). Levels of



aggression in day-care/school were significantly lower for children in the combined treatment
group after treatment, although these positive results were not maintained one year later.

Child reports of social problem-solving skills also showed a significant, positive
development after combined PT+CT treatment, in this case the results were maintained at
one-year follow-up. However, according to teacher reports internalizing and attention
problems and social competence in the child, peer-interactions, student-teacher relationship or
parent-teacher involvement did not change significantly during treatment or follow-up.
Further, positive generalisation effects found on most measures after treatment, were not
found one year later. This finding indicates the need for developing effective strategies to
maintain positive treatment effects obtained after treatment with PT+CT. Children in this
treatment condition seemed to lack necessary support in day-care school settings in the longer
term, this may affect their ability to continue to use new behavioural skills acquired during
treatment. In many other respects, children in the PT condition showed a more positive
development during the one-year follow-up as compared to those in the PT+CT condition,
though the differences between treatment groups were not significant. This finding indicates
the strength of the PT intervention and implies that parents in this condition continued to
work with their children at home after treatment.

No generalisation effects were obtained in regard to social competencies (teacher reports)
and peer-interactions (both teacher and child reports) in day-care/school, in spite of a positive
development in social problem-solving skills as reported by the child. Overall, these findings
emphasise that in spite of pronounced improvement at home, the treated children still showed
serious behavioural and social problems in day-care and school, and are therefore at risk for
lasting problems throughout childhood (Dodge and Petit, 2003; Hamre and Pianta, 2001).

The limited positive generalization effects obtained in the present study underlines the

importance of examining such effects across settings, here to day-care/school settings, when



parent training is administered to children with conduct problems at home. The results further
indicate that the effects of additional child therapy were limited. Therefore, severe child
conduct problems and correlates with other emotional and social problems need to be targeted
in each setting, where they occur.

In our qualitative study, we wanted to examine teachers’ experience and their reported
management of conduct problems in the study children to see how they were handled by
teachers in regular day-care and school settings. It was evident that work with these children
was carried out with much involvement and engagement from teachers. However, their efforts
were in large part restricted to the classroom and teachers had limited long-term goals and
perspectives. It was striking that teachers to such a very small extent, believed that day-care or
school settings were contributing to conduct problems as observed in the children. Teachers
gave the impression that children attended to day-care or school bringing their conduct
problems, and that the main task of the pedagogical settings was to handle the problems from
day to day. If and how day-care and schools by themselves as educational and socialization
systems might actually contribute to the children’s problems, was not in focus. This finding is
significant because when defining child conduct problems as a matter of individual traits or
family problems, day-care/school systems may then avoid critical self-questioning and
evaluation (Skrtic, 1991), or more importantly, are less likely to change the child’s
environment.

In spite of their engaged and devoted work, teachers felt that they faced difficulties
providing support to children with conduct problems and at the same time taking care of other
children in the classroom, a finding supported by previous studies (Gray and Noakes, 1994;
Ogden, 2001). Teachers also had limited knowledge regarding how to work systematically
with long-term goals for children with severe conduct problems, a finding in line with

previous studies (Martin, Linfoot and Stephenson, 1999; Myers and Holland, 2000).



As in other previous studies (Royer, 2001), it was obvious that teachers struggled with
their role in parental contacts, especially when problems existed within the family or when
parents showed little interest in contact with the teacher. This is worrying because both at
school and home, parent-teacher involvement has been found to be associated with
improvement in child school behavior, social competence and school performance (1zzo,
Weissberg, Kasprow and Fendrich, 1999), aspects even of greater importance for children
with pervasive conduct problems. In a previous study of the present sample, Lurie and
Clifford (2005), found that many parents felt constantly exhausted after years of trying to deal
with their child’s home behavior, indicating that these parents did not have very much energy
left to invest in involvement with day-care or school. Probably these parents need teachers
who are able to actively involve themselves in a partnership with parents working together on
child socialization both at home and in day-care/school settings.

Overall, teachers seemed to prefer to work alone with the child with conduct problems in
the classroom, or together with colleagues in day-care and school, while in many
municipalities cooperation with other professionals outside the system was uncommon. Our
results indicate that help provided to young children with severe conduct problems in day-
care and school settings was too often a hit-and-miss affair influenced by personal preferences
on the part of teachers. Day-care and schools seemed to function as isolated systems for
children with conduct problems. Based on these findings, it is doubtful that children with
conduct problems are given the support and help they need to manage and develop in day-

care/school settings.

9.3  Conclusions and recommendations
-When a child displays severe conduct problems at home, it is important to examine further if

such problems also are displayed in another setting, i.e. having pervasive conduct problems.



Because then the child is at enhanced risk for lasting and serious psychosocial problems and
in need of interventions according to its special problems.

-When a child displays conduct problems in day-care or school, the existence of comorbid
problems associated with aggression problems also needs to be investigated. A broad
assessment including the use of multiple informants is needed to evaluate if the child with
conduct problems also has a wide range of other problems to be targeted in treatment offered
to the child and the family. In particular, social problems in relationships with both peers and
teachers have to be assessed and dealt with in an appropriate way. The quality of support
offered in day-care and school is of great importance for children today, because of the
double-socialization process. The child needs that home and day-care/school environments
are able to cooperate about the shared responsibility for child socialization and education.
-Although parent training methods are very important and have been found to be powerful
approaches to reduce conduct problems in children at home, here parent training alone or
added to child training was not sufficient to reduce conduct problems displayed in day-care or
school for young children with pervasive conduct problems. Further research should therefore
address generalization effects from clinic-based treatment to home and other settings.

-1t is likely that children with pervasive conduct problems need multi-component treatment,
focusing on reduction of problems in each setting, where they occur. It is necessary to carry
out controlled intervention studies in day-care and school settings in various cultural contexts,
e.g. Norway, to evaluate the effects on child conduct problems displayed in these settings, in
addition to long-term effects. Contextual factors within the day-care and school settings also
have to be addressed to understand how these factors contribute to the development and
maintenance of child conduct problems.

-The findings of the qualitative study should be further examined in a larger sample of

children with less severe and moderate problems. If the findings also hold for such samples,



teachers are likely to profit from better knowledge on how to work with children with severe
behavioural problems. They also need systematic training on how to apply specific and
structured evidence-based methods in the classroom and in school generally, in addition to
better resources to be able to deal more effectively with the child with conduct problems as
well as other children in the classroom. Teachers would also benefit from having a clearer
role in their work with parents, in particular with parents who themselves do not engage
actively in day-care/school issues. Finally, better structures for teacher cooperation with other

professionals have to be addressed at the local authority levels.
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In this study differences between pervasive (home and day-care/school) versus non-pervasive
conduct problems (home only) were examined in regard to various child, parent/family and
day-care/school characteristics in an outpatient clinic sample of 120 children aged 4-8 years.
All children scored above the 90" percentile on the Eyberg Child Behavior Inventory (ECBI)
for home problems, and met the criteria for a possible or a confirmed diagnosis of
oppositional defiant behaviours. The proportion of children with pervasive conduct problems
was high, 83%. Teachers in day-care and school reported children in the pervasive group to
have significantly more attention and internalizing problems as well as lower social
competence scores than those in the non-pervasive group. Children in the pervasive group
also showed consistently more problems in their relationships both with teachers and peers
than those in the non-pervasive group. The implications for assessment and treatment of

children with conduct problems in these age-groups are discussed.
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Introduction

Oppositional Defiant Disorder (ODD) in preschool children, and Conduct Disorder (CD) in
school-aged children are among the most frequently diagnosed psychiatric disorders in
childhood, accounting for about one-third to one-half of all referrals to child and adolescent
psychiatric clinics (House, 1999; Kazdin, 1996). The prevalence of ODD in children is
reported to range from 0.3 % to 22 %, with a median of 3.2 %, while the prevalence of CD
range from 0.0 % to 12 %, with a median of 2 % (Lahey, Miller, Gordon & Riley, 1999). In
Scandinavia prevalence rates of total problem levels as well as externalising problems among
school-aged children have been reported to be lower than in other countries (Crijnen,
Achenbach & Verhulst, 1997).

According DSM-1V guidelines ODD is not diagnosed in the presence of CD because it is seen
as a less severe manifestation of CD (Rowe, Maughan, Costello, Angold & 2005), and
prevalence rates for ODD therefore in most studies fall with age, while CD increase in
prevalence with age. Maugham, Rowe, Messer, Goodman & Meltzer (2004) found that this
fall in ODD is not determined by any age-changes in the frequency of oppositional behavior.
The majority of children with CD are reported to have significant levels of oppositional
behavior from early childhood to middle adolescence. ODD and CD show high levels of
overlap in that a proportion of children with ODD later develop CD and both diagnoses show
substantial comorbidity with other disorders (Loeber, Burke, Lahey, Winters & Zera, 2000;
Maughan et al., 2004).

Fifty to sixty percent of children referred because of conduct problems at home also exhibit
clinically significant problem behaviours in day-care and school settings (Campbell, 2002;
Ramsey, Patterson & Walker, 1990; Reid, Webster-Stratton & Hammond, 2003). Children
with an early onset of serious conduct problems that are manifest in more than one setting are

at greater risk of having problems persisting throughout childhood and adolescence, than



among those with conduct problems exhibited in only one setting (Ledingham, 1999). In spite
of these findings, few studies have focused on cross-setting consistency of conduct problems
in children, particularly in preschool children.

According to the theoretical model presented by Moffitt, Avshalom, Harrington & Milne
(2002) persistent conduct problems in a child emerges from inherited or acquired
nevropsychological problems manifested as cognitive problems, difficult temperament, or
attention/hyperactivity problems combined with environmental risk factors as inadequate
parenting, disrupted family bonds and poverty. The environmental risk expands beyond the
family as the child gets older and will then include relational problems with persons outside
the family as peers and teachers. Although most theories assume that conduct problems
originated and shaped in the home also generalize to peer-interactions and to other settings,
e.g. the school, research indicates that generalization effects may flow in both directions
(Snyder, Cramer, Afrank & Patterson, 2005). Early conduct problems in the child may result
in a cycle of cumulative events that increasingly affect the psychosocial functioning of the
child over time (Reid, Eddy, Fetrow & Stoolmiller, 1999; Webster-Stratton and Taylor, 2001;
Snyder et al., 2005). The risk of a child developing serious conduct problems and poor social
adjustment increases with each additional risk factor (Moffitt et al., 2002).

Few consistent findings have emerged in clinic studies addressing differences between
children with conduct problems at home, and those who have such problems both at home and
in day-care/school, i.e. having pervasive problems. Ramsey et al. (1990) noted that antisocial
boys who were extremely deviant in more than one setting also were more deviant in general
than those who were deviant in only one setting. Campbell (2002) noted that children
exhibiting conduct problems both at home and in pre-school/school had lower social
competence than those having problems in only one setting, as reported by parents, teachers

or the children themselves. Webster-Stratton and Hammond (1998) reported that mothers of



children aged 3-8 years with pervasive problems used more critical statements and displayed
more negative emotions toward their children. They were also more harsh and inconsistent in
their discipline than mothers of children with non-pervasive problems. In addition, there were
a higher percentage of single mothers of children with pervasive conduct problems. Reid,
Webster-Stratton & Hammond (2003) further reported that children with pervasive problems,
needed teacher training added to parent or child training to achieve positive outcomes both at
home and in school, two years after treatment.

Because of a higher risk of lasting negative development among children exhibiting
conduct problems in more than one setting, important differences between such individuals
and those with conduct problems in one setting should be further addressed. Such information
is important to gather to identify those children being at the greatest risk, but also to tailor and
optimise interventions for children with pervasive and non-pervasive conduct problems.

The purposes of the present study were: 1) to estimate the level of conduct problems in
day-care and school in a clinic sample of children aged 4-8 years exhibiting conduct problems
at home; 2) investigate child, parenting, family and day-care/school factors differentiating
children with conduct problems only at home (non-pervasive group) from those with conduct
problems both at home and in day-care/school (pervasive group); 3) examine predictors of

pervasive conduct problems in day-care/school in multivariate analyses.

Method

Participants

The subjects in the present study consisted of 127 children, 4-8 years old, referred to two
child psychiatric outpatient clinics to be treated for oppositional defiant disorder or conduct
disorder. Out of the 127 children, 7 were excluded because of no assessment performed in

day-care or school, so 120 children participated. The mean ECBI total scores for the 7



dropouts were almost identical to those in the total sample, 149.5 vs. 150.6 (mothers’ report).
The study was conducted in two university cities in Norway, Trondheim and Tromsg.
Exclusion criteria were children with gross physical impairment, sensory deprivation,
intellectual deficit or autism. All but two parents in the study were native Norwegians. Child

and family characteristics are presented in table 1.

Insert table 1 about here

Procedures
Information about the study was given to referral agencies or professionals such as teachers,
physicians, health nurses, and child welfare workers throughout the project period.

All clinically referred children were first screened by means of the Eyberg Child Behavior
Inventory (ECBI; Robinson, Eyberg, & Ross, 1980) using the 90™ percentile as a cut-off score
according to Norwegian norms (Bertelsen, Reedtz & Mgarch, 2004). Those who attained this
cut-off score were subsequently interviewed by one of three trained interviewers using the
KIDDIE-SADS (see details below). Those who received a possible or definitive diagnosis of
ODD and/or CD were offered to participate in the study. The term “possible diagnosis” refers
to those children who scored one criterion less than the 4 required for a formal DSM-1V ODD
diagnosis or the 3 items required for a formal DSM-1V CD diagnosis, and had diminished
function, a procedure suggested by Angold & Castello (1996) and Rowe et al. (2005).

All clinic children included had severe conduct problems at home as rated by their parents
on the ECBI. To assess conduct problems in day-care the aggression subscale of the
Preschool Behavior Questionnaire (PBQ; Behar, 1977) was used, and for children in school,
the aggression subscale of the Teacher Report Form (TRF; Achenbach, 1991) was used. To

estimate the optimal cut-off points between our clinic group and Norwegian normative data,



ROC curve analysis was used. The results of these analyses showed that a value of 9
corresponding to the 80™-percentile was found to be the optimal cut-off point for the PBQ,
and a value of 6 was the optimal cut-off point for the TRF, corresponding to the 88"

percentile.

Assessment

All data in this study are based on assessment of the children before participating in treatment.

Eyberg Child Behavior Inventory (ECBI) is a 36-item inventory for parents to assess child

conduct problem behaviours among children aged 2-16 years (Boggs, Eyberg & Reynolds,
1990; Robinson et al., 1980). Scores range from 1-7. In this study only the total intensity
scores were used to indicate frequency of conduct problems. Reliability for internal

consistency was .82 and test-retest has been reported to be .86 (Webster-Stratton, 1998).

Child Behavior Checklist (CBCL) consists of 118 items rated on a 0-2 scale, addressing
emotional and conduct problems in children (Achenbach,1991). In this study the aggression
and attention subscales were used (consisting of 20 and 11 items, respectively), in addition to
the internalizing syndrome scale (31 items). Test-retest reliability has been found to be high
and inter-parent agreement to range from .65 to .75 for the subscales (Achenbach, 1991).

Internal consistency was .84, .74 and .84, respectively (mothers report).

Social Competence Scale-Parent (PCOMP). This measure developed by the Conduct Problem

Prevention Research Group (Webster-Stratton & Hammond, 1998) consists



of 12 items rated on a 1-5 scale, addressing parental perceptions of their child’s social
competence. A total social competence score is computed and internal consistency was found

to be high (alpha = .87).

KIDDIE-SADS. This is a semi-structured diagnostic interview designed to assess

psychopathology in children and adolescents according to DSM-1V

criteria (Kaufman, Birmaher, Brent, Flynn & Morcei, 1997). Here only the diagnoses most
relevant for the 4-8 age group were included being based on parents’ reports of current
episodes of psychopathology among children. Three trained persons conducted the diagnostic
interview

ws. All interviews were recorded and random checks showed high inter-rater reliability in that

all Kappa scores were above .90.

Parent Practices Interview (PPI). The PPl was adopted from the Oregon Social Learning

Center’s discipline questionnaire and revised for young children. (Webster-Stratton, Reid &
Hammond, 2004). Two summary scores were used here: harsh discipline (14 items including
use of parental force such as verbal or physical aggression), and positive parenting (15 items
including verbal encouragement, praise and reinforcement and use of incentives or
privileges). The scores ranged from 1-7, and an average summary score was computed.

Internal consistency has been found to be .85 and .65, respectively.

Pre-school Behavior Questionnaire (PBQ). The PBQ includes 30 items of conduct problems

and are completed by day-care teachers for children aged 4-6 years (Behar, 1977). In this
study, the aggression, hyperactive/distractible and internalization subscales were used. Items

were scored on a 0-2 scale. Internal consistency was .80, .63 and .82. In the Behar study



(1977) test-retest reliabilities for these subscales were .93, .94 and .60, respectively. We also
used the aggression subscale from a Norwegian normative study to estimate an optimal cut-

off point between this sample and our clinical group (Clifford & Lurie, 2004).

Teacher Report Form (TRF). The TRF consists of teacher ratings of school children’s

academic performance, four general adaptive characteristics, and 112 conduct problems for
children in school (Achenbach, 1991). In this study, the aggression (25 items) and attention
(20 items) subscales, and the internalizing syndrome scale (35 items) with items scores
ranging from 0-2, were used. Test-retest reliability for the problem scales has been found to
be .90, and .55 for inter rater agreement (Achenbach, 1991), and internal consistency was .94,
.90 and .87, respectively. Again, scores on the aggression subscale from the Norwegian
normative study were used to estimate the optimal cut-off point between these data and our

clinical group (Clifford and Lurie, 2004).

Social Competence and Behavior Evaluation (SCBE). The SCBE includes 80 items designed
for teacher/day-care teachers to assess patterns of social competence, affective expression,
and adjustments difficulties in children (LaFreniere & Dumas, 1995). In this study, we used
the sub-scales for social competence (consisting of 40 items) and peer interactions (isolation-
integration and egotistic-pro-social, each scale consists of 10 items). Scores range from 0-5
and an average score was computed for each subscale. Test-retest reliabilities are reported to
range from .74 to .87 (LaFreniere & Dumas, 1995), and alpha coefficients for internal

consistency was .67, .80 and 77, respectively.

Student Teacher Relationship Scale (STRS). The STRS is a 30-item rating scale with scores

ranging from 1-5, designed to assess teacher perceptions of their relationships with a



particular child (Pianta, 1996). In this study, the conflict (12 items) and the closeness (11
items) subscales, and the total score for overall relational quality (30 items) were used. For
each scale an average score was derived. Internal consistency for these scales was .80, .66 and

.67, respectively.

Statistics

To identify child, parent, family and day-care/school categorical variables distinguishing
children with pervasive from those with non-pervasive conduct problems, chi-square tests
were used, and for analysis of differences between group means, independent t-tests were
employed. Effect sizes (ES) were estimated using Cohen’s criteria (1988) for small effect (1%
to 5.9%), medium effect (5.9% to 13.8%) and large effect (13.8% or more). Multivariate
logistic regression with backward elimination procedures was used to examine the most
powerful predictors of pervasive versus nonpervasive conduct problems emerged as
significant in bivariate analyses. An alpha level of p < .05 was used to indicate a statistically

significant result.

Results

Prevalence of clinical levels of conduct problems

Based on the cut-off points on the PBQ and the TRF, 83 % (n = 100) of the children in the
present clinic sample showed conduct problems both at home and in day-care/school, i.e.
having pervasive problems, and 17% of the children (n = 20) had conduct problems only in
the home. Seventy seven percent (n = 30) of the children in day-care and 87% (n = 71) of

those in school showed pervasive problems.



Child, family, parenting and school characteristics among children with pervasive or non-
pervasive conduct problems

The results of analyses of child factors including gender, age-group, psychiatric diagnosis and
symptoms and social competence in the child, showed that none of these factors differed
between children in the non-pervasive and pervasive groups, as reported by parents. However,
teachers rated children in the pervasive group as having significantly lower social competence
scores and significantly higher levels of both internalizing and attention problems as
compared to those in the non-pervasive group (see table 2).

Further analyses of various family factors showed that living situation (single parent, living
with both parents or living with one parent and one step-parent) and education level of parents
did not differ significantly between the non-pervasive and pervasive groups. For parenting
factors, only father’s harsh parenting differed significantly between the two groups. However,
contrary to expectation, the highest level was found for fathers of children in the non-
pervasive group (see table 2).

Additional analyses of day-care/school-related factors (peer-interactions, student-teacher
relationship), showed that children in the pervasive group had significantly more overall
negative student-teacher relationships, and higher conflict levels in these relationships than
those in the non-pervasive group. Closeness in student-teacher relationship did not differ
between the two groups. Children in the pervasive group also showed significantly more
problems in their peer-interactions than those in the non-pervasive group in that children in
the pervasive group were rated by their teachers as being both more egoistic and isolated in

their peer-interactions (see table 2).

Insert table 2 about here




Effect sizes (ES) are presented in table 2 and show that the highest ES were found for egoism
in peer-interactions (ES=28.2%), conflict in student-teacher relationships (20.9%) and overall

quality of student-teacher relationships (ES=17.6%).

Predictors of pervasive conduct problems

In bivariate analyses attention and internalizing problems, social competence, egoism and
isolation in peer interactions, conflict and overall quality in student-teacher relationship were
found to be significantly associated with aggression level in day-care/school. The results of
logistic regression analyses showed that a model including social competence and egoism in
peer-interactions significantly predicted group membership, i.e. having pervasive or non-
pervasive conduct problems (for social competence: B=.09, SE = 0.4, Exp(B) = 1.09, p<.05;
for egoism in peer-relations: B=-.55 SE= .17, Exp(B) = .58, p<.01). Nagelkerke’s R square
was 64.5% and overall the model classified 92 % of the subjects correctly (69% of the

subjects in the non-pervasive group and 96% of the subjects in the pervasive group).

Discussion

In the present study differences between children exhibiting conduct problems only at home
(non-pervasive problems) and those having conduct problems both at home and in day-
care/school (pervasive problems) were examined in a clinic sample of children aged 4-8
years, referred to treatment because of ODD or CD.

The present clinic sample of children was characterised of a high prevalence of pervasive
conduct problems. In similar treatment studies of young children, the proportion of children
with pervasive problems has been reported to be 50-60 % (Campbell, 2002; Ramsey et al.,
1990; Reid & Webster-Stratton, 2001; Webster-Stratton & Reid, 2003). In the present study,

this proportion was found to be substantially higher, 83%. The discrepancies are likely to be



due to differences in the use of screening and referral procedures and populations, in addition
to differences in definitions of pervasive problem levels.

No difference between children in the non-pervasive and pervasive groups was found in
the present study in regard to parental perception of psychiatric symptoms or diagnoses in
their children. In this study all children exhibited ODD diagnoses and about 20 % of them
also had a CD diagnoses. The prevalence of CD or other diagnoses (e. g. ADHD) did not
differ significantly among children with pervasive and non-pervasive conduct problems,
indicating children with ODD both with and without other related diagnoses are at risk for
showing conduct problems in more settings. Because CD indicates more serious behavior
problems than ODD (Rowe et al., 2005) one should suppose that young children with CD
diagnosis also had higher levels of aggression problems in day-care/school. Our results show
such a tendency, although not significant. This may be because of the low number of children
with CD diagnosis, making it difficult to exhibit significant group differences. Children in the
pervasive group had lower social competence scores and higher levels of attention and
internalizing problems than those in the non-pervasive group as reported by their teachers.
These findings are in line with outcomes of other studies addressing characteristics in children
with conduct problems in school (Campbell, 2002; House, 1999; Kavale, Forness & Walker,
1999; Ogden, 2001).

Contrary to the theoretical model of development of conduct problems in more settings
and to findings of the studies by Webster- Stratton and Hammond (1998) and Reid et
al.(2003), we did not find expected differences between children in the pervasive and non-
pervasive groups in regard to family or most parenting factors. In our sample conduct
problems in day-care and school children cannot be explained by differences between parental
child rearing practices at home, parental educational level or marital status. This statement is

supported by the unexpected finding of fathers in the non-pervasive group being harsher in



parenting than fathers in the pervasive group. Neither single parent status nor negative
parenting is in this study associated with conduct problems in more settings. A possible
explanation is that children and their families referred for treatment because of primarily
oppositional-defiant problems in Norway constitute a more homogenous group than those
included in treatment studies in other countries.

In the present study, teacher ratings of their relationships with the students in the pervasive
group were characterised by higher levels of conflicts and lower scores on overall quality than
those in the non-pervasive group. Negative relationships potentially erode the value of the
student-teacher relationship as a developmental resource. In negative relations the teacher
more often attempts to control the child’s negative behaviour, rather than to support its pro-
social behaviour (Pianta, Stuhlman & Hamre, 2002). Hamre & Pianta (2001) reported that a
negative teacher-student relationship was more predictive of outcomes for children with
problem behaviour, than teachers’ views of the child’s behaviour problem or assessment of
cognitive ability. For children in our pervasive group teachers’ experience of the quality of
relationship with the child suggest that this aspect constitute a greater risk factor for lasting
child conduct problems than levels of aggressive behaviours.

Another important issue is the increased risk for the aggressive child to be rejected by the
peers (Coie, Lochman, Terry & Hyman, 1992) and pro-social behaviour in the child is a key
factor in gaining peer acceptance (Hay, Payne & Chadwick, 2004). Overall, children in the
pervasive group were found to be more aggressive, less pro-social, and more isolated in their
peer relations than those in the non-pervasive group. Hughes, Cavell & Willson (2001)
reported important connections between child-teacher relationships and child-peer
interactions in that children who had more supportive relationships and less conflicts with
teachers also were more accepted by their peers. Increased praise or positive attention from

teachers toward specific children seems to result in more positive peer preferences and



perceptions (White & Kistner, 1992). This may indicate that interventions targeting teacher-
child relationships are needed for children with pervasive conduct problems. Improved quality
of teacher-child relationship is likely to increase positive responses both from the teacher and
peers, but also to reduce the child’s aggression in settings outside the home. Each of these
important aspects will reduce the risk of a further negative development for the child with
conduct problems.

The most powerful predictors of pervasive conduct problems were found to be low social
competence scores and egoism in peer-interactions as rated by the teachers. When effect sizes
were studied, egoism in peer-interactions, overall quality and conflict of student-teacher
relationship were found to have high effect sizes. These findings underline the significance of
social problems in children with high aggression levels in day-care and school.

A limitation of this study was the inclusion of a highly selected clinic sample of children
with defined oppositional or conduct disorders recruited to a controlled treatment study
because of serious conduct problems at home. The recruitment procedures are likely to
contribute to the high levels of children with pervasive problems. Secondly, the small number
of children in the non-pervasive group limited the statistical power in the statistical analyses,
and the likelihood of obtaining significant differences between the two groups. Although day-
care and school problems among children were assessed only by means of questionnaires,
optimal cut-off scores were computed in comparisons with normative data.

One implication of the present study is that the broader spectre of problems in children
with pervasive conduct problems has to be targeted both in assessment and interventions
offered to the child. Further, our study indicates that teacher-reported aggression among
young children occurs together with both peer and teacher interaction problems. This should
have implications for support and interventions offered young children with conduct problems

in day-care and school. These children need high quality relationships with their teachers and



they need support regarding their social interactions with peers in the pedagogical settings.
Our findings indicate that for children with pervasive conduct problems, intervention may be
needed in more settings, both at home and in day-care/school and according to different types
of emotional, behavioral and social problems in the child.

Further research is needed to investigate differences in characteristics between children
with pervasive and non-pervasive conduct problems in larger clinic samples and as well as

community samples.



References

Achenbach, T. M. (1991). Manual for the Child Behavior Checklist 4-18 and 1991
profile. Burlington: University of Vermont, Department of Psychiatry.

Achenbach, T. M. (1991). Manual for the Teacher Report Form and 1991 profile.
Burlington: University of Vermont, Department of Psychiatry.

Anderson, A. M., Christenson, S. L., Sinclair, M. F. & Lehr, C. A. (2004). Check &
connect: The importance of relationships for promoting engagement with school.
Journal of School Psychology, 42 (2), 95-113.

Angold, A. & Castello, J. E. (1996). Toward establishing an empirical basis for the
diagnosis of oppositional defiant disorder. Journal of the American Academy of Child
and Adolescent Psychiatry, 35, 1205-1212.

Behar, L. B. (1977). The preschool behavior questionnaire. Journal of Abnormal Child
Psychology, 5(3), 265-275.

Bertelsen, B., Reedtz, C. & Mgrch, W. T. (2004). Standardization of an assessment tool for
identifying conduct problems in children: Obtaining Norwegian norms for the Eyberg
Child Behavior Inventory (ECBI). Unpublished manuscript, University of Tromsg.

Boggs, S. R., Eyberg, S. & Reynolds, L. A. (1990). Concurrent validity of the Eyberg Child
Behavior Inventory. Journal of Clinical Child Psychology, 19(1), 75-78.

Campbell, S. B. (2002). Behavior problems in preschool children. New York: Guilford Press.

Clifford, G. & Lurie, J. (2004). Prevalence for behavioural disorder in children 9-12 years in
five Norwegian communities. Unpublished manuscript, University of Trondheim.

Cohen, J. (1988). Statistical power analysis for the behavioral sciences. Hillsdale, NJ:

Erlbaum.



Coie, J. D., Lochman, J. E., Terry, R. & Hyman, C. (1992). Predicting early adolescent
disorder from childhood aggression and peer rejection. Journal of Consulting and
Clinical Psychology, 60(5), 783-792.

Crijnen, A., Achenbach, T. M. & Verhulst, F. (1997). Comparison of problems reported by
parents of children in 12 cultures: Total problems, externalising and internalizing.
Journal of the American Academy of Child and Adolescent Psychiatry, 36(9), 1269-
1277.

Hamre, B. & Pianta, R. C. (2001). Early teacher-child relationships and the trajectory of
children’s school outcome through eight grade. Child Development, 72 (2), 625-638.

Hay, D. F., Payne, A. & Chadwick, A. (2004). Peer relations in childhood. Journal of School
Psychology, 45(1), 84-108.

House, A. E. (1999). DSM-1V Diagnoses in school. New York: The Guilford School Press.

Hughes, J. N., Cavell, T. A. & Willson, V. (2001). Further support for the developmental
significance of quality of the teacher-student relationship. Journal of School
Psychology, 39(4), 289-301.

Kaufman, J., Birmaher, B., Brent, D., Flynn, C. & Morcei, P. (1997). Schedule for affective
disorders and scizophrenia for school-age children-Present and lifetime version (K-
SADS-PL): Initial and validity data. Journal of American Academy of Child and
Adolescent Psychiatry, 36(7), 980-988.

Kavale, K. A., Forness, S.R. & Walker, H. M. (1999). Interventions for oppositional disorder
and conduct disorder in the schools. In H. C. Quay & A. E. Hogan. (Eds.) Handbook of
disruptive behavior disorders. Dordrecht: Kluwer Academic Publishers.

Kazdin, A. E. (1996). Conduct disorder in childhood and adolescents. London: Sage

Publications.



LaFreniere, P. J. & Dumas, J. E.(1995). Social competence and behavior evaluation (SCBE).
Los Angeles: Western Psychological Services.

Lahey, B. B., Miller, T. L., Gordon, R. A. & Riley, A. W. (1999). Developmantal
epidemiology of the disruptive behaviour disorders. In H. C. Quay & A. E. Hogan
(Eds.) Handbook of disruptive behaviour disorders. New York: Kluwer
Academic/Plenum Publishers.

Ledingham, J. E. (1999). Children and adolescents with oppositional defiant disorder and
conduct disorder in the community. In: H. C. Quay & A. D. Hogan (Eds.) Handbook of
disruptive behavior disorders. Dordrecht: Kluwer Academic Publishers.

Loeber, R, Burke, J. D., Lahey, B. B., Winters, A. & Zera, M. (2000). Oppositional defiant
and conduct disorder: A review of the past 10 years, part 1. Journal of Americal
Academic Child Adolescent Psychiatry, 39(12), 1468-1484.

Maughan, B., Rowe, R., Messer, J., Goodman, R. & Meltzer, H. (2004). Conduct disorder
and oppositional disorder in a national sample: developmental epidemiology. Journal of
Child Psychology and Psychiatry, 45(3), 609-621.

Moffitt, T. E., Avshalom, C., Harrington, H. & Milne, B. J. (2002). Males on the life-course-
persistent and adolescence-limited antisocial pathways: Follow-up at age 26 years.
Development and Psychopathology, 14, 179-207.

Ogden, T. (2001). The prevention and management of behaviour difficulties in school:
Research and practice. In J. Visser, H. Daniels & T. Cole (Eds.) Emotional and
behavioural difficulties in mainstream schools. Oxford: Elsevier Science Ltd.

Pianta, R. C. (1996). Manual and scoring guide for the student-teacher relationship scale.

University of Virginia.



Pianta, R. C., Stuhlman, M. W. & Hamre, B. K. (2002). How school can do better: Fostering
stronger connections between teachers and students. New Directions for Youth
Development, 93, 91-107.

Ramsey, E., Patterson, G. R. & Walker, H. M. (1990). Generalization of the antisocial trait
from home to school settings. Journal of Applied Developmental Psychology, 11, 209-
223.

Reid, J. B., Eddy, J. M., Fetrow, R. A. & Stoolmiller, M. (1999). Description and immediate
impacts of a preventive intervention for conduct problems. American Journal of
Community Psychology, 27 (4), 483-517.

Reid, J. M. & Webster-Stratton, C. (2001). The incredible years parent, teacher and child
intervention: targeting multiple areas of risk for a young child with pervasive conduct
problems using a flexible, manualized treatment program. Cognitive and Behavioral
Practice, 8, 377-386.

Reid, J. M., Webster-Stratton, C. & Hammond, M. (2003). Follow-up children who received
the Incredible years intervention for oppositional disorder: Maintenance and prediction
of 2-year outcome. Behavior Therapy, 34(4), 471-491.

Robinson, E. A., Eyberg, S. M. & Ross, A. W. (1980). The standardization of an inventory of
child conduct problem behaviours. Journal of Clinical Child Psychology, 19, 1344-
1349.

Rowe, R., Maughan, B., Costello, E. J., Angold, A. (2005). Defining oppositional defiant
disorder. Journal of Child Psychology and Psychiatry, 46 (12), 1309-1316.

Snyder, J., Cramer, A., Afrank, J. & Patterson, G. R. (2005). The contributions of ineffective
discipline and parental hostile attributions of child misbehavior to the development of

conduct problems at home and school. Developmental Psychology, 41 (1), 30-41.



Webster-Stratton, C. (1998). Preventing conduct problems in Head Start children:
Strengthening parenting practices. Journal of Consulting and Clinical Psychology,
66(2), 715-730.

Webster-Stratton, C. & Hammond, M. (1998). Conduct problems and level of social
competence in Head Start children: Prevalence, pervasivneSs, and associated risk
factors. Clinical Child and Family Psychology Review, 1(2), 101-124.

Webster-Stratton, C. & Taylor, T. (2001). Nipping early risk factors in the bud: preventing
substance abuse, delinquency, and violence in adolescence thorough interventions
targeted at young children (0-8 years). Prevention Science, 2 (3), 165-192.

Webster-Stratton, C. & Reid, J. M. (2003). The Incredible Years parents, teachers, and
children training series. In: Kazdin, A.E. & Weisz, J.R. (Eds): Evidence-based
psychotherapies for children and adolescents. New York: Guilford Press.

Webster-Stratton, C, Reid, J. M. & Hammond, M. (2004). Treating children with early —onset
conduct problems: Intervention outcomes for parent, child and teacher training. Journal
of Clinical Child and Adolescent Psychology, 33(1), 105-124.

White, K. J. & Kistner, J. (1992). The influence of teacher feedback on young children’s peer

preferences and perceptions. Developmental Psychology, 28(5), 933-940.



Table 1. Child and family characteristics of the total sample (N=127). Percentages and

number of subjects within parenthesis.

% (n)

Child
Sex

Boys 80 % (101)

Girls 20% (26)
Age? 6,6 (1,3)
Children in day care 31 % (39)
Children in school 65 % (82)
Child diagnoses

ODD, possible diagnoses 13 % (16)

ODD, confirmed diagnoses 87 % (111)

CD, possible diagnoses 11 % (14)
CD, confirmed diagnoses 8 % (10)
ADHD 35 % (45)
Anxiety/depression 10 % (13)
Enuresis 14 % (18)
Encropesis 7% (9)
Tourette/tics 4 % (5)

Living situation
Both parents 47 % (60)
Mother and stepfather 21 % (26)

Single mothers 32 % (41)



Parent

Mother education 14 % (16)
College or university 78 % (90)
High school or partial college 8 % (9)

Partial high school or less

Father education
College or university 19 % (18)
High school or partial college 72 % (69)

Partial high school or less 9% (9)

Note * Mean and SD.

® Including 8 adoptive- and foster parents and 4 parents with shared custody.



Table 2. Significant differences in characteristics between

children with pervasive and non-pervasive conduct problems.

Pervasive Non-pervasive t-value Effect size
group (n=100) group (n=20) (ES)
M (SD) M (SD)

Attention problems in

day-care/school 29 (1.6) 1.3 (14 -4.18** 13

(PBQ/TRF)

Internalizing

problems in day-

care/school 1.8 (1.8) 06 (1.4 -2.81** .06

(PBQ/TRF)

Harsh discipline,

fathers report (PPI) 22 (0.5 26 (0.7) 2.04* .05

Peer-interaction

Egoistic-prosocial 214  (6.4) 315 (4.2) 6.61** .28

Isolated-integrated 29.6 (8.3 34.7 (8.1) 2.47* .05

(SCBE)

Student-teacher

relationship (STRS)

Total-score 943 (11.1) 1073 (8.7)  4.66** 18

Conflict-score 389 (9.0 27.2 (5.8) -5.34** 21

Note *p<.05, **p<.01



PBQ= Preschool Behavior Questionnaire; TRF= Teacher Report Form; PPI= Parent Practices
Interview; STRS= Student Teacher Relationship Scale (negative items are recoded in the total
score, a high score indicates a positive relationship); SCBE= Social Competence and

Behavior Evaluation.



Table 3. Significant predictors of pervasive vs.

non-pervasive conduct problems

95% CI forexp b

B (SE) Lower expb Upper
Social
competence 09*  (.04) 1.02 1.09 1.18
(SCBE)
Egoistic-
prosocial -55** (.17) 41 .58 81
(SCBE)

Note *p<.05, **p<.01

SCBE-= Social Competence and Behavior Evaluation
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In the present study a sample of 27 teachers’ were interviewed regarding their
experience and management of young children with conduct problems, in day-care or
school settings. The children had been referred and treated because of oppositional
and conduct problems at home. Qualitative analysis of data was performed by using
elements of a grounded theory approach. Although the children had complex conduct
problems, presenting considerable challenges for their teachers, most teachers
described a close and engaged relationship with these children. Teachers used a
within-discipline and within-classroom approaches in their work with a main focus on
managing the child’s daily life in day-care or school, supported by close colleagues.
Their practices were not deeply rooted in evidence-based knowledge and methods.
Most teachers reported collaboration with parents as positive and necessary however,
they only pursued it to a limited extent. Representatives from supplementary services
such as school psychologist, child protection care and child psychiatry were rarely

involved in the work of teachers. Implications of the findings are discussed.

Keywords: conduct problems; day-care and school; teacher experience; teacher

management



Introduction

Earlier, many children with conduct problems were educated in special schools.
Today they are educated in mainstream day-care or schools and most teachers expect
to have to deal with different kinds of conduct problems as a part of their normal
duties, adjusting their classroom organization and management style (Chazan, Laing
& Davies, 1994).

Teachers often report that children with conduct problems present a major
challenge in their work (Gray & Noakes, 1994, Ogden, 2001). Minor child conduct
problems such as talking without turn, disrupting other children, breaking rules in the
classroom or school, and noisy behaviour are seen as the most troublesome aspects of
daily life in school (Ogden, 1998). Most teachers report feeling distressed, and that
much energy is required to manage children with conduct problems in day-care or in
the classroom, where there are many other children (Webster-Stratton, 1999).
Previous research has shown that teachers often think that they have limited
competence in dealing with child conduct problems, and that they become frustrated
when the strategies they adopt are ineffective (Martin, Linfoot & Stephenson, 1999;
Myers & Holland, 2000; Webster-Stratton, 1999).

Traditionally, the discourse of special education in schools has been based on an
understanding of conduct problems as a psycho-pathological condition of the child
(Skrtic, 1991; Fylling and Sandvin, 1996; Nordahl and Overland, 1998). Skrtic (1991)
argues that because it is important for the educational system to present the school as
a rational organisation, it implicitly presupposes that child school failure is due to its
psycho-pathological predispositions. By defining conduct problems in school as a
matter of individual traits, the school system avoids critical self-questioning and

evaluation. Teachers’ beliefs about the causes of the child’s misbehaviour, and



evaluations of quality of pupil-teacher relationships, have been found to be related to
their actual behaviour toward the child (Pianta, 1999; Scott-Little & Holloway, 1992).
If teachers attribute misbehaviour to causes controllable by the child, they respond to
the misbehaviour with more power-assertive strategies (Scott-Little & Holloway,
1992). In negative relationships, teachers more often attempt to control children’s
negative behaviour, rather than supporting their pro-social behaviour (Pianta,
Stuhlman and Hamre, 2002). Furthermore, both day-care and school personnel
emphasize the importance of developing good relationships with parents. However,
previous studies have shown that in work with children with special needs, these
relationships do not always function as intended (Fylling & Sandvin, 1998; Hughes,
Wikeley & Nash, 1994).

Royer (2001) stated that the family is often ignored, excluded or blamed by the
school, and according to Bastiani (1993) parents are often seen by teachers as being
either too interested, or not interested. Hughes et al. (1994) found that teachers tend to
perceive most parents as having one of the following roles: partners, consumers or
problems. In special education, Fylling & Sandvin (1998) also described two more
typical parental roles; implementers and clients. Of these different roles, only the
partner-role is likely to promote a reciprocal relationship between parents and
teachers. In respect of cooperation between school and other professions, Martin et al.
(1999) reported that teachers tend to deal with conduct problems in children on a
within-school basis, rather than involving professionals outside the school, such as
psychologists or medical personnel. This is regrettable because children with severe
conduct problems often need different kinds of services (Bloomquist & Schnell,

2002).



There are many quantitative studies in this field, but only a few qualitative studies
of children with conduct problems exist. Webster-Stratton & Spitzer (1996) carried
out a qualitative study among parents to obtain more in-depth knowledge of their
experience of living with a child with conduct problems. To supplement their study,
we in the present study wanted to use a qualitative approach to focus on the
perspectives of teachers. Children today are socialized both by their parents and
teachers, and given the lack of in-depth knowledge regarding this issue we wanted to
further explore the perspectives used by teachers in their work with young children
with severe conduct problems using a qualitative approach. Teachers’ management of
children with conduct problems is likely to be much influenced by their understanding
of these children and their perceptions about the reasons for their misbehaviour
(Scott-Little & Holloway, 1992). Teachers are the most valid informants regarding
how children typically display their conduct problems in day-care and school settings,
and can evaluate child behaviors as compared to other children at the same age, and
how such problems are generally dealt with in day-care and school settings.

In the present study, qualitative data collected from 27 teachers of children aged 4-
10 with clinical levels of conduct problems in day-care/school were analysed,
addressing the following topics: 1) Teachers’ descriptions of problem behaviours in
the children and the reasons for these behaviours. 2) Teachers’ descriptions of how

they dealt with conduct problems.

Methode
Participants
Of a sample of 127 children aged 4 — 8 participating in a controlled treatment study,

qualitative interviews with teachers of 27 children were conducted (Morch, Clifford,



Larsson, Rypdal, Drugli & Fossum, 2006). The children had been referred to
outpatient child psychiatric clinics because of conduct problems at home and where
treated with The Incredible Years parent training and child therapy program
(Webster-Stratton, Reid & Hammond, 2004). All children in the study scored above
the 90" percentile on the Eyberg Child Behaviour Inventory (ECBI) for home
problems, and met the criteria for a sub-threshold or a confirmed diagnosis of
oppositional defiant behaviours (ODD) and/or conduct disorder (CD). Eighty-three
percent of the children were also found to have conduct problems at clinical levels in
day-care/school before treatment, i. e. they had pervasive conduct problems (Drugli et
al., 2006).

The 27 children in the present study were randomly selected from a sub-sample of
children scoring above clinical levels of conduct problems in day-care or school
before treatment. At the time of the interview, 14 children had finished treatment, 12
children were in active treatment and one child had been assigned to the waiting-list
control-group. In this study we should not focus on treatment effects and differences
between treatment conditions, however on teacher’s perceptions of day-care and
school conduct problems.

Thirty three percent (9) of the children were from day-care (age of children ranged
from 4 to 6 years) and 67% (18) from school (age of children ranged from 5 to 9
years), reflecting the proportion of children in the intervention study. The mean age
was 7.8 years. There were 15% (4) girls and 85% (23) boys, leading to an under-
sampling of girls as compared to the intervention study where the proportions of girls
and boys were 20% and 80%, respectively. Forty-one percent (11) of the children in
the present sample had a CD diagnosis and 59 % (16) were diagnosed with ADHD, in

addition to an ODD diagnosis, leading to an over-sampling of CD and ADHD



diagnoses as compared to the intervention study were the proportions for these
diagnoses were 19% and 35%, respectively.

Eight of the teachers were educated as day-care teachers, 13 as school-teachers,
and 6 had no formal educational training. In the following, we use the term “teacher”
for all these three groups. Twenty of the informants were women and 7 were men.
The informants were from day-cares and schools in 6 local authorities in Central
Norway.

The study was approved by the Regional Committee of Ethics on Medical

Research, University of Tromsg.

Data collection

Qualitative methods were chosen for the present study because these are specially
relevant for research questions concerning subjective perceptions of individuals,
construction of meaning and sense-making processes (Ulin, Robinson & Tolley,
2005), and because we wanted to supplement findings from our previous quantitative
studies, with in-depth knowledge from qualitative data. We have referred to findings
from the quantitative studies carried out among the total sample of 127 children when
we found them relevant for findings in the present qualitative study.

An individual, open interview was carried out with each teacher. Interview time
ranged from 45 to 70 minutes. Main topics of the interview were description of the
conduct problems as they were manifested in the day-care/school setting, how
teachers managed the conduct problems, reasons for the problems, interactions with
peers, interactions with the teacher, and collaboration with parents, colleagues in

school, and other professions. Each topic was introduced by an open ended question



and pre-formulated follow-up questions were used only if needed. The interviews

were recorded and then transcribed to text.

Data analyses
The data were analysed using elements from a grounded theory approach (Strauss &
Corbin, 1990). Grounded theory is inductively derived from the study of the
phenomena it represents. The researcher abstracts qualitative data into concepts and
categories using three major types of coding: open, axial and selective coding (Strauss
& Corbin, 1990; Webster-Stratton and Spitzer, 1996). Variation and similarities in
concepts and categories are systematically examined during constant comparison. In
the open coding process, data is broken down by naming small meaningful units in
the text. Similar units are then labelled and grouped to form categories. Axial coding
is the first step of putting the data together. In this process, the categories are
compared and contrasted to detect potential similarities and differences among them.
An axial code is an overriding category encompassing two or more codes. Selective
coding is a process of focusing selectively on higher-order categories that make sense.
Relationships between categories are explored and integrated in a more abstract level
than in axial coding. The goal of this phase of analysis is to create higher-order
categories and if possible to develop a theory.

The coding, categorising and analysing of data was discussed with two supervisors

throughout the process of analysing.



Results
From our analyses of interview data four core categories emerged; “Complex
problems”, “Management inside the class-room®, “Limited parental involvement” and

“Within discipline approach”. These four categories will be discussed in detail below.

Complex problems

When teachers were asked to describe behaviour problems in the child, they gave
nuanced descriptions of different types of such behaviour. Only three children were
described as having one or two types of problem behaviour. The majority of children
seemed to display a broad spectrum of problem behaviours in day-care and school
settings. Different combinations of oppositional problems (anger, quarrels, won’t
follow rules or requests), attention problems (short attention span, easily distracted),
impulsivity problems (restlessness, walking around, acts without thinking), more
serious conduct problems (fighting, hitting, damaging, lying and stealing) and social
problems (always wants to decide in play, gets into conflicts, not knowing how to
initiate contact) were described. The majority of the children got along quite well with
some of their peers, but they often had conflicts with other children, while a few
children were described as not having friends at all, because their peers were afraid of
them.

When teachers were asked to describe possible reasons behind conduct problems
in the child, their answers fell into three categories: one quarter reported that “it has
something to do with the child” (e.g. a disorder such as ADHD, minor brain damage,
or a neurological problem), another quarter stated “it has something to do with the
parents or family situation” (e.g. negative parenting style, conflicts after divorce,

negative relations with step-parent, parents’ psychiatric symptoms, low degree of



support), while half of the teachers thought that “it has to do both with the child and
the parents or family situation” (e.g. “I think it has something to do with the child and
the situation at home does not make it better”, “he has ADHD and the mother has

enough with her own problems”) .

Management inside the class-room

The children’s behaviour in the classroom was reported by teachers as having
considerable impact on their daily work, in that they used a substantial amount of
their time and energy in planning to meet the children’s special needs (“This child is
my last thought in the evening and my first thought in the morning”, “I get very tired,
I use so much of my energy on this child”, “I don’t like to say it, but the days when
the child stay at home are easy days for me”). Children were also described as much
more difficult to handle compared to other children who sometimes displayed
negative behaviours.

When teachers were specifically asked how they handled conduct problems in the
study child, they reported using different types of strategies. No teacher used only one
particular method or only one type of strategy. The majority of the teachers reported
that they had to search for solutions that worked for a particular child (“No method
works for all children”, “I have to try out different strategies”, “What worked last
year, does not work now”). Proactive and organizing strategies inside the
classroom/department such as defining clear rules, organizing small groups of
children, making plans for the day to adapt to the child with conduct problems and
being conscious of own feelings seemed to be frequently used. These strategies were
sometimes combined with use of praise of positive behaviour, but not all teachers

were convinced that such strategies worked. A few teachers mentioned that they tried



to reward the child’s positive behaviour, however, this strategy was used infrequently
(“Last year we tried to use rewards, maybe we should do that again”, “I have tried to
use rewards, but often | forget™). Social problems were mostly dealt with by talking
with the child about social problem-solving strategies and explaining other people’s
feelings and reactions. About half of the teachers reported to have used the Second
Step Program (Nasjonalforeningen for Folkehelsen, 1998) in their work with social
competence in children. However, they did not use it systematically at the time of the
interview. More serious conduct problems such as hitting, fighting or vandalism led
the teacher to remove the child from the situation or hold the child until he/she had
calmed down. Ignoring was also used (“When he runs away, we only wait for a while.
If we run after, he gets worse. He always comes back”, “We try to ignore some
negative behaviour, and then she stops doing it”).

The majority of the teachers reported that it was necessary to follow the child with
conduct problems very closely throughout the day. In this way, the teacher was able to
support the child when needed and intervene quickly in negative episodes (“If | do not
stay close to him, everything may happen in few seconds™). Teachers who had
received extra help from an assistant in the day-care or classroom reported that child
negative behaviours had been reduced. Teachers without such help stated that they
had to choose whether to give support to the child with conduct problems or to all the
other children in the group or class. They had difficulties supporting the child with
conduct problems and the other children at the same time, also experiencing a bad
conscience towards both parts regardless of their choice of priority.

When the teachers were asked to define their own relationship with the child, the
majority described it as “a good relationship” (“I feel we are very close and | believe |

mean a lot to him”, “She is glad when she sees me and | feel glad when I see her”).



However, about a quarter of the teachers reported that they did not have a close
relationship with the child (“I try to understand his problems and I do like him, but
our relationship is difficult. We are not very close”, “I try to give her what she needs,
but I do not exactly know what to do”).

The majority of the teachers thought that their work with the child led to a
reduction of problem behaviours, and most of them were quite satisfied with their way

of dealing with conduct problems.

Limited parental involvement

The majority of the teachers described their relationship with parents as positive and
these parents seemed to be defined as partners (“I have very good contact with the
father. If something happens in school, I call him. When we meet I also tell him about
positive episodes. It is important to cooperate with the father, he knows the boy best
of all. I have to do my job, but the parents also have to work with the boy. | cannot do
everything on my own”, “The mother and | have a very good relationship. I call her,
and she calls me. We also often have meetings. We agree about how to support the
boy”, “The parents are interested and positive. They often want to talk about the boy.
We cooperate very well. We discuss what had happened and what to do. This means a
lot to me”). About one quarter of the teachers reported that their relationship with the
parents “could have been better”. (“I think we should have a better relationship. | have
to remember to support the mother because she has many problems at home.
Sometimes cooperation with mother is difficult, but sometimes we have good
conversations, where we discuss what to do”, “Mother tells me a lot about what they
do at home, but I don’t think she is always honest. She has a lot of trouble in her life. |

feel I can’t trust her and this is difficult when we discuss the boy’s needs”). Only a



few teachers described their relationship with parents as difficult (“The mother is very
positive when we talk, but it is only talk. The girl gets too little support at home and
there are too few rules, e.g. she stays out very late in the evening”, “It is frustrating. |
get angry because I think they speak to the boy in a negative way and they do not help
him with practical stuff like clothes, food and so on”, “It should have been better. |
should have known more about the situation at home. It doesn’t seem like the parents
want to have a close relationship with us”). In the more negative relationships parents

were defined as problems and/or clients by the teachers.

Within discipline approach

A majority of the teachers reported that they received very good support from their
colleagues in day-care and school, in their work with the problem child. Some day-
cares and schools had organised special teams, where teachers could bring up issues
and discuss worries and problems they had in their work with children. Such support
from colleagues within the day-care or school setting was regarded as very important
by the teachers (“I get a lot of support and this is important for me. | don’t know how
I could have handled all these problems without it”, “My colleagues tell me that | do a
good job and I need this feedback™).

Many teachers also described their workplace as having competence in dealing
with conduct problems in children (“We work very well with these children, we have
the knowledge and experience”, “In this day-care, we have good special needs staff
and they have taught me a lot”, “We have a lot of know-how and are used to children
with conduct problems, | think we work well with them”), but most of them also felt
that there was always more to learn (“you never have enough knowledge in regard to

such problems”, “l want to learn more™). Only a few teachers reported feeling lonely



in their work with the child or that there was too little time for cooperation. They
regarded their work with the child as a difficult situation to handle and felt insecure in
their work with the child.

With regard to collaboration with other professions and services outside the day-
care/school (such as school psychologists, child protection services and child
psychiatry) the majority of the teachers expressed dissatisfaction with their degree of
collaboration and involvement. They did not know very much about the work of these
professionals (“The school psychologist is here too seldom. She does not know much
about our situation and therefore she is not able to give good advice”, “The child
protection service asks for information from us, but they do not give anything back. |
do not know much about their work with the family”, “The child protection service
wanted to stop their work with the family. | got really crossed and phoned them many
times. The situation at home was not good for the boy”, “The school psychologist was
here many times, doing observations. We have not heard anything from them since”,
“Child psychiatry was not interested in our information about the child”, “Child
psychiatry is too remote. | know nothing about their work™).

However, two teachers reported about positive and close relationships with other
professions which were much appreciated (“I cooperate very well with the school
nurse. She knew the family from before and has helped me a lot”, “In this day-care,
we have very positive and useful collaboration both with the child protection service
and the school psychologists. So we have with the family. This means a lot to me in

my work. We find solutions together with the family”).



Discussion

In the present study, 27 teachers in day-care/school were interviewed about their
experience in meeting, and managing conduct problems in young children. The
teachers described most children in the study as having a range of behaviour
problems, a finding supported by a previous study (Drugli et al., 2006) in which
children with pervasive conduct problems (conduct problems both at home and in the
day-care/school setting) were according teachers report found to be more aggressive,
have more attention and internalising problems and lower social competence, as
compared to children with conduct problems only at home. A main finding is that the
teachers approached the challenge of child conduct problems with a within-discipline
perspective, and a focus upon everyday events. Inside the classroom they attempted to
help the child as best they could, mostly working alone, with some support from close
colleagues. In the present study children with conduct problems attract the teacher’s
attention and their time as compared with other children in the day-care/classroom.
Although teachers described conflicts and difficulties in dealing with child
misbehaviour, their descriptions of the children concerned were warm and engaged.
They seemed to care very much about the child. The findings regarding teachers’ own
perceptions did not clearly support findings in earlier studies which describe largely
negative relationships between teachers and children with conduct problems (Pianta et
al., 2002). However, the qualitative data in the present study support findings in a
previous quantitative analysis of the total sample in our study, in which teacher
relationships with children with pervasive conduct problems were found to be more
conflict-ridden but not less close, compared with children who displayed conduct

problems only in the home setting (Drugli et al., 2006).



The teachers found it difficult to handle the child with complex conduct problems
and at same time have enough capacity for the rest of the children in the group. This
may be because they described that they had to stay very close to the child with
conduct problems for most of the time to be able to give it support and prevent
misbehaviour. However, at the same time they felt not being able to give the same
degree of attention to other children in the classroom, a dilemma described as very
energy-consuming. Only teachers with an extra person in the day-care/classroom felt
able to deal with both tasks.

Overall in their work with the child with conduct problems, teachers had a “here-
and-now” approach, the most important issue for them being reduction of everyday
kinds of child misbehaviour. Teachers did not believe in the use of special methods or
strategies used systematically, and therefore searched for individual solutions when
dealing with a particular child and his/her needs. Few teachers seemed to have a broad
and systematic focus and a long-term perspective in this regard on the contrary; they
seemed rather to try “to survive” from day to day. The lack of systematic teacher
management of child conduct problems found in the present study is interesting,
because previous studies have found that intervention effects with conduct problems
to a high degree depend on systematic and well administered interventions (Wilson,
Lipsey & Derzon, 2003).

Parental and family-related factors were primarily used as causes behind conduct
problems for many of the children, sometimes combined with child-related factors, i.
e. the supposed presence of ADHD. This reflects teacher’s view and understanding of
parents as having great impact on the child’s psychosocial development. This view is
in line with Patterson’s theory (1982) about coercive circles in the development of

child conduct problems, and goes beyond individual and psycho-pathological



definitions of conduct problems found in earlier studies among teachers (Skrtic, 1991;
Fylling and Sandvin, 1996; Nordahl and Overland, 1998). Surprisingly, day-
care/school factors were not mentioned as contributing to the development of child
conduct problems, indicating that teachers in the present study did not explicitly relate
processes in day-care/school settings as possible and negative turning points
(Sameroff, 2000). It may be the methods used in the present study that did not support
the teachers to reflect about these issues. However, the impression was that teachers
hold the view that children enter day-care or school with already established conduct
problems, and that the role of these settings is to deal with the misbehaviour of the
child as best they can. Such a view may prevent day-care/school teachers adopting a
critical attitude to themselves, and their possible contribution to development of
conduct problems in children (Skrtic, 1991).

Most teachers described positive cooperation with parents, but when its content
was specified, it mainly consisted of exchange of information regarding the child.
Although, many teachers expressed worries about the child’s home situation, this
view was not very apparent in their actual exchanges with parents. Such matters were
only discussed if parents themselves invited to a discussion, and then only briefly.
Parent-teacher cooperation seemed to function best when there were no worries about
the home situation and when the parents were engaged and positive. Most teachers
expressed some feelings of helplessness when they had to bring up topics which the
parents did not themselves introduce, and teachers raised such topics infrequently.

Supplementary services outside the day-care/school setting were often experienced
as absent in daily work in day-care/school. If such services were involved in work
with the child and family, teachers were mostly unaware of the contents of such help.

The typical picture in the present study was an engaged teacher who worked mostly



alone with the child inside regular day-care and school settings. However, it contrasts
to the view among most professionals agreeing that coordinated services are much
needed (Bloomquist & Schnell, 2002), and most local authorities also maintain that
they have good routines for coordinating different services for children with special
educational or psychological needs.

One important pedagogic implication of the present study is the need for day-
care/schools to critically evaluate their own contribution to the development of
conduct problems in children. This perspective was absent in most teachers’
descriptions of potential causes of conduct problems in children. Further, findings in
the study support use of specific school-based implementing strategies when dealing
with child conduct problems in day-care/school settings. Teachers and administrators
in these settings seem to need to share knowledge and strategies to provide more
effective help to children with such problems. Another implication is the evident need
for discussion among professionals, both inside and outside the day-care/school
setting, of how young children with severe conduct problems should be helped.
Currently, teachers are very much left to themselves in deciding how to translate the
principles of integration of children with special needs in mainstream day-
care/schools into practical routines. Severe conduct problems are likely to be managed
optimally by coordinated services and evidence-based practices (Bloomquist &

Schnell, 2002; Webster-Stratton et al., 2004).

Limitations
One important limitation is that the present study was conducted among a highly
selected sample of children referred for clinic treatment. Other teachers working with

children with less severe conduct problems may therefore not recognize the findings.



However, the selected sample also may be seen as a strong point in this study. We
have explored teachers’ perceptions in regard to one of the most challenging groups
of children in day-care and school.

Another limitation is that children were included based on pre-treatment scoring of
conduct problems in day-care/school, and at the time of the interview they were in
different phases of their parent and child treatment. This may have influenced conduct
problems differently because of different treatment gains achieved in the child.
However, in a previous study (Drugli & Larsson, 2006), we found positive
generalisation effect of treatment conducted in clinic setting being very limited across
day-care/school settings, implying that most children had stable high levels of
conduct problems at school or day-care throughout treatment and the follow-up
period.

In the present study the prime goal was to study teacher experience of children
with conduct problems. Most children in the study were treated with PT or combined
PT+CT. However, inclusion of more children from the WLC would also have made
possible to examine differences in teacher perceptions of child problems in regard to
treatment condition.

Another possible limitation is that teachers in day-care and schools may have a
professional bias leading to quite a stereotyped understanding and reports of children
with conduct problems. However, some of this is offset by focusing the interview on a
particular child and one teacher in each class instead of issues pertaining to conduct

problems in general.

Conclusion



Overall, teachers in the present study were highly engaged in their work with children
affected by severe conduct problems, and they worked hard to try to help the child
inside the day-care and school settings. However, teachers seemed to base their work
with children affected by conduct problems more on subjective and individual
perspectives and preferences, rather than professional evaluations. Their practices
were not deeply rooted in evidence-based knowledge and methods, and more attuned
to “practice-based evidence” (Kam & Midgley, 2006). This may lead to too infrequent
and fitful support offered to children with conduct problems, who need extensive help
in day-care and school settings. Its consequences may be serious, especially for
children with pervasive conduct problems. These children are at higher risk for
developing lasting problems throughout childhood and adolescence, compared with
children with conduct problems exhibited only in one setting (CPPRG, 2002; Moffitt,
1993).

Complex issues are raised in the present study, and the conclusions need to be

further investigated in larger samples in future research.



Acknowledgements
We are grateful for help and advice provided by Willy Lichtwarck, Nordland
Research Institute, Bodg and Sturla Fossum, Regional Centre for Child & Adolescent

Mental Health, University of Tromsg.

References

Bastiani, J. (1993). Parents as partners: genuine progress or empty rethoric? In:
Munn, P. (Ed). Parents and schools. Customers, managers or partners? London:
Routledge.

Bloomquist, M. & Schnell, S. (2002). Helping children with aggression and conduct
problems. New York: The Guilford Press.

Chazan, M., Laing, A. F. & Davies, D. (1994). Behavioural difficulties in middle
childhood. Bristol: The Falmer Press.

Conduct Problems Prevention Research Group (2002). Using the Fast Track serious
randomized prevention trial to test the early-starter model of the development of
conduct problems. Development and Psychopathology, 14: 925-943.

Drugli, M. B. & Larsson, B. (2006). Children aged 3-8 years treated with parent
training and child therapy because of conduct problems: generalisation effects to
day-care and school settings. European Child & Adolescent
Psychiatry. In press.

Drugli, M. B., Larsson, B., Clifford, G. & Fossum, S. (2006). Pervasive and non-
pervasive conduct problems in a clinic sample aged 4-8 years:
child, family and day-care/school factors. Scandinavian Journal of Educational
Research. In press.

Fylling, I. & Sandvin, J. T. (1996). Spesialpedagogikk i nordlys [Special pedagogics



under northern lights] Boda: Nordlandsforskning.

Fylling, I. & Sandvin. J. T. (1998). Parents, schools and special education. Bodg:
Nordlandsforskning.

Gray, P. & Noakes, J. (1994). Providing effective support to mainstream schools:
issues and strategies. In: Gray, P., Miller, A. & Noakes, J. (Eds). Challenging
behaviour in schools. London: Routledge.

Hughes, M., Wikeley, F. & Nash, T. (1994). Parents and their children’s school.
Oxford UK: Blackwell.

Kam, S. & Midgley, N. (2006). Exploring “clinical judgement”: how do child and
adolescent mental health professionals decide whether a young person needs
individual psychotherapy? Clinical Child Psychology and Psychiatry, 11 (1), 27-
44,

Martin, A., Linfoot, K. & Stephenson, J. (1999). How teachers respond to concerns
about misbehaviour in their classroom. Psychology in the Schools, 36(4), 347-358.

Moffitt TE (1993) “Life-course-persistent” and “adolescence-limited” antisocial
behavior: a developmental taxonomy. Psychological review, 100: 674-701.

Morch WT, Clifford G, Larsson B, Rypdal P, Drugli MB and Fossum S (2006)
Treatment of oppositional and conduct disorders in 4-8 Year old children using
child therapy and/or parent management training. Manuscript in preparation.

Myers, C. L. & Holland, K. L. (2000). Classroom behavioral interventions: do
teachers consider the function of the behavior? Psychology in the Schools, 37(3),
271-280.

Nasjonalforeningen for Folkehelsen (1998). Steg for Steg [Step by step]. Oslo:
Nasjonalforeningen for Folkehelsen.

Nordahl, T. & Overland, T (1998). Idealer og realiteter: evaluering av



spesialundervisningen i Oslo Kommune [ldeals and realities; evaluation of special
education programme in the Municipality of Oslo]. Oslo: Novarapport.

Ogden, T. (1998). Elevatferd og leringsmilja: leereres erfaringer med og syn pa
elevatferd og leeringsmilja i grunnskolen [Pupil behavior and learning

environment: teacher experiences with and their views of pupil behavior]. Oslo:

Kirke- utdannings- og forskningsdepartementet.

Ogden, T. (2001). Sosial kompetanse og problematferd i skolen [School-related social
skills and problem behavior]. Oslo: Gyldendal Akademisk.

Patterson, G. R. (1982). A social learning approach to family intervention: I11.
Coercive family processes. Eugene OR: Castalia.

Pianta, R. (1999). Enhancing relationships between children and teachers.
Washington DC: American Psychological Association.

Pianta, R.C., Stuhlman, M.W. & Hamre, B.K. (2002). How school can do better:
Fostering stronger connections between teachers and students. New Directions for
Youth Development, 93: 91-107.

Royer, E. (2001). The education of students with emotional and behavioural
difficulties: one size does not fit all. In: Visser, J., Daniels, H & Cole, T. (Eds).
Emotional and behavioural difficulties in mainstream schools. Oxford UK: JAI.

Sameroff, A. J. (2000). Developmental systems and psychopathology. Development
and psychopathology, 12, 297-312.

Scott-Little, C. & Holloway, S. (1992). Child care provider’s reasoning about
misbehaviors: relation to classroom control strategies and professional training.
Early Childhood Research Quarterly, 7, 595-606.

Skrtic, T. M. (1991). Behind the special education. Colorado: Love Publishing

Company.



Strauss, A. & Corbin, J. (1990). Basics of qualitative research. London: Sage
Publications.

Ulin, P., Robinson, E. & Tolley, E. (2005). Qualitative methods in public health. San-
Fransisco: Jossey-Bass.

Webster-Stratton, C. (1999). How to promote children’s social and emotional
competence. London: Paul Chapman Publishing Company.

Webster-Stratton, C. & Spitzer, A. (1996). Parenting a young child with conduct
problems. Advances in Clinical Child Psychology, 18, 1-62.

Webster-Stratton, C., Reid, M. J. & Hammond, M. (2004). Treating children with
early-onset conduct problems: intervention outcomes for parent, child, and teacher
training. Journal of Clinical and Adolescent Psychology, 33 (1), 105-124.

Wilson, S. J., Lipsey, M. W. & Derzon, J. H. (2003). The effects of school-based
intervention programs on aggressive behavior: a meta-analysis. Journal of

Consulting and Clinical Psychology, 71 (1), 136-149.









Dissertations at the Faculty of Medicine, NTNU

1977

1. Knut Joachim Berg: EFFECT OF ACETYLSALICYLIC ACID ON RENAL FUNCTION

2. Karl Erik Viken and Arne @degaard: STUDIES ON HUMAN MONOCYTES CULTURED IN
VITRO

1978

3. Karel Bjgrn Cyvin: CONGENITAL DISLOCATION OF THE HIP JOINT.

4. AIf O. Brubakk: METHODS FOR STUDYING FLOW DYNAMICS IN THE LEFT
VENTRICLE AND THE AORTA IN MAN.

1979

5. Geirmund Unsgaard: CYTOSTATIC AND IMMUNOREGULATORY ABILITIES OF HUMAN
BLOOD MONOCYTES CULTURED IN VITRO

1980

6. Starker Jgrstad: URAEMIC TOXINS

7. Arne Olav Jenssen: SOME RHEOLOGICAL, CHEMICAL AND STRUCTURAL PROPERTIES
OF MUCOID SPUTUM FROM PATIENTS WITH CHRONIC OBSTRUCTIVE BRONCHITIS

1981

8. Jens Hammerstrgm: CYTOSTATIC AND CYTOLYTIC ACTIVITY OF HUMAN
MONOCYTES AND EFFUSION MACROPHAGES AGAINST TUMOR CELLS IN VITRO

1983

9. Tore Syversen: EFFECTS OF METHYLMERCURY ON RAT BRAIN PROTEIN.

10. Torbjarn Iversen: SQUAMOUS CELL CARCINOMA OF THE VULVA.

1984

11. Tor-Erik Widerge: ASPECTS OF CONTINUOUS AMBULATORY PERITONEAL DIALYSIS.

12. Anton Hole: ALTERATIONS OF MONOCYTE AND LYMPHOCYTE FUNCTIONS IN
REALTION TO SURGERY UNDER EPIDURAL OR GENERAL ANAESTHESIA.

13. Terje Terjesen: FRACTURE HEALING AN STRESS-PROTECTION AFTER METAL PLATE
FIXATION AND EXTERNAL FIXATION.

14. Carsten Saunte: CLUSTER HEADACHE SYNDROME.

15. Inggard Lereim: TRAFFIC ACCIDENTS AND THEIR CONSEQUENCES.

16. Bjorn Magne Eggen: STUDIES IN CYTOTOXICITY IN HUMAN ADHERENT
MONONUCLEAR BLOOD CELLS.

17. Trond Haug: FACTORS REGULATING BEHAVIORAL EFFECTS OG DRUGS.

1985

18. Sven Erik Gisvold: RESUSCITATION AFTER COMPLETE GLOBAL BRAIN ISCHEMIA.

19. Terje Espevik: THE CYTOSKELETON OF HUMAN MONOCYTES.

20. Lars Bevanger: STUDIES OF THE Ibc (c) PROTEIN ANTIGENS OF GROUP B
STREPTOCOCCI.

21. Ole-Jan lversen: RETROVIRUS-LIKE PARTICLES IN THE PATHOGENESIS OF PSORIASIS.

22. Lasse Eriksen: EVALUATION AND TREATMENT OF ALCOHOL DEPENDENT
BEHAVIOUR.

23. Per I. Lundmo: ANDROGEN METABOLISM IN THE PROSTATE.

1986

24. Dagfinn Berntzen: ANALYSIS AND MANAGEMENT OF EXPERIMENTAL AND CLINICAL
PAIN.

25. Odd Arnold Kildahl-Andersen: PRODUCTION AND CHARACTERIZATION OF
MONOCYTE-DERIVED CYTOTOXIN AND ITS ROLE IN MONOCYTE-MEDIATED
CYTOTOXICITY.

26. Ola Dale: VOLATILE ANAESTHETICS.

1987

27. Per Martin Kleveland: STUDIES ON GASTRIN.

28. Audun N. @ksendal: THE CALCIUM PARADOX AND THE HEART.

29. Vilhjalmur R. Finsen: HIP FRACTURES

1988

30. Rigmor Austgulen: TUMOR NECROSIS FACTOR: A MONOCYTE-DERIVED REGULATOR
OF CELLULAR GROWTH.

31. Tom-Harald Edna: HEAD INJURIES ADMITTED TO HOSPITAL.



32.

33.

34.

35.

36.

37.

38.

39.
40.

41.

42

Joseph D. Borsi: NEW ASPECTS OF THE CLINICAL PHARMACOKINETICS OF
METHOTREXATE.

Olav F. M. Sellevold: GLUCOCORTICOIDS IN MYOCARDIAL PROTECTION.

Terje Skjerpe: NONINVASIVE QUANTITATION OF GLOBAL PARAMETERS ON LEFT
VENTRICULAR FUNCTION: THE SYSTOLIC PULMONARY ARTERY PRESSURE AND
CARDIAC OUTPUT.

Eyvind Rgdahl: STUDIES OF IMMUNE COMPLEXES AND RETROVIRUS-LIKE ANTIGENS
IN PATIENTS WITH ANKYLOSING SPONDYLITIS.

Ketil Thorstensen: STUDIES ON THE MECHANISMS OF CELLULAR UPTAKE OF IRON
FROM TRANSFERRIN.

Anna Midelfart: STUDIES OF THE MECHANISMS OF ION AND FLUID TRANSPORT IN
THE BOVINE CORNEA.

Eirik Helseth: GROWTH AND PLASMINOGEN ACTIVATOR ACTIVITY OF HUMAN
GLIOMAS AND BRAIN METASTASES - WITH SPECIAL REFERENCE TO
TRANSFORMING GROWTH FACTOR BETA AND THE EPIDERMAL GROWTH FACTOR
RECEPTOR.

Petter C. Borchgrevink: MAGNESIUM AND THE ISCHEMIC HEART.

Kjell-Arne Rein: THE EFFECT OF EXTRACORPOREAL CIRCULATION ON
SUBCUTANEOUS TRANSCAPILLARY FLUID BALANCE.

Arne Kristian Sandvik: RAT GASTRIC HISTAMINE.

Carl Bredo Dahl: ANIMAL MODELS IN PSYCHIATRY.

1989

43.
44,
45.
46.
47,

48.

49,
50.

51

Torbjgrn A. Fredriksen: CERVICOGENIC HEADACHE.

Rolf A. Walstad: CEFTAZIDIME.

Rolf Salvesen: THE PUPIL IN CLUSTER HEADACHE.

Nils Petter Jgrgensen: DRUG EXPOSURE IN EARLY PREGNANCY.

Johan C. Reder: PREMEDICATION AND GENERAL ANAESTHESIA IN OUTPATIENT
GYNECOLOGICAL SURGERY.

M. R. Shalaby: IMMUNOREGULATORY PROPERTIES OF TNF-o AND THE RELATED
CYTOKINES.

Anders Waage: THE COMPLEX PATTERN OF CYTOKINES IN SEPTIC SHOCK.

Bjarne Christian Eriksen: ELECTROSTIMULATION OF THE PELVIC FLOOR IN FEMALE
URINARY INCONTINENCE.

Tore B. Halvorsen: PROGNOSTIC FACTORS IN COLORECTAL CANCER.

1990

52.
53.
54.

55.
56.

57.
58.
59.
60.

61.
62.

63.
64.

Asbjarn Nordby: CELLULAR TOXICITY OF ROENTGEN CONTRAST MEDIA.

Kare E. Tvedt: X-RAY MICROANALYSIS OF BIOLOGICAL MATERIAL.

Tore C. Stiles: COGNITIVE VULNERABILITY FACTORS IN THE DEVELOPMENT AND
MAINTENANCE OF DEPRESSION.

Eva Hofsli: TUMOR NECROSIS FACTOR AND MULTIDRUG RESISTANCE.

Helge S. Haarstad: TROPHIC EFFECTS OF CHOLECYSTOKININ AND SECRETIN ON THE
RAT PANCREAS.

Lars Engebretsen: TREATMENT OF ACUTE ANTERIOR CRUCIATE LIGAMENT INJURIES.
Tarjei Rygnestad: DELIBERATE SELF-POISONING IN TRONDHEIM.

Arne Z. Henriksen: STUDIES ON CONSERVED ANTIGENIC DOMAINS ON MAJOR OUTER
MEMBRANE PROTEINS FROM ENTEROBACTERIA.

Steinar Westin: UNEMPLOYMENT AND HEALTH: Medical and social consequences of a
factory closure in a ten-year controlled follow-up study.

Ylva Sahlin: INJURY REGISTRATION, a tool for accident preventive work.

Helge Bjgrnstad Pettersen: BIOSYNTHESIS OF COMPLEMENT BY HUMAN ALVEOLAR
MACROPHAGES WITH SPECIAL REFERENCE TO SARCOIDOSIS.

Berit Schei: TRAPPED IN PAINFUL LOVE.

Lars J. Vatten: PROSPECTIVE STUDIES OF THE RISK OF BREAST CANCER IN A
COHORT OF NORWEGIAN WOMAN.

1991

65.

66.

Kare Bergh: APPLICATIONS OF ANTI-C5a SPECIFIC MONOCLONAL ANTIBODIES FOR
THE ASSESSMENT OF COMPLEMENT ACTIVATION.

Svein Svenningsen: THE CLINICAL SIGNIFICANCE OF INCREASED FEMORAL
ANTEVERSION.



67. Olbjorn Klepp: NONSEMINOMATOUS GERM CELL TESTIS CANCER: THERAPEUTIC
OUTCOME AND PROGNOSTIC FACTORS.

68. Trond Sand: THE EFFECTS OF CLICK POLARITY ON BRAINSTEM AUDITORY EVOKED
POTENTIALS AMPLITUDE, DISPERSION, AND LATENCY VARIABLES.

69. Kjetil B. Asbakk: STUDIES OF A PROTEIN FROM PSORIATIC SCALE, PSO P27, WITH
RESPECT TO ITS POTENTIAL ROLE IN IMMUNE REACTIONS IN PSORIASIS.

70. Arnulf Hestnes: STUDIES ON DOWN'’S SYNDROME.

71. Randi Nygaard: LONG-TERM SURVIVAL IN CHILDHOOD LEUKEMIA.

72. Bjgrn Hagen: THIO-TEPA.

73. Svein Anda: EVALUATION OF THE HIP JOINT BY COMPUTED TOMOGRAMPHY AND
ULTRASONOGRAPHY.

1992

74. Martin Svartberg: AN INVESTIGATION OF PROCESS AND OUTCOME OF SHORT-TERM
PSYCHODYNAMIC PSYCHOTHERAPY.

75. Stig Arild Slgrdahl: AORTIC REGURGITATION.

76. Harold C Sexton: STUDIES RELATING TO THE TREATMENT OF SYMPTOMATIC NON-
PSYCHOTIC PATIENTS.

77. Maurice B. Vincent: VASOACTIVE PEPTIDES IN THE OCULAR/FOREHEAD AREA.

78. Terje Johannessen: CONTROLLED TRIALS IN SINGLE SUBJECTS.

79. Turid Nilsen: PYROPHOSPHATE IN HEPATOCYTE IRON METABOLISM.

80. Olav Haraldseth: NMR SPECTROSCOPY OF CEREBRAL ISCHEMIA AND REPERFUSION
IN RAT.

81. Eiliv Brenna;: REGULATION OF FUNCTION AND GROWTH OF THE OXYNTIC MUCOSA.

1993

82. Gunnar Bovim: CERVICOGENIC HEADACHE.

83. Jarl Arne Kahn: ASSISTED PROCREATION.

84. Bjern Naume: IMMUNOREGULATORY EFFECTS OF CYTOKINES ON NK CELLS.

85. Rune Wiseth: AORTIC VALVE REPLACEMENT.

86. Jie Ming Shen: BLOOD FLOW VELOCITY AND RESPIRATORY STUDIES.

87. Piotr Kruszewski: SUNCT SYNDROME WITH SPECIAL REFERENCE TO THE
AUTONOMIC NERVOUS SYSTEM.

88. Mette Haase Moen: ENDOMETRIOSIS.

89. Anne Vik: VASCULAR GAS EMBOLISM DURING AIR INFUSION AND AFTER
DECOMPRESSION IN PIGS.

90. Lars Jacob Stovner: THE CHIARI TYPE | MALFORMATION.

91. Kjell A. Salvesen: ROUTINE ULTRASONOGRAPHY IN UTERO AND DEVELOPMENT IN
CHILDHOOD.

1994

92. Nina-Beate Liabakk: DEVELOPMENT OF IMMUNOASSAYS FOR TNF AND ITS SOLUBLE
RECEPTORS.

93. Sverre Helge Torp: erbB ONCOGENES IN HUMAN GLIOMAS AND MENINGIOMAS.

94. Olav M. Linaker: MENTAL RETARDATION AND PSYCHIATRY. Past and present.

95. Per Oscar Feet: INCREASED ANTIDEPRESSANT AND ANTIPANIC EFFECT IN
COMBINED TREATMENT WITH DIXYRAZINE AND TRICYCLIC ANTIDEPRESSANTS.

96. Stein Olav Samstad: CROSS SECTIONAL FLOW VELOCITY PROFILES FROM TWO-
DIMENSIONAL DOPPLER ULTRASOUND: Studies on early mitral blood flow.

97. Bjern Backe: STUDIES IN ANTENATAL CARE.

98. Gerd Inger Ringdal: QUALITY OF LIFE IN CANCER PATIENTS.

99. Torvid Kiserud: THE DUCTUS VENOSUS IN THE HUMAN FETUS.

100.Hans E. Fjgsne: HORMONAL REGULATION OF PROSTATIC METABOLISM.

101.Eylert Brodtkorb: CLINICAL ASPECTS OF EPILEPSY IN THE MENTALLY RETARDED.

102.Roar Juul: PEPTIDERGIC MECHANISMS IN HUMAN SUBARACHNOID HEMORRHAGE.

103.Unni Syversen: CHROMOGRANIN A. Phsysiological and Clinical Role.

1995

104.0dd Gunnar Brakstad: THERMOSTABLE NUCLEASE AND THE nuc GENE IN THE
DIAGNOSIS OF Staphylococcus aureus INFECTIONS.

105.Terje Engan: NUCLEAR MAGNETIC RESONANCE (NMR) SPECTROSCOPY OF PLASMA
IN MALIGNANT DISEASE.

106.Kirsten Rasmussen: VIOLENCE IN THE MENTALLY DISORDERED.

107.Finn Egil Skjeldestad: INDUCED ABORTION: Timetrends and Determinants.



108.Roar Stenseth: THORACIC EPIDURAL ANALGESIA IN AORTOCORONARY BYPASS
SURGERY.

109.Arild Faxvaag: STUDIES OF IMMUNE CELL FUNCTION in mice infected with MURINE
RETROVIRUS.

1996

110.Svend Aakhus: NONINVASIVE COMPUTERIZED ASSESSMENT OF LEFT VENTRICULAR
FUNCTION AND SYSTEMIC ARTERIAL PROPERTIES. Methodology and some clinical
applications.

111.Klaus-Dieter Bolz: INTRAVASCULAR ULTRASONOGRAPHY.

112.Petter Aadahl: CARDIOVASCULAR EFFECTS OF THORACIC AORTIC CROSS-CLAMPING.

113.Sigurd Steinshamn: CYTOKINE MEDIATORS DURING GRANULOCYTOPENIC
INFECTIONS.

114.Hans Stifoss-Hanssen: SEEKING MEANING OR HAPPINESS?

115.Anne Kvikstad: LIFE CHANGE EVENTS AND MARITAL STATUS IN RELATION TO RISK
AND PROGNOSIS OF CANSER.

116.Torbjern Grgntvedt: TREATMENT OF ACUTE AND CHRONIC ANTERIOR CRUCIATE
LIGAMENT INJURIES. A clinical and biomechanical study.

117.Sigrid Hagrven Wigers: CLINICAL STUDIES OF FIBROMYALGIA WITH FOCUS ON
ETIOLOGY, TREATMENT AND OUTCOME.

118.Jan Schjgtt: MYOCARDIAL PROTECTION: Functional and Metabolic Characteristics of Two
Endogenous Protective Principles.

119.Marit Martinussen: STUDIES OF INTESTINAL BLOOD FLOW AND ITS RELATION TO
TRANSITIONAL CIRCULATORY ADAPATION IN NEWBORN INFANTS.

120.Tomm B. Miiller: MAGNETIC RESONANCE IMAGING IN FOCAL CEREBRAL ISCHEMIA.

121.Rune Haaverstad: OEDEMA FORMATION OF THE LOWER EXTREMITIES.

122.Magne Bgrset: THE ROLE OF CYTOKINES IN MULTIPLE MYELOMA, WITH SPECIAL
REFERENCE TO HEPATOCYTE GROWTH FACTOR.

123.Geir Smedslund: A THEORETICAL AND EMPIRICAL INVESTIGATION OF SMOKING,
STRESS AND DISEASE: RESULTS FROM A POPULATION SURVEY.

1997

124.Torstein Vik: GROWTH, MORBIDITY, AND PSYCHOMOTOR DEVELOPMENT IN
INFANTS WHO WERE GROWTH RETARDED IN UTERO.

125.Siri Forsmo: ASPECTS AND CONSEQUENCES OF OPPORTUNISTIC SCREENING FOR
CERVICAL CANCER. Results based on data from three Norwegian counties.

126.Jon S. Skranes; CEREBRAL MRI AND NEURODEVELOPMENTAL OUTCOME IN VERY
LOW BIRTH WEIGHT (VLBW) CHILDREN. A follow-up study of a geographically based year
cohort of VLBW children at ages one and six years.

127.Knut Bjgrnstad: COMPUTERIZED ECHOCARDIOGRAPHY FOR EVALUTION OF
CORONARY ARTERY DISEASE.

128.Grethe Elisabeth Borchgrevink: DIAGNOSIS AND TREATMENT OF WHIPLASH/NECK
SPRAIN INJURIES CAUSED BY CAR ACCIDENTS.

129.Tor Elsas: NEUROPEPTIDES AND NITRIC OXIDE SYNTHASE IN OCULAR AUTONOMIC
AND SENSORY NERVES.

130.Rolf W. Grawe: EPIDEMIOLOGICAL AND NEUROPSYCHOLOGICAL PERSPECTIVES ON
SCHIZOPHRENIA.

131.Tonje Stremholm: CEREBRAL HAEMODYNAMICS DURING THORACIC AORTIC
CROSSCLAMPING. An experimental study in pigs.

1998

132.Martinus Braten: STUDIES ON SOME PROBLEMS REALTED TO INTRAMEDULLARY
NAILING OF FEMORAL FRACTURES.

133.Stale Nordgérd: PROLIFERATIVE ACTIVITY AND DNA CONTENT AS PROGNOSTIC
INDICATORS IN ADENOID CYSTIC CARCINOMA OF THE HEAD AND NECK.

134.Egil Lien: SOLUBLE RECEPTORS FOR TNF AND LPS: RELEASE PATTERN AND
POSSIBLE SIGNIFICANCE IN DISEASE.

135.Marit Bjgrgaas: HYPOGLYCAEMIA IN CHILDREN WITH DIABETES MELLITUS

136.Frank Skorpen: GENETIC AND FUNCTIONAL ANALYSES OF DNA REPAIR IN HUMAN
CELLS.

137.Juan A. Pareja: SUNCT SYNDROME. ON THE CLINICAL PICTURE. ITS DISTINCTION
FROM OTHER, SIMILAR HEADACHES.



138.Anders Angelsen: NEUROENDOCRINE CELLS IN HUMAN PROSTATIC CARCINOMAS
AND THE PROSTATIC COMPLEX OF RAT, GUINEA PIG, CAT AND DOG.

139.Fabio Antonaci: CHRONIC PAROXYSMAL HEMICRANIA AND HEMICRANIA
CONTINUA: TWO DIFFERENT ENTITIES?

140.Sven M. Carlsen: ENDOCRINE AND METABOLIC EFFECTS OF METFORMIN WITH
SPECIAL EMPHASIS ON CARDIOVASCULAR RISK FACTORES.

1999

141.Terje A. Murberg: DEPRESSIVE SYMPTOMS AND COPING AMONG PATIENTS WITH
CONGESTIVE HEART FAILURE.

142 .Harm-Gerd Karl Blaas: THE EMBRYONIC EXAMINATION. Ultrasound studies on the
development of the human embryo.

143.Noemi Becser Andersen:THE CEPHALIC SENSORY NERVES IN UNILATERAL
HEADACHES. Anatomical background and neurophysiological evaluation.

144.Eli-Janne Fiskerstrand: LASER TREATMENT OF PORT WINE STAINS. A study of the efficacy
and limitations of the pulsed dye laser. Clinical and morfological analyses aimed at improving the
therapeutic outcome.

145.Bérd Kulseng: A STUDY OF ALGINATE CAPSULE PROPERTIES AND CYTOKINES IN
RELATION TO INSULIN DEPENDENT DIABETES MELLITUS.

146.Terje Haug: STRUCTURE AND REGULATION OF THE HUMAN UNG GENE ENCODING
URACIL-DNA GLYCOSYLASE.

147.Heidi Brurok: MANGANESE AND THE HEART. A Magic Metal with Diagnostic and
Therapeutic Possibilites.

148.Agnes Kathrine Lie: DIAGNOSIS AND PREVALENCE OF HUMAN PAPILLOMAVIRUS
INFECTION IN CERVICAL INTRAEPITELIAL NEOPLASIA. Relationship to Cell Cycle
Regulatory Proteins and HLA DQBI Genes.

149.Ronald Marvik: PHARMACOLOGICAL, PHYSIOLOGICAL AND PATHOPHYSIOLOGICAL
STUDIES ON ISOLATED STOMACS.

150.Ketil Jarl Holen: THE ROLE OF ULTRASONOGRAPHY IN THE DIAGNOSIS AND
TREATMENT OF HIP DYSPLASIA IN NEWBORNS.

151.1rene Hetlevik: THE ROLE OF CLINICAL GUIDELINES IN CARDIOVASCULAR RISK
INTERVENTION IN GENERAL PRACTICE.

152.Katarina Tunon: ULTRASOUND AND PREDICTION OF GESTATIONAL AGE.

153.Johannes Soma: INTERACTION BETWEEN THE LEFT VENTRICLE AND THE SYSTEMIC
ARTERIES.

154.Arild Aamodt: DEVELOPMENT AND PRE-CLINICAL EVALUATION OF A CUSTOM-
MADE FEMORAL STEM.

155.Agnar Tegnander: DIAGNOSIS AND FOLLOW-UP OF CHILDREN WITH SUSPECTED OR
KNOWN HIP DYSPLASIA.

156.Bent Indredavik: STROKE UNIT TREATMENT: SHORT AND LONG-TERM EFFECTS

157.Jolanta Vanagaite Vingen: PHOTOPHOBIA AND PHONOPHOBIA IN PRIMARY
HEADACHES

2000

158.0la Dalsegg Seether: PATHOPHYSIOLOGY DURING PROXIMAL AORTIC CROSS-
CLAMPING CLINICAL AND EXPERIMENTAL STUDIES

159.xxxxxxxxx (blind number)

160.Christina Vogt Isaksen: PRENATAL ULTRASOUND AND POSTMORTEM FINDINGS - A
TEN YEAR CORRELATIVE STUDY OF FETUSES AND INFANTS WITH
DEVELOPMENTAL ANOMALIES.

161.Holger Seidel: HIGH-DOSE METHOTREXATE THERAPY IN CHILDREN WITH ACUTE
LYMPHOCYTIC LEUKEMIA: DOSE, CONCENTRATION, AND EFFECT
CONSIDERATIONS.

162.Stein Hallan: IMPLEMENTATION OF MODERN MEDICAL DECISION ANALYSIS INTO
CLINICAL DIAGNOSIS AND TREATMENT.

163.Malcolm Sue-Chu: INVASIVE AND NON-INVASIVE STUDIES IN CROSS-COUNTRY
SKIERS WITH ASTHMA-LIKE SYMPTOMS.

164.0le-Lars Brekke: EFFECTS OF ANTIOXIDANTS AND FATTY ACIDS ON TUMOR
NECROSIS FACTOR-INDUCED CYTOTOXICITY.

165.Jan Lundbom: AORTOCORONARY BYPASS SURGERY: CLINICAL ASPECTS, COST
CONSIDERATIONS AND WORKING ABILITY.



166.John-Anker Zwart: LUMBAR NERVE ROOT COMPRESSION, BIOCHEMICAL AND
NEUROPHYSIOLOGICAL ASPECTS.

167.Geir Falck: HYPEROSMOLALITY AND THE HEART.

168.Eirik Skogvoll: CARDIAC ARREST Incidence, Intervention and Outcome.

169.Dalius Bansevicius: SHOULDER-NECK REGION IN CERTAIN HEADACHES AND
CHRONIC PAIN SYNDROMES.

170.Bettina Kinge: REFRACTIVE ERRORS AND BIOMETRIC CHANGES AMONG
UNIVERSITY STUDENTS IN NORWAY.

171.Gunnar Qvigstad: CONSEQUENCES OF HYPERGASTRINEMIA IN MAN

172.Hanne Ellekjeer: EFIDEMIOLOGICAL STUDIES OF STROKE IN A NORWEGIAN
POPULATION. INCIDENCE, RISK FACTORS AND PROGNOSIS

173.Hilde Grimstad: VIOLENCE AGAINST WOMEN AND PREGNANCY OUTCOME.

174.Astrid Hjelde: SURFACE TENSION AND COMPLEMENT ACTIVATION: Factors influencing
bubble formation and bubble effects after decompression.

175.Kjell A. Kvistad: MR IN BREAST CANCER — A CLINICAL STUDY.

176.Ivar Rossvoll: ELECTIVE ORTHOPAEDIC SURGERY IN A DEFINED POPULATION. Studies
on demand, waiting time for treatment and incapacity for work.

177.Carina Seidel: PROGNOSTIC VALUE AND BIOLOGICAL EFFECTS OF HEPATOCYTE
GROWTH FACTOR AND SYNDECAN-1 IN MULTIPLE MYELOMA.

2001

178.Alexander Wahba: THE INFLUENCE OF CARDIOPULMONARY BYPASS ON PLATELET
FUNCTION AND BLOOD COAGULATION — DETERMINANTS AND CLINICAL
CONSEQUENSES

179.Marcus Schmitt-Egenolf: THE RELEVANCE OF THE MAJOR hISTOCOMPATIBILITY
COMPLEX FOR THE GENETICS OF PSORIASIS

180.0drun Arna Gederaas: BIOLOGICAL MECHANISMS INVOLVED IN 5-AMINOLEVULINIC
ACID BASED PHOTODYNAMIC THERAPY

181.Pal Richard Romundstad: CANCER INCIDENCE AMONG NORWEGIAN ALUMINIUM
WORKERS

182.Henrik Hjorth-Hansen: NOVEL CYTOKINES IN GROWTH CONTROL AND BONE DISEASE
OF MULTIPLE MYELOMA

183.Gunnar Morken: SEASONAL VARIATION OF HUMAN MOOD AND BEHAVIOUR

184.Bjgrn Olav Haugen: MEASUREMENT OF CARDIAC OUTPUT AND STUDIES OF
VELOCITY PROFILES IN AORTIC AND MITRAL FLOW USING TWO- AND THREE-
DIMENSIONAL COLOUR FLOW IMAGING

185.Geir Brathen: THE CLASSIFICATION AND CLINICAL DIAGNOSIS OF ALCOHOL-
RELATED SEIZURES

186.Knut Ivar Aasargd: RENAL INVOLVEMENT IN INFLAMMATORY RHEUMATIC DISEASE.
A Study of Renal Disease in Wegener’s Granulomatosis and in Primary Sjégren’s Syndrome

187.Trude Helen Flo: RESEPTORS INVOLVED IN CELL ACTIVATION BY DEFINED URONIC
ACID POLYMERS AND BACTERIAL COMPONENTS

188.Bodil Kavli: HUMAN URACIL-DNA GLYCOSYLASES FROM THE UNG GENE:
STRUCTRUAL BASIS FOR SUBSTRATE SPECIFICITY AND REPAIR

189.Liv Thommesen: MOLECULAR MECHANISMS INVOLVED IN TNF- AND GASTRIN-
MEDIATED GENE REGULATION

190.Turid Lingaas Holmen: SMOKING AND HEALTH IN ADOLESCENCE; THE NORD-
TRONDELAG HEALTH STUDY, 1995-97

191.@yvind Hjertner: MULTIPLE MYELOMA: INTERACTIONS BETWEEN MALIGNANT
PLASMA CELLS AND THE BONE MICROENVIRONMENT

192.Asbjarn Stgylen: STRAIN RATE IMAGING OF THE LEFT VENTRICLE BY ULTRASOUND.
FEASIBILITY, CLINICAL VALIDATION AND PHYSIOLOGICAL ASPECTS

193.Kristian Midthjell: DIABETES IN ADULTS IN NORD-TR@NDELAG. PUBLIC HEALTH
ASPECTS OF DIABETES MELLITUS IN A LARGE, NON-SELECTED NORWEGIAN
POPULATION.

194.Guanglin Cui: FUNCTIONAL ASPECTS OF THE ECL CELL IN RODENTS

195.Ulrik Wislgff: CARDIAC EFFECTS OF AEROBIC ENDURANCE TRAINING:
HYPERTROPHY, CONTRACTILITY AND CALCUIM HANDLING IN NORMAL AND
FAILING HEART

196.@yvind Halaas: MECHANISMS OF IMMUNOMODULATION AND CELL-MEDIATED
CYTOTOXICITY INDUCED BY BACTERIAL PRODUCTS



197.Tore Amundsen: PERFUSION MR IMAGING IN THE DIAGNOSIS OF PULMONARY
EMBOLISM

198.Nanna Kurtze: THE SIGNIFICANCE OF ANXIETY AND DEPRESSION IN FATIQUE AND
PATTERNS OF PAIN AMONG INDIVIDUALS DIAGNOSED WITH FIBROMYALGIA:
RELATIONS WITH QUALITY OF LIFE, FUNCTIONAL DISABILITY, LIFESTYLE,
EMPLOYMENT STATUS, CO-MORBIDITY AND GENDER

199.Tom lvar Lund Nilsen: PROSPECTIVE STUDIES OF CANCER RISK IN NORD-
TRONDELAG: THE HUNT STUDY. Associations with anthropometric, socioeconomic, and
lifestyle risk factors

200.Asta Kristine Haberg: A NEW APPROACH TO THE STUDY OF MIDDLE CEREBRAL
ARTERY OCCLUSION IN THE RAT USING MAGNETIC RESONANCE TECHNIQUES

2002

201.Knut Jargen Arntzen: PREGNANCY AND CYTOKINES

202.Henrik Dgllner: INFLAMMATORY MEDIATORS IN PERINATAL INFECTIONS

203.Asta Bye: LOW FAT, LOW LACTOSE DIET USED AS PROPHYLACTIC TREATMENT OF
ACUTE INTESTINAL REACTIONS DURING PELVIC RADIOTHERAPY. A PROSPECTIVE
RANDOMISED STUDY.

204.Sylvester Moyo: STUDIES ON STREPTOCOCCUS AGALACTIAE (GROUP B
STREPTOCOCCUS) SURFACE-ANCHORED MARKERS WITH EMPHASIS ON STRAINS
AND HUMAN SERA FROM ZIMBABWE.

205.Knut Hagen: HEAD-HUNT: THE EPIDEMIOLOGY OF HEADACHE IN NORD-TRZNDELAG

206.Li Lixin: ON THE REGULATION AND ROLE OF UNCOUPLING PROTEIN-2 IN INSULIN
PRODUCING B-CELLS

207.Anne Hildur Henriksen: SYMPTOMS OF ALLERGY AND ASTHMA VERSUS MARKERS OF
LOWER AIRWAY INFLAMMATION AMONG ADOLESCENTS

208.Egil Andreas Fors: NON-MALIGNANT PAIN IN RELATION TO PSYCHOLOGICAL AND
ENVIRONTENTAL FACTORS. EXPERIENTAL AND CLINICAL STUDES OF PAIN WITH
FOCUS ON FIBROMYALGIA

209.Pal Klepstad: MORPHINE FOR CANCER PAIN

210.Ingunn Bakke: MECHANISMS AND CONSEQUENCES OF PEROXISOME PROLIFERATOR-
INDUCED HYPERFUNCTION OF THE RAT GASTRIN PRODUCING CELL

211.Ingrid Susann Gribbestad: MAGNETIC RESONANCE IMAGING AND SPECTROSCOPY OF
BREAST CANCER

212.Rgnnaug Astri @degard: PREECLAMPSIA - MATERNAL RISK FACTORS AND FETAL
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