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Clinical Profile and Co-morbidities of Conduct Disorder
and Oppositional Defiant Disorder in Bangladesh

SE SYED? MSIMULLICK®

Summary:

Background: Among juvenile behavior disorders, Conduct
Disorder and Oppositional Defiant Disorder (ODD) are
predominant ones and are of great concern because of their
high degree of impairment.

Materials & Methods: This descriptive cross-sectional study
was conducted in the department of Psychiatry,
Bangabandhu Sheikh Mujib Medical University and
National Institute of Mental Health, Dhaka, during the
period from August 2011 to November 2012 with sample size
of 81. During data collection, semi-structured questionnaire
designed by the researcher containing socio-demographic
variables and Developments and Well-Being Assessment
(DAWBA) — self, parent and teacher version were used.

Results: Symptom profile showed that oppositional symptoms
had no significant age or gender difference but aggressive
symptoms, status offenses and property offenses were clearly
more common among boys. Younger boys with Conduct

Introduction:

Behaviours that violate the rights of others and/or that
bring the individual into significant conflict with societal
norms or authority figures are called disruptive
behaviours and worldwide, disruptive behaviour
disorders (Conduct Disorder and Oppositional Defiant
Disorder) are amongst the most frequent reasons for
which a given youth is referred for mental health
evaluation. The essential feature of Conduct Disorder
is arepetitive and persistent pattern of behavior in which
basic rights of others or major age appropriate societal
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disorder showed more aggressive symptoms, but status offense
was more prevalent in older age group. Property offenses
showed no age difference. Psychiatric co-morbidity was
present in 48.1% respondents, among them; Attention-
Deficit/Hyperactivity Disorder (ADHD) was highest (24.7%).
ADHD was more prevalent in children with ODD and Major
Depressive Disorder was more common in Conduct disorder.
Total percentage of anxiety disorders was 14.8%.

Conclusion: This was the first study in Bangladesh exploring
the clinical profiles of Conduct disorder and Oppositional
defiant disorder in hospital setting. Absence of control group
and city based study places were the limitations of the
research.
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rules or norms are violated. Oppositional Defiant
Disorder (ODD) involves a pattern of angry/irritable
mood, argumentative/defiant behavior and
vindictiveness and is often considered as a precursor/
prodrome of Conduct disorder. !

Both disorders are classified under the broad heading
of Attention-Deficit and Disruptive Behavior Disorders
in Diagnostic and Statistical Manual for mental disorders
- 4th edition (DSM-IV). ODD is considered to be a sub-
syndrome of Conduct disorder in ICD-10 but DSM-IV
puts ODD as a separate diagnosis. 2

Conduct problems are common mental health concern
in childhood, affecting 5-8% of the population.® Long-
term outcomes are very poor, with three- to six fold
increases in the prevalence of adult criminal violence,
drug misuse, school failure, teenage pregnancy and
unemployment.* This problem is amplified in low- and
middle-income countries where child mental health
services are extremely limited. >

In Bangladesh, the prevalence of Conduct Disorder and
Oppositional Defiant Disorder was 2.9% and 5.9%
respectively in 5-10 years old children and prevalence
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in slum areas was much higher than those residing in
rural and urban areas.” In contrast, a nationwide survey
found 1.0% prevalence of each disorder in a community
survey. 8

A meta-analytic summary by Frick et al (1994) yielded
four clusters of symptoms and the four clusters are-
oppositional behaviours, aggression, property offenses
and status offenses. * DSM-IV also categorized the
symptoms of Conduct disorder under four sub-headings
which is quite similar to that of the above mentioned
clusters.

Early detection and management of Conduct Disorder
and Oppositional Defiant Disorder can potentially
prevent psycho-socialconsequences in adult life. It was
found in researches that conduct symptoms were the
most robust predictor of severe and persistent form of
anti-social behavior in later life!® whereas ODD
symptoms were significantly associated with later
depressive symptoms (particularly among girls).!! There
is evidence that early school-based intervention in a
middle-income country substantially reduced child
conduct problems.'? But, worldwide, lack of data
gathering capacity was found to be a major deficit for
managing child and adolescent mental health
disorders.> This research was aimed to collect credential
baseline information in this country which will assist to
carry out further research in this field.

Materials and Methods:

This was a descriptive cross sectional study conducted
during the period from August 2011 to November 2012.
Children and adolescents aged from 5-17 years
diagnosed as Conduct disorder or Oppositional defiant
disorder were taken as sample from Dept. of Psychiatry,
Bangabandhu Sheikh Mujib Medical University
(BSMMU), Dhaka (both inpatient and outpatient
department) and Child guidance clinic (OPD), National
Institute of Mental Health(NIMH), Dhaka. The sample
size was 81, among them, 55 were from BSMMU and 26
were from NIMH. During data collection, semi-structured
questionnaire designed by the researcher containing
socio-demographic variables was used and
Developments and Well-Being Assessment (DAWBA)
—self, parent and teacher versions were used to generate
DSM-IV diagnosis.

In the first visit, DAWBA parents version and self
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version (in respondents over 11 years) was applied.
Teacher’s version was supplied to the parents and was
collected via parents during the second visit. Response
from either school teacher or house teacher’s was
accepted. Some of the respondents did not came back
for further follow up and some of them stopped going
to school, that’s why teacher’s version could not be
applied. Some parents refused to convey the sheet to
the teacher. The percentage of missing teacher data was
62%.

DAWBA is an internationally well accepted research
instrument and a novel package of questionnaires,
interviews and rating techniques designed to generate
DSM-IV and ICD-10 psychiatric diagnoses among
children and adolescents of 5 to 16 years (extended up
to 18 years). This instrument has been translated in
Bangla and standardized and validated by Mullick MSI
et al.” The validated Bangla version of DAWBA was
used in this study. Data was analyzed using Statistical
Package for Social Science (SPSS), version 17.0 for
Windows.

Results:

The study showed that among 81 samples, 32 respondents
had Oppositional Defiant Disorder and 49 had Conduct
Disorder. There was male preponderance and the male-
female ratio was 2.5:1. Symptoms were analyzed according
to four clusters of behavior problems (Table 1).

Table-1

The four clusters of behavioural problems.

Clusters Symptoms

Cluster- I: Oppositional Temper outbursts, Arguing,

behaviours Defiance,

Annoy others, Blame others,
Touchy,
Angry, Spiteful, Vindictiveness

Cluster- II: Aggression Bullying, Start fights, Used
Weapon,

Forced sex, Cruelty, Hurt
animals,

Mugging.

Cluster-11I: Property offenses Frequent lying, Stealing,
Breaking in,
Vandalizing, Setting fire

Cluster-1V: Status offenses Staying out late, Running away

from home, Truancy.

Present study found that girls with ODD had more
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oppositional symptoms than boys but the difference
was not significant (p= 0.08). Among the respondents
with Conduct Disorder, majority had Oppositional
symptoms (>70%) and girls showed a slightly higher
rate of oppositional behaviors than boys (Figure 1) but
the difference was not significant. Aggressive
symptoms were common in boys and the difference was
highly significant (p=.001) (Table 2). Among the property
offenses, lying and stealing was common among girls.
Status offenses were more common in boys and the
difference was statistically significant (p=0.05) (Table
3). This study showed that younger children with
Conduct disorder showed more aggressive symptoms
than older and the difference was statistically significant
(p =0.026) (Table 4). Status offense was slightly more
prevalent in older age group and property offense
showed no age difference (Figure 2). About 39 (48.1%)
children/adolescents had one or more co-morbidities
along with ODD/Conduct disorder (Table 5). Attention
Deficit/Hyperactivity Disorder (ADHD) was present in
43.8% of children with ODD and 12.3% with conduct
disorder. Major depressive disorder was present in
22.4% of conduct disorder and in 3.1% of ODD
population. Total percentage of anxiety disorders
(Obsessive Compulsive Disorder, Separation anxiety,

Speific phobia) was 14.8%. Apart from DSM-IV
diagnosis, many girls with Conduct disorder (60%) had
history of self-harm.

Discussion:
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Fig.-1: Multiple bar diagram showing mean percentage

of symptom clusters in boys and girls with conduct
disorder (n=49).

Boys

Table-II

Comparison of aggressive symptoms in boys and girls with Conduct disorder (n=49)

Boys (n=39) Girls (n=10) Total (n=49) P
n % n % n % 0.001**
Bully 30 76.9 0 0 30 612
Start fights 15 385 1 10.0 16 327
Use weapon 7 179 2 20.0 9 184
Cruel 4 103 0 0 4 82
Hurt animals 6 154 0 0 6 12.2
Mug 3 7.7 0 0 3 6.1
Forced sex 0 0 0 0 0 0
c2=23.827,df=6
Table-IIT
Comparison of status offenses in boys and girls with Conduct disorder (n=49)
Symptom Boys (n=39) Girls (n=10) Total (n=49) P
n % n % n % 0.05*
Stay out late 24 61.5 6 60.0 30 61.2
Run away 13 333 2 20.0 15 30.6
Truant/bunk 25 64.1 4 40.0 29 59.2

¢?=7.527,df=3
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Table-IV

Comparison of aggressive symptoms in two age groups of Conduct disorder (n=49)

Age <11 yrs (n=6) Age>11 yrs (n=43) Total (n=49) P
n % n % n % 0.026*
Bully 6 100.0 24 559 30 612
Start fights 3 50.0 13 303 16 327
Use weapon 2 333 7 16.3 9 184
Cruel 2 333 2 477 4 82
Hurt animals 4 66.7 2 477 6 122
Mug 0 0 3 7.0 3 6.1
Forced sex 0 0 0 0 0 0
c?=11.092, df=4
[ Oppositional
M Aggession
80.0% [I Property offense
[ Status offense
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
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0.0% +

Age below 11 yrs

Age 11 yrs or above

Fig.-2 : Pyramid diagram showing mean percentage of symptom clusters in two age groups
of conduct disorder (n=49)

Table-V

Frequency distribution of the co-morbidities (n=81)

ODD (n=32) CD (n=49) Total (n=81)
n % n % n %
No co-morbidity 13 40.6 59.2 ) 519
ADHD 14 43.8 6 123 20 247
Major depressive disorder 1 31 11 224 12 14.8
Anxiety disorders 8 250 4 82 12 14.8

This study was aimed to obtain credible baseline data
about Conduct Disorder and Oppositional Defiant
Disorder and to find out the common co-morbidities of
these two disorders which can be of great help in clinical
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meta-analysis yielded
problems: oppositional b

d four types of symptoms/

behavioral problems based on a meta-analysis of 44
factor analytic studies of more than 28000 youths.? This

four clusters of behavior
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problems, property offenses, and status offenses (Table
1). The same clusters were confirmed in two
independent studies. 13-14

We found that oppositional symptoms were more
frequently present in girls with Oppositional Defiant
Disorder than boys but the difference was not significant
and there was no age difference as well. Lahey et al
(2000) also revealed that there were no gender
differences in oppositional behavior between two
sexes. 3 Respondents with ODD did exhibit some of the
conduct symptoms (eg- lying, stealing, truancy, physical
fights, bullying) which was not enough to diagnose
Conduct disorder. These conduct symptoms were similar
between boys and girls but slightly higher in older
children. A follow up study found that, of all the conduct
symptoms, physical fighting is the best predictor of the
onset of Conduct disorder in a child."

Among the respondents with Conduct disorder, majority
had Oppositional symptoms (>70%) and girls showed a
slightly higher rate of oppositional behaviors than boys.
But aggressive symptoms were common in boys and
the difference was highly significant (p=.001). Among
the property offenses, none of the girls had behaviors
like breaking in, vandalize or setting fire. But lying and
stealing was common among girls. This finding is
supported by two studies 314 who concluded that
aggression and property offenses were more common
among boys, but they also found no gender difference
in status offense which is not consistent with the
findings of present study. In this study, status offenses
(Running away, staying out late, truancy/bunking off)
were more common in boys and the difference was
statistically significant (p=0.05).The possible
explanation could be that, girls in our society are raised
up with caution and girls enjoy much less freedom than
their male counter-parts. A girl below 18 is hardly allowed
to go out of home alone which is common for boys of
similar age. This lack of freedom could be the cause
why girls of Bangladesh showed less status offenses
than boys. None of the respondents reported of forcing
someone into sexual activity and the symptoms like
setting fire, breaking in, vandalizing and mugging were
less frequently reported which is in concordance with
an Indian study who also found these symptoms
infrequently which differs from the reports from the
Western countries. '

This study also showed that aggressive symptoms were

more prevalent among younger boys with Conduct
disorder than older and the difference was statistically
significant, but status offense was slightly more
prevalent in older age group. Property offense showed
no age difference. This finding is totally consistent with
the findings of Maughan et al (2004) who suggested
that a substantial age related rise occurs in status
violations along with a less marked increase in non-
aggressive conduct problems (such as property offense
and frequent lying), in contrast physically aggressive
symptoms declines with age. !4

In this study, 48.01% respondents had at least one co-
morbid axis-1psychiatric disorder. A South Korean study
found that about 96.9% adolescent s with Conduct
disorder had psychiatric co-morbidity.!” In a four year
follow up study, it was reported that among children
with ADHD, 65% had comorbid ODD and 22% had
Conduct Disorder.! Among the co-morbidities, Attention
Deficit/Hyperactivity Disorder (ADHD) was found in
43.8% of children with ODD and 12.3% with Conduct
Disorder. ADHD seemed more strongly linked with
oppositional than with conduct symptoms which is
supported by the findings of a study who used the
similar research instrument in a nationally representative
sample of 10,438 children in UK.'* The present study
found that comorbidity between ODD and ADHD was
stronger in girls but no gender difference between
Conduct Disorder and ADHD. Maughan et al (2004)
also suggested a clear tendency of girls having comorbid
ADHD than boys.!* Major depressive disorder was
present in 22.4% of conduct disorder and in 3.1% of
ODD population. On the other hand, Anxiety disorders
were more common in ODD than with Conduct Disorder
(25% versus 8%). Depressive disorders showed clear
girl preponderance but anxiety disorders did not. These
finding are congruent with Maughan et al (2004) except
one fact that they found anxiety disorder more common
in girls.

Conclusion:

Despite a number of limitations, this study provided
base line data in the field of childhood behavioural
problems in Bangladesh. This was the first study to
explore the symptom profiles and common co-
morbidities of ODD and Conduct disorder in Bangladesh
which will help in the management of Conduct disorder
and ODD. Symptom analysis revealed that type of
behavioural problems varies with age and gender and
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researcher recommends that treatment modules can be
developed according to symptom presentation. The
study has used validated instruments and detailed
measures and the findings can be used in future studies
yet the researchers should view the findings as
provisional and approximate.
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