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signs of oppositional defiant disorder.3

The criteria for diagnosis are set out in
table 1, p20. In the Office for National
Statistics survey published in 2005,4

5% of children met these criteria, so it
is a common disorder.

CONDUCT DISORDER
In older children persistent antisocial
behaviour is classified as conduct
disorder. This includes more serious
antisocial behaviours such as those
listed in table 2, p20. Three of the
features listed are needed to establish
the diagnosis. 

At any age, antisocial behaviour is
on a continuum, and while the most
severe 5% or so will meet diagnostic
criteria, those falling short are often
described as having conduct
problems.

Will younger children grow out of
their behaviour? The answer is that
many will not, and epidemiological
follow-up surveys repeatedly show
that the risk of poor outcomes in
antisocial children is very high. Taking
the worst 5% aged seven, by the time
they are in their mid-20s, they will
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have grossly elevated risk (between 
five- and ten-fold) of: 
•Serious drug misuse
•Repeated offending
•Violence to partner
•Teenage pregnancy
• Leaving school with 
no qualifications
• Living on state benefits 5

Looking back, 90% of recidivist
young offenders showed persistent
antisocial behaviour in early
childhood.6 The long-term financial
costs are also high. Such children cost
society ten times more than children
without behavioural difficulties,7

estimated at up to £1 million by their
mid-30s.8

CAUSES 
The causes are multiple, but two sets
of factors stand out. First, genetic
predisposition. Even children adopted
away from violent or criminal parents
have three or four times the rate of
antisocial behaviour;9 characterised
by more irritable temperament,
poorer attention span and lower IQ.10

Second, poor parenting, characterised

AN EXHAUSTED MOTHER
BRINGS HER SIX-YEAR-OLD
CHILD TO THE SURGERY.
SHE COMPLAINS THAT HE  

is constantly arguing with her and
refuses her requests to get dressed,
get ready for school, tidy his room, 
eat nicely, go to bed and so on. Not
infrequently he has screaming tantrums.
During the consultation you note that
he is pulling out several of your patient
information leaflets and dropping
them on the floor. The mother’s
attempts to stop this are ineffective.

Is this just a stage the child is going
through, or does it signal serious
trouble ahead? This article provides
some pointers on assessment and
treatment in light of the NICE guideline
on antisocial behaviour and conduct
disorders, launched in March 2013.1

OPPOSITIONAL DEFIANT
DISORDER 
The age at which individuals are most
physically aggressive is 22 months.2

However, some children fail to inhibit
this normal aggression and by the
time they are three or four are showing

A

B
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practice. The programme should be
delivered by practitioners who have
attended training in the evidence-based
programme and who receive supervision
at least monthly from an expert.1

Discovering whether a parenting
programme has these components is
easy by consulting the Department 
for Education hosted website where 
all parenting programmes being 
offered in England are evaluated:
www.education.gov.uk/commissioning-
toolkit

The recent NICE guideline confirms
that there is ample evidence from more
than 60 randomised, controlled trials
that such programmes are very 
effective, with an average effect size 
of 0.6 standard deviations.1

Such groups are becoming
increasingly available, following the
training of 4,000 practitioners by the
National Academy for Parenting
Practitioners from 2007 to 2010,16 and
now training of CAMHS staff by the new
Children and Young Persons’ Increasing
Access to Psychological Therapies
initiative (CY-IAPT).17

For older children, aged 10 to 17, there
are effective interventions such as anger
management CBT and parenting groups
for adolescents.1 At present these
programmes are much less widely
available.

At any age there is no convincing
evidence that medication is a suitable
treatment for antisocial behaviour. 
In exceptional circumstances, after
everything else has been tried, under
specialist supervision low doses of
antipsychotics such as risperidone may
be given for short periods. However,
there are serious side-effects such as
metabolic changes and marked 
weight gain.1

Where there is coexistent ADHD,
stimulants often not only improve the
ADHD symptoms but also improve 
the antisocial behaviour. This is not true
in the absence of ADHD.1

NEW DEVELOPMENTS
There is increasing evidence that in
addition to promoting antisocial
behaviour, harsh and inconsistent
parenting leads to epigenetic 
changes, cortisol dysregulation, 
raised inflammatory markers such as 
C-reactive protein through to adulthood,
and brain changes.18

The latest edition of the American
system for diagnosing psychiatric
disorders, the Diagnostic and Statistical
Manual fifth edition (DSM 5),3 launched 
in May 2013, controversially includes 
a new diagnosis, disruptive mood

parenting by parents who have
antisocial tendencies, mental health
problems such as alcohol or drug
misuse or depression, argue a lot, or
where there is domestic violence 
•The child may have coexistent
attention deficit hyperactivity disorder
(ADHD) characterised by a short
attention span and distractibility,
inability to sit still or constant fidgeting
and restlessness, and inability to inhibit
responses, e.g. frequently blurting
words out of turn, unable to wait in
line, etc.3 A general or specific learning
disability such as dyslexia may be
present. Ask how the child is doing at
school. Antisocial behaviour does not
automatically mean the child will be
near the bottom of the class, or even
be on the autistic spectrum.

REFERRAL
If severity is moderate, referral to an
evidence-based parenting group
(such as the Incredible Years13 or 
Triple P14) would be a good first move.
However, if this fails to make things
better, or if there are comorbid
conditions in the child, such as ADHD,
or the parent, such as depression or
substance misuse, then referral to a
child and adolescent mental health
service (CAMHS) is indicated. 

If abuse, domestic violence or
neglect are suspected, then social
services must be informed.15

TREATMENT
The first-line treatment is an evidence-
based parenting programme delivered
in a group format. This should not be
just any parenting programme
delivered locally, but one that has NICE
approved components. It should be
based on social learning theory, with 
a published manual, including the
teaching of both positive parenting
strategies and calm limits setting,
reinforced by plentiful role play and

by inconsistent, angry outbursts and 
a lack of warmth or involvement by 
the parent in social activities with the
child.11 Indeed by ignoring the child
when behaving well, and giving
attention through angry interchanges
when behaving badly or by letting
them have their own way, parents are
inadvertently rewarding their children
for being antisocial.11 Such children are
also more likely to be insecurely
attached to their parents.12

ASSESSMENT
Watching and waiting is a reasonable
strategy if the antisocial behaviour is
not very severe, for example: 
•Events only occurring two or three
days a week 
• Insignificant harm to others
•Short lived (two or three months)
•Confined to one context (at home or
school) 
•Not seriously impairing the child’s life
(makes friends, satisfactory at school)
•Not seriously disrupting harmony in
the family 
•The parent is reasonably positive
towards the child and can set limits
sensibly

Asking about recent changes in the
child’s life may reveal triggers, such as
a mother returning to work, a sibling
falling seriously ill, parents splitting up. 

If the parent wants specific advice, 
a self-help book on parenting with
proven techniques is effective for
some,13,14 as is advice from local
voluntary sector parenting organisations.

Worrying signs
It is important to be vigilant for the
following signs:
•Severe tantrums or aggression
occurring almost every day, that lead
to damage or hurt others and that
have been going on for more than 
six months 
•Harsh, rough, or inconsistent

Table 1

Criteria for oppositional defiant disorder 

At least four of the following characteristics should be
present for at least six months:
•Tantrums
•Arguing
•Swearing at parents and others
•Disobedience
•Deliberately winding others up
•Blaming others for his/her mistakes
•Touchy
•Angry
•Spiteful

Table 2

Criteria for conduct disorder

Three of the following are needed to
make the diagnosis:
•Lying
•Stealing
•Aggressive fighting
•Staying out after dark
•Cruelty to people or animals
•Destruction of property
•Truancy
•Criminal acts
•Running away from home
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dysregulation disorder. This refers to
severe tantrums which many would
see as part of common or garden
conduct problems, but in the United
States have sometimes been
misdiagnosed as juvenile bipolar
disorder and the children given heavy
antipsychotic medication. 

The CY-IAPT initiative17 is training
CAMHS staff in individual parenting
programmes, where the parent is
coached live in the presence of the
child. This is particularly helpful in
more severe cases and for parents
who do not like groups; it can be
delivered in the home.

The NICE guideline on antisocial
behaviour and conduct disorders also
recommends early prevention through
social and emotional educational
programmes, and reviews evidence
showing the effectiveness of training
teachers to use similar behavioural
management techniques to reduce
disruptive behaviour in the classroom.1

Parents and teachers can find out
whether or not a child is likely to be
suffering from a significant antisocial
behaviour problem by filling in the
widely validated Strengths and
Difficulties Questionnaire online 
at the Youth in Mind website: 
www. youthinmind.info

The Government is experimenting
with free vouchers for parenting
programmes for all parents of 
under-fives in three areas of England,
Camden in London, High Peak in
Derbyshire, and Middlesbrough.19

As part of this, the authors are
developing an English online
parenting programme which should
become universally available in the
autumn and provide a resource for
parents whose children have mild
behaviour problems, or who just want
to hone their relationship skills.
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The age at which individuals are most physically aggressive
is 22 months. However, some children fail to inhibit this
normal aggression and by the time they are three or four
are showing signs of oppositional defiant disorder.

In older children persistent antisocial behaviour is 
classified as conduct disorder. At any age, antisocial behaviour
is on a continuum, and while the most severe 5% or so will
meet diagnostic criteria, those falling short are often
described as having conduct problems. Epidemiological
follow-up surveys repeatedly show that the risk of poor
outcomes in antisocial children is very high.

The causes are multiple but two sets of factors stand out. 
First, genetic predisposition. Even children adopted away
from violent or criminal parents have three or four times 
the rate of antisocial behaviour and second, poor parenting.

Watching and waiting is a reasonable strategy if the 
antisocial behaviour is not very severe. If the parent wants
specific advice, a self-help book on parenting with proven
techniques is effective for some. It is important to be vigilant
for severe tantrums or aggression occurring almost every
day, harsh, rough, or inconsistent parenting and coexistent
ADHD.

If severity is moderate, referral to an evidence-based 
parenting group would be a good first move. If this fails 
to make things better, or if the child or parent has 
a comorbid condition, referral to CAMHS is indicated. 
For older children, aged 10 to 17, there are effective
interventions such as anger management CBT and
parenting groups for adolescents.

Parents and teachers can find out whether or not a child  
is likely to be suffering from a significant antisocial
behaviour problem by filling in the widely validated
Strengths and Difficulties Questionnaire online at the
Youth in Mind website: www. youthinmind.info

At any age there is no convincing evidence that medication
is a suitable treatment for antisocial behaviour. In exceptional
circumstances, after everything else has been tried, 
under specialist supervision low doses of antipsychotics 
such as risperidone may be given for short periods.
However, there are serious side-effects such as metabolic
changes and marked weight gain. Where there is
coexistent ADHD, stimulants often not only improve 
the ADHD symptoms but also improve the antisocial
behaviour. This is not true in the absence of ADHD.

Useful information 

NICE
Different versions of the NICE guideline
on antisocial behaviour and conduct
disorders (CG158) including one for
carers www.nice.org.uk

Textbook of Child and Adolescent
Mental Health
Free and fairly comprehensive
textbook, including chapters on
oppositional defiant disorder and
conduct disorder
http://iacapap.org/iacapap-textbook-
of-child-and-adolescent-mental-health 

National Parenting Strategy (Scotland)
www.scotland.gov.uk/Publications/
2012/10/4789

Families First (Wales) 
http://wales.gov.uk/topics/
childrenyoungpeople/parenting/help/
familiesfirst/?lang=en 

We welcome your feedback
If you would like to comment on this
article or have a question for the
authors, write to:
editor@thepractitioner.co.uk 


