Using one childhood disorder, outline its characteristics, causes, and prevalence rates.
Part 1.
A conduct disorder is an overarching term used in the Diagnostic and Statistical Manual of Mental Disorders, 5TH edition (DSM-5,2013) that is used to describe both conduct disorder and oppositional defiant disorder. 
This essay will explore the characteristics, causes, and prevalence rates of conduct disorder including oppositional defiant disorder in children and adolescents.
Conduct disorder is defined as a child or young person who breaks social rules and causes disruption and distress to others by carrying out aggressive acts repeatedly and persistently (National Collaborating Centre For Mental Health and Social Care Institute for Excellence, 2013). Most conduct disorders are diagnosed when a child is over the age of three years old and can be classed as either early onset or adolescent onset. Antisocial behavior occurring before the age of ten is categorised as early onset conduct disorder whilst if it occurs after the age of ten this is known as adolescent onset conduct disorder. (NICE, 2018).
In order to diagnose conduct disorder it is imperative to understand that normal child and adolescent development contains a degree of aggressive and violent behavior (National Collaborating Centre for Mental Health and Social Care Institute for Excellence, 2013), however as explained by Moffit et al (2008), it is very important to take into consideration the context of the child’s behaviour in relation to their age together with the level, pattern, persistence, and impact of the behaviour, when picking a level of antisocial behaviour to diagnose as conduct disorder or oppositional defiant disorder. 
The DSM-5 (2013) states that to diagnose conduct disorder the child or young person must display antisocial acts for several months with at least three out of a potential fifteen criteria manifesting within the past twelve months. At least one criterion must also present in the past six months. There are fifteen behaviours listed which can be put into four classifications which are violence towards people and animals, deceitfulness or theft, destruction of property, and serious rule breaking. 
Evidence supports a developmental and hierarchical relation between conduct disorder and oppositional defiant disorder, with oppositional defiant disorder typically preceding conduct disorder (Silverthorn, 2001). Oppositional defiant disorder is mostly seen in younger children under the age of eleven and is a milder variant which consists of a pattern of negative, hostile, and defiant behavior. (Roberts 2013, Silverthorn, 2001). To diagnose ODD, four descriptors from a list of eight behaviours must be met. These eight behaviours consist of unusually frequent and non-age appropriate tantrums, often arguing with adults, often defying rules, and often displaying deliberately annoying behavior. Other symptoms are blaming others for their own actions, often presenting as touchy or annoyed, and often displaying angry, spiteful, or resentful behavior. (National Collaborating Centre for Mental Health and Social Care Institute for Excellence, 2013).

According to Murray et al (2013), Conduct disorder is caused by a combination of family factors, socio economic factors, and cognitive deficits. Moffit (2005) also concludes that conduct problems are hereditable and appear to be enhanced by environmental factors. Children with conduct disorder have been consistently shown to have poor mental functions which are largely associated with the frontal lobes. These include learning, reasoning, problem solving, reasoning, attention and concentration (Hobson et al., 2011). They also demonstrate a deficit of verbal skills (Lynam & Henry 2001).
Family factors such as poor parenting styles are also associated with conduct disorders with coercive, negative, and critical parenting playing a significant role. Likewise, poor parental supervision, low persistence with discipline, and a lack of consistency with rules can also lead to conduct disorder (Patterson, 1982). Children who witness domestic abuse are at higher risk of developing a conduct disorder as this may teach them that aggression is a normal and acceptable within a family dynamic, that it is an effective form of control, and that aggression is non consequential. (Cummings & Davies, 2002). Children who are severely and repeatedly beaten are at a higher risk of developing a conduct disorder as it results in them being less able to regulate their anger and teaches them that violence is an effective response to stress (Jaffee et al, 2003).
Ogundele (2016) discovered a strong correlation between socio economic deprivation and behavioral disorders in children and young people. Single parenthood and low financial resources are both examples of chronic stressors associated with poverty that have an impact on parental psychological functioning. In turn this has a negative impact on the parents behaviour and parenting methods, a consequence of which is unsupportive and less responsive parenting.
Early developmental trauma can also lead to young people to disassociate themselves from reality which causes them a lack of response to normal everyday cues. This behaviour is often perceived as threatening and strange to others. (Roberts, 2013).
Globally, conduct disorders are the most common mental health disorder of children and young people. In Western countries they are the most common reason for referral to CAMHS. (National Collaborating Centre for Mental Health and Social Care Institute for Excellence, 2013). The last report on the prevalence of mental disorders amongst children aged five to sixteen years old was carried out in 2004 by The Office of National Statistics. 69 percent of children with a conduct disorder were boys and were more likely to be in the older age group, aged 11 -16. A range of measures showed that more than half of children with a conduct disorder were rated as being behind with their schooling and were more likely to live in households containing four or more children. The 2004 survey also revealed that almost 40% of looked-after children and those who were victims of abuse and were on child protection or safeguarding registers, had a conduct disorder. (The Office of National Statistics, 2004). 
To conclude, conduct disorder is a combination of environmental and parenting influences combined with a potential inherited predisposition. Conduct disorder and oppositional defiant disorder not only affects the child or young person but others around them, with prevalence rates suggesting that it is a significant cause for concern within the UK.

Part 2.
This part of the essay will explore two relevant and empirically based interventions and treatments for conduct disorder and oppositional defiant disorder.
The first method is Functional Family therapy (FFT) which addresses family processes and aims to reduce negative and hostile patterns of communication. FFT focusses on replacing these with more positive interactions, boundary setting, and effective supervision. (Functional Family Therapy.org)
Heywood and Fergusson (2016) aimed to address the high rate of conduct problems by assessing 59 children aged between 9 and 16 years together with their families. A formal diagnosis of conduct disorder or oppositional defiant disorder was not necessary however child conduct problems were prevalent in all the participants. A single group outcome study with assessment points at the beginning of treatment, six months later, and twelve months later was carried out by ten therapists with FFT training. Parental satisfaction with the therapy was high with parents and teachers alike both reporting a reduction in behaviours associated with conduct disorders. This was combined with a notable statistical improvement across the assessments. It was concluded that FFT is effective and beneficial for conduct problem outcomes however effectiveness depends highly on family engagement. The results of this study were unfortunately limited as many families dropped out and refused further assessments so much data was lost. Ideally, future research should include a collection of data for at least 2 years post intervention over a wider spectrum of participants.
A study carried out by Sexton and Turner (2010) investigated the effectiveness of FFT as opposed to traditional probation services for the treatment of high risk behavior disordered children and young people in a community juvenile justice setting. This study was the largest single randomized trial of FFT and was made up of nine hundred and seventeen children aged between thirteen and seventeen years old plus their families. Thirty eight community based practitioners were involved, and participants were measured twelve months post treatment. Part of the children and young people received treatment using probation services whilst part received FFT in their homes over a period of three to six months. When the results were examined over all it was found that other than the children with the highest levels of family and peer risk levels, FFT was generally no more effective than probation to which it was compared On further examination however, it transpired that effectiveness depended entirely on each individual therapists adherence to the model with therapists who practiced with model specific adherence FFT achieving results of a reduction in both violent and minor crimes. It was concluded that variations in training level and competency amongst practitioners had a huge impact on the outcome. This criticism of the study could be addressed by systematically focusing on the method and quantity of training levels amongst practitioners. This would build an understanding of which therapist specific features influence the ability to produce positive outcomes in FFT. 
The next intervention that I have chosen is Parental Management Training (PMT). PMT is an intervention which focusses on training parents to alter the behaviours of their children by providing them with social learning techniques. (Kazdin, 2005).
Costin and Chambers (2007) conducted a study into the effectiveness of PMT as treatment for children diagnosed with diagnosed oppositional defiant disorder in which ninety four parents and their children were studied. The results were extremely positive and found that at both post treatment and at a five month follow up symptomatology was reduced significantly. They were able to conclude that PMT is a highly effective intervention for routine clinical practice. As Heywood and Fergusson (2016) concluded however, it would be beneficial to follow up the children for a prolonged period of at least two years post intervention to establish the long term effectiveness of this intervention method. 
A similar study by Kazdin et al (2017) implemented two variations of PMT for children referred to treatment for aggressive, hostile, and antisocial behavior. Half of the families were assigned to receive an enhanced version of PMT with various additions designed to increase bonding within the family whilst the other half of the families were assigned to receive standard PMT. The goal was to evaluate the impact of the various enhancements made and to note the outcome.  The trial showed that despite the alterations made there was no difference in outcomes.  This study concluded that children and parents made significant progress and improvement in both treatment measures and therefore PMT in general made marked changes to all the participants. At post treatment assessment most children fell within the normative range for problem and prosocial behaviours.
Despite these studies which show a superiority of PMT, a study conducted by Kling et al (2001) provided contrasting results. The effectiveness of PMT was studied on a group of one hundred and fifty nine children aged three to ten years old with conduct disorders. Ninety one children were treated using PMT whilst fifty five were treated with Care as Usual (CAU) by their parent or caregiver. The results showed no statistically different measures in effectiveness between PMT and CAU and no evidence was obtained that children with PMT fared better. This study did conclude however that children with the most severe behavior problems seemed to benefit the most from PMT, probably because there was more room for improvement for these children as they had significantly worse behaviours to begin with compared to children who did not change. Criticisms of this study are that there were an unequal number of families in both groups and there was no available data for the actual number of treatment sessions that both groups received.
To conclude, both FFT and PMT require cooperation from children, their caregivers, and professionals. More needs to be done to educate families particularly from disadvantaged areas or areas of low socio-economic status in order to ensure that the importance of boundaries, rules, and mutual respect are put into place from a young age. It seems that the core solution to both conduct disorder and oppositional defiant disorder lies within the parent or caregiver’s ability to parent adequately, assertively and successfully. 
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