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ABSTRACT

Conduct problems are among the most prevalent psychiatric conditions identified
in outpatient mental health centers (Frick 1998b; Kazdin, 1995; Loeber, Burke, Lahey,
Waters, & Zera, 2000). Despite a long history of examining risk facésiscated with
conduct problems, many studies have focused exclusively on adolescent onset conduct
problems and few studies have sought to examine relationships among risk faoss's ac
several domains. Furthermore, few studies have been conducted to examine@rotect
factors thought to mitigate the risk for children who are thought to be at a tigif ris
manifesting conduct problems. By gaining an understanding of risk and protectors fa
associated with early onset conduct problems, clinicians can develop and appyopriatel
target interventions to those children at a high risk of developing conduct problems as
well as those who are already displaying symptoms associated vijtloeset conduct
problems.

The purpose of the present study was to identify factors associated with an
increased risk of early onset conduct problems across several domains and to develop a
statistical model describing the relationships among these latter domdinskafactors.
Furthermore, the present research used these identified risk factorsritotly
factors that may offer protective benefits to children who are at a highf iigkveloping
conduct problems at a younger age (5 to 10 years).

The data used in the present study were from the National Survey of Children’s
Health database which contained data collected by the National Certtkaiitn

Statistics and Maternal and Child Health Bureau in 2007. These data are publicly
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available and unrestricted. These data were analyzed using a confirfaatoryanalysis
approach and multi-group structural equation modeling techniques. The results showed
that youth living in a neighborhood characterized by less cooperation, beinfjedessi
coming from a lower socioeconomic status, and having a mother who reported overall
fair or poorer mental health were all associated with a greater risk diestarg reported
early onset conduct problems. Protective factors identified included havingné-glaitd
relationship characterized by feeling less bothered and/or angry with thengbkild does
and feeling better able to talk to the child about things that really matteelbas the

child not having a history of involvement in special education. The implications of these

findings are discussed as are future directions for research.
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CHAPTER 1
INTRODUCTION

Oppositional Defiant Disorder (ODD) and Conduct Disorder (CD) are among the
most common childhood disorders identified in outpatient mental health centeks (Fric
1998b; Kazdin, 1995; Loeber, Burke, Lahey, Waters, & Zera, 2000). Prevalence
estimates of ODD and CD vary across studies, with the median prevalenaesfiim
CD being 2% (Lahey et al., 1999) and for ODD being 3.2% (Lahey et al., 1999). These
disorders are associated with a significant societal cost (Cohen, 2005), and Imave bee
found to be highly stable over time (Lavigne et al., 2001).

The term “conduct problems” is used frequently in the literature, and reprasents
concept that is different from ODD and CD but still related to these disorders. Conduct
problems have been defined as a range of acting out behaviors which vary from shouting
to more severe forms of disruptive behavior such as physical aggression (McMahon &
Frick, 2007). Research comparing children with early vs. later onset conduct problems
has found each group to be distinct in terms of risk factors and symptoms (Moffitt,
1993a). Conduct problems have been found to frequently co-occur with various
psychiatric conditions, most commonly with Attention Deficit Hyperactildigorder
(ADHD), Anxiety, and Depression (Angold et al., 1999; Caron & Rutter, 1991; Lahey et
al., 1999; Loeber & Keenan, 1994; Moffitt, Caspi, Rutter, & Silva, 2001). Despite
frequently co-occurring with various psychiatric disorders, the role eéthsychiatric
disorders on the trajectory of conduct problems or on the risk factors assoctated wi

conduct problems has not been investigated (Offord, 1989).
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Research, however, has suggested a common trajectory that is thought to lead to
the development of conduct problems (Patterson, 1986; Stormshak, Bierman & The
Conduct Problems Prevention Research Group, 1998). This trajectory often begins with
childhood oppositional behavior, including noncompliance, and talking back, which leads
to school failure, drug abuse, juvenile delinquency and school drop out (e.g., Campbell,
1991; Campbell, Breaux, Ewing, Szumowski & Pierce, 1986; Egeland, Kalkoske,
Gottesman & Erickson, 1990; Rabiner, Keane,& Mackinnon, 1993; Rose, Rose, &
Feldman, 1989; Wadsworth, 1976; West & Farrington, 1973;White, Moffitt, Earls, &
Robins, 1990). Research investigating risk factors associated with conducis bldle
identified several risk factors across. These domains include: neonatatefistres
(e.g., pre and perinatal complications, lower birth weight, and prenatalrstdsta
exposure), child characteristics (e.g., male sex minority status, physadth, and
temperament), school factors (e.g., academic achievement and speciabadiatuis),
peer factors (e.g., peer group and peer relationships), parental chstiastéig., parent
mental health, parental age, and occupational status), parental care lgarmgjeristics
(e.g., discipline strategies used by the parent, supervision provided by the patent, a
level of parental warmth and responsiveness), family factors (e.g. Instatiss of the
child’s parents. family size, family stability and SES), child care chewatics (e.g.,
involvement in daycare and daycare setting), and neighborhood characterigtics (e.
crime rates, unemployment, mobility, perceived neighborhood quality, and pérceive
level of safety in the neighborhood) (Ackerman, Kogos, Youngstrom, Schoof, & Izard

1999; Barglow, Vaughn, & Molitor, 1987; Barry, Dunlap, Cotton, Lochamn, & Wells,
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2005; Berden, Althaus, & Velhulst, 1990; Brinkman, Wigent, Topmac, Pham, & Carlson
2007; Coie, Dodge, & Kupersmidt, 1990; Compas, Howell, Phares, Williams, & Ginuta,
1989; Day, Richardson, Goldschmidt & Cornelius, 2000; Duncan, Brooks-Gunn &
Klebanov, 1994; Elkins, lacono, Doyle, & McGue, 1997, Eisen, Donald, Ware, & Brook,
1980; Farrington, Loeber, Stouthamer-Loeber, & van Kammen, 1998; Fergusson,
Lynskey, & Horwood, 1997; Kim-Cohen, Moffitt, Taylor, Pawlby, & Caspi, 2005;
McFadyen-Ketchum, Bates, Dodge & Pettit, 1996; Needleman, Riess, TobsecBer

& Greenhouse, 1996; Offord, Alder, & Boyle, 1986; Patterson, Reid, & Dishion, 1992;
Rutter, Giller, & Hagell, 1998; Stouthamer-Loeber, Loeber, Wei, Raomg&

Wikstrgm, 2002; Wakschlag, Gordon, Lahey, Loeber, Walker, Gortmaker, & Méatz
1981).

Several theories have been proposed to explain the development of conduct
problems in children and adolescents. One such model is the Biopsychosocial model
proposed by Dodge and Pettit (2003). This model posits that conduct problems result
from a number of interacting risk factors, including psychophysiological, soticgiul
and educational factors. Another model proposed by Dodge, Malone, Greenber, and the
Conduct Problems Prevention Research Group (2008) suggests that conduct problems are
associated with the presence of several risk factors related to neighborhood
characteristics, socioeconomic factors, parental mental health and galent-c
relationship. These risk factors lead to poorer social problem solving abilitiety wwhi
turn, leads to school failure and less parent supervision and involvement. The coercive

parenting model proposed by McFadyen-Ketchum et al. (1996) suggests that conduct



15

problems are the result of coercive behavior that is learned through coerenegrald
interactions. Finally, the social information processing theory proposed by Daulge, C
and Lynam (2006) suggests that conduct problems are the result of faulty processing o
social information and an over attribution of hostile intentions to others.

Research investigating factors thought to offer protective benefits to chitre
risk of manifesting conduct problems is largely lacking, although some Emerg
literature suggests that protective factors may be present in the dometiild of
characteristics, academic performance, school characteristics, fa@tens, family
characteristics, positive adult relationships and participation in extradarractivities
(Grizenko, 1994; Offord et al., 1989; Rae-Grant, Thomas, Offord, & Boyle, 1989).

The present research was conducted in order to address a number of gaps in the
current research. Specifically, the present research examined rauis fagsociated with
reported early onset conduct problems. Research aimed at examining ask fact
associated with early onset conduct problems is still emerging. For exatipbugh a
great deal of research has been conducted to uncover risk factors assodiateddvitt
problems (e.g., Gerard & Buehler, 2004; Grizenko, 1994; Shannon et al., 2007;
Stormshak et al., 2000; Webster-Stratton & Hammond, 1998), many of these studies do
not include educational factors (e.g., school attendance, the child’s perceivediortiva
to do well in school, whether the child has repeated any grades, the parent’s gerceive
safety of the child’s school and the degree of home to school communication that exists
in their analyses and few integrate factors from so many different darkantisermore,

research examining risk factors associated with conduct problems hagellgo ra
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considered the role of comorbid symptoms (e.qg., reported attention problems, odreporte
depression and/or anxiety symptoms) on the risk factors for each grodghitiora the

present research also utilized structural equation modeling (SEM) techniquashahe
rarely been employed by researchers in this area (Boden, Fergussony&Hp2010;

Card & Little, 2006; Vitacco, Neumann, & Caldwell, 2010), and much of the research
that has been done focuses on subgroups of individuals with conduct problems, such as
juvenile offenders, or on specific behaviors associated with conduct problems, such as
aggression.

The first phase of this research utilized a structural equation modeling eppvoa
identify risk factors associated with an increased risk of reported conductipsobh
addition, this first phase also examined how models vary based on the presence of
comorbid emotional difficulties. In that regard, for this phase of the research the
predictive hypotheses based off of a review of previous research in this aneadncl

1. Predictive hypotheses: The following variables will be significaagiociated

with an increased risk of conduct problems across groups:

poorer reported child physical health, being male. being a youngey chil
poorer reported academic achievement, having a history of involvement in
special education, less perceived safety of the child’s school, poorer
school behavior, younger maternal age at child’s birth, poorer reported
parental mental health, having a parent born outside of the United States,
having an interview respondent who completed the interview in another

language, having a poorer quality parent-child relationship, having less
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parent involvement with the child, less parental supervision, having a
greater number of changes in family structure, having parents who are
divorced, being from a family with a lower SES, having a largeryami
size, having a greater number of family moves, and coming from a poorer
guality neighborhood
2. Race will not be significantly associated with an increased risk of conduct
problems.
The second phase of the present study was aimed at identifying thosetfettors
seem to offer protective benefits to children at high risk for manifestingtegpearly
onset conduct problems. Despite a great deal of literature examining tisis fac
associated with conduct problems, there is a paucity of research examiningthorse f
that may offer protective effects to high-risk children; furthermorearekan this area
has not previously examined both risk and protective factors in one study. Information on
protective factors associated with these problems can inform prevention worlsdyut al
as discussed by Loeber and Farrington (2001), an understanding of protectrgeifacto
important for interventions with children who have already been identified asghavi
conduct problems since the most effective treatment approaches are those ticd enha
protective factors and seek to reduce risk factors. Based on the paucigantines
investigating factors that are associated with a decreased rigasted conduct
problems in a high risk sample, no directional hypotheses were made regarding

significant protective factors associated with conduct problems.
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CHAPTER 2
REVIEW OF THE LITERATURE

Background

Oppositional Defiant Disorder (ODD) and Conduct Disorder (CD) are among the
most common childhood disorders identified in outpatient mental health centers (e.g.,
Frick, 1998b; Kazdin, 1995; Loeber, Burke, Lahey, Winters, & Zera, 2000). The financial
costs to society that are associated with each case of conduct disorder have bee
estimated to be over two million dollars (Cohen, 2005).
Prevalence of Conduct Disorder and Oppositional Defiant Disorder

A meta-analysis conducted by Lahey, Miller, Gordon, and Riley (1999) found that
estimates of the prevalence of conduct disorder (CD) varied greatly tudmte study,
with estimates ranging from 0% to 11.9% for males and females combined ancha medi
prevalence estimate of approximately 2%. With respect to sex, mangsshalie
separately examined prevalence rates in males versus feraeptasing that CD is
significantly more prevalent in males. For example, in the “Children in tmen@inity
Study,” (Cohen et al., 2005) the prevalence of CD over a 12 month period was found to
be 16% for males between 10 and 16 years of age versus 4% for females 10 to 13 years
of age and 9% for females 14 to 16 years of age. The results of this study westenbnsi
with those obtained in the “Great Smoky Mountain Study” (Angold, Costello, & Erkanli,
1999), which found the prevalence of CD in males ages 9 to 16 years was 14% while it
was 4% for females in the same age grouping. A number of other studies have also

demonstrated a greater prevalence of CD in males, regardless of vwdattgerical or
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dimensional measures of conduct problems were utilized (Lahey et al, 1999;rvitDer
1996; Pedersen & Wichstram, 1995; Verhulst, van der Ende, Ferdinand, & Kasius, 1997;
Wichstrem et al, 1996).

With regard to oppositional defiant disorder (ODD), Lahey et al. (1999) reported
that prevalence estimates varied from 0.3% to 22.5% depending on the study. The
median prevalence rate found was 3.2%. Several other studies, however, have reported a
higher prevalence, estimated at between 6% and 12% (e.g., Anderson, WhNie@ese,

& Silva, 1987; Bird et al.1988; Cohen, et al., 1993; Costello et al., 1988). In addition,
several studies have examined if sex is a risk factor for ODD; however, ttts hes/e

been inconclusive. For example, Aneshensel and Sucoff (1996) and Offord et al. (1996)
found ODD to be more prevalent in males. In contrast, Lewinsohn, Hops, Robert, Seely
and Andrews (1993) found ODD to be more prevalent in males at the first assessment
but at a one year follow up assessment, no sex differences were detectiedlyStheare

is some evidence that the prevalence of the disorder may vary accordingde trewp

being studied. For example, McDermott (1996) found a greater prevalence oinODD i
male children ages five to eight years, but found no significant differences inemeya

in children over eight years of age. Other studies have reported no sigrdfiten@nces

in the prevalence of ODD based on sex (e.g., Bird, Canino, Rubio-Stipec, Gould, Yager,
Staghezza, Canino, 1989, Cohen, Cohen, & Brook 1993; Williams, McGee, Anderson, &
Silva, 1989).

The Development of Conduct Problems
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Several researchers have found evidence for a standard trajectory leatimg t
development of CD and ODD (e.qg., Patterson, 1986; Stormshak, Bierman, & The
Conduct Problems Prevention Research Group, 1998). This trajectory often begins with
childhood oppositional behaviors, including noncompliance and talking back. In some
cases, these behaviors also included aggressive behaviors such as hittingruiting
kicking. These behaviors often remain stable and are later associated veiis@tcrates
of school failure, drug abuse, depression, juvenile delinquency and school dropout
compared to children who do not manifest early symptoms associated with conduct
problems (e.g., Campbell, 1991; Campbell, Breaux, Ewing, Szumowski & Pierce, 1986;
Egeland, Kalkoske, Gottesman & Erickson, 1990; Rabiner, Keane,& Mackinnon, 1993;
Rose, Rose, & Feldman, 1989; Wadsworth, 1976; West & Farrington, 1973;White,
Moffitt, Earls, & Robins, 1990). Some research has also examined if the outcomes
associated with conduct problems vary depending on the number of settings in which the
child exhibits these problems. The results have shown that children who manifest conduct
problems in multiple settings are more likely to have involvement in the juvenilegusti
system and are more likely to have substance use problems (Kazdin, 1985).

Overview of Conduct Disorder

The American Psychological Association (1994) has suggested that CD can
appear in pre-school age children; however, the average age of onset for ther iss@r
to10 years of age (Lahey et al, 1998). Some research has also suggesteatieaatfee
age of onset differs for males and females, with males having an egéief anset than

females; however, results of subsequent studies have not supported this finding (Lahey et
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al., 1998). Studies examining the average age of onset for ODD have estintates it t
around 6 years of age (Frick et al, 1993).

With respect to the stability of the CD diagnosis over time, Dodge (1996) has
reported that the diagnosis tends to be stable over time. In addition, Frick and Loney
(1999) completed a meta-analysis of the stability of CD over short periodseof tim
ranging from 8 months to 4 years and found correlations between an initial CD éiagnos
and the re-assessment of this diagnosis to be between r=.42 and r=.64. In the “Ontari
Child Health Study,” (Offord et al, 1992) 44% of those children initially identifeed a
having CD were found to continue to meet the criteria for the disorder fourlgt=ars
Stability appeared to be greatest for children initially diagnosed betSvaad 12 years
of age and weaker for children diagnosed before reaching 8 years of agd @#or
1992). Stability was also much greater in clinic-referred children, with 88%esé
children meeting the criteria for CD at least one other time in a tleagepgriod.
Longitudinal studies have also found children and adolescents diagnosed with CD to be
at an elevated risk for adult diagnoses. For example, Offord (1989) found that 50% of
children who were diagnosed with CD were later diagnosed with a psychologaraledis
in adulthood. Similarly, a 30-year follow up study of children and adolescents didgnose
with CD revealed 31% of males and 17% of females had been diagnosed with Antisocial
Personality Disorder in adulthood (Frick, 1998a).

Studies examining the stability of ODD are largely lacking, but Lavingeé et

(2001) found high stability over a two year period in preschool children who met criteria
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for ODD plus a second comorbid diagnosis, and low to moderate stability for children
diagnosed with only ODD.

In terms of racial and ethnic variables related to CD or ODD, the research
literature has reported weak or inconsistent finings (Lahey et al., 1999 xdfople,
Stormshak, Bierman, McMahon, and Lengua (2000) suggested that racial diffd@rence
prevalence estimates may exist and be partially explained by theda&aucasian
parents are more likely to report more severe oppositional behavior in their rchiidre
are African American parents.

Definitional Issues

The criteria for being diagnosed with ODD are outlined inQlagnostic and
Statistical Manual of Mental Disorders™£Edition Text Revisio (DSM-IV-TR) (APA,
2000). In order to qualify for this diagnosis, the child must display at least four of the
following criteria for at least six months and the behavior must significamfact the
individual’'s functioning at home and/or school:

1) Often loses temper

2) Argues with adults

3) Defies or refuses to comply with adult requests or rules
4) Deliberately annoys people

5) Blames others for own mistakes or misbehavior

6) Is touchy or easily annoyed by others

7) Is angry and resentful

8) Is spiteful and vindictive
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ODD is thought to contribute to the development of a number of psychological
conditions, including: anxiety disorders, depression, CD, and in adulthood, Antisocial
Personality Disorder (Loeber, Burke, & Pardini, 2009). In addition, Quay (1999) reports
that many children diagnosed with CD prior to age 10 were first diagnosed dh O

CD is defined in the DSM-IV-TR (APA, 2000) as a pattern of behavior that defies
the basic rights of others and violates major age appropriate social normsof hele
individual must manifest at least three of the following criteria ovkzast six months
and these symptoms must also cause impairment in the child’s social and/oniacade
functioning.

Aggression to people and/or animals

1) Often bullies threatens or intimidates 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

Destruction of Property

8) Has deliberately engaged in fire setting with the intention of causiitgiser

damage

9) Has deliberately destroyed others’ property

Deceitfulness or Theft
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10)Has broken into someone else’s house, building or car

11)Often lies to obtain goods or favors or to avoid obligations

12)Has stolen items of nontrivial value without confronting the victim

Serious Violation of Rules
13)Often stays out at night despite parental prohibitions, beginning before age 13
14) Has run away from home overnight at least twice while living in the home of
a parent or parent surrogate

15) Is often truant from school

Some researchers have commented on the diverse presentations associated with
CD. While some children with CD are noncompliant, others are combative with peers
while others demonstrate a pervasive pattern of dishonesty (Quay, 1999). Loeber (1990)
found that children with CD seem to progressively acquire more and more maladapti
behaviors which expand their repertoire throughout their development. Expanding upon
this notion, Frick et al. (1993) discovered a significant relationship between fanediff
behavior types and their associated average age of onset. For example, he found that the
average age of onset for oppositional behaviors was six years of age. He also found tha
these behaviors continued and by 6.75 years of age, the child would often begin to
display aggressive behaviors. These behaviors frequently continued and by 7.25 years of
age the child was also likely to engage in behaviors that caused property damage. The
behaviors frequently persisted before being expanded through status offenses that

generally began around nine years of age.
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While CD is frequently associated with poor quality relationships with peers,
researchers have found that this association may only exist in select gfalgildren
with CD, specifically, those who do not meet the criteria for the disorder entill®
years of age (Stattin & Magnusson, 1995). CD is also often confused with delinquency.
In fact, Goldstein and Brooks (2005) stated, “there is little consensus in defining
delinquency as a condition distinct from Conduct Disorder” (p. 207). However, some
researchers have argued that delinquency constitutes a separate conditiauns,and t
should be studied separately (Farrington, Loeber, Stouthamer-Loeber, & vamelkam
1998).

Despite frequently being discussed and studied as a single constructjadhty ma
of research has supported ODD and CD as being distinct, but related disogders (e.
Cohen & Flory, 1998; Fergusson, Horwood, & Lynskey, 1994; Frick et al., 1993;
Hinshaw, Lahey, & Hart, 1993; Loeber et al., 2009; Quay 1999). These disorders are
related because ODD is often diagnosed prior to CD in those children who are below 11
years of age (Hinshaw et al., 1993; Loeber et al., 2000). In fact, the risk of being
diagnosed with CD is quadrupled in children who have had a prior diagnosis of ODD
(Burke, Loeber, & Birmaher, 2002). Quay (1999) suggests that this may th#ect
developmentally related criteria for each disorder. For example, ODiexcriteria
that are within the developmental abilities of a younger child, whereas sampéosys of
CD, such as using weapons, forced sexual activity, and truancy would generally not be

able to be met by a young child.
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The term “conduct problems” is often used in the literature to represent a concept
that is distinct but also related to ODD and CD. Conduct problems are defined as a
continuum of acting out behaviors ranging from oppositional behaviors such as shouting
to more significant forms of disruptive behavior such as aggression, stealing andypropert
damage (McMahon & Frick, 2007).
Early vs. Later Onset Conduct Problems

While individuals diagnosed with ODD are thought to display the same
characteristics regardless of age, significant age relatedsdiff@ee been found in
children and adolescents diagnosed with CD (Lahey et al., 1999). Two distinct subtypes
of children and adolescents with CD have been identified in the empiricaluite et
well as in the DSM-IV-TR (APA, 2000). These groups are classified based oretbé ag
initial onset of symptoms and are referred to as the childhood-onset type andeaadeles
onset type of CD. These groups emerged based on the findings of Moffitt (1993a) who
examined different trajectories of juvenile delinquents based on when thesgdted
displaying antisocial behaviors. Based on these findings several subseadiestisave
been conducted examining the validity of these subtypes in other samples of juvenile
offenders (Tolan & Thomas, 1995) and in the wider population of children with CD
(Lahey, et al, 1998). Children with childhood-onset type and those with adolescent-onset
type conduct disorder have been found to be distinct in terms of symptomology,
associated risk factors, and outcomes in samples of juvenile delinquents and wider
samples of children not involved in the juvenile court system who have Conduct Disorder

(Moffitt, 1993a; Patterson, 1993). Children with childhood-onset type CD must have
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exhibited at least one symptom before 11 years of age in order to be considdred for t
subgroup. A number of studies have found that aggressive behaviors seem to be
associated more with childhood-onset type CD as opposed to adolescent-onséx type C
(Frick, 1998a, Lahey et al., 1998), although other studies have found the opposite pattern
(Tremblay, 2000). Moffitt's (1993a) research retrospectively examinkdatisors
associated with juvenile offending and based on this data, identified two distopsg
of offenders, those labeled as “life course persistent”, or juveniles withrigroaset of
conduct problems, and those referred to as “adolescent-limited,” who had\eehglati
later onset of symptoms. Moffitt (1993a) found that life course persistent offende
constituted about 5% to 8% of juvenile offenders and that this group was chaeachsriz
increasingly diverse and severe crimes as they aged, and a trajeconyssf that
frequently continued into adulthood. In contrast, adolescent-limited offendersnoeze
likely to have better behavior at home and at school while still violating thevfeam
with peer groups. Only 25% of individuals in this group were found to continue their
antisocial behavior into adulthood (Moffitt, 1993a).

Moffitt and Caspi (2001) found significant differences between life-course
persistent and adolescent-limited offenders in terms of the risk factosated with
each group. For example, Moffitt's (1993a) research revealed significkeredides in
parenting, peer relationships, intellectual and temperament variabledicafigcthe
life-course persistent group was characterized by higher overd$ vehildhood risk
than those children in the adolescent-limited group. Several researchergsurabe f

support for a common underlying trajectory associated with childhood-onset CD. This
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trajectory is thought to begin with an infant who is raised in an unfavorable environment
which initiates a reciprocal process that fails to foster healthy panédtitteractions.

As a result, the child is often denied opportunities to develop prosocial behaviors
(Moffitt, 1993a; Moffitt, Caspi, Dickson, Silva, & Stanton, 1996). This leads to the child
beginning to exhibit argumentative and oppositional behaviors between ages 3 and 7.
These behaviors are often expanded upon to include lying and aggressive behaviors
which typically begin when the child is between 7 and 10 years of age. Thesesiaggres
behaviors are expanded upon between 11 and 13 years of age and begin to include a
larger variety of increasingly severe aggressive behaviors such asaphggression

toward others and rape, in addition to other antisocial behaviors such as stealy, trua
and breaking and entering (Lahey & Loeber, 1994; Loeber, Green, Lahest, &FRrick,
1992). Moffitt (1993a) argued that childhood and adolescent-onset CD seem to stem from
two different underlying causes. She argues that children with early-oDsetgerience
individual and family characteristics that lead to a greater vulneratailitye disorder,

while children with adolescent-onset CD experience less individual and fiaskily

factors but their behavior is more of a manifestation of his or her status famstmatl

reflects an imitation of the maladaptive behavior of his or her peers (VaffB8a).

Research conducted by Loeber (1988) found support for different developmental
pathways leading to CD in childhood-onset and adolescent-onset groups. These findings
suggest that children with CD tend to take one of two different paths. Loebled|#be
first path as the “aggressive/versatile” path. He found that individuals igrthug

tended to have an earlier age of onset, with most behavioral problems beginning during
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preschool age. These children are characterized by both aggressive and nonaggressive
behavior, attention problems, hyperactivity, poor social skills and poor quality
relationships with peers and adults. They are also more likely to exhilsuttiffiehavior

both at home and at school and often struggle academically. Children in this group also
found to show more variety in the type of conduct problems they display, and there were
significantly more males than females in this group (Loeber, 1988).

The second path was labeled as the nonaggressive path. Loeber’s (1988) research
found that children in this group tended to have a much later onset, with behavioral
difficulties beginning in late childhood or early adolescence. Generallyhtlaeen in
this group were found to display a more limited repertoire of behaviors, including
truancy, dishonesty, theft and/or substance use. These children were also found to have
better quality relationships with their peers and parents and were legddikstluggle
academically. When such academic challenges did arise they seemed frostehe
child’s engagement in schooling rather than inherent abilities. This group is thought t
include more females than are found in the aggressive/versatile path, althoagh mal
continue to comprise the majority of this group as well (Loeber, 1988).

Studies comparing the prevalence of childhood-onset CD and adolescent-onset
CD are still emerging and have thus far produced inconsistent results @tadgyl999).

For example, in the Ontario Child Health Study, a significantly larger propaufi
children were identified as having adolescent-onset CD; however, three other studies
found no differences in the prevalence of childhood vs. adolescent-onset CD (e.g.,

Lewinsohn et al., 1993; Offord et al, 1987; Offord, Alder, & Boyle, 1986; Offord, Boyle
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& Racine, 1989;). A fourth study which was conducted using a clinic sample of children
found a higher prevalence of childhood-onset CD in male children with a greater
proportion of female children being diagnosed with adolescent-onset CD (Laley et a
1998), although this finding was not supported in a sample of non-clinic referred youth
(Quay, 1999).

The child’s age of symptom onset has also been found to impact the stability of
the diagnosis. For example, children with childhood-onset CD have been found to have a
more stable pattern of behavioral problems compared to those children diagnosed with
adolescent-onset CD (Farrington, Gallagher, Morley, St. Ledger & West, 1983t k&t
al., 1996; Patterson, 1993; Robins, 1966). The severity of symptoms has also been found
to influence the stability of the diagnosis, with more severe behaviors resnléing
higher stability of the diagnosis (Cohen et al., 1993).
Comorbidity and Conduct Problems

A significant proportion of children diagnosed with CD are also diagnosed with
other psychiatric conditions (Offord, 1989), while the rate of other comorbid conditions
in children with ODD is lower (Loeber, et al., 2000). Moreover, it has been found that the
presence of comorbid conditions may have a significant impact on the chatiaste
trajectory and efficacy of treatment associated with the disorderh&iinst al., 1993). In
addition, the presence of comorbid conditions is thought to cause the individual greater
impairment and elevated levels of stress (Lahey, Loeber, Burke, Rathouz, &mdtBur
2002). Attention Deficit Hyperactivity Disorder (ADHD), anxiety disosiand

depressive disorders have been found to occur at greater than chance ldlelseim ¢
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with CD in both clinic and population-based samples (Angold et al., 1999; Caron &
Rutter, 1991; Lahey et al., 1999; Loeber & Keenan, 1994; Moffitt, Caspi, Ruttev&, Sil
2001). For example, Anderson et al. (1987) estimated that 49% of 11-year-old children
who were diagnosed with ODD or CD also met criteria for a comorbid diagnosis, with
the most common comorbid diagnoses being ADHD and anxiety disorder. Researcher
have also discovered that as symptoms of CD intensify or remit, often so do the
symptoms of any comorbid conditions the child may have (Lahey et al., 2002).

Internalizing and externalizing disorders have been found to frequently co-occur
both within and across time (Angold, et al., 1999; Caron & Rutter, 1991; Zoccolillo,
1992). Some researchers have indicated that conduct problems precede the development
of internalizing symptomology (Loeber & Keenan, 1994). However, research byaBhom
and Guskin (2001) found that if this is the case, such a progression occurs very rapidly.
For example, they found that 45% of children ages 18 to 47 months who met criteria for
ODD or ADHD also met the criteria for an internalizing disorder.

The role of comorbid disorders in the expression of symptoms associated with CD
remains somewhat unclear. For example, some research suggests that clihdren w
comorbid internalizing disorders are more likely to be aggressive and to reage m
disciplinary referrals at school, in addition to more instances of contact witle poli
officers (Walker et al., 1991). Children with comorbid internalizing disorders akso
been found to be more likely to exhibit antisocial behaviors and continue to exhibit such
behaviors over longer periods of time (lalongo, Edelsohn, Werthamer-Larson, Crockett &

Kellam, 1996). In other studies, researchers found that children with conduct problems
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and a comorbid internalizing disorder did not exhibit significantly more severgibedia
symptoms or an increased risk of delinquency (Loeber & Keenan, 1994).

ADHD. ADHD is the most common comorbid disorders in children with CD
(McMahon & Frick, 2007). It has been found that between and 34.9% and 90% of
children diagnosed with CD have a comorbid diagnosis of ADHD (Farrington et al.,
1998; Frick, 1998b; Offord et al., 1986). Those children who are not diagnosed with
ADHD when they receive their initial diagnosis of CD still demonstrateid@eased
risk of being diagnosed with the condition at a later date (Farrington et al., 1998).
Similarly, Offord et al. (1992) conducted a longitudinal study of children diagnosied w
CD and found that 35% of those children who were initially not diagnosed with co-
occurring ADHD met criteria for this comorbid diagnosis within four yeaoefer et al.,
2000). ADHD is one of the earliest-onset psychological disorders in children, and
because of this, it is also one of the earliest co-occurring disorders obsechddren
with CD (Loeber, Lahey, & Thomas, 1991). Those children that meet the criteriatior bot
CD and ADHD show an earlier age of onset of disruptive behavior problems, with most
displaying symptoms around age three (Loeber et al., 2000; Loeber & Kennan, 1994).

Several authors have found that the presence of comorbid CD and ADHD impacts
the development, course, and severity of disruptive behavior symptoms (e.g., Abikoff &
Klein, 1992; Cantwell & Baker, 1992; Farrington, Loeber, & van Kammen, 1990;
Gittelman, Mannuzza, Ahenker, & Bonagura, 1985; Loeber, 1988; Loeber et al., 2000;
Magnusson & Bergman, 1990). Children who meet criteria for both diagnoses have been

found to be more physically aggressive, have more persistent conduct problems,
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experience more significant academic challenges, experience ar grgaof later

antisocial outcomes, and experience more peer rejection (Abikoff & Klien, 1992;
Biederman, Keenan, & Faraone, 1991; Hinshaw et al., 1993; Magnusson, 1987; McGee,
Williams & Silva, 1984; Walker, Lahey, Hynd, & Frame, 1987; Werry, Reeves, &

Elkind, 1987). Babinski, Hartsough, and Lambert (1999) found that only children with
the hyperactive-impulsive subtype of ADHD are at a higher risk of latesoardl

outcomes.

Several researchers have suggested a number of possible reasons for #te high r
of co-occurrence of CD and ADHD. For example, McMahon and Wells (1998) suggested
that ADHD may be the propelling force driving the development of CD. Loeber and
Keenan (1994) argued that the reason for the high rate of comorbidity may bedueoart
to the fact that both conditions feature deficits in impulse control. Several authiers ha
also suggested that the high rates of comorbidity may occur because batbrdisesult
from an interaction of punitive, inconsistent and harsh parental discipline ssateg
(Loeber, Brinthaupt, & Green, 1990; Taylor, Schachar, Thorley, & Weiselberg, 1986).

While there has been a great deal of research investigating theepeerahd
outcomes associated with comorbid CD and ADHD, relatively little reseasch ha
investigated the comorbidity of ODD and ADHD. However, Loeber et al. (2000)
suggested that it is likely children with ADHD who have a comorbid diagoé€¥D
are more likely to later meet criteria for CD.

Anxiety Disorders. Research examining the comorbidity of anxiety disorders

and CD has produced results that are quite consistent. The results have sugdested tha
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anxiety disorders occur at a rate that is significantly greater thacelvachildren with
CD. Estimates of the rate of co-occurrence of these disorders have nanmgeddt 22%
to 33% of children drawn from community samples who met the criteria for ©Dreds
the criteria for an anxiety disorder (Russo & Beidel, 1994). These disoegsnsts co-
occur at the highest rates during middle childhood, with decreases in comorbidity
occurring during adolescence (Loeber & Keenan, 1994).

The behavioral impact of the co-occurrence of these disorders remains unclear. In
some studies the co-occurrence of an anxiety disorder and CD seemed to haeetthe eff
of reducing the occurrence of aggressive symptoms (Hinshaw et al., 1993; &oeber
Keenan, 1994; Walker et al., 1991). Some have theorized that these children might show
less aggression because of the elevated amount of worry and guilt that westexbsoc
with the child’s comorbid anxiety disorder (Garmezy, 1985; Offord, 1989). However, in
other studies children with no comorbid conditions were found to display a trajectory tha
resulted in decreasing aggressive behavior over time, while those childremmmihoa
anxiety disorders demonstrated increasingly aggressive behaviors aitvhaoip
eventually surpassed the aggressive behaviors of children without a comorbig anxie
disorder diagnosis (Hinshaw et al., 1993).

Depressive DisordersDepressive Disorders have also been found to co-occur at
higher than chance rates in children with CD with estimates of comorkadigyng from
15-82% (e.g., Angold & Costello, 1993; Bird, Gould, & Staghezza, 1993; Drabick,
Beauchaine, Gadow, Carlson, & Bromet, 2006; Fleming, Boyle, & Offord, 1993;

Zoccolillo, 1992). Researchers have found that the average age of onset abaditiate
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comorbid depressive disorders in children with CD is 12 years of age (Kovacs,
Paulauskas, Gatsonis, & Richards, 1988). Research examining the progression of the
disorders development has produced inconclusive results. For example, Rohde,
Lewinsohn and Seely (1991) found that ODD or CD preceded the development of
depression in 71.8% of cases of individuals with both diagnoses. This is in direct contrast
to findings reported by Kovacs et al., (1988) who found that in 56.2% of cases the
individual met criteria for a depressive disorder prior to meeting cri@ri@D. Lahey et

al. (1998) examined depressive symptoms and conduct problems over time and found
that as symptoms of one disorder increased, so did symptoms of the other. Some
researchers have suggested that the high rate of comorbidity between theotderdi

may be the result of the significant number of overlapping risk factors assbwaiith

each disorder (Fergusson et al., 1996; Frick et al, 1992; Ge, Best, Conger, & Simons,
1996; Goodman & Gotlib, 1999; Goodman et al., 1998; Pike, McGuire, Hetherington,
Reiss & Plomin, 1996). Such common risk factors include: negativity among family
members, a parent-child relationship that lacks warmth and low levels of parental
monitoring (Fergusson et al., 1996; Ge et al., 1996; Goodman & Gotlib, 1999; Goodman
et al., 1998; Pike et al., 1996).

Children who are both aggressive and withdrawn have been found to be less well
liked by their peers, to have fewer friends, have higher rates of school discipline
infractions, higher rates of school failure, higher rates of placemepéanas education
and higher rates of substance use, in addition to having a higher incidence of additional

comorbid anxiety disorders and higher rates of suicide (Coie & Carpeh860;
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Costello, Erkanli, Federman, & Angold, 1999; Feltham, Doyle, Schwartzman, Serbin, &
Ledingham, 1985; Ledingham, 1981; Rapp & Wodarski, 1997; Riggs, Baker, Mikulich,
Young & Crowley, 1995; Whitmore et al., 1997). However, Loeber and Keenan (1994)
found that co-occurring depressive disorders did not significantly impasettegity of
conduct problems.
Theories regarding the development of conduct problems in children

Biopsychosocial Model. There have been a number of theories proposed to
explain the development of conduct problems in children and adolescents, among them is
the Biopsychosocial model proposed by Dodge and Pettit (2003). This model suggests
that the development of conduct problems results from a number of interacting factors
that exert effects throughout the child’s development. The model begins with a child tha
is psychophysiologically predisposed to conduct problems and is placed in a sobcult
context that amplifies his or her risk for later conduct problems; howevérs atage
such risk factors may lead to either positive or negative outcomes. Thesetos& faay
lead to later life experiences such as harsh parental discipline, reegléat poor quality
parent child interactions. These children are also more likely to expepenceguality
peer relationships. When these children enter school they are more likely to be
inadequately prepared academically and socially and, thus, often have poor quality
interactions with their teachers. By middle school these children begin ttyssakate
and associate with deviant peers. At this age, the child’s parents may beglags be
vigilant about monitoring the child’s interactions and activities as a straieayotd

conflict. The child continues to acquire schemas that revolve around the utilization of
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aggression and employ these responses frequently due to a lack of impulse control
(Dodge & Pettit, 2003).

Dynamic Cascade Model. A variation and extension of the Biopsychosocial
model is the Dynamic Cascade model, proposed by Dodge, Malone, Greenber, and The
Conduct Problems Prevention Research Group (2008). This model begins with a child
who is reared in poor quality environment characterized by a poor quality neighborhood,
living in a family with a lower SES, and a mother with mental illness. Theserédead
the child to have poor quality parent interactions, characterized by a low leveépfgbar
warmth. These experiences then lead to poorly developed social problem solvirgsabiliti
upon entering school. This manifests itself as an inability to recognize’ahergons, a
tendency to attribute hostile motives to others and poor social problem solving abilities
This then leads to the child exhibiting conduct problems, which leads to school failure.
The child’s expression of conduct problems and their ongoing school failure resh#s in t
parent becoming less involved with their child and less closely monitoring thefischi
activities. As a result of the low level of parental monitoring, the child incregsts
associates with a more deviant peer group, which ultimately leads to thergéging
in more violent behavior.

Coercive Parenting Model. The Coercive Parenting model proposes that the
child learns antisocial behavior through coercive interactions with parentadyef et
al., 1996). These interactions teach the child that parent demands can be avoided and this
pattern is perpetuated as a result of negative reinforcement. The childaimentieat his

or her behavior can be used to acquire control over a difficult family environment. These
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behaviors frequently progress to include a wider variety of behaviors, includingghys
aggression with a wider variety of individuals, such as in peer groups.

Social Information Processing. The Social Information Processing model
suggests that there are several steps that are associated with thetatienpof and
reaction to social information, and that because of faulty processing dursegstees
children display inappropriately aggressive behavior. Dodge, Coie, and L(208®)
found that aggressive behavioral responses are often observed after an individued engag
in a number of steps directed at processing social information. These stepstregjui
individual to encode and interpret social cues, gain an understanding of other indsvidual’
social goals, determine possible responses, and decide upon the response to be given and
then display that response (Crick & Dodge, 1996; Dodge & Frame, 1982). However, it
has been found that children with conduct problems are more likely to be overly attentive
to hostile cues and to attribute the behavior of others to underlying hostile intentions.
These children subsequently experience more intense anger and thus, display more
aggressive responses. They are also more likely to anticipate positiks fiesn their
aggressive interactions with such interactions being entered into memory ezed util
frequently later in their behavioral repertoire (Dodge et al., 2006). Thdsengatf
processing social information have been found to be dependent on the particular
individual that the child is interacting with, such as, a peer versus an authguity fi
(Dodge & Pettit, 2003).

Overview of the Field of Resilience
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Research on resilience emerged out of the desire to understand the variations in
outcomes that exist within groups of individuals that have endured very negative
environmental and familial circumstances (e.g., Garmezy & Rutter, 1983ertgton
& Blechman, 1996; Rutter 1981; Rutter, 1990; Wang & Gordon, 1994). For example,
early research on resilience revealed that some individuals with schiz@pivesei more
successful than expected in their occupational and social functioning compareek to ot
individuals with the disorder (Garmezy, 1970; Zigler & Glick, 1986). While the term
“resilience” was not utilized in these early studies, they are recajaz the foundation
upon which current resiliency research is based (Luthar, Cicchetti, & Becker, 2000)
Subsequent resiliency research with children and adolescents focused onsvadehble
as prenatal stress, low socio-economic status, and growing up in the predenaéyof
stressors such as parental divorce or having a parent with mental illnesgi(\&/er
Smith, 1977). Children who experienced a positive outcome despite these risk factors
were thought to have a unique set of internal characteristics and wered éfens
“invulnerable” or “invincible” (Anthony, 1974; Werner & Smith, 1982). Since that time,
studies have increasingly looked at a greater variety of adversitiesas maltreatment,
community violence and chronic iliness in order to examine how such factors agt im
a child’s development, and how the effects of these experiences can be miningized (e
Beeghly & Cicchetti, 1994; Cicchetti & Rogosch, 1997; Cicchetti, Rogosch, Lgnch,
Holt, 1993; Luthar, 1999; Moran & Eckenrode, 1992; Richters & Martinez, 1993; Wells
& Schwebel, 1987). This research identified three categories of protectivesfac

namely, those related to the child, his or her family and the child’s broadar soc
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environment (e.g., Masten & Garmezy, 1985; Werner & Smith, 1982; Werner & Smith,
1992). Researchers have also increasingly suggested that resiliamtygamic process
that is influenced by both the child and environmental changes that occur throughout the
individual’s life (e.g., Cicchetti, & Garmezy, 1993b; Egeland, Carlson, & Sroufe, 1993;
Luthar, Cicchetti, & Becker, 2000; Masten & Coatsworth, 1995; Rutter, 1985; Rutter,
1990).
Defining Resilience

Despite being studied for nearly 40 years, a universally agreed upon definition of
resilience has not been established (Luthar et al, 2000; Rutter, 1990). Mosheysearc
seem to agree on two distinct criteria for determining resiliency. iidtefiterion is that
the individual must have been exposed to some sort of adversity and the second is that the
individual must have demonstrated better than expected adjustment (Curtis &tiiGicche
2003; Luthar, 2006; Masten, 1994). However, how the concepts of positive adjustment
and adversity are conceptualized seems to vary greatly across studies(§ha
Beauchaine, Brenner, Neuhaus, & Gatzke-Kopp, 2007). For example, one definition used
by Masten, Best, and Garmezy (1990), indicated that resilience “...reférs process
of, capacity for, or outcome of successful adaptation despite challengingatetimeg
circumstances” (p., 426). Waters and Sroufe (1983) offered a somewhat different
conceptualization of resilience. Using an organizational-developmentakepgvep they
defined resilience as the ability to utilize internal and external resetwcsuccessfully
resolve challenges associated with particular developmental stagesugtithesiation

in the conceptualization of resilience and because of the dynamic nature of thaectonst
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measuring resilience directly is not possible (Kim-Cohen, 2007; Masten, Hubbatd, Ges
Tellegen, Garmezy, & Ramirez, 1999).

Resiliency research is often focused on the exploration of risk and protective
factors. Risk factors have been defined as conditions, factors or eventg tinaught to
increase the likelihood of poor adjustment (Dekovic, 1999; Garmezy, 1985; Loeber, et
al., 2009). These conditions of risk are thought to reflect interactions between
environmental conditions and individual vulnerabilities. While a clear consensus on the
definition of risk seems to exist within the field, operationalizing risk in oastudy its
effects on individuals has proven to be much more difficult (Goldstein, & Brooks, 2005).

Risk factors have been found to work in an additive manner for a variety of
psychological disorders, including ODD and CD. Research has consistiemtyied
that the number of risk factors rather than any particular type of risk facteases the
risk of developing a disorder (e.g., Ackerman, Schoff, Levinson, Youngstrom, & Izar
1999; Blanz, Schmidt, & Esser, 1991, Burke, Loeber, & Birmaher, 2002; Gerard &
Buehler, 2004; Stouthamer-Loeber et al., 2002). It is thought that multiple rieksfact
may pose a more significant threat because of interactions between sk taoeber,
1990). In addition, some researchers have suggested that such effects may pose the most
risk if they occur in multiple contexts (Call & Mortimer, 2001).

Protective Factors and the Study of Resilience

Despite some uniformity in the definition of risk factors, the definition of

protective factors has been largely debated and is often used inconsistently in the

literature (Luthar, 1993; Rutter, 1987). In some research, protective faaors ar
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conceptualized as offering little protection to children who are not at risk, othibe
researchers have conceptualized protective factors as offering benkifithitdeen
regardless of the presence of risk factors (Resnick et al, 1997; Rutter, 1987).akhere h
also been some debate about whether or not a protective factor is simply the @f@osite
risk factor or if it involves unique processes (Burke et al., 2002).

Although there are somewhat differing definitions of resilience employed b
researchers in the field, the research designs employed by theseheschas been
somewhat more consistent. For example, Grizenko (1994) states that acrosswtudies
designs have been utilized. Researchers utilizing the first design &ildier with a
specific emotional or behavioral problem and compare the functioning of thedgreichil
with a group of control children. The second design is a longitudinal or cross-sectional
design that examines the prevalence of disorders among a larger consamptg and
attempts to isolate risk factors associated with the disorder.

Despite a long history of investigating risk factors associated watttahillness,
literature examining protective factors associated with mentalsllinas only begun to
emerge recently (Bassarath, 2001). In order to study protective factorg researchers
have sought to identify children who, despite significant adversity, have denteastra
positive outcomes. These positive outcomes often include achieving developmental
milestones in a timely manner or avoiding the onset of a mental disorder at yeaioiss
in time (Luthar et al., 2000; Masten & Coatsworth, 1998).

Similar to risk factors, protective factors have also been found to function

additively. For example, Howard, Dryden, and Johnson (1999) and Losel and Bliesener
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(1994), have found that the more protective factors that are present, the more positive
functioning the child is likely to display. Howard et al. (1999) also found that internal and
external protective factors appear to buffer individuals from risk regarofi@sering

ethnic, social class, or geographical backgrounds.

The mechanisms through which protective factors interact with risk $aatal
influence outcomes has been considered. For example, Rutter (1995) identified eight
distinct mechanisms by which protective factors exert their influerieefifist of these
mechanisms serves to reduce the individual's susceptibility to the effectk. dm
example of this is the individual’s history of adaptive coping in the face of aiyvdiise
second mechanism is related to those processes that reduce the effectlofabtoris
One example of this is the child intentionally distancing him or herself fromeatpaith
mental illness. A third mechanism is related to those factors that disraineot events
that lead to a negative outcome. An example of this is the avoidance of drugs or. alcohol
Another mechanism through which a protective mechanism can operate is through the
initiation of a positive sequence of events, such as through eliciting support fros other
A fifth mechanism through which protective factors can operate is throughdhmtion
of self-esteem that is, through success in any number of tasks. Another mechanism
involves experiences that directly counteract the effects associaked Mgk factor. A
seventh mechanism is related to the presence of positive opportunities, such as through
education, with an eighth factor being the presence of any protective fatitat(alow

the individual to cope with difficult life experiences.
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Research focused on the identification of protective factors assowidted
resilience in children and adolescents from a variety of high risk backgrounds have
consistently identified a number of protective factors that seem to buffenithdrom
maladaptive outcomes regardless of the particular risk factors preseatcinild’s life.
These resilient individuals have been found to be more socially competent, have more
well-developed problem solving abilities, have a more well-developed sepagooke,
to be more intelligent, have more temperamental variability, be morefBeHcious, be
more achievement oriented, have higher overall self-esteem, and have mose health
coping strategies (e.g., Consortium on the School-Based Promotion of Social
Competence, 1994; Garmezy, 1985; Gore & Eckenrode, 1994; Masten et al, 1990; Rutter,
1984; Waters & Sroufe, 1983; Werner, & Smith, 1988).

Research investigating resilience across domains is increasingssngghat
children who demonstrate resilience in one domain do not necessarily demonstrate
positive functioning in additional domains. For example, several researcherebhasle f
that children who have been labeled as “resilient” because they do not manifessobvi
symptoms of mental illness may suffer from less obvious forms of mentaisilfueh as
depression or post-traumatic stress disorder (Luthar, 1991; Luthar, DoernBerger
Zigler, 1993; O’Dougherty-Wright, Masten, Nothwood, & Hubbard, 1997).

As research has evolved it has become increasingly clear that chaskiagd
protective factors operating in an individual’s life may impact an individuald laf
demonstrated resilience (Masten & Garmezy, 1985; Werner & Smith, 1982). Despite

fluctuations in an individual’'s adjustment in salient domains, Werner’s longitudingl stud
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found that children who were initially identified as being resilient were fooiegntinue
to demonstrate positive outcomes over 30 years later (Werner, 1994; Werner, 1995).
Risk Factors Associated with Conduct Problems

There have been a number of researchers who have examined risk factors
associated with conduct problems and these studies have consistently found support for
individual, family, and peer influences in the development of conduct problems (Loeber
et al., 2009). In fact, conduct problems have been found to be more strongly associated
with psychosocial factors than any other childhood psychological disorder (Maugha
2000). However, researchers have also determined that there are a number of
combinations of risk factors that may lead to conduct problems (Maughan, 2000). For
example, Loeber, Slot, Stouthamer-Loeber (2006) found that there are 15 difsent
factors that a child may be exposed to at or near birth, with 12 potential risk factors
emerging in preschool, 18 emerging during elementary school, and only five tais fac
emerging after elementary school (Loeber et al., 2006). While a number ot dtade
found consistent evidence of the contributions of risk factors in the development of
conduct problems, increasingly, researchers are arguing that childmeot amply
products of an environment, but instead they actively interact with and impact their
environments (Lytton, 1990).

Research comparing the risk and protective factors associated withddDDD
has found that while the same risk factors appear to be associated with both didwders
strength of this association varies, with CD being more strongly as=baiah risk

factors (Biederman et al., 1996; Burke et al., 2002; Frick, 1998a). The protectors fac
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associated with positive mental health in the face of significant advemsithgaught to
operate through three different mechanisms. The first of these is through individual
characteristics of the child that elicit a positive environmental respomesgetbnd is
through family processes that foster trust, self-sufficiency, initia@ncerelationships

with others, and, the third mechanism elicits a network of social support in the
community, which is thought to foster self-esteem and autonomy (Goldstein & Brooks,
2005).

Neonatal Characteristics.Pre and perinatal experiences have been found to
serve as risk factors in the development of conduct problems. For example, pre and
perinatal complications, low birth weight, prenatal exposure to substances such as
cigarette smoke, alcohol, marijuana, or lead have all been found to be signi§kant r
factors in the development of later conduct problems (Brennan, Grekin, & Mednick,
2003; Day et al., 2000; de Cubas & Field, 1993; Goldschmidt, Day, & Richardson, 2000;
Grizenko, 1994; Liaw & Brooks-Gunn, 1994; Needleman et al., 1996; Olson, Bookstein,
& Theide, 1997).

Child Characteristics. Research examining risk factors associated with the
development of conduct problems has found that a number of individual risk factors are
associated with an increased risk of developing conduct problems. Researchers have
consistently identified being male as a risk factor in the development of conduct
problems, and being female as a protective factor (Garmezy, 1985; Offord, 188€; Of
et al., 1986; Rutter et al., 1970; Zahn-Waxler, 1993). Researchers investigating

differences in risk factors associated with CD based on sex have found that although



a7

there is a higher prevalence of conduct problems in males, the same risk $aetorto
be significant for both sexes.

Studies examining the role of race in the development of conduct problems have
found that minority status is significantly associated with an increasedfrc®nduct
problems (Brinkman, Wigent, Topmac, Pham, & Carlson 2007), although it appears that
risk factors do not vary based on race (Flores, Cicchetti, & Rogosch, 2005; Barrera,
Hageman, & Gonzales, 2004).

Research examining the association between physical health and psyethologic
disorders in general and conduct problems in particular has produced inconsistent result
In some studies, chronic health problems were significantly associatethavipphesence
of a psychological disorder and overall social adjustment in children (Cadmda, Boy
Szatmari, & Offord, 1987; Eisen et al., 1980; Rutter et al., 1970; Walker et al., 1981).
Similarly, Nirbhay, and Subhashni (2001) found that access to health and sociakservice
had a protective effect on children at high risk for developing psychological problems.
However, these findings have been somewhat more inconsistent when it comes to
children with conduct problems. For example, Rutter and Giller (1983) found
significantly higher rates of physical illness in juvenile offenders; Reweubsequent
studies failed to substantiate these findings (Resitsma-Street, Gtfbrtth, 1985).

Research examining infant and early childhood temperament as a risk fahtor in t
development of conduct problems has generally produced results which indicate
temperamental variables have a significant impact on the development of conduct

problems in high-risk individuals (Brinkman et al., 2007; Moffitt, 1993a). Temperament
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has been defined as differential patterns of reactivity and self-reguéatd is thought to
be greatly influenced by biological variables (Rothbart & Bates, 1988; RothharsE
& Ahadli, 2000). Children with conduct problems have been found to be more
hyperactive, fussy, oppositional, and more prone to exhibit intense emotionansacti
early childhood (Bates et al., 1985; Grizenko, 1994; Sanson & Prior, 1999). Such
behaviors often emerge by the time the child is six months old and predicts conduct
problems at ages three and eight (Bates, Bayles, Bennett, Ridge, & BrownBagkl et
al., 1985). However, Aguilar, Sroufe, Egeland, and Carlson (2000) found no
temperamental differences in children with conduct problems.

Several personality characteristics have been found to serve as risk teaty@o
factors in the development of conduct problems. For example, children chaeattsriz
high amounts of jealousy, anxiety, parental neediness, attention seeking ansiaepres
were found to be at an increased risk for conduct problems (Burke et al., 2002kGrize
1994). Children with poor social skills, a tendency to engage in more risky behaviors,
low reactions to emotionally charged situations, low awareness of potentiatjoenses
of his or her behavior and a lack of guilt were also found to have a significantlysedrea
risk of developing conduct problems (e.g., Barry et al, 2000; Blair, 1999; Crowley,
Raymond, Mukulich-Gilberstson, Thompson, & Lejuez, 2006; Fisher & Blair, 1998;
Frick, 2004; Loney, Frick, Ellis, & McCoy, 1998; O'Brien & Frick, 1996 Stams et al.,
2006). Individual characteristics such as those described are thought to exert their

influence partially through evoking different parenting styles.
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Other researchers have examined the role of intellectual functioning in the
development and maintenance of CD. While several studies have examined the degree to
which a relationship exists between IQ and conduct problems, a firm consensus has not
been reached. For example, Rutter et al. (1970) found that male children with CD had a
slightly lower than average 1Q, while female children with CD perfaratehe average
level on 1Q measures. Several other studies have supported these findings and furthe
expanded upon them by suggesting that children with conduct problems show the greatest
deficits in verbal reasoning, which is thought to influence the child’s self-canrtcol
social problem solving skills (Hinshaw, 1992; Moffitt, 1993b). However, Hogan (1999)
found that these results may be misleading since 80% of the studies exantif@aitha
support for below average IQ in children with conduct problems failed to control for the
presence of comorbid ADHD, and that when this confounding variable was accounted for
the relationship was often reduced to a nonsignificant level. Others have suggasted th
the relationship between 1Q and conduct problems may only occur in select subgroups of
children with conduct problems. For example, Moffitt (1993a) found that children with
childhood-onset conduct problems are more likely to exhibit below average intellectual
functioning than those with adolescent-onset conduct problems. Christian, Frick, Hill
Tyler, and Frazer (1997) found variation in intellectual performance evemiilii
childhood onset group.

Exposure to television and other media violence has been found to play an
important role in the development of conduct problems. For example, Dubow and Miller

(1996) and Huesmann and Eron (1986) found that the level of exposure to television



50

violence in childhood predicted the level of aggression exhibited in adolescence and the
level of engagement in criminal acts. In addition, exposure to television violaace h
been found to be associated with less well-developed levels of adaptive probliexy, sol
a greater tendency to view the world as threatening and desensitization toev(i@ere
& Jacobs, 1993; Dodge, 1991; Widom, 1989). Similarly, Anderson, and Dill (2000) have
found that children who engaged in laboratory-based video game play exhibited
significantly higher amounts of aggressive behavior.

School FactorsA number of studies have found that children with conduct
problems experience academic difficulties. Research has consistently stat low
school achievement is a significant predictor of conduct problems (Bassardth, 200
Dodge, 1996; Farrington et al., 1998; Grizenko, 1994; Moffitt, 1993a), even after
controlling for IQ and SES (Burke et al., 2002). Frick et al. (1991) found that about 25%
of children with CD were academically underachieving, even after contrédlirtge
individual's 1Q level. In a study by Egeland and Abery (1991) it was found thato80%
children with conduct problems had qualified for special education services at some point
in elementary school. While some studies have found that these associations occur
regardless of the age group studied (Ledingham, 1999), others have found support for the
association between achievement and conduct problems only in children with eatly-onse
conduct problems (Robins & Hill, 1966; Rutter, 1979; Stattin & Magnusson, 1995).
Several studies have examined the nature of these associations mordarclaselitempt
to uncover why such associations exist. Several researchers have found that conduct

problems seem to onset first, with academic challenges beginning withyean®
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(Fergusson & Lynskey, 1997; Grizenko, 1994). Other researchers have looked for a the
presence of a third variable to explain the association, with researcheng fimali

school attendance and the presence of ADHD mediated the relationship between conduc
problems and academic achievement (Frick, 1998a; Lendingham, 1999). Other
researchers have theorized that childhood experiences of failure in acaderher or ot
domains place a child at higher risk of developing conduct problems (Dodge & Pettit,
2003). Similarly, Agnew (1985) argues that academic failure leads to poordy quali
relationships with peers and school authority figures and as a result the child is
increasingly exposed to exclusionary discipline practices that deny him thiehe
opportunity to learn important academic content and thus continues to perpetuate the
cycle of failure.

Additional research has also examined the effects of a positive schookatimat
the expression of disruptive behavior. Results have shown that children who attend a
school that features a high rate of conflict either between teachers anudstrdamong
students exhibit an increased amount of disruptive behaviors (Kasen, Johnson, & Cohen,
1990).

Peer Factors.Peer relationships have been empirically supported as a risk factor
in the development of conduct problems, especially in adolescence (Coie, Terry,
Zakriski, & Lochman, 1995; Dekovic, 1999; Loeber, 1990). It is thought that the child’s
peer group shapes the acquisition and maintenance of aggressive behavigraass earl
preschool and that such effects continue throughout childhood and adolescence

(Patterson, Littman, & Bricker, 1967; West & Farrington, 1973). Children with conduct
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problems have been found to experience higher rates of peer rejection, which leaves the
isolated and is thought to encourage them to seek out other rejected and antisocial
children (Coie, Dodge, & Kupersmidt, 1990; Dishion, Andrews, & Crosby, 1995;

Dishion, French, & Patterson, 1995; Dishion & Patterson, 2006; Patterson et al., 1992). In
addition, Coie et al. (1990) found that peer rejection represents a major stressor for
children and causes loneliness. Rejected children are also denied opportunities to
associate with average peers and, thus, to learn appropriate social skilisGRwson,

Dodge, & Bates, 1996).

Parental Characteristics.Several studies examining characteristics of parents
with children having conduct problems have reported several significant findingef One
the most consistent findings is related to parental mental health. Studiespeatedty
found that parents of children with conduct problems experience significantly higher
rates of substance abuse disorders, depression, antisocial personality dishat@er
psychiatric disorders that are thought to precede the development of conduct prmblems
their children (Boyle & Pickles, 1997; Elkins, lacono, Doyle, & McGue, 1997; Ftick e
al., 1992; Frick et al., 1993; Kim-Cohen et al., 2005). Parental psychiatric ifness i
thought to significantly impact both the onset and persistence of children’s conduct
problems (Campbell, Pierce, Moore, Marakovitz, & Newby, 1996; Loeber, Green,
Keenan, & Lahey 1995; Zahn-Waxler, lannotti, Cummings, & Denham, 1990). The
presence of psychiatric conditions in parents is thought to exert its effectseatrgald
interactions, the discipline strategies employed by the parent, and oveli&j ojuhe

environment in which the child develops and through these mechanisms exposes children



53

to increased risk of conduct problems (Forehand, Lautenschlager, Faust, & Grazino,
1986).

A history of parental involvement in the criminal justice system has also bee
found to be significantly associated with an increased risk of conduct problems
(Grizenko, 1994; Loeber & Stouthamer-Loeber, 1986). This risk was found to be further
increased if the child’s father was incarcerated prior to the child readengia (Murray
& Farrington, 2005).

The age of the child’s parents at both the birth of their first child and at the birth
of the child being evaluated for conduct problems has been found to be significantly
associated with the presence of conduct problems, with younger maternalrage b
associated with an increased risk of conduct problems in the child (Haapasalo &
Tremblay, 1994; Lahey et al., 1999; Morash & Rucker, 1989; Wakschlag et al., 2000). It
is thought that this association may be explained by the fact that young mogheisra
likely to display more antisocial behaviors and to choose mates that also display
antisocial tendencies. Younger parents are also characterized by arhiglermarital
separation and divorce (Quinton, Pickles, Maughan, & Rutter, 1993; Quinton & Rutter,
1988).

Parents of children with conduct problems are also generally charadtbyiza
significantly lower level of education and occupational status than children who do not
manifest conduct problems (Chase-Lansdale, Gordon, Brooks-Gunn, & Klebanov, 1997,
Fergusson et al., 1997; Haapasalo & Tremblay, 1994; Lahey et al., 1999). Several

additional parental characteristics have been found to serve as risk iia¢has
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development of children’s conduct problems, although research on these charactgristic
still emerging. Such risk factors include poor parental health, a parentay st
includes abuse, and parental feelings of isolation (Farrington, 1992).

Parental Caregiving.Research has consistently supported an association
between some parenting practices and conduct problems, although this assciati
thought to be strongest in Caucasian families (Frick et al, 1992; Haapasatmnkldy,

1994; Stormshak et al., 2000). While parenting practices greatly influence thedoghavi
exhibited by children, it is becoming increasingly clear that the natuheesé influences

is reciprocal, with the child’s behavior also significantly impacting therdar behaviors
(Loeber et al., 2009). A great deal of research has been conducted to examine the
relationship between parental discipline methods and childhood behavior problems. This
research has consistently revealed a significant relationship betwsarahdr

inconsistent parental discipline practices and externalizing behavior profBaidwin,

Baldwin, Kasser, Zax, Sammeroff, & Seifer, 1989; Frick, 1994; Patterson & Staartham
Loeber, 1984; Shelton, Frick, & Wootton, 1996; Stormshak et al., 2000; Wasserman,
Miller, Pinner, & Jaramilo, 1996).Children with conduct problems have also been found

to disproportionately come from homes with poor parental supervision (Capaldi &
Patterson, 1996; Frick, 1994; Loeber & Stouthamer-Loeber, 1986; Stouthamer-Loeber et
al., 2002; Wasserman et al., 1996). Another aspect of parenting that is associated with
the development of conduct problems in children and adolescents is related to the degree
of parental involvement, responsiveness and warmth. Several researchers have found tha

children with conduct problems generally have parents that are less involved, show les
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parental warmth and are less responsive to the needs of their child (Frick, 1994;
Grizenko, 1994; McFadyen-Ketchum et al., 1996; Pettit, Bates, & Dodge, 1993;
Stormshak et al., 2000; Wasserman et al., 1996). Parent-child interactions were als
found to feature poorer communication and fewer positive interactions in children with
conduct problems (Lahey, Miller, Gordon, & Riley,1999; Quay, 1999).

Several studies have found a significant association between expeataady
child abuse and the development of conduct problems. Specifically, it has been found that
childhood victims of physical abuse are more likely to exhibit conduct problems
(DuRant, Cadenhead, Pendergrast, Slavens, & Linder, 1994; Maughan, 2000; Singer,
Anglin, Song, & Lunghofer, 1995; Widom, 1989). Research up to this point has failed to
identify any protective factors that fully protect victimized childnemf the
development of conduct problems (Burke et al., 2002). The association between
experiences of physical abuse during childhood and the development of conduct
problems later in life has been explained by researchers in a number of ways. For
example, Dodge, Pettit, Bates, and Valente (1995), Dodge, Bates, an{iLR8@jtand
Weiss, Dodge, Bates and Pettit (1992) found that victimized children wereikabyed
attribute the actions of others as hostile, were more likely to look favorably onsaggres
behavior and were more likely to respond to perceived provocation using aggression.
Maughan (2000) claims the association between a history of physicalatrakreé and
the development of conduct problems operates through the disruption of secure

attachments with caregivers.
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Family Factors. A number of family characteristics have been found to be
associated with the development of conduct problems. In fact, Dekovic (1999) ¢latms t
environmental characteristics have the most profound effect on whether or notdhe chil
manifests conduct problems. Several researchers have examined the asdueiaten
marital conflict in the child’s parents’ relationship and the development of conduct
problems. These researchers have found that single parent status, pareat#bise gaud
parental divorce were all associated with a significantly higher rigkeotHild
developing conduct problems (Aguilar et al., 2000; Amato, 2001; Davies & Windle,
2001; Fergusson et al., 1994; Haapasalo & Tremblay, 1994; Lahey et al., 1999;
McLanahan, 1997; Rutter et al., 1998). In fact, Maughan (2000) found that a child’s risk
of developing conduct problems is almost doubled in children from divorced families.

The reasons for the association between divorce and childhood conduct problems
have been examined. Trauma theorists have speculated that conduct problems arise
because the child is damaged by the loss of a parental figure in the home (&lurray
Farrington, 2010); however, empirical research has not supported this claimdttbee
many children whose parents divorce showed conduct problems prior to their parents
divorce (Block, Block, & Gjerde, 1986; Cherlin et al., 1991). Thus, several researchers
have speculated that it is not divorce that may contribute to the development of conduct
problems in children, but the interparental conflict that often precedes the divorce
(Cherlin et al., 1991; Murray & Farrington, 2010). Researchers have also compared
outcomes of bereaved children and those children who come from divorced families in an

attempt to determine whether the effects of parental loss can explain thepdeset of
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conduct problems in children. Their findings suggest that although bereaved children
show marked distress after parental loss, their long-term outcomes are much more
positive than children from divorced families (Maughan, 2000). Maughan (2000)
speculates that such parental conflict may model aggression and hostility amtheaus
child to experience impaired abilities to regulate their emotions and aicedunctheir
opportunities to develop coping strategies. It is also thought that high ratesrdfpare
conflict may also impact the quality of parenting provided (Maughan, 2000). Other
researchers have proposed alternative reasons to explain the associatien patestal
marital quality and conduct problems. For example, Maughan (2000) explains that
children in divorced families are likely to face many transitions during filadgarental
divorce. These include potential home and school moves, new parental figures and
stepsiblings that are thought to place the child under significantly efieeates of
stress, which may foster the development of conduct problems.

A substantial body of research has found a significant relationship betwegn fam
size and conduct problems. These findings suggest that being from a large family, usual
defined as including four or more children, substantially increases the risk tdlage
conduct problems (Deater-Deckard, Dodge, Bates, & Pettit, 1998; Farrieigab., 1998;
Haapasalo & Tremblay, 1994; Maughan, 2000; Rutter, Tizzard, & Whitmore,1970;
Rutter & Giller, 1983). It is thought that large family size is associatddam increased
risk of conduct problems because these families are characterizedchyohdasources,
the provision of less parental supervision and often these families live in poorer

neighborhoods (Offord et al., 1986; Rutter & Giller, 1983). Others have suggested that
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this association may also be explained by potential modeling of aggressive bélgavior
older siblings, which younger siblings come to imitate (Offord et al., 1992).

The association between family instability and the development of conduct
problems has also been explored in the literature. Research has found that family
instability is modestly associated with both internalizing and extermglsymptoms,
although the effects appear to be the strongest in children with externaliring
comorbid internalizing conditions (Ackerman et al, 1999; Berden et al., 1990; Compas et
al., 1989; Milan, Pinderhughes, & The Conduct Problems Prevention Research Group,
2006; Nolen-Hoeksema, Girgus, & Seligman, 1992). Family instability has beapdiefi
as “...an aggregate of several kinds of events that challenge the daily contiglity a
cohesiveness of family life for a child” (Ackerman et al, 1999, p. 258). To measure
family instability, researchers generally examine changes in theahmarcohabitation
status of the child’s parent, residential moves, separations between parentdanpalchi
loss, school changes, death of a family member and birth of a sibling (Grizenko, 1994;
Milan et al., 2006). Interestingly, several researchers have also found tabpar
immigration status is significantly related to family instabilibgdathus, behavioral
disorders in children (Barankin, Konstantareas, & de Bosset, 1989; Minde & Minde,
1976). Exploration into the continuity of family instability over time and the &stsmT
of family instability with other family risk factors has revealed tlaaify instability at
one time, is significantly associated with family instability gdater (Milan et al.,

2006). An examination of the association of family instability with other paraskal

factors has revealed only modest associations, supporting this as an independ®iat const
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(Ackerman et al., 1999; Greenberg, Lengua, Coie, Pinderhughes, & The Conduct
Problems Prevention Research Group, 1999; Mathijssen, Koot, & Verhulst, 1999). It is
thought that family instability may cause the child to feel as if eveatswside of their
control and may adversely impact the child’s emotional and behavioral reguiati
addition to the adverse impact instability may have on other family membegs(&il

al., 2006).

A large body of research has found a consistent link between low family
socioeconomic status (SES) and conduct problems (Barry et al., 2005; Bradley &
Corwyn, 2002; Duncan et al., 1994; Grizenko, 1994; Guerra, Huesman, Tolan, Van
Acker, & Eron, 1995; Murray & Farrington, 2010) Some researchers have exinowe
SES impacts the behavioral outcomes of children of different ages, sexes arad cultur
backgrounds. For example, Offord et al. (1986) found that low socioeconomic status only
seemed to be a risk factor for children but not for adolescents. Guerra et al. (k995) a
Bolger, Patterson, Thompson, and Kupersmidt (1995) found that despite a higher rate of
poverty in African American and Hispanic families, the behavioral eftéggieverty
were most profound in Caucasian families. Maughan (2000) found that the link between
poverty and externalizing problems appears to be strongest in males.

It is thought that a low SES background increases susceptibility to conduct
problems. Some authors have suggested that poverty significantly increasestited pa
level of stress, which often causes the child’s parents to resort to harshngarenti
practices, which then leads to childhood conduct problems (Dodge, 1996; Dodge et al.,

1994; McLoyd, 1990; McLoyd, 1998; Wahler, 1980; Whaler & Sansbury, 1990). Poverty
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is also thought to impact opportunities for social interaction, the ability to jpaiticin
extracurricular activities, accessibility to guns and drugs and thetpaadility to spend
time and be involved with their children (Coie & Jacobs, 1993; Peeples & Loeber, 1994).
Child Careworker Characteristics. Studies investigating the relationship
between a child’s involvement in day care and the development of conduct problems
have generally found a small to moderate relationship between out of home day care
experiences and the development of aggressive behavior and overall adjustmeoiv(Barg|
et al, 1987; Bates, Marvinney, Kelly, Dodge, Bennett, & Pettit, 1994; Baydap&kBr
Gunn, 1991; Belsky, 1990; Clarke-Stewart, 1989; Gamble & Zigler, 1986; Vaughn,
Deane, & Waters, 1985). However, several researchers have suggestdditivaizh
variables need to be examined in order to more fully understand the association between
out of home daycare and conduct problems. These variables include the setting in which
the care is provided and the quality of the day care services provided (BaydaoksBr
Gunn, 1991; Colwell, Pettit, Meece, Bates, & Dodge, 2001). Findings in this arglaare
somewhat inconsistent, with some research finding that daycare expederincesease
the risk developing conduct problems and others finding that day care experiences ca
serve as a protective factor in the development of conduct problems (Andersson, 1989;
Burchinal, Lee & Ramey, 1989; Field, 1991; Moore, Snow, & Poteat, 1988).
Neighborhood Characteristics Neighborhood influences on aggression have
been studied since 1942, with findings suggesting that violent individuals
disproportionately come from neighborhoods that feature high crime ratebnaraky

diverse population, poverty, and high residential mobility (Dodge & Pettit, 2003). More
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recent research has substantiated and expanded upon these early findingamplar, ex
researchers have found that neighborhood crime rates, exposure to adults that commit
crime, high rates of neighborhood unemployment, a high density of housing, high rates of
neighborhood mobility, availability of drugs, community disorganization, perceived
neighborhood quality, and perceived neighborhood safety are all significarttysdsd
with the development of conduct problems in children (Beyers, Bates, Pettit, & Dodge,
2003; Fite, Winn, Lochman, & Wells, 2009; Herrenkohl et al., 2000; Maughan, 2000;
Wikstrgm & Loeber, 2000). It is thought that a poor quality neighborhood servesshs a
factor in the development of conduct problems because children living in these
neighborhoods often witness violence (Colder, Mott, Levy, & Flay, 2000; Osofsky,
1995). Sampson, Raudenbush and Earls (1997) have suggested that the effects of living
in a poor quality neighborhood may be reduced if neighbors take a collaborative
approach to supervising all the children in the neighborhood, not just their own, and
generally work collaboratively to improve the neighborhood. Research has shown that
poor quality neighborhoods play more of a central role in the development of disruptive
behavior disorders compared to other childhood psychological disorders (Loeber et al
1995); however, some research has suggested that poor quality neighborhood may only
be associated with CD and not with ODD or ADHD (Lahey et al., 1999).
Protective Factors Associated with Conduct Problems

Research examining factors that offer protective effects in theageaeht of
conduct problems has identified a number of factors that are thought to protedt thgains

development of conduct problems. One such group of factors is related to chaicterist
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of the child. For example, researchers have found that having a higher than &erage

does serve as a protective factor in the development of conduct problems (Bassarat

2001; Fergusson et al.,1996). Researchers have also discovered that high rigk childre
who possess good coping and reasoning skills are less likely to develop conduct problems
(Bassarath, 2001; Dekovic, 1999; Grizenko, 1994). Other researchers have found that
individual characteristics offer limited protection in a high risk environn@etard &

Buehler, 2004).

A second set of protective factors are related to the child’s acadenocnpance
and school characteristics. High levels of academic achievement havielregno have
protective effects for a broad range of emotional and behavioral disorders and conduct
problems in particular (Dekovic, 1999; Ledingham, 1999; Rae-Grant et al., 1989). In
addition to high levels of academic achievement, a high level of commitmeatitdol s
has also been found to be a protective factor in children with conduct problems. Those
students who attend schools that are highly academically focused, featuradants of
conflict, and have teachers that are more attentive and caring demonsédaieten in
the expression of disruptive behavior in students (Maughan, 2000; Murray & Farrington,
2010; Rutter, 1979).

Parent factors have also been identified in an attempt to examine if taey off
protective effects to children considered to be at a high risk for developing tonduc
problems. Farrington et al. (1998) and Wyman, Cowen, Work and Parker (1991) found
that parents of resilient children were significantly more likely to repeetall good

mental health, and thus, considered this a protective factor for high risk childremtalPa
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employment has been found to serve as a contextual protective factor in childrere who a
at high risk for conduct problems (Nirbhay & Subhashni, 2001). Some emerginghesea
suggests that parental self-esteem, life satisfaction and perceivaldsspgiort may
protect high-risk children from exhibiting conduct problems (Wyman et al, 1991).
Researchers have also examined parental behaviors that serve as pratgotisén the
development of conduct problems. These researchers have found that a mother’s positive
perception of her child, parental warmth and involvement, emotionally responsive care
giving and the child’s level of bonding toward the parent all serve as protestioesfin
children at high risk of developing conduct problems (Egeland et al., 1993; Hawkins,
Catalano, & Miller, 1992; Kazdin, 1997; Nada-Raja, McGee, & Stanton, 1992;
Stormshak et al., 2000; Webster-Stratton & Hammond, 1998). A parent’s ability to
provide adequate supervision for his or her child is also thought to decrease the likelihood
of childhood conduct problems (Jessor, Van Den Bos, Vanderrym, Costa, & Turbin,
1995).

Family characteristics have also been examined in an attempt to identity
protective factors. The results of these studies suggest that those individuateweho ¢
from smaller families were significantly more likely to experienceatpesoutcomes
(Wener, 1989). Researchers have also examined whether a higher SES hasigeprotec
effect on high risk children. The results suggest that being from a middle or high
socioeconomic status does provide a protective effect to at-risk children (Nirbhay &
Subhashni, 2001). Family involvement in religious practices has also been found to serve

as a protective factor for children who are thought to have a high risk of developing
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conduct problems (Johnson, De Li, Larson, & McCullough, 2000; Johnson, Joon Jang,
Larson, & De Li, 2001; Nirbhay & Subhasni, 2001; O’'Donnell, Schwab-Stone, &
Muyeed, 2002; Tittle & Welch, 1983).

Another protective factor is a positive relationship with an adult other than the
child’s parents. This may include individuals inside or outside of the family (tdze
1994; Nirbhay & Subhashni, 2001; Reitsma-Street et al., 1985; Rutter & Giller, 1983).
While there has been little research examining specific relationshgbiesiwithin these
relationships, several authors have speculated that the protective effeetd bfféhese
relationships are likely to vary depending on the quality, strength and secuhgsef
relationships (Rutter, 1985). Researchers have also examined the role of peer
relationships as protective factors in the development of conduct problems. Results
suggest that getting along well with peers does serve as a protectorarighe
development of conduct problems (Dodge, 1996; Grizenko, 1994; Quinton, et al., 1993;
Rae-Grant et al., 1989).

A sixth factor is related to participation in extracurricular acgegitResearchers
have found that children who engage in such activities are less likely to besbkdg
with emotional and behavioral problems (Grizenko, 1994; Offord et al., 1989; Rae-Grant
et al., 1989). Research examining the effect of participation in extracurraativties
on the presence of conduct problems has substantiated this as a protective factor
(Hawkins & Lishner, 1987; Rae-Grant et al., 1989). Participation in extraglaric
activities is thought to offer the individual the opportunity to receive positive mgamy

and provide opportunities for learning to relate to adults and peers (Dekovic, 1999; Rae-
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Grant et al., 1989). While some have speculated that children who engage in
extracurricular activities represent a subset of less impairedamidth conduct

problems, Mahoney (2000) found that this is not the case, and that the improvement in
behavior is likely a function of having an extended peer network.

Purpose of the Present Study

Although a great deal of research has been conducted to uncover risk factors
associated with conduct problems (e.g., Gerard & Buehler, 2004; Grizenko, 1994;
Shannon et al., 2007; Stormshak et al., 2000; Webster-Stratton & Hammond, 1998),
many of these studies do not include educational factors (e.g., school attendance, the
child’s perceived motivation to do well in school, whether the child has repeated any
grades, the parent’s perceived safety of the child’s school and the degreeedbhom
school communication that exists) in their analyses and few integrate faotarsd
many different domains. Research examining risk factors associatedonduct
problems has also considered the role of comorbid symptoms (e.g., reporteonattent
problems, or reported depression and/or anxiety symptoms) and has produced very
limited research examining whether or nor risk factors differ for indivedwéh reported
comorbid emotional difficulties.

Despite a great deal of literature examining risk factors assbevéte conduct
problems, there is a paucity of research examining those factors that may atéetive
effects to high risk children. Research in this area has not previously examineskot
and protective factors in one study. Information on protective factors atsbaiith

conduct problems can inform prevention work, but also, as discussed by Loeber and
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Farrington (2001), an understanding of protective factors is important for intenenti
with children who have already been identified as having conduct problems since the
most effective treatment approaches are thought to be those that enhasatesprot
factors and seek to reduce risk factors.

Furthermore, structural equation modeling (SEM) techniques have rarely been
employed by researchers in this area (Boden, Fergusson, & Horwood, 2010; Card &
Little, 2006; Vitacco, Neumann, & Caldwell, 2010), and much of the research that has
been done focused on subgroups of individuals with conduct problems, such as juvenile
offenders, or specific behaviors associated with conduct problems, such asi@aggress
The use of this technique offers researchers the ability to better undetaplex
relationships among different factors enabling them to speculate about possible
underlying causal relationships.

Given the related literature review, the predictive hypotheses forisagrtifisk
factors associated with reported conduct problems are as follows:

1. Predictive hypotheses: The following variables will be significaagiociated

with an increased risk of conduct problems across groups:

poorer reported child physical health, being male. being a youngey chil
poorer reported academic achievement, having a history of involvement in
special education, less perceived safety of the child’s school, poorer
school behavior, younger maternal age at child’s birth, poorer reported
parental mental health, having a parent born outsider of the United States,

having an interview respondent who completed the interview in another
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language, having a poorer quality parent-child relationship, having less
parent involvement with the child, less parental supervision, having a
greater number of changes in family structure, having parents who are
divorced, being from a family with a lower SES, having a largeryami
size, having a greater number of family moves, and coming from a poorer
guality neighborhood
2. Race will not be significantly associated with an increased risk of conduct
problems.
Based on the paucity of research investigating factors that are tssodth a
decreased risk of reported conduct problems in a high risk sample, no directional
hypotheses can be made regarding significant protective factors tegodth conduct

problems.
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CHAPTER 3

METHODS
Participants
Participants in the present study were chosen from a data set established in 2067 in or
to examine the physical and mental health of children nationwide. The data were
collected and provided by the National Center for Health Statistics and teenlaand
Child Health Bureau who collected the data using random digit dialing. The data ar
comprised of responses provided by parents or guardians regarding their chisislphy
and mental health. The data set that was used for the first set of analysggating
risk factors associated with reported conduct problems, was comprised of tidarora
children from 5-10 years of age whose parents or caregivers answeredtfiyria
both of the following questions: “Has a doctor or other health care provider eveotold y
that the child had behavioral or conduct problems, such as Oppositional Defiant Disorder
or Conduct Disorder?” and “Does the child currently have behavioral or conduct
problems?” To be included in the analyses, there must have been some information
about the child’s schooling and the parent or guardian must have answered “No” to the
guestion, “Has a doctor or other health care provider ever told you that the child had
Autism, Asperger’s Disorder, Pervasive Developmental Disorder or Athem
Spectrum Disorder?” This data set is part of a larger database contafamggition on
91,642 children from 0 to 17 years of age. The final data set used in the first set of
analyses was comprised of 451 children, categorized by those children reportes to ha

only conduct problems E170), those with reported conduct and attentional problems
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( =207), and those with reported conduct and anxiety or depression symptords. (
The demographic information for the groups used in these analyses can be found in
Tables 1 and 2.

The data set used for the second set of analyses utilized the original 45hchildre
with reported conduct problems, but also included a group of 826 children who were not
reported to manifest conduct problems, but were identified as at high risk for such
problems based on the factors identified by the first set of analyses. This secendfphas
the study was conducted in order to examine the protective mechanisms in chiidren
were at-risk of developing conduct problems.

The National Survey of Children’s Health, 2007

The data source for this research was the National Survey of Childreaith Han
unrestricted, publicly available dataset provided by the National Centde&ith
Statistics and the Maternal and Child Health Bureau. This data set includes rigindent
information.

The data were collected between April 5, 2007 and July 27, 2008 using random
digit dialing. Screening calls were placed in order to determine the méaid#atus of
the respondent and whether or not there were children under 18 years of age in the home.
When there were multiple children under 18 years of age in the home, one child was
randomly selected for the respondent to answer questions about. Whenever possible,
letters were also sent prior to the interview so that families could@atecieceiving a
call from an interviewer in the near future. When the interviewer called he askéd to

speak to the parent or guardian who knew about the child’s health and health care. In
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Sex of Participants
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Group Sex Frequency Percentage of the Sample
Reported Conduct Problems | Male: 113 66.47%
Only
Female: 57 33.53%
Reported Conduct Problems andale: 160 77.29%
Attentional Problems
Female: 47 22.70%
Reported Conduct Problems andvale: 46 62.16%
Anxiety or Depressive
Symptoms Female: 27 36.49%
Undisclosed: | 1 1.4%
Resilient Group Male: 393 47.58%
Female: 432 52.30%
Undisclosed: | 1 12%

Data Source: National Center for Health Statistied Maternal and Child Health Bureau, National 8ymf Children’s Health, 2007
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Table 2

Race of Participants

Group Ethnicity Frequency Percentage of the Sample
Reported Conduct Caucasian 97 57.05%
Problems Only African American: 36 21.17%

Multi-racial: 9 5.29%
Other: 12 7.05%
Undisclosed: 16 9.41%
Reported Conduct Caucasian 133 64.25%
Problems and Attentional African American: 51 24.64%
Problems Multi-racial: 12 5.80%
Other: 6 2.90%
Undisclosed: 5 2.42%
Reported Conduct Caucasian 56 75.68%
Problems and Anxiety ot African American: 7 9.46%
Depressive Symptoms | Multi-racial: 7 9.46%
Other: 1 1.35%
Undisclosed: 3 4.05%
Resilient Group Caucasian 395 47.82%
African American: 206 24.94%
Multi-racial: 47 5.69%
Other: 51 6.17%
Undisclosed: 127 15.38%

Data Source: National Center for Health Statistiod Maternal and Child Health Bureau, National Symf Children’s Health, 2007
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73.5% of cases this was the child’s mother, while in 20.5% of cases this was the child’s
father. The interview took an average of 28 minutes and 5 seconds. During this time, the
interviewer asked questions that revolved around eight domains including demographics
the child’s physical and mental health status, the child’s health insurancege\bm
child’s health care utilization and accessibility, questions regardingedecah home, the
family’s functioning, the parent’s health and neighborhood characterishioseTamilies
who refused to complete the survey were initially offered a $10 incentive, andvifathis
refused, they were offered an additional $5 incentive. This resulted in 47.9% of the
respondent’s who initially refused to complete the survey choosing to complete it.
Independent Measures

The independent measures consisted of the parent or caregiver responses to the
guestions asked during the structured telephonic interview. The interviewdyielde
information on 298 variables. Several of the variables that were examined involved
guestions about the mother specifically, while others asked questions about the
respondent who may or may not have been the child’s mother. As a result of the large
amount of missing data pertaining to the child’'s father, no variables that asked
specifically about the child’s father were included in the current studybgesof
variables was selected based on the empirical research that has previaoshedxisk
and protective factors associated with conduct problems (e.g., child ehistas,
school factors, parental characteristics, parental caregiving tdrasacs, family factors,
and neighborhood characteristics). Those variables that were initiallyreechare

outlined below in the following latent variable groupings (see Appendix B for gpecif
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guestions associated with each latent variable grouping). In addition, sonsentre
included in the analyses that were not subsumed under a latent variable (see Appendix
C).
Latent Variable I: Sibling Variables
Latent Variable II: Involvement in Activities
Latent Variable Ill: Achievement
Latent Variable IV: Special Education
Latent Variable V: Parent Health
Latent Variable VI: Mother Born in US/Respondent Language
Latent Variable: VII: Parent-Child Relationship
Latent Variable VIII: Parent Involvement
Latent Variable 1X: Supervision
Latent Variable X: Family Stability
Latent Variable XI: SES
Latent Variable XlI: Neighborhood Characteristics
Dependent Measures
The dependent measures for this study were whether or not the child displayed
reported conduct problems and/or emotional difficulties. In the first part of the
investigation, risk factors across groups were compared in order to detdrmine i
differences existed for children with only conduct problems in comparison to tltbse w
reported comorbid symptoms. In the second set of analyses those children wittdreport

conduct problems were compared to children with at least two significant rieksféas
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discovered in the first analysis) who did not manifest reported conduct problems as
reported by parents or caregivers, in order to examine potential protectiwes fa
Data Analyses

Phase one of the data analyses consisted of confirmatory factor analiyszd
were conducted in order to identify risk factors associated with reported tonduc
problems. The analytic procedure began by imputing missing values using thegMissi
Values add-on module for SPSS for Windows 19.0. The method used to impute the
missing values was “automatic”, where the data are scanned and the mostiaepropr
method for imputing the missing values is used based on the data. Those variables with
more than 25% of the values in any particular group missing were not included in the
analysis. Those variables of interest that had less than 25% of values misging wer
imputed. Next, a confirmatory factor analysis was conducted sepdatelych group
using AMOS 20.0. Manifest variables that had factor loadings of .20 or less were not
included in the final model in order to improve model fit and make the model more
parsimonious. Factor correlations were added based on modification indices. Ttarse fac
correlations that had values of .20 or higher were retained in the final confiyrfeattaor
analysis for each group. Those items that were not subsumed under a latent warable
only retained in the final model if they were significantly correlatet witatent factor
within the model.

The second set of analyses were conducted in order to determine those factors tha
seem to offer protective benefits to children who are at a high risk of ntargfes

reporting conduct problems. In order to do this, children considered to be resiéidatine
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to be identified. In order to do this, histograms of children who manifest conduct
problems were examined to look for any strong unified elevations in responsesygiven b
the parents of children with reported conduct problems. Doing this revealed siskera
factors, including: having a score of 4 or higher (fair or poorer) on the item “would y
say that in general the child’s mother’s mental and emotional healthekegtcvery

good, good, fair or poor,” having a score of 4 (definitely disagree) on the item, ‘iigere
people | can count on in this neighborhood would you say that you agree, somewhat
agree, somewhat disagree or definitely disagree?,” and coming fromlyadrmse
household income was 185% or less below the poverty level. Children who met at least
two of these outlined risk factors, were between the ages of 5 and 10 yearshaitage
already begun attending school, and whose parents did not answer affirmatitaely to t
qguestions, “Has a doctor or other health care provider ever told you that the child had a
behavioral or conduct problems, such as Oppositional Defiant Disorder or Conduct
Disorder?,” “Does the child currently have behavioral or conduct problems?,” “ Has a
doctor or health care provider ever told you that the child had Attention Deficit Disorde
or Attention Deficit Hyperactivity Disorder, that is ADD or ADHD?,” “Hasloctor or
health care provider ever told you that the child had Depression?,” “ Has a doctor or
health care provider ever told you that the child had Anxiety problems?,” or “Has a
doctor or other health care provider ever told you that the child had Autism, Asperger’s
Disorder, Pervasive Developmental Disorder or other Autism SpectrundBi8dmwere

considered to be resilient.
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Once this group was identified, missing values were once again addiessgd
the SPSS 19.0 Missing Values add-on module and the “automatic” method previously
described. Initial models (see Appendix C) were run in confirmatory facabyses of
both the group of children with reported conduct problems and the group of children
identified as resilient. Modifications to this model were then made based onaatadifi
indices. Similarly to the first set of analyses, those items with fazadirig below .2 in
both groups and those factor correlations less than .2 in both groups were not retained in
the final model.

In every case, structural equation models were identified using thkemar
variable” method, whereby one factor loading is fixed to a constant value of 1.0. Model
fit was evaluated using the Comparative Fit Index (CFl), Root Mean SquareEr

Approximation (RMSEA), and?.
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CHAPTER 4
RESULTS

As discussed in the data analyses section, phase one of this research used
confirmatory factor analyses to identify risk factors associated efithrted conduct
problems.

Confirmatory Factor Analyses for Children with Reported Conduct Problems Only

Table 3 shows the means and standard deviations for each item across groups, as
well as the descriptors associated with each rated item on the survey. lro@xi@mine
the factor structure for each group and to uncover common risk factors assadtate
reported conduct problems, a confirmatory factor analysis was completedalgdara
each group.

For children with only reported conduct problems, a nine factor model produced
an RMSEA value of .068, which indicated an acceptable fit (MacCallum, Browne, &
Sugawara, 1996) (see Figures 1 and 2). Several items were found to load significantl
onto their respective latent factors. For example, those items involvirapkad out for
each other’s children; (b) there being other adults the respondent could trust toihelp the
child, if needed, in the neighborhood; (c) the respondent feeling their child is dad& in t
neighborhood; and (d) people helping each other in the neighborhood, all loaded
significantly on the latent variable “neighborhood characteristics.” Onthies band, the
first variable listed regarding there being people the respondent could count on in the

neighborhood was not found to significantly load onto the latent factor, which isdikely
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Variable Rep | Rep Rep Rep Rep CP | Rep All CP All CP | Resilient | Resilient | All All Kids | Scale

CP CP CP and| CP and| and Int | CP and| Grps Mean | Grps Mean Std. Dev. | Kids | 5-10

only |only | ADHD | ADHD | Mean Int Std. Std. 5-10 | Std.

Mean | Std. Mean | Std. Dev. Dev Mean | Dev.

Dev. Dev
Totkids4 2.12 1.00 2.04 .997 2.00 .951 2.06 .992 2.29 1.00| .102| -- 1=1 child
How many people 2=2 children
less than 18 years 3=3 children
old live in this 4=4+ children
household?
Agepos4 2.29 1.12 2.19 1.17 2.07 .998 2.21 2.42 1.10 2.83- 1=only child
Birth position of 2=oldest child
the child relative to 3=second oldest
other children in child
the household 4=third oldest child
5=fourth oldest
child

Moms age at 28.81 | 7.04 28.84 7.56 28.64 5.47 28.80 7.05 26.85 .47 6 -- -- Age in years
childbirth
Derived maternal
age at child’s birth
K2Q01 2.06 .983 1.99 .983 2.32 1.15 2.07 1.02 1.98 1.04| - -|.779 1=excellent
In general, how 2=very good
would you describe 3=good
the child’s health? A=fair

5=poor
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K2Q30A

Has a doctor,
health care
provider, teacher,
or school official
ever told you the
child had a learning
disability?

.365

.694

541

.629

446

.500

432

495

.091

.287

08

.281

0=no
1=yes

K7Q02R

During the past 12
months, about how
many days did the
child miss school
because of illness
or injury?

4.89

5.95

4.78

6.66

8.94

8.64

6.92

unmber of school
days missed

K7Q04R

During the past 12
months, how many
times has the
child’s school
contacted you or
another adult in
your household
about any problems
he/she is having

with school?

5.99

7.39

5.98

6.95

7.51

7.80

.94

niber of times the
school has contacte
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K7Q05

Since starting
school has he/she
repeated any
grades?

.159

.367

.228

.567

.338

.800

.195

.395

109

312

.228

0=No
1=Yes

K7Q11

Does the child have

a health problems,
condition, or
disability for which
he/she has a writte
intervention plan
called an
Individualized
Education Program
or IEP?

247

433

481

.500

446

.500

401

483

.093

.289

11

.303

0=no
1l=yes

K7Q30

During the past 12
months, was the
child on a sports
team or did he/she
take sports lessong
after school or on

weekends?

494

501

432

495

.392

492

449

497

.369

.480

474

0=no
1=yes
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K7Q31

During the past 12
months, did he/she
participate in any
clubs or
organizations after
school or on
weekends?

512

.501

457

498

.554

.500

493

.500

.361

.480

492

0=no
1=yes

K7Q32

During the past 12
months, did he/she
participate in any
clubs or
organizations after
school or on
weekends?

.077

.267

.092

.239

.068

.253

.082

.275

.084

277

415

0=no
1l=yes

K7Q33

During the pas 12
months, how often
did you attend
events or activities
that the child

participated in?

2.64

1.68

2.40

1.70

2.38

1.56

2.49

1.67

2.02

1.77

.59 3

.658

1=never
2=sometimes
3=usually
4=always
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K7Q34 2.06 .962 2.07 .922 1.95 .950 2.05 .940 2.03 905 | .751| .801 1=all of his/her
Regarding the friends

child’s friends, 2=most of his/her
would you say that friends

you have met all of 3=some of his/her
his/her friends, friends

most of his/her 4=none of his/her
friends, some of friends

his/her friends, or

none of his/her

friends?

K7Q35 .088 .284 .088 A75 176 747 -- -- -- -- .08 -- né=

During the past l=yes

week, did the child

take care of

himself/herself or

stay alone without

an adult or

teenager, even for

small amount of

time

K7Q60 7.92 20.20| 11.83 25.94 7.74 15.22 -- -- -- -- -- -- Number of minutes

On an average
weekday, about
how much time
does the child
watch tv, watch
videos, or play
video games
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K7Q61 917 276 971 .168 .905 .294 - - -- - .95 - no=

Are there family l=yes

rules about what

television programg

he/she can watch?

K7Q82 3.91 1.09 3.89 1.15 3.82 1.09 - - -- - 4.5 -- 51

He/she cares about 1=never

doing well in 2=rarely

school 3=sometimes
4=usually
5=always

K8Q12R 2.06 1.23 1.96 1.19 1.66 1.43 - - -- - - -- One

About how often 1=at least once per

does the child year but less than

attend a religious once per month

service? 2=at least once per
month but less than
once per week
3=at least once per
week but less than
daily
4=daily

K8Q21 1.58 774 1.64 715 1.82 .897 1.65 772 1.35 583 | .251]| .496 1=very well

How well can you
and the child talk
about things that

really matter?

2=somewhat well
3=not very well
4=not well at all
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K8Q30 1.69 .748 1.70 .623 1.84 .861 1.69 .624 1.62 639 | - -|.b27 1=very well

In general, how 2=somewhat well
well do you feel 3=not very well
you are coping 4=not very well at
with the day to day all

demands of

parenthood/raising

children?

K8Q32 2.96 .948 3.23 1.01 3.12 .936 3.08 .969 2.41 1.07| .08 2| .892 1=never
During the past 2=rarely
month, how often 3=sometimes
have you felt 4=usually
he/she does things 5=always

that really bother

you a lot?

K8Q34 2.67 .827 2.79 .899 2.72 .868 2.74 .862 2.48 997 | .411| .736 1=never
During the past 2=rarely
month, how often 3=sometimes
have you felt angry| 4=usually

with him/her? 5=always
K8Q35 794 .406 .889 .551 .838 371 .833 .372 .730 443 | - -] .299 0=no

Is there someone 1l=yes

you can turn to for
day-to-day
emotional help
with
parenthood/raising
children?
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Table 3

Means and Standard Deviations
Marcoh_par 2.05 111 2.25 1.18 2.16 1.16 2.16 1.15 2.02 960 | .491)| .887 1= married
Derived 2=cohabitating
marital/cohabitatio 3=neither
n status of the 4-=no parents in
respondent home
K9Q20 2.79 1.13 2.76 1.09 2.83 1.15 2.77 1.09 3.14 1.10 - | .896 1=excellent
Would you say 2=very good
that, in general, the 3=good
child’'s mother’s A=fair
health is excellent, 5=poor
very good, good,
fair, or poor?
K10Q30 1.93 .980 1.88 1.01 1.84 .876 1.90 .932 2.57 1.12 -|.745 1=definitely agree
People in this 2=somewhat agree
neighborhood help 3=somewhat
each other out, disagree
would you say that 4=definitely
you... disagree
K10Q31 1.62 .953 1.81 1.10 1.72 .899 1.79 1.09 2.34 1.16 - | .694 1=definitely agree
We watch out for 2=somewhat agree
each other’s 3=somewhat
children in this disagree
neighborhood, 4=definitely
would you say that disagree
you....
K10Q32 1.68 925 1.76 1.10 1.58 951 1.77 1.09 2.75 1.30| .471| .748 1=definitely agree

There are people |
can count on in this
neighborhood,

would you say that

you...

2=somewhat agree
3=somewhat
disagree
4=definitely
disagree
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K10Q34 1.55 .940 1.59 1.02 1.54 .924 1.58 .963 2.18 1.19| - -|.694 1=definitely agree
If my child were 2=somewhat agree
outside playing and 3=somewhat

got hurt or scared, disagree

there are adults 4=definitely
nearby who | can disagree

trust to help my

child. Would you

say that you...

K10Q40 3.26 .870 | 3.21 .940 3.27 .816 3.24 .862 2.85 1.04| - -|.704 1=never

How often do you 2=sometimes
feel the child is 3=usually

safe in your 4=always
community or

neighborhood?

K10Q41 3.44 773 | 3.47 789 3.43 .756 - -- - - 3.6 - =néver

How often do you 2=sometimes
feel he/she is safe 3=usually

at school? 4=always
Educ_momr 241 727 2.40 723 2.44 .858 2.40 727 2.15 .808 | .652| .630 1=less than high
What is the highest, school

grade of school you 2=12 years, high
(or the child’'s school graduate
mother) has 3=more than high
completed? school

K11Q30 .897 .310 .940 2.44 .894 313 .916 .282 724 437 | 87 312 0=no

Was the child’'s l=yes

mother born in the

United States?
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K11Q43R

How many times
has the child ever
moved to a new
address?

261

2.57

2.63

2.45

3.31

3.15

2.73

2.62

2.57

2.15

5.46

1.90

Number of times the
child moved

K11Q50

Was anyone in the
household
employed at least
50 weeks out of the
past 52 weeks?

.924

.948

.849

.765

770

423

794

403

743

436

92

.381

0=no
1=yes

Poverty_levelr
Derived poverty
level of this
household based o
DHHS Poverty
Guidelines

4.39

2.60

4.02

2.60

4.53

2.79

4.24

2.64

2.22

1.60

.84 5

2.39

1=at or below 100%
poverty level
2=above 100% -
133% poverty level
3=above 133% -
185% poverty level
4=above 150% -
185% poverty level
5=above 185% -
200% poverty level
6=above 200% -
300% poverty level
7=above 300% -
400% poverty level
8=above 400% of
the poverty level
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K11Q62
During the past 12
months, did the
child receive free
or reduced cost
breakfasts or
lunched at school?

.769

677

.618

.516

.5134

.529

.658

.590

762

420

48

.501

0=no
1l=yes

Oth_lang
Derived-Interview
conducted in
language other thal
English

-

.066

247

.025

154

.081

.275

.500

.216

.205

404

.207

0=no
1=yes
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K10Q30
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poverty level [ highest grade
Poverty_lev completed
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ERIEN

Parent’s Health
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ow well

are you
coping with
the
demands of
parenthood
?

K8Q30

Parent
Involvement

Involvement in
Activities

In general,
how is the
child’s
mother’s
mental
health?
K9Q23

In general,
how is the
child’s
mother’s
physical
health?
K9Q20

How often
attend events
the child

participated in?

89

Family
Stability

Marital/coha
bitation
status
Marcoh_par

Number of
times child
has moved
addressed
K1143R

Regarding the
child’s friends
have you met all
of them, some

EN

K7Q33 of them or none
of them?
K7Q34
78* 78*

In the last 12
months, did
child
participate in
in any clubs/
organization
s?
K7Q31

.78*

In the last 12
months, was
child
involved in
any sports
teams or
lessons?
K7Q30

[ ]

Parent-Child

Relationship
.60* .83* .24
How often Howoften | | yow well
does the do you can you and
child do feelangry | | e child talk
things that with the about things
bother you a child that really
lot? K8Q34 matter?
K8Q32 K8Q30
=1 =]

Figure 1Reported conduct problems only confirmatory factor analysis factor loadiagsla®dized values shown
2:5217 df:291 CFI1=.831 RMSEA=.068a source: National Center for Health Statistiu laternal and Child Health Bureau, National SurveyifdBen’s

Heal

Ith, 2007



Sibling Variables

Special Education

-

Total number of
children in home
Totkids4

Birth position of
child
Agepos4

.08

.26

Does the child
have an IEP
K7Q11

Has the child ever
been diagnosed
with a learning
disability?
K2Q30A

90

Figure 1Reported conduct problems only confirmatory factor analysis factor loadiagsla8dized values shown

2_ — — —
—5217 df—291 CF|—831 RMSEA—OBBa Source: National Center for Health Statistigs Maternal and Child Health Bureau, National Surveyufdgen’s

Health, 2007
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Number of times
the school has
contacted you
(the parent) >

Neighborhood
Characteristics

Family Stability

about t problems
the child is
VVVVVVVVVVVVVVVVV having at school
o7+ K7QO4R | s T
: Mom’s age at
child’s birth
.20 : Parent
Involvement
Parent’s Health
.80
How often did
parent attend
events the child Q ]
A2 participated in?
K7Q33 40%
Involvement in
Activities
Since starting In the past 12 months razﬁ?r?sthﬁagiﬁtelz
school has the has the child - e
-Chi i . o ; child participated
Ezg?gfswd Eﬁpggltac!n child ever repeated participated in any in an)rl)spo rtF;’>
lonship ucat a grade? clubs/organizations? K7030 ’
K7Q35 K7Q31 Q

Figure 2.Reported Conduct Problems Only Confirmatory Factor Analysis Correlatiandeé@tized Values ShowA=521.7
df=291 CFI=.831 RMSEA-.068ata Source: National Center for Health Statistios Maternal and Child Health Bureau, National 8yref Children’s Health, 2007
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result of the method of model identification used, although, a high correlation Was sti
observedr(=.87). The question regarding how often the parent feels the child is safe in
the neighborhood was found to be significantly negatively correletedQ) with the
latent factor, which is likely explained by the fact that a higher scoreatbitém
indicated that the respondent feels the neighborhood is very safe, and on therother ite
included in that latent grouping, a higher score indicated the respondent does not feel as if
there are people they can rely on, or trust within their neighborhood. The manifest
variables in this factor grouping were able to successfully explain betweenntic?o%
of the variance associated with the latent variable “neighborhood chastcsgriwith
the question regarding there being people the respondent can count on in the
neighborhood explaining the most variance, and the question regarding how often the
parent feels the child is safe in the neighborhood explaining the least.

For children with reported conduct problems only, the number of times the child
has moved in his or her lifetime appears to be a significant and relialbii@)indicator
of the latent variable “family stability.” The manifest variableaisged with the latent
factor “family stability” were successfully able to explain bedw 14% and 49% of the
error variance associated with the latent factor “family stgbjil

Several items were found to be significant and reliable indicators of tin¢ late
variable “parent health.” These included questions about the child’s mother’'d overa
mental health and emotional healthk.78) and the child’s mother’s physical health
(r=.67). These variables were able to account for between 40% and 46% of the variance

associated with the latent variable titled “parent health.”
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The respondent’s level of education was found to be a significant and reliabléandica
(r=.72) of the latent variable thought to reflect the family’s socioeconomicss{aES).
This manifest variable was able to successfully explain 39% of the errancaria
associated with the latent factor titled “SES.” While the family’s @etipoverty level
was not found to be significantly correlated with the latent “SES,” which ig/l&eésult
of the method of model identification used, a moderate correlatof2) was still

found.

The manifest variable measuring the frequency with which the respondent
reported that the child does things that really bother him or her a lot was found to be a
significant and reliabler€.60) indicator of the latent variable titled “parent child
relationship,” and was found to successfully explain 36% of the error varianceagssoci
with the latent factor. The manifest variable examining the frequency \itthwihe
parent reported feeling angry with his or her child was also found to be a sighditd
reliable ¢=.83) indicator of the latent factor “parent child relationship,” succdgsful
explaining 68% of the error variance associated with the latent factor.

The manifest variable that examined whether or not the child had ever been
diagnosed with a learning disability was found to load moderately and signyicantl
(r=.66) on the latent factor “special education.” This variable was found to explain
approximately 43% of the variance associated with the latent factoidbpdacation.”

The model revealed several correlations among latent factors. For exampl
small and significant correlation<.27) was found between the latent factors

“neighborhood characteristics” and “parent health.” A small significgationship
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(r=.25) was also found between “neighborhood characteristics” and the number of times
the school has contacted an adult in the household regarding problems the child is having
at school. A small significant relationship=(23) was also found between the number of
times the school has contacted an adult in the household regarding problems the child is
having at school and the latent factor “family stability.” A low and dicgut negative
correlation (=-.39) was also found between “family stability” and the mother’s age at the
child’s birth. A significant low correlatiorr£.20) was also found between the family’s
socioeconomic status and the mother’s age at the child’s birth, and betwparetiiés
overall health and parent-child relationship.42). A significant low and negative
correlation (=-.25) was also found between the parent’s reported mental and physical
health and the family’s derived SES. In addition, SES was found to have a low aignific
relationship with the latent factor “parent involvement” and a high significant
relationship (=.80) with the latent factor thought to reflect the child’s involvement in
activities.

Small significant unidirectional relationships=(39 and=.40) were found to
exist between the child’'s participation in clubs or sports and the parent’s atteatlance
events the child participated in within the last 12 months. A significant butrfa@9))
correlation was also found between the latent factor “special education” amarifest
variable asking whether or not the child had ever repeated a grade.
Confirmatory Factor Analyses for Children with Reported Conduct Problems and
Attentional Problems

For children with reported conduct problems and attentional difficulties, a nine
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factor model produced an RMSEA of .050, which indicated an acceptable fit (seesFigure
3 and 4). A number of manifest variables were found to load significantly on their
respective latent factors. On the latent factor entitled “neighborhood tdréstacs,” the
manifest variables related to watching out for each other’s children,dbieg adults in

the neighborhood the respondent trusts, and there being people who help each other in the
neighborhood were all found to have significant high correlations, with these manifest
variables explaining between 55% and 59% of the variance associated Viatiethe

factor “neighborhood characteristics.” While the manifest variable, “Guxer@eople |

can count on in this neighborhood” was not significantly associated with the latent fact
“neighborhood characteristics,” which is likely related to the method of model
identification used, a high correlatior=(87) was still found between this item and the
latent factor. This manifest variable was found to be able to explain 76% of thecearian
associated with the latent factor. A significant low negative correlatmr2@) was

found between the frequency with which the respondent reported he or she feels his or
her child is safe in the neighborhood and the latent factor “neighborhood chaiastérist
The negative correlation is likely explained by the fact that a higher valtigs

indicator of neighborhood safety indicates the respondent feels the child aféesns

a higher value on the other indicators indicates a higher amount of trust and etithabor

in the neighborhood. This manifest variable was found to be able to explain 5% of the
variance associated with the latent factor “neighborhood charactetistics

On the latent factor “parent involvement,” a significant low and negative coore(e=-

.24) was found between how many of the child’s friends the parent reported having met
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Neighborhood SES Family
Characteristics Stability
.88 .38* .78* .20
There are We watch If my child How often People in Derived Mother's Child’s Marital/coha | Number of
people I can | out for each | were outside | do you fe?' this poverty level | highest free/reduced bitation times child
countonin | others and got hurt | the child is neighborhoo Poverty lev | grade lunch status status has moved
this children in there are safe in the d help each elr completed K11Q62 Marcoh_pa addressed
neighborhoo | this adults I trust | neighborhoo | other out Educ_momr r K1143R
d neighborhoO | to help d? K10Q30
K10Q32 d K10Q34 K10Q40
.24 | .45 | | .45 | | .95 | | 41 |

Parent’'s
Health

Parent
Involvement

How well are
you (child’s
parent)
coping with
the demands
of
parenthood?
K8Q30

In general,
how is the
child’'s
mother’s
mental
health?
K9Q23

In general,
how is the
child’'s
mother’s
physical
health?
K9Q20

How often
attend events
the child
participated
in?

K7Q33

=] =] [=]

Bureau, National Survey of Children’s Health, 2007

EN

Regarding the
child’s friends
have you met all
of them, some of
them or none of
them?

K7Q34

Parent-Child
Relationship

.83*

How often
does the
child do
things that
bother you a
lot?

K8Q32

How often
do you feel
angry with
the child
K8Q34

.24

How well
can you and
the child talk
about things
that really
matter?
K8Q30

Figure 3Reported Conduct problems and attentional difficulties confirmatory factbrsantactor loadings.
Standardized values ShOVV%F5629 df=372 CFI=.847 RMSEA=.058x source: National Center for Health StatistiasMaternal and Child Health




Involvement in
Activities

.52

.40

In the last 12 In the last 12
months, did months, was
the child the child
participate in involved in
any clubs or any sports
organizations teams/lessons?
? K7Q30
K7Q31

.78* .70

During the
past 12
months, was
the child
involved in
other
organized
activities?
K7Q32

Sibling Variables

.86
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Special Education

number of
children
in home
Totkids4

Birth
position of
child
Agepos4

Does the child

.66*

Has the child ever

.84

.26

have an IEP been diagnosed
K7Q11 with a learning
disability?
K2Q30A
49 .57

Figure 3Reported Conduct problems and attentional difficulties confirmatory factbrsatactor loadings.
Standardized values ShOVV%F5629 df=372 CFI=.847 RMSEA=.058x source: National Center for Health StatistiasMaternal and Child Health

Bureau, National Survey of Children’s Health, 2007




Neighborhood
Characteristics

Mom’s age at
child’s birth

-.24

Parent’s Health

In general, how
would you
describe the
child’s health?
K2Q01

A2*

Parent-Child
Relationship

How many times
has the school
contacted you Do
regarding :
problems the child
is having in
school?

K7Q04R

Parent
Involvement

Hw often did
parent attend
events the child
participated in?
K7Q33

-.84*

-.34*
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Family Stability

Since starting
school has the
child ever repeated
a grade?

K7Q35

During the past 12
months has the chilg
participated in any
other organized
activities?

K7Q32

Involvement in
Activities

In the past 12
months has the child
participated in any
clubs/organizations?
K7Q31

During the past 12
months, has the
child participated
in any sports?
K7Q30

Figure 4Reported Conduct problems and attentional difficulties confirmatory factbyseneorrelations. Standardized
values ShOWﬂ2:562.9 df=372 CFI=.847 RMSEA=.058x source: National Center for Health Statistius Maternal and Child Health Bureau, National Survey of

Children’s Health, 2007
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and the latent factor. The negative factor loading likely reflects théhaica higher
value on this item indicates the parent has met fewer of the child’s friendgastzer
higher values on the other variable in this latent grouping indicated greatetr pare
involvement. The item was able to explain 6% of the variance associated wittetite la
factor associated with the latent factor “neighborhood characteristitslé the
manifest variable, “there are people | can count on in this neighborhood” was not
significantly associated with the latent factor “neighborhood charstitsr” While the
manifest variable, “there are people | can count on in this neighborhood” was not
significantly associated with the latent factor “neighborhood charstotsy” which is
likely related to the method of model identification used, a high correlatro87) was
still found between this item and the latent factor. This manifest variabléowad to be
able to explain 76% of the variance associated with the latent factor. if\csighlow
negative correlatiorr€-.22) was found between the frequency with which the respondent
reported he or she feels his or her child is safe in the neighborhood and the latent fact
The negative correlation is explained by the fact that a higher value onditigtor of
neighborhood safety indicates the respondent feels the child is less safe, and a highe
value on the other indicators indicates a higher amount of trust and collaboration in the
neighborhood. This manifest variable was found to be able to explain 5% of the variance
associated with the latent factor “neighborhood characteristics.”

On the latent factor “parent involvement,” a significant low and negative

correlation (=-.24) was found between how many of the child’s friends the parent
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reported having met and the latent factor. The negative factor loadingg¢fiecact that
a higher value on this item indicates the parent has met fewer of the chddusfri
whereas a higher values on the other variable in this latent grouping indicattt gre
parent involvement. The item was able to explain 6% of the variance associatéuewit
latent factor.

A significant low correlationrE.31) was found between the manifest variable
measuring how well the respondent feels they are coping with the demands difquatent
and the latent variable “parent health.” This item was able to account for 10% of the
variance associated with the latent factor. A significant high caoelat=.91) was
found between the parent’s reported mental health and the latent factor “parént heal
This variable was able to account for 83% of the variance associated wittetiie la
factor.

Several manifest variables loaded significantly on the latent varidiaketh
“involvement in activities.” For example, the manifest variable relatefdtbe ichild
participated in any clubs or organizations in the past 12 months was found to be
significantly negatively correlated=-.59) with the latent factor and was able to explain
35% of the variance associated with the latent variable. The manifest #agkitéd to
whether the child participated in any sports activities in the last 12 montledsesas
significantly negativelyr=-.64) related to the latent factor “involvement in activities.”
This manifest variable was able to explain 41% of the variance associatedendtent

factor.
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A significant moderate relationship=(76) was found between the manifest
variable measuring the frequency with which the respondent reported feelingeddilrer
things the child does and the latent construct “parent-child relationship.” Bnisest
variable was able to successfully explain 58% of the variance associdiateniatent
factor. The manifest variable measuring how often the respondent reporied éegjry
with the child was also found to be significantly moderately correlate@q) with the
latent factor parent-child relationship, with this manifest variablea@xply 44% of the
variance associated with the latent factor.

Several manifest variables were found to be significantly correlatbdive
latent variable labeled “SES.” For example, a significant low cdivel#& =.38) was
found between the mother’s education level and “SES,” with this manifest variable
explaining 15% of the variance associated with this latent factor. A sigrificaderate
and negative correlation was found between the child’s reported free and reduced lunch
status and “SES,” with this manifest variable explaining 60% of the & iassociated
with the latent factor. A large nonsignificant correlation was found betwedarthiy’'s
derived poverty level and the latent factor SES. This correlation was likesygmaficant
as a result of the method of model identification used. The family’s derived powaty le
was successfully able to explain 88% of the variance associated with tiietatstruct
“SES.”

Several significant correlations were found among latent factorsxkomde, a
significant low correlation was found between the latent factors “neighborhood

characteristics” and “parent health.” A significant small relatigmgvas found between
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the latent factors thought to measure the parent’s health and the parnéletibnship.

A significant moderate, unidirectional relationship was found between thélearia
associated with the latent construct “involvement in activities” and the ladestruct

“parent involvement.” In addition, a significant small, inverse relationshipfovaxi

between the latent factors thought to reflect the family’s SES and the chpd'ded
involvement in activities. A significant high correlation was also found betweselatent
factors thought to reflect the family’s SES and the latent facéonity stability.” A

significant small, negative correlation was also found between the manifiesiesr
measuring the number of times the school has contacted an adult in the household about
problems the child is having at school, and how safe the respondent feels the child is at
school.

Confirmatory Factor Analyses for Children with Reported Conduct Problems and
Anxiety of Depressive Symptoms

For children with reported conduct problems and anxiety or depressive symptoms,
an 11 factor model was found to fit the data reasonably well, producing an RMSEA of
.068 (MacCallum et al., 1996) (see Figures 5 and 6).

Several manifest variables in the latent grouping titled “neighborhood
characteristics” were found to be significantly associated with teetlaariable. For
example, significant large correlations were found between the itemsdted out for
each other’s children’t€.87) and “people in this neighborhood help each other out”
(r=.83) and the latent factor “neighborhood characteristics,” indicating thesaawifest

variables as reliable indicators of the latent variable “neighborhood chastacse’ The
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Family
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Figure 5Reported Conduct problems and anxiety or depressive symptoms Confirmatory FedysisAFactor Loadings
Standardized Values ShOW?F562.9 df=372 CFI=.847 RMSEA=.050ta Source: National Center for Health Statistios Maternal and Child

Health Bureau, National Survey of Children’s Hea807
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Figure 6Reported conduct problems and anxiety or depressive symptoms confirmatorafedysis correlations.
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manifest variable “we watch out for each other’s children in this neighborhoclabla
to explain 45% of the variance associated with the latent factor, while theegtani
variable “people in this neighborhood help each other” was able to explain 69% of the
variance associated with the latent factor. Significant moderate ¢mmslavere found
between the manifest variables “if my child were outside playing and gahlevetare
people | trust to helpr€.67) and “how often do you feel your child is safe in the
neighborhood?”rE-.61) and the latent factor, with each manifest variable explaining
37% of the variance associated with the latent factor. A significant negatngdation
was found between “how often do you feel the child is safe in the neighborhood?” and
the latent factor. This likely reflects the fact that a higher value omsfest variable
indicates greater feelings of safety, while higher values on the restrobthgest
variables included in this latent factor indicates poorer overall neighborhood/gaalit
high nonsignificant correlation£.85) was found between the manifest variable “there
are people I can count on in this neighborhood” and the latent factor “neighborhood
characteristics.” This manifest variable was likely not significara sesult of the method
of model identification used.

Several manifest variables were found to be significantly correlatbdive
latent factor “SES.” For example, significant moderate correlati@rs found between
the items “was anyone in the household employed at least 50 out of the past 52 weeks?”
(r=.57) and “does the child qualify for free and reduced lunal269) and the latent
factor “SES.” The manifest variable “was anyone in the household employed 50 out of

the past 52 weeks?” was able to explain 33% of the variance associated witérthe la
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factor, while the manifest variable “does the child qualify for free athdced lunch?”
was able to explain 47% of the variance associated with the latent factgnificant
low correlation was found between the manifest variable “what was the higaésttge
child’s mother completed?” and the latent factor “SES"34). This manifest variable
was able to explain 11% of the variance associated with the latent fattigh A
correlation (=.95) was found between the manifest variable measuring the family’s
derived poverty level and the latent factor “SES,” although this correlatismeata
significant, likely as a result of the method of model identification used. Téms@st
variable was able to explain 90% of the variance associated with the latent$&$0”

A significant high correlatiorr€.87) was found between the manifest variable “in
general, how is the child’'s mother's mental and emotional health?” and theféatent
titled “parent health.” This manifest variable was found to be able to explain 768 of t
variance associated with the latent factor “parent health.” A signifinaderate
correlation (=.73) was found between the manifest variable “in general, how is the
mother’s physical health?” and the latent factor “parent health.” This miaveéiesble
was found to be able to explain 54% of the variance associated with the latent factor
“parent health.”

The latent factor “parent-child relationship” was found to be strongly and
significantly correlated with the manifest variable “during the pastthm how often
have you felt angry with him or her (your child)?=(95). This manifest variable was
able to explain 90% of the variance associated with the latent factor. Acsighi

moderate correlation£.56) was found between the manifest variable “during the past
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month, how often have you felt that he/she (your child) does things that really bother you
a lot?” and the latent factor “parent-child relationship.” This manifestiariaas able to
explain 31% of the variance associated with the latent factor “parent-datidmship.”

A significant large correlation£.82) was found between the manifest variable
“birth position of the child relative to other children in the household” and the latent
factor “sibling variables.” This manifest variable was found to succégsiplain 77%
of the variance associated with this latent factor.

Several correlations among latent factors were also discovered. Acsighif
small, negative relationship=-.37) was found between the latent factor “neighborhood
characteristics” and the manifest variable “how often do you feelgluold is safe at
school?” A significant, low and negative correlation-(34) was also found between the
latent factor “special education” and the manifest variable meadwingften the
child’s parents feel the child is safe at school. A significant small andivega
relationship (=-.43) was also found between the latent factors “SES” and “sibling
variables.” The latent factor “family stability” was found to have a sicgnitt low
correlation (=.42) with the manifest variable “during the past 12 months, how many
times has the child’s school contacted you about problems he/she is having at’school?
Hypothesis I: Risk Factors Associated Wh an Increased Risk of Reported Conduct
Problems

It was predicted that a number of variables would be significantly assbeveth
an increased risk of reported conduct problems. The first predicted risk fastsexa

Across all three groups, males outnumbered females; however, this wasalsottre
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entire dataset of children ages 5 to 10 years. This variable was not includedmalthe fi
models due low factor loadings, a lack of high correlations with other lateotdacetd
because a large enough majority of children were not members of one sex vs. another

Birth order was also predicted to be a risk factor associated with reponigaict
problems. Across all three models, the child’s birth position was found to be largely, but
not significantly associated with the latent factor “sibling variableséach group, the
mean was between 2.00 and 3.00. This was found to be quite similar to the mean of 2.33
in all children ages 5 to 10 years. As a result, this variable was not idensifgexdsk
factor associated with an increased risk of conduct problems.

The child’s reported level of achievement was also predicted to be significantl
associated with an increased risk of reported conduct problems. Due to low factor
loadings in the groups of children with only reported conduct problems and reported
conduct problems and attentional difficulties, this latent factor was natedtai these
two models. On the variable “he/she (your child) cares about doing well in school,” the
means of the three groups varied between 3.82 and 3.98. For all children ages 5 to10
years, the mean for this item was 4.56. An examination of the data found no clear
consistent pattern of responses for children with reported conduct problems. Thus, this
indicator was not selected as a risk factor. On the question regarding the number of
school days the child had missed due to illness or injury, the responses indicated that
children with reported conduct problems had missed between 4.78 and 8.94 days of
school in the last 12 months. The database of all children ages 5 to 10 years had a mean

of 6.92 days of school being missed in the last 12 months. Since this variable was not
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found to be a robust indicator of the latent factor “achievement” in the majority of the
groups, and because no clear pattern emerged regarding the amount of school nsissed, thi
was not retained as a risk factor.

It was predicted that the child’s special education status would alsoesaseag
risk factor for an increased risk of conduct problems. Special education was incladed as
latent factor grouping in each of the three models. On the manifest variablelidoes
child have a health problem, condition, or disability for which he/she has a written
intervention plan called an Individualized Education Plan or IEP?,” between 24.7% and
47.8% of respondents who reported his or her child had conduct problems also indicated
the child has an Individualized Education Plan . In the database of all childreh tages
10, 6.2% of respondents indicated their child has an IEP. Since factor loadings varied
between .26 and .71 and no clear pattern emerged across groups, this was netlidentifi
as a risk factor. On the manifest variable “has a doctor, health care prozédéert or
school official ever told you the child had a learning disability?” between 320d% a
51.2% of children with reported conduct problems were reported to have a learning
disability. In the group of all children ages 5 t010 years, 3.8% of children werdad
to have a learning disability. Factor loading ranged from .44 and .66 across modttels, wit
no clear pattern emerging across groups. Thus, this variable was not ide#ifigisk
factor across models.

Perceived safety of the child’s school was also predicted to be a risk factor
associated with an increased risk of conduct problems. This manifest varialletwas

found to load at a level of .2 or above on any latent factor. The manifest variabldlwas st
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retained in the models of children with reported conduct problems and attentional
difficulties, as well as those children with reported conduct problems andyaoxiet
depressive symptoms. The mean of this manifest variable for these two gnoged r

from 3.43 to 3.47. The mean of all children ages 5 t010 years was 3.64. This variable was
not selected as a risk factor since no clear pattern emerged aowss gnd the variable

was not included in all models.

It was hypothesized that the child’s behavior at school would emerge as a risk
factor associated with conduct problems. This was measured by the maniédseyar
“during the past 12 months, how many times has the child’s school contacted you
regarding problems he/she is having in school?” The means across groups veseeth bet
5.98 and 7.51. The mean of all children ages 5 to 10 years was .94. Since no clear pattern
emerged for this variable among children with reported conduct problems, this was not
identified as a risk factor.

The child’s mother’s age at the child’s birth was hypothesized to be acisk f
associated with reported conduct problems. This manifest variable Wwaseithonly in
the models of children with reported conduct problems and those with reported conduct
problems and attentional difficulties. The mean across groups ranged fromd®8.64 t
28.84. The mother’s age at the child’s birth was found to vary greatly among children
with reported conduct problems, and, thus, was not identified as a risk factor.

It was hypothesized that the parent’s reported mental health would emerge as a
risk factor associated with an increased risk of conduct problems. The shaaif@ble,

“would you say that in general your (the child’s mother’s) mental and emoticeiéth e
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excellent, very good, good, fair, or poor?” was included in all three models, and in each
model was found to be significantly and highly correlated with the latetr faazirent
health.” This indicates that this manifest variable is a reliable iratichthe latent
factor. The means across groups ranged from 2.66 to 2.90 and a clear patteed emerg
across groups indicating that in comparison to all children ages 5 to 10 yeanrts pare
children with reported conduct problems reported having poorer overall mental health.
Thus, this manifest variable was identified as a risk factor, and parents puantede
having fair or poor mental health and whose children were found to have at least one
other identified risk factor, but no reported conduct problems or other mental health
conditions were included in the group of children identified as resilient. The iodfoat
general, how well are you coping with the demands of parenthood?” was also included
under the latent factor “parent health;” however, this indicator was not iddragia risk
factor since the variable had only a low factor loading. The manifest variabbgrieral,
would you say that the child’s mother’s health is excellent, very good, good, fair or
poor?” was included in all models, and factor loadings ranged from moderate to large.
This variable was not identified as a risk factor; however, since the mears grcnass
indicated that on average, respondent’s indicated that the children’s mothers had very
good to good health

The child’s mother’s reported country of birth was also predicted to emeage as
risk factor associated with an increased risk of conduct problems. Whether or not the
parent reported being born in another country was not included in any of the models since

including this variable in the model resulted in a significantly poorer modehdit
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therefore was not retained. However, an examination of descriptive informato®s acr
groups revealed that in the group of children with only reported conduct problems, 10.6%
of the respondent’s reported the child’s mother was born outside of the United 8tates. |
the group of children with reported conduct problems and attentional difficulties, 6.3% of
the respondents reported the child’s mother was born outside of the United Stakes. In t
group of children with reported conduct problems and anxiety or depressive symptoms,
10.8% of respondent’s indicated the child’s mother was born outside of the United States.
A similar pattern was noted in terms of whether the respondent completed thiewnter
in another language. For example, for the group of children with only reported conduct
problems, 6.5% of respondents completed their interview in another language. In the
group of children with reported attentional difficulties and conduct problems, 2.4% of
respondents completed their interview in another language. In the group cérchvithn
reported conduct problems and attentional difficulties, 8.1% of respondents completed
their interview in another language. Since these variables were not retathednodels,
this was not retained as a risk factor.

It was predicted that variables related to the parent-child relationship wsalld a
emerge as risk factors associated with an increased risk of reported qmotilems. In
each model, the same three indicators of the parent-child relationship weded©ne
variable that was used was “during the past month, how often have you felt he/she does
things that really bother you a lot?” In each model, this manifest variabledloade
moderately and significantly on the latent factor. The mean across grogps feom

2.96 to 3.23. The mean for all children ages 5 t010 years was 2.08. Since no clear pattern
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emerged across groups, and the group means indicated, on average, that parents of
children with reported conduct problems rarely to sometimes were bothered a lot by
things their children did, this was not used as a risk factor. Another manife i e izt

was used to measure the parent-child relationship was the manifest varialhegy tioer

past month how often have you felt angry with him/her?” This manifest variasle w

found to have significant moderate to high correlations with the latent factor. 8dresm
across groups varied from 2.67 to 2.79. The mean for all children ages 5 to10 was 1.41.
Since the mean of the groups of children with reported conduct problems indicated that
most parents reported rarely to sometimes feeling angry with their ¢hddyas not
identified as a risk factor. The final manifest variable that was usadiadieator of the
parent-child relationship was the manifest variable, “how well can you and tddatkil
about things that really matter?” This item was found to have a low correlatlother

latent factor. The mean of this variable ranged from 1.58 to 1.82 across thertluEe g

The mean for all children ages 5 to 10 was 1.25. As a result of the low factor loading, and
the overall good reported ability for parents to talk to their children abmgstiinat

really matter, this was not supported as a risk factor.

The level of parent involvement was also predicted to emerge as a risk factor
associated with an increased risk of conduct problems. Across all three groups, the
manifest variable “during the past 12 months, how often did you attend events or
activities the child participated in?” was included in this latent factor gngufihe factor
loadings varied from .43 to .83 across groups. The mean of the three groups varied from

2.38't0 2.64. The mean of all children ages 5 to 10 years was 3.59. As a result of the
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variable factor loading, this was not identified as a risk factor. The Faietot “parent
involvement” was also measured using the manifest variable “regardiniilidie c
friends, would you say you have met all of his/her friends, some of his/her friends, or
none of his/her friends?” The factor loadings varied from -.24 to -.54. The mears acros
groups varied from 1.95 to 2.07. The mean for all children ages 5 to 10 was 1.75. As a
result of the variable factor loadings and the overall sample’s report of maktiog
most of the child’s friends, this was not identified as a risk factor.

Lower levels of parent supervision were also predicted to emergé &actisrs
associated with conduct problems. The manifest variables “during the stdrethe
child take care of him/herself or stay alone without an adult or teenager even ft a sm
amount of time?” and “are there family rules about what television prodrafsise is
allowed to watch?” were found only to load at a level of .2 or above in the group of
children with reported conduct problems and anxiety or depressive symptoms. In the
groups of children with only reported conduct problems and those with reported conduct
problems and attentional difficulties, these manifest variables were not fobed t
correlated with any latent factor. On the manifest variable “duringaseweek, did the
child take care of him/herself or stay alone without an adult or teenager even ft a sm
amount of time?” between 5.8% and 9.5% of respondents who reported their child had
conduct problems also reported leaving the child without supervision for a period of time.
For the group of children ages 5 to 10 years, 7.8% of parents reported leaving ldheir chi
without supervision for some period of time. On the manifest variable “are thetg fami

rules about what television programs he/she is allowed to watch?” between 2.9% and
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9.5% of respondents who reported their child had conduct problems reported there were
no family rules regarding which television shows the child could watch. For all c¢hildre
ages 5 to 10 years, 5.2% of respondents reported there were no family rulesgegardin
which television shows the child was allowed to watch. Since this variable was not
included in all group models, and since the means of some groups of children with
reported conduct problems are lower than the overall mean of all children ages 5 to 10
years this was not identified as a risk factor.

Both changes in family structure and the number of family moves were pdedicte
to emerge as risk factors associated with an increased risk of reportedtqaadblems.
The latent factor “family stability” included indicators of the mardgatohabitation
status of the child’s parent or guardian and the question “how many times has the child
ever moved to a new address?” The latent factor “family stability"imegded in all
three models. The correlations between the latent factor “family sgalaihd the
manifest variable regarding the respondent’s marital or cohabitation stagesirfrom
.30 to .66. The mean scores for the three groups ranged from 2.05 to 2.25, while the mean
for all children ages 5 to 10 years was 1.49. Since the factor loading forathife st
variable ranged greatly, this was not retained as a risk factor. Ttbe lfzadings for the
manifest variable “how many times has the child ever moved to a new addeegsst
from .20 to .70. The mean across groups ranged from 2.61 to 3.31. The mean for all
children ages 5 to 10 years was 5.46. As a result of the variable factor loadings and the
fact that all children ages 5 to 10 years were characterized byfraquent moves, this

manifest variable was not retained as a risk factor.
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Socioeconomic status was hypothesized to emerge as a risk factor edseithat
reported conduct problems. Socioeconomic status was measured by several different
manifest variables. Each model included the manifest variable measuriagiheés
derived poverty level. Although not significant as a result of the method of model
identification used, factor loadings for this manifest variable ranged frono .68.tThe
mean ranged from 4.02 to 4.53. The mean of all children ages 5 to 10 years was 5.84.
Since the factor loadings were moderate to high in each group and a diear pat
emerged across groups, this was identified as a risk factor, with anyeohégrorted to
be below 100% of the poverty level to above 185% of the poverty level being considered
to meet one risk factor, and if they also met the criteria for another risk fawd did not
manifest any reported mental health problems they were considered tdibetrddie
child’s mother’s reported level of education was also included as an indicator of the
family’s SES across groups. This manifest variable had a factor loaditigtiged from
.34 to .72. The mean of this manifest variable ranged from 2.40 to 2.41. The mean for all
children ages 5 to 10 years was 2.65. Since the factor loading varied greatgrbetwe
groups, no clear pattern emerged in terms of the education level of parents ehchildr
with reported conduct problems, and the means were similar for all children ages 5 to 10
years and those with reported conduct problems, this was not retained as aaisk fact
The models of children with reported conduct problems and attentional difficuitles a
those with reported conduct problems and anxiety or depressive symptoms included the
manifest variable “during the past 12 months, did any child in the household receive free

or reduced cost breakfasts or lunches at school?” This manifest variable wasuastdncl
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in the model of children with only reported conduct problems because it had a low factor
loading. The factor loading of this variable in the other groups ranged from -.69 to -.78.

An examination of descriptive statistics revealed that between 48.6% and 58.9% of
respondents who reported their child had conduct problems also reported their child
received free or reduced cost meals at school. In the group of all children ages 5 to 10
years, 44.2% of respondents reported their child had received reduced cost meals at
school. Since this manifest variable was not found to be a reliable indicator dktite la

factor “SES” across all groups, it was not selected to be a risk factor. dded af

children with reported conduct problems and anxiety or depressive symptoms also
included the manifest variable “was anyone in the household employed at leaghé&0 of

past 52 weeks?” as an indicator of “SES.” This manifest variable was not found to be a
reliable indicator of SES in the other two groups. Across the groups of children with
reported conduct problems, between 18.8% and 23.0% of respondents reported no one in
the house was employed 50 of the past 52 weeks. In the group of all children ages 5 to 10
years, 7.7% of respondents reported that no one in the house was employed 50 of the past
52 weeks. Since this manifest variable was not found to be a reliable indicat@® of SE
across groups, it was not retained as a risk factor.

It was hypothesized that family size would be associated with an incresset r
reported conduct problems. This was measured by the manifest variable “how many
people less than 18 years old live in this household?” This manifest variable was found to
have a factor loading that ranged from .93 to .96 across groups. The mean across groups

ranged from 2.00 to 2.12. The average for all children ages 5 to 10 years was 2.10. Since
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no clear pattern emerged among children with conduct problems and children with
reported conduct problems were not found to vary from the overall sample on this
indicator, this was not retained as a risk factor.

Neighborhood characteristics were hypothesized to be associated with an
increased risk of reported conduct problems. Across all three groups, the letient fa
“neighborhood characteristics” was measured through five manifest vari@ble such
variable was the question, “there are people | can count on in this neighborhood, would
you say that you definitely agree, somewhat agree, somewhat disagréaitaiyle
disagree?” The factor loading for this manifest variable ranged from .85 to .8ihekme
across groups ranged from 1.58 to 1.82. The mean for all children was 1.47. Since this
manifest variable was found to be highly correlated with the latent factomamgudup
distribution indicated a large number of respondent’s who indicated they definitely
disagreed, this was retained as a risk factor, and those children whosarggiandiwered
that they definitely disagreed who also met the criteria for another ok faut did not
manifest any reported mental health concerns were included in the group archildr
identified as resilient. While several other manifest variables alsaded|high
correlations with the latent factor “neighborhood characteristics,” tleeg not retained
as a risk factor because they were found to capture largely the same irdorasatne
manifest variable, “there are people | can count on in this neighborhood;” howewer, thi
manifest variable was found to have the largest factor loading across grotgss (Ya

1987).
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It was hypothesized that the child’s race would not be significantly assdci
with an increased risk of reported conduct problems. Race was not retained asa late
manifest variable since it was not found to be significantly correlatédanif latent
factors. The overall sample of children with conduct problems were charadtasz
being 64.98% Caucasian, 20.13% African American, 6.26% multiracial, and 4.25% other,
with 5.37% of respondents not disclosing their race. The overall sample of children ages
5 to 10 years was characterized as being 72% Caucasian, 10.5% Africanaknoatiy,
5.3% multiracial, and 5.3% other, with 6.3% of the sample not reporting their race. This
suggests that African Americans tended to be over-represented in the grougrehchi
with reported conduct problems, especially in the groups of children with onlyedport
conduct problems and reported conduct problems and attentional difficulties. This was
not retained as a risk factor, since it was not supported across all groups and was not
included in the models.

In summary, coming from a family characterized by a lower SES (b)0% Df
the poverty level to 185% above the poverty level), coming from a poorer quality
neighborhood (as measured by the manifest variable “there are peopleunaorcin
this neighborhood”), and having a parent with fair or poorer mental and emotional health
were all identified as risk factors associated with reported conduct preble
A comparison of models across all three groups

A comparison of the models across all three groups revealed similanidies a
differences among the basic factor structures of each group (see Jdbleath model,

the same five indicators of neighborhood characteristics were retainaed, eaxch
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Manifest Variable Reported Reported Reported Multigroup Multigroup
Conduct Conduct Conduct Reported Identified as
Problems Problems and Problems and | Conduct Resilient
Only- Attentional Anxiety or Problems Strength of
Strength of | Difficulties Depressive Strength of relationship
relationship | Strength of Symptoms relationship and
and relationship and | Strength of and significance
significance | significance relationship significance

and
significance

Child’s birth L L L* L L

position relative to

other children in the

house

How many children | L L L L L

less than 18 years

old live in this

household?

During the past 12 | M M* M M* M*

months was the

child on a sports

team or did he or

she take sports

lessons after school

or on weekends?

During the past 12 | M M* - M* S*

months did he/she

participate in any

clubs or

organizations after

school or on

weekends?

During the past 12 S S S

months did he/she

participate in any

other organized

events or activities?

About how often S

does the child attend
a religious service?
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On an average
weekday, about how
much time does the
child watch tv,
watch videos, or
play video games?

M

During the past 12
months about how
many days did the
child miss school
because of iliness o
injury?

He/She cares about
doing well in
school?

Has a doctor, health
care provider,
teacher or school
official ever told

you the child had a
learning disability?

M*

Does the child have
an IEP?

In general, how well
do you feel like you
are coping with the
day-to-day demands
of parenthood?

S*

Would you say that
in general the
child’s mother’s
mental and
emotional health is
excellent, very good
fair or poor?

M*

L*

L*

L*

Would you say in
general the child’s
mother’s health is
excellent, very good
good fair or poor?

M*

M*

How well can you
and the child share
ideas or talk about
things that really

matter?
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During the past
month, how often
have you felt the
child did things that
really bother you a
lot?

M*

M*

M*

M*

L*

During the past
month, how often
have you felt angry
with him/her?

L*

M*

L*

M*

M*

During the past 12
months, how often
did you attend
events or activities
that the child
participated in?

Regarding the
child’s friends,
would you say that
you have met all or
his/her friends, somé
of his/her friends or
none of his/her
friends?

%

S*

M*

During the past
week, did the child
take care of him/her
self or stay alone
without an adult or
teenager even for a
small amount of
time?

Are there family
rules about what
television programs
he/she is allowed to
watch?

Marital/Cohabitation
status of child’s
parent(s) in the
household

How many times
has the child moved

to a new address?

M*
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What is the highest
grade of school
mother has
completed?

M*

S*

S*

S*

M*

Was anyone in the
household employed
at least 50 of the
past 52 weeks?

M*

S*

S*

Derived- poverty
level of this
household based on
DHS Poverty
guidelines

During the past 12
months did the child
receive free or
reduced cost
breakfasts or
lunches at school?

L*

M*

S*

S*

People in this
neighborhood help
each other out-
would you say that
you...

M*

M*

L*

M*

M*

We watch out for
each other’s children
in this
neighborhood-
would you say that
you...

L*

L*

L*

M*

M*

There are people |

can count on in this
neighborhood-would
you say that you...

If my child were
outside playing and
got hurt or scared,
there are adults
nearby who | trust tg
help my child-
would you say that
you...

M*

L*

M*

L*

M*

How often do you
feel your child is
safe in your
community or
neighborhood?

S*

S*

M*

S*

S*

S- Small correlation- loadings .2-.49 M-Moderaterelation- loading .50-.79 L- Large correlationatlings .80+ *- Significant
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model, the question “how often do you feel your child is safe in your neighborhood?”
negatively loaded onto the latent factor. The same manifest variableslsceused

across the models on the latent factor “parent involvement.” In each case, tih@nquest
“regarding the child’s friends, would you say you have met all of them, some gfdhem
none of them?” loaded negatively on the latent factor “parent involvement.” Across all
three groups, the same manifest variables were also used to measuré¢ égpeaitzon,”
“parent health,” “family stability,” “parent-child relationship,hd “sibling variables.”

The manifest variables used to measure the latent factor “involvementitestt

varied from group to group. In all cases, the manifest variable “during the lagirtBan
was the child on a sports team or did he/she take sports lessons after school or on
weekends?” was used as an indicator of the child’s involvement in activities. This mode
developed for children with only reported conduct problems and those children with
reported conduct problems and attentional difficulties also included the manifest
variables “during the past 12 months, did he/she participate in any clubs or oigasizat
after school or on weekends?” and “during the past 12 months did he/she patrticipate in
any other organized events or activities?” These manifest variablesyatencluded in

the model for children with reported conduct problems and anxiety or depressive
symptoms because they were not significantly correlated with the fattot

“involvement in activities” in this group. The manifest variables “about how oftes doe
the child attend a religious service?” and “on an average weekday, about howmmeich ti
does the child usually watch TV, watch videos, or play video games?” were included

only in the model of children with reported conduct problems and anxiety or depressive



126

symptoms since these variables were not significantly correlatednheithtent factor
“involvement in activities” in the other groups.

The manifest variables included under the latent grouping “SES” also varied
across groups. In all three groups, the mother’s educational level and thesfaerived
poverty level were used as indicators of the family’s SES. The models of ohiithe
reported conduct problems and attentional difficulties and children with reported conduct
problems and anxiety or depressive symptoms also included the child’s reporimadfree
reduced lunch status as an indicator of SES; however, this was not included as an
indicator in the model of children with only reported conduct problems, since it was not
found to be well-correlated with the latent factor “SES” in that group. The rsainife
variable “was anyone in the household employed at least 50 of the past 52 weeks?”
wasincluded in the model of children with reported conduct problems and anxiety or
depressive symptoms; however, this manifest variable was not included in the final
models of children with only reported conduct problems or those with reported conduct
problems and reported attentional difficulties since it was not found to be largely
correlated with the latent factor “SES.”

The latent factors “supervision” and “achievement” were only included in the
model of children with reported conduct problems and anxiety or depressive symptoms,
since none of manifest variables in these latent factor groupings were eoredla20 or
above with their respective latent factors in either the model of children with only
reported conduct problems, or in the model of children with reported conduct and

attentional difficulties model. These manifest variables were also not foureHighly
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correlated with any other latent factor in these groups, and for that reasomé#refeest
variables were not retained in the final models of children with only reported conduct
problems or reported conduct problems and attentional difficulties.

The latent factor “mother born in US/Respondent’s language” was initially
included in all three preliminary models; however, including this latent fact®fouad
to result in a significantly poorer model fit, so it was not retained in any of thelsnode

Several manifest variables that were not subsumed under a latent faetalsve
retained since they were correlated at a level of .20 or higher with aidnetr fizctors.
The manifest variable “during the past 12 months, how many times has the atiob$ s
contacted you or another adult in your household about problems the child is having at
school?” was retained in all three models. The child’s mother’s age at bsthnka
retained in the models of children with only reported conduct problems and with deporte
conduct problems and attentional difficulties; however, it was not retained in the model
of children with reported conduct problems and anxiety or depressive symptocest Si
was not found to be well-correlated with any of the latent factors in that moddar§im
the manifest variable “how often do you feel your child is safe in your comymmit
neighborhood?” was retained in the models of children with reported conduct problems
and those with reported conduct problems and attentional difficulties, but was not
retained in the model of children with reported conduct problems and anxiety or
depressive symptoms since it was not well correlated with any othair fiatéor.

The manifest variable “he/she (your child) cares about doing well in school” was

retained in only the model of children with reported conduct problems, but not in the
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other two groups since this manifest variable was not significantly assdevith any
latent factors in the other groups. Similarly, the manifest variable “siadeng
kindergarten, has he/she repeated any grades?” was retained only in the nfael of t
group of children with only reported conduct problems and was not retained in the group
of children with reported conduct problems and attentional difficulties, or the group of
children with reported conduct problems and anxiety or depressive symptoms siase i
not significantly correlated with any of the latent factors in the modelsmBmifest
variable “in general, how would you describe the child’s health?” was retainechonly i
the model of children with reported conduct problems and attentional difficulties and was
not retained in the other models since it was not found to be well correlated with any of
the latent factors in those models.

Similarities and differences emerged across models in terms of thatonzl
that were found among latent factors (see Table 5). For example, the chitigement
in sports predicted the parent’s reported attendance at events the chilgagadian
across all three models. The models of children with only reported conduct psaidm
reported conduct problems and attentional difficulties both included correlationsehetwe
the latent factors “neighborhood characteristics” and “parent healémgriphealth” and
“parent-child relationship,” “SES” and “involvement in activities,” and a unatioaal
relationship between the child’s involvement in clubs or other activities and #m@’par
attendance at events the child participated in. The models for children with pottece
conduct problems and reported conduct problems and anxiety or depressive symptoms

also shared some common latent factor correlations. For example, both modelslinclude
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Correlation

Reported
Conduct
Problems
Only-Strength
and
Significance

Reported
Conduct
Problems and
Attentional
Difficulties
Strength and
Significance

Reported
Conduct
Problems and
Anxiety or
Depressive
Symptoms
Strength and
Significance

Multigroup
Model of
Children
with
Reported
Conduct
Problems

Multigroup
Model of
Children
Identified as
Resilient

Neighborhood
Characteristics
and Parent Health

S*

S*

Neighborhood
Characteristics
and Number of
School Contacts

S*

Neighborhood
Characteristics
and Parent’s
Reported Feelings
of Child Safety at
School

S*

Neighborhood
Characteristics
and Parent-Child
Relationship

S*

Less than .2%

Neighborhood
Characteristics
and Involvement
in Activities

Parent Health and
Parent-Child
Relationship

S*

S*

Parent Health and
SES

S*

Parent Health
(latent factor) and
Child Health

S*

Parent Physical
Health (manifest)
and Child Health

Below .2*

S*

Parent Mental
Health and Child
Health

M*

S*

Number of School
Contacts and

Family Stability

S*

S*




Table 5

Comparison of Correlations Among Latent Factors for All Models

130

Number of School
Contacts and
Parent’s Reported
Feelings of the
Child’'s Safety at
School

S*

Number of School
Contacts and
Parent Child
Relationship

Parent’s Reported
Feelings of the
Child’'s Safety at
School

S*

Parent-Child
Relationship and
Hel/she Cares
About Doing Well
in School

S*

S*

Parent-Child
Relationship and
Parent
Involvement

Less than .2

S*

Involvement in
Activities and SES

L*

S*

S*

S*

SES and Mom'’s
Age at Child’s
Birth

S*

SES and Parent
Acculturation

S*

Less than .2

M*

SES and Parent
Involvement

S*

S*

Less than .2

SES and Family
Stability

L*

Less than .2

S*

SES and Sibling
Variables

S*

SES and Child
Health

Less than
2%

S*

Family Stability
and Mom'’s Age at
Child’s Birth

S*

Family Stability
and Parent
Involvement
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Parent
Involvement and
Mom’s Age at

S

Child’s Birth

Parent S* S*
Involvement and

Child Health

Special Education| S* S* S*

and Repeating
Grade

S- Small correlation (.2-.49)

M-Moderate cortigla (50-.79)

L- Large correlation (.80+) Significant
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correlations between the number of times the school had contacted a familyrmembe
about problems the child was having at school and the level of family stabiity, t
parent’s health and the family’s SES, and the family’s SES and the parent’s ingntvem

Some specific correlations were also found only in particular groups. For
example, only in the model of children with only reported conduct problems was a
correlation found between the latent factor “neighborhood characteristicsi@and t
number of times the school had contacted a family member regarding probleinisdthe c
is having at school. Only in the model of children with reported conduct problems was a
correlation between “family stabilityeind the mom’s age at the child’s birth found, or a
relationship between “SES” and the mother’s age at the birth of the child. Fordihyin
the group of children with reported conduct problems only was a relationship found
between whether the child had repeated a grade in the past and his or her special
education history. Two specific relationships were also identified in the modeildren
with reported conduct problems and attentional difficulties. These includeatiamship
between the mother’s age when the child was born and the level of parent involvement
and a relationship between the family’s level of stability and the level ehpar
involvement.

Since each group was found to have such different models, a multi-group
analysis, which requires all models to be identical or nearly identical wastewipted.
Thus, at this point it remains unclear if the constructs in these models are ey ea
in the same way across groups. As a result, the values depicted in these modelsecannot

compared at this time.
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Phase one of this research used Multi-Group Structural Equation Modeling
techniques in order to identify those factors though to offer protective benefitsci@hil
at a high risk of manifesting conduct problems.

Hypothesis II: Identification of Protective Factors

In order to examine factors that seem to offer protective benefitsigk at-r
children, those who met at least two of the previously outlined risk factors, but did not
manifest reported conduct problems, depressive or anxiety problems, attentional
difficulties and did not report a previous diagnosis of an Autism Spectrum Disorder we
identified as being resilient. These children were then compared to the saripldren
with reported conduct problems who were combined into one group regardless of
comorbid emotional difficulties. Comparisons were made using multi-groupustlict
equation models. The results of these models are presented in Table 6. This series of
analyses revealed measurement invariance across the two groups, allowpagsoms
to be made about the factor loadings, correlations, and means of the two groups. The final
multi-group models for each group yielded an RMSEA value of .039 indicating a itlose f
(MacCallum et al., 1996).

Factor loadings on the latent factor “neighborhood characteristicg” wer
somewhat similar across groups (see Figures 7 through 10). Across grsigpsj@ant,
moderate correlation£.63 and'=.64) was found between the manifest variable, “we
watch out for each other’s children in this neighborhood” and the latent factor
“neighborhood characteristics.” In the group of children identified aseesik

significant moderate correlatior=71) was found between the manifest variable, “If my
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Model CFlI RMSEA | 90% Chi df
Confidence square
Interval for
RMSEA
Original model .829 .039 .037-.041 2658.5 | 904
Invariance of factor loadings only .835 .039 .037-.041 2524.1 | 859
Invariance of factor loadings and correlationg .825 | 0.04 .038-.041 2643.7 | 818
Invariance of means .825 0.04 .038-.041 26437878

Data Source: National Center for Health Statistied Maternal and Child Health Bureau, National Symf Children’s Health, 2007
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Characteristics
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There are We watch If my child How often People in Derived Mother's | child's Anyone in Marital/co
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.59 .36 | .78 | | .49 |
Parent's Parent-Child
Mental Health Parent Relationship
Involvement
.35 .81*
How well are | In general, 27 - 44 How often How often How well
you (the child's | how is the . does the do you feel can you and
parent) coping | child’s How often Regarding the child do angry with the child talk
with the mother’s attend events|| child’s friends things that the child about things
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Family Stability

Number of
times the
child has
moved
addresses?
K11Q43

N

Figure 7Factor loadings for multi-group analyses for children with reported copdoickems. Standardized values
shown 2=2344.9 df=792 CFI=.824 RMSEA=.08%a source: National Center for Health Statistios Maternal and Child Health Bureau, National
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Involvement in
Activities

Special Education

Sibling Variables

| .86

.97 | -.61*
Does the child| Has anyone Total number Birth position During the past During the past| During the past
have an IEP? | ever told you of children of the child 12 months, did 12 months did | 12 months, did
K7Q11 the child had a under 18 in Agepos4 the child the child the child
learning home participate in participate in participate in any
disability? Totkids4 any any sports other organized
K2Q30A clubs/organizati || teams/lessonsd activities?
.06 .26 ons? K7Q11 K7Q21
.54 55 K7Q31 |
.82
71 .63

Figure 7Factor loadings for multi-group analyses for children with reported copdoickems. Standardized values

shown 2=2344.9 df=792 CFI=.824 RMSEA=.08%a Source: National Center for Health Statistios Maternal and Child Health Bureau, National
Survey of Children’s Health, 2007



Neighborhood
Characteristics

Parent-Child
Relationship

In general, how
would you
describe the
child’s health?
K2Q01

He/she (the child)

cares about doing
well in school
K7Q82

Special
Education

In general, how
would you
describe the
child’s mother’s
physical health?
K9Q20
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Since starting
kindergarten has
he/she repeated
any grades?
K7Q05

Mental Health

Parent ‘s

Involvement in
Activities

Parent
Involvement

L41*

During the past 12 months
has the child participated in
any other organized
activities?

K70Q32

During the past 12 During the past 12

months has the child months has the child

participated in any participated in any
sports teams/lessons?| clubs/organizations
K7Q30 K7Q30

.54*

How often do you
(the parent) attend
events the child
participates in?
K7Q33

Figure 8Correlations for multi-group analyses for children with reported conduct prob&tarslardized values shown
2:6134 df=460 CFI=.770 RMSEA=.068a source: National Center for Health StatisticsMatérnal and Child Health Bureau, National Survey of @hit's Health, 2007
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.18

2007

EX

Figure 9Factor loadings for multi-group analyses for children identified abamsiStandardized values shown
2:23449 df=792 CFI=.824 RMSEA=.08%: source: National Center for Health Statistics aatthal and Child Health Bureau, National Survey of Céiitr Health,

Parent
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Involvement in
Activities

Does the child| Has anyone
have an IEP? | ever told you
K70Q11 the child had a
learning
disability?
K2Q30A
.54 .59

of children of the child
under 18 in Agepos4
home
Totkids4

14 .38

65" IEN

During the past 12 During the During the past
months, did the past 12 months| 12 months, did
child participate in did the child the child
any participate in participate i_n any
clubs/organizations || any sports other organized
? teams/lessons? activities?
K7Q31 K7Q11 K7Q21

.76 .58 .87

Figure 9Factor loadings for multi-group analyses for children identified abamsiStandardized values shown
2:23449 df=792 CFI=.824 RMSEA=.08%: source: National Center for Health Statistics aatthal and Child Health Bureau, National Survey of Céiitr Health,

2007
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In general, how
would you
describe the
child’s health?
K2Q01

Involvement in
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Parent-Child
Relationship

21%

-.26*

He/she (the child)
cares about doing
well in school
K7Q82
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Special

Education

In general, how
would you
describe the
child’s mother’s
physical health?
K9Q20

Since starting
kindergarten has
he/she repeated
any grades?
K7Q05

Family Stability

Parent
Involvement

Parent’s
Mental Health

During the past 12 months
has the child participated in
any other organized
activities>

K7Q32

During the past 12
months has the child
participated in any
sports teams/lessons?
K7Q30

During the past 12
months has the child
participated in any
clubs/organizations
K7Q30

How often do you
(the parent) attend
events the child
participates in?
K7Q33

Figure 10.Correlations for multi-group analyses for children identified as essiliStandardized values shov#613.4
df:460 CF|:.770 RMSEA:GGB Data Source: National Center for Health StatisticsMaternal and Child Health Bureau, National Surve@lifdren’s Health, 2007
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child were outside playing and got hurt, there are adults nearby who | trukt tayhe
child” and the latent factor “neighborhood characteristics.” In the group alrehilvith
reported conduct problems, this correlation was high and significant. In both groups, a
low but significant negative correlation=47 andr=.40) was found between the
manifest variable, “How often do you feel your child is safe in your neidjaoal?” and
the latent factor “neighborhood characteristics.” An identical, moderatsigméicant
correlation (=.72) was found across groups between the manifest variable “people in this
neighborhood help each other out” and the latent factor “neighborhood characteristics.”
The factor loadings for the latent factor “parent-child relationship” ga@oss groups.
For example, in the group of children with reported conduct problems, a significant
moderate correlation£.66) was found between the manifest variable “During the past
month, how often did he/she (your child) do things that bothered you a lot?’ and the
latent factor called “parent-child relationship.” In the model of childrentitied as
being resilient, this correlation was high and significant81). In both groups, a
significant low correlationrE.44 and=.35) was found between the manifest variable
“regarding the child’s friends, would you say that you have met all of hisibad$,
most of his/her friends, or none of his/her friends?” and the latent factor lapaleat’
involvement.”

Several similarities were found in terms of factor loadings acrosgpgmon the
latent factor “SES.” Significant low correlations=(47 and=.52) were found across
groups between the manifest variable “what is the highest grade ttfe ahdther

completed?” and the latent factor “SES.” In both groups, a low significant aativeeg
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correlation (=-.45 andr=-.29) was found between the manifest variable “during the past
12 months, did any child in the household receive free or reduced cost breakfasts or
lunches at school?” and the latent factor “SES.” This correlation was likelyiveegence

a higher value on this item indicated that the child had received free or redude@imea
school, and a higher value on the other manifest variables in this latent grouping
indicated the family was of a higher SES. Across groups, a signifmarfattor loading
(r=.46 and=.26) was found for the manifest variable “was anyone in the household
employed at least 50 of the past 52 weeks?” and the latent factor “SES.”

In both groups, a high significant correlation.81 and=.90) was found
between the manifest variable “in general, how is the child’s mother’s hagwta
emotional health?” and the latent factor “parent mental health.”

The manifest variable “during the past 12 months, did he/she participate in any
clubs or organizations after school or on weekends?” was found to have a significant
moderate and negative correlation-(54) with the latent factor “involvement in
activities” in the group of children with reported conduct problems. A significant low and
negative correlatiorr€.49) was found between this manifest variable and the latent
factor in the group of children identified as resilient. This negative fézdding indicate
that children who are likely to be involved in sports lessons and/or clubs are unlikely to
be involved in other activities, which is likely the result of this item not being
administered to parents who reported that their child was involved in either sports or
clubs. A significant moderate and negative correlatien§l and=-.65) between the

manifest variable “during the past 12 months, did he/she take sports lesson$atier sc
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or on weekends?” and the latent factor “involvement in activities” was found across
groups.

Several differences were found in terms of correlations among latemisfact
across groups as well. For example, a significant low correlatro?9) was found
between the latent factor “neighborhood characteristics” and the lateort“jaatent-
child relationship” in the group of children with reported conduct problems only,
however, this relationship did not reachr2.19) in the group of children identified as
being resilient, although the relationship remained significant.

A significant small relationship£.21) was also found between the latent factors
“parent-child relationship” and “parent involvement” in the group of children idedtifi
as resilient, however, the strength of this relationship in the group of childien wit
reported conduct problems did not reach .2 and was also negative.

A significant low and negative correlatior=(.21 and=-.26) was also found
between the latent factor “parent child relationship” and the manifest heafradishe
(the child) cares about doing well in school” across groups. The latent fapemidl
education” was found to have a low and significant correlater2§ and=.25) with the
manifest variable “since starting kindergarten, has the child repeatepteades?” across
both groups.

The manifest variable “in general, how general, how would you describe the
child’s health?” was significantly correlated with a number of latent aanufest
variables in the models. A low significant correlation.23) was found between this

manifest variable and the manifest variable “in general would you say{theuchild’s
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mother’s) health is excellent, very good, good fair or poor?” in the group of children
identified as resilient, however in the group of children with reported conduct problems
this correlation did not reach the .2 level, but was still identified as beingicagifin
the model of children identified as being resilient, a significant smalhagdtive
relationship (=.23) was found between the child’s reported physical health and the
parent’s overall mental health. This correlation, although significant, did axch the .2
level in the group of children with reported conduct problems. In the model of children
identified as resilient, a significant small and negative relationshy80) was identified
between the child’s reported health and the latent factor “SES.” Althogigificant, this
relationship did not reach the .2 level in the group of children with reported conduct
problems. Across both groups, an identical significant small and negatitrensiap
was found between the child’s reported overall health and the latent factor “parent
involvement”¢=-.35).

Across the two groups, a significant moderate relationshipl and=.62) was
also found between the mother’s reported physical health and her reported nadtital he

Significant low and negative correlatioms{35 andr=-.42) were found between
the latent factors “involvement in activities” and “SES” across groupsgllfj a
significant small to moderate unidirectional relationsih#n48) was found across groups
between the manifest variables “During the past 12 months has the chilgoptetian
any clubs or organizations after school or on weekends?” “During the past 12 months was
the child on a sports team or did he/she take any sports lessons after school or on

weekends?’rE.52 andr=.54), and “During the past 12 months was the child involved in
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any other organized events or activities2.87 and'=.41) and the parent’s reported
attendance at events the child participated in.

In order to examine whether means varied significantly between groupsgtitre fa

loadings for each group were constrained to be equal across groups and a neste
comparison was made to the unconstrained model. These comparisons revealed several
variables that seem to offer protective benefits to children identified asresihgnt,

although few factors that seem to offer protective effects to children wiad as& for

reported conduct problems but yet do not manifest these or other mental health conditions
were identified. Parents of children identified as resilient weeelilesly to report that

the child frequently does things that bother him or her a lot and reported thatehey fe
angry with their child less frequently. These manifest variables weréoalsd to be

reliable indicators of the construct parent/child relationship, so it seetrthéla factors

may offer protective effects. Differences across groups were alsovethser the

variable asking how well the parent feels he or she can talk to their child alngst tteat

really matter, with parents of children with reported conduct problems repaghgdg

less able to do this, however, the models of both groups did not find this manifest
variable to be significantly correlated with the latent factor “pacéid relationship.”

Parents of children identified as resilient were less likely to repartdhiédren had been
diagnosed with a learning disability and were less likely to report thed chitently had

an IEP.
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Secondary Findings of Multi-Group Analyses to Identify Protective Fators

An examination of the marital and cohabitation status of the respondents in each
group revealed that 42.8% of the parents of children with conduct problems reported
being married, 11.8% reported cohabitating, 32.6% reported to being neither married nor
cohabitating, and 12% reported that the child’s parent was not living at home. For the
group of children identified as being resilient, 42.1% reported being married, 15.7%
reported cohabitating, 38.9% reported neither being married nor cohabitating, &nd 2.8
reported that the child’s parents did not live in the home with him or her. A comparison
of descriptive statistics regarding whether the child’s mother was rdgorbe born in
another country revealed that between 6% and 10% of mothers of children withdeporte
conduct problems reported being born in another country. In contrast, 24.6% of children
identified as being resilient had a mother who was reported to have been born in another
country. While between 2.4% and 8.1% of respondents who reported their child had
conduct problems completed their interview in another language, 20.5% of the
respondents whose children were identified as being resilient completedtieiiew in
another language.

An examination of the standard deviations across groups and compared to the
total sample of children ages 5 to 10 years indicated greater variabibtygaime groups
of children with reported conduct problems and those identified as being resilient.
order to examine if this was an effect of the total sample of children agelDthaving a
much larger sample size, a random sample of 451 children from the overall group of

children ages 5 to 10 was selected. A comparison of standard deviations across groups
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revealed higher standard deviations in the samples of children with conduct @raliém

children identified as resilient except in a few areas.
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CHAPTER 5
DISCUSSION

The purpose of this study was to identify risk and protective factors agsbciat
with reported early onset conduct problems. Additionally, a theoretical modek afnals
resilience was developed and evaluated for these populations. This model was develope
based on previous research and modified based on modification indices.

Risk Factors

With respect to hypothesis one, the results of this study did not support poorer
physical health as a risk factor associated with reported conduct probless Thi
inconsistent with some prior research, which suggests a relationship betweea chroni
health problems and overall psychological health (Cadman et al., 1987; Eisen et al., 1980;
Rutter et al., 1970; Walker et al., 1981). However, research regarding the comnecti
between physical health and conduct problems in particular has been leseetnsitt
Resitsma-Street et al. (1985) failing to find an association between c@mdblms and
physical health.

In regard to hypothesis two, sex was not supported as a risk factor associated wit
conduct problems. Although males were somewhat more prevalent in the group of
children with reported conduct problems, this was also true of the dataset of adéirchildr
ages 5 to 10 years. The lack of support regarding sex as a risk factor is incongistent
prior research which identified being male as a risk factor associatedomduct
problems (Offord, 1989; Offord et al., 1986; Rutter et al., 1970; Zahn-Waxler et al.,

1990). , the literature on sex differences in the prevalence rates of Oppositional
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Defiant Disorder has found somewhat inconsistent findings regarding whetrsarges

as a risk factor in the development of Oppositional Defiant Disorder (Anedl&ns

Sucoff, 1996; Bird et al., 1989; Cohen et al., 1993; Lewinsohn et al., 1993Williams et al.,
1989).

In regard to hypothesis three, birth order and large family size were not ®aopor
as risk factors associated with conduct problems. These findings aresteonsith the
several previous studies that found an association between conduct problems and being a
younger child in a larger family (Deater-Deckard et al., 1998; Faorngt al., 1998;
Haapasalo & Tremblay, 1994; Maughan, 2000; Rutter et al., 1970; Rutter & Giller,
1983). This may reflect the fact that in this study, the number of children in the hame wa
top coded so that parents who reported having more than four children were entered as
having four children; however, those prior studies that identified a largeyfandlbeing
a younger child as a risk factor associated with conduct problems ident¥ied haore
than four children in the home as a risk factor.

Hypothesis four predicted that lower reported academic achievement would be
significantly related to reported conduct problems. This research failed td sacha
relationship. This is inconsistent with previous research which suggests itpaifieast
relationship exists between conduct problems and low academic achievBassarath,
2001; Dodge, 1996; Farrington et al., 1998; Grizenko, 1994; Moffitt, 1993a). However,
Fergusson and Lynskey (1997) and Grizenko (1994) suggest that that such a relationship
may develop over time, thus, in a group of younger children with reported conduct

problems, this relationship may not yet be evident.



150

It was also predicted that a relationship would be found between the child’s
involvement in special education and the presence of reported conduct problems. The
present research did not document such a relationship. This is inconsistent vgéh a lar
body of prior research which demonstrated such a relationship (Egeland & Abery, 1991;
Ledingham, 1999; Robins & Hill, 1966; Stattin & Magnusson, 1995). While Robins and
Hill (1966), Rutter (1979) and Stattin and Magnusson (1995) found this association
occurs in children with early-onset conduct problems, it is unclear if the childthisi
research were diagnosed prior to age 10.

With respect to hypothesis five, the parents reported feeling of the childty saf
at school did not emerge as a significant risk factor in the development of conduct
problems. This is inconsistent with the findings of Kasen et al. (1990). Since the data
used to determine the child’s safety at school was the parent’s report and may not
accurately reflect the child’s feelings of safety while at school ntlaig explain why the
findings from the present research are discrepant from the findings of tlaschese

It was also hypothesized that poorer child behavior at school would be associated
with an increased risk of conduct problems. Although the number of times the child’s
school had called home regarding problems the child was having at school did not
emerge as a significant risk factor, an examination of the means gayaps revealed
that the parents of children with reported conduct problems received between 5 and 8
times more contacts from the child’s school than did the average parent of a child
between the ages of 5 and 10 years (5.98 to 7.51 vs. .94). This seems to reflect the

significant amount of difficulty these children experience in school and tkefac
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effective school-based interventions that are being employed. Thus, fueaeches
should be aimed at developing interventions to improve the functioning of children with
early onset conduct problems in the school environment and helping schools to
implement existing and newly established interventions for children with @aset
conduct problems.
Hypothesis seven predicted that a younger maternal age at the chtluisdnitd
be associated with an increased risk of conduct problems. This hypothesis was not
supported in the present research. This finding is inconsistent with previous relsatirch t
identified a lower age at first parental birth and at the birth of the childreported
conduct problems as risk factor associated with conduct problems (Haapasalo &
Tremblay, 1994; Lahey et al., 1999; Morash & Rucker, 1989; Wakschlag et al., 2000).
Poorer parental mental health was also predicted to emerge as aagmnisic
factor associated with reported conduct problems. This hypothesis was supported in the
present research, with the variable “in general, how is the child’s mothertalraad
emotional health?” being identified as a significant risk factor agsdoieith reported
conduct problems. This finding is consistent with prior research which identifiedrpoore
parental mental health as a risk factor associated with conduct probleyte &gickles
1997; Elkins et al., 1997, Frick et al., 1992; Frick et al., 1993; Kim-Cohen et al., 2005).
With respect to hypothesis 10, it was predicted that children with conduct
problems would be significantly more likely to have a parent who was born in another
country and who completed his or her interview in another language; however, this

hypothesis was not supported. Barankin et al. (1976) found that having a parent who was
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not a US citizen was associated with a greater risk of conduct problenss; ke the
case that this did not emerge as a risk factor in the present researctasencal p
immigration status and the parent’s country of birth or language the respondent
completed the interview in may not reflect the parent’s immigration status.

A poorer quality parent-child relationship was also predicted to emerge as a
significant risk factor associated with conduct problems. The presentatesiednot
support this as a risk factor. These findings are inconsistent with a large bady of p
research (e.g., Frick, 1994; Grizenko, 1994; Lahey et al., 1999; Quay, 1999).

In regard to hypothesis 12, it was predicted that lower levels of parent
involvement would be associated with a greater risk of reported conduct problems. Pri
research has demonstrated lower levels of parent involvement as a signiicéauttor
in the development of conduct problems (e.g., Frick et al., 1992; Grizenko, 1994;
McFadyen-Ketchum et al., 1996; Pettit et al., 1993; Stormshak et al., 2000; Wasderman e
al., 1996), however, the present research did not identify this as a risk factor.

A lower level of parent supervision was also predicted to emerge as a significant
risk factor in the development of conduct problems; however, the present resdadch fai
to identify lower levels of parent supervision as a risk factor. This findimgamsistent
with the findings of several prior studies (e.g., Capaldi & Patterson, 1996; Frick, 1994,
Loeber & Stouthamer-Loeber, 1986; Stouthamer-Loeber, 2002; Wasserman et al., 1994).
Some prior research (Dodge et al., 2008) suggests that lower levels oflparenta

supervision may not occur until the child is older, thus, this may be the reason this did not
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emerge as a significant risk factor in the present research whichrexansk factors in
children ages 5 to 10 years.

It was also predicted that lower levels of family stability, including adrg
number of family moves and being from a single parent household or the child not living
with a biological parent would emerge as a risk factor in the development aeepor
conduct problems. The present research did not support this as a significant rigk factor
contrary to prior research findings (e.g., Ackerman et al., 1999; Berden et al., 1990;
Compas et al., 1989; Milan et al., 2006; Nolen-Hoeksema et al., 1992). However, an
examination of the descriptive statistics of the group of children with repatetlict
problems in comparison to those children identified as being resilient revealetie¢ha
four times as many children with conduct problems were living in a home without a
biological parent compared to children identified as being resilient (12% vs. 2.806). T
future research should carefully examine this relationship to determineaftbiigble
risk factor associated with early onset conduct problems and the mechanisrhgngqder
such a relationship.

In regard to hypothesis 15, it was predicted that coming from a lower
socioeconomic status would be associated with a greater risk of reported conduct
problems. Consistent with prior research (e.g., Barry et al., 2005; Bradleyw#y&or
2002; Duncan et al., 1994; Grizenko, 1994; Guerra et al., 1995; Murray & Farrington,
2010) this was supported as a risk factor in the development of reported conduct
problems. The item used as the best indicator of the latent factor thought toen&faSur

was the family’s derived poverty level.
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Coming from a poorer quality neighborhood was also expected to emerge as a
significant risk factor associated with reported conduct problems. Consistent
previous research (e.g., Beyers et al., 2003; Fite et al., 2009; Herrenkohl et al., 2000;
Maughan, 2000; Wikstrgm & Loeber, 2000) coming from a poorer quality neighborhood
was found to be associated with an increased risk of conduct problems, with the item
“there are people | can count on in this neighborhood” being used as an indicator of
neighborhood quality.

It was hypothesized that race would not emerge as a significant risk factor
associated with reported conduct problems. While race was not identifiechagfiaasit
risk factor, it is notable that it is notable that African Americans tended to be ove
represented in the groups of children with only reported conduct problems and reported
conduct problems and attentional difficulties. Similarly, Brinkman, et @02
identified minority status as a risk factor for conduct problems.

Despite investigating a number of risk factors that had been empirically seghpor
in past research, few risk factors were identified in the present rleséars may be due
to the fact that the present research focused exclusively on children agesyg&os]10r
that the data in the present research came entirely from parent repdikelyithat the
use of structural equation modeling also led to different risk factors beimgesetkan
were identifies using other methods. Interestingly, all three of theats@rs identified
were proposed in the Dynamic Cascade Model (Dodge et al., 2008). This model proposes
conduct problems result from a trajectory that begins with a child from a low SES

background, raised in a poor quality neighborhood, by a parent with mental ilineds, whic
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leads to a poorer quality parent-child relationship; these factors ultinkedelyo poor

social problem solving and less parent involvement. Since this study examined risk
factors present in children ages 5 to 10 years with reported problems, this may expla
why differences in parental involvement and supervision did not emerge across groups,
yet are proposed to occur in this model. Although social problem solving was not
examined in the present research, it appears that this research suppoitaseesetaof

the Dynamic Cascade Model, since each of the early factors discussed indbisvare
supported in the present research.

In some cases, factors investigated as risk factors werelachaoak present in
the sample of all children ages 5 to 10 years. For example, the number of school days
missed due to illness of injury was higher for the group of all children ages Yyéa0
then it was for children with only reported conduct problems and children with reported
conduct problems and attentional difficulties. The number of times the child had moved
to a new address was also smaller in the groups of children with reported conduct
problems than it was for all children ages 5 to 10 years.

Several additional unexpected findings emerged. Among them, that parents of
children with reported conduct problems indicated rarely to sometimes beingeoboilyer
things the child did, rarely to sometimes feeling angry with their child eglthg that
they could talk to their child about things that matter very to somewhat well. ¥aile
means for children with conduct problem suggested a poorer quality parent child

relationship, these differences were not as large as prior researchtsugges
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The confirmatory factor analyses for each group revealed that theytbrges
were largely very different, with different indicators and correlationsrging across
groups. The large differences across groups suggest that it is importasefmchers to
consider comorbid symptoms in order to fully understand the underlying risk
mechanisms associated with reported conduct problems.

A closer examination of the correlations between latent constructs revesial se
hypotheses about the reasons for these correlations. A significant causaigkeip was
found across groups between the parent’s attendance at the events the chipctealtici
in and the child’s participation in extracurricular activities. This wasadfter being
suggested by the modification indices and seemed appropriate since parentblar®una
attend many events the child participates in if the child does not participate in a
extracurricular activities. In all three models a significant i@hahip was found between
the latent construct “neighborhood characteristics” and the parent’s reportéd it
may suggest that living in a poorer quality neighborhood may lead to poorer health,
possibly due to increased levels of stress; however, this correlation roayggest that
poorer health, or the economic factors associated with having poorer health, dnay lea
the parent to live in a poorer quality neighborhood. A significant relationship between the
latent factors “parent health” and “parent-child relationship” was also foumeioftthe
three models. This suggests that the quality of the parent’s health may infloence t
quality of the parent-child relationship since a parent in poorer health may beasitye e
angered or bothered due to feeling poorer. Alternatively, or additionally, a poorigy qual

parent-child relationship may also lead to, or contribute to, poorer parental health,
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especially poorer quality parental mental health. A significant reldtipngas also found
in two of the three models between the latent constructs “SES” and “involvement in
activities.” This suggests that families from a lower SES reported th&drenibeing less
involved in extracurricular activities. Since elementary schools may natdéeate after
school sports lessons, extracurricular activities may require sonmeiiheesources.
Significant correlations were also found in two of the three CFAs betwiearutmber of
times the school had contacted the respondent about a problem the child is having at
school and the level of family stability. This suggests that less familyistabay lead

to poorer child behavior at school. Alternatively, or additionally, this may alse@stgg
that the stress associated with having a child with reported school behavienmsobay
contribute to higher levels of parent separation, and/or that these families are
characterized by more frequent family moves, possibly in an attempt te bbsahool
where the child is more successful.

Although many correlations were found in the CFAs of each group, most of these
correlations were small, indicating that although different aspectg child’s life do
influence each other, this influence is small; however, even though these aorselati
were found to be small, the number of correlations was large and seeing saldtioos
paints a richer picture of the relationship among different aspects of thesdifddThus,
this calls into question the common practice of studying each of these domains in

isolation.
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Protective Factors

No hypotheses were made in regard to those factors that offer protectivieslienef
children at risk of manifesting reported conduct problems since little obsexsists on

this topic. This research found that having a parent-child relationship charedteyi

being able to talk about things that really matter, having a parent that regdirtg less
bothered by things the child does and reporting feeling angry with the child less
frequently offers protective benefits to children thought to be at a high risparted
conduct problems. This is consistent with research which identified a high quadity-par
child relationship as a protective factor in the development of conduct problems (e.g.,
Egeland et al., 1993; Hawkins et al., 1992; Kazdin 1997; Nada-Raja et al., 1992;
Stormshak et al., 2000; Webster-Stratton & Hammond, 1998). In addition, Dodge et al.
(2008) identified a poor quality parent-child relationship as a risk factor in the
development of conduct problems. This may indicate that prevention efforts aimed at
improving the parent-child relationship may help offer protective benefdsildren at-

risk of manifesting early onset conduct problems.

Not having a history of involvement in special education was also identified as a
protective factor, although this has not been discussed in previous research. However,
high academic achievement has been identified as a protective factoahgeaof
emotional and behavioral disorders (Dekovic, 1999; Ledingham, 1999, Rae-Grant et al.,
1989). Since special education may impact the student’s ability to meet academi
standards, this may partially explain why not having a history of specichtaiu

emerged as a protective factor.
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Although the mother’s country of birth and the language the respondent
completed the interview in did not emerge as protective factors, it is notableethat t
group of children identified as being resilient were more likely to come frothers
who were reportedly born in another country and the survey respondent was more likely
to have completed his or her interview in another language. It is unclear wihethrany
have been a result of a selection bias relating to the use of SES indicatorsugomici
the group identified as resilient. Since these variables were not includednodets
and because this may have been a result of a selection bias, it is suggesttar¢hat f
research examine the parent’s country of origin and preferred language enstuidies
on resiliency.

In summary, despite investigating several variables as sources @n@gifiew
factors that offer protective benefits to children who are at a high riskrofesting
reported conduct problems were found. This may be partially explained by the large
amount of variability in both groups compared to the group of all children from 5 to 10
years of age. All three indicators of the parent-child relationship werd touemerge as
protective factors, with children whose parents reported being bothered by things the
child does and feeling angry with the child less frequently and feeling bbteeto talk
to their child about things that matter being more likely to be identified digmést his
finding is consistent with several earlier studies that identified a popginent-child
relationship as offering protective benefits to children at risk of devel@uinduct
problems (Egeland et al., 1993; Hawkins et al., 1992; Kazdin, 1997; Nada-Raja et al.,

1992; Stormshak et al., 2000; Webster-Stratton & Hammond, 1998). Similarly, the
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quality of the parent-child relationship was also identified as one of the keysfac

leading to conduct problems in the Dynamic Cascade Model proposed by Dodge et al.
(2008). Group differences were also found on questions regarding the child’s
involvement in special education. These differences suggest that not being involved in
special education presently or in the past may act as a protective facsdindimg has

not been discussed in previous research.

The multi-group structural equation models for children with reported conduct
problems and those identified as being resilient revealed several lamddadings that
were common across the two groups, suggesting several strong indicatoratgrthe |
factors being studies.

Overall, the group of children identified as being resilient was chaizeddry a
larger number of significant correlations between latent factors and stroogelations
among latent factors. There were, however, many similarities in terowsrefations
among latent factors across the two groups. For example, in both models, easignifi
relationship between the parent’s health and the child’s health was found. While this
correlation was small in the model of children identified as being reséiengderate
correlation was found in the group of children with reported conduct problems. This
significant correlation may be explained by the fact that many of the fsantors that
influence the parent’s health are also likely to influence the child’s health.

A significant small relationship was found across groups between the kteort f
parent-child relationship and the manifest variable measuring whether thefpate

that child cares about doing well in school. This suggests that children whose parents
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report a poorer quality parent-child relationship are less likely to perdewehtld as
caring about doing well in school. Whether this reflects a perception bias on thé part
the parent or whether a poorer quality parent-child relationship leads theocteletless
about doing well in school, perhaps because they feel the parent will not acknowledge
their work in school, is unclear. What may be more realistic is that these tersfhave
a reciprocal effect on each other, whereby a poor parent-child relationsbgsthe
child to care less about doing well in school, which in turn contributes to a poorer quality
parent-child relationship.

In both groups a significant, small relationship was also found between the latent
factors “SES” and “involvement in activities.” This may suggest that, in this abpo) a
lack of financial resources leads to less of an ability to engage inwxicatar activities

A significant small relationship was found in both groups between SES and the
child’s perceived health. This relationship is likely influenced by the fatatieess to
healthcare and high quality food are influenced by the family’s financial @=wand
potentially that children in poorer health may lead to greater health case cos
contributing to the family’s lower SES.

A small significant association was found between the special educatish aitat
the child and the parent’s report that the child had been retained since starting school.
This association suggests that parents who reported their child had been diagnosed with a
learning disability or currently had an IEP were also likely to repoit ¢hédd had been
retained in the past. Since learning disabilities inherently influence tlieschidility to

achieve at a level similar to their peers, which may be a factor in decaionswhether
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the child is retained, this may partially explain the association. Since nmatfon was
provided about whether the child was retained prior to, or after being diagnosed with a
learning disability or other condition, it is unclear if retention may have desmgted in
the hope that the child would “catch up” to his or her peers and once retention did not
work the child was tested for a disability, or whether this is being utilizadstastegy to
address the performance differences of children with learning disabditiet other
conditions in comparison to peers.

In summary, few risk factors associated with early onset conduct problems wer
identified. Those risk factors that were identified included overall fair or pparted
maternal mental health, being a member of a family that has an overall hdusebate
ranging from 100% below the poverty level to 185% above the poverty level, and coming
from a poorer quality neighborhood, as measured by the manifest variable fthere a
people | can count on in this neighborhood.”

Despite investigating several variables as potential protective facers, f
protective factors were identified in the present research. Overalinthegs suggest
having a parent-child relationship that is characterized by the parent repessraften
feeling angry with the child or bothered by things he or she does and feelggaixdt to
talk to the child about things that really matter offers protective benefitsitiven at a
high risk of developing conduct problems. Furthermore, not having a history of
involvement in special education was also identified as a protective factor.

Overall, this research yielded several new insights. It illustrateanip@riance of

examining risk factors in several domains in order to gain a complete @amiinst of
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the mechanisms underlying risk and resilience. It also illustrated thetanperof
considering comorbid emotional difficulties when examining risk factors. €eearch
found support for fewer risk factors than have been identified in previous research. The
present study revealed a great deal of variability in both the group of chiltie
reported conduct problems and those identified as being resilient. This suggests that
although these groups are often discussed as being somewhat homogenous this may not
be the case.

The present research was also unable to identify many significant metect
factors, although it did identify a high quality parent-child relationship &g be
protective for children at a high risk of developing reported conduct problems. In
addition, this research also identified not being involved in special education as a
protective factor, which has not been discussed in previous research. Intrestery
risk factor identified in this research and one of the two protective factorsiei® were

also discussed the Dynamic Cascade Model (Dodge et al., 2008).

There are several advantages to the present research. For examplalythis stu
examined risk factors in a large number of domains, including sibling variables,
involvement in activities, achievement, special education, parent-child relagipns
parent involvement, supervision, family stability, SES and neighborhood charaserist
This research also represents one of the few studies investigating thecmbeoobid
emotional difficulties on reported conduct problems. Furthermore, it is one of allimite

number of studies focusing on early onset conduct problems in particular. Thishesear
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also unique because it studied risk factors and protective factors using oneedaitibas
one sample of children with conduct problems (Dekovic, 1999). Finally, this research is
also unique because of the application of structural equation modeling, which i ideall
suited to studying complex models and comparing groups (Schumaker & Lomax, 2010).
There are, however, several limitations to the present research. One such
limitation is that this research relied entirely on parent report, and trenafion the
parent provided was the sole criteria used to determine the presence or absence of
conduct problems and emotional difficulties. Furthermore, the data that were used in t
present research were collected by an individual the respondent had never met, and
because of the sensitive nature of these questions, the respondent may have felt
uncomfortable answering such questions. The data collected may be somewhat biased
since only those parents who agreed to participate in the study had data included.
Furthermore, the way in which some questions were worded may not have been sufficient
to elicit the desired information from the parent. For example, one question asked
“During the past 12 months, how many times has the child’s school contacted you or
another adult in your household about any problems he/she is having with school?;”
however the respondent may have had difficulty determining what constituteda sc
contact. For example, if the parent saw the teacher after school and she atibeade
something about the child’s behavior, should that be counted as a contact? Or, what if the
parent initiated the contact and the teacher then reported a problem, should that be
considered a contact? Such confusion may have also been encountered on other questions

throughout the survey. The present research is also unlikely to have captustdaall ri
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protective factors associated with reported conduct problems, thus, thetemsichilthat
can be learned from including a wider variety of indicators.

In order to address these limitation, future research should consider usiipgemult
data sources, including records review, and attempts should be made to ensure the
respondent feels comfortable with the interviewer before beginning to askente
guestions. Attempts should also be made to get a representative sample e eltlalr
reported conduct problems and to ensure that questions are phrased in a clear manner so
as to minimize any confusion on the part of the respondent. Future research sloould als
continue to investigate new risk and protective factors associated withekportduct
problems in order to uncover additional risk and protective factors.

This research is also limited by the low factor loadings across modelackhaf
significant factor loadings associated with some latent factors andrieeatig small,
sometimes insignificant correlations among factors. This suggests thab$dine
manifest variables used may not be the optimal predictors of reported conduatgroble
and/or resiliency. Thus, future research should seek to identify and utilize the best
predictors of reported conduct problems and resiliency. Despite the small,rsemeti
insignificant correlations among latent factors, these correlationsaljgrovide a
richer, more complete picture of the relationships among aspects of the tifelcand
for that reason, researchers should continue simultaneously investigating risk and
protective factors in a number of domains.

Future research should be done to confirm these findings, ideally using similar

statistical techniques. Additional research should also be completed in order to
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understand the role of comorbid emotional difficulties in children with reported conduc
problems. Researchers should also continue to compare and contrast the risk factors
associated with early onset conduct problems and those associated with adotesstent
conduct problems. Finally, researchers should continue to investigate those taat

offer protective benefits to children who are at a high risk of manifestimduco

problems. Based on this information, clinicians may begin to develop interventions aimed

at preventing conduct problems among high risk children.
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APPENDIX B: LIST OF VARIABLES INCLUDED IN THIS RESEARCHN LATENT

GROUPINGS

Child’s birth position relative to other children in the house; 45

How many children less than 18 years old live in this househglgl?s

During the past 12 months was the child on a sports team or did he or
she take sports lessons after school or on weekengls?
During the past 12 months did he/she participate in any clubs or
organizations after school or on weekends3
During the past 12 months did he/she participate in any other
organized events or activities?s
About how often does the child attend a religious sengce?
On an average weekday, about how much time does the child watch tv,
watch videos, or play video games?

Latent Variable Ill: Achievement
During the past 12 months about how many days did the child miss
school because of illness or injury?
He/She cares about doing well in school?

Latent Variable IV: Special Education
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Has a doctor, health care provider, teacher or school official ever told
you the child had a learning disability?s3 4 5
Does the child have an IER?2345
Latent Variable V: Parent health
In general, how well do you feel like you are coping with the day-
to-day demands of parenthoed3 45
Would you say that in general the child’s mother’s mental and
emotional health is excellent, very good, fair or pa@t?4 s
Would you say in general the child’s mother’s health is excellent,
very good, good fair or poot? 3
Latent Variable VI. Mother born in US/Respondent Language
Was the child’s mother born in the US4 5
Was the interview conducted in another language?2
Latent Variable VII: Parent/Child Relationship
How well can you and the child share ideas or talk about things
that really matter?,345
During the past month, how often have you felt the child did things
that really bother you a lot% 3 45
During the past month, how often have you felt angry with
him/her?,2345

Latent Variable VIII;: Parent Involvement
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During the past 12 months, how often did you attend events or
activities that the child participated in?3 45

Regarding the child’s friends, would you say that you have met all
or his/her friends, some of his/her friends or none of his/her

friends?1,2,3,4,5

Latent Variable 1X: Supervision

Latent

During the past week, did the child take care of him/her self or stay
alone without an adult or teenager even for a small amount of
time?;
Are there family rules about what television programs he/she is
allowed to watch?
Family Stability
Marital/Cohabitation status of child’s parent(s) in the househgid s

How many times has the child moved to a new address?s

Latent Variable XI: SES

What is the highest grade of school mother has completed?

Was anyone in the household employed at least 50 of the past 52
weeks? 45

Derived- poverty level of this household based on DHS Poverty
guidelines; 2345

During the past 12 months did the child receive free or reduced cost

breakfasts or lunches at schogf? s
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Variable Grouping XII: Neighborhood Characteristics
People in this neighborhood help each other out- would you say
that you..3 2345
We watch out for each other’s children in this neighborhood-
would you say that you 4.2345
There are people | can count on in this neighborhood-would you
say that you.1,2345
If my child were outside playing and got hurt or scared, there are
adults nearby who | trust to help my child- would you say that
YOU...12345
How often do you feel your child is safe in your community or
neighborhood?2345

Manifest variables not subsumed under a latent factor
In general how would you describe child’s health very good, fair or poor?

Since starting kindergarten has he/she repeated any grades?

How often do you feel the child is safe at schogl|?

During the past 12 months how many times has the child’s school
contacted you or another adult in your household about any problems
he/she is having at scho@b?

Mother’s age at child’s birth

Key: 1- variable is included in model of childreitiwreported conduct problems only

2-variable is included in model of children wittpogted conduct problems and attentional difficsltie
3-variable is included in model of children witlpogted conduct problems and anxiety or depressivpms
4-variable in included in multi-group model of eHildren with reported conduct problems

5- variable is included in model of children idéeti as resilient
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