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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 factors associated with
conduct problems, many studies have focused exclusively on adolescent onset conduct
problems and few studies have sought to examine relationships among risk factors across
several domains. Furthermore, few studies have been conducted to examine protective
factors thought to mitigate the risk for children who are thought to be at a high risk of
manifesting conduct problems. By gaining an understanding of risk and protective factors
associated with early onset conduct problems, clinicians can develop and appropriately
target interventions to those children at a high risk of developing conduct problems as
well as those who are already displaying symptoms associated with early onset 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 domains and risk factors.
Furthermore, the present research used these identified risk factors in order to study
factors that may offer protective benefits to children who are at a high risk of developing
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 Center for Health
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 confirmatory factor analysis
approach and multi-group structural equation modeling techniques. The results showed
that youth living in a neighborhood characterized by less cooperation, being classified as
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 of manifesting reported
early onset conduct problems. Protective factors identified included having a parent-child
relationship characterized by feeling less bothered and/or angry with things the child does
and feeling better able to talk to the child about things that really matter, as well as 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 centers (Frick,
1998b; Kazdin, 1995; Loeber, Burke, Lahey, Waters, & Zera, 2000). Prevalence
estimates of ODD and CD vary across studies, with the median prevalence estimate for
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 have been
found to be highly stable over time (Lavigne et al., 2001).
The term “conduct problems” is used frequently in the literature, and represents a
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 Hyperactivity Disorder
(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 of these psychiatric
disorders on the trajectory of conduct problems or on the risk factors associated with
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 conduct problems has
identified several risk factors across. These domains include: neonatal characteristics
(e.g., pre and perinatal complications, lower birth weight, and prenatal substance
exposure), child characteristics (e.g., male sex minority status, physical health, and
temperament), school factors (e.g., academic achievement and special education status),
peer factors (e.g., peer group and peer relationships), parental characteristics (e.g., parent
mental health, parental age, and occupational status), parental care giving characteristics
(e.g., discipline strategies used by the parent, supervision provided by the parent, and
level of parental warmth and responsiveness), family factors (e.g. martial status of the
child’s parents. family size, family stability and SES), child care characteristics (e.g.,
involvement in daycare and daycare setting), and neighborhood characteristics (e.g.,
crime rates, unemployment, mobility, perceived neighborhood quality, and perceived
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, Iacono, 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, Tobin, Biesecker
& Greenhouse, 1996; Offord, Alder, & Boyle, 1986; Patterson, Reid, & Dishion, 1992;
Rutter, Giller, & Hagell, 1998; Stouthamer-Loeber, Loeber, Wei, Rarringtom, &
Wikstrøm, 2002; Wakschlag, Gordon, Lahey, Loeber, Walker, Gortmaker, & Weitzman,
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, sociocultural
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 parent-child
relationship. These risk factors lead to poorer social problem solving abilities, which in
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
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problems are the result of coercive behavior that is learned through coercive parent-child
interactions. Finally, the social information processing theory proposed by Dodge, Coie
and Lynam (2006) suggests that conduct problems are the result of faulty processing of
social information and an over attribution of hostile intentions to others.
Research investigating factors thought to offer protective benefits to children at
risk of manifesting conduct problems is largely lacking, although some emerging
literature suggests that protective factors may be present in the domains of child
characteristics, academic performance, school characteristics, parent factors, family
characteristics, positive adult relationships and participation in extracurricular activities
(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 risk factors associated with
reported early onset conduct problems. Research aimed at examining risk factors
associated with early onset conduct problems is still emerging. For example, 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 degree of home to school communication that exists)
in their analyses and few integrate factors from so many different domains. Furthermore,
research examining risk factors associated with conduct problems has also rarely
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considered the role of comorbid symptoms (e.g., reported attention problems, or reported
depression and/or anxiety symptoms) on the risk factors for each group In addition, the
present research also utilized structural equation modeling (SEM) techniques which 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 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 approach to
identify risk factors associated with an increased risk of reported conduct problems. In
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 area included:
1. Predictive hypotheses: The following variables will be significantly associated
with an increased risk of conduct problems across groups:
poorer reported child physical health, being male. being a younger child,
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 larger family
size, having a greater number of family moves, and coming from a poorer
quality 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 those factors that
seem to offer protective benefits to children at high risk for manifesting reported early
onset conduct problems. Despite a great deal of literature examining risk factors
associated with conduct problems, there is a paucity of research examining those factors
that may offer protective effects to high-risk children; furthermore, research in 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 work, but also,
as discussed by Loeber and Farrington (2001), an understanding of protective factors is
important for interventions with children who have already been identified as having
conduct problems since the most effective treatment approaches are those that enhance
protective factors and seek to reduce risk factors. Based on the paucity of research
investigating factors that are associated with a decreased risk of reported 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 been
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 from study to study,
with estimates ranging from 0% to 11.9% for males and females combined and a median
prevalence estimate of approximately 2%. With respect to sex, many studies have
separately examined prevalence rates in males versus females, reporting that CD is
significantly more prevalent in males. For example, in the “Children in the Community
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 were consistent
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 whether categorical or
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dimensional measures of conduct problems were utilized (Lahey et al, 1999; McDermott,
1996; Pedersen & Wichstrøm, 1995; Verhulst, van der Ende, Ferdinand, & Kasius, 1997;
Wichstrøm 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, Williams, McGee,
& 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, the results have
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 detected. Similarly, there
is some evidence that the prevalence of the disorder may vary according to the age group
being studied. For example, McDermott (1996) found a greater prevalence of ODD in
male children ages five to eight years, but found no significant differences in prevalence
in children over eight years of age. Other studies have reported no significant differences
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 leading to the
development of CD and ODD (e.g., 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 hitting, biting, and
kicking. These behaviors often remain stable and are later associated with increased rates
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 juvenile justice
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 the disorder is 9
to10 years of age (Lahey et al, 1998). Some research has also suggested that the average
age of onset differs for males and females, with males having an earlier age of onset than
females; however, results of subsequent studies have not supported this finding (Lahey et

21
al., 1998). Studies examining the average age of onset for ODD have estimated it to be
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 periods of time
ranging from 8 months to 4 years and found correlations between an initial CD diagnosis
and the re-assessment of this diagnosis to be between r=.42 and r=.64. In the “Ontario
Child Health Study,” (Offord et al, 1992) 44% of those children initially identified as
having CD were found to continue to meet the criteria for the disorder four years later.
Stability appeared to be greatest for children initially diagnosed between 8 and 12 years
of age and weaker for children diagnosed before reaching 8 years of age (Offord et al.,
1992). Stability was also much greater in clinic-referred children, with 88% of these
children meeting the criteria for CD at least one other time in a three year period.
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 psychological disorder
in adulthood. Similarly, a 30-year follow up study of children and adolescents diagnosed
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 Lavinge et al.
(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). For example,
Stormshak, Bierman, McMahon, and Lengua (2000) suggested that racial differences in
prevalence estimates may exist and be partially explained by the fact that Caucasian
parents are more likely to report more severe oppositional behavior in their children than
are African American parents.
Definitional Issues
The criteria for being diagnosed with ODD are outlined in the Diagnostic and
Statistical Manual of Mental Disorders-4th Edition Text Revision (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 significantly impact 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 with ODD.
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 norms or rules. The
individual must manifest at least three of the following criteria over at least six months
and these symptoms must also cause impairment in the child’s social and/or academic
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 causing serious
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 maladaptive
behaviors which expand their repertoire throughout their development. Expanding upon
this notion, Frick et al. (1993) discovered a significant relationship between four different
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 that
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. These
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 groups of children
with CD, specifically, those who do not meet the criteria for the disorder until after 10
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 condition, and thus,
should be studied separately (Farrington, Loeber, Stouthamer-Loeber, & van Kammen,
1998).
Despite frequently being discussed and studied as a single construct, the majority
of research has supported ODD and CD as being distinct, but related disorders (e.g.,
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 reflect the
developmentally related criteria for each disorder. For example, ODD includes criteria
that are within the developmental abilities of a younger child, whereas some symptoms 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 and property
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 related effects have 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 empirical literature as
well as in the DSM-IV-TR (APA, 2000). These groups are classified based on the age of
initial onset of symptoms and are referred to as the childhood-onset type and adolescentonset type of CD. These groups emerged based on the findings of Moffitt (1993a) who
examined different trajectories of juvenile delinquents based on when they first started
displaying antisocial behaviors. Based on these findings several subsequent studies have
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 considered for this
subgroup. A number of studies have found that aggressive behaviors seem to be
associated more with childhood-onset type CD as opposed to adolescent-onset type CD
(Frick, 1998a, Lahey et al., 1998), although other studies have found the opposite pattern
(Tremblay, 2000). Moffitt’s (1993a) research retrospectively examined risk factors
associated with juvenile offending and based on this data, identified two distinct groups
of offenders, those labeled as “life course persistent”, or juveniles with an early onset of
conduct problems, and those referred to as “adolescent-limited,” who had a relatively
later onset of symptoms. Moffitt (1993a) found that life course persistent offenders
constituted about 5% to 8% of juvenile offenders and that this group was characterized by
increasingly diverse and severe crimes as they aged, and a trajectory of crimes that
frequently continued into adulthood. In contrast, adolescent-limited offenders were more
likely to have better behavior at home and at school while still violating the law when
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 factors associated with
each group. For example, Moffitt’s (1993a) research revealed significant differences in
parenting, peer relationships, intellectual and temperament variables. Specifically, the
life-course persistent group was characterized by higher overall levels of childhood risk
than those children in the adolescent-limited group. Several researchers have found
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 parent-child interactions.
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. These aggressive
behaviors are expanded upon between 11 and 13 years of age and begin to include a
larger variety of increasingly severe aggressive behaviors such as physical aggression
toward others and rape, in addition to other antisocial behaviors such as stealing, truancy,
and breaking and entering (Lahey & Loeber, 1994; Loeber, Green, Lahey, Christ & Frick,
1992). Moffitt (1993a) argued that childhood and adolescent-onset CD seem to stem from
two different underlying causes. She argues that children with early-onset CD experience
individual and family characteristics that lead to a greater vulnerability to the disorder,
while children with adolescent-onset CD experience less individual and family risk
factors but their behavior is more of a manifestation of his or her status frustration and
reflects an imitation of the maladaptive behavior of his or her peers (Moffitt, 1993a).
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. Loeber labeled the
first path as the “aggressive/versatile” path. He found that individuals in this group
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 exhibit difficult behavior
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. Generally the children 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 less likely to struggle
academically. When such academic challenges did arise they seemed to stem from the
child’s engagement in schooling rather than inherent abilities. This group is thought to
include more females than are found in the aggressive/versatile path, although males
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 (Lahey et al., 1999).
For example, in the Ontario Child Health Study, a significantly larger proportion of
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 (Lahey et al,
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, 1988; Moffitt et
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 resulting in a
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 characteristics,
trajectory and efficacy of treatment associated with the disorder (Hinshaw et 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, & McBurnett,
2002). Attention Deficit Hyperactivity Disorder (ADHD), anxiety disorders and
depressive disorders have been found to occur at greater than chance levels in children
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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, Rutter & Silva,
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. Researchers
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 by Thomas
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 children with
comorbid internalizing disorders are more likely to be aggressive and to receive more
disciplinary referrals at school, in addition to more instances of contact with police
officers (Walker et al., 1991). Children with comorbid internalizing disorders have also
been found to be more likely to exhibit antisocial behaviors and continue to exhibit such
behaviors over longer periods of time (Ialongo, 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 severe behavioral
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 demonstrated an increased
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 diagnosed with
CD and found that 35% of those children who were initially not diagnosed with cooccurring ADHD met criteria for this comorbid diagnosis within four years (Loeber 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 observed in children
with CD (Loeber, Lahey, & Thomas, 1991). Those children that meet the criteria for both
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 a greater risk of 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 later antisocial
outcomes.
Several researchers have suggested a number of possible reasons for the high rate
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 be in part due
to the fact that both conditions feature deficits in impulse control. Several authors have
also suggested that the high rates of comorbidity may occur because both disorders result
from an interaction of punitive, inconsistent and harsh parental discipline strategies
(Loeber, Brinthaupt, & Green, 1990; Taylor, Schachar, Thorley, & Weiselberg, 1986).
While there has been a great deal of research investigating the prevalence and
outcomes associated with comorbid CD and ADHD, relatively little research has
investigated the comorbidity of ODD and ADHD. However, Loeber et al. (2000)
suggested that it is likely children with ADHD who have a comorbid diagnosis of ODD
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 suggested that
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anxiety disorders occur at a rate that is significantly greater than chance in children with
CD. Estimates of the rate of co-occurrence of these disorders have ranged from that 22%
to 33% of children drawn from community samples who met the criteria for CD also met
the criteria for an anxiety disorder (Russo & Beidel, 1994). These disorders seem to cooccur 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 have the effect
of reducing the occurrence of aggressive symptoms (Hinshaw et al., 1993; Loeber &
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 was associated
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 that
resulted in decreasing aggressive behavior over time, while those children with comorbid
anxiety disorders demonstrated increasingly aggressive behaviors with age which
eventually surpassed the aggressive behaviors of children without a comorbid anxiety
disorder diagnosis (Hinshaw et al., 1993).
Depressive Disorders. Depressive Disorders have also been found to co-occur at
higher than chance rates in children with CD with estimates of comorbidity ranging 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 associated with
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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 criteria for CD. 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 the two disorders
may be the result of the significant number of overlapping risk factors associated with
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 placement in special 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 & Carpentieri, 1990;
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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 impact the severity 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 that
is psychophysiologically predisposed to conduct problems and is placed in a sociocultural
context that amplifies his or her risk for later conduct problems; however, at this stage
such risk factors may lead to either positive or negative outcomes. These risk factors may
lead to later life experiences such as harsh parental discipline, neglect and/or poor quality
parent child interactions. These children are also more likely to experience poor quality
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 to socially isolate
and associate with deviant peers. At this age, the child’s parents may begin to be less
vigilant about monitoring the child’s interactions and activities as a strategy to avoid
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. These factors lead
the child to have poor quality parent interactions, characterized by a low level of parental
warmth. These experiences then lead to poorly developed social problem solving abilities
upon entering school. This manifests itself as an inability to recognize others’ emotions, 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 results in the
parent becoming less involved with their child and less closely monitoring their child’s
activities. As a result of the low level of parental monitoring, the child increasingly
associates with a more deviant peer group, which ultimately leads to the child engaging
in more violent behavior.
Coercive Parenting Model. The Coercive Parenting model proposes that the
child learns antisocial behavior through coercive interactions with parents (McFadyen 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 child then learns that 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, including physical
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 the interpretation of and
reaction to social information, and that because of faulty processing during these steps
children display inappropriately aggressive behavior. Dodge, Coie, and Lynam (2006)
found that aggressive behavioral responses are often observed after an individual engages
in a number of steps directed at processing social information. These steps require the
individual to encode and interpret social cues, gain an understanding of other individual’s
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 positive results from their
aggressive interactions with such interactions being entered into memory and utilized
frequently later in their behavioral repertoire (Dodge et al., 2006). These patterns of
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 authority figure
(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, 1983; Hetherington
& Blechman, 1996; Rutter 1981; Rutter, 1990; Wang & Gordon, 1994). For example,
early research on resilience revealed that some individuals with schizophrenia were more
successful than expected in their occupational and social functioning compared to other
individuals with the disorder (Garmezy, 1970; Zigler & Glick, 1986). While the term
“resilience” was not utilized in these early studies, they are recognized as the foundation
upon which current resiliency research is based (Luthar, Cicchetti, & Becker, 2000).
Subsequent resiliency research with children and adolescents focused on variables such
as prenatal stress, low socio-economic status, and growing up in the presence of family
stressors such as parental divorce or having a parent with mental illness (Werner &
Smith, 1977). Children who experienced a positive outcome despite these risk factors
were thought to have a unique set of internal characteristics and were referred to as
“invulnerable” or “invincible” (Anthony, 1974; Werner & Smith, 1982). Since that time,
studies have increasingly looked at a greater variety of adversities such as maltreatment,
community violence and chronic illness in order to examine how such factors may impact
a child’s development, and how the effects of these experiences can be minimized (e.g.,
Beeghly & Cicchetti, 1994; Cicchetti & Rogosch, 1997; Cicchetti, Rogosch, Lynch, &
Holt, 1993; Luthar, 1999; Moran & Eckenrode, 1992; Richters & Martinez, 1993; Wells
& Schwebel, 1987). This research identified three categories of protective factors,
namely, those related to the child, his or her family and the child’s broader social
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environment (e.g., Masten & Garmezy, 1985; Werner & Smith, 1982; Werner & Smith,
1992). Researchers have also increasingly suggested that resilience is a dynamic 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). Most researchers
seem to agree on two distinct criteria for determining resiliency. The first criterion 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 & Cicchetti,
2003; Luthar, 2006; Masten, 1994). However, how the concepts of positive adjustment
and adversity are conceptualized seems to vary greatly across studies (Shannon,
Beauchaine, Brenner, Neuhaus, & Gatzke-Kopp, 2007). For example, one definition used
by Masten, Best, and Garmezy (1990), indicated that resilience “…refers to the process
of, capacity for, or outcome of successful adaptation despite challenging or threatening
circumstances” (p., 426). Waters and Sroufe (1983) offered a somewhat different
conceptualization of resilience. Using an organizational-developmental perspective, they
defined resilience as the ability to utilize internal and external resources to successfully
resolve challenges associated with particular developmental stages. With such variation
in the conceptualization of resilience and because of the dynamic nature of the construct,
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measuring resilience directly is not possible (Kim-Cohen, 2007; Masten, Hubbard, Gest,
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 events that are thought 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 order to study 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 consistently identified
that the number of risk factors rather than any particular type of risk factor increases the
risk of developing a disorder (e.g., Ackerman, Schoff, Levinson, Youngstrom, & Izard,
1999; Blanz, Schmidt, & Esser, 1991; Burke, Loeber, & Birmaher, 2002; Gerard &
Buehler, 2004; Stouthamer-Loeber et al., 2002). It is thought that multiple risk factors
may pose a more significant threat because of interactions between risk factors (Loeber,
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 factors are
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conceptualized as offering little protection to children who are not at risk, while other
researchers have conceptualized protective factors as offering benefit to all children
regardless of the presence of risk factors (Resnick et al, 1997; Rutter, 1987). There has
also been some debate about whether or not a protective factor is simply the opposite of a
risk factor or if it involves unique processes (Burke et al., 2002).
Although there are somewhat differing definitions of resilience employed by
researchers in the field, the research designs employed by these researchers has been
somewhat more consistent. For example, Grizenko (1994) states that across studies two
designs have been utilized. Researchers utilizing the first design study children with a
specific emotional or behavioral problem and compare the functioning of these children
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 community sample and
attempts to isolate risk factors associated with the disorder.
Despite a long history of investigating risk factors associated with mental illness,
literature examining protective factors associated with mental illness has only begun to
emerge recently (Bassarath, 2001). In order to study protective factors, many researchers
have sought to identify children who, despite significant adversity, have demonstrated
positive outcomes. These positive outcomes often include achieving developmental
milestones in a timely manner or avoiding the onset of a mental disorder at various points
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 regardless of differing
ethnic, social class, or geographical backgrounds.
The mechanisms through which protective factors interact with risk factors and
influence outcomes has been considered. For example, Rutter (1995) identified eight
distinct mechanisms by which protective factors exert their influence. The first of these
mechanisms serves to reduce the individual’s susceptibility to the effects of risk. An
example of this is the individual’s history of adaptive coping in the face of adversity. The
second mechanism is related to those processes that reduce the effect of the risk factor.
One example of this is the child intentionally distancing him or herself from a parent with
mental illness. A third mechanism is related to those factors that disrupt a chain of 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 from others.
A fifth mechanism through which protective factors can operate is through the promotion
of self-esteem that is, through success in any number of tasks. Another mechanism
involves experiences that directly counteract the effects associated with a risk 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 factor(s) that allow
the individual to cope with difficult life experiences.

44
Research focused on the identification of protective factors associated with
resilience in children and adolescents from a variety of high risk backgrounds have
consistently identified a number of protective factors that seem to buffer the child from
maladaptive outcomes regardless of the particular risk factors present in the child’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 sense of purpose,
to be more intelligent, have more temperamental variability, be more self-efficacious, be
more achievement oriented, have higher overall self-esteem, and have more healthy
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 increasingly suggesting that
children who demonstrate resilience in one domain do not necessarily demonstrate
positive functioning in additional domains. For example, several researchers have found
that children who have been labeled as “resilient” because they do not manifest obvious
symptoms of mental illness may suffer from less obvious forms of mental illness such 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 changing risk and
protective factors operating in an individual’s life may impact an individual’s level of
demonstrated resilience (Masten & Garmezy, 1985; Werner & Smith, 1982). Despite
fluctuations in an individual’s adjustment in salient domains, Werner’s longitudinal study
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found that children who were initially identified as being resilient were found to continue
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 (Maughan,
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 different risk
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 risk factors
emerging after elementary school (Loeber et al., 2006). While a number of studies have
found consistent evidence of the contributions of risk factors in the development of
conduct problems, increasingly, researchers are arguing that children are not simply
products of an environment, but instead they actively interact with and impact their
environments (Lytton, 1990).
Research comparing the risk and protective factors associated with CD and ODD
has found that while the same risk factors appear to be associated with both disorders, the
strength of this association varies, with CD being more strongly associated with risk
factors (Biederman et al., 1996; Burke et al., 2002; Frick, 1998a). The protective factors
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associated with positive mental health in the face of significant adversity are thought to
operate through three different mechanisms. The first of these is through individual
characteristics of the child that elicit a positive environmental response, the second is
through family processes that foster trust, self-sufficiency, initiative and relationships
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 significant risk
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, 1989; Offord
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
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there is a higher prevalence of conduct problems in males, the same risk factors seem to
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 increased risk of conduct
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 psychological
disorders in general and conduct problems in particular has produced inconsistent results.
In some studies, chronic health problems were significantly associated with the presence
of a psychological disorder and overall social adjustment in children (Cadman, Boyle,
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 social services
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; however, subsequent
studies failed to substantiate these findings (Resitsma-Street, Offord, & Fitch, 1985).
Research examining infant and early childhood temperament as a risk factor in the
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-regulation and is thought to
be greatly influenced by biological variables (Rothbart & Bates, 1988; Rothbart, Evans,
& Ahadli, 2000). Children with conduct problems have been found to be more
hyperactive, fussy, oppositional, and more prone to exhibit intense emotional reactions in
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, & Brown, 1991; Bates 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 and protective
factors in the development of conduct problems. For example, children characterized by
high amounts of jealousy, anxiety, parental neediness, attention seeking and depression
were found to be at an increased risk for conduct problems (Burke et al., 2002; Grizenko,
1994). Children with poor social skills, a tendency to engage in more risky behaviors,
low reactions to emotionally charged situations, low awareness of potential consequences
of his or her behavior and a lack of guilt were also found to have a significantly increased
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 IQ, while female children with CD performed at the average
level on IQ measures. Several other studies have supported these findings and further
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-control and
social problem solving skills (Hinshaw, 1992; Moffitt, 1993b). However, Hogan (1999)
found that these results may be misleading since 80% of the studies examined that found
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 suggested that
the relationship between IQ 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 even within the
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
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violence in childhood predicted the level of aggression exhibited in adolescence and the
level of engagement in criminal acts. In addition, exposure to television violence has
been found to be associated with less well-developed levels of adaptive problem solving,
a greater tendency to view the world as threatening and desensitization to violence (Coie
& 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 Factors. A number of studies have found that children with conduct
problems experience academic difficulties. Research has consistently shown that low
school achievement is a significant predictor of conduct problems (Bassarath, 2001;
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 controlling for the
individual’s IQ level. In a study by Egeland and Abery (1991) it was found that 80% of
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 early-onset
conduct problems (Robins & Hill, 1966; Rutter, 1979; Stattin & Magnusson, 1995).
Several studies have examined the nature of these associations more closely in an attempt
to uncover why such associations exist. Several researchers have found that conduct
problems seem to onset first, with academic challenges beginning within two years
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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 researchers finding that
school attendance and the presence of ADHD mediated the relationship between conduct
problems and academic achievement (Frick, 1998a; Lendingham, 1999). Other
researchers have theorized that childhood experiences of failure in academic or other
domains place a child at higher risk of developing conduct problems (Dodge & Pettit,
2003). Similarly, Agnew (1985) argues that academic failure leads to poorer quality
relationships with peers and school authority figures and as a result the child is
increasingly exposed to exclusionary discipline practices that deny him or her the
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 school climate on
the expression of disruptive behavior. Results have shown that children who attend a
school that features a high rate of conflict either between teachers and students or among
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 behavior as early as
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 them
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 skills (Pettit, Clawson,
Dodge, & Bates, 1996).
Parental Characteristics. Several studies examining characteristics of parents
with children having conduct problems have reported several significant findings. One of
the most consistent findings is related to parental mental health. Studies have repeatedly
found that parents of children with conduct problems experience significantly higher
rates of substance abuse disorders, depression, antisocial personality disorder and other
psychiatric disorders that are thought to precede the development of conduct problems in
their children (Boyle & Pickles, 1997; Elkins, Iacono, Doyle, & McGue, 1997; Frick et
al., 1992; Frick et al., 1993; Kim-Cohen et al., 2005). Parental psychiatric illness is
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, Iannotti, Cummings, & Denham, 1990). The
presence of psychiatric conditions in parents is thought to exert its effects on parent-child
interactions, the discipline strategies employed by the parent, and overall quality of the
environment in which the child develops and through these mechanisms exposes children
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to increased risk of conduct problems (Forehand, Lautenschlager, Faust, & Grazino,
1986).
A history of parental involvement in the criminal justice system has also been
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 reaching age ten (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 maternal age being
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 mothers are more
likely to display more antisocial behaviors and to choose mates that also display
antisocial tendencies. Younger parents are also characterized by a higher rate of marital
separation and divorce (Quinton, Pickles, Maughan, & Rutter, 1993; Quinton & Rutter,
1988).
Parents of children with conduct problems are also generally characterized by a
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 factors in the
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development of children’s conduct problems, although research on these characteristics is
still emerging. Such risk factors include poor parental health, a parental history that
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 association is
thought to be strongest in Caucasian families (Frick et al, 1992; Haapasalo & Tremblay,
1994; Stormshak et al., 2000). While parenting practices greatly influence the behaviors
exhibited by children, it is becoming increasingly clear that the nature of these influences
is reciprocal, with the child’s behavior also significantly impacting the parent’s 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 between harsh and
inconsistent parental discipline practices and externalizing behavior problems (Baldwin,
Baldwin, Kasser, Zax, Sammeroff, & Seifer, 1989; Frick, 1994; Patterson & StouthamerLoeber, 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 that
children with conduct problems generally have parents that are less involved, show less
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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 also
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 experiences of early
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 children from 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, and Pettit (1990) and
Weiss, Dodge, Bates and Pettit (1992) found that victimized children were more likely to
attribute the actions of others as hostile, were more likely to look favorably on aggressive
behavior and were more likely to respond to perceived provocation using aggression.
Maughan (2000) claims the association between a history of physical maltreatment 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) claims that
environmental characteristics have the most profound effect on whether or not the child
manifests conduct problems. Several researchers have examined the association between
marital conflict in the child’s parents’ relationship and the development of conduct
problems. These researchers have found that single parent status, parental separations and
parental divorce were all associated with a significantly higher risk of the child
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 (Murray &
Farrington, 2010); however, empirical research has not supported this claim. It seems that
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 the development 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 and cause the
child to experience impaired abilities to regulate their emotions and a reduction in their
opportunities to develop coping strategies. It is also thought that high rates of parental
conflict may also impact the quality of parenting provided (Maughan, 2000). Other
researchers have proposed alternative reasons to explain the association between parental
marital quality and conduct problems. For example, Maughan (2000) explains that
children in divorced families are likely to face many transitions during and after parental
divorce. These include potential home and school moves, new parental figures and
stepsiblings that are thought to place the child under significantly elevated levels of
stress, which may foster the development of conduct problems.
A substantial body of research has found a significant relationship between family
size and conduct problems. These findings suggest that being from a large family, usually
defined as including four or more children, substantially increases the risk of developing
conduct problems (Deater-Deckard, Dodge, Bates, & Pettit, 1998; Farrington et al., 1998;
Haapasalo & Tremblay, 1994; Maughan, 2000; Rutter, Tizzard, & Whitmore,1970;
Rutter & Giller, 1983). It is thought that large family size is associated with an increased
risk of conduct problems because these families are characterized by a lack of resources,
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 behavior by
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 externalizing symptoms,
although the effects appear to be the strongest in children with externalizing and
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 been defined
as “…an aggregate of several kinds of events that challenge the daily continuity and
cohesiveness of family life for a child” (Ackerman et al, 1999, p. 258). To measure
family instability, researchers generally examine changes in the martial or cohabitation
status of the child’s parent, residential moves, separations between parent and child, job
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 that parental
immigration status is significantly related to family instability and, thus, behavioral
disorders in children (Barankin, Konstantareas, & de Bosset, 1989; Minde & Minde,
1976). Exploration into the continuity of family instability over time and the association
of family instability with other family risk factors has revealed that family instability at
one time, is significantly associated with family instability years later (Milan et al.,
2006). An examination of the association of family instability with other parental risk
factors has revealed only modest associations, supporting this as an independent construct
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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 events are outside of their
control and may adversely impact the child’s emotional and behavioral regulation, in
addition to the adverse impact instability may have on other family members (Milan et
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 examined how
SES impacts the behavioral outcomes of children of different ages, sexes and cultural
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. (1995) and
Bolger, Patterson, Thompson, and Kupersmidt (1995) found that despite a higher rate of
poverty in African American and Hispanic families, the behavioral effects of poverty
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 increases the parental
level of stress, which often causes the child’s parents to resort to harsh parenting
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 participate in
extracurricular activities, accessibility to guns and drugs and the parents’ ability 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 adjustment (Barglow
et al, 1987; Bates, Marvinney, Kelly, Dodge, Bennett, & Pettit, 1994; Baydar & BrooksGunn, 1991; Belsky, 1990; Clarke-Stewart, 1989; Gamble & Zigler, 1986; Vaughn,
Deane, & Waters, 1985). However, several researchers have suggested that additional
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 (Baydar & BrooksGunn, 1991; Colwell, Pettit, Meece, Bates, & Dodge, 2001). Findings in this area are also
somewhat inconsistent, with some research finding that daycare experiences do increase
the risk developing conduct problems and others finding that day care experiences can
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 rates, an ethnically
diverse population, poverty, and high residential mobility (Dodge & Pettit, 2003). More
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recent research has substantiated and expanded upon these early findings. For example,
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 significantly associated
with the development of conduct problems in children (Beyers, Bates, Pettit, & Dodge,
2003; Fite, Winn, Lochman, & Wells, 2009; Herrenkohl et al., 2000; Maughan, 2000;
Wikstrøm & Loeber, 2000). It is thought that a poor quality neighborhood serves as a risk
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 the development of
conduct problems has identified a number of factors that are thought to protect against the
development of conduct problems. One such group of factors is related to characteristics
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of the child. For example, researchers have found that having a higher than average IQ
does serve as a protective factor in the development of conduct problems (Bassarath,
2001; Fergusson et al.,1996). Researchers have also discovered that high risk children
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 environment (Gerard &
Buehler, 2004).
A second set of protective factors are related to the child’s academic performance
and school characteristics. High levels of academic achievement have been found to 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 commitment to school
has also been found to be a protective factor in children with conduct problems. Those
students who attend schools that are highly academically focused, feature low amounts of
conflict, and have teachers that are more attentive and caring demonstrate a reduction 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 they offer
protective effects to children considered to be at a high risk for developing conduct
problems. Farrington et al. (1998) and Wyman, Cowen, Work and Parker (1991) found
that parents of resilient children were significantly more likely to report overall good
mental health, and thus, considered this a protective factor for high risk children. Parental
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employment has been found to serve as a contextual protective factor in children who are
at high risk for conduct problems (Nirbhay & Subhashni, 2001). Some emerging research
suggests that parental self-esteem, life satisfaction and perceived social support may
protect high-risk children from exhibiting conduct problems (Wyman et al, 1991).
Researchers have also examined parental behaviors that serve as protective factors in 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 protective factors in
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 individuals who come
from smaller families were significantly more likely to experience positive outcomes
(Wener, 1989). Researchers have also examined whether a higher SES has a protective
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 (Grizenko,
1994; Nirbhay & Subhashni, 2001; Reitsma-Street et al., 1985; Rutter & Giller, 1983).
While there has been little research examining specific relationship variables within these
relationships, several authors have speculated that the protective effects offered by these
relationships are likely to vary depending on the quality, strength and security of these
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 protective factor in the
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 activities. Researchers
have found that children who engage in such activities are less likely to be diagnosed
with emotional and behavioral problems (Grizenko, 1994; Offord et al., 1989; Rae-Grant
et al., 1989). Research examining the effect of participation in extracurricular activities
on the presence of conduct problems has substantiated this as a protective factor
(Hawkins & Lishner, 1987; Rae-Grant et al., 1989). Participation in extracurricular
activities is thought to offer the individual the opportunity to receive positive recognition
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 impaired children with 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 degree of home to
school communication that exists) in their analyses and few integrate factors from so
many different domains. Research examining risk factors associated with conduct
problems has also considered the role of comorbid symptoms (e.g., reported attention
problems, or reported depression and/or anxiety symptoms) and has produced very
limited research examining whether or nor risk factors differ for individuals with reported
comorbid emotional difficulties.
Despite a great deal of literature examining risk factors associated with conduct
problems, there is a paucity of research examining those factors that may offer protective
effects to high risk children. Research in this area has not previously examined both risk
and protective factors in one study. Information on protective factors associated with
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 interventions
with children who have already been identified as having conduct problems since the
most effective treatment approaches are thought to be those that enhance protective
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 as aggression.
The use of this technique offers researchers the ability to better understand complex
relationships among different factors enabling them to speculate about possible
underlying causal relationships.
Given the related literature review, the predictive hypotheses for significant risk
factors associated with reported conduct problems are as follows:
1. Predictive hypotheses: The following variables will be significantly associated
with an increased risk of conduct problems across groups:
poorer reported child physical health, being male. being a younger child,
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 larger family
size, having a greater number of family moves, and coming from a poorer
quality 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 associated with a
decreased risk of reported conduct problems in a high risk sample, no directional
hypotheses can be made regarding significant protective factors associated with conduct
problems.

68
CHAPTER 3
METHODS
Participants
Participants in the present study were chosen from a data set established in 2007 in order
to examine the physical and mental health of children nationwide. The data were
collected and provided by the National Center for Health Statistics and the Maternal and
Child Health Bureau who collected the data using random digit dialing. The data are
comprised of responses provided by parents or guardians regarding their child’s physical
and mental health. The data set that was used for the first set of analyses, investigating
risk factors associated with reported conduct problems, was comprised of information on
children from 5-10 years of age whose parents or caregivers answered affirmatively to
both of the following questions: “Has a doctor or other health care provider ever told you
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
question, “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
Spectrum Disorder?” This data set is part of a larger database containing information 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 reported to have
only conduct problems (N=170), those with reported conduct and attentional problems
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(N=207), and those with reported conduct and anxiety or depression symptoms (N=74).
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 451 children
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 second phase of
the study was conducted in order to examine the protective mechanisms in children who
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 Children’s Health, an
unrestricted, publicly available dataset provided by the National Center for Health
Statistics and the Maternal and Child Health Bureau. This data set includes no identifying
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 residential status 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 anticipate receiving a
call from an interviewer in the near future. When the interviewer called he or she asked to
speak to the parent or guardian who knew about the child’s health and health care. In
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Table 1
Sex of Participants
Group
Reported Conduct Problems

Sex

Frequency

Percentage of the Sample

Male:

113

66.47%

Female:

57

33.53%

Male:

160

77.29%

Female:

47

22.70%

Male:

46

62.16%

Female:

27

36.49%

Undisclosed:

1

1.4%

Male:

393

47.58%

Female:

432

52.30%

Undisclosed:

1

.12%

Only

Reported Conduct Problems and
Attentional Problems

Reported Conduct Problems and
Anxiety or Depressive
Symptoms

Resilient Group

Data Source: National Center for Health Statistics and Maternal and Child Health Bureau, National Survey of 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 or

African American:

7

9.46%

Depressive Symptoms

Multi-racial:

7

9.46%

Other:

1

1.35%

Undisclosed:

3

4.05%

Caucasian

395

47.82%

African American:

206

24.94%

Multi-racial:

47

5.69%

Other:

51

6.17%

Undisclosed:

127

15.38%

Resilient Group

Data Source: National Center for Health Statistics and Maternal and Child Health Bureau, National Survey of 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 insurance coverage, the
child’s health care utilization and accessibility, questions regarding the medical home, the
family’s functioning, the parent’s health and neighborhood characteristics. Those families
who refused to complete the survey were initially offered a $10 incentive, and if this was
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
questions asked during the structured telephonic interview. The interview yielded
information on 298 variables. Several of the variables that were examined involved
questions 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 study. A subset of
variables was selected based on the empirical research that has previously examined risk
and protective factors associated with conduct problems (e.g., child characteristics,
school factors, parental characteristics, parental caregiving characteristics, family factors,
and neighborhood characteristics). Those variables that were initially examined are
outlined below in the following latent variable groupings (see Appendix B for specific
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questions associated with each latent variable grouping). In addition, some items were
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 III: 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 IX: Supervision
Latent Variable X: Family Stability
Latent Variable XI: SES
Latent Variable XII: 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 determine if
differences existed for children with only conduct problems in comparison to those with
reported comorbid symptoms. In the second set of analyses those children with reported
conduct problems were compared to children with at least two significant risk factors (as
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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 protective factors.
Data Analyses
Phase one of the data analyses consisted of confirmatory factor analyses, which
were conducted in order to identify risk factors associated with reported conduct
problems. The analytic procedure began by imputing missing values using the Missing
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 most appropriate
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 missing were
imputed. Next, a confirmatory factor analysis was conducted separately for each 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. Those factor
correlations that had values of .20 or higher were retained in the final confirmatory factor
analysis for each group. Those items that were not subsumed under a latent variable were
only retained in the final model if they were significantly correlated with a latent factor
within the model.
The second set of analyses were conducted in order to determine those factors that
seem to offer protective benefits to children who are at a high risk of manifesting
reporting conduct problems. In order to do this, children considered to be resilient needed
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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 responses given by
the parents of children with reported conduct problems. Doing this revealed several risk
factors, including: having a score of 4 or higher (fair or poorer) on the item “would you
say that in general the child’s mother’s mental and emotional health is excellent, very
good, good, fair or poor,” having a score of 4 (definitely disagree) on the item, “There are
people I can count on in this neighborhood would you say that you agree, somewhat
agree, somewhat disagree or definitely disagree?,” and coming from a family whose
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 years of age, had
already begun attending school, and whose parents did not answer affirmatively to the
questions, “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 Disorder
or Attention Deficit Hyperactivity Disorder, that is ADD or ADHD?,” “Has a doctor 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 Spectrum Disorder?” were
considered to be resilient.
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Once this group was identified, missing values were once again addressed using
the SPSS 19.0 Missing Values add-on module and the “automatic” method previously
described. Initial models (see Appendix C) were run in confirmatory factor analyses 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 on modification
indices. Similarly to the first set of analyses, those items with factor loading 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 the “marker
variable” method, whereby one factor loading is fixed to a constant value of 1.0. Model
fit was evaluated using the Comparative Fit Index (CFI), Root Mean Square Error of
Approximation (RMSEA), and χ2.
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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 with reported 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. In order to examine
the factor structure for each group and to uncover common risk factors associated with
reported conduct problems, a confirmatory factor analysis was completed separately for
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 significantly
onto their respective latent factors. For example, those items involving (a) looking out for
each other’s children; (b) there being other adults the respondent could trust to help their
child, if needed, in the neighborhood; (c) the respondent feeling their child is safe in their
neighborhood; and (d) people helping each other in the neighborhood, all loaded
significantly on the latent variable “neighborhood characteristics.” On the other hand, 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 is likely a
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Table 3
Means and Standard Deviations
Rep CP
and Int
Mean

Rep
CP and
Int Std.
Dev.

All CP
Grps Mean

All CP
Grps
Std.
Dev

Resilient
Mean

Resilient
Std. Dev.

All
Kids
5-10
Mean

All Kids
5-10
Std.
Dev.

Scale

2.04

Rep
CP and
ADHD
Std.
Dev
.997

2.00

.951

2.06

.992

2.29

1.00

2.10

--

1=1 child
2=2 children
3=3 children
4=4+ children

1.12

2.19

1.17

2.07

.998

2.21

2.42

1.10

2.33

--

28.81

7.04

28.84

7.56

28.64

5.47

28.80

7.05

26.85

6.47

--

--

1=only child
2=oldest child
3=second oldest
child
4=third oldest child
5=fourth oldest
child
Age in years

2.06

.983

1.99

.983

2.32

1.15

2.07

1.02

1.98

1.04

--

.779

Rep
CP and
ADHD
Mean

2.12

Rep
CP
only
Std.
Dev.
1.00

2.29

Variable

Rep
CP
only
Mean

Totkids4
How many people
less than 18 years
old live in this
household?
Agepos4
Birth position of
the child relative to
other children in
the household

Moms age at
childbirth
Derived maternal
age at child’s birth
K2Q01
In general, how
would you describe
the child’s health?

1=excellent
2=very good
3=good
4=fair
5=poor
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Table 3

Means and Standard Deviations
K2Q30A
Has a doctor,
health care
provider, teacher,
or school official
ever told you the
child had a learning
disability?
K7Q02R
During the past 12
months, about how
many days did the
child miss school
because of illness
or injury?
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?

.365

.694

.541

.629

.446

.500

.432

.495

.091

.287

.08

.281

0=no
1=yes

4.89

5.95

4.78

6.66

8.94

8.64

--

--

--

--

6.92

--

Number of school
days missed

5.99

7.39

5.98

6.95

7.51

7.80

--

--

--

--

.94

--

Number of times the
school has contacted
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Table 3

Means and Standard Deviations
K7Q05
Since starting
school has he/she
repeated any
grades?
K7Q11
Does the child have
a health problems,
condition, or
disability for which
he/she has a written
intervention plan
called an
Individualized
Education Program
or IEP?
K7Q30
During the past 12
months, was the
child on a sports
team or did he/she
take sports lessons
after school or on
weekends?

.159

.367

.228

.567

.338

.800

.195

.395

.109

.312

--

.228

0=No
1=Yes

.247

.433

.481

.500

.446

.500

.401

.483

.093

.289

.11

.303

0=no
1=yes

.494

.501

.432

.495

.392

.492

.449

.497

.369

.480

--

.474

0=no
1=yes
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Table 3
Means and Standard Deviations

K7Q31
During the past 12
months, did he/she
participate in any
clubs or
organizations after
school or on
weekends?
K7Q32
During the past 12
months, did he/she
participate in any
clubs or
organizations after
school or on
weekends?
K7Q33
During the pas 12
months, how often
did you attend
events or activities
that the child
participated in?

.512

.501

.457

.498

.554

.500

.493

.500

.361

.480

--

.492

0=no
1=yes

.077

.267

.092

.239

.068

.253

.082

.275

.084

.277

--

.415

0=no
1=yes

2.64

1.68

2.40

1.70

2.38

1.56

2.49

1.67

2.02

1.77

3.59

.658

1=never
2=sometimes
3=usually
4=always
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Table 3

Means and Standard Deviations
K7Q34
Regarding the
child’s friends,
would you say that
you have met all of
his/her friends,
most of his/her
friends, some of
his/her friends, or
none of his/her
friends?
K7Q35
During the past
week, did the child
take care of
himself/herself or
stay alone without
an adult or
teenager, even for a
small amount of
time
K7Q60
On an average
weekday, about
how much time
does the child
watch tv, watch
videos, or play
video games

2.06

.962

2.07

.922

1.95

.950

2.05

.940

2.03

.905

1.75

.801

1=all of his/her
friends
2=most of his/her
friends
3=some of his/her
friends
4=none of his/her
friends

.088

.284

.088

.475

.176

.747

--

--

--

--

.08

--

0=no
1=yes

7.92

20.20

11.83

25.94

7.74

15.22

--

--

--

--

--

--

Number of minutes
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Table 3
Means and Standard Deviations

K7Q61
Are there family
rules about what
television programs
he/she can watch?
K7Q82
He/she cares about
doing well in
school

.917

.276

.971

.168

.905

.294

--

--

--

--

.95

--

0=no
1=yes

3.91

1.09

3.89

1.15

3.82

1.09

--

--

--

--

4.56

--

K8Q12R
About how often
does the child
attend a religious
service?

2.06

1.23

1.96

1.19

1.66

1.43

--

--

--

--

--

--

K8Q21
How well can you
and the child talk
about things that
really matter?

1.58

.774

1.64

.715

1.82

.897

1.65

.772

1.35

.583

1.25

.496

1-5
1=never
2=rarely
3=sometimes
4=usually
5=always
0=none
1=at least once per
year but less than
once per month
2=at least once per
month but less than
once per week
3=at least once per
week but less than
daily
4=daily
1=very well
2=somewhat well
3=not very well
4=not well at all
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Table 3
Means and Standard Deviations

K8Q30
In general, how
well do you feel
you are coping
with the day to day
demands of
parenthood/raising
children?
K8Q32
During the past
month, how often
have you felt
he/she does things
that really bother
you a lot?
K8Q34
During the past
month, how often
have you felt angry
with him/her?
K8Q35
Is there someone
you can turn to for
day-to-day
emotional help
with
parenthood/raising
children?

1.69

.748

1.70

.623

1.84

.861

1.69

.624

1.62

.639

--

.527

1=very well
2=somewhat well
3=not very well
4=not very well at
all

2.96

.948

3.23

1.01

3.12

.936

3.08

.969

2.41

1.07

2.08

.892

1=never
2=rarely
3=sometimes
4=usually
5=always

2.67

.827

2.79

.899

2.72

.868

2.74

.862

2.48

.997

1.41

.736

.794

.406

.889

.551

.838

.371

.833

.372

.730

.443

--

.299

1=never
2=rarely
3=sometimes
4=usually
5=always
0=no
1=yes
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Table 3
Means and Standard Deviations
Marcoh_par
Derived
marital/cohabitatio
n status of the
respondent
K9Q20
Would you say
that, in general, the
child’s mother’s
health is excellent,
very good, good,
fair, or poor?
K10Q30
People in this
neighborhood help
each other out,
would you say that
you…
K10Q31
We watch out for
each other’s
children in this
neighborhood,
would you say that
you….
K10Q32
There are people I
can count on in this
neighborhood,
would you say that
you…

2.05

1.11

2.25

1.18

2.16

1.16

2.16

1.15

2.02

.960

1.49

.887

2.79

1.13

2.76

1.09

2.83

1.15

2.77

1.09

3.14

1.10

--

.896

1.93

.980

1.88

1.01

1.84

.876

1.90

.932

2.57

1.12

--

.745

1.62

.953

1.81

1.10

1.72

.899

1.79

1.09

2.34

1.16

--

.694

1.68

.925

1.76

1.10

1.58

.951

1.77

1.09

2.75

1.30

1.47

.748

1= married
2=cohabitating
3=neither
4-=no parents in
home
1=excellent
2=very good
3=good
4=fair
5=poor

1=definitely agree
2=somewhat agree
3=somewhat
disagree
4=definitely
disagree
1=definitely agree
2=somewhat agree
3=somewhat
disagree
4=definitely
disagree
1=definitely agree
2=somewhat agree
3=somewhat
disagree
4=definitely
disagree
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Table 3
Means and Standard Deviations
K10Q34
If my child were
outside playing and
got hurt or scared,
there are adults
nearby who I can
trust to help my
child. Would you
say that you…
K10Q40
How often do you
feel the child is
safe in your
community or
neighborhood?
K10Q41
How often do you
feel he/she is safe
at school?
Educ_momr
What is the highest
grade of school you
(or the child’s
mother) has
completed?
K11Q30
Was the child’s
mother born in the
United States?

1.55

.940

1.59

1.02

1.54

.924

1.58

.963

2.18

1.19

--

.694

1=definitely agree
2=somewhat agree
3=somewhat
disagree
4=definitely
disagree

3.26

.870

3.21

.940

3.27

.816

3.24

.862

2.85

1.04

--

.704

1=never
2=sometimes
3=usually
4=always

3.44

.773

3.47

.789

3.43

.756

--

--

--

--

3.64

--

2.41

.727

2.40

.723

2.44

.858

2.40

.727

2.15

.808

2.65

.630

.897

.310

.940

2.44

.894

.313

.916

.282

.724

.437

.87

.312

1=never
2=sometimes
3=usually
4=always
1=less than high
school
2=12 years, high
school graduate
3=more than high
school
0=no
1=yes
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Table 3
Means and Standard Deviations
K11Q43R
How many times
has the child ever
moved to a new
address?
K11Q50
Was anyone in the
household
employed at least
50 weeks out of the
past 52 weeks?
Poverty_levelr
Derived poverty
level of this
household based on
DHHS Poverty
Guidelines

2.61

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

.924

.948

.849

.765

.770

.423

.794

.403

.743

.436

.92

.381

0=no
1=yes

4.39

2.60

4.02

2.60

4.53

2.79

4.24

2.64

2.22

1.60

5.84

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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Table 3
Means and Standard Deviations

K11Q62
During the past 12
months, did the
child receive free
or reduced cost
breakfasts or
lunched at school?
Oth_lang
Derived-Interview
conducted in
language other than
English

.769

.677

.618

.516

.5134

.529

.658

.590

.762

.420

.48

.501

0=no
1=yes

.066

.247

.025

.154

.081

.275

.500

.216

.205

.404

--

.207

0=no
1=yes
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Neighborhood
Characteristics

.87

SES

.77*

.85*

There are
people I
can count
on in this
neighborho
od
K10Q32

We watch
out for each
other’s
children in
this
neighborho0
d
K10Q31

If my child
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result of the method of model identification used, although, a high correlation was still
observed (r=.87). The question regarding how often the parent feels the child is safe in
the neighborhood was found to be significantly negatively correlated (r=-.40) with the
latent factor, which is likely explained by the fact that a higher score on that item
indicated that the respondent feels the neighborhood is very safe, and on the other items
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 between 16% and 76%
of the variance associated with the latent variable “neighborhood characteristics,” with
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 reliable (r=.70) indicator
of the latent variable “family stability.” The manifest variables associated with the latent
factor “family stability” were successfully able to explain between 14% and 49% of the
error variance associated with the latent factor “family stability.”
Several items were found to be significant and reliable indicators of the latent
variable “parent health.” These included questions about the child’s mother’s overall
mental health and emotional health (r=.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 reliable indicator
(r=.72) of the latent variable thought to reflect the family’s socioeconomic status (SES).
This manifest variable was able to successfully explain 39% of the error variance
associated with the latent factor titled “SES.” While the family’s derived poverty level
was not found to be significantly correlated with the latent “SES,” which is likely a result
of the method of model identification used, a moderate correlation (r=.62) 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 reliable (r=.60) indicator of the latent variable titled “parent child
relationship,” and was found to successfully explain 36% of the error variance associated
with the latent factor. The manifest variable examining the frequency with which the
parent reported feeling angry with his or her child was also found to be a significant and
reliable (r=.83) indicator of the latent factor “parent child relationship,” successfully
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 significantly
(r=.66) on the latent factor “special education.” This variable was found to explain
approximately 43% of the variance associated with the latent factor “special education.”
The model revealed several correlations among latent factors. For example, a
small and significant correlation (r=.27) was found between the latent factors
“neighborhood characteristics” and “parent health.” A small significant relationship
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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 (r=.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 significant negative
correlation (r=-.39) was also found between “family stability” and the mother’s age at the
child’s birth. A significant low correlation (r=.20) was also found between the family’s
socioeconomic status and the mother’s age at the child’s birth, and between the parent’s
overall health and parent-child relationship (r=.42). A significant low and negative
correlation (r=-.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 significant
relationship with the latent factor “parent involvement” and a high significant
relationship (r=.80) with the latent factor thought to reflect the child’s involvement in
activities.
Small significant unidirectional relationships (r=.39 and r=.40) were found to
exist between the child’s participation in clubs or sports and the parent’s attendance at
events the child participated in within the last 12 months. A significant but low (r=.29)
correlation was also found between the latent factor “special education” and the manifest
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 (see Figures
3 and 4). A number of manifest variables were found to load significantly on their
respective latent factors. On the latent factor entitled “neighborhood characteristics,” the
manifest variables related to watching out for each other’s children, there being 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 with the latent
factor “neighborhood characteristics.” While the manifest variable, “there are people I
can count on in this neighborhood” was not significantly associated with the latent factor
“neighborhood characteristics,” which is likely related to the method of model
identification used, a high correlation (r=.87) was still found between this item and the
latent factor. This manifest variable was found to be able to explain 76% of the variance
associated with the latent factor. A significant low negative correlation (r=-.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 factor “neighborhood characteristics.”
The negative correlation is likely explained by the fact that a higher value on this
indicator of neighborhood safety indicates the respondent feels the child is less safe, and
a higher 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 (r=.24) was found between how many of the child’s friends the parent reported having met
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Figure 3.Reported Conduct problems and attentional difficulties confirmatory factor analysis factor loadings.
Standardized values shown χ2=562.9 df=372 CFI=.847 RMSEA=.050 Data Source: National Center for Health Statistics and 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 the fact that a higher
value on this item indicates the parent has met fewer of the child’s friends, whereas a
higher values on the other variable in this latent grouping indicated greater parent
involvement. The item was able to explain 6% of the variance associated with the latent
factor associated with the latent factor “neighborhood characteristics.” While the
manifest variable, “there are people I can count on in this neighborhood” was not
significantly associated with the latent factor “neighborhood characteristics.” While the
manifest variable, “there are people I can count on in this neighborhood” was not
significantly associated with the latent factor “neighborhood characteristics,” which is
likely related to the method of model identification used, a high correlation (r=.87) was
still found between this item and the latent factor. This manifest variable was found to be
able to explain 76% of the variance associated with the latent factor. A significant low
negative correlation (r=-.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 factor.
The negative correlation is explained by the fact that a higher value on this indicator of
neighborhood safety indicates the respondent feels the child is less safe, and a higher
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 (r=-.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 loading reflects the fact that
a higher value on this item indicates the parent has met fewer of the child’s friends
whereas a higher values on the other variable in this latent grouping indicated greater
parent involvement. The item was able to explain 6% of the variance associated with the
latent factor.
A significant low correlation (r=.31) was found between the manifest variable
measuring how well the respondent feels they are coping with the demands of parenthood
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 correlation (r=.91) was
found between the parent’s reported mental health and the latent factor “parent health.”
This variable was able to account for 83% of the variance associated with the latent
factor.
Several manifest variables loaded significantly on the latent variable labeled
“involvement in activities.” For example, the manifest variable related to if the child
participated in any clubs or organizations in the past 12 months was found to be
significantly negatively correlated (r=-.59) with the latent factor and was able to explain
35% of the variance associated with the latent variable. The manifest variable related to
whether the child participated in any sports activities in the last 12 months was also
significantly negatively (r=-.64) related to the latent factor “involvement in activities.”
This manifest variable was able to explain 41% of the variance associated with the latent
factor.
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A significant moderate relationship (r=.76) was found between the manifest
variable measuring the frequency with which the respondent reported feeling bothered by
things the child does and the latent construct “parent-child relationship.” This manifest
variable was able to successfully explain 58% of the variance associated with the latent
factor. The manifest variable measuring how often the respondent reported feeling angry
with the child was also found to be significantly moderately correlated (r=.66) with the
latent factor parent-child relationship, with this manifest variable explaining 44% of the
variance associated with the latent factor.
Several manifest variables were found to be significantly correlated with the
latent variable labeled “SES.” For example, a significant low correlation (r=.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 significant moderate
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 variance associated
with the latent factor. A large nonsignificant correlation was found between the family’s
derived poverty level and the latent factor SES. This correlation was likely not significant
as a result of the method of model identification used. The family’s derived poverty level
was successfully able to explain 88% of the variance associated with the latent construct
“SES.”
Several significant correlations were found among latent factors. For example, a
significant low correlation was found between the latent factors “neighborhood
characteristics” and “parent health.” A significant small relationship was found between
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the latent factors thought to measure the parent’s health and the parent-child relationship.
A significant moderate, unidirectional relationship was found between the variables
associated with the latent construct “involvement in activities” and the latent construct
“parent involvement.” In addition, a significant small, inverse relationship was found
between the latent factors thought to reflect the family’s SES and the child’s reported
involvement in activities. A significant high correlation was also found between the latent
factors thought to reflect the family’s SES and the latent factor “family stability.” A
significant small, negative correlation was also found between the manifest variables
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 the latent variable. For
example, significant large correlations were found between the items “we watch out for
each other’s children” (r=.87) and “people in this neighborhood help each other out”
(r=.83) and the latent factor “neighborhood characteristics,” indicating these two manifest
variables as reliable indicators of the latent variable “neighborhood characteristics.” The
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manifest variable “we watch out for each other’s children in this neighborhood” was able
to explain 45% of the variance associated with the latent factor, while the manifest
variable “people in this neighborhood help each other” was able to explain 69% of the
variance associated with the latent factor. Significant moderate correlations were found
between the manifest variables “if my child were outside playing and got hurt there are
people I trust to help” (r=.67) and “how often do you feel your child is safe in the
neighborhood?” (r=-.61) and the latent factor, with each manifest variable explaining
37% of the variance associated with the latent factor. A significant negative correlation
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 on this manifest variable
indicates greater feelings of safety, while higher values on the rest of the manifest
variables included in this latent factor indicates poorer overall neighborhood quality. A
high nonsignificant correlation (r=.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 significant as a result of the method
of model identification used.
Several manifest variables were found to be significantly correlated with the
latent factor “SES.” For example, significant moderate correlations were 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 lunch?” (r=.69) 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 with the latent
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factor, while the manifest variable “does the child qualify for free and reduced lunch?”
was able to explain 47% of the variance associated with the latent factor. A significant
low correlation was found between the manifest variable “what was the highest grade the
child’s mother completed?” and the latent factor “SES” (r=.34). This manifest variable
was able to explain 11% of the variance associated with the latent factor. A high
correlation (r=.95) was found between the manifest variable measuring the family’s
derived poverty level and the latent factor “SES,” although this correlation was not
significant, likely as a result of the method of model identification used. This manifest
variable was able to explain 90% of the variance associated with the latent factor “SES.”
A significant high correlation (r=.87) was found between the manifest variable “in
general, how is the child’s mother’s mental and emotional health?” and the latent factor
titled “parent health.” This manifest variable was found to be able to explain 76% of the
variance associated with the latent factor “parent health.” A significant moderate
correlation (r=.73) was found between the manifest variable “in general, how is the
mother’s physical health?” and the latent factor “parent health.” This manifest variable
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 past month, how often
have you felt angry with him or her (your child)?” (r=.95). This manifest variable was
able to explain 90% of the variance associated with the latent factor. A significant
moderate correlation (r=.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 manifest variable was able to
explain 31% of the variance associated with the latent factor “parent-child relationship.”
A significant large correlation (r=.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 successfully explain 77%
of the variance associated with this latent factor.
Several correlations among latent factors were also discovered. A significant
small, negative relationship (r=-.37) was found between the latent factor “neighborhood
characteristics” and the manifest variable “how often do you feel your child is safe at
school?” A significant, low and negative correlation (r=-.34) was also found between the
latent factor “special education” and the manifest variable measuring how often the
child’s parents feel the child is safe at school. A significant small and negative
relationship (r=-.43) was also found between the latent factors “SES” and “sibling
variables.” The latent factor “family stability” was found to have a significant low
correlation (r=.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 With an Increased Risk of Reported Conduct
Problems
It was predicted that a number of variables would be significantly associated with
an increased risk of reported conduct problems. The first predicted risk factor was sex.
Across all three groups, males outnumbered females; however, this was also true of the
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entire dataset of children ages 5 to 10 years. This variable was not included in the final
models due low factor loadings, a lack of high correlations with other latent factors and
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 reported conduct
problems. Across all three models, the child’s birth position was found to be largely, but
not significantly associated with the latent factor “sibling variables.” In each 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 identified as a risk
factor associated with an increased risk of conduct problems.
The child’s reported level of achievement was also predicted to be significantly
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 not retained in 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 missed, this
was not retained as a risk factor.
It was predicted that the child’s special education status would also emerge as a
risk factor for an increased risk of conduct problems. Special education was included as a
latent factor grouping in each of the three models. On the manifest variable “does the
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 children ages 5 to
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 not identified
as a risk factor. On the manifest variable “has a doctor, health care provider, teacher, or
school official ever told you the child had a learning disability?” between 32.4% and
51.2% of children with reported conduct problems were reported to have a learning
disability. In the group of all children ages 5 to10 years, 3.8% of children were reported
to have a learning disability. Factor loading ranged from .44 and .66 across models, with
no clear pattern emerging across groups. Thus, this variable was not identified as a risk
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 variable was not
found to load at a level of .2 or above on any latent factor. The manifest variable was still
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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 and anxiety or
depressive symptoms. The mean of this manifest variable for these two groups ranged
from 3.43 to 3.47. The mean of all children ages 5 to10 years was 3.64. This variable was
not selected as a risk factor since no clear pattern emerged across groups and 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 manifest variable,
“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 varied between
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 a risk factor
associated with reported conduct problems. This manifest variable was included only in
the models of children with reported conduct problems and those with reported conduct
problems and attentional difficulties. The mean across groups ranged from 28.64 to
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 manifest variable,
“would you say that in general your (the child’s mother’s) mental and emotional health is
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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 latent factor “parent
health.” This indicates that this manifest variable is a reliable indicator of the latent
factor. The means across groups ranged from 2.66 to 2.90 and a clear pattern emerged
across groups indicating that in comparison to all children ages 5 to 10 years, parents of
children with reported conduct problems reported having poorer overall mental health.
Thus, this manifest variable was identified as a risk factor, and parents who reported
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 indicator “in
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 identified as a risk
factor since the variable had only a low factor loading. The manifest variable, “in general,
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 means across groups
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 emerge as a
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 model fit and
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therefore was not retained. However, an examination of descriptive information across
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 States. In
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 States. In the
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 the interview
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 of children with
reported conduct problems and attentional difficulties, 8.1% of respondents completed
their interview in another language. Since these variables were not retained in the models,
this was not retained as a risk factor.
It was predicted that variables related to the parent-child relationship would also
emerge as risk factors associated with an increased risk of reported conduct problems. In
each model, the same three indicators of the parent-child relationship were included. One
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 variable loaded
moderately and significantly on the latent factor. The mean across groups ranged from
2.96 to 3.23. The mean for all children ages 5 to10 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 manifest variable that
was used to measure the parent-child relationship was the manifest variable, “during the
past month how often have you felt angry with him/her?” This manifest variable was
found to have significant moderate to high correlations with the latent factor. The means
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 child, this was not
identified as a risk factor. The final manifest variable that was used as an indicator of the
parent-child relationship was the manifest variable, “how well can you and the child talk
about things that really matter?” This item was found to have a low correlation with the
latent factor. The mean of this variable ranged from 1.58 to 1.82 across the three groups.
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 about things that
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 grouping. The factor
loadings varied from .43 to .83 across groups. The mean of the three groups varied from
2.38 to 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 latent factor “parent
involvement” was also measured using the manifest variable “regarding the child’s
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 means across
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 meeting all to
most of the child’s friends, this was not identified as a risk factor.
Lower levels of parent supervision were also predicted to emerge as risk factors
associated with conduct problems. The manifest variables “during the past week, did the
child take care of him/herself or stay alone without an adult or teenager even for a small
amount of time?” and “are there family rules about what television programs he/she 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 found to be
correlated with any latent factor. On the manifest variable “during the past week, did the
child take care of him/herself or stay alone without an adult or teenager even for a small
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 their child
without supervision for some period of time. On the manifest variable “are there family
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 children
ages 5 to 10 years, 5.2% of respondents reported there were no family rules regarding
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 predicted
to emerge as risk factors associated with an increased risk of reported conduct problems.
The latent factor “family stability” included indicators of the marital or cohabitation
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” was included in all
three models. The correlations between the latent factor “family stability” and the
manifest variable regarding the respondent’s marital or cohabitation status ranged from
.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 for this manifest
variable ranged greatly, this was not retained as a risk factor. The factor loadings for the
manifest variable “how many times has the child ever moved to a new address?” ranged
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 by more frequent 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 associated with
reported conduct problems. Socioeconomic status was measured by several different
manifest variables. Each model included the manifest variable measuring the family’s
derived poverty level. Although not significant as a result of the method of model
identification used, factor loadings for this manifest variable ranged from .62 to .95. The
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 clear pattern
emerged across groups, this was identified as a risk factor, with any children reported 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 factor and did not
manifest any reported mental health problems they were considered to be resilient. The
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 loading that ranged 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 greatly between
groups, no clear pattern emerged in terms of the education level of parents of children
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 a risk factor.
The models of children with reported conduct problems and attentional difficulties and
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 was not included
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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 of the latent
factor “SES” across all groups, it was not selected to be a risk factor. The model of
children with reported conduct problems and anxiety or depressive symptoms also
included the manifest variable “was anyone in the household employed at least 50 of the
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 indicator of SES
across groups, it was not retained as a risk factor.
It was hypothesized that family size would be associated with an increased risk of
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 latent factor
“neighborhood characteristics” was measured through five manifest variables. One such
variable was the question, “there are people I can count on in this neighborhood, would
you say that you definitely agree, somewhat agree, somewhat disagree or definitely
disagree?” The factor loading for this manifest variable ranged from .85 to .87. The mean
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 factor, and the group
distribution indicated a large number of respondent’s who indicated they definitely
disagreed, this was retained as a risk factor, and those children whose guardians answered
that they definitely disagreed who also met the criteria for another risk factor but did not
manifest any reported mental health concerns were included in the group of children
identified as resilient. While several other manifest variables also included high
correlations with the latent factor “neighborhood characteristics,” they were not retained
as a risk factor because they were found to capture largely the same information as the
manifest variable, “there are people I can count on in this neighborhood;” however, this
manifest variable was found to have the largest factor loading across groups (Yates,
1987).
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It was hypothesized that the child’s race would not be significantly associated
with an increased risk of reported conduct problems. Race was not retained as a latent or
manifest variable since it was not found to be significantly correlated with any latent
factors. The overall sample of children with conduct problems were characterized as
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% African American only,
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 group of children
with reported conduct problems, especially in the groups of children with only reported
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 (below 100% of
the poverty level to 185% above the poverty level), coming from a poorer quality
neighborhood (as measured by the manifest variable “there are people I can count on in
this neighborhood”), and having a parent with fair or poorer mental and emotional health
were all identified as risk factors associated with reported conduct problems.
A comparison of models across all three groups
A comparison of the models across all three groups revealed similarities and
differences among the basic factor structures of each group (see Table 4). In each model,
the same five indicators of neighborhood characteristics were retained, and in each
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Table 4
Comparison of Factor Loadings for All Models
Multigroup
Reported
Conduct
Problems
Strength of
relationship
and
significance

Multigroup
Identified as
Resilient
Strength of
relationship
and
significance

L

Reported
Conduct
Problems and
Anxiety or
Depressive
Symptoms
Strength of
relationship
and
significance
L*

L

L

L

L

L

L

L

During the past 12
months was the
child on a sports
team or did he or
she take sports
lessons after school
or on weekends?

M

M*

M

M*

M*

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

M

M*

-

M*

S*

S

S

Manifest Variable

Reported
Conduct
Problems
OnlyStrength of
relationship
and
significance

Reported
Conduct
Problems and
Attentional
Difficulties
Strength of
relationship and
significance

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

L

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

During the past 12
months did he/she
participate in any
other organized
events or activities?
About how often
does the child attend
a religious service?

S

S
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Table 4
Comparison of Factor Loadings for All Models
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 illness or
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?
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?
Would you say that
in general the
child’s mother’s
mental and
emotional health is
excellent, very good,
fair or poor?
Would you say in
general the child’s
mother’s health is
excellent, very good,
good fair or poor?

S

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

L

M*

S

M

M

M

M

S

M

M

M

S

S*

S

S

S

M*

L*

L*

L

L*

M*

M

M*

S

S

S

S

S
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Table 4
Comparison of Factor Loadings for All Models
During the past
month, how often
have you felt the
child did things that
really bother you a
lot?
During the past
month, how often
have you felt angry
with him/her?
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, some
of his/her friends or
none of his/her
friends?
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*

M*

M*

M*

L*

L*

M*

L*

M*

M*

M

L

S

S

S

S

S*

M

M*

S

L

S

S

S

M

M

M

M*

S

S

S

S
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Table 4
Comparison of Factor Loadings for All Models
What is the highest
grade of school
mother has
completed?
Was anyone in the
household employed
at least 50 of the
past 52 weeks?
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?
People in this
neighborhood help
each other outwould you say that
you…
We watch out for
each other’s children
in this
neighborhoodwould you say that
you…
There are people I
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 I trust to
help my childwould you say that
you…
How often do you
feel your child is
safe in your
community or
neighborhood?

M*

S*

S*

M*

M*

S*

S*

L

L

L

M

L*

M*

S*

S*

M*

M*

L*

M*

M*

L*

L*

L*

M*

M*

L

L

L

L

L

M*

L*

M*

L*

M*

S*

S*

M*

S*

S*

M

S*

S- Small correlation- loadings .2-.49 M-Moderate correlation- loading .50-.79 L- Large correlation- loadings .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 variables were also used
across the models on the latent factor “parent involvement.” In each case, the question
“regarding the child’s friends, would you say you have met all of them, some of them, or
none of them?” loaded negatively on the latent factor “parent involvement.” Across all
three groups, the same manifest variables were also used to measure “special education,”
“parent health,” “family stability,” “parent-child relationship,” and “sibling variables.”
The manifest variables used to measure the latent factor “involvement in activities”
varied from group to group. In all cases, the manifest variable “during the last 12 months,
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. The models
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 organizations
after school or on weekends?” and “during the past 12 months did he/she participate in
any other organized events or activities?” These manifest variables were not included in
the model for children with reported conduct problems and anxiety or depressive
symptoms because they were not significantly correlated with the latent factor
“involvement in activities” in this group. The manifest variables “about how often does
the child attend a religious service?” and “on an average weekday, about how much time
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
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symptoms since these variables were not significantly correlated with the latent 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 the family’s derived
poverty level were used as indicators of the family’s SES. The models of children with
reported conduct problems and attentional difficulties and children with reported conduct
problems and anxiety or depressive symptoms also included the child’s reported free and
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 manifest
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 correlated at .20 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 found to be highly
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correlated with any other latent factor in these groups, and for that reason these manifest
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 factor was found
to result in a significantly poorer model fit, so it was not retained in any of the models.
Several manifest variables that were not subsumed under a latent factor were also
retained since they were correlated at a level of .20 or higher with other latent factors.
The manifest variable “during the past 12 months, how many times has the child’s school
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 birth was only
retained in the models of children with only reported conduct problems and with reported
conduct problems and attentional difficulties; however, it was not retained in the model
of children with reported conduct problems and anxiety or depressive symptoms, since it
was not found to be well-correlated with any of the latent factors in that model. Similarly,
the manifest variable “how often do you feel your child is safe in your community or
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 other latent factor.
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 associated with any
latent factors in the other groups. Similarly, the manifest variable “since starting
kindergarten, has he/she repeated any grades?” was retained only in the model of the
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 since it was
not significantly correlated with any of the latent factors in the models. The manifest
variable “in general, how would you describe the child’s health?” was retained only in
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 the correlations
that were found among latent factors (see Table 5). For example, the child’s involvement
in sports predicted the parent’s reported attendance at events the child participated in
across all three models. The models of children with only reported conduct problems and
reported conduct problems and attentional difficulties both included correlations between
the latent factors “neighborhood characteristics” and “parent health,” “parent health” and
“parent-child relationship,” “SES” and “involvement in activities,” and a unidirectional
relationship between the child’s involvement in clubs or other activities and the parent’s
attendance at events the child participated in. The models for children with only reported
conduct problems and reported conduct problems and anxiety or depressive symptoms
also shared some common latent factor correlations. For example, both models included
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Table 5
Comparison of Correlations Among Latent Factors for All Models
Correlation

Reported
Conduct
Problems
Only-Strength
and
Significance

Reported
Conduct
Problems and
Attentional
Difficulties
Strength and
Significance

Neighborhood
Characteristics
and Parent Health
Neighborhood
Characteristics
and Number of
School Contacts
Neighborhood
Characteristics
and Parent’s
Reported Feelings
of Child Safety at
School
Neighborhood
Characteristics
and Parent-Child
Relationship
Neighborhood
Characteristics
and Involvement
in Activities
Parent Health and
Parent-Child
Relationship
Parent Health and
SES
Parent Health
(latent factor) and
Child Health
Parent Physical
Health (manifest)
and Child Health
Parent Mental
Health and Child
Health
Number of School
Contacts and
Family Stability

S*

S*

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

S*

Less than .2*

Below .2*

S*

M*

S*

S*

S*

S

S*

S*

S*

S
S*

S*

S*
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Table 5
Comparison of Correlations Among Latent Factors for All Models
Number of School
Contacts and
Parent’s Reported
Feelings of the
Child’s Safety at
School
Number of School
Contacts and
Parent Child
Relationship
Parent’s Reported
Feelings of the
Child’s Safety at
School
Parent-Child
Relationship and
He/she Cares
About Doing Well
in School
Parent-Child
Relationship and
Parent
Involvement
Involvement in
Activities and SES
SES and Mom’s
Age at Child’s
Birth
SES and Parent
Acculturation
SES and Parent
Involvement
SES and Family
Stability
SES and Sibling
Variables
SES and Child
Health
Family Stability
and Mom’s Age at
Child’s Birth
Family Stability
and Parent
Involvement

S*

S

S*

L*

S*

S*

S*

Less than .2

S*

S*

S*

Less than .2

M*

S*

Less than .2

Less than .2

S*

Less than
.2*

S*

S*

S*
S*

S
L*
S*

S*

S
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Table 5
Comparison of Correlations Among Latent Factors for All Models
Parent
Involvement and
Mom’s Age at
Child’s Birth
Parent
Involvement and
Child Health
Special Education
and Repeating
Grade

S

S*

S*

S*

S*

S*

S- Small correlation (.2-.49) M-Moderate correlation (50-.79) L- Large correlation (.80+) *- Significant
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correlations between the number of times the school had contacted a family member
about problems the child was having at school and the level of family stability, the
parent’s health and the family’s SES, and the family’s SES and the parent’s involvement.
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 characteristics” and the
number of times the school had contacted a family member regarding problems the child
is having at school. Only in the model of children with reported conduct problems was a
correlation between “family stability” and 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. Finally, only in
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 model of children
with reported conduct problems and attentional difficulties. These included a relationship
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 of parent
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 was not attempted.
Thus, at this point it remains unclear if the constructs in these models are being measured
in the same way across groups. As a result, the values depicted in these models cannot be
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 benefits to children
at a high risk of manifesting conduct problems.
Hypothesis II: Identification of Protective Factors
In order to examine factors that seem to offer protective benefits to at-risk
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 were
identified as being resilient. These children were then compared to the sample of children
with reported conduct problems who were combined into one group regardless of
comorbid emotional difficulties. Comparisons were made using multi-group structural
equation models. The results of these models are presented in Table 6. This series of
analyses revealed measurement invariance across the two groups, allowing comparisons
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 close fit
(MacCallum et al., 1996).
Factor loadings on the latent factor “neighborhood characteristics” were
somewhat similar across groups (see Figures 7 through 10). Across groups, a significant,
moderate correlation (r=.63 and r=.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 as resilient, a
significant moderate correlation (r=.71) was found between the manifest variable, “If my
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Table 6
Nested Model Comparison for Multi-group Models
Chi
square

df

.039

90%
Confidence
Interval for
RMSEA
.037-.041

2658.5

904

.835

.039

.037-.041

2524.1

859

Invariance of factor loadings and correlations

.825

0.04

.038-.041

2643.7

818

Invariance of means

.825

0.04

.038-.041

2643.7

878

Model

CFI

RMSEA

Original model

.829

Invariance of factor loadings only

Data Source: National Center for Health Statistics and Maternal and Child Health Bureau, National Survey of Children’s Health, 2007
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Neighborhood
Characteristics

.84

.63*

There are
people I can
count on in
this
neighborhoo
d
K10Q32
.32

We watch
out for each
other’s
children in
this
neighborho
0d
K10Q31

SES

.80
If my child
were outside
and got hurt
there are
adults I trust
to help
K10Q34

How often
do you feel
the child is
safe in the
neighborhoo
d?
K10Q40

How well are
you (the child’s
parent) coping
with the
demands of
parenthood?
K8Q30
.18

People in
this
neighborhoo
d help each
other out
K10Q30

.78

.47*

-.45*

Derived
poverty
level
Poverty_
levelr

Mother’s
highest
grade
completed
Educ_mo
mr

Child’s
free/redu
ced lunch
status
K11Q62

.29

.78

.80

Marital/co
habitation
status
Marcoh_
par

Anyone in
the house
employed
50-52 past
weeks?
K11Q50

.29
Number of
times the
child has
moved
addresses?
K11Q43

.79

.59

Parent-Child
Relationship

Parent
Involvement
.66*

.81*
In general,
how is the
child’s
mother’s
mental
health?
K9Q20

.64

.46

.49

Parent’s
Mental Health

.35

.84

.72*

.92
.36

.59

-.47*

Family Stability

.27

-.44*

How often
attend events
the child
participated
in?
K7Q33

Regarding the
child’s friends
have you met all
of them, some of
them or none of
them?
K7Q34

.35
.31

How often
does the
child do
things that
bother you a
lot?
K8Q32
.57

.60

.40

How often
do you feel
angry with
the child
K8Q34

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

.61

.84

.81

Figure 7.Factor loadings for multi-group analyses for children with reported conduct problems. Standardized values
shown χ2=2344.9 df=792 CFI=.824 RMSEA=.039 Data Source: National Center for Health Statistics and Maternal and Child Health Bureau, National
Survey of Children’s Health, 2007
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Special Education

.68
Does the child
have an IEP?
K7Q11

.54

.67
Has anyone
ever told you
the child had a
learning
disability?
K2Q30A
.55

Involvement in
Activities

Sibling Variables

.97

.86

Total number
of children
under 18 in
home
Totkids4

Birth position
of the child
Agepos4

.06

.26

-.54*
During the past
12 months, did
the child
participate in
any
clubs/organizati
ons?
K7Q31

-.61*
During the past
12 months did
the child
participate in
any sports
teams/lessons?
K7Q11

.42
During the past
12 months, did
the child
participate in any
other organized
activities?
K7Q21
.82

.71

.63

Figure 7.Factor loadings for multi-group analyses for children with reported conduct problems. Standardized values
shown χ2=2344.9 df=792 CFI=.824 RMSEA=.039 Data Source: National Center for Health Statistics and Maternal and Child Health Bureau, National
Survey of Children’s Health, 2007
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.29*
Neighborhood
Characteristics

.21*
Parent-Child
Relationship

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

.26
Special
Education

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

-.04

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

.15*
In general, how
would you
describe the
child’s health?
K2Q01

.62

Parent ‘s
Mental Health

.17*

-.16*
SES
Parent
Involvement

Involvement in
Activities

.25*

Family Stability
-.14
-.42*
.41*
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

.48*

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

.54*

Figure 8.Correlations for multi-group analyses for children with reported conduct problems. Standardized values shown
χ2=613.4 df=460 CFI=.770 RMSEA=.068 Data Source: National Center for Health Statistics and Maternal and Child Health Bureau, National Survey of Children’s Health, 2007
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K10Q32

We watch out
for each other’s
children in this
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If my child
were outside
and got hurt
there are
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to help
K10Q34

-.47
How often
do you feel
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safe in the
neighborhoo
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K10Q40
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.72*

.53

.52*
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this
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d help each
other out
K10Q30
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level
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Mother’s
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grade
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d
Educ_mo
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.72

-.29*
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free/reduced
lunch status
K11Q62

.59

.49

.84
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bitation
status
Marcoh_pa
r

Anyone in
the house
employed
50-52 past
weeks?
K11Q50

.10
Number of
times child
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.08
.31

.50
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.93

.73
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.48

Parent’s
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Parent-Child
Relationship

Parent
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child’s
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.20
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How often
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them or none of
them?
K7Q34

How often
does the
child do
things that
bother you a
lot?
K8Q32

.68*
How often
do you feel
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the child
K8Q34

.40
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child talk about
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matter?
K8Q30
.84
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.44

.53

Figure 9.Factor loadings for multi-group analyses for children identified as resilient. Standardized values shown
χ2=2344.9 df=792 CFI=.824 RMSEA=.039 Data Source: National Center for Health Statistics and Maternal and Child Health Bureau, National Survey of Children’s Health,
2007
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Special Education
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.58

.87

Figure 9.Factor loadings for multi-group analyses for children identified as resilient. Standardized values shown
χ2=2344.9 df=792 CFI=.824 RMSEA=.039 Data Source: National Center for Health Statistics and Maternal and Child Health Bureau, National Survey of Children’s Health,
2007
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.19*
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Parent-Child
Relationship

He/she (the child)
cares about doing
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K7Q82
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Special
Education

Since starting
kindergarten has
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K7Q05

.21*

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

.23*
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child’s health?
K2Q01

Parent’s
Mental Health

.61

.23*
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Parent
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.14
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-.35*
-.35*
.41*
During the past 12 months
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any other organized
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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

.48*

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

.54*

Figure 10. Correlations for multi-group analyses for children identified as resilient. Standardized values shown χ2=613.4
df=460 CFI=.770 RMSEA=.068 Data Source: National Center for Health Statistics and Maternal and Child Health Bureau, National Survey of Children’s Health, 2007
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child were outside playing and got hurt, there are adults nearby who I trust to help my
child” and the latent factor “neighborhood characteristics.” In the group of children with
reported conduct problems, this correlation was high and significant. In both groups, a
low but significant negative correlation (r=.47 and r=.40) was found between the
manifest variable, “How often do you feel your child is safe in your neighborhood?” and
the latent factor “neighborhood characteristics.” An identical, moderate and significant
correlation (r=.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” varied across groups.
For example, in the group of children with reported conduct problems, a significant
moderate correlation (r=.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 children identified as
being resilient, this correlation was high and significant (r=.81). In both groups, a
significant low correlation (r=.44 and r=.35) was found between the manifest variable
“regarding the child’s friends, would you say that you have met all of his/her friends,
most of his/her friends, or none of his/her friends?” and the latent factor labeled “parent
involvement.”
Several similarities were found in terms of factor loadings across groups on the
latent factor “SES.” Significant low correlations (r=.47 and r=.52) were found across
groups between the manifest variable “what is the highest grade the child’s mother
completed?” and the latent factor “SES.” In both groups, a low significant and negative

142

correlation (r=-.45 and r=-.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 likely negative since
a higher value on this item indicated that the child had received free or reduced meals at
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 significant low factor loading
(r=.46 and r=.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 (r=.81 and r=.90) was found
between the manifest variable “in general, how is the child’s mother’s mental and
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 (r=-.54) with the latent factor “involvement in
activities” in the group of children with reported conduct problems. A significant low and
negative correlation (r=.49) was found between this manifest variable and the latent
factor in the group of children identified as resilient. This negative factor loading 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 correlation (r=-.61 and r=-.65) between the
manifest variable “during the past 12 months, did he/she take sports lessons after school
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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 latent factors
across groups as well. For example, a significant low correlation (r=.29) was found
between the latent factor “neighborhood characteristics” and the latent factor “parentchild relationship” in the group of children with reported conduct problems only,
however, this relationship did not reach .2 (r=.19) in the group of children identified as
being resilient, although the relationship remained significant.
A significant small relationship (r=.21) was also found between the latent factors
“parent-child relationship” and “parent involvement” in the group of children identified
as resilient, however, the strength of this relationship in the group of children with
reported conduct problems did not reach .2 and was also negative.
A significant low and negative correlation (r=-.21 and r=-.26) was also found
between the latent factor “parent child relationship” and the manifest variable “he/she
(the child) cares about doing well in school” across groups. The latent factor “special
education” was found to have a low and significant correlation (r=.26 and r=.25) with the
manifest variable “since starting kindergarten, has the child repeated any grades?” 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 and manifest
variables in the models. A low significant correlation (r=.23) was found between this
manifest variable and the manifest variable “in general would you say your (the child’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 being significant. In
the model of children identified as being resilient, a significant small and negative
relationship (r=.23) was found between the child’s reported physical health and the
parent’s overall mental health. This correlation, although significant, did not reach 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 relationship (r=-.30) was identified
between the child’s reported health and the latent factor “SES.” Although significant, 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 negative relationship
was found between the child’s reported overall health and the latent factor “parent
involvement”(r=-.35).
Across the two groups, a significant moderate relationship (r=.61 and r=.62) was
also found between the mother’s reported physical health and her reported mental health.
Significant low and negative correlations (r=-.35 and r=-.42) were found between
the latent factors “involvement in activities” and “SES” across groups. Finally, a
significant small to moderate unidirectional relationship (r=.48) was found across groups
between the manifest variables “During the past 12 months has the child participated in
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?” (r=.52 and r=.54), and “During the past 12 months was the child involved in
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any other organized events or activities?” (r=.37 and r=.41) and the parent’s reported
attendance at events the child participated in.
In order to examine whether means varied significantly between groups, the factor
loadings for each group were constrained to be equal across groups and a nested
comparison was made to the unconstrained model. These comparisons revealed several
variables that seem to offer protective benefits to children identified as being resilient,
although few factors that seem to offer protective effects to children who are at risk for
reported conduct problems but yet do not manifest these or other mental health conditions
were identified. Parents of children identified as resilient were less likely to report that
the child frequently does things that bother him or her a lot and reported that they feel
angry with their child less frequently. These manifest variables were also found to be
reliable indicators of the construct parent/child relationship, so it seems that these factors
may offer protective effects. Differences across groups were also observed on the
variable asking how well the parent feels he or she can talk to their child about things that
really matter, with parents of children with reported conduct problems reporting feeling
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 “parent-child relationship.”
Parents of children identified as resilient were less likely to report their children had been
diagnosed with a learning disability and were less likely to report their child currently had
an IEP.

146

Secondary Findings of Multi-Group Analyses to Identify Protective Factors
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, and 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 reported to be born in
another country revealed that between 6% and 10% of mothers of children with reported
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 completed their interview 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 variability among the groups
of children with reported conduct problems and those identified as being resilient. In
order to examine if this was an effect of the total sample of children ages 5 to 10 having 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 problems and
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 associated
with reported early onset conduct problems. Additionally, a theoretical model of risk and
resilience was developed and evaluated for these populations. This model was developed
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 problems. This is
inconsistent with some prior research, which suggests a relationship between chronic
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 connection
between physical health and conduct problems in particular has been less consistent, with
Resitsma-Street et al. (1985) failing to find an association between conduct problems and
physical health.
In regard to hypothesis two, sex was not supported as a risk factor associated with
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 all children
ages 5 to 10 years. The lack of support regarding sex as a risk factor is inconsistent with
prior research which identified being male as a risk factor associated with conduct
problems (Offord, 1989; Offord et al., 1986; Rutter et al., 1970; Zahn-Waxler et al.,
1990). However, the literature on sex differences in the prevalence rates of Oppositional
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Defiant Disorder has found somewhat inconsistent findings regarding whether sex serves
as a risk factor in the development of Oppositional Defiant Disorder (Aneshensel &
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 supported
as risk factors associated with conduct problems. These findings are inconsistent with 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; Farrington et 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 home was
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 large family and being
a younger child as a risk factor associated with conduct problems identified having more
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 to reveal such a
relationship. This is inconsistent with previous research which suggests that a significant
relationship exists between conduct problems and low academic achievement (Bassarath,
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.
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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 with a large
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 children in this
research were diagnosed prior to age 10.
With respect to hypothesis five, the parents reported feeling of the child’s safety
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, this may explain why the
findings from the present research are discrepant from the findings of this research.
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 across groups 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 the lack of
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effective school-based interventions that are being employed. Thus, future research
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 early onset
conduct problems.
Hypothesis seven predicted that a younger maternal age at the child’s birth would
be associated with an increased risk of conduct problems. This hypothesis was not
supported in the present research. This finding is inconsistent with previous research that
identified a lower age at first parental birth and at the birth of the child with reported
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 a significant risk
factor associated with reported conduct problems. This hypothesis was supported in the
present research, with the variable “in general, how is the child’s mother’s mental and
emotional health?” being identified as a significant risk factor associated with reported
conduct problems. This finding is consistent with prior research which identified poorer
parental mental health as a risk factor associated with conduct problems (Boyle & Pickles
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 problems. It may be the
case that this did not emerge as a risk factor in the present research since parental
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 present research did not
support this as a risk factor. These findings are inconsistent with a large body of prior
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. Prior
research has demonstrated lower levels of parent involvement as a significant risk factor
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; Wasserman et
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 research failed
to identify lower levels of parent supervision as a risk factor. This finding is inconsistent
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 of parental
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 which examined risk factors in
children ages 5 to 10 years.
It was also predicted that lower levels of family stability, including a higher
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 of reported
conduct problems. The present research did not support this as a significant risk 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 reported conduct
problems in comparison to those children identified as being resilient revealed that over
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. 2.8%). Thus,
future research should carefully examine this relationship to determine if this a reliable
risk factor associated with early onset conduct problems and the mechanisms underlying
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; Bradley & Corwyn,
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 to measure SES
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 with
previous research (e.g., Beyers et al., 2003; Fite et al., 2009; Herrenkohl et al., 2000;
Maughan, 2000; Wikstrøm & 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 I 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 identified as a significant
risk factor, it is notable that it is notable that African Americans tended to be overrepresented in the groups of children with only reported conduct problems and reported
conduct problems and attentional difficulties. Similarly, Brinkman, et al. (2007)
identified minority status as a risk factor for conduct problems.
Despite investigating a number of risk factors that had been empirically supported
in past research, few risk factors were identified in the present research. This may be due
to the fact that the present research focused exclusively on children ages 5 to 10 years, or
that the data in the present research came entirely from parent report. It is likely that the
use of structural equation modeling also led to different risk factors being selected than
were identifies using other methods. Interestingly, all three of the risk factors 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 illness, which
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leads to a poorer quality parent-child relationship; these factors ultimately lead to 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 explain
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 supports several aspects of
the Dynamic Cascade Model, since each of the early factors discussed in this model were
supported in the present research.
In some cases, factors investigated as risk factors were actually more 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 5 to 10 years
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 being bothered by
things the child did, rarely to sometimes feeling angry with their child and feeling that
they could talk to their child about things that matter very to somewhat well. While the
means for children with conduct problem suggested a poorer quality parent child
relationship, these differences were not as large as prior research suggests.
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The confirmatory factor analyses for each group revealed that the three groups
were largely very different, with different indicators and correlations emerging across
groups. The large differences across groups suggest that it is important for researchers 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 reveals several
hypotheses about the reasons for these correlations. A significant causal relationship was
found across groups between the parent’s attendance at the events the child participated
in and the child’s participation in extracurricular activities. This was added after being
suggested by the modification indices and seemed appropriate since parents are unable to
attend many events the child participates in if the child does not participate in any
extracurricular activities. In all three models a significant relationship was found between
the latent construct “neighborhood characteristics” and the parent’s reported health. This
may suggest that living in a poorer quality neighborhood may lead to poorer health,
possibly due to increased levels of stress; however, this correlation may also suggest that
poorer health, or the economic factors associated with having poorer health, may lead to
the parent to live in a poorer quality neighborhood. A significant relationship between the
latent factors “parent health” and “parent-child relationship” was also found in two of the
three models. This suggests that the quality of the parent’s health may influence the
quality of the parent-child relationship since a parent in poorer health may be more easily
angered or bothered due to feeling poorer. Alternatively, or additionally, a poorer quality
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 relationship was 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 their children being less
involved in extracurricular activities. Since elementary schools may not feature free after
school sports lessons, extracurricular activities may require some financial resources.
Significant correlations were also found in two of the three CFAs between the number 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 family stability may lead
to poorer child behavior at school. Alternatively, or additionally, this may also suggest
that the stress associated with having a child with reported school behavior problems may
contribute to higher levels of parent separation, and/or that these families are
characterized by more frequent family moves, possibly in an attempt to locate a school
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 aspects of the child’s life do
influence each other, this influence is small; however, even though these correlations
were found to be small, the number of correlations was large and seeing such correlations
paints a richer picture of the relationship among different aspects of the child’s life. Thus,
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 protective benefits to
children at risk of manifesting reported conduct problems since little research exists on
this topic. This research found that having a parent-child relationship characterized by
being able to talk about things that really matter, having a parent that reports feeling 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 risk of reported
conduct problems. This is consistent with research which identified a high quality parentchild 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 benefits to children atrisk 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 factor for a range of
emotional and behavioral disorders (Dekovic, 1999; Ledingham, 1999, Rae-Grant et al.,
1989). Since special education may impact the student’s ability to meet academic
standards, this may partially explain why not having a history of special education
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 notable that the
group of children identified as being resilient were more likely to come from mothers
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 whether this may
have been a result of a selection bias relating to the use of SES indicators for inclusion in
the group identified as resilient. Since these variables were not included in the models
and because this may have been a result of a selection bias, it is suggested that future
research examine the parent’s country of origin and preferred language in future studies
on resiliency.
In summary, despite investigating several variables as sources of resiliency, few
factors that offer protective benefits to children who are at a high risk of manifesting
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 were found to emerge 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 better able to talk
to their child about things that matter being more likely to be identified as resilient. This
finding is consistent with several earlier studies that identified a positive parent-child
relationship as offering protective benefits to children at risk of developing conduct
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 key factors
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 factor. This finding 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 large factor loadings that
were common across the two groups, suggesting several strong indicators of the latent
factors being studies.
Overall, the group of children identified as being resilient was characterized by a
larger number of significant correlations between latent factors and stronger correlations
among latent factors. There were, however, many similarities in terms of correlations
among latent factors across the two groups. For example, in both models, a significant
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 resilient, a moderate
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 same factors 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 latent factor
parent-child relationship and the manifest variable measuring whether the parent feels
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 perceive the child as
caring about doing well in school. Whether this reflects a perception bias on the part of
the parent or whether a poorer quality parent-child relationship leads the child to care less
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 two factors have
a reciprocal effect on each other, whereby a poor parent-child relationship causes the
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 population, a
lack of financial resources leads to less of an ability to engage in extracurricular 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 fact that access to
healthcare and high quality food are influenced by the family’s financial resources, and
potentially that children in poorer health may lead to greater health care costs,
contributing to the family’s lower SES.
A small significant association was found between the special education status of
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 report their child had been
retained in the past. Since learning disabilities inherently influence the child’s ability to
achieve at a level similar to their peers, which may be a factor in decisions about whether
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the child is retained, this may partially explain the association. Since no information 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 been attempted 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 utilized as a strategy to
address the performance differences of children with learning disabilities and other
conditions in comparison to peers.
In summary, few risk factors associated with early onset conduct problems were
identified. Those risk factors that were identified included overall fair or poor reported
maternal mental health, being a member of a family that has an overall household income
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 “there are
people I can count on in this neighborhood.”
Despite investigating several variables as potential protective factors, few
protective factors were identified in the present research. Overall, the findings suggest
having a parent-child relationship that is characterized by the parent reporting less often
feeling angry with the child or bothered by things he or she does and feeling better able to
talk to the child about things that really matter offers protective benefits to children 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 illustrated the importance of
examining risk factors in several domains in order to gain a complete understanding of
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the mechanisms underlying risk and resilience. It also illustrated the importance of
considering comorbid emotional difficulties when examining risk factors. This research
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 children with
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 protective
factors, although it did identify a high quality parent-child relationship as being
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. Interestingly, every
risk factor identified in this research and one of the two protective factors identified were
also discussed the Dynamic Cascade Model (Dodge et al., 2008).
Limitations of Present Study and Future Directions for Research
There are several advantages to the present research. For example, this study
examined risk factors in a large number of domains, including sibling variables,
involvement in activities, achievement, special education, parent-child relationship,
parent involvement, supervision, family stability, SES and neighborhood characteristics.
This research also represents one of the few studies investigating the role of comorbid
emotional difficulties on reported conduct problems. Furthermore, it is one of a limited
number of studies focusing on early onset conduct problems in particular. This research is
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also unique because it studied risk factors and protective factors using one database with
one sample of children with conduct problems (Dekovic, 1999). Finally, this research is
also unique because of the application of structural equation modeling, which is ideally
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 the information 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 the
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 constituted a school
contact. For example, if the parent saw the teacher after school and she or he mentioned
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 captured all risk or

165

protective factors associated with reported conduct problems, thus, there is still much that
can be learned from including a wider variety of indicators.
In order to address these limitation, future research should consider using multiple
data sources, including records review, and attempts should be made to ensure the
respondent feels comfortable with the interviewer before beginning to ask interview
questions. Attempts should also be made to get a representative sample of children with
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 should also
continue to investigate new risk and protective factors associated with reported conduct
problems in order to uncover additional risk and protective factors.
This research is also limited by the low factor loadings across models, the lack of
significant factor loadings associated with some latent factors and the generally small,
sometimes insignificant correlations among factors. This suggests that some of the
manifest variables used may not be the optimal predictors of reported conduct problems
and/or resiliency. Thus, future research should seek to identify and utilize the best
predictors of reported conduct problems and resiliency. Despite the small, sometimes
insignificant correlations among latent factors, these correlations generally provide a
richer, more complete picture of the relationships among aspects of the child’s life, and
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 conduct
problems. Researchers should also continue to compare and contrast the risk factors
associated with early onset conduct problems and those associated with adolescent onset
conduct problems. Finally, researchers should continue to investigate those factors that
offer protective benefits to children who are at a high risk of manifesting conduct
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 A: IRB HUMAN SUBJECTS DETERMINATION
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APPENDIX B: LIST OF VARIABLES INCLUDED IN THIS RESEARCH IN LATENT
GROUPINGS
Latent Variable I: Sibling variables
•

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

•

How many children less than 18 years old live in this household? 1,2,3,4,5

1,2,3,4,5

Latent Variable II: Involvement in activities
•

During the past 12 months was the child on a sports team or did he or
she take sports lessons after school or on weekends?1,2,3,4,5

•

During the past 12 months did he/she participate in any clubs or
organizations after school or on weekends?1,2,4,5

•

During the past 12 months did he/she participate in any other
organized events or activities? 2,4,5

•

About how often does the child attend a religious service? 3

•

On an average weekday, about how much time does the child watch tv,
watch videos, or play video games? 3

Latent Variable III: Achievement
•

During the past 12 months about how many days did the child miss
school because of illness or injury? 3

•

He/She cares about doing well in school? 1

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? 1,2,3,4,5

•

Does the child have an IEP? 1,2,3,4,5

Latent Variable V: Parent health
•

In general, how well do you feel like you are coping with the dayto-day demands of parenthood?1,2,3,4,5

•

Would you say that in general the child’s mother’s mental and
emotional health is excellent, very good, fair or poor? 1,2,3,4,5

•

Would you say in general the child’s mother’s health is excellent,
very good, good fair or poor? 1,2,3

Latent Variable VI: Mother born in US/Respondent Language
•

Was the child’s mother born in the US? 1,2,4,5

•

Was the interview conducted in another language? 1,2,4,5

Latent Variable VII: Parent/Child Relationship
•

How well can you and the child share ideas or talk about things
that really matter? 1,2,3,4,5

•

During the past month, how often have you felt the child did things
that really bother you a lot? 1,2,3,4,5

•

During the past month, how often have you felt angry with
him/her? 1,2,3,4,5

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? 1,2,3,4,5

•

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 IX: Supervision
•

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? 3

•

Are there family rules about what television programs he/she is
allowed to watch? 3

Latent Variable X: Family Stability
•

Marital/Cohabitation status of child’s parent(s) in the household 1,2,3,4,5

•

How many times has the child moved to a new address? 1,2,3,4,5

Latent Variable XI: SES
•

What is the highest grade of school mother has completed? 1,2,3,4,5

•

Was anyone in the household employed at least 50 of the past 52
weeks? 3,4,5

•

Derived- poverty level of this household based on DHS Poverty
guidelines 1,2,3,4,5

•

During the past 12 months did the child receive free or reduced cost
breakfasts or lunches at school? 2,3,4,5
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Variable Grouping XII: Neighborhood Characteristics
•

People in this neighborhood help each other out- would you say
that you…1,2,3,4,5

•

We watch out for each other’s children in this neighborhoodwould you say that you…1,2,3,4,5

•

There are people I can count on in this neighborhood-would you
say that you…1,2,3,4,5

•

If my child were outside playing and got hurt or scared, there are
adults nearby who I trust to help my child- would you say that
you…1,2,3,4,5

•

How often do you feel your child is safe in your community or
neighborhood? 1,2,3,4,5

Manifest variables not subsumed under a latent factor
• In general how would you describe child’s health very good, fair or poor?2
•

Since starting kindergarten has he/she repeated any grades? 1

•

How often do you feel the child is safe at school? 2,3

•

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 school?1,2,3

•

Mother’s age at child’s birth1,2

Key: 1- variable is included in model of children with reported conduct problems only
2-variable is included in model of children with reported conduct problems and attentional difficulties
3-variable is included in model of children with reported conduct problems and anxiety or depressive symptoms
4-variable in included in multi-group model of all children with reported conduct problems
5- variable is included in model of children identified as resilient
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APPENDIX C: ORIGINAL MODEL USED FOR EACH ANALYSIS BEFORE MODIFICATION
Neighborhood
Characteristics
There are
people I can
count on in this
neighborhood

We watch out
for each other’s
children in this
neighborhood

Involvement
in activities

If my child
were outside
and got hurt
there are adults
I trust to help

How often do
you feel child
is safe in
neighborhood
?

People in
this
neighborh
ood help
each
other

Mother born in
US/Respondent
Language

During the
past 12
month has
child
participated
in any other
activities

How
much
tv
does
child
watch
?

How
often
attend
religiou
s
services
?

In last 12
months was
child
involved in
sports?

In last 12
months was
child
involved in
any clubs?

Parent’s health
Sibling variables

Interview
conducted
in another
language

Child’s mother
born in the US?

Is there
someone you
can turn to for
day to day
emotional help
with
parenthood?

How well are
you coping
with demands
of
parenthood?

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

Family stability

During the past 12
months was there
any time the child
was not covered by
health insurance?

Does
insurance
meet
needs?

Marital/coh
abitation
status

# of kids less
than 18 in
house

Birth position

Special
Education

Child health

In general how
would you
describe child’s
health?

In
general,
how is
mother’s
physical
health?

# of times
child moved
homes

Does the child
have an IEP?

Has the child ever
been diagnosed
with a learning
disability?

184

Media
Parent/child
relationship

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

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

Achievement

How often
have you felt
angry with
your child?

Are there family
rules about
television
programs?

During an average
weekday how
much time does
child watch tv,
play video games?

SES

Poverty level

Anyone in
house
employed 50 of
52 weeks?

How often
attend
events child
participated
in

Since starting
kindergarten
has the child
repeated any
grades?

race

Child qualifies
for free/reduced
lunch?

Highest grade
mom
completed

Cauca
sian

Supervi
sion

Parent
Involvement

Re:
child’s
friends
have you
met all,
some,
none?

Does the child
care about
doing well in
school?

How many
days did all
family
members
eat
together?

During
the past
week did
child take
care of
self?

Are there
rules re: what
TV programs
can be
watched?

African
American

Multiracial

Other
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