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PRACTICE PARAMETER FOR THE ASSESSMENT AND TREATMENT OF 
CHILDREN AND ADOLESCENTS WITH OPPOSITIONAL DEFIANT DISORDER  

  
 

 ABSTRACT 
 
Oppositional defiant disorder (ODD) is a common clinical problem in children and 

adolescents. Oppositionality and associated types of aggressive behavior are among the most 
common referral problems in child psychiatry. Grouped among the disruptive behavior disorders, 
ODD is frequently comorbid with other psychiatric conditions and often precedes the 
development of conduct disorder (CD), substance abuse, and severely delinquent behavior. 
Youth with ODD may also have specific CD behaviors, such as aggression.  Although compared 
with CD there exists a smaller and less sophisticated empirical database for ODD, this parameter 
draws upon the existing ODD and CD literature to make recommendations regarding diagnosis 
and treatment of ODD. ODD’s etiology is complex and its development is based on a cumulative 
risk/protective factor model that combines biological, psychological, and social factors. 
Recommended treatment is multimodal and extensive, involving individual and family 
psychotherapeutic approaches, medication, and sociotherapy. Methodologically sound controlled 
clinical trials are lacking.  Key Words: practice guideline, oppositional defiant disorder, child 
psychiatry, diagnosis, treatment. 
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INTRODUCTION  
 
Oppositional defiant disorder (ODD), grouped among the disruptive behavior disorders 

(DBD), is one of the most commonly encountered clinical disorders in children and adolescents. 
The clinician is most often alerted when problems with oppositionality, vindictiveness, 
negativistic and hostile behavior, and other forms of associated aggression (including verbal 
threats and physical acts) create a significant disturbance in social, academic, or occupational 
functioning. ODD is frequently comorbid with other psychiatric conditions and often precedes 
the development of conduct disorder (CD), substance abuse, and severely delinquent behavior. 
Treatment of ODD may be particularly problematic and often demands multimodal treatment, 
involving psychosocial and, occasionally, medication therapy. There is some evidence that early 
intervention is preferable, is more likely to succeed, and prevents progression into the more 
problematic disturbances listed.   

These guidelines are applicable to the evaluation of child and adolescent patients aged 18 
and younger. The term “child” refers to both adolescents and younger children unless explicitly 
noted.   
 
METHODOLOGY  

 
A National Library of Medicine search was initially performed in 1999, covering the 

preceding 5 years. Using a combination of PsycINFO and Melvyl on-line systems, the following 
topics were reviewed: oppositional defiant disorder (290 articles), oppositional defiant disorder 
and adolescence (53 articles), oppositional defiant disorder and delinquency (8 articles), 
disruptive behavior disorder (285 articles), aggressive behavior and adolescence (255 articles), 
aggressive behavior and delinquency (83 articles), and treatment of delinquency (97 articles). 
This search was updated periodically (most recently in May 2005) to identify new articles. Some 
pertinent publications published before the 5-year search period were also reviewed, as were 
review articles addressing these issues. Especially important and salient references are preceded 
by an asterisk.  In determining the final list of references to be included in this document, we 
relied heavily on recent reviews and summaries of the literature in order to keep the list 
manageable.  
 
BRIEF HISTORY   

 
The diagnosis of ODD, suggested by the Group for the Advancement of Psychiatry in 

1966, appeared for the first time in DSM-III (APA, 1980). More extensive field trials provided 
information for the latest permutation of the diagnostic category in DSM-IV-TR (APA, 2000. 
The creation of a psychopathological grouping containing disorders of antisocial/aggressive or 
socially disruptive conduct remains controversial (for more detailed discussion, see Connor, 
2002; Steiner and Karnik, 2004).  Empirical support for the diagnosis has also not been uniform. 
However, the latest factor analysis suggests significant coherence of ODD behaviors contained 
in the diagnostic criteria (reviewed in Burke et al., 2002; Loeber et al., 2000).   
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EPIDEMIOLOGY  
 
The current epidemiology has been reviewed in several publications (Angold et al., 2002; 

APA, 2000; Burke et al., 2002; Connor, 2002; Loeber et al., 2000) to be summarized below. Past 
modifications in the DSM have made diagnostic criteria more stringent, resulting in reduced 
prevalence. In the DSM-IV there were only minor modifications (APA, 2000). The community 
prevalence of the disorder is reported as ranging widely, between 1% and 16%, depending on 
which criteria and assessment methods are used, which time window is considered, and how 
many informants are utilized (Loeber et al., 2000). Good data on the prevalence of ODD in the 
preschool age range are lacking.  ODD, like CD, occurs mostly in lower socioeconomic groups 
(SES). The evidence regarding frequencies in rural vs. urban environments is inconsistent.  
Burke et al.  (2002) note that there appear to be some inconsistent age effects (higher frequency 
in prepubertal youth) and gender effects (boys tend to outnumber girls). There is an active debate 
in the literature as to whether the criteria are truly applicable to girls as well as boys (Connor, 
2002). The disorder is usually manifest by age 8 years (APA, 2000; Connor, 2002).  

 
ETIOLOGY/RISK FACTORS  

 
The best available data are contained in the body of research on CD, because, as of yet, 

there are no separate systematic investigations into the origin of ODD. Most authorities agree 
that single-cause or main-effects models are unlikely to do justice to the complexity encountered 
in ODD (Burke et al., 2002; Connor, 2002; Hinshaw and Anderson, 1996; Rutter et al., 1999) 
and that “Convincing evidence of causal links remains elusive.” (Burke et al., 2002) The most 
prevalent opinion is that ODD arises out of a complex mix of risk and protective factors 
originating in the biopsychosocial constellation of an individual. Loeber has illustrated the 
gradual stacking of factors in the genesis of CD (Burke et al., 2002).  A similar pyramid is likely 
to be relevant for the development of ODD. An expanded model would include a parallel set of 
protective factors, balancing the gradual aggregation of risk (AACAP, 1997). Comparatively less 
is known about protective factors, in part because there is an ongoing debate regarding their 
precise definition (Burke et al., 2002).  The current understanding of etiology has implications 
for early intervention, because as risk aggregates, our chances to succeed may diminish (Steiner, 
1999).   
 
BIOLOGICAL FACTORS 

Most authorities believe that biological factors are important in ODD, as there is familial 
clustering of certain disorders, e.g. DBD, attention-deficit/hyperactivity disorder (ADHD), 
substance use disorders, and mood disorders. The studies of the genetics of ODD produce mixed 
results (Burke et al., 2002). Temperamental factors have been implicated in the future 
development of disruptive behavior (Moffitt, 1993; Connor, 2002).  Baseline underarousal has 
consistently been found in persistently aggressive and delinquent youth and in those with ODD 
(Raine, 2002). Exogenous biological factors, such as exposure to toxins, exposure to nicotine in 
utero, and deficient nutrition and vitamins all seem to have effects,  but findings are inconsistent 
(Raine, 2002). Studies have implicated abnormalities in the prefrontal cortex, altered 
neurotransmitter function in the serotonergic, noradrenergic, and dopaminergic systems, and low 
cortisol and elevated testosterone levels (see Connor, 2002; Raine, 2002, for review). 
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PSYCHOLOGICAL FACTORS 
Attachment theorists have noted the similarities between the behavioral manifestations of 

insecure attachment (especially anxious-avoidant) and DBD (Lyons-Ruth et al., 1996). 
Oppositional behavior is seen as a special signal to an unresponsive parent. However, empirical 
findings have been inconsistent. Shaw and colleagues (2001) further elaborated the pathways for 
externalizing behavior disorders, suggested by social learning and attachment models. This study 
also confirmed Moffitt’s (1993) original hypothesis, i.e., that children with comorbid patterns of 
ADHD, ODD, and CD experience multiple intraindividual and contextual risk factors that begin 
in infancy and may lead to adverse personality formation in adulthood as the ultimate 
manifestation of risk (Rutter et al., 1999). 

Other important research is by Dodge (1991), who focused on aggressive children's 
deficient social information processing. Aggressive children underutilize pertinent social clues, 
misattribute hostile intent to peers, generate fewer solutions to problems, and expect to be 
rewarded for aggressive responses. 
 
SOCIAL FACTORS  

Ecological factors such as poverty, lack of structure, and community violence are 
believed to contribute to the likelihood of an ODD diagnosis, with different neighborhoods 
conferring different risks and contributing to vertical and horizontal spread (Burke et al., 2002; 
Connor, 2002.  However, Mash and Dozois (1996) call attention to the fact that in most studies 
of psychopathology and SES, the amount of the variance explained by SES is less than 1%. 
Intrafamilial social processes have consistently been implicated in the pathogenesis of disruptive 
behavior, especially by coercive family processes (Patterson, 1982), lack of parental supervision, 
lack of positive parental involvement, inconsistent discipline practices, or outright child abuse 
(see Connor, 2002, for discussion). 

 
CLINICAL PRESENTATION   

 
ODD consists of recurrent patterns of negativistic, hostile, or defiant behavior, creating 

disturbances in at least one of the three domains of functioning mentioned, lasting at least 6 
months. The diagnosis also refers to angry and vindictive behavior and problems with control of 
temper. Most of the behaviors are directed at someone, such as an authority figure. There is no 
pattern of major antisocial violations of the rights of others or of violations of age-appropriate 
societal norms or rules, as found in criterion A for CD and antisocial personality disorder (APD), 
although specific CD behaviors such as aggression or lying, for example, may be present. The 
diagnosis is not given if the symptoms appear only in the context of a mood or psychotic 
disorder. The identified behaviors are either not part of the developmental stage of the child (for 
example, coercive behavior around ages 2-3 and in early adolescence) or are severe compared 
with the expected behaviors for that stage, representing more troublesome behavior than 
normative oppositionality (Skovgaard et al, 2004; Wright et al, 2004; Thomas and Guskin, 2001) 

The diagnosis is not limited to a particular age group, but most commonly emerges in late 
preschool or early school-age children. ODD-type behaviors, on the average, appear 2-3 years 
earlier and the diagnosis implies more circumscribed disturbances of lesser severity than CD. 
Empirical data support that ODD is usually a milder form of psychopathology compared with 
other DBDs (American Psychiatric Association, 2000; Burke et al., 2002; Connor, 2002; 
Hinshaw and Anderson, 1996). While most empirical evidence supports a distinction between 
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ODD and CD within the ODD-CD spectrum, other evidence appears to support a distinction 
between ODD behaviors and aggressive CD behaviors and another that includes nonaggressive 
CD behaviors (Achenbach, 1991; Loeber et al., 2000). 

There is ongoing concern that ODD criteria (as well as CD criteria) may not adequately 
reflect gender differences. In particular, Zoccolillo (1993) has drawn attention to the fact that in 
early development (prior to adolescence), girls may manifest aggression in ways that are not 
captured by the current definitions, i.e., they may be less overtly aggressive and more covertly 
aggressive, especially in the context of relationships. Indirect (i.e. hidden, passive), verbal (as 
expressed in words rather than actions), and relational (as expressed in relationships) expressions 
of aggression may be more descriptive of girls’ oppositionality; however, they are not included 
in the definitions (Connor, 2002).  

Another concern is that diagnostic criteria are purely descriptive and allow only for 
limited contextual interpretation (American Psychiatric Association, 1994). It is challenging to 
clinicians to discriminate intraindividual disorder from contextual reaction (Steiner, 1999).  
 
NATURAL COURSE OF THE DISORDER  

 
The diagnosis of ODD is relatively stable over time, but most children (approximately 

67%) will ultimately exit from the diagnosis after a 3-year follow-up (Connor, 2002; Hinshaw 
and Anderson, 1996; Loeber et al., 2000). Earlier age at onset of ODD symptoms conveys a 
poorer prognosis in terms of progression to CD and ultimately APD. Many children who have an 
early onset of ODD later progress to develop CD (about 30%) (Connor, 2002; Loeber et al., 
2000). Those with earlier-onset ODD had a three-fold increase in CD.  Which children desist 
from this progression is not clear based on current diagnostic criteria. Even more crucial is the 
ultimate progression to APD. Extrapolating from studies of CD, where 40% will progress into 
APD (Zoccolillo et al., 1992), this implicates about 10% of a baseline cohort of ODD ending up 
with APD and other personality disorders (Zoccollillo et al., 1992; Rutter et al., 1999). Preschool 
children with ODD are likely to exhibit additional disorders several years later. With increasing 
age, comorbidity with ADHD (most common), anxiety, or mood disorders begins to appear 
(Lavigne et al., 2001).  
 
COMORBIDITY AND DIFFERENTIAL DIAGNOSIS   

 
Although the criteria of DSM-IV preclude formally making a diagnosis of ODD in 

presence of full CD criteria, the literature is not clear whether ODD and CD can be comorbid 
(APA, 2000). ADHD is a major differential diagnostic consideration because of substantial 
overlap between these conditions.  The distinction between ADHD, ODD, and CD seems to be 
supported, but not in all studies (Burke et al., 2002; Connor, 2002; Hinshaw and Anderson, 1996; 
Rutter et al., 1999).  As with CD, the association of ODD and ADHD appears to confer poor 
prognosis. Youngsters with ODD and ADHD tend to be more aggressive, show a greater range 
and persistence of problem behaviors, are rejected at higher rates by peers, and more severely 
underachieve in the academic domain. Furthermore, ADHD perhaps facilitates the early 
appearance of ODD and CD. Depression and CD reciprocally influence each other. ADHD is 
hypothesized to facilitate the onset of ODD and hasten the transition to CD in the presence of 
ODD.  
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Youth with ODD appear to have significantly higher rates of comorbid psychiatric 

disorders and significantly greater family and social dysfunction relative to psychiatric 
comparison subjects. Angold and colleagues (1999), in a population-based study, reported that in 
cases of ODD, 14% of children have comorbid ADHD, 14% have comorbid anxiety disorder, 
and 9% have comorbid depressive disorder. Exact numbers for learning disabilities and language 
disorders complicating ODD specifically are lacking, but clinical consensus and studies of 
disruptive behavior as well as CD and ADHD suggest that such comorbidity should be common 
(Connor, 2002). Concurrent substance abuse should always be considered, especially in 
teenagers and especially when interventions do not produce the expected response.  
  Subjects with ODD and with comorbid CD had higher rates of mood disorders and social 
impairment than those with ODD alone. Caution is warranted as antagonistic behaviors in this 
age group are commonly found in internalizing disorders such as anxiety disorders and 
depression, in which it may be used to manage anxiety in the face of overwhelming demands. 

Clinicians need to be aware that oppositional behavior is sometimes used to manage 
anxiety in the face of overwhelming demands (Wilson and Steiner, 2002). Pervasive 
developmental disorders also are often accompanied by what appears to be manifest 
oppositionality. Language and learning disorders are significant precursors to and comorbid 
conditions with oppositional and defiant behaviors, CD, and ODD (Connor, 2002).  
 
PREVENTIVE INTERVENTION   

 
Today, many consider prevention a key element in ODD and other DBD intervention 

(Burke et al., 2002; Connor, 2002; Hinshaw and Anderson, 1996; Rutter et al., 1999). 
Interventions can be delivered in schools, clinics, and other community locations. The clinician 
can provide consultation to primary care physicians, teachers, and other professionals. The list of 
interventions is not exhaustive. Exemplary studies and programs are discussed below and some 
are listed in Table 2. The reader is referred to several recent reviews for more details, (Brestan 
and Eyberg, 1998; Burke et al., 2002; Connor, 2002; Kazdin, 1997; McCord and Tremblay, 
1992) as well as a description of model programs by the Substance Abuse and Mental Health 
Services Administration,Center for Substance Abuse Prevention 
(http://modelprograms.samhsa.gov) and the Blueprints For Violence Prevention from the Center 
For The Study And Prevention Of Violence http://www.colorado.edu/cspv/blueprints/. 

For preschool children, there is some evidence that programs such as Head Start have, as 
one of their outcomes, the prevention of future delinquency (Connor, 2002; Greenspan, 1992). 
Home visitation to high-risk families as a preventive intervention has produced positive 
outcomes in areas related to ODD (Eckenrode et al., 2000).  

In school-aged children, parent management strategies are the most empirically supported 
programs (see Table 2). Psychoeducational packages targeting social skills, conflict resolution, 
and anger management are available as preventive interventions (for discussion, see Burke et al., 
2002). For prevention in adolescence, psychoeducation packages, including cognitive 
interventions and skills training, vocational training, and academic preparations appear to reduce 
disruptive behaviors (Arbuthnot, 1992; Burke et al., 2002; Connor, 2002; McCord and Tremblay, 
1992; Rutter et al., 1999).  

School-based prevention programs offer an efficient mechanism for delivering prevention 
interventions (Burke et al., 2002). Clinicians who serve as consultants to schools need to be 
familiar with these programs.  A detailed discussion of this complex literature is contained in the 
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recent summaries by Burke et al. (2002). The focus of school programs ranges from bullying 
(Olweus, 1994) to antisocial behavior and peer group influences. Modest positive effects are 
noted (Burke et al., 2002; Loeber et al., 2000; Loeber and Farrington, 2001). There is evidence 
that some forms of group treatment can have significant negative effects on outcomes, especially 
among deviant youth (Dishion et al., 1999). Including normal peers in community based groups 
treating delinquent boys can shape some prosocial peers to become more antisocial.  
 
RECOMMENDATIONS  

 
Each recommendation in this parameter is identified as falling into one of the following 

categories of endorsement, indicated by an abbreviation in brackets following the statement. 
These categories indicate the degree of importance or certainty of each recommendation.  

Minimal Standards [MS] are recommendations that are based on rigorous empirical 
evidence (such as randomized, controlled trials) and/or overwhelming clinical consensus. 
Minimal standards are expected to apply more than 95% of the time; i.e., in almost all 
cases. 
Clinical Guidelines [CG] are recommendations that are based on empirical evidence 
and/or strong clinical consensus.  Clinical guidelines apply approximately 75% of the 
time; i.e., in most cases.  These practices should almost always be considered by the 
clinician, but there are significant exceptions to their universal application. 
Options [OP] are practices that are acceptable, but there may be insufficient empirical 
evidence and/or clinical consensus to support recommending these practices as minimal 
standards or clinical guidelines.   
Practices That Are Not Endorsed [NE] are practices that are known to be ineffective or 
contraindicated. 
 
The recommendations of this parameter are based on a thorough review of the literature 

as well as clinical consensus.  The following coding system is used to indicate the nature of the 
research that supports the recommendations. 

[rdb] “Randomized, double-blind clinical trial” is a study of an intervention in which 
subjects are randomly assigned to either treatment or control groups and both subjects 
and investigators are blind to the assignments. 
[rct] “Randomized clinical trial” is a study of an intervention in which subjects are 
randomly assigned to either treatment or control groups. 
[ct] “Clinical trial” is a prospective study in which an intervention is made and the results 
are followed longitudinally. 
 
Recommendation 1. Successful assessment and treatment of ODD requires the 

establishment of therapeutic alliances with the child and family [MS].  
In both obtaining information for assessment as well as in subsequent treatment, the 

success of these tasks will require building a therapeutic alliance with the parents and the child 
separately (Santisteban et al., 1996; Steiner, 1997). Building that coalition while avoiding being 
drawn into a power struggle frequently requires patience and perseverance. Clinicians must aim 
to quickly clarify their role as helpers to the patient.  One caveat must be heeded in collecting 
collateral information (from parents and teachers): Relying extensively on collateral information 
may further alienate patients and prevent clinicians from engaging them appropriately, although 
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this may vary with the age of the child. Children are usually brought in by parents and often are 
not in agreement with the nature (or existence) of the problems and frequently lack the 
motivation to resolve them.  Engagement with the child is often best achieved by empathizing 
with the patient’s anger and frustration while refraining from sanctioning oppositional/aggressive 
behavior. Most patients do realize that their behavior is out of line, although this capacity is age-
dependent (Steiner, 1997).  They defiantly tend to rationalize their behavior as justified by the 
circumstances, but they are not happy about it. This admixture of anger, defiance, insight, and 
unhappiness opens a unique window for alliance-building.   

Simultaneously, the clinician needs to constructively raise issues regarding efficacy of 
parenting without making the parent feel accused or judged. This is best done through compiling 
an exhaustive list of parental strategies currently being used to contain or deal with the child’s 
behavior. Questions can be raised about how these strategies work and whether the parents think 
they have achieved the desired short and long-term outcomes. The clinician needs to convey 
empathy with the parent’s frustration without allying unduly with them. 

 
Recommendation 2. Cultural issues need to be actively considered in diagnosis and 

treatment [MS]. 
The literature does not adequately discuss the role of ethnicity on treatment and outcome. 

However, there is a substantial body of literature on different standards of parenting in different 
ethnic subgroups and the efficacy and risks of such practices.  There is also a growing body of 
literature regarding the risks clinicians encounter when approaching cases in a culturally 
insensitive fashion. Of particular interest are different standards of obedience and parenting in 
ethnic subgroups. It is probable that such differences are not easily discussed when the treatment 
is offered by a person from another ethnic background. To become effective, the clinician needs 
to be sensitive to these areas of mismatch in patient/doctor backgrounds and should be prepared 
to be educated. This is particularly relevant in ODD, as discipline is bound to be a core point of 
discussion in every case (DeYoung and Zigler, 1994; Portes et al., 1986; Walker-Barnes and 
Mason, 2001).  

 
Recommendation 3. The assessment of ODD includes information obtained directly 

from the child as well as from the parents regarding the core symptoms of ODD, the age at 
onset, duration of symptoms, and degree of functional impairment [MS]. 

Typically, the child or adolescent is brought in by his/her parents for problems that are 
contained within the home, but with increasing severity get out of control in situations outside 
the home, the patient being persistently antagonistic and unpleasant. The forms of aggression 
reported are more likely to be minor and verbal, as opposed to the more severe, physical forms 
encountered in CD (APA, 2000). The child does not necessarily see his/her behavior as a 
problem, or may even see it as justified response to particular contextual circumstances. These 
problems are not transient and lead to interference in several domains of functioning (Connor, 
2002). 

Delineation of ODD from normative oppositional behavior, transient antisocial acts, and 
CD is of paramount importance (Steiner, 2002) for the clinician, but difficult (Burke et al., 2002; 
McCord and Tremblay, 1992). Isolated occurrences of oppositional behavior in a child or 
adolescent with good levels of premorbid functioning and preserved functioning in the majority 
of his/her current domains are more likely associated with a positive prognosis. This is especially 
true if it can be shown that some of his/her problems are due to peer-related conflicts or a recent 
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significant stressor (Steiner, 2002).  The clinician always needs to explore carefully the 
possibility that the child’s oppositionality is triggered or even caused by incidences of physical 
abuse, sexual abuse, or neglect in the family or in the child’s extended social orbit, thus reactive 
and contextually driven.  

Oppositional-defiant behaviors may be present in some settings and not in others. 
Commonly, a child may be quite difficult with parents but compliant in school and with other 
adult figures. The clinician must also consider that children sometimes become oppositional in 
response to excessive and unrealistic parental demands or that these demands may reinforce the 
child’s maladaptive response (Steiner, 2002).  

A portion of the assessment of the child with ODD should take the form of a functional 
analysis of the child’s behavior, including identification of the antecedents and consequences of 
the child’s behavior and parent and others’ behavior that may reinforce the child’s problem 
behaviors (Mash and Terdal, 2001). Parents may unwittingly reinforce a child’s coercive or 
oppositional behavior (Brestan and Eyberg, 1998; Patterson et al., 1992; Reid et al., 2002). 
Parents who complete a task originally assigned to a child have just reinforced that child’s 
negative behavior. Alternatively, reinforcement of problem behavior can also occur when a 
parent repeatedly desists from a demand and an uncomfortable confrontation as the child 
escalates in his/her oppositionality and coercion.  

Many of the problematic behaviors of ODD will not necessarily manifest themselves 
directly with the examiner in an initial contact (except in the most severe cases), but would be 
quite apparent in interactions with the primary caregiver(s). It is also important to document the 
unrelenting nature of the problem. DSM-IV-TR specifies a minimum duration of 6 months. 
Exasperated parents may request intervention long before that, and early intervention using the 
same modalities is reasonable in these cases. An associated issue of great importance is the 
assessment of children’s access to weapons and supervision of such. In all cases, multiple 
settings and multiple pathogenic processes need to be considered for an exhaustive assessment, 
and the interaction of these variables needs to be described (Connor, 2002).  

A special issue relevant to the assessment of this domain is the child’s involvement in 
bullying as either a victim and/or as a perpetrator. Such interactions may serve as an additional 
indicator that the child’s functioning is impaired and that he/she is at risk for aggression and even 
violence (Olweus, 1994).  

 
Recommendation 4. Clinicians should carefully consider significant comorbid 

psychiatric conditions when diagnosing and treating ODD [MS]. 
The assessment of comorbidity in ODD is an important part of the evaluation, as the 

condition is usually highly comorbid. As a first step, the clinician needs to delineate whether this 
is truly ODD or a simple adjustment reaction; secondly whether this is still ODD or already has 
progressed to CD.  

Comorbid conditions require treatment along with treatment of the ODD behaviors. If 
these comorbid conditions respond to treatment, oppositionality may lessen or even disappear 
(Connor, 2002). This expectation may be particularly relevant if the comorbid condition precedes 
the onset of oppositionality.   

The clinician should be aware of the common increase of disruptive behavior with 
chronic pediatric illness (Connor, 2002). Clinicians should establish whether the child is 
receiving ongoing pediatric care.  It would be prudent to have the most recent pediatric 
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examination available for review upon initial assessment. The clinician also should inquire about 
the child’s age-appropriate compliance with the pediatric treatment. 
 

Recommendation 5. Clinicians may find it helpful to include information obtained 
independently from multiple outside informants [CG].  

Clinicians should consider information from multiple informants, such as day-care 
providers, teachers, and other school professionals.  External observations help in determining 
that, despite variation in the social environment, the child continues to manifest oppositional 
behavior. This information will help determine how many domains of functioning are affected, 
and confirm the diagnosis. While such information is useful and important, the clinician should 
be aware that there is generally a relatively low rate of agreement between multiple informants, 
raising the issue of which report should be considered more clinically meaningful. Teachers and 
parents tend to agree more with each other, in terms of externalizing behaviors, than with the 
child (Angold and Costello, 1996). However, child self-reported problem behaviors are better 
predictors of stability after 1 year, especially when covert acts are involved (Connor, 2002). This 
requires that the clinician be prepared to make an educated judgment when conflicting 
information arises, one of the hazards of this practice. 

Parents and child manifesting disagreements on the nature and origin of the problem 
especially in cases of abuse, when information can be difficult to reconcile without the input of 
neutral informants outside of the family. The need to complete a database has to be 
counterbalanced with the consequences to the treatment alliance. 

  
Recommendation 6. The use of specific questionnaires and rating scales may be useful 

in evaluating children for ODD and in tracking progress [OP]. 
Most recently, a wide range of instruments and interviews have been developed that 

measure oppositional behavior and other forms of aggression in childhood and adolescence in 
many different settings (Collett et al., 2003; Connor, 2002). Table 1 summarizes some 
instruments that might be applicable to clinical practice.  

A variety of structured and semi-structured interviews are supported by favorable 
psychometric properties (see McClellan and Werry, 2000). Most of these instruments include a 
special module for the assessment of DBD. 

Scales can be useful in clinical practice not only to help establish the diagnosis, but also 
to track progress and response to intervention(s). Most of these instruments utilize continuous 
measures of diverse constructs, standardizing disruptive or aggressive behavior for different 
ages.  This can lead to scores that can be compared to age-appropriate ranges, aiding in the 
delineation of normative and non-normative behaviors.  The list of instruments was updated from 
compilations by Connor (2002) and Malone (2000).  

 
Recommendation 7. The clinician should develop an individualized treatment plan 

based on the specific clinical situation [MS].  
As with the treatment of all psychiatric disorders, the clinician should develop a treatment 

plan in accordance with a biopsychosocial formulation of the case. Given the current 
understanding of ODD, interventions should target domains that are assessed as dysfunctional. 
Due to the frequent presence of comorbidity and multiple dysfunctional domains, multimodal 
treatment is often indicated. Different modalities may be more important for individual cases 
depending on the age of the child; the severity of the presenting problems; and the goals, 
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resources, and circumstances of the parents. Treatment has to be delivered for an adequate 
duration (usually months or more) and may require multiple episodes either continuously or as 
periodic booster sessions, reinforcing previous skills or improvements. At the present time many 
authorities (AACAP, 1997; Burke et al., 2002; Connor, 2002; Hinshaw and Anderson, 1996; 
Steiner, 1999) suggest that the treatment of ODD, not unlike the treatment of CD, should be 
multi-target, multimodal, and extensive, combining individual psychotherapy, family 
psychotherapy, pharmacotherapy, and ecological interventions (including placement and school-
based interventions), especially when severe and persistent.  This suggestion is made in the 
absence of a strong comparative clinical trial literature, which would help distinguish between 
single best interventions supported by checkered evidence and interventions that produce 
minimal or no effect. . Several recent reviews summarize the most clinically relevant and 
available information (Brestan and Eyberg, 1998; Burke et al., 2002; Hoagwood, 2001; Kazdin, 
2005).  

The two types of evidence-based treatments for youth with ODD are individual 
approaches in the form of problem-solving skills training and family interventions in the form of 
parent management training. Individual approaches should be specific to problems encountered, 
behaviorally based, and, as much as is possible, oriented to the development of problem solving 
skills (Kazdin, 2005). Family interventions (see Recommendation # 8) are among the best-
studied treatments in this context (Brestan and Eyberg, 1998). They usually encompass training 
in effective disciplining and age-appropriate supervision. Ecological interventions offer the 
opportunity for early intervention at different levels of intensity (as in school-based programs) 
and provide safety when this is an issue for a particular patient (as in hospitalization and 
residential placement) (Steiner, 1999).  

Different ages may call for different admixtures of these treatments. In preschool, 
emphasis should be placed on parental education and training. In school-age, school-based 
interventions, family-based treatment, and occasionally individual approaches are indicated. In 
adolescence, individual approaches are more often used along with family interventions. 
Throughout all ages, psychopharmacological interventions can be useful adjuncts.  

A note of caution must be given considering there are few controlled clinical trials 
specific to ODD comparing modalities such as parent training versus individual approaches.  
Consequently, except for parent training and some pharmacological approaches, current 
recommendations regarding the use of modalities such as individual therapy are based on clinical 
wisdom and consensus rather than extensive empirical evidence. There is some indication, from 
a retrospective analysis of a large case series that dynamically oriented approaches may be useful 
as well (Fonagy and Target, 1994). 

 
Recommendation 8. The clinician should consider parent intervention based on one of 

the empirically tested interventions [MS]. 
The parent management training (PMT) in the use of contingency management methods to 

help them better handle disruptive behavior is one of the most substantiated treatment 
approaches in child mental health (Brestan and Eyberg, 1998; Kazdin, 2005). The principles of 
these approaches are can be summarized as follows:  

1. Reduce positive reinforcement of disruptive behavior.  
2. Increase reinforcement of prosocial and compliant behavior. Positive reinforcement 

varies widely, but parental attention is predominant. Punishment usually consists of a 
form of time out, loss of tokens, and/or loss of privileges. 
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3. Apply consequences and/or punishment for disruptive behavior.  
4. Make parental response predictable, contingent, and immediate.  

These interventions are effective in community and clinical samples (Connor, 2002).  
These interventions target one of the most studied causal processes by which children 

become oppositional, i.e., their coercive response to parental demands, and ways in which 
parents unwittingly reinforce the child’s noncompliance (Patterson et al., 1992). Almost all of the 
best known and evidenced based PMT programs are variations of Hanf’s (1969) two-stage 
behavioral treatment model and are listed in Table 2.  Defined as model programs by SAMSHA, 
these programs are available for dissemination and offer technical assistance and training by 
their developers. The programs have multi-media formats on videotape or DVD and are manual 
based. Other family therapies include models designed for prevention or intervention with youth 
with CD and/or substance use disorders. These therapies include Functional Family Therapy 
(Sexton and Alexander, 2003) and Multisystemic Therapy (MST; Henggeler and Terry, 2003) 

 Issues associated with family or parental approaches are as follows: the use of mild 
forms of spanking, the high treatment dropout rates with these families and their children 
(sometimes up to 50%), and the existence of parental psychopathology, which impedes 
participation and progress. Adverse side effects may be the misuse of the techniques to control 
children, especially in abusive homes, and the possibility of these intervention techniques 
resulting in increased or more severe confrontations between child and marginally controlled 
parents.  
 

Recommendation 9. Medications may be helpful as adjuncts to treatment packages, 
for symptomatic treatment and to treat comorbid conditions [CG].  

At this point, medications for youth with ODD are mostly considered as adjunctive, 
palliative, and noncurative. Medication should not be the sole intervention in ODD. Medication 
trials are most effective after a strong treatment alliance has been established (Steiner, 2004). 
Prescribing medications only at the parent’s request without enlisting the child’s support or 
assent is unlikely to be successful, especially if an adolescent is involved. After starting 
medications, adherence, compliance, and possible diversion needs to be monitored carefully. 
Non-responsiveness to a specific compound should lead to a trial of another class of medication 
rather than the rapid addition of other medications. Poly-pharmacy may further cloud these 
already complicated cases (Steiner et al., 2003b).   

Pharmacotherapeutic interventions for ODD are not well studied, but several agents have 
received support in open-label and double-blind placebo-controlled studies of disruptive 
behavior (CD or ODD) in the context of other principal diagnoses (Connor, 2002; Pappadopulos 
et al., 2003; Schur et al., 2003; Steiner et al., 2003a). Medications, such as stimulants and 
atomoxetine, used to treat ODD in the context of other principal diagnoses, such as ADHD, may 
result in improvement of the oppositional behavior as well (Connor and Glatt, 2002; MTA 
Cooperative Group, 1999; Newcorn et al., 2005).  

Results from controlled clinical trials when CD was the principal diagnosis for inclusion 
show promise for mood stabilizers such as divalproex sodium and lithium carbonate, 
antipsychotics, and stimulants (Steiner et al., 2003a, b). The targets of these trials are invariably 
aggressive behavior. Regardless of diagnosis, atypical antipsychotics seem to be the most 
commonly prescribed medications for the treatment of acute and chronic maladaptive aggression 
(Connor, 2002; Pappadopulos et al., 2003; Schur et al., 2003).   
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It is recommended that medications be started only after an appropriate baseline of 
symptoms or behaviours has been obtained, as starting before may lead the clinician to attribute 
effects to drug that were due to a stabilizing environment (Malone et al., 1997).  

Because aggressive and oppositional behavior complicates a wide range of other 
diagnoses in this age range, it is recommended that, if comorbid conditions are present, 
medication should be targeted to those specific syndromes as much as possible. Several open and 
double-blind placebo controlled studies show that typical and atypical antipsychotics are helpful 
in treating aggression after appropriate psychosocial interventions have been applied in the 
context of mental retardation and pervasive developmental disorders (Pappadopulos et al., 2003; 
Schur et al., 2003). If the first medication is not effective, a trial of another atypical or a switch to 
a mood stabilizer is recommended. A consensus group of clinicians provides an algorithm for 
trials of new compounds in the case the first one should be ineffective (Pappadopulos et al., 
2003; Schur et al., 2003).  There is only limited evidence from one open label trial that selective 
serotonin reuptake inhibitors might be helpful against ODD in the context of mood disorders 
(Steiner et al., 2003b). In conjunction with recent warnings issued by the FDA regarding the use 
of these compounds in youth, these should not be considered first line agents at the present time 
unless major depressive disorder or anxiety is diagnosed along with ODD. 

 
Recommendation 10. Intensive and prolonged treatment may be required if ODD is 

unusually severe and persistent [CG]. 
Although typically, more severe, persistent cases of ODD eventually meet diagnostic 

criteria for CD, ODD cases that are subthreshold for CD exist.  Lack of progress is one 
consideration driving placement considerations, as placement is usually considered a measure of 
last resort. As in the treatment of other disorders, issues of the safety of the patient and those 
around him/her need to be considered.  Self-injurious behavior may be thinly disguised as 
extreme recklessness, and poor impulse control along with extreme irritability may rapidly 
progress into situations where harm to self or others becomes a major issue. Predatory or planned 
aggressive behavior prior to school age is rare, but begins to emerge in the school years, 
dominates during adolescence (Steiner, 2002), and generally is associated with poor outcomes 
(Connor, 2002).  

A concern in severe cases is determining the appropriate level of care. Treatment ought to 
be carried out in the least restrictive setting, one that guarantees safety and allows for a regular 
delivery of interventions. Increased levels of care may need to be considered and restricted to the 
shortest possible intervals in order to guarantee safety and progress. Day treatment, residential, 
and hospitalization facilities may need to be considered if the family is unable or unwilling to 
collaborate with the treatment of a more severe case of ODD. Hospitalizations are needed for 
crisis management only. Out-of home community-based alternatives to residential placement 
include therapeutic foster care and respite care (Chamberlain, 2003). 

Placement in residential facilities also has some associated risks, such as separation from 
the family and occurrences of institutional victimization.  Risks and benefits of placement need 
to be carefully weighed, as treatment gains in structured settings do not necessarily generalize to 
the community and family. Rapid return to community and family should be the basic goal, 
while treatment is provided in a safe and efficient manner. 

Intensive in-home therapies such as Multisystemic Therapy (MST), wraparound services, 
and family preservation models such as Homebuilders, which are often sponsored by Child 
Welfare agencies, are preferable alternatives to residential placement. 
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Recommendation 11. Certain interventions are not effective [NE]. 
Experts agree that any dramatic, one-time, time-limited, or short-term intervention is 

usually not going to be successful (Burke et al., 2002; Connor, 2002; Hinshaw and Anderson, 
1996; Steiner, 1999). Inoculation approaches continue to resurface in a variety of forms (e.g., 
boot camps, shock incarceration). These approaches are at best ineffective and at worst injurious, 
especially when used in isolation from evidenced-based approaches (Rutter et al., 1999).  
Exposure of children and adolescents to frightening scenarios or situations, which are meant to 
induce them to desist from aggressive behaviors while not offering any other behavioral 
alternatives, only serve to worsen such symptomatic behaviors through heightening a fear-
aggression reaction or modeling of deviance (Connor, 2002). 
 
SCIENTIFIC DATA AND CLINCIAL CONSENSUS 

 
Practice parameters are strategies for patient management, developed to assist clinicians 

in psychiatric decision-making.  These parameters, based on evaluation of the scientific literature 
and relevant clinical consensus, describe effective and generally accepted approaches to assess 
and treat specific disorders or to perform specific medical procedures.  These parameters are not 
intended to define the standard of care; nor should they be deemed inclusive of all proper 
methods of care or exclusive of other methods of care directed at obtaining the desired results. 
The ultimate judgment regarding the care of a particular patient must be made by the clinician in 
light of all the circumstances presented by the patient and his or her family, the diagnostic and 
treatment options available, and available resources. 
 
Disclosure: Hans Steiner, M.D. is a consultant/advisor for Abbott Pharmaceuticals and Janssen.  
He serves on the speaker’s bureau for Lilly.  He has unrestricted educational grants from: 
Abbott, Lilly, Pfizer, Ortho-McNeil, Shire and research grants from: Janssen and Abbott.  Lisa 
Remsing, M.D. has no financial relationships to disclose.
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Table 1: Instruments To Use In Practice As Diagnostic Aids And Tools For Tracking Progress 
 

TITLE/NAME ABBR 

 
 
 
 

CONSTRUCT AGES 
PSYCHO-     
METRICS AUTHORS COMMENTS INFO 

Conners Rating 
Scale (parent and 
teacher versions) 

CPRS 
CTRS 

oppositional                      
hyperactivity/impulsivit
y subscales 

school-age 
and up 

Excellent 
psychometrics; 
10 items 

Conners et al., 
1998 

*multiple formats and across ages                
*does not desegregate impulsivity from 
hyperactivity 

parent or 
teacher report 

Barratt Aggressive 
Acts Questionnaire AAQ 

impulsive and 
premeditated 
aggression, mood and 
agitation 

late 
adolescents-
adults 

Excellent 
psychometrics; 
22 items 

Barratt et al., 
1999 

*does desegregate different forms of 
aggression                                          
*valid only in older adolescents              
*modified by Steiner for use in adolescents self report 

Child Behavior 
Checklist CBCL 

internalizing and 
externalizing behaviors  

school-age 
and up 

excellent 
psychometrics; 
118 items 

Achenbach, 
1991 *best for long term patterns  parent report 

Youth Self Report YSR 
internalizing and 
externalizing behaviors 

school-age 
and up 

excellent 
psychometrics; 
102 items 

Achenbach 
,1991 

*best for long term patterns (i.e., last 6 
months of symptoms) self-report 

Overt Aggression 
Scale OAS 

overt aggression 
(verbal, physical 
aggression against self, 
objects and other 
people)  

adult 
inpatients 

acceptable 
psychometrics; 
21 items 

Yudofsky et 
al., 1986 

*multiple modifications [modified 
OAS(Kay et al 1988), OAS-modified for 
outpatients (Cocarro et al., 1991), and 
retrospective OAS (Sorgi et al., 1991)]-best 
for use in controlled settings (i.e. inpatients) observational 

Aggression 
Questionnaire AQ 

predatory and affective 
aggression 

children and 
adolescents 

acceptable 
psychometrics; 
10 items 

Vitiello et al., 
1990; Malone 
et al., 1998 

*does desegregate different forms of 
aggression                                          
*limited empirical support observational 
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Buss-Durkee 
Hostility Inventory BDHI 

overt and covert 
hostility 

late 
adolescents-
young adults 

good 
psychometrics;  
21 items 

Buss and 
Durkee, 1957 

*anger assessment in adolescents                     
*not suited for younger children self-report 

Spielberger Anger 
and Expression of 
Anger Inventory STAXI 

8 state and trait anger 
subscales 

late 
adolescents-
young adults 

excellent 
psychometrics; 
44 items 

Fuqua et al., 
1991 

*anger assessment in adolescents                    
*not suited for younger children self-report 

Anger, Irritability, 
and Aggression 
Questionnaire AIAQ 

labile anger, irritability, 
and assault 

children, 
some 
adolescents 
and young 
adults 

acceptable 
psychometrics; 
28 items 

Coccaro et al., 
1991 *use in youth not fully established self-report 

Buss-Perry 
Aggression 
Questionnaire 

B-P  
AQ 

physical and verbal 
aggression, anger and 
hostility 

school-age 
and up 

excellent 
psychometrics; 
29 items 

Buss and 
Perry, 1992 

Updated inventory from the Buss-Durkee. 
Improved psychometrics, shortened 
questionnaire, expanded age range. self-report 

Life History of 
Aggression LHA 

total lifetime aggression 
(aggression, 
consequences/antisocial
, self-directed 
aggression) young adults 

excellent 
psychometrics; 
11 items 

Coccaro et al., 
1996 

*modification of Brown-Goodwin history 
of lifetime aggression Interview 

Children's 
Aggression Scale CAS-P 

use of weapons, verbal 
aggression, provoked 
and initiated physical 
aggression, aggression 
towards objects and 
animals 

children 
ages            
7-11 

acceptable 
psychometrics; 
33 items 

Halperin et al., 
2002 

*written for parents                                          
*limited empirical support parent-report 

Conners/Wells 
Adolescent Self-
Report of 
Symptoms CASS 

conduct problems and 
anger control problems 
subscales adolescents 

excellent 
psychometrics; 
64 items 

Conners and 
Wells 1997 

*limited to adolescents                                     
*epidemiological orientation self-report 

Parent Daily 
Report PDR 

antisocial (problem 
behaviors) and 
problematic (target) 
behavior all ages 

excellent                
psychometrics; 
30 items 

Kazdin and 
Ezveldt-
Dawson, 1986 

Parent interview of antisocial behavior of 
child over last 24 hours. Tested in 
controlled trials parent report 
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Interview for 
Antisocial 
Behavior IAB 

diverse overt, covert 
and antisocial behaviors all ages 

excellent               
psychometrics; 
23 items 

Chamberlain 
and Reid, 1987 

Parent interview of antisocial behavior of 
child over last 24 hours with differentiation 
of aggression subtype.  parent report 

 
Table 1 Definitions: 
 
Excellent psychometric properties: cohesion, convergent, discriminant and predictive validity have all been tested in diverse and 

representative samples.  These studies have produced good results and replications. 
 
Good psychometric properties:  as above, but studies have one to two of the criteria listed above missing 
 
Adequate psychometric properties:  more than two of the criteria listed above are not met, but the scale is conceptually interesting or 

particularly suitable for clinical practice   
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Table 2: Parent Management Training Packages 
 

Program 
 

Ages Parents Teachers Children Mode of 
Administration

Level of 
Evidence 

References Contact information 

Incredible Years Up to age 
8 

X X X group RCT Webster-Stratton et 
al., 2004; 
Webster-Stratton 
and Reid, 2003 

www.incredibleyears.com 

Triple P-Positive 
Parenting Program 
 

Up to age 
13 

X    RCT Sanders et al., 
2000; Hoath and 
Sanders, 2002 

www19.triplep.net 

Parent-Child 
Interactional 
Therapy 

Up to age 
8 

X  X Individual family RCT Brinkmeyer M and 
Eyberg SM, 2003; 
Herschell et al., 
2002 

www.pcit.org 

Helping  the 
Noncompliant 
Child: Parenting 
and Family Skills 
Program 

Up to 8 
years old 

X   Individual family RCT McMahon RR and 
Forehand RL, 
2003; Hough and 
Daniel, 2003 

mcmahon@u.washington.edu 

COPE Up to 12-
14 years 

X   Group RCT Cunningham, 
1998; Cunningham 
et al., 1995 

Charles Cunningham, Ph.D. 
McMaster University, 
Hamilton, ON, Canada 

Defiant Children Up to 12 
years 

X   Individual family  Barkley, 1997 Guilford Press 

The Adolescent 
Transitions 
Program (ATP) 

11-13 y.o. X  X Individual family 
and Group 

RCT Dishion TJ et al., 
2003; Dishion and 
Kavanagh K, 2002 

http://cfc.uoregon.edu/atp.htm 

 


