Mental Health and Well-being in Children and Young People 

Using one childhood disorder you have studied, outline its characteristics, causes and prevalence rates (1000 words) 
Discuss appropriate interventions and treatments for this childhood disorder (1500 words)

This essay will explore Conduct Disorder (CD), as well as looking at Oppositional Defiant Disorder (ODD) in young children and adolescents. Firstly, this essay will outline characteristics, possible causes and prevalence rates and secondly will discuss relevant and appropriate interventions/treatments. Conduct Disorders are very common in young children and adolescents and have been found to be the most common reason for young people to be referred to child psychiatrists (Baker, 2012). Research into both CD and ODD has shown that they are very strongly linked developmentally but also both have different features (Loeber, R., Lahey, B. B., & Thomas, C. 1991).
Both the ICD 10 and the DSM-IV define Oppositional Defiant Disorder (ODD) as repetitive, persistent aggressiveness and defiant, antisocial behaviours. ODD can lead to Conduct Disorders (CD) in adolescent years and is often comorbid with several other psychiatric conditions, including depression and ADHD (Loeber, R. 2000). The DSM-IV states that ODD in young children can develop into severe CD problems as they reach adolescence, affecting their social and academic skills. Both CD and ODD overlap one another but can be differentiated as ODD often occurs in younger children, whereas, CD often does not develop until adolescence. With the issue of age being considered, the DSM-IV divides CD into two types, the childhood-onset type, and the adolescent-onset type. The childhood-onset type refers to children who experience symptoms of CD before they are aged ten and with the adolescent onset type, they must not have experienced any symptoms before they are aged ten. Many of the antisocial behaviours stated in the ICD 10 and the DSM-IV can happen as part of normal development in young children and adolescents, but only in moderate forms, it is when these behaviours begin happening more than normal or more severe than normal that CD is considered. So, there is a clear difference between forms of CD and antisocial behaviour, the difference being that CD is a consistent pattern of these behaviours. 
Characteristics of ODD include being argumentative and often losing one’s temper with adults, displaying anger and resentment, refusing to comply with rules set by adults, and being spiteful and vindictive. ODD does not involve serious violations of other’s rights, whereas, CD does. At least four of these behaviours must be displayed persistently over a six-month period before ODD can be diagnosed. Symptoms for CD in the DSM-IV are more severe than those of ODD, according to the DSM-IV CD can be characterised under these four headings; aggressiveness to people and animals, property destruction, theft and deceptiveness and serious rule violation. Examples of behaviours include; physical cruelty, bullying, stealing and running away from home. CD can also cause young children to struggle in social situations and they may find relationships and communication difficult. Conduct problems often lead to an inability to understand others, and difficulty empathising with others. In terms of cognitive factors, it has been found that young people with CD cannot recognise emotional stimuli and do not have the cognitive ability to control their emotional behaviour (Sterzer, P., Stadler, C., Krebs, A., Kleinschmidt, A., & Poustka, F. (2005). Children with any conduct problems have unfavourable futures, they often go on to lead criminal lives and unemployment is a vast issue, they are also more likely to fail in the school system. It has been stated that a young person with CD or ODD, in adulthood, costs more than ten times a person without any problems (S. R., Woolfenden, K. Williams., &  J. K,. Peat 2002). 
Conduct disorders can be caused by several different biological, psychological and social factors, all of which overlap. Steiner, H., & Remsing, L. (2007) stated that the causes of ODD can be very complex, and often can be a mixture of several factors in a young child’s life. Firstly, parental actions can influence CD, this is supported by a longitudinal study conducted by Vuchinich, S., Bank, L., & Patterson, G. R. (1992). Their study which looked at the link between parental discipline practices, peer relationships, and antisocial behaviour found that harsh, abrasive and inconsistent parenting can have a strong effect on antisocial behaviour, one of the most common symptoms of CD. Kazdin (1995) also supported this as he suggested that parents can influence CD by passing on their antisocial behaviours to their children, meaning that antisocial conduct can be a learnt behaviour. However, despite the support for the study conducted by Vuchinich, S., Bank, L., & Patterson, G. R. (1992), their sample was focused on preadolescent boys, which makes applying this research to girls difficult. Murray, J., & Farrington, D. P. (2010) looked at risk factors for CD and concluded that the most important risk factors for CD are poor parental supervision, erratic parental discipline, poor parental attitudes, abuse, and conflict between parents. This suggests parenting has a vast impact on the way a child behaves. 
Low IQ and poor educational skills have also been proposed to contribute to the causes of CD. Reading is often very challenging for young people with ODD/CD (can be co-morbid with learning difficulties, e.g. dyslexia). In the education system, children are required to use their verbal and language skills, children with ODD/CD often find this difficult, this will often lead to a relationship breakdown between the child and their school. Additionally, conduct problems are strongly correlated with poverty, poor schools, family breakdowns and unorganised neighbourhoods. (Baker, 2012). This suggests that CD can be caused by the environment a young child is living in. Baker (2012) proposed that CD can possibly be an inherited trait, meaning that CD can be caused by both Nature and Nurture. As well as this, conduct problems can stem from other difficulties a young child may be having. Learning disabilities, ADHD, depression, autism and substance abuse have all been found to be linked to CD (Baker, K. 2013). 
Conduct Disorders are more common among young boys in comparison with girls, and the risk in girls is lower than that in boys (Loeber, 1994). CD has been found to increase with age, alternatively, rates of ODD have been found to fall with age. Lifetime prevalence of ODD is, on average, 10.2%, and is higher for males (11.2%) than it is for females (9.2%) (Nock, M. K., Kazdin, A. E., Hiripi, E., & Kessler, R. C. 2007) and Baker, K. (2013) found that when looking at a sample of 10,000 children and 5 – 10% of these met DSM-IV criteria for ODD. Additionally, Murray, J., & Farrington, D. P. (2010) found that CD peaks with adolescent years. 
There are several different interventions that have been put in place to help young children and adolescents who have been diagnosed with a conduct disorder (CD). Many of the interventions aim to treat possible causes and the symptoms related to CD/ODD. As a result of CD, a young person’s family, academic and social interactions are all impacted. Therefore, interventions must look at all of these factors. 
Family interventions, which aim to assist the parents and the child, are one of the most popular methods used for children and adolescents with conduct disorder. There are many different family interventions that can be used such as parent management training and multisystemic therapy. Family therapy insists that relationships must have boundaries, and aims to change the family’s structural patterns by creating a structure of hierarchy within the family. For children, boundaries are essential, so clear boundaries must be set. This form of therapy also has the ability to be flexible, meaning that it can adapt to a particular family’s needs. Some of the key things discussed in family therapy are enmeshment, overprotection, rigidity, and lack of conflict resolution. S. R., Woolfenden, K. Williams., & J. K,. Peat (2002) conducted a study which looked at the effectiveness of parent and family interventions. The aim of the study was to determine if family and parenting interventions are effective in treating adolescents with CD. Their study looked at 749 children and adolescents all with conduct problems, aged 10-17. They looked at criminality, academic performance, parent mental health and future employment. To look at the different family interventions and their effectiveness they used randomised controlled trials, several different search engines were used in order to find different trials, including the Cochrane Controlled Trial Register (Cochrane Library, Issue 2, 1999). They then used meta-analysis to achieve their results. The study concluded that using family therapies for CD reduced the time young people with conduct problems spent in any institutions, including prison. As well as the reduction of time spent in institutions, their study showed that these interventions helped reduce criminal activity. The conclusions drawn from this study indicate that family interventions may help to reduce the cost of CD, as young people will be spending less time in institutions.   
[bookmark: _GoBack]Multisystemic therapy is a family intervention which aims to reduce the risk factors of CD and to provide parental support. This form of therapy assists in overcoming disruption in the family.  Multisystemic therapy can take place in the home environment, where the conduct problems are most prevalent. Multisystemic therapy targets adolescents who have severe conduct issues, including vandalism and violence. The main feature of multisystemic therapy is to ensure parents have the variety of skills needed to address the problem, mostly focusing on structural family therapy and can also involve marital therapy for parents (Baker, K. 2013). One piece of research that explores the effectiveness of multisystemic therapy has been conducted by Huey Jr, S. J., Henggeler, S. W., Brondino, M. J., & Pickrel, S. G. (2000). They aimed to investigate how the mechanisms used in multisystemic therapy decreased delinquent behaviour, a major symptom of CD. By using two different samples, they found that this form of therapy improved family functions and relations. They also concluded that there was a decrease in delinquent behaviour after therapy. However, the samples used in this research were African American and Caucasian, suggesting that there may be cultural differences, making the research difficult to apply to Western cultures. 
As well as multisystemic therapy, parent management training is used as a family therapy for CD. Kazdin (1997), as cited by Ogden, T., & Hagen, K. A. (2008), stated that parent management training is one of the most promising approaches for children with CD. Parent management training is based on findings that conduct problems are developed and sustained at home by ineffective parenting and the relationship between the parent and child. This form of therapy is used mostly for children under eight years old (in contrast to multisystemic therapy). In parent management training, parents are taught to interact differently with the child, and taught strategies to help reinforce good behaviours, while also dealing effectively with the unwanted behaviours. There are five skills a parent is taught whilst in parent management training; discipline and the ability to set limits, positive involvement, supervision, problem solving, and skill encouragement. This set of skills help family members to negotiate effectively, establish suitable rules, and discourage any form of delinquent behaviour (Ogden, T., & Hagen, K. A. 2008). Parent management training can be used individually, but also with both the parents and child. Professionals must ensure that they have the full commitment of the parents and that parents believe that there is a need for an intervention. (Baker, K., 2013). Early research has shown that parent management training is effective, this research is based on findings from 19 young boys who received parent management training as a result of aggression. It was found that 63% of the boys in treatment reduced their aggressive behaviour (Patterson, Chamberlain, & Reid, 1982 as cited by Ogden, T., & Hagen, K. A. 2008). More recent studies have also supported these findings. 
A recent study based in Norway has researched the effectiveness of parent management training on CD (Ogden, T., & Hagen, K. A. 2008). The aim of this research was to evaluate the success of parent management training using a sample of families attained from Norway, Ogden, T., & Hagen, K.A (2008) aimed to look at the way in which this therapy effected external behaviour and parenting skills. They also aimed to look at whether changes in parenting skills, changed a child’s behaviours. In this research 112 children were used, and their parents, 90 of these were boys and 22 were girls. All participants used were aged 4 to 12 years old. 59 of these families were given parent management training and 53 were assigned to normal services. This method was used to compare whether parent management behaviour was more effective than normal treatments. All parents in this research had reported severe conduct problems with their children. To avoid any ethical issues all parents were directly informed of the research and asked to fill out a form giving their consent. The results indicated that parent management training was effective in improving parental discipline, more effective parental discipline showed better conformity from the child. Parents in the parent management training group were found to have improved their skills significantly more than those who did not receive parent management training. Also, children in the parent management group scored considerably lower in the behaviour problems category, in comparison to the regular therapy group. This piece of research is useful in showing the positive effects of parent management training on both the child and their families. However, this study is conducted in Norway, meaning that cultural differences may be an issue when applying this to Western culture. Also, there was not an equal amount of both boys and girls used. An equal number of boys and girls would ensure that researchers would be made aware of any gender differences in treatments for CD.
In conclusion, more detailed research into the risk factors of CD/ODD is needed, this will assist professionals in providing effective treatments and interventions for adolescent and young children. For example, not all participants responded well to parent management training, to ensure that all young children and their families are offered an equally effective chance at therapy then future research must look at why some families do not show any benefits from parent management training Ogden, T., & Hagen, K. A. (2008). This would enable professionals to target families using a different form of therapy. 
Current research, seen in this essay, focuses mostly on older children and adolescents. Additional research into younger children and ODD is also needed. This would provide professionals and organisations with the tools for effective treatments in regard to younger children and could possibly help in preventing the development of more severe CD in adolescents. 
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