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Abstract 

Examination of the relative validity of the DSM-IV Disruptive Behavior Disorders 

(DBD) criteria with preschoolers was the purpose of the present study. The participants 

(N = 60) consisted of a community sample of mothers of preschool-aged children. Two 

matched groups ( clinic and controls) were formed based on an external criterion (i.e., 

clinically-significant scores on the Child Behavior Checklist). Diagnostic efficiency 

indices were obtained to determine the utility ofDBD categories for classification of 

preschool-aged children. Measures included the NIMH Diagnostic Interview Schedule 

for Children (DISC 2.3), Revised Behavior Problem Checklist, and the Eyberg Child 

Behavior Inventory. It was hypothesized that the DSM-IV Disruptive Behavior 

Disorders categories (i.e., Attention-Deficit/Hyperactivity Disorder, Oppositional Defiant 

Disorder, and Conduct Disorder) would be overidentified in the sample and that the DBD 

categorical system would be less diagnostically accurate as compared to dimensional 

rating scales in identifying true clinically-significant behavior as determined by an 

external criterion. Results revealed that the DBD categories were comparable to normed 

rating scales in their positive predict power (PPP)--ability to detect caseness--as well as 

in their negative predictive power (NPP)--ability to screen out cases. Furthermore, the 

DBD criteria demonstrated varying utility for diagnostic purposes with children in this 

age range. 
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CHAPTER! 

INTRODUCTION 

Behavior problems have been well-documented in research on child behavior and 

psychopathology (Hinshaw, 1994; Moffitt, 1990). Achenbach and Edelbrock ( 1978) 

conducted an early extensive review of research in the area of child behavior and 

psychopathology and found substantial empirical evidence for the presence of behavior 

problems in children. The evidence of significant child problem behavior has continued 

to grow (Campbell, 1990; Richman, Stevenson, & Graham, 1982). Among the behaviors 

frequently identified in both preschoolers and older children are aggression, impulsivity, 

and defiance (Achenbach, 1991; Achenbach & Edelbrock, 1981; Campbell, 1990; 

Crowther, Bond, & Rolf, 1981). Other specific behaviors that have since been 

documented include stealing, temper tantrums, firesetting and vandalism (Achenbach, 

Howell, Quay, & Conners, 1991; Eyberg & Ross, 1978; McGuire & Richman, 1986; 

Olweus, 1979; Werry & Quay, 1971). It is now widely recognized that significant 

problem behavior can be identified as early as age 3 and, if untreated, can persist into 

school age and beyond (Barkley, 1996; Campbell, 1990; Loeber, Lahey, Christ, & Frick, 

1991). 

The persistence of behavior problems in hard-to-manage preschool-aged children 

points to the need for early identification and treatment in order to help prevent 

exacerbation of the behaviors. While classification systems have been commonly 

employed with children above age 6, only recently has there been attention on accurate 

assessment of behavioral difficulties during the preschool years. The purpose of the 
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present study was to examine the utility of classification in a preschool-aged sample 

using a categorical system (i.e., DSM) to determine the prevalence of behavior problems. 

Specifically, the validity of classification for children under the age of 6 was a centeral 

question to be addressed. The following sections of this introduction will review 1) the 

prevalence of behavior problems and their effects, 2) the ways in which behavior 

problems are classified in children (i.e., categorical and dimensional approaches), 3) 

developmental issues in the classification of young children and, 4) methods to analyze 

diagnostic efficiency of a classification tool (i.e., Bayesian analyses). 

Behavior Problems and Their Effects 

While all children show some misbehavior, studies indicate that between 12 and 

17 percent of the youth of America suffer from clinically-significant emotional and 

behavioral problems (Kazdin, 1991). Moreover, in epidemiologic studies from around 

the world, approximately 18 to 22% of children and adolescents exhibit significant 

psychopathology. In preschool samples, approximately 10 to 15% of preschoolers have 

mild to moderate behavior problems (Richman et al., 1982). 

The effects of acting-out problems on a child's daily functioning can be stable and 

quite severe. Levels of hyperactivity and aggression at preschool-age have been found to 

be most commonly associated with persistence of problems at school-age. In a study by 

Egeland and colleagues (1990), a sample of children were followed from infancy to third 

grade. Children classified as showing clinically significant problems in preschool were 

still rated at this level in the first, second, and third grades. Previous studies have also 

found that children who display acting-out behaviors are rejected by their peers and retain 
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this status over time (Campbell, 1994a; Hubbard & Newcomb, 1991; Milich & Loney, 

1979; Miller & Scarr, 1989). Olsen and Brodfeld (1991) examined the longitudinal 

stability of measures of negative peer status in preschool boys. Not only were teacher 

and peer reports in high agreement for identifying those children with behavior problems, 

but these classifications remained stable throughout the year. In addition, fifty percent of 

the boys with rejection status also maintained this status at year's end. This pattern is 

similar for preschool-aged children as well (Eisenstadt, Eyberg, McNeil, Newcomb, & 

Funderburk, 1991). Campbell and Ewing (1990) found high stability of behavior 

problems from preschool to elementary school over 3- to 7-year follow-up. In fact, 

Campbell (1994a) states that the probability of a hard-to-manage preschooler continuing 

to have the difficulty through elementary and even early adolescence is about .50. This 

indicates that a child who displays behavior problems also risks his/her opportunity for 

progressive social development. 

Behavior problems have also been shown to be predictive of later academic, 

social and interpersonal difficulties (Campbell, Ewing, Breaux & Szumowski, 1986; 

Loeber, 1982; Moffitt, 1990; Tremblay Gagnon, Charlebois, Larivee, & LeBlanc, 1991) 

In follow-up studies, children identified as exhibiting problem behaviors during their 

preschool years were reported to continue to have adjustment difficulties at home, school, 

and with peers. For example, Campbell (1994a) reported findings from a longitudinal 

study of school-aged boys labelled hard-to-manage as preschoolers. Results indicated 

that these children continued to display problem behaviors and poor social functioning, as 

reported by the children's parents, teachers, and the children themselves. Furthermore, in 
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a study by Tremblay et al. (1991), boys in kindergarten who were labelled as "stable high 

fighters" by their teachers and peers were followed several years later and found to still 

be perceived by these informants, as well as the boys themselves, as more disruptive and 

antisocial than occasional fighters. Parent-referred three-year-olds with early signs of 

hyperactivity and other acting-out problems were followed up at age six and found to 

continue to have adjustment difficulties (Campbell et al., 1986). 

One of the most deleterious effects of acting-out problems on a child's functioning 

involves the likelihood oflater involvement in illegal activity. Children with high levels 

of behavior problems (e.g., hyperactivity, aggression, delinquent acts) and antisocial 

behaviors are at a higher risk than nonproblematic counterparts for participating in illegal 

behaviors in their adolescent years---many also risk becoming chronic offenders (Loeber, 

& Baicker-McKee, 1989; van Kammen, Loeber, & Stouthamer-Loeber, 1991). Moffitt 

(1990) examined the existence of juvenile delinquency among children with clinically

significant attention deficit problems as well as high levels of antisocial behavior. Over 

half of these children participated in delinquent acts during their teen years -- those with 

higher rates of behavior problems showed higher rates of antisocial behavior and 

delinquency. Van Kammen and colleagues (1991) also found that children who 

displayed many behavior problems when young were more likely to be substance 

abusers, as well as be involved in more severe delinquent acts (e.g., truancy, shoplifting). 

Finally, several other researchers have found that measures of aggressiveness of children 

during the preschool and middle years predicted later criminal involvement (e.g., 

property crimes) by ages 30 and 40 (Huesmann, Eron, Lefkowitz, & Walder, 1984; 
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McCord, 1983). In fact, ratings of problematic behaviors at ages 3 and 5 were the best 

predictors of antisocial behavior later in development (Campbell, 1994; Moffitt, 1990). 

Therefore, problems identified early do persist. 

The persistence of these behaviors across the life span, coupled with their adverse 

effects, points to a need for early identification and preventive intervention (Campbell, 

1990; Eyberg, 1992; Miller & Scarr, 1989). In fact, preventive intervention was one of 

the areas of focus discussed at a special conference of the National Institute of Mental 

Health in 1990 (Jensen et al., 1993). In particular, interventions that begin in the 

preschool or early school years were described as the ideal by participants of the 1990 

NIMH conference (Jensen et al., 1993). Yet, only recently have researchers begun to 

assess the significance of behavior problems in children below the age of six as possible 

indicators of long-term problems. 

In a review of recent research of behavior problems in preschoolers, Campbell 

(1994) examined empirical work on the prevalence, course, and correlates of problematic 

behavior in preschool-aged children. Campbell also addressed the developmental issues 

involved when considering if levels of problematic behavior are significant. While 

eating, sleeping, and toileting problems are major concerns of parents of toddlers, 

concern shifts to discipline in the preschool years, peaking at the age of 3 years (Jenkins, 

Bax, & Hart, 1980). Due to the nature of changes from toddlerhood to preschool-age, it 

may be difficult to ascertain transient versus long-standing adjustment problems. 

Acting-out behaviors such as tantrums, attentional problems, overactivity, and aggression 

with peers decrease somewhat in nonclinical samples (Crowther et al., 1981). 



Disruptive Behavior Disorders in Preschoolers 8 

Furthermore, while gender differences have been found for levels and base rates of 

behavior problems in children over the age of six (American Psychiatric Association, 

1994; Barkely, 1990; Faraone, Biederman, Keenan, & Tsuang, 1991; Pelham, Wheeler, 

& Chronis, 1996 with behavior disorders being more common in boys at a ratio of 4 to 

9:1, the research has been inconsistent regarding gender differences in preschool-aged 

children (Crowther et al., 1981; Stallard, 1993) but the majority of research suggests that 

these differences are minimal. 

The presence of a few problematic behaviors rarely represents psychopathology. 

In order to identify children in need of intervention, classification of acting-out behaviors 

that are beyond age-appropriate levels is needed (Werry, 1992). However, not all 

classification systems incorporate these developmental issues. The next sections will 

discuss two common methods of classification, categorical and dimensional. The pros 

and cons of each approach will be discussed, as well as examples of each. Discussion 

will then turn to how developmental issues have been addressed by these approaches, 

specifically in regards to young children. Finally, predictive power will be reviewed as a 

means to assess the diagnostic accuracy of a measure. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

Classification 

One of the primary goals of classification is to aid in the development of effective 

prevention and intervention strategies (Cantwell & Baker, 1988; Kazdin, 1991). 

Classification contributes to the study of normal and abnormal functioning through the 

identification of groups of individuals who are relatively homogenous with respect to 

certain pertinent variables (e.g., manifest symptomatology, etiology). It also provides a 

framework for understanding developmental processes, both normal and abnormal 

(Garber, 1984). In order to develop a good system and method of classification of 

childhood disorders, both the general criteria of good classification (e.g., reliability, 

validity, feasibility, coverage, and utility) and developmental issues should be addressed 

(Cantwell & Baker, 1988; Frick et al., 1994; Garber, 1984). 

Whether childhood psychopathological disorders are referred to as deviations 

from age-appropriate norms, exaggerations of normal developmental trends, or 

interferences in the normal progression of development, it is clear that some notion of 

normality in the context of developmental processes is essential (Ammerman, Last, & 

Hersen, 1993; Garber, 1984; Rutter, 1972). In order to evaluate, classify, and understand 

deviation, we first must have a sense of what is expected of the child at each age level. It 

is necessary to catalogue the typical time course of behaviors and their expected base 

rates at various points in development. Definitions are dependent on current, and hence 

changing, expectations for each particular age group. Two primary classification 
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methods for assessing externalizing behavior problems in children are: 1) dimensional 

and, 2) categorical approaches. However, controversy continues regarding the relative 

utility and superiority of one classification approach over the other (i.e., dimensional 

approaches vs. categorical) (Cantwell & Baker, 1988; Fergusson & Horwood, 1995; 

Jensen, Koretz, et al., 1993; Mash & Terdal, 1988). 

Dimensional Approaches 

A common method for assessing externalizing behaviors is the dimensional 

approach which is a psychometrically-based paradigm. Behavioral dimensions are 

classified into groups by statistical procedures such as factor and cluster analysis. In this 

system, general dimensions of overcontrolled and undercontrolled child behavior are 

considered to occur to some degree for all children (Mash & Terdal, 1988). Therefore, 

psychopathology is viewed as a measurable deviation from normal and not a clinical 

entity in itself. Externalizing syndromes, also referred to as undercontrolled or acting-out 

behaviors include such behaviors as aggression, defiance, attentional problems, and 

excessive motor activity. 

Behavior rating scales. Behavior checklists, an example of the dimensional 

paradigm, are supported because of this empirically-derived base (Achenbach & 

Edelbrock, 1978, 1981, 1987, 1991; Cantwell & Baker, 1988). The groupings produced 

by this approach are, therefore, reliable and homogenous since statistical procedures 

measure the tendency of certain behaviors to occur together, thus eliminating 

interobserver unreliability (Cantwell & Baker, 1988). In a six-year follow-up study of 

children aged 9 through 18 years, ratings of overall impairment were found to be strongly 
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associated with data obtained using empirically-based syndromes regarding behavioral 

excesses (Achenbach, Howell, Mcconaughy, & Stanger, 1995). In fact, those whose 

syndrome scores were in the clinical range were more likely to show the signs of 

disturbance outlined in the study than those with all syndrome scores in the normal range. 

Rating scales determine the degree to which a particular child fits the dimension's 

descriptors compared to normative information regarding the rates of these behaviors. A 

few examples of rating scales are the Child Behavior Checklist, Revised Behavior 

Problem Checklist, and the Eyberg Child Behavior Inventory. Each of these provides the 

clinician with normative information against which to compare. An advantage of rating 

scales is the incorporation of developmental norms in the computation of the child's level 

of problematic behavior. Another advantage of using these scales is that they also 

include information for preschool-aged children. Therefore, these developmentally

sensitive measures for preschoolers make early intervention possible. 

Problems with the dimensional approach, however, involve the description when 

an individual fits more than one class and whether all or some statistically significant 

dimensions are clinically meaningful (Cantwell & Baker, 1988). In addition, facilitation 

of professional communication regarding the dimensional categories is difficult due to 

the lengthy definitions that one must remember. 

Categorical Approaches 

The categorical approach is a medically-based paradigm in which 

psychopathology is classified into distinct syndromes (Biederman et al., (1993). Each 

syndrome, or disorder, requires that certain criteria be satisfied in order for a diagnosis to 
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be rendered. An advantage of this approach is that it is more convenient in clinical 

settings. In addition, it allows clinicians to communicate more easily regarding cases. 

One of the disadvantages of this approach is that it is unclear how valid some diagnoses 

are for particular groups (e.g, children, adolescents). Further, one child with a particular 

diagnosis may present a very different clinical picture than another child with the same 

diagnosis. 

DSM Nomenclature. In the field of child psychiatry/psychology, one of the more 

highly developed classification systems for categorizing disorders is the Diagnostic and 

Statistical Manual of Mental Disorders (American Psychiatric Association, 1952, 1968, 

1980, 1987, 1994 ). This system, which was first developed in 1952 in order to develop a 

uniform nomenclature, has undergone several revisions since its inception; however, 

these have not been unanimously supported (Cantwell & Balcer, 1988; Rey, 1988; 

Zimmerman, 1988). The behavior disorders included within the current version, DSM

IV, include Attention-deficit/Hyperactivity Disorder (ADHD), Oppositional Defiant 

Disorder (ODD), and Conduct Disorder (CD) (American Psychiatric Association, 1994). 

Children with ADHD are characterized by hyperactivity, impulsivity and/or inattention. 

Children with ODD are characterized by a general noncompliance and stubbornness, 

while more severe delinquent behavior ( e.g., firesetting, vandalism) falls into the 

category of CD. Children with these disorders account for a significant percentage of the 

referrals to school and mental health practitioners (Kazdin, 1991; Mash & Terdal, 1988). 

Since the development of the criteria for the disorders that comprise the DBDs, 

disagreements about the nature and classification of these disorders have surfaced 
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(Achenbach, 1980; Hinshaw, 1987; Rey, 1988; Spitzer, Davies, & Barkley, (1990). 

Before the development of DSM-III, one of the most crucial criticisms was the lack of 

empirical support for the categories proposed in the first and second editions (Widiger, 

Frances, Pincus, Davis, & First (1991). Empirical validation for the first two editions 

was, instead, limited to opinion surveys. This realization generated increased efforts for 

scientific grounding of the present syndromes through field trials. 

Advisory committees were formed for the development of DSM-III under the 

guidance of the Task Force on Nomenclature and Statistics (Widiger, et al., 1991). Each 

committee was comprised of researchers and other experts in the field and clinicians were 

invited to participate and submit relevant data regarding clinical populations. Because of 

the limited research available, many decisions for DSM-III continued to be based on best 

clinical judgment and experience. 

In developing the DSM-111-R criteria, the DSM-III-R Advisory Committee made 

use of previously validated item pools from behavior rating scales (Spitzer et al., 1990). 

A number of informative surveys were also conducted for DSM-III-R in which clinicians 

provided data on their patients. Therefore, the proposed set of criteria included both 

items from behavior rating scales and items that clinicians supported as useful. Although 

the DSM-111-R committee tried to obtain concurrent and descriptive validity data, they 

were limited by lack of sufficient time, support, and review to maximize the internal and 

external validity of the research designs. For example, most of the field trials relied on 

the single external validator of clinicians' diagnoses to evaluate proposed criteria and the 

studies were unable to compare the impact of proposed revisions across divergent 
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populations (Spitzer et al., 1990). The results, then, may be biased by sampling methods, 

differential response rates and phrasing of questions (Zimmerman, 1988). Cantwell and 

Bal(er (1988) argued that this criticism is even more valid since fewer people were 

involved in the construction of DSM-III and its field testing was quite limited. 

Furthermore, there was a question whether the participants were sufficiently aware of the 

issues, literature, or data to offer an informed opinion about a proposed diagnosis. With 

respect to Conduct Disorder, for example, Cantwell and Bal(er (1988) contend that the 

changes in subgrouping from four subtypes in DSM-III to three subtypes in DSM-III-R 

were not clearly supported in the literature. They argue that the socialized/unsocialized 

and aggressive/unaggressive subtypes may all have some predictive validity, particularly 

when age and sex differences are considered. 

Disagreement about the utility of the behavior disorders also centered around how 

many items from a final list of discriminating items for each externalizing disorder 

should be required in DSM-III-R. Again, clinicians' diagnoses were the only criteria used 

to validate the number of items required to maximize sensitivity and specificity (Spitzer 

& Williams, 1987). Symptom items that were included in the interview or questionnaire 

reflect, in part, the theoretical bias of the clinician conducting the interview or the 

researcher constructing the test (Zimmerman, 1988). Although rating scale items were 

included as proposed items, focus was swayed more toward clinicians' personal 

preferences for item selection and endorsement. In addition, no consistency across field 

trial sites was established for how this decision would be reached (Spitzer et al., 1990). 

For DSM-III-R, then, there was great reliance on clinical judgment rather than a more 
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objective standard in the choice of a criterion to judge the validity of the criteria. 

Preparation of the fourth edition of the DSM (i.e., DSM-IV) was heightened 

toward examining, refining and improving the psychometric properties of the DSM-III-R 

system (Frances, Widiger, & Pincus, 1989; Frick et al., 1994; Shaffer et al., 1989). The 

Committee for the DSM-IV also employed field trials in the process of developing this 

edition (Frances et al., 1989; Frick et al., 1994; Shaffer et al., 1989). Specifically, the 

field trials were designed to provide a systematic framework for providing information 

regarding utility of existing criteria as well as documentation of empirical support for 

proposed changes (Frances et al., 1989; Shaffer et al., 1989; Widiger et al., 1991). 

Several strategies were utilized that represent improvements over the former field trial 

process. For example, reviews of quality empirical work on the DSM-III-R DBDs were 

conducted to guide criteria selection. Several concerns of the field trial committee about 

the DBDs involved the absence of a subset of required criteria for diagnosis. They feared 

that without this subset, the clinical picture of the diagnostic group could vary widely 

thus increasing the heterogeneity of the clinical sample. Reanalyses of appropriate data 

sets were also conducted in order to provide justification for reinclusion of existing 

criteria and/or inclusion of proposed changes (Frick et al., 1994). Field trial data were 

then used to investigate whether these sets represented improvement over the previous 

criteria sets. 

Overlap of categorical and dimensional approaches 

Measures based on categorical approaches ( e.g., DSM) have included similar 

items as those included in dimensional measures (e.g., rating scales). This action has put 
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into place a partial link between the two types of measures. Past research has also 

demonstrated associations between information yielded by the dimensional approach 

(i.e., syndromes) and that yielded by the categorical approach (i.e., diagnoses). In a 

review of literature pertaining to the externalizing disorders (i.e., the DBDs), Hinshaw 

(1987) examined the extent to which factors in the domains of interest have been 

validated. He, too, identified two major models of behavioral classification: (a) the 

empirical/dimensional approach, in which key features are assumed to be distributed 

continuously and, (b) the categorical approach, in which cases are held to constitute 

discrete types or classes. Hinshaw (1987) focused, in particular, on the independence and 

validity of two dimensions typically associated with the externalizing domain-

hyperactivity/attention deficits and conduct problems/aggression. Other reviews, he 

states, have shown convergence in these two major dimensions of child psychopathology 

(Achenbach & Edelbrock, 1978; Quay, 1979). In fact, forty-one of the sixty journals 

reviewed by Hinshaw revealed factor analyses which yielded distinct factors of conduct 

problems/aggressiveness and attention deficits/hyperactivity. Thus, replication of the 

hyperactivity and aggressive features across age groups and gender that are evident in 

dimensional measures have occurred in the research. 

Results of a meta-analytic review of factor analyses identified two dimensions of 

behavior: an overt/covert dimension and a destructive/ nondestructive dimension. These 

two dimensions yielded subareas that correspond well with diagnostic categories. For 

example, strong associations have been found between the diagnoses of ADHD (and 

ADD) and scores on the Hyperactive scale of the Child Behavior Checklist (CBCL). The 
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CBCL is one of most highly researched examples of the psychometric, or dimensional, 

approach. Shekim et al. (1986) found significantly higher mean scores on the 

Hyperactive scale in children with ADD than in controls. Similar results have been 

found by other researchers as well (Chen, Faraone, Biederman, & Tsuang, 1994; 

Edelbrock & Costello, 1988; Rey, Morris-Yates, & Stainslaw, 1992). Biederman et al. 

(1993) found excellent agreement between CBCL scales of Attention Problems and 

Delinquent Behavior and the diagnoses of ADHD and CD, respectively. The scales were 

the best predictors of the presence of ADHD and comorbid disorders. 

Recently, Fergusson & Horwood (1995) set out to study the predictive validity of 

categorical and dimensional approaches for categorizing behavior disorders. They 

assessed a birth cohort of 935 children at age 15 on DBD criteria and dimensional 

variables. They found evidence of a linear and continuous function between symptom 

severity and outcome risks (e.g., law violations). Dichotomizing symptom information 

(i.e., categorical, DSM) did not incorporate this continuous aspect. Jensen (1995) argued 

that, when information is dichotomized, precision of measurement is lost. Therefore, 

dimensional variables were found to be better predictors of outcome than diagnostic 

classification. However, if dimensional properties are incorporated into the DBDs, such 

as severity level, predictive value may be enhanced. For example, diagnosis usually 

requires age of onset and level of impairment in the usual structured interview. This 

information adds a more continuous aspect to diagnosis. 

In summary, each approach can solve a set a problems but sometimes create 

others. Biederman et al. (1995) proposed the continued combination of paradigms in 
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research in order to further elucidate the strengths and weaknesses of each as well as to 

discover and validate shared constructs. These researchers, along with others, contend 

that discovery of adequate convergence between categorical and dimensional paradigms 

would support the use of dimensional measures (e.g., rating scales) as inexpensive and 

practical screening measures (Biederman et al., 1995; Fergusson & Horwood, 1995; 

Werry, 1992). 

Developmental Issues and Preschoolers 

It is generally accepted that the advantages of using a classification system 

outweigh the disadvantages (Garber, 1984; Mash & Terdal, 1988; Weiner, 1982). 

However, problems disentangling behavior disorders become apparent in younger 

children. In particular, clinically-relevant symptoms, such as temper tantrums, 

noncompliance, and poor impulse control, may simply be exaggerations of age

appropriate behaviors. For example, attainment of independence and struggles for 

autonomy between parent and child reflect salient developmental tasks characteristic of 

two-year-olds (Sroufe, 1979). A particular behavior or pattern of behaviors may be 

diagnosed as emotional disturbance at one age and may fall easily within the range of 

normality at another. School refusal, for example, is considered to be more serious when 

it occurs during adolescence than when it occurs during a point early in childhood where 

separation anxiety is a common occurrence. 

The presence of a few problematic behaviors rarely represents psychopathology. 

Campbell (1990) asserts that several components should be included when defining a 

disorder in young children. These include a pattern or group of symptoms that shows a 
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stable course, severity, occurrence across settings, and impedes the child's ability to 

successfully complete developmental tasks. In a meta-analytic review of over forty 

studies, Frick et al. (1994) found that the oppositional symptoms tended to emerge at a 

median age of 6 years followed by aggression symptoms at a median of 6. 75 years. 

Property violations and status offenses emerged at later ages (i.e., 7 to 9 years). Thus, an 

inclusive, extensive, and sufficiently standardized catalogue of the norms of child 

behaviors at each age level and for each sex is a necessary first step in the classification 

of childhood psychopathology. 

Validity of classification of young children 

Spitzer and Forman (1979) found that clinicians viewed the format of a 

classification system to be a beneficial adjunct to the diagnostic evaluations that are 

traditionally performed. A reliable and valid set of criteria would facilitate clinical 

decision-making regarding whom to treat as well as whom to study in research endeavors 

(Kazdin, 1991; Werry, 1992). 

Many children are oppositional in the preschool years (Campbell, 1990; Patterson, 

1982). Using DSM-III disorders to classify preschoolers, 95% of the referred children 

met criteria for a diagnosis (Kashani, Horwitz, Ray, & Reid, 1986). In addition, almost 

half of the children assessed at preschool-age who exhibited acting-out behaviors were 

given acting-out diagnoses at age nine, while less than 20% of controls met diagnosis. 

Loeber et al. (1991) showed that nonreferred children are less likely to have persistent 

behavior problems than referred children. However, not all researchers agree in the use 

of diagnostic categories for preschoolers. Loeber et al. (1991) recommended that 
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intensity, frequency, cross-setting consistency, and persistence serve as the major 

indicators for classifying deviant behavior in preschool-aged children. Campbell (1990, 

1994) asserted that there is a high overlap between criteria that are included in behavior 

disorders and age-appropriate behaviors. 

Rating scales. Factor-analytic studies of preschool children have consistently 

yielded a factor composed of oppositional and mildly aggressive behaviors. Problems 

with aggression, attention, and noncompliance tend to occur together. Conduct problems 

may have a single dimension of oppositional defiant behaviors during the preschool years 

but at least one other dimension of more serious antisocial behavior during the 

elementary school years. 

The normative information inherent in measures that were developed following a 

dimensional approach allows for consideration of developmental trends, such as stages 

during early childhood when acting-out behaviors are more prevalent (Achenbach, 1980, 

1991, 1992; Eyberg & Ross, 1978; Goyette, Conners, & Ulrich, 1978). Rating scales are 

a valid instrument for classifying children of all ages because of this normative base to 

refer to. Therefore, rating scales are sensitive to developmental issues and are valid for 

classifying preschool-aged children. 

DSM Disruptive Behavior Disorders. The work by the DSM-111-R committee 

was hampered by the lack of adequate information regarding the ages of onset, 

thresholds, and age appropriateness for different symptoms of the DBDs (Loeber, Lahey, 

& Thomas, 1991 ). Although field trials were conducted to select final criteria for the 

DBDs, the mean age of the children in field trial samples was 8.5 and preschoolers were 
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underrepresented (Spitzer et al., 1990; Widiger et al., 1991 ). Underrepresentation of 

preschool-aged children in the field trial sample makes it difficult to generalize results to 

· this age group. 

Other researchers have tracked the developmental course of the DBDs. For 

example, in a study by Walker, Lahey, Hynd, and Frame (1987), 14 child outpatients 

(aged 6 to 13 years) diagnosed with DSM-III CD but no ADD/H were compared with 21 

children with both CD and ADD/H. The CD plus ADD/H group were younger at the 

time of referral, exhibited a greater variety and severity of antisocial behavior, and more 

physical aggression than children with CD alone. These results suggest that the co

occurrence of CD and ADD/H is associated with a more serious form of conduct 

problem, despite younger age at time of referral. In another study, Loeber, Green, Lahey, 

Christ, and Frick (1990) asked mothers of 10- to 13-year-old clinic-referred boys (N=87) 

to recall the earliest manifestation of particular problem behavior in their sons. As 

reported by the mothers, the onset of ODD symptoms was at its highest at age eight. 

Additional research on ODD and CD has turned toward examining the 

developmental trajectories of ODD symptoms to later emergence of CD. Comparisons 

between individual ODD and CD symptoms showed that less serious problem behaviors 

tended to emerge first and more serious problem behaviors later (Loeber et al., 1990, 

1995). Similarly, in the findings with a community sample of over 500 13-year-old boys 

where parental report was used to assess onset of behavior problems, boys referred at a 

younger age tended to develop ODD and CD symptoms in closer temporal proximity 

(Loeber et al., 1991). Schachar and Wachsmuth (1990) compared children diagnosed 
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with Oppositional and Conduct disorder to normal controls. Their sample included boys 

aged 7 to 11 years (n = 43). The data indicated that boys with Oppositional disorder 

exhibit high rates of attentional, emotional, and learning problems and also had high rates 

of social problems. It was suggested that Oppositional disorder was a variant of Conduct 

Disorder rather than of normality and that, in general, the seriousness of disruptive 

behaviors tends to increase with age. In addition, suggestions have been made for the 

revision of symptoms to incorporate developmental factors in diagnosis (Russo, Loeber, 

Lahey, & Keenan, 1994). 

In Keller et al. (1992) comorbidity, time to recovery, rate of chronicity, and 

probability of recurrence following recovery were studied in 51 children diagnosed with 

ADHD, CD, and/or ODD. Retrospective data indicated that mean durations of ADHD, 

ODD, and CD were 8, 4.5, and 3 years, respectively. Life-table estimates showed that 

14% of the children would not have recovered 15 years after the onset of their disorder 

and comorbidity was found to be high. The majority of children in the sample, however, 

were at-risk children (i.e., parents had some type of affective disorder). 

Certain general guidelines, however, were still given in DSM-111-R regarding age

specific factors. For example, to diagnose ADHD in preschoolers, the manual suggests 

that the clinician look for "signs of gross motor overactivity, such as excessive running or 

climbing ... and impulsiveness .. .likely shown by frequent shifting from one activity to 

another" (p.50). While age of onset for almost half of the cases identified as ADHD was 

before age four, accurate diagnosis of preschoolers continued to be a difficult task. 

Shaffer et al. (1989) estimated that less than fifty percent of the criteria for ADHD, for 
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example, are applicable to adolescents and many preschool-aged children exhibit many of 

the symptoms as age-appropriate phenomena. In fact, the disorder is usually not found 

until the child enters school, yet onset is required before age 7 for this diagnosis. For 

ODD, DSM-III-R refers to precursors that may appear in early childhood. Research has 

also found that the interrater reliability ofDSM-III-R DBDs in preschoolers was 

substantial (i.e., kappa= .64) (Lavigne et al., 1994). While DSM-III-R does provide 

several cautionary statements regarding diagnosis ofDBDs in young children, it lacks in 

specific guidelines for diagnosis (AP A, 1987). Given the higher probability of greater 

levels of behavior problems in referred children, future field trials were urged to include 

younger children as part of the sample. 

The majority of the children in the field trial samples for DSM-IV fell within the 

ages of six and nine (Frick et al., 1994). However, preschoolers were again 

underrepresented within the total sample. Despite this, the DSM-IV does provide some 

information to the clinician regarding special consideration of age in the diagnostic 

decision-making process in the newly added section entitled, "Specific culture, age, and 

gender features" for each of the DBDs (AP A, 1994 ). 

In the DSM-IV DBD section regarding developmental considerations in 

diagnosis, the authors note that for the diagnoses of ADHD and ODD, caution should be 

exercised in making these diagnoses for a preschool-aged child (APA, 1994). Reasons 

given specify that transient forms of the types of behaviors that comprise these disorders 

are commonly seen in children below the age of six. For example, in the description of 

diagnostic features of ADHD, the clinician is advised that a "diagnosis should be made 
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cautiously in young children" (p. 79). Additional descriptors are given to aid the 

clinician in assessing "toddlers and preschoolers with these disorders from normally 

active young children" such as "being constantly on the go and into everything ... dart back 

and forth .... run through the house ... difficulty participating in sedentary group activities in 

preschool classes" (p. 79) and other guidelines such as "in males .... more prevalent among 

those who, in the preschool years, have problematic temperaments ... or high motor 

activity" (p. 92.). In regards to the diagnosis of CD, guidelines in the classification of 

this disorder in DSM-IV reflect a developmental framework (APA, 1994). 

Developmental considerations are described where symptoms vary with age and typically 

increase in the severity of the behaviors (p. 88). Details provided in the DSM-IV of 

either the strategy or results of the field trials that pertain to diagnosis of preschool-aged 

children would be helpful to the clinician who can then make his or her own judgments 

about the validity of the diagnosis. 

Since higher rates of certain problematic behaviors occur as developmentally

appropriate phenomena, the need for accurate identification of clinical levels of these 

behaviors is crucial (Loeber et al., 1991 ). Although some guidelines for diagnosis of a 

preschool-aged child with elevated levels of problematic behaviors are provided in DSM

IV, a level of ambiguity and opportunity for interpretation errors regarding normative and 

clinically-significant rates continue to exist. Further, by neglecting to incorporate a 

greater representation of preschoolers in the field trial sample or adequate information on 

normative rates of acting-out or externalizing behaviors in younger children, the 

suggested cut-off criteria may lead to misdiagnosis of preschoolers. In fact, a pattern of 
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overdiagnosis of ADHD in preschoolers using DSM-IV criteria has been demonstrated 

(Ott, Eisenstadt, Eugrin, & Frick, 1994). At present, then, the DSM-IV lacks a strong 

empirical basis for justifying diagnoses for children under age six. Because the DSM 

system is so widely used by clinicians and encouraged by societal factions (e.g., 

insurance, Department of Mental Health guidelines), it is imperative that these criteria be 

highly powerful lest they lead to inaccurate diagnoses and/or treatment. 

Predictive Power 

Several factors influence the diagnostic utility of a measure for identifying 

clinical levels of problematic behavior, including sensitivity, specificity and rate of Type 

I and Type II errors. Sensitivity of the test is the probability of a true-positive diagnostic 

decision. It can also be described in terms of the conditional probability of having the 

index given that the external criterion is positive. Specificity of the test relates to the 

probability of a true-negative diagnostic decision or the conditional probability of not 

having the index given that the external criterion yields a negative result. 

The rates of false diagnostic decisions (i.e., Type I and II errors) are influenced by 

both the sensitivity and specificity of a measure. Type I errors occur when false positive 

diagnoses are made, as when children with normal levels of behavior are mistakenly 

identified as displaying clinical levels of behavior. Type II errors occur when false 

negative diagnostic decisions are made. In this case, children displaying clinically 

elevated levels of behavior are not diagnosed, but instead are misclassified as displaying 

normal levels of behavior. In evaluating the 'performance' of a measure, each of these 

factors is used to derive the rates of true positive, true negative, false positive, and false 
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negative decisions. A measure that possesses both high sensitivity and specificity has 

low false-negative and false-positive rates; thus, the performance of such a measure, or 

symptom, would be viewed as quite good. 

While these indices are helpful as an initial step for describing the diagnostic 

utility of the measure, they are not the most relevant information for the diagnostician. 

For example, sensitivity and specificity values can change drastically as the base rate or 

prevalence varies (Finn, 1982). To account for these shortcomings, predictive power 

statistics were developed from Bayes' theorem of practical evaluation of conditional 

probabilities (Baldessarini, Finklestein, & Arana, 1983; Lee, 1989). Predictive power 

incorporates not only sensitivity and specificity, but also the base rate of a given 

occurrence in the population. This index, then, is a more rigorous test of the performance 

of a given measure (Faraone, Biederman, Sprich-Buckminster, Chen, & Tsuang, 1993). 

The predictive power is a measure of the power or accuracy of a test (Baldessarini 

et al., 1983; Lee, 1989; (Widiger, Hurt, Frances, Clarkin, & Gilmore, 1984 ). There are 

two indices of predictive power: positive predictive power (PPP) and negative predictive 

power (NPP) (See Table 1 ). The PPP is the percentage of individuals classified correctly 

by the test as positive, while the NPP is the percentage of individuals classified as 

nonmembers of a class who truly are nonmembers (Kessel & Zimmerman, 1993). 
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Table 1 

Computation of Positive Predictive Power (PPP) and Negative Predictive Power {NPP) 

PPP = prevalence x sensitivity 

(prev. x sens.)+ (well rate x false+) 

NPP = well rate x specificity 

(well rate x spec.)+ (prev. x false-) 

Membership to a given class is determined by some external criterion or standard 

by which to calculate the accuracy of the decisions made by the test. For example, a PPP 

of .75 indicates a 75% probability that the predicted presence of clinically-elevated levels 

of acting-out behaviors is accurate. An NPP of .75 indicates that there is a 75% 

probability that the predicted absence of high levels of externalizing behaviors is 

accurate. Because base rates are considered in their calculation, Bayesian analyses 

provide a statistic that is a more accurate judgment of the utility of a measure. 

Once the predictive power of the measure is obtained, the diagnostician's work is 

not completed. The utility of this information will depend on the setting in which the 

measure is used. For example, as the prevalence of the index decreases, the PPP of the 

test decreases while the NPP increases. Therefore, there is a potential loss of PPP when 

comparing the performance of the measure in settings with a relatively low prevalence 

rate ( e.g., a general school population) to settings where the prevalence is high ( e.g., 

specialized clinic for behavior disorders). In a setting where it is more important to 
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identify cases, a clinician may be more willing to render diagnoses with less confidence 

in an accurate decision (i.e., higher number of false positive cases). In light of the 

consequences of early presence of behavioral excesses, in order to intervene early with 

young children the PPP is helpful to the clinician who must affirm the presence of the 

disorder for early intervention. Conversely, a high NPP would support the measure's use 

as a screening tool in settings where the prevalence is low, such as a school. In this way, 

cases that are determined to be within normal limits will more likely be accurately 

identified as such. On the other hand, the clinician may want to consider the cost of an 

inaccurate positive diagnosis to the client. The analysis of the costs and benefits, then, 

becomes the next stage in the decision-making process. 

Predictive power can also be calculated at the symptom level. The PPP and NPP 

at the symptom level yields information regarding the ability to predict the 

presence/absence of a disorder given the presence/absence of a symptom (Widiger et al., 

1984). The corrected predictive power was developed by Frick et al. (1994) in order to 

account for varying base rates of symptoms as compared to base rates of diagnoses. This 

is expressed as a ratio of the maximum possible number of agreements that exceed 

chance given the base rate of the symptom and diagnosis. Therefore, the corrected PPP 

and NPP will yield the number of agreements beyond the expected number of agreements 

by chance ranging from -1 to 1, with predictive power at chance level equal to zero. 

Analysis at the symptom level becomes important when trying to examine the 

inclusionary and exclusionary aspect of a symptom to improve screening. For example, a 

measure can yield high sensitivity and specificity but still have some criteria that are 
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more often in error than accurate for predicting a diagnosis. The information yielded by 

Bayesian analyses at the symptom level is also more clinically useful (Landau, Milich, & 

Widiger, 1991b). Sensitivity and specificity, when interpreted as conditional 

probabilities, only inform the clinician of the likelihood of the presence/absence of a 

symptom given the presence/absence of a disorder. The more clinically useful question 

in diagnostic decision-making is whether the presence/absence of a symptom is a good 

indicator of the presence/absence of a disorder. PPP will help the diagnostician know 

how likely it is that a person has a given disorder given a symptom. Likewise, the NPP 

will inform the diagnostician how likely it is that a person does not have a given disorder 

given the absence of a symptom. 

The base rate of a symptom will also influence the utility of a measure. A high 

base rate may call for a decrease in the number of symptoms needed for a diagnosis so 

that there is less of a chance for false-negatives and more for true-positives. 

Interpretations at this level must be made cautiously, however, because they are based on 

diagnoses which are made up of the same criteria that serve as the criterion. Therefore, 

the predictive power of symptoms is more a measure of the internal consistency and 

predictive quality of the symptoms rather than validation of the diagnostic category. Use 

of an external criterion ( e.g., referral status) serves as a better index of the validity of the 

measure. 

Research with Predictive Power and Disruptive Behavior Disorders 

The predictive power of criteria for adult disorders has received a great deal of 

empirical attention over the past decades (Millon, Bockian, Tringone, Antoni, & Green, 
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1989). However, there are only a handful of empirical investigations that have examined 

the predictive power, a form of discriminant validity, of the DBD criteria. Predictive 

power statistics were employed, however, due to their greater relevance to the diagnostic 

process where diagnoses are based on the presence or absence of symptoms (Frick et al., 

1994). For example, Milich, Widiger, and Landau (1987) examined the predictive power 

of DSM-III criteria for ADD and CD based on interview data from mothers of 76 clinic

referred boys. Their results indicated the utility of some criteria as inclusionary and 

others as exclusionary in the differential diagnosis of ADD and CD. Later, these 

researchers examined the predictive power of ADD criteria based on child interview data 

(Landau, Milich, & Widiger, 1991a). 

Other studies of diagnostic efficiency assessed the symptoms ofDBDs as rated by 

teachers. Waldman and Lilienfeld (1991) assessed the predictive power for DSM-III-R 

symptoms of ODD and ADHD in 102 boys aged 8 to 12 years. Again, results support the 

use of this statistic to determine utility of symptoms for diagnostic decisions. Likewise, 

results of two other studies using teacher ratings indicated that several symptoms of 

ADHD yielded poor predictive power and variable utility in a sample of boys in regular 

and special education classrooms (Pelham, Evans, Gnagy, & Greenslade; 1992; Pelham, 

Gnagy, Greenslade, & Milich, 1992). As noted by Kessel and Zimmerman (1993 ), 

investigations using Bayesian analyses to assess the predictive power of diagnostic tests 

support this method. While these have generally supported use of the DBD criteria with 

school-aged children, none of these studies has used this rigorous statistical procedure 

with respect to a preschool population. Currently, the author is aware of only three 
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studies that have addressed this need. In one study, Rey and colleagues (1994) found 

good support for the DSM-III-R DBDs in a small sample of preschool-aged children. In 

this study, the predictive power of the DBDs, as a single index, was assessed using 

referral status as the external criterion. In addition, the predictive power of two rating 

scales (i.e., CBCL and ECBI) were also computed. It was hypothesized that the DSM 

behavior disorders would be overdiagnosed in the preschool sample. In fact, the DSM 

fared well in its own right in accurate identification and did also well in comparison to 

normatively-based rating scales in predicting presence (PPP) and absence (NPP) of a 

disorder based on referral status. However, the structured interview used to classify 

membership into a diagnostic category incorporated a developmental framework in its 

format (i.e., asked parents to compare to same-aged peer). Therefore, it is unclear to 

what extent this factor may have enhanced the performance of the DBD measure. 

Ott et al. (1994) examined the predictive power of the DSM-III-Rand DSM-IV 

ADHD symptoms in a community sample of preschoolers. They found that prevalence 

of ADHD in preschoolers was substantially higher than typical prevalence data reported 

in DSM-III-R (i.e., 15% vs. 3%). There was also a high rate of individual symptoms 

endorsed. These results support their hypothesis that overdiagnosis of ADHD would 

occur in young children. Ott and colleagues also found that the PPP was only adequate 

while NPP was high. Therefore, the presence of the symptom was not very effective in 

the accurate identification of preschoolers with ADHD. The DSM-IV ADHD category of 

Combined Type most effectively identified preschoolers at-risk, although average rates of 

PPP reached only modest levels. 
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Recently, Frick and colleagues (1994) provided data from the DSM-IV field trials 

regarding the symptom utility rates (i.e., predictive power) of the DBD criteria. In fact, 

the committee responsible for analyzing the data obtained in the field trials relied heavily 

on predictive power statistics in order to determine the utility of the provisional criteria 

for the DBDs (Frick et al., 1994). Results revealed that CD symptoms had a relatively 

low NPP but high PPP which is typical for symptoms with low base rates. All symptoms 

for ODD had high positive and negative predictive power across ages and genders. The 

predictive power for the ADHD inattentive symptoms were quite good across age and 

gender. One exception was the symptom of "avoiding tasks that require sustained mental 

effort." This symptom yielded the highest PPP of all inattention symptoms in the 

younger children but lowest in the older children. The predictive power of the ADHD 

hyperactivity-impulsivity symptoms were also strong with little variation across age and 

gender. As the authors note, however, their analyses were based on a sample that had 

limited representation of preschool-aged children and lacked refined analyses of smaller, 

developmentally-similar groups (Frick et al., 1994). Given the importance of early 

identification and treatment of children with behavior disorders, validation of the DBD 

criteria with a preschool population is essential. 
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Overall Summary 

It is widely recognized that behavior problems occur in young children. 

Moreover, these problematic behaviors have been found to be stable and predict later 

problematic behavior (Campbell, 1990; Loeber et al., 1991). Given the immediate and 

long-term adverse effects of behavior problems in the lives of children, early 

identification is crucial. Two primary classification approaches ( categorical and 

dimensional) have been used to identify preschool-aged children in need of intervention. 

The dimensional approaches (e.g., rating scales) are well-supported in their use as 

classification systems because of their normative base of data which allows comparison 

of young children to other same-aged peers (Achenbach, 1991, 1992). Categorical 

approaches (e.g., DSM DBDs) are also widely used and appropriate for most ages 

(Spitzer, 1990). However, while the DSM allows for diagnosis of preschoolers, it is 

unclear whether the DBD criteria within this nosology are valid for this age group. 

Statistics of predictive power, the result of Bayesian analyses, have been 

supported as a means of examining the validity of a diagnostic measure to accurately 

identify cases. In fact, Bayesian analyses were used to analyze the diagnostic efficiency 

for the DSM-IV DBDs (Frick et al., 1994). Although Bayesian analyses have been used 

in research ( e.g., field trial analyses), the samples of children have either included a wide 

range of ages that were combined or older children (Frick et al., 1994). Only one other 

work has utilized Bayesian analyses with DBDs in preschoolers, but the purpose was 

toward examining only ADHD (Ott et al., 1994). These authors found a pattern of 

overdiagnosis of ADHD when using DSM-IV with preschoolers which also argues for 
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further examination of the new DBDs with young children. 
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CHAPTER III 

THE PRESENT STUDY 

There were three central aims of the present study which would address 

limitations and oversights of past research of behavior disorders: 

1. The present study examined the validity of classification of behavior problems in 

preschool-aged children. Unlike previous published research in this area, the sample 

was fully comprised of preschoolers (i.e., ages 3 to 5), thus resulting analyses yielded 

information that will be useful for those working with this age group. In particular, 

analyses were conducted to yield information regarding validity of classification of 

behavior problems in this population in general. Relevant to this goal, the overlap 

across measures was examined since the measures tap into similar dimensions. A 

closer inspection of differences in the pattern of behavioral problems observed for 

each gender at each age level was then conducted. 

2. Unlike most of the research done in the area of classification, the present study 

utilized Bayesian analyses in order to derive robust indices regarding diagnostic 

efficiency and validity (i.e., predictive power indices). Because Bayesian analyses 

control for base rates of the index under study, they represent a more rigorous 

examination of the measure's power. Relatedly, predictive power indices were also 

derived for the DBD criteria in the present study, as was done by the DSM-IV Field 

Trial Committee, since these indices are currently viewed as a more meaningful index 

of diagnostic efficiency. The DBD diagnoses and symptoms were also examined for 

their sensitivity and specificity since these indices do provide information that 
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influences interpretation of predictive power indices. 

3. Multiple behavioral rating scales, with normative data for preschool-aged children, 

were included in the present study to examine the relative utility of the DSM DBDs in 

comparison to the normed rating scales for accurate classification of behavior 

problems in preschool-aged children. Therefore, comparison of these systems would 

allow for assessment of the DBD sensitivity to developmental factors. Further, 

information regarding the predictive power of the rating scales in this population was 

used to compare dimensional scales to each other. 

There are several hypotheses to be answered by this study. In relation to the first 

aim of the study, it was hypothesized that the measures would demonstrate a modest 

relationship thereby indicating that, while they tap into similar dimensions, they are not 

identical in terms of the constructs assessed. It was also hypothesized that the clinic and 

control groups (group membership determined by an external criterion) would be 

statistically different on levels of behavioral problems across measures. Further, while it 

was predicted that gender differences would not be found, it was hypothesized that there 

would be age differences in severity of behavior problems with younger preschoolers 

(i.e., age 3) exhibiting higher rates of problematic behaviors than older preschoolers (i.e., 

age 5). The DBDs, however, were predicted to yield poor 'performance' in terms of low 

predictive power indices such that the DSM would likely overdiagnose DBDs with use of 

the DISC-2.3 in the control group due to the lack of a developmental framework in the 

DSM system for diagnostic decision-making. Likewise, it was hypothesized that the 

criteria for the DBDs will show some variability in their utility as inclusionary or 
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exclusionary symptoms. In other words, some symptoms would prove to be more useful 

than others for identifying the true presence/absence of clinically-significant levels of 

behavior problems in preschoolers. To address the final aim of the study, it was 

hypothesized that the predictive power indices across the measures would be poorest for 

the DSM DBDs since they lack a strong normative base regarding levels of acting-out 

behaviors in young children, unlike the behavioral checklists. This information will be 

useful to the diagnostician who may need to make a decision regarding age-appropriate 

or clinic level behavior. 

Predictive Power of Measures 

In order to assess the diagnostic efficiency of the measures, the positive and 

negative predictive power were calculated (i.e., PPP and NPP). The predictive power of 

the measure is the probability of agreement between the clinic status based on the 

external crterion and the measure's ability to predict the true presence or absence of 

clinically-elevated levels of behavior problems. To calculate predictive power, indices 

for 2x2 tables were devised using classification by the external criterion and by the result 

for each measure (See Table 2). 
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Table 2 

2 x 2 Table for Calculation of Diagnostic Efficiency Indices 

Clinical Status (or Diagnosis) 

Yes No 
Measure Cutoff 
(or symptom) 

Yes a b 
No C d 

Note. Sensitivity = al a+c. Specificity = di b+d. 

In this case, each measure's predictive power was computed using the external 

criterion and the cutoff score or diagnosis decision as the index. Predictive power will 

yield information regarding the measure's ability to identify true 'caseness.' 

For the DBDs, predictive power was calculated using the external criterion 

compared to the result of the DISC interview (i.e., diagnosis/no diagnosis of ADHD or its 

subtypes, ODD, and/or CD). Currently in the field, there is no procedure for evaluating 

statistical significance of this test result. However, .70 has been recommended as a cutoff 

indicating adequate performance (Baldessarini et al., 1983). If a diagnosis is found to 

have strong PPP and NPP levels, then one can be confident in accurate classification of 

preschoolers when using the DSM-IV DBD system. 

Predictive Power of DSM-IV DBD Criteria. To assess the diagnostic efficiency 
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of the DBD criteria in preschool-aged children, the positive and negative predictive 

power of each criterion were calculated. The presence or absence of the diagnosis serves 

as the external standard against which to compare the result of symptom endorsement. 

The utility of each symptom of a disorder, however, may vary. For instance, some 

symptoms may be better discriminators of clinic and nonclinic cases than others. 

Knowing which symptoms are weak or more powerful or valid for preschoolers would be 

important for the clinician working with young children. Because the base rates of each 

criterion in the sample will likely vary, the PPP and NPP was corrected for chance 

agreement by subtracting the number of agreements expected by chance from the number 

of observed agreements (Frick et al., 1994). This correction ensures that the variation in 

symptom and diagnosis base rates is accounted for and it is expressed as a 

proportion of the maximum possible value. Therefore, the corrected PPP and NPP yields 

the number of agreements beyond the expected number of agreements by chance ranging 

from -1 to 1, with predictive power at chance level equal to zero. 

Sensitivity and Specificity. The sensitivity and specificity rates were calculated 

for each measure by completing 2 x 2 tables for all measures and patterns of caseness 

between groups (See Note for Table 2). Sensitivity and specificity, although less useful 

for diagnostic decision-making as compared to predictive power, still provide useful 

information for interpretation of predictive power and classification of preschoolers. For 

instance, a symptom with high PPP but low sensitivity indicates that, even though a 

diagnosis can be confidently given in a preschool-aged child because of the presence of 

the symptom, not many children with the disorder will be identified. Further, the 
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sensitivity and specificity indices allow the clinician to determine the measure's ability to 

identify cases/noncases. 

Assessing Overlap of Measures 

The measures used in this study tap into some of the same dimensions of 

behavior, while also assessing very different aspects of behavioral dimensions. The 

extent to which the measures used in this study overlap will influence the interpretation 

of results. For example, if the measures are highly correlated, little unique variance is 

accounted for by one measure. In order to determine the extent to which the measures 

overlap, the Pearson product-moment correlation for dichotomous data (i.e., phi 

coefficient) will be calculated. The phi coefficient is the strength of association between 

measures. The percentage of variance in one variable that is explained by the other can 

be obtained by squaring phi. In order to calculate phi, the cutoff T-scores on the 

behavioral measures and diagnostic decision for each DBD (i.e., yes/no) will be used to 

determine membership. 
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CHAPTERIV 

METHOD 

Mothers of preschool-aged children (i.e., ages 3 to 5) in North Central Oklahoma 

and North Central Florida were solicited for participation in the present study via fliers 

posted in the community, newspaper advertisements, and fliers sent home with children 

enrolled in daycare and preschool centers. Parents were informed of the opportunity to 

receive feedback regarding the results of the study. Parents also received their choice of 

$5.00 or its equivalent in gift certificates for their participation. 

Of the 151 parents who completed the project protocol, a total sample of 60 

mothers of preschool-aged children were included for the current study. The Oklahoma 

sample was comprised of22 participants while the Florida sample was comprised of 38 

participants. The sample was comprised of two groups based on an external criterion, 

namely, the child's T-score on the Child Behavior Checklist (CBCL) Externalizing scale 

(>67), that was used to determine 'clinic' status. The external criterion measure was 

scored after each mother completed the protocol. When clinic status was determined 

(based on the external criterion cutoff), recruitment and subject running continued until a 

matched peer was found. Children in the clinic group were matched with a nonclinic 

peer based on the following factors: child's age, child's gender, child's ethnicity, and 

family socioeconomic level (i.e., mother's education and income indices). This process 

continued until all clinic children were successfully matched with well-matched 

counterpart with same state residence. In several cases, a well-matched peer's age was 
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within 6 months although this placed the child at a different year level. 

The demographic characteristics for both groups are presented in Table 3. 

Children in the first group (n = 30) obtained clinically-significant scores on the external 

criterion, thus establishing their 'clinic' group membership. The clinic children ranged in 

age from 37 to 68 months with the majority (n = 20) in the five-year-old age range. 

Children in the second group (n = 30) did not exceed the clinical cutoff score and were 

designated to a 'control' group. The control children ranged in age from 39 to 70 months 

with a slightly larger number of cases in the five-year-old range as well (n =14). Overall, 

the majority of the sample consisted of Caucasian, married mothers earning less than 

$24,000 per year in total family income. Parent age ranged from 19 to 65 years across 

groups. Both groups were compared on all demographic variables shown in Table 3. 

Two-tailed independent samples t-tests indicated that there were no significant 

differences found on mother's age, !(58) = .65, mother's education, !(58) = .69, or child 

age, !(58) = -1.02. In addition, chi-square analyses revealed no significant differences 

between groups on parental minority status, x2 = .42 , marital status, x2 = .64, child 

gender,x2 = .00, or child minority status,x2 = .09. Finally, the groups were not 

significantly different on family income per month as determined by the Mann-Whitney 

U Test, U = -1.16. The lack of significant differences across groups on any of the 

demographic variables confirms a well-matched sample. 
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Table 3 

Demographic Characteristics of Total Sample 

Control (n = 30) Clinic (n = 30) 

Mother Data 

Mean Age (in years) (SD) 31.5 (9.7) 29.9 (9.5) 

Race(% minority) 17 23 

Marital Status (%) 

Single 17 3 

Married 67 60 

Divorced/Separated 16 26 

Education (in years) 12.8 (2.0) 12.5 (2.2) 

Family Income/month(%) 

<$800-1000 30 50 

$1000-2000 46 27 

$2000+ 24 23 

Child Mean Age (in years) (SD) 4.7 (.7) 4.9 (.8) 

Child Gender (% male) 57 57 

Child Race(% minority) 23 27 

Note. Differences nonsignificant, p > .05, two-tailed. 
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Measures 

Consent Forms. Parents completed an informed consent (See Appendix A) prior 

to the completion of project measures and completed a Release of Information consent 

form (See Appendix B) at the conclusion of their participation if the parent was interested 

in having results shared with professionals working with the project child and/or family. 

Demographic Questionnaire. A questionnaire was used to gather basic 

demographic information, information about the child's developmental level, and any 

history of treatment for behavior problems (See Appendix C). Children with 

developmental delays were excluded from the present study as characteristics of this 

group may confound comparison to children without developmental delays. 

Child Behavior Checklist/ 2-3 and 4-18 (CBCL}. The CBCL is a standardized 

parent-report measure that assesses behavioral and emotional problems for children ages 

2 through 18 years (See Appendix D) (Achenbach, 1991, 1992). Social competency is 

also assessed for children ages 4 through 18 years. It is a psychometrically sound 

instrument that discriminates between clinic and nonclinic children and also between 

diagnoses (Biederman et al., 1995). For children aged 4 through 18, the parent completes 

113 items that assess various behavioral and emotional problems. For children aged 2 

through 3 years, the parent completes 100 items regarding behavioral and emotional 

problems. Each behavior is scored by circling a 0, 1, or 2 if the item is not true, 

somewhat or sometimes true, or very true or often true for the child. 

The CBCL yields information regarding two broadband syndromes of behavior 

(i.e., Internalizing and Externalizing). By computer scoring, a profile of the child is 
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obtained which reveals that child's functioning at each level as reported by the parent and 

in comparison to same-age, same-sex peers. This normative comparison allows the 

clinician to assess whether the current levels are clinically-significant. Consistent with 

the authors' recommendation (Achenbach & Edelbrock, 1991), a T-score of 67 (95th 

percentile) on the Externalizing factor was used as the cutoff point to classify subjects as 

clinic or nonclinic. Convergence has been found among several of the CBCL 

narrowband scales and the diagnostic categories (Biederman et al., 1993; Jensen et al., 

1993). 

Revised Behavior Problem Checklist (RBPC). The RBPC is an 89-item checklist 

which can be completed by a child's parent or teacher (Quay, 1983; Quay & Peterson, 

1987). Each of the items is scored as a 0, 1 or 2, indicating no problem, mild, or severe 

problem, respectively (See Appendix E). This measure yields six factor-analytically 

derived scales: Conduct Disorder (CD), Socialized Aggression (SA), Attention 

Problems-Immaturity (AP), Anxiety-Withdrawal (AW), Psychotic Behavior (PB), and 

Motor Excess (ME). Extensive research conducted with the RPBC has shown this 

measure to be a reliable and valid measure of behavior problems for children aged five 

through eighteen years (Hinshaw, Morrison, Carte, & Comsweet, 1987; Lahey & 

Piacentini, 1985; Quay & Peterson, 1987). Scores obtained on the RPBC are considered 

to be clinically-significant if they are two standard deviations above the mean where the 

normalized T-score has a mean of 50 and a standard deviation of 10. For the purposes of 

this study, only the CD, SA, AP, and ME scales were used based on their comparability 

to DBD categories and relatedness to other rating scales constructs. 
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Eyberg Child Behavior Inventory (ECBI). The ECBI is a parent-report measure 

of 36 common behavior problems that has been standardized for children ages 2 through 

17 years (See Appendix F) (Eyberg & Ross, 1978; Robinson, Eyberg, & Ross, 1980). 

Although original standardization studies were geographically limited, restandardization 

efforts have yielded similar psychometric properties (Eyberg & Colvin, 1994). The ECBI 

yields scores for two dimensions of behaviors: frequency of occurrence (Intensity score) 

and identification of the behavior as a problem (Problem score). The ECBI has sound 

psychometric properties and has been shown to discriminate between conduct-problem 

and normal children (Burns & Patterson, 1990; Robinson et al., 1980). Scores range from 

36-252 on the Intensity scale and 0-36 on the Problem scale. Recommended cutoff 

scores for clinically-significant levels of conduct problems are 132 and 14 for the 

Intensity and Problem scores, respectively (Eyberg & Colvin, 1999). These cutoffs have 

been shown to yield low rates of false positives and good specificity (Eyberg & Colvin, 

1994; Eyberg & Colvin, 1999) 

NIMH Diagnostic Interview Schedule for Children-Parent Form {DISC-2.3. 

Parent Form). The DISC-2.3 is a highly structured interview that contains the criteria for 

most of the commonly occurring mental disorders of children and adolescents (Shaffer, 

Fisher, Piacentini, Schwab-Stone, & Wicks, 1992; NIMH, 1991 ). Because of its highly 

structured format, the interview can be administered by either a lay interviewer or 

clinician In the present study, only the portion of the DISC-2.3 that assesses the DBDs 

(i.e., ADHD, ODD, and CD) will be administered (See Appendix G). Approval for use 

of the DBD portion of this measure was obtained from one of its developers who also 



Disruptive Behavior Disorders in Preschoolers 4 7 

maintained that prior research had been conducted in this way and that the DISC was 

developed so that such procedures could be done (Prudence Fisher, personal 

communication). While the DISC was developed for use with children ages 6 through 18 

years, other research has found this measure to be useful with children below age six 

(Ben Lahey, personal communication). The parent version of the DISC-2.3, modified 

slightly to include DSM-IV criteria, was used in the current study (Shaffer et al., 1992). 

Questions on the DISC are highly structured and include "stem" questions to 

assess presence of the behaviors and "contingent" questions which assess intensity and 

are asked only if a stem has been answered positively. Parents evaluated each symptom 

using the scale of "yes," "no," and "sometimes" or "somewhat." Mothers are also asked 

to consider the presence and/or intensity of the behavior "relative to other same-age 

children." Because parents are asked to consider severity of problem behavior as 

compared to same-age peers, it is less likely that ratings will reflect developmentally

transient behavior. Satisfactory interrater and test-retest reliability (.60 to .68) and 

validity (.60 to .79) has been obtained with the DISC-2.3 across the DBDs in children 

aged 9 to 17 years (NIMH DISC-3 Editorial Board, preliminary report, May 24, 1993). 

Procedure 

Upon signing the Informed Consent, each parent was given the protocol measures 

in the following order: demographics form, CBCL, RBPC, and ECBI. Parents were 

asked to complete the rating scales on their own but to ask the interviewer about any 

items that were confusing to them. Each parent was given the measures in the same order 

in order to control for order effects. Once the rating scales were completed, each parent 
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was interviewed by the investigator using the DISC. A segment of the total sample 

completed the DISC-2.3 interview by phone (n = 18) however no significant differences 

were found for percentage in clinic group, X: = 1.07, 12 > .10, percentage meeting criteria 

for and DBD,x2 = .27, p > .10, number ofDBD diagnoses rendered, !(58) = .22, p > .10, 

or number ofDBD symptoms endorsed, !(58) = .21, 12 > .10. 
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CHAPTERV 

RESULTS 

Preliminary Analyses: Patterns of Responses Across Categorical and 

Dimensional Measures of Child Behavior 

To address the first aim of the present study, descriptive data are presented to 

examine the patterns of classification by the external criterion, DBD diagnoses and 

symptoms, and the rating scales across the two groups. In addition, analyses were 

conducted to determine whether the two groups differed significantly in these patterns as 

hypothesized. 

External Criterion: CBCL Externalizing I-score 

While the CBCL Externalizing I-score was utilized solely as the criterion to 

determine clinic status in the present study, results of the scores obtained from the CBCL 

Externalizing T -score are provided in order to highlight the degree of disparity evidenced 

between groups on this measure. The I-scores obtained for the Externalizing scale 

ranged from 30 to 62 for the control group and 67 to 82 for the clinic group. Analysis of 

Externalizing I-scores for the control group (M = 49.00, SD= 8.36) and the clinic group 

(M = 70.23, SD= 5.13) indicated that there were significant differences between the two 

groups, !(58) = -11.87, p < .001, with higher scores occurring in the clinic group. As 

described previously, chi-square analyses and independent samples t-tests confirmed no 

significant differences between the matched groups on key demographic variables (i.e., 

parent and child age, gender, race, family income, mother's education). 



Disruptive Behavior Disorders in Preschoolers 50 

Descriptive Indices for the DSM-IV Disruptive Behavior Disorders Categorical Measure: 

DISC-2.3 

Pattern ofDISC-2.3 DBD Diagnoses. A detailed description of diagnostic 

patterns across groups are presented in Table 4 in order to highlight differential patterns 

in diagnostic classification for preschoolers. Each unique case of a diagnosis or 

diagnostic combination was counted to yield the total number of diagnoses. For those 

diagnoses that are typically subsumed under another DSM-IV DBD category as per the 

hierarchical rule in DSM-IV (i.e., ADD-IN plus ADD-HI yields diagnosis of ADHD; 

ODD plus CD yields diagnosis of CD), in the present study, the total number of 

diagnoses was reported in order to provide a measure of diagnostic severity. Results of 

the DISC-2.3 yielded a total of 55 DBD diagnoses across 34 subjects (57% of sample). 

The comorbidity rate in this sample was 35% with the greatest overlap occurring for 

ADHD and ODD diagnoses. Seventeen percent of those in the control group (n = 10) 

met clinical cutoffs for one or more DSM-IV DBD diagnosis. 

Attention-Deficit/Hyperactivity Disorder Categories: Inattentive Type (ADD-IN), 

Hyperactive-Impulsive Type (ADD-HI) and Combined Type (ADHD). As Table 4 

shows, a diagnosis of ADD-IN was never present alone but, instead, occurred in 13 cases 

where ADD-HI was the accompanying diagnosis, resulting in a diagnosis of ADHD. The 

diagnosis of ADD-IN, as part of the ADHD category, was also present in 9 other cases 

where ODD was present and in 1 case where all DBD diagnoses were met. 

Oppositional Defiant Disorder (ODD). As seen in Table 4, a diagnosis of ODD 

was met in 20 cases in the clinic group and 5 cases in the control group. ODD as a single 
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diagnosis was present in 6 of these cases, half of whom were of clinic status. 

Comorbidity of ODD was highest with the diagnosis of ADHD, with ADD-HI being the 

second most common comorbid diagnosis. 

Conduct Disorder {CD). A diagnosis of CD was met in 3 cases, two of these 

instances were clinic cases in which comorbidity of diagnoses was present (i.e., CD + 

ODD, CD+ ODD+ ADHD) (Table 4). 
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Table 4 

Case Freguency3 of Diagnostic Categoriesb 

Control Clinic Total 

Any Diagnosis 10 24 34 

ADHDonly 1 2 3 

ADD-IN only 0 0 0 

ADD-HI only 3 2 5 

ODD only 3 3 6 

CD only 1 0 1 

ADHD+ODD 0 9 9 

ADHD+CD 0 0 0 

ADD-IN+ODD 0 0 0 

ADD-HI+ODD 2 6 8 

ODD+CD3 0 1 1 

ADHD +ODD+ CD 0 1 1 

Note. ADHD = Attention-Deficit/Hyperactivity Disorder, Combined Type; ADD-IN = 

Attention-Deficit/Hyperactivity Disorder, Inattentive Type; ADD-HI = Attention

Deficit/Hyperactivity Disorder, Hyperactive-Impulsive Type; ODD= Oppositional 

Defiant Disorder, CD= Conduct Disorder. 3Frequency of cases across each pattern of 

DBDs. bDSM hierarchical rule not applied. 
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Overall Analyses of DBD Differences. Analyses of the diagnostic patterns 

observed were conducted in order to assess whether differences were evident across 

sample groups (See Table 4). A significant difference in the proportion of children who 

met DSM-IV DBD diagnoses across groups was found, x2 = 21.99, 12< .001, such that 

significantly more children in the clinic group (87%; n = 26) met criteria for a DBD 

diagnosis compared to children in the control group (27%; n = 8). In addition, chi

square analyses of each type ofDBD revealed significant differences between groups for 

the percentage of children meeting each of the diagnoses, with the clinic group meeting 

criteria for more diagnoses in each category as compared to the control group: any ADD 

diagnosis, x2 = 19.46, 12 < .001; ODD, x2 = 15.43, 12 < .001; and CD, x2 = .35, 12 < .001. 

Thus, the hypothesis that children in the clinic group would meet criteria for more 

diagnoses than the control children was supported. 

The number of DBD symptoms endorsed by group, which provides an index of 

the severity of problem behavior, was examined. Means and standard deviations for 

number ofDBD symptoms endorsed by group are presented in Table 5. The range for 

DBD symptoms endorsed by the total sample was 1 to 54 symptoms. A significant 

difference was found across groups for the number of DBD symptoms endorsed by 

mothers, !(58) = -6.77, 12 < .001, with children in the clinic group demonstrating 

significantly higher numbers of DBD symptoms compared to their nonclinic 

counterparts. These findings also provide support for the hypothesis that significant 

differences between groups would be found in the total number of DSM-IV DBD 

symptomatology. 
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Table 5 

Means and Standard Deviations for Study Measures by Group8 

Control Clinic 

M SD M 

DBD Diagnoses .40 .67 1.87 1.11 

DBD Symptoms 15.00 10.37 34.43 13.22 

ECBI(I) 91.40 30.69 154.17 30.85 

ECBI(P) 6.27 6.23 17.20 6.64 

R(CD) 6.50 4.38 22.63 6.65 

R(SA) .93 2.38 2.83 3.28 

R(AP) 2.90 2.93 12.03 4.44 

R(ME) 1.30 1.53 4.87 2.06 

Note. DBD = DSM-IV Disruptive Behavior Disorder, Diagnosis or Symptom; ECBI(I) = 

Eyberg Child Behavior Inventory Intensity score; ECBI (Problem) = Eyberg Child 

Behavior Inventory Problem score; R(CD), R(SA), R(AP), and R(ME) = Revised 

Behavior Problem Checklist Subscales Conduct Disorder, Socialized Aggression, 

Attention Problem, and Motor Excess scores. a All tests for differences significant at p < 

.001. 
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Normed Rating Scales 

As with the DBDs, descriptive data as well as results of analyses that test for 

group differences as hypothesized in the patterns obtained by group are presented below 

for the normed rating scales. These results highlight differences between the groups as 

well as indicate the degree of impairment assessed by group as compared to the DBD 

classification system. 

Evberg Child Behavior Inventory. Means and standard deviations for the Intensity 

and Problem scales of the ECBI are shown by group in Table 4. The Intensity scores 

ranged from 38 to 215 and Oto 28 for the Problem scale for the total sample. 

Independent samples !-tests revealed a significant difference between groups on the ECBI 

Intensity score, !(58) = -7.9, 12 < .001, with higher scores evidenced in the clinic group. 

Similarly, differences across the groups in the number of items endorsed as problematic 

by mothers were also significant, !(58) = -6.58, 12 < .001, with mothers of children in the 

clinic group reporting higher problem scores. Therefore, as hypothesized, significant 

differences on both the Intensity and Problem scores of the ECBI between clinic and 

control groups were found. 

Revised Behavior Problem Checklist. Table 4 contains the means and standard 

deviations for the RBPC scales. The scores on the RBPC across groups ranged from O to 

41 for the CD scale, 0 to 1 7 for the SA scale, 0 to 22 for the AP scale, and O to 9 for the 

ME scale. Independent samples !-tests revealed significant differences across groups for 

the CD scale, !(58) = -11.10, 12 < .001, SA scale, !(58) = -2.57, 12 < .001, AP scale, !(58) = 

-9.4, 12 < .001, and ME scale, !(58) = -7.6, 12 < .001. Significantly higher scores were 
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found in the clinic group as compared to the control group, thus supporting the 

hypotheses that children of clinic status would demonstrate higher levels of problematic 

behavior. 

Age and Gender Effects Across Categorical and Dimensional Measures 

Due to small sample sizes, statistical analyses to determine age and/or gender 

effects could not be conducted. However, inspection of group means on patterns of 

DSM-IV DBD diagnoses, symptoms, and rating scale scores revealed a trend that girls 

obtained higher ratings on several scales while boys obtained higher scores on others 

(See Table 5). In terms of age differences, older preschoolers appeared to have higher 

impairment results based on the DISC-2.3, while results on the normed rating scales 

demonstrated variability across age and gender for impairment. 
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Table 6 

Means and Standard Deviations for Study Measures by Age and Gender 

Measure 
Age 

DBDSx 

3 

4 

5 

DBDDx 

3 

4 

5 

ECBI (I) 

3 

4 

5 

Control8 Clinicb 

Boys Girls Boys Girls 

M(SD) M(SD) M(SD) M(SD) 

7.00 (6.98) 19.00 (9.90) 37.67 (.58) 17.00 (11.31) 

14.33 (17.9) 19.86 (10.96) 33.50 (12.50) 33.00 (-t 

16.20 (9.57) 10.00 (6.27) 40.70 (12.24) 31.20 (14.82) 

.25 (.5) .50 (.71) 2.0 (0) 1.50 (.71) 

.33 (.58) .43 (.79) 1.75(1.50) 2.0 (-) 

.60 (.84) .00 (0) 2.20(1.03) 1.60 (1.35) 

93.25 (21.36) 112.5 (27.58) 153 (10) 157 (22.63) 

195 (-) 66 (33.15) 98.14 (35.22) 154.5 (23.61) 

93.10 (36.48) 82 (2.74) 153.10 (34.19) 150.8 (37.83) 

(table continues) 
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Means and Standard Deviations on Study Measures by Age and Gender 

Measure 
Age 

ECBI (P) 

3 

4 

5 

RBPC (CD) 

3 

4 

5 

RBPC (SA) 

3 

4 

5 

Control 

Boys 

M(SD) 

6.75 (2.87) 

0.0 (0) 

7.20 (6.14) 

6.50 (5.74) 

3 (3.46) 

8.10 (5.63) 

1.25 (2.5) 

0.0 (0) 

.80 (1.93) 

M(SD) 

3.0 (4.24) 

9.43 (8.72) 

4.25 (4.19) 

5.00 (2.83) 

7.43 (2.51) 

4.25 (1.71) 

0.0 (0) 

2.0 (4) 

.25 (.5) 

Clinic 

Boys 

M(SD) 

18.33 (3.79) 

17.5 (5.20) 

16.4 (6.65) 

23.0 (6.08) 

20.0 (3.27) 

21.80 (7.16) 

.33 (.58) 

1.75 (.96) 

3.40 (2.27) 

Girls 

M(SD) 

9.50 (.71) 

26.0 (-) 

18.25 (7.84) 

22.50 (.71) 

27.00 (-) 

24.0 (8.43) 

2.0 (0) 

3.0 (-) 

3.60 (5.04) 

(table continues) 
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Means and Standard Deviations Study Measures by Age and Gender 

Measure 
Age 

RBPC {AP) 

3 

4 

5 

RBPC (ME) 

3 

4 

5 

Boys 

M{SD) 

5.50 (2.65) 

1.33 (1.53) 

2.50 (2.72) 

1.25 (1.50) 

.33 (.58) 

1.60 (1.90) 

Control 

Girls 

M{SD) M{SD) 

Clinic 

Girls 

M{SD) 

3.0 (0) 9.0 (3.61) 10.0 (4.24) 

3.71 (3.86) 16.0 (4.08) 12.0 (-) 

1.0 (2) 

1.0 (0) 

2.0 (1.63) 

.25 (.50) 

12.80(5.31) 11.0(3.50) 

5.33 (.58) 2.50 (.71) 

4.75 (3.40) 7.0 (-) 

5.90 (1.79) 4.0 (1.63) 

aControl group: 3-year-olds (n = 6), 4-year-olds (n = 10), and 5-year-olds (n = 14). 

bClinic group: 3-year-olds (n = 5), 4-year-olds (n = 5), and 5-year-olds (n = 20). cl case. 
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Association between Categorical and Dimensional Measures 

Phi coefficients were calculated in order to examine the interrelationship between 

dimensional and categorical measures of externalizing behavior (See Table 7). For all 

measures, positive and significant correlations were observed (all p < .01). An exception 

was observed such that the SA scale of the RBPC was not significantly correlated to any 

other measure. Another overall finding indicated that the average association for 

dimensional measures and the categorical DBDs (r = .46) was slightly stronger than the 

relationship among the dimensional measures to each other (r = .3 7). As hypothesized, 

overlap across the measures was observed, however, the significant correlations indicate 

a stronger association than had been predicted. 
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Table 7 

Pearson-Product Moment Correlations (</l) for DBD Diagnoses and Rating Scales 

Variables 1 2 3 4 5 6 7 8 

1. AnyDBD 

2. CBCLExt .63** 

3. ECBl(I) .64** .70** 

4. ECBl(P) .53* * .55** .65** 

5. R(CD) .39* * .45** .46** .59** 

6. R(SA) .24 .22 .23 .18 .37** 

7. R(AP) .39* * .45** .46** .50** .52** .25 

8. R(ME) .40** .39** .41** .23 -.04 .04 .18 

Note. Any DBD = At least one of the Disruptive Behavior Disorder diagnoses met; 

CBCL Ext = Child Behavior Checklist Externalizing T-score cutoff> 64; ECBl(I) = 

Eyberg Child Behavior Inventory Intensity cutoff score> 135; ECBI(P) = Eyberg Child 

Behavior Inventory Problem cutoff score> 14; R(CD), R(SA), R(AP), R(ME) = Revised 

Behavior Problem Checklist Subscales Conduct Disorder, Socialized Aggression, 

Attention Problem, and Motor Excess, 2 SD above mean. **n < .01. 
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Primary Analyses: Diagnostic Efficiency Indices for Categorical and Dimensional 

Measures of Child Behavior 

In order to address the second aim of the study, indices of diagnostic efficiency 

were calculated, including sensitivity, specificity, and Type I and II error rates (i.e., false 

negative and false positive rates) for each measure. In order to account for prevalence 

and well rates in the sample and thereby obtain a more robust measure of the diagnostic 

power of each measure, Bayesian analyses were performed as proposed to obtain the 

indices of positive predictive power (PPP) and negative predictive power (NPP). The 

predictive power of the measure is the probability of agreement between the referral 

status of the subject and the measure's ability to predict the true presence (PPP) or 

absence (NPP) of clinically-elevated levels of behavior problems. Specifically, the PPP 

is the percentage of individuals classified correctly by the measure as positive, while the 

NPP is the percentage of individuals classified as nonmembers of a class who truly are 

nonmembers. In short, predictive power will yield information regarding the measure's 

ability to identify true 'caseness.' 

Results of Bayesian analyses and diagnostic efficiency indices are presented first 

for an overall DBD category, then separately for each of the DBDs, and finally for each 

normed rating scale (See Table 7). The relative performance of the DBD categorical 

system was then examined in comparison to the indices for the rating scales. 

DSM-IV DBD Categorical Diagnostic System 

The diagnostic efficiency indices for discriminative power of the behavior 

disorders are presented in Table 8. The indices are presented by each DBD diagnosis as 
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well as a collapsed category indicating that at least one DBD diagnosis was obtained. 

Diagnostic Efficiency ofDBD Overall Category. As shown in Table 8, the 

sensitivity and specificity of the DBDs as a whole are moderate (i.e., .87 and .73, 

respectively). These rates indicate that 87% of the cases in the clinic sample met criteria 

for at least one DBD diagnosis. Conversely, 73% of the cases in the control group were 

accurately classified by the DISC-2.3 as noncases (i.e., no diagnosis). While these rates 

are acceptable, the specificity rate is just within acceptable levels and indicates that the 

DISC-2.3 was less accurate in determining noncaseness among those classified as 

'normal' as determined by the external criterion. The strength of the DBD measure is 

also measured by the rates of false negatives and false positives. In this sample, the false 

positive rate for the overall DBD category is .27 and the false negative rate is .13. These 

rates indicate that 27% of the noncases (i.e., no diagnosis) and 13% of the positive cases 

(i.e., diagnosis present) were classified incorrectly by the DISC-2.3 DBD measure. The 

results for these indices show a similar pattern as that obtained by calculating sensitivity 

and specificity rates. 

For the overall DBD category, results of Bayesian analyses which take into 

account prevalence and well rates in the sample as well as indices of sensitivity and 

specificity, revealed a different pattern of the test's diagnostic accuracy. The positive 

predictive power of the DBDs at .76 indicates that 76% of the cases classified by the 

DBD measure as meeting a diagnosis are indeed in the clinic group. The resulting NPP 

(i.e., .85) indicates that 85% of those classified as within the normal range by the DISC-

2.3 are, in fact, in the control group. Therefore, the clinician can be slightly more 
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confident in a negative result (i.e., no DBD diagnosis on the DISC-2.3) than in a positive 

one. 

Diagnostic Efficiency of ADD-Inattentive type {ADD-IN). As shown in Table 8, 

the sensitivity and specificity (i.e., .40 and .97, respectively) of the ADD-IN category of 

the DBDs indicate that 40% of the clinic group received an ADD-IN diagnosis and 97% 

of the control group did not meet this diagnosis. The corresponding false positive and 

false negative error rates of .03 and .60, respectively, also indicate a stronger probability 

of noncases being accurately classified by this DBD category as below criterion for 

diagnosis than accurate identification of true cases. The PPP for ADD-IN of .92, 

however, indicates that 92% of those who obtained this diagnosis were clinic subjects. 

Conversely, the NPP for ADD-IN of .62 indicates that only two-thirds of those who did 

not receive the diagnosis were in fact from the control group. 

Diagnostic Efficiency of ADD-Hyperactive-Impulsive Type {ADD-HI}. As 

shown in Table 8, the sensitivity and specificity of the ADD-HI category of the DBDs 

were moderate to good (i.e., .73 and .83, respectively). These rates indicate that 73% of 

the cases in the clinic sample met criteria for this diagnosis while 83% of the control 

group cases did not receive this diagnosis. Corresponding false positive and false 

negative rates were .17 and .27, respectively, which indicate a higher probability for no 

diagnosis for clinic group members than inaccurate classification of control subjects. The 

PPP and NPP of the ADD-HI diagnosis were .81 and .76, respectively, which indicates 

that 81 % of those diagnosed as ADD-HI were from the clinic group and 76% not 

diagnosed as ADD-HI were indeed from the control group. 
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Diagnostic Efficiency of ADHD, Combined Type (ADHD). As shown in Table 

8, the sensitivity and specificity of the ADHD diagnostic category of the DBDs were .43 

and .97, respectively. These rates indicate that 43% of the cases in the clinic sample met 

criteria for ADHD while almost all of the subjects in the control group were not given 

this diagnosis. The corresponding rates of false positives and false negatives in this 

sample (i.e., 03 and .57, respectively) indicate that the presence an ADHD diagnosis was 

strongly linked to clinic membership. However, the absence of this diagnosis was 

inconsistent with clinic status in just over half of the control group. The results of 

Bayesian analyses, revealed a different pattern of the test's diagnostic accuracy. The 

positive predictive power of ADHD at .93 indicates that 93% of the cases classified as 

ADHD are clinic group group members. The resulting NPP (i.e., .63) indicates that 63% 

of those classified below criteria cutoffs for ADHD were in the control group. Therefore, 

the clinician can be more confident in a positive result (i.e., ADHD diagnosis on the 

DISC-2.3) than in a negative one considering clinic status as based on the external 

criterion (i.e., CBCL Externalizing T-score ). 

Diagnostic Efficiency of ODD. As shown in Table 8, the sensitivity and 

specificity of ODD are moderate (i.e., .67 and .83, respectively). These rates indicate that 

67% of the cases in the clinic sample met criteria for ODD. Conversely, 83% of the 

cases in the control group were classified by the DISC-2.3 as noncases of ODD (i.e., no 

ODD diagnosis). The lower sensitivity rate indicates that there was less of a match 

between clinic group membership and subsequent diagnosis of ODD. The corresponding 

false positive and false negative rates for ODD were .17 and .33, respectively. The 
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predictive power indices for the DBD category of ODD were adequate with PPP equal 

to.80 and NPP equal to .71. The positive predictive power of ODD indicates that 80% of 

the cases classified by the DISC-2.3 as meeting this diagnosis were from the clinic group 

while 85% of those classified as below cutoffs for an ODD diagnosis were in the normal 

range as determined by the external criterion as well. 

Diagnostic Efficiency of Conduct Disorder (CD). Table 8 shows the sensitivity 

and specificity rates for a diagnosis CD in this sample. These rates of .03 and .97 

indicate that only 3% of the cases in the clinic sample met criteria for CD. Conversely, 

97% of the cases in the control group also did not reach clinic status on the DISC-2.3 for 

a diagnosis of CD. The corresponding rates of false positives and false negatives (.03 

and .97, respectively) are consistent with these results and indicate high agreement 

between the external criterion and the test result (i.e., diagnosis of CD via the DISC-2.3). 

The results of Bayesian analyses, which take into account prevalence and well rates in the 

sample as well as indices of sensitivity and specificity, reveal a different pattern of the 

DISC-2.3's diagnostic accuracy with respect to a CD diagnosis. Both the positive and 

negative predictive power for CD were .50 which indicates that half of the cases 

classified as meeting this diagnosis were in the clinic group. Given the low hit rate for 

CD in this sample (n = 2 cases), only one misclassification significantly impacted 

predictive power indices. 

Dimensional Rating Scales 

Evberg Child Behavior Inventory (ECBI). The discriminative power indices of 

the ECBI are presented in Table 8. The sensitivity indices of .83 for the Intensity scale 
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and .63 for the Problem scale indicate that 83% of the clinic children were correctly 

classified by the ECBI Intensity score as clinically-significant cases and 63% were 

correctly classified by the Problem scale score.. The specificity indices of .87 for the 

Intensity and .90 for the Problem scale indicate the proportion of children in the normal 

status group that were correctly described by the Intensity and Problem scales scores of 

the ECBI as within normal limits. The false positive rate, or Type II error, for the ECBI 

Intensity scale was .13 and .10 for the Problem scale. The false negative rate, or Type I 

error, was .17 and .37 for the Intensity and Problem scales, respectively. These indices, 

when taken together, indicate that the ECBI's performance in identifying true cases is 

strong, particularly better for identifying nonclinical cases. 

The predictive power obtained using Bayesian analyses revealed a similar pattern. 

The ECBI was reasonably accurate in identifying clinic status (PPP=.86 and .87 for 

Intensity and Problem scale score measures, respectively). In other words, 86% of those 

classified as obtaining clinically-significant scores on the Intensity scale of the ECBI 

were in fact members of the clinic group as determined by the external criterion. 

Similarly, 87% of those classified beyond clinical cutoffs for the Problem scale of the 

ECBI were clinic group members. The indices obtained for NPP indicate that the ECBI 

is slightly less accurate in identifying normal status over clinic status (NPP=.84 and .71 

for the Intensity and Problem scale score measures, respectively) . 

Revised Behavior Problem Checklist (RBPC). The discriminative power indices 

of the RBPC scales are presented in Table 8. The sensitivity for RBPC scales ranged 

from .27 (SA scale) to .40 (ME scale) indicating the proportion of clinic cases exceeding 
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cutoffs for the scales of the RBPC. Specificity indices were high across all scales and 

ranged from .90 (SA) to 1.00 (CD and AP) indicating that almost all control cases were 

rated as within normal limits on the RBPC scales. The false positive rate for the RBPC 

scales ranged from .00 to .10 while the false negative rate was higher and ranging from 

.23 to .73. These error rates indicate that more clinic cases were classified as within 

normal limits by the RBPC but very few control cases exceeded clinical cutoffs on the 

RBPC. 

Results of Bayesian analyses on the RBPC produced similar overall results. The 

CD and AP scales were highly accurate in identifying clinic status (PPP = 1.00). In other 

words, all of the cases identified as exceeding clinic cutoffs were clinic cases as 

determined the by external criterion. The PPPs for the ME and SA scales were adequate 

(.86 and .73, respectively) indicating the percentage of those classified as in the clinic 

range on the ME and SA scales who are members of the clinic group. The indices 

obtained for NPP indicate that all RBPC scales (i.e., CD, SA, AP, and ME) demonstrated 

poor performance in this respect with only slightly over half of the sample with scores 

within normal limits being part of the control group (NPP = .58, .55, .60, and .61, 

respectively). 

Relative Accuracy of the Measures 

Discussion of relative accuracy among the measures used in this study was driven 

by the results of Bayesian analyses (i.e., PPP and NPP), calculated as a function of their 

agreement with the 'gold standard' or external criterion of the CBCL Externalizing T

score clinical cutoff. The PPP was highest for the RBPC scales of CD and AP (1.00) and 
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DBD diagnoses of ADHD and ADD-IN (.93 and .92, respectively) indicating that these 

were the most accurate in identifying children who are displaying elevated levels of 

externalizing behaviors as determined by the external criterion. The ECBI Intensity and 

Problem scales were strong with PPPs in the .80s. All PPPs for the measures, scales and 

diagnoses were adequate or better for identifying true clinic status except for the DBD 

CD category, however the low rate of CD misclassification (n = 1) largely affected the 

resulting PPP. Therefore, the hypothesis that the predictive power of the DBDs (i.e., 

their diagnostic accuracy) would be weaker than that for the normed rating scales was not 

supported. Interestingly, there were different patterns observed across the normed rating 

scales in terms of their ability to accurately identify caseness and the DBDs fared well as 

compared to one of the rating scales in terms of PPP but not as well as the alternate rating 

scale. For all measures except the DBD CD category however, the indices were within 

acceptable levels. 

The NPP indices were also different across measures but were not as high as the 

PPP rates. The overall category of DBD and the ECBI Intensity scales were the most 

powerful in accurate exclusion of control group cases (NPP = .85 and .84, respectively). 

Other adequate categories for identifying noncaseness were ADD-HI, ODD, and the 

ECBI Problem scale. Several scales demonstrated poor performance for accurate 

exclusion or screening with predictive power rates below .70. These were the scales of 

the RBPC (i.e., CD, SA, AP, and ME), Conduct Disorder, ADD-IN, and ADHD. Thus, 

the DBD performance in terms of diagnostic efficiency demonstrated significant 

variability across diagnoses. Contrary to the hypothesis, then, the DBD did not perform 
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more poorly across the board than the rating scales and, in fact, fared well as an overall 

category. 

Diagnostic Efficiency of DBD Criteria: Symptom Utility 

Symptom Utility Rates for ADD-IN Criteria. The base rates of the ADD-IN 

symptoms and their predictive utility are presented in Table 9. The corrected predictive 

power, which takes into account the chance agreement between symptom and diagnosis 

is also provided. Resulting base rates indicate that "Easily distracted" and "Fails to 

finish" occurred at the highest rates in the total sample. Diagnostic efficiency indices for 

ADD-IN symptoms ranged from .09 to .81 for cPPP and .23 to .98 for cNPP. As 

hypothesized, variability in the utility of criteria for a DBD diagnosis was found. 

Most symptoms had low cPPP (M = .45) and high cNPP (M = .74) values 

indicating a low probability for the disorder given the presence of the symptom but a high 

probability that the diagnosis is not present given the absence of the symptom. The 

symptom providing the strongest evidence for the likely presence of ADD-IN is 

"Difficulty organizing" ( cPPP =. 81) indicating the usefulness of this symptom as an 

inclusionary item for diagnosing ADD-IN. Notably, the ADD-IN symptom "Easily 

distracted" demonstrated the weakest utility as an inclusionary item for diagnosing ADD

IN ( cPPP = .17) yet among the highest utility rates for predicting the likely absence of 

ADD-IN (cNPP = .98) when this symptom is absent. The symptom "Loses things" was 

the poorest item for use as an exclusionary item (cNPP = .23). In summary, most of the 

items were not useful as inclusionary items for diagnosing ADD-IN but were powerful as 

exclusionary items whereby their absence was indicative of the absence of ADD-IN. 
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Table 9 

Base rates and Indices of Symptom Utility for ADD-IN 

Criteria BR cPPP8 cNPPb 

Easily distracted .60 .17 .98 

Fails to finish .53 .09 .73 

Poor attention .43 .32 89 

Doesn't listen .42 .23 .88 

Loses things .10 .54 .23 

Careless .25 .43 .91 

Difficulty organizing .25 .81 .89 

A voids mental effort .27 .73 .88 

Forgets .12 .70 .31 

Note. BR= base rate; cPPP = corrected positive predictive power; cNPP = corrected 

negative predictive power. Suggested clinical utility cutoff= .70. 

3cPPP = [(A - SA c) / (A+ B)] CSA= [(A+ C)] X (A+ B)] / N 
1 - [SA/ (A+ B)] 

bcNPP = [(D - SDd) / (C + D)] dSD= [(B+D)] x (C + D)] / N 
1- [SD/ (C + D)] 
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Symptom Utility Rates for ADD-HI Criteria. Table 10 shows the base rates and 

corrected predictive power indices of ADD-HI. Base rates across the symptoms for the 

total sample indicate that "Fidgets" and "Can't wait turn" (BR= . 72) occurred at the 

highest rate. Diagnostic efficiency indices for ADD-HI symptoms ranged from .12 to .72 

for cPPP and .39 to 1.00 for cNPP. Overall, most symptoms had low cPPP (M = .35) and 

cNPP (M = .61) diagnostic efficiency values indicating the symptoms' low power as 

inclusionary items and only slightly better utility for predicting absence of ADD-HI when 

the symptom was absent. The symptom providing the strongest evidence for the likely 

presence of ADD-HI is "Runs, climbs" (cPPP =.72) with "Can't wait turn" demonstrating 

the weakest link to ADD-HI (cPPP = .12). The absence of the symptom "Fidgets" was 

highly indicative of the absence of ADD-HI (cNPP = 1.00). Again, the variability across 

symptom utility rates supported the hypothesis regarding differential patterns in symptom 

utility. 
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Table 10 

Base rates and Indices of Symptom Utility for ADD-HI 

Criteria BR cPPP8 cNPPb 

Fidgets .72 .32 1.00 

Remaining seated .55 .50 .75 

Can't play quietly .58 .53 .93 

Talks excessively .45 .39 .39 

Runs, climbs .47 .72 .74 

On the go .63 .36 .74 

Blurts out .72 .12 .42 

Can't wait turn .43 .44 .66 

Interrupts .63 .14 .30 

Note. BR = base rate; cPPP = corrected positive predictive power; cNPP = corrected 

negative predictive power. Suggested clinical utility cutoff= .70. 

8cPPP = [{A- SAc) /(A+ B)] CSA= [(A+ C)] X (A+ B)] IN 
1 - [SA/ (A+ B)] 

bcNPP = [{D - SDd) / {C + D)] dSD= [(B+D)] x (C + D)] IN 
1- [SD/ (C + D)] 
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Symptom Utility Rates for ADHD (Combined Type). Diagnostic efficiency 

indices for ADHD are presented in Table 11. Resulting base rates indicate that "Fidgets," 

"Can't wait turn," "On the go," and "Easily distracted" occurred at the highest rates in the 

total sample. Diagnostic efficiency indices for ADHD symptoms were calculated based 

on the presence or absence of the symptoms for ADD-IN and ADD-HI and whether or 

not an ADHD diagnosis was given. Diagnostic efficiency indices ranged from .07 to .75 

for cPPP and .23 to 1.00 for cNPP. Most symptoms had low cPPP (M = .24) and high 

cNPPP (M = .73) values indicating a low probability for the disorder given the presence 

of the symptom but a high probability that the diagnosis is not present given the absence 

of the symptom. The presence and absence of the symptom "runs, climbs" demonstrated 

strong evidence for both the likely presence (cPPP =.75) and absence (cNPP = .90) of 

ADHD. One other symptom (i.e., "Talks excessively") demonstrated adequate utility as 

an inclusionary item (cPPP = .72) while "Can't wait turn" and "Can't play quietly" were 

also useful as exclusionary items (cNPP = .98 and .88, respectively). The diverse 

patterns in symptom utility rates represents supporting evidence for the hypothesis 

regarding the presence of these patterns in the DBD criteria for preschool-aged children. 
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Table 11 

Base rates and Indices of Symptom Utility for ADHD 

Criteria BR cPPP3 cNPPb 

Easily distracted .60 .12 1.00 

Fails to finish .53 .19 .83 

Poor attention .43 .19 1.00 

Doesn't listen .42 .24 .72 

Loses things .10 .32 1.00 

Careless .25 .14 .80 

Difficulty organizing .25 .17 1.00 

A voids mental effort .27 .09 .74 

Forgets .12 .30 .86 

Fidgets .72 .25 .60 

Remaining seated .55 .60 .23 

Can't play quietly .58 .41 .88 

Talks excessively .45 .72 .80 

Runs, climbs .47 .75 .90 

On the go .63 .60 .30 

(table continues) 
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Base rates and Indices of Symptom Utility for ADHD 

Criteria BR cPPP8 cNPPb 

Blurts out 

Can't wait turn 

Interrupts 

.72 

.43 

.63 

.12 .98 

.25 .67 

.07 .41 

Note. BR= base rate; cPPP = corrected positive predictive power; cNPP = corrected 

negative predictive power. Suggested clinical utility cutoff= .70. 

8cPPP = ((A- SAc) /(A+ B)] CSA= [(A+ C)] X (A + B)] IN 
1 - [SA/ (A+ B)] 

bcNPP = ((D - SDd) / (C + D)] dSD= [(B+D)] x (C + D)] IN 
1- [SD/ (C + D)] 
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Symptom Utility Rates for ODD Criteria. Diagnostic efficiency rates of the ODD 

symptoms are presented in Table 12. Base rates indicate that "Argues/Talks Back" and 

"Loses Temper occurred at the highest rates in the total sample (base rates of .65 and .62, 

respectively). Consistent with other DBD criteria, the items for ODD also demonstrated 

variability in the symptom utility rates, thus supporting the hypothesis. The predictive 

power for ODD symptoms demonstrated a wide range from .38 to 1.00 for cPPP and .19 

to .97 for cNPP. The symptoms providing the strongest evidence for the likely presence 

of ODD (i.e., best inclusionary items) were "Gets others in trouble," "Angry/Resentful," 

"Grouchy," and "Gets even" with cPPPs ranging from .86 to 1.00. 

On average, the cPPP for most symptoms were moderate (M = . 70) while the 

average cNPP values were less than adequate (M = .55). These indices indicate that 

symptoms of ODD were only adequate as inclusionary items in predicting the presence of 

ODD given the presence of the symptom. Similarly, the absence of most symptoms of 

ODD were less than adequate as exclusionary items (i.e., predicting the absence of the 

diagnosis) except for "Breaks Rules, Refuses," "Loses Temper," and "Argues/Talks 

Back" where cNPP values were .97, .94. and .87, respectively. 

Symptom Utility Rates for CD Criteria. Not completed due to too few number of 

cases. 



Disruptive Behavior Disorders in Preschoolers 79 

Table 12 

Base rates and Indices of Symptom Utility for ODD 

Criteria BR cPPP8 cNPPb 

Loses temper .62 .46 .94 

Argues/talks back .65 .39 .87 

Breaks rules/refuses .57 .38 .97 

Bothers others .35 .68 .55 

Blames others .23 .77 .32 

Grouchy .28 .93 .46 

Angry/resentful .13 .94 .21 

Gets even .25 .86 .41 

Gets others in trouble .12 1.00 .19 

Note. BR= base rate; cPPP = corrected positive predictive power; cNPP = corrected 

negative predictive power. Suggested clinical utility cutoff= .70. 

8cPPP = [(A- SAc} /(A+ B}] CSA= [(A+ C)] X (A+ B)] IN 
1 - [SA/ (A+ B)] 

bcNPP = [(D - SDd} / (C + D}l dSD= [(B+D)] x (C + D)] IN 
1- [SD/ (C + D)] 
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CHAPTER VI 

DISCUSSION 

The purpose of the present study was to investigate the validity of the DSM-IV 

DBD classification system for accurate identification of clinically-significant behavior 

problems in preschool-aged children. In particular, the extent to which use of the DSM

IV DBDs would account for developmentally-related transient behavior problems was a 

central focus of the study. There were several findings of note in the present 

investigation. 

Findings Related to Major Aims of Study 

Classification of Preschool-Aged Children: Behavioral Patterns 

The use of dimensional and categorical classification systems in the present study 

yielded prevalence rates of clinically-significant behavioral problems similar to that 

reported for clinically-referred school-aged youth (Achenbach & Howell, 1993; Jensen et 

al., 1996; Loeber et al., 1991 ). Specifically, 17 to 57% of the total sample exceeded 

clinical cutoffs on the DSM-IV DBD categorical measure, dimensional normed rating 

scales, or both. For the DSM-IV DBD categories, results of the DISC-2.3 yielded a 

comorbidity rate of 3 5% which is consistent with the rates typically found in samples of 

older children (Spitzer et al., 1990). These findings support previous research reporting 

that significant behavioral excesses are present in preschool-aged children. Results of the 

present study also indicate that children in the clinic group, as measured by a clinical 

cutoff on the Externalizing scale of the CBCL, demonstrated greater levels of clinically

significant behavior problems than controls. This finding was evident for both the 
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categorical measure (DISC-2.3) and dimensional rating scales (ECBI, RBPC). These 

findings suggest that the external criterion (i.e., CBCL Externalizing T-score) was highly 

discriminative of clinic-level behavioral patterns, supporting its use as a criterion to 

determine group membership (Biederman et al., 1996; Jensen et al., 1996). 

Due to small sample sizes, statistical analyses to determine age and/or gender 

effects could not be conducted. However, inspection of the pattern ofresults obtained for 

the total sample yielded trends that suggested inconsistent results across categorical and 

dimensional measures in terms of differences in scores based on gender and age. The 

general lack of consistent gender differences has been evident in other empirical 

investigations with preschool-aged children (Brumfield & Roberts, 1998; Kashani et al., 

1986; Silverthorn, Frick, Kuper & Ott, 1996). These investigators found that 

preschoolers demonstrated more similarities than differences in the number and types of 

behavior (i.e., excesses and compliance rates) across both clinic-referred and normal 

preschoolers. Gender differences in the levels and types of behavioral problems in older 

children, however, have been well-documented in the research literature (Barkley, 1990). 

These findings for preschool samples, then, suggest that the developmental pathways 

regarding behavioral excesses and compliance may be similar for boys and girls at these 

ages. The hypothesis that younger preschoolers (i.e., below 5 years) in the total sample 

would yield higher problem behavior rates than older preschoolers could not be 

adequately tested due to small sample size. 
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Diagnostic Efficiency Indices for the DBDs: The Use of Bayesian Analyses 

Predictive Power of the DSM-IV DBD Diagnoses. A second aim of the study 

was to examine the diagnostic utility of the DSM-IV DBDs for preschoolers as assessed 

by the DISC-2.3. Bayesian analyses were used since they are more rigorous and relevant 

to the diagnostic process. Contrary to the a priori hypothesis, the predictive power of the 

DBD overall category was good. Specifically, the hypothesis that DBD categories would 

not be sensitive to developmental factors in preschool children and, instead, would 

overdiagnose at a higher level, was not supported. Instead, most children with one or 

more diagnoses were clinic group members while most children without diagnoses were 

in the control group. Interestingly, for the preschoolers who did meet DBD diagnostic 

criterion levels, there was considerable overlap in diagnoses. This comorbidity is 

consistent with findings for older children as well (Hinshaw, 1987). 

The satisfactory performance of the DSM-IV DBD categories in the present study 

may highlight the result of the DSM-IV Field Trial Committee's greater awareness and 

effort toward refinement of DBD categories based on both clinical judgment and 

empirical findings. Unlike other editions of the DSM, the fourth edition provides a 

significant amount of information based on empirical findings regarding symptom 

presentation related to demographic factors (e.g., age, gender). The increased efforts by 

the DSM-IV Committee toward refining the nomenclature for DBDs in order to derive 

categories that were both more statistically and clinically meaningful may have aided in 

yielding results in the present study which demonstrate the utility of the DBD categories 

in accurate description of the behavioral excesses for preschool-aged children. 
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Predictive Power of the DSM-IV DBD Criteria. DBD criteria were also found to 

have adequate predictive power overall with a preschool sample, although symptom 

utility rates for the DSM-IV DBDs yielded information regarding differential 

performance rates for identifying true clinic status or noncaseness. Across all DSM-IV 

DBDs, ODD symptoms such as "Grouchy," "Angry/Resentful," and "Gets others in 

trouble" were most predictive (i.e., all cPPPs above .90) in identifying children in this age 

range who met diagnostic criteria. Symptoms with the highest predictive power for 

excluding cases (i.e., all cNPPs above .90) were "Fidgets," "Easily distracted," "Poor 

attention," "Loses things," "Blurts out," "Careless," "Difficulty organizing," "Can't play 

quietly," "Breaks rules/refuses," and "Loses temper." All but the latter two criteria are 

symptoms of one or more types of ADD indicating good performance in symptom utility 

for screening purposes among the ADD types. Of the two ODD symptoms listed with 

highest cNPP rates, "Losing temper," often a hallmark symptom for ODD, demonstrated 

better utility for screening out cases of ODD than for identifying cases. 

The symptom utility rates yielded in the present sample are somewhat comparable 

to those obtained in the DSM-IV field trial sample of clinic-referred youth (Frick et al., 

1994) and a community sample examining ADHD symptoms (Ott et al., 1994). For 

example, symptom utility rates for ODD are highly comparable between the present 

sample and that in the field trial sample of younger children (i.e., ages 4-12). In both the 

field trial and present study samples, the presence of the symptoms "Gets even or 

Spiteful," "Grouchy," and "Angry" obtained the highest cPPP, meaning they were highly 

indicative of the presence of an ODD diagnosis. Similarly, the symptoms "Loses 
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temper," "Argues," and "Defies/Refuses" obtained the highest cNPP values suggesting 

that the absence of the symptom was predictive of the absence of ODD. The cNPP 

values for these symptoms in the present sample, however, were much higher than those 

obtained in the field trial sample. This suggests that ODD symptoms assessed using the 

DISC-2.3 performed well in screening out cases even though the base rate of the disorder, 

which can make screening more difficult, was moderately high (i.e., 30%). Generally, 

the present study and field trial sample demonstrated a similar pattern of weak or strong 

predictive values. 

Predictive power values were more variable across the three samples regarding 

the symptom utility rates for screening or classifying ADHD and its subtypes. For 

example, the samples examined by Ott and colleagues (1994) and Frick and colleagues 

(1994) both identified the presence of "Fidgets" as most indicative of ADD-HI, while 

"Loses things" and "Careless" obtained the highest predictive value rates for ADD-IN. 

In the present sample, however, these symptoms obtained very low cPPP values (i.e., < 

.45), except for "Loses things" which was also highly predictive of ADD-IN. Across the 

3 samples, high cNPP values were obtained for the majority of the ADHD symptoms. In 

addition, few items identified usefulness as inclusionary symptoms. The differences 

found for ADHD symptoms and its subtypes are likely due, in part, to the different base 

and prevalence rates of the disorder across samples. Base rates of the symptom are 

important since higher prevalence rates often increase the likelihood that a child will be 

classified as meeting criteria. In the case of "Loses things," the base rate across all three 

samples was low (i.e., .10) which hinders the likelihood of a positive result (i.e., high 
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NPP more likely than high PPP). Because other factors can also affect the obtained 

predictive power values (i.e., error rates), it is important to view this interpretation as 

only one of the possible explanations. As noted by Baldessarini and colleagues (1983), 

symptom utility rates have implications for the use of these measures when the setting 

and population are varied. 

Relative Diagnostic Utility of the Categorical System (DISC-2.3) versus Normed Rating 

Scales (ECBI, RBPC) 

The third aim of the study was to compare the relative utility of DBDs to classify 

preschool behavior problems in comparison to normed rating scales. First, although it 

was hypothesized that the general relationship would be only modest, this was not 

supported. In fact, categorical and dimensional instruments demonstrated significant 

overlap, indicating that dimensional rating scales and categorical diagnostic 

nomenclature for child behavior disorders assess similar symptomatology for 

externalizing behaviors. Second, comparison of the relative utility of the DBDs indicated 

that the DBD fared well in its performance as a diagnostic tool when compared to the 

results of norm-based checklists. In fact, the predictive power of the DSM-IV DBD 

criteria did not differ markedly from that of the ECBI and RBPC. Therefore, our 

hypothesis that the performance of the DBD criteria would be poorer than that of 

measures developed from a normative sample which included preschoolers was not 

supported. On further reflection, interpretation of this finding highlights the fact that 

previous research has found convergence of several narrowband scales of the CBCL, 

which are incorporated into broadband scales ( e.g., Externalizing scale) with some of the 
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DBD diagnoses (e.g., ADHD) (Biederman et al., 1993). Further, the pre-existing 

relationship between most rating scales and the DBDs resulted in an initial degree of 

overlap from the outset. 

The relative performance of the rating scales is worth noting, since they provide 

information regarding their superiority in aiding the diagnostic and intervention selection 

process. The RBPC was comparable to the ECBI in terms of its power to detect true 

caseness (i.e., PPP), however NPP rates for the RBPC were below acceptable levels 

indicating that this measure demonstrated inadequate power for accurate exclusion of a 

case. The ECBI, on the other hand, was robust in both its PPP and NPP ability, 

suggesting that it is a strong measure for accurate classification of child behavior 

problems. 

Utility of Bayesian Analyses 

Another finding of note was the demonstrated utility of Bayesian analyses. The 

indices of discriminative power for the measures changed significantly when base rates 

were considered. In fact, for all measures except for the overall DSM-IV DBD category 

and ECBI, the sensitivity and specificity rates yielded patterns contrary to that observed 

in the predictive power values. For example, most sensitivity indices were low, 

indicating the measure's lack of agreement with clinic status. However, predictive power 

indices for the measures suggested moderate to high power for accurate identification of 

clinic level behavior. Similarly, the specificity for most measures was very high 

indicating a high percentage of correct decisions for screening out cases. The cNPP 

values, on the other hand, were largely below acceptable levels, thus indicating that base 
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rates influenced the ability for the test to accurately determine that behavior problem 

levels were within normal limits. These patterns are consistent with previous research 

demonstrating that sensitivity and specificity alone do not accurately depict the utility of 

a measure (Milich et al., 1987; Pelham, Evans et al., 1992). For example, as the 

prevalence of the index decreases, the PPP of the test decreases while the NPP increases 

Therefore, there is a potential loss of PPP when comparing the performance of the 

measure in settings with relatively low prevalence rates ( e.g., a general school 

population) to settings where the prevalence is high ( e.g., a specialized clinic for behavior 

disorders). 

Implications 

Practitioners working with preschool-aged children are often faced with the 

challenge of diagnostic decision-making and determining clinically-significant levels of 

behavior problems. When behavioral rating scale data, interview information, and 

subjective standards of the clinician are combined, the resulting decision can be fraught 

with methodological weaknesses. This situation is worsened given the ambiguity of 

many of the criteria for the DSM DBDs regarding intensity and nonnative comparison 

( e.g., "Often refuses to comply with adult requests"). Data regarding symptom utility 

rates for each criteria for preschool-aged children, however, highlight the issue of 

variations in symptom presentation for children at this age. Rather than an expected 

cluster of symptoms that describe the oppostional preschooler, for example, symptom 

utility rates for the present sample suggest that ODD criterion are differentially useful 

and can be expected to change in utility depending on clinical setting. Results of the 
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present study, then, are useful to the diagnostician and researcher alike where accurate 

decisions regarding identification and treatment effects are driven by the distinctions 

regarding age-appropriate versus clinic levels behavior. 

There is strong empirical evidence which suggests that serious behavior problems 

in children are often apparent as early as age three (Campbell, 1991; Richman, 

Stevenson, & Graham, 1982). Further, early presence of serious problems with 

behavioral self-control is often associated with continued difficulties as the child reaches 

schoolage and beyond. Research has suggested that severe, chronic behavior problems, 

first observed in the child at the preschool-age level and untreated by school age are very 

likely to persist into adolescence and adulthood and evolve into increasingly severe 

problem behavior such as juvenile violence, delinquency, and substance abuse (Ewing & 

Campbell, 1995; Farrington, 1991; Loeber, 1988; O'Donnell, Hawkins, & Abbott, 1995). 

Therefore, early identification of child behavior problems is critical, in preventing 

exacerbation of these difficulties. 

As suggested by the 1990 NIMH National Plan Workgroup, issues of comorbidity 

among the behavior disorders may highlight the "inelegance" of the DSM classification 

system for adequate specificity of diagnostic classes of behavioral excesses (Jensen et al., 

1993). The implications of this study provide information that may assist researchers and 

practitioners when attempting to derive differential diagnosis and plan treatment for 

preschool-aged children. For example, the results presented here provide heuristic 

guidelines for the selection of measures, such as the DISC-2.3 and ECBI, as well as 

suggestions for the interpretation of individual DSM-IV DBD criteria. Specifically, 
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comparison of categorical and dimensional approaches using Bayesian analyses yielded 

differential utility rates for diagnosing preschool-aged children. By utilizing predictive 

power analyses, a more rigorous evaluation of diagnostic utility, the clinician obtains 

stronger support for diagnostic decision-making (Finn, 1982; Landau et al., 1991 ). 

In terms of clinical utility, a high NPP is helpful to the clinician who must broadly 

screen cases while a high PPP is useful for confirming results after an initial screening 

has taken place. In the present sample, the high NPP of the DSM-IV DBDs, as assessed 

by the DISC-2.3, and the ECBI support their use in the preliminary stages of screening 

cases, even in settings where the prevalence is low, such as a community clinic or school. 

In this case, the accuracy of a negative test result will be higher than that of a positive test 

result (Baldessarini et al., 1983 ). 

Finally, the results of this study provide implications regarding the use of the 

DISC-2.3 in clinical practices. The robustness of the DISC-2.3 and its demonstrated 

sensitivity to developmental factors provides support for the use of this measure with 

preschool-aged children. The findings obtained in the present study suggest that the real

world practice of diagnostic decision-making can be enhanced by the used of a highly 

structured interview such as the DISC-2.3. Coupled with good clinical judgment, 

decisions regarding clinically-significant behavioral excesses in preschool-aged children 

may be enhanced whereby the clinician is able to utilize clinical judgment regarding 

normal variations in behavioral patterns as well as more structured analysis of the history 

and current impairment caused by the acting-out behaviors. 
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Limitations and Strengths of Present Study 

Limitations of the present investigation must be considered in evaluating our 

findings. First, the sample size in the present study was small which limited the extent of 

statistical analyses conducted. Specifically, larger samples would have permitted more 

finite analyses of age and gender differences. Since developmental considerations are 

paramount for this age group, analyses across these demographic factors is essential. 

Relatedly, the few cases of clinic-level 3-year-olds in general and 4-year-old girls limited 

the ability to examine more fully the patterns of behavioral difficulties for this age group. 

Second, the majority of the sample was comprised of low to lower-middle class families 

in terms of socioeconomic profile. Because low socioeconomic status has been 

associated with greater behavioral difficulties in children, this may account for the 

substantial base rates for significant behavioral problems across the measures in the 

sample. Therefore, even though differences between groups for behavioral problems by 

income were not found, the levels of behavior problems identified by mothers in the 

present study may be somewhat higher due to the influence of socioeconomic factors. 

The representativeness of the total sample in terms of geographic sampling may be 

another limitation to the present study. Both sites in the present study represent rural 

communities thus precluding generalizability regarding rates of behavioral excesses in 

urban or suburban preschool-aged children. Finally, use of a rating scale as the 'gold' 

standard by which to determine clinic group membership may be a limitation of the 

present study in that the index (i.e., CBCL), although statistically-driven and sound in 

terms of psychometric properties, contains inherent limitations for its use as well. 
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Relatedly, the present study was limited in its use of only 1 informant to provide 

information regarding the child's problem behavior rates. For real-world diagnostic 

purposes, multiple informants and assessment procedures are often used to arrive at a 

decision regarding clinic status. 

The results of the present study highlight several important strengths of the study. 

First, because the sample was comprised of only preschool-aged children, the data 

obtained could highlight particular issues for this age group. This is in contrast to 

previous research (Frick et al., 1994) whereby preschoolers were not well-represented 

and, instead, the data regarding behavioral excesses were collapses for children across 

broad age ranges. In addition, information for families of lower socioeconomic status 

actually also represents a needed population for study in the research literature in this 

area. 

Another strength of the present study was that Bayesian analyses were utilized to 

assess classification indices for diagnostic decision-making. Predictive power, a more 

rigorous evaluation statistic for diagnostic utility, has been viewed as a stronger support 

for diagnostic decision-making (Finn, 1982; Landau et al., 1991). The present study also 

yielded useful information regarding the differential utility of each DBD symptom for 

accurate classification of DBDs in preschool-aged children. The significant contrast in 

the indices of diagnostic efficiency for the measures when base rates are considered is 

compelling. For example, if one were to use the typical efficiency statistics (i.e., 

sensitivity and specificity) to interpret the diagnostic power of the DISC-2.3, one would 

conclude that the measure was quite powerful in determining positive status (sensitivity= 
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.87). However, when prevalence is considered, the DISC-2.3 was actually superior in 

identifying nonmembership (NPP = .85) and adequate in its ability to identify positive 

cases (PPP= .76). A third strength of the present study was the comparison to normed 

rating scales to determine relative utility of the DSM-IV DBD classification system as 

compared to developmentally-sensitive measures. In particular, the design of the present 

study allowed for comparison between a highly structured and reliable categorical 

measure (i.e., DISC-2.3) and dimensional assessments of behavior. Use of the DISC-2.3 

provided information regarding the utility of this measure with this sample of children 

aged 3 to 5. 

Future Directions 

Given the paucity of research with DBDs in preschool samples using Bayesian 

analyses and the benefits of identifying preschool-aged children in need of early 

intervention, future research in this area is clearly warranted. Because researchers have 

called for a more developmentally-based diagnostic set with discriminative abilities to 

enhance accurate identification (Russo, Loeber, Lahey, & Keenan, 1994), future research 

involving the utility of the DSM-IV DBDs and the DISC-2.3 is necessary. For example, 

further evaluation of the exclusionary or inclusionary power of each DSM-IV DBD 

disorder and symptom in varying samples of preschool-aged children would be a useful 

next step. Research with the DSM-IV DBD criteria will also need to examine the effect 

of using the traditional yes-no format vs. the structured interview format used in the 

present study. In the structured interview (i.e., DISC-2.3), mothers were frequently 

prompted to consider symptom severity as compared to levels in other preschool-aged 
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children. Furthermore, information is obtained regarding duration of problem behavior 

and the criteria is coded as being met only if duration and symptom severity are outside 

normal limits. This information is lacking when traditional yes-no measures that assess 

DBD criteria are employed. Researchers and practitioners have joined in the 

development of a system to enhance interpretability ofDBD criteria and diagnoses, and 

other disorders in children. The development of the Diagnostic and Statistical Manual for 

Primary Care (DSM-PC) came about due to concerns by pediatricians that the DSM 

system did not adequately address developmental issues and changes that occur across 

behaviors at different developmental stages (Walraich, 1997). The goal was to develop a 

system that was more user-friendly and help pediatricians identify and refer children in 

need of treatment for mental health problems. In particular, it was deemed important that 

the system reflect the way in which symptoms vary from normal variations to problems 

to mental disorders. One of the benefits, then, was that it provides a standardized 

nomenclature to describe developmental variations ( e.g., how presentation of the 

symptom varies at different age levels). A useful follow-up investigation could examine 

the use of different categorical classification systems which have variations in the degree 

to which developmental considerations are incorporated (e.g., yes-no format vs DISC-2.3 

vs DSM-PC). When interpreting these findings, it should be noted that the structured 

interview used in the present study was quite rigorous and this may have strengthened the 

measure's performance. However, certain aspects of the DISC-2.3 may have influenced 

this outcome. In the format of the DISC-2.3, parents are asked to consider their child's 

· level of problem behavior as compared to same-aged peers. This stringent format, which 
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has been employed in several previous investigations, directly incorporates a 

developmental framework (Shaffer et al., 1992; Lahey et al., 1996). This structure may 

place a developmental framework of sorts for decision-making regarding problem 

behavior severity. The favorable outcomes as a result of using the DISC-2.3 supports the 

use of the DSM-IV nomenclature as measured by the DISC-2.3 for highly accurate 

identification of preschool-aged children in need of intervention. Use of a less rigorous 

format, however, may not yield comparable results. 

In this way, information regarding ways to improve specificity of classification 

for this age group could be uncovered. High numbers of preschool-aged children in the 

present sample who demonstrated clinically-significant levels of behavior problems as 

measured by the CBCL and DISC-2.3 were not receiving services for these behavioral 

excesses. In fact, mothers of these children often reported that these behaviors had not 

been identified as problematic by other professionals who provided services to the child 

( e.g., pediatrician, preschool teacher). This may reflect a bias among parents, child care 

professionals, and medical personnel to view behavioral excesses among preschoolers as 

indicative of a transient phase rather than a risk factor for the further development of 

serious behavior problems. In prospective studies with preschoolers, however, Campbell 

(1994, 1995) has found that approximately half of the preschoolers identified with 

behavior problems continue to demonstrate problems in elementary school. For the other 

half of behavior problem preschoolers, these difficulties are experienced as no more than 

a short-lived phase. In a longitudinal study spanning 13 years, Achenbach & Howell 

(1993) observed a referred and nonreferred sample for level of behavior problems and 
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numbers of children scoring in the clinical range. Specifically, the number children 

judged to be impaired due to behavioral excesses increased from Time 1 to Time 2, yet a 

smaller percentage were receiving treatment for identified behavior problems. 

Although research has demonstrated that behavior problems in children often 

persist, the findings in the present study highlight that many children do not receive the 

necessary intervention. In fact, only six of the 30 children in the clinic group had ever 

been referred for behavioral problems. Indeed then, early identification, classification, 

and treatment of significant problem child behavior can thwart the exacerbation of 

behavior problems into later years and, perhaps more importantly, serve as a mechanism 

for appropriate treatment selection to effectively guide the child and parent through an 

early problem phase where parent-child interaction is critical to successful outcomes. 
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Informed Consent Statement 

Project Title: A Comparative Evaluation of the Predictive Power of 
the DSM-IV Disruptive Behavior Disorders in a Preschool Population 

Experimenters: Maureen A. Sullivan, Ph.D., and Jannette Rey, M.S. 

I, (print name)-------,,--,-,--------- agree to take 
part in this study. Maureen A. Sullivan, Ph.D., or her assistants, 
will be ~n charge of the study, which is described below. 

A. Purpose: We are interested in investigating the accuracy of 
the criteria for the Disruptive Behavior Disorders for preschool
aged children. 

B. Procedure: You will be asked to work with a graduate student 
and assistants to fill out several questionnaires. First, you will 
be asked to answer some questions about your child's date of birth, 
your age and type of job, etc. This will allow us to describe the 
people in our study. To measure misbehaviors, you will complete 
the "Diagnostic Interview Schedule for Children", the "Child 
Behavior Checklist", the "Revised Behavior Problem Checklist", and 
the "Eyberg Child Behavior Inventory". These questionnaires ask 
about common problem behaviors seen in young children. 

c. Length of Study: The study will take about 60 minutes. Your 
participation is entirely voluntary; you can withdraw your -consent 
at any time and discontinue participation ~ithout penalty. 

D. Confidentiality: All forms will be coded by numbers, not 
names. In addition, the forms that have your names <that is, this 
form and the ~ddress form) will be filed separately from numbered 
materials and kept in a.secure place. In this way, no one will be 
able 1?0 identify which forms were yours. Results from this 
experiment may be presented at professional meetings or in 
publications; however, no identifying information will be used. 
That is, neither you nor your child will be able to be recognized. 

. . 
Confidentiality will be maintained except under specified 

conditions required by law. For example, current Oklahoma law 
requires that any ongoing abuse (including sexual abuse, physical 
abuse, and neglect) of a minor must be reported to state officials. 
In addition, if an individual reports that they intend to harm 
themselves or others, legal and professional standards require that 
the individual must be kept from harm, even if confidentiality must 
be broken. Finally, confidentiality must be broken if materials 
from this study were subpoenaed by a court of law. 

E. Risks: The risks of this study to you are very low. Some 
mothers may start to worry about how their children are doing. If 
this happens, we will try to answer ·any questions that you may 
have. You will also be offered several phone numbers for agencies 
that work with children. You may use these in case you h~vc any 
further questions. 
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F. Benefits: If you request it, we will send you the results of 
the study when it is finished. In addition, you will receive a 
monetary incentive for your participation. 

*********** 
I have been told all the details and been fully informed about this 
study. I am aware of what I will be asked to do and of the risks 
and benefits in this study. I also understand the fol lowing 
statements: 

I am the parent or legal guardian of the child about whom I will be 
asked. 

My participation today is part of a study called "A Comparative 
Evaluation of the Predictive Power of the DSM-IV Disruptive 
Behavior Disorders in a Preschool.Population" 

The purpose of the· study is to investigate the accuracy of the 
criteria for the Disruptive Behavior Disorders for preschool-aged 
children. 

I understand that my participation is voluntary and that there is 
no penalty for refusal to participate. I understand that I am free 
to leave at any time without penalty. 

I understand that I may contact any of the experimenters at the 
fa! lowing address and telephone number if I want to discuss my 
participation in this study and/or request information about the 
study's outcome: 215 North Murray Hall, Department of Psychology, 
Oklahoma State University, Stillwater, OK 74078-0250, (405> 744-
6027. I may also contact .Jennifer Moore, University Research 
Services, 005 Life Sciences East, Oklahoma State ·University, 
Stillwater, OK 74078 at telephone number (405) 744-9992. 

I hav~ read and fully understand this consent form. I sign it 
freely and voluntarily. A copy of this form has been given to me. 

Signature of Parent/Legal Guardian Date 
AM PM 

Time 

Signature of Witness Date 
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Oklahoma State University 
COLLEGE OF ARTS ANO SCIENCES 

Department of Psychology 
21S North Murray 
Stillwater, Oklahoma 74078-02S0 
40S-744-6027 

RELEASE OF INFORMATION CONSENT FORM 

Project Leader Agency Name/fherapist Name 

I, _____________ _, hereby authorize the exchange between the 
(Name of parent/gaurdian) 

agencies stated above of the results obtained with the measures I am completing today as 
part of a research project entitled "A Comparative Evaluation oC the Predictive Power of 
the DSM-IV Disruptive Behavior Disorders in a Preschool Population." This project is 
supervised by Dr. Maureen A. Sullivan and is led by Jannette Rey, M.S., both of whom are 
from the Psychology Department ~f Oklahoma State University. 

I understand that the inform~tion to be released will include data regarding my child's 
level of behaviors and information regarding diagnostic information~~• 

I understand that I may revoke this consent at any time except where the information has 
already been given to the agency and/or therapist named above. In any event, this consent 
expires automatically as described below. 

I further acknowledge that the information to be released was fully explained to me and 
this consent is given of my own free will. This consent expires on: 

(expiration date of consent to release information) 

Name of child 

Signature of parent/Guardian of child 

Date 

Witness (authorized project leader) 
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APPENDIXC 

DEMOGRAPIDC QUESTIONNAIRE 
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Subject No. 

Demographic Questionnaire 

Plea.!.!_ fill ouE. _t_h;i_s _confidential questionnaire. 

ll Your relationship to the child: Mother Father __ _ 

Stepmother ___ Stepfather_ Other (please describe) ------
2) Your sex: M___ F __ _ 

3) Your age:_ 

4) Your race: White ___ Black ___ Hispanic ___ Asian __ _ 

Native American ___ Other (please describe) 

SI Highest level of education completed (circle year): 

l 2 3 4 5 6 7 8 (Grade School) 

9 10 ll 12 (High School) 

13 14 15 16 (College) 

17 and over (Graduate School) 

61 Your occupat.ion: _________________ _ 

7) Marital Status: single ___ married_ divorced __ _ 

separated ___ other (please describe) 

81 Total family income per month is: 

( )Less than $800 
( l $B00• $1000 

( ) $1000-$1500 
( ) $1500-$2000 

( l $2000-$2500 
( ) OVER $2500 

91 If married, please provide the following information about your spouse: 

al Relationship to the child: _____________ _ 

bl Age: __ 

cl ~ce: White___ Black_ Hispanic___ Asian __ _ 

Native American Other (please describe) 
di Highest level of'""eciuc:ation completed (circle y_e_a_r~,-=-------

l 2 3 4 5 6 7 

9 10 ll 12 (High School) 

13 14 15 16 (College) 

B (Grade School) 

17 and over (Graduate School) 

el spouse's occupation 

9) Please provide the following information about the child: 

a) Date of birth: __________ _ 

bl Sex: M_ F __ 

cl Race: White_ Black___ Hispanic:___ Asian_ 

Native American ___ Other (Please describe) ________ _ 
• 
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10) Development: 
At what age did your child: 

sit independently? 
crawl? ~--..,,....------walk independently? _______ _ 

Most common way of getting around? ---------
Any difficulty rding trike or bike? Yes () 

Has ·this child ever been considered clumsy? Yes () 

Does your child enjoy playground equipment? Yes () 

Does your child seem fearful of space (i.e., going 
stairs, riding a teeter-totter, etc.)? Yes () 

Does your child seem weaker or stronger 
than normal? Yes () No () 

No ( ) 

No ( ) 

No ( ) 

up/down 
No ( ) 

Does your child have difficulty using tools (i.e., spoon or 
fork, pencil, scissors)? Yes () No () 

Does your child have difficulty with: 
dressing? Yes () No () 

fastening clothes? Yes () No () 
tying shoes? Yes () No () 

Which hand does your child favor most often, left ( ) or 
right ( )? 

Do you consider your child's attention span good? 
Yes ( ) No ( ) 

11) Is your child in any treatment at this time or in the past 
(e.g., behavior problems, emotional difficulties, speech therapy)? 

Yes () No () If so, please explain. 

For how long did your child receive treatment? ______ _ 
How old was your child when these difficulties 

first began? ----
12) Family history 

Is there a history of any ofthe following problems in your 
child's family (e.g, parents, grandparents, siblings, etc.) 

Mental retardation? 
Cerebral palsy? 
Muscle problems (dystrophy)? 
Eye/Hearing problems that 
run in families? 

Birth defects? 
Epilepsy? 

Yes No If yes, relation to child? 
( ) ( ) 
( ) ( ) 
( ) ( ) 

( ) ( ) 
( ) ( ) 
( ) ( ) 
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APPENDIXD 

CHILD BEHAVIOR CHECKLIST/ 

AGES 2-3 AND 4-18 
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CHILD BEHAVIOR CHECKLIST FOR AGES 2-3 For-uuonly 
10, 

CHILD'S PAIIINTI' U1UAL nPI CW WORK, - ff NI _..,. - ,,,,._ .. • NAME..::..-------------------- ._tt1o-1or •• -,,,.. eulO -nit:, llifl/l CIIDOI ----· ---------.-------....-----------1 -. i.111e-ro,, - N/Nnten, -,•-nt./ 
SEX AGE ETHNIC FATHER'S D Boy D Girt ~ROIi~ TYPEDFWOIIK: _______________ _ 
______ __. _______ .._ ________ MOTHER'S 

TODAY'S DATE CHILD'S BIIITHDATE TYPE DF WOFIK: ________________ _ 

Mo. _____ .,,___ Mo. __ Dalo";;i: Yr.__ THISFOFIMFII.LEDOUTBY: __________ .._ __________ D -c--i, 

Pl- flll out this form to reflect your view of the child's be-
havior even If other people might not agree. Feel free to write D F-C-INI. 
addltlonal comments beside each Item and in the space 
provided on page 2. 

Below Is a 11st of Items that describe children. For each item that describes the chll Iha please 
circle the 2 If the Item la wry true or often lnNI of the child. Circle the 1 If the Item Is -.tlat or sometimes true o the child. 
If the Item is not lnNI of the child, circle the O. Please answer all Items as well aa you can, even If some do not seem to apply 
to the child. 

O • Not Trua (aa tar u you know) 1 • Somewhat or Sometimes Trua 2 • Vary Trua or Often Trua 

0 2 1. Aches or pains (without maclical cauu) 33. Feelings are easily hurt 
0 2 2. Acta too young tor age 1 3'. Gets hurt a lot, accldent-p,one 
0 2 3. Afraid to try new things 1 35. Gets In many fights 
0 2 4. Avotds looking others In Ille eye 36. Gets Into -,ything 
0 2 5. Can't concentrate, can't pay attention for long 37. Gets too uput when saparatlKI from parenta 
0 2 8. Can't sit still or -!less 38. Has trouble getting to sleep 
0 2 1. Can't stand having things out of place 38. Headache■ (without macllcal cauu) 
0 2 8. Can't stand walling; wants everything now 40. Hits others 
0 2 9. Chews on things that aren't edible 41. Holcla 11111/her breath 
0 2 10. Clings to adults or too dependent 42. Hutts animals or people without meaning to 
0 1 2 11. Constantly seeks help 43. Loolcs unhappy without good reason 
0 2 12. ConstlpatlKI, doesn't move bowels 44. Angry moods 

0 2 13. Cries a lot 45. NaUNa, feels sick (Without medical cauu) 
0 2 14. Cruel to animals 48. Nervous movements or twitching 
0 1 2 15. Defiant (describe): 

0 2 18. Demands must be mat lmmacllataly 
0 2 17. Destroys hill/her -n things 0 2 47. ~-. lllgllstrung, or tanu 
0 2 18. Destroys things belonging to hill/her family or 0 2 48. NlghtmaNS 

other children 0 2 49. Overeating 

0 2 19. Diarrhea or I-~••• when not lick 0 2 50. Ovartlrael 
0 2 20. DIIIObedlant 0 2 51. Overwatgllt 

0 2 21. Ol■tutbecl by any change In routine 0 1 2 52. Painful ~•I movamants 

0 2 22. Doesn't want to sleep alone 0 1 2 53. Pllyalcally attacks people 

0 2 23. Doesn't answer when people talk to hlmlher 0 2 54. Picks nose, skin, or other parts of body 

0 2 24. Doesn't eat wall (describe): (clescrlbe): 

0 2 25. Doesn't get along with other clllldren 0 2 55. Plays with -n - parts too much 
0 2 28. Doesn't know how to II- tun, acts Ilka a little 0 2 58. Poorly coordinated or clumsy 

adult 0 2 57. Problems with eyes without medical cauu 

0 2 27. Doesn't seam to feel guilty after mllllNlhavlng (Cleacrlba): 

0 2 28. Doesn't want to go out of home 

0 z 29. Easily frustrated 0 1 2 58. Punishment doesn't change Illa/lier behavior 

0 2 30. Easily jealous 0 2 511. Qulekly shifts from ona activity to another 

0 z 31. Eats or drinks things that are nol looel-don't 0 2 80. Rasha1 or other akin problem■ (without 

Include Swaell (descrlbel: medical CBUH) 

D 2 81. Rafuse■ to eat 

0 2 32. Furs cattaln animals, situation■, or places 0 2 82. Rafu- to play active games 
(describe): D 2 83. Repeatedly rocks head or body 

0 2 84. Resists going to bed at night 

-COpyrlght 1988 T.M. Achenbach, Canter for Children, Youth, & Families 
u. of Vermont, 1 South PIOspect St •• Burlington, VT 05401 Plaue - otllar ■Ida 
11-811 Edition UNAUTHORIZED REPRODUCTION FORBIDDEN BY LAW ...... 
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0 • Not True (a■ far a■ you 11-1 1 • Som■wltat or SometlmH True 2•V■ry True or Olt■n True 

0 2 85. Rniats toil■t training (Cl■scrlbe): 0 2 82. Sudden cn■ngas In mood or feelings 

0 2 83. SulllSalot 
0 2 116. Scr-■ms a lot 0 2 84. Talks or cries out In Sleep 
0 2 87. Seems unrasponslve to affection 0 2 85. Temper tantrums or not temper 
0 2 88. Sell-conscious or e■slly emllalraleecl 0 2 88. Too concemed with neatness or cleanllnass 
0 2 89. Sellllh or won, Sll■rs 0 2 87. Too fearful or anxious 
0 2 70. Shows little allectlon toward people 0 2 88. Uncooperative 
0 2 71. Shows little lnterast in things around him/her 0 2 89. Underective, slow moving, or l■cks energy 
0 2 72. Shows too little fear of g■tting hurt 0 2 90. Unhappy, s■d, or depressed 

0 2 73. Shyortlm~ 0 2 91. Unusually loud 

0 2 74. SIIIIIPB less than most children during day 0 2 92. Upset by new people or situations 
and/or night (describe): (Cl■scrlbe): 

0 2 75. Smears or plays with bowel movements 0 1 2 93. Vomiting, throwing up (without medical cause) 

0 2 78. Speech problem (describe!: 0 1 2 94. Wakes up often at night 

0 2 95. Wanders away from homa 

0 2 n. Stares into space or seems preoccupied 0 2 98. Wants a lot of attention 

0 2 78. Stom■chaches or cramps (without medical 0 2 97. Whining 

cause) 0 2 98. Withdrawn, doesn't get Involved with others 

0 2 79. St- up things he/She doesni need 0 2 99. Worrying 

(describe): 100. Please write in any problems your child has 
that were not listed above. 

0 2 80. Strange behavior (describe): 0 2 
0 2 

0 2 81. Stubborn, sullen, or lrrltabla 0 2 

PLEASE BE SURE YOU HAVE ANSWERED ALL ITEMS. UNDERLINE ANY YOU ARE CONCERNED ABOUT. 

Don your chlld hoe any lllneu. physical dlsablllty, or mental handicap? D No D Ye■ -PleeM d-■crlbe 

What concern■ you most about your chlld? 

PleaH describe the best thing■ about your chlld: 
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CHILD BEHAVIOR CHECKLIST FOR AGES 4-18 I For office uu Oftty 
ID# 

CHILD'S - .. -- PARENTS' USUAL TYPE OF WORK, - If no1 - .... -· /1'/eHe NAME -1• 
IJe spec,lic -tor •ram,ne. •1110 111ecna11,c. lfHJlt IChool IMCher, lfOlfMffl•••• 
,. __ ,.r,,. o_.ror. - .. ,.,,,..,,_ anny _.,,.r.1 

SEX I AGE I ETHNIC 
Q11oy OGlrt 

GAOUP FATHER"S 
OR IIACE TYPE OF WOIIK: 

TODAY"S DATE CHIUl"S BIATitDATE 
MOTHER"S 

· . TYPE OF WORK: ...._ ___ Dalo __ v,. ___ ...._ _____ Yr. --
GRADE IN 

THIS FOAM FILLED OUT BY: 

SCHOOL -- Please 1111 out this form to reflect your 

□--view of the child"s behavior even if other -.. 
people might nol agree. Feel free to write 0 Fallie 9£[ rr:s ·.-,-• 0 NOT ATTENDING additional comments beside each item 

SCHOOL □ and In the spaces provided on page 2. 0 011,.,.._....., rllatian1t11p 10 cr111<1: 

I. Please 11st the sports your child most llkes Compantcl to othen of the same Compantcl to othen of the same 
to take part in. For example: swimming, qe, about how muc:11 lime does age, how well does ha/she do each 
baseball, skating, skate boarding, bike he/she spend in each? one? 
riding, fishing, etc. 

Lesa -□ None Dan'! Than 

,. __ 
Than 0on, - -Know -.. -.. Know 

,. __ 
A ..... 

A-• 

a. □ □ □ □ □ □ □ D 
b. D □ □ D D D □ D 
C. D □ D D D D D D 

II. Please list your c:llild's favorite hobbies, Compantcl to othen of the same Compared to othen of lhe same 
activities, and games, other than sports. qe, about how muc:11 lime does age, how well does he/she do each 
For example: stamps, dolls, books, piano. he/she spend in eac:11? one? 
crafts. cars. singing, etc. (Do not include 

Leu -listening lo radio or TV.) 0on, 
Than A- Than 0on, - -K- A-D None A--.. A--.. K- A ..... "-• 

a. D D D D D D D D 
b. D D D D D D D D 
c. D D D D D D D D 

Ill. Please 11st any organiz■lions, clubs, Compantcl to othen of the same 
taams, or groups your Cllllcl belongs to. qe, h- ■ctlft is ha/she in aacll? 

0 None 
0on, Lau MON 
Know - A- -a. D D □ D 

b. D D □ D 
c. D D D D 

IV. Please Hsi any jobs or Cllores your child Compantcl to othen of the same 
haa. For example: paper route, babysitting. ags, how -11 does ha/she carry 
making bed, working in store. etc. (Include them out? 
both paid and unpaid 1obs and chores.I 

0on, - -D Nona K,- A ... p A- A-
a. D D D D 
b. D D D D 
C. D D D D 

Copyngnt 1991 T.M. Achenbach. U. of Vermont, 
1 S. Prosaect St .• Burlinaton. VT 05401 UNAUTHORIZED REPRODUCTION FORBIDDEN BY LAW 1-91 Edition 
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v. t. About i- many clou friends CloN your child line? 
(Do not Include lmltllera • •1-1 

o .... 0 Zor3 

2. About i- many time• a WNII doe• your child do thing■ with any lrieftds outside of 1911Ular IChool hours? 
(Do not Include bftlCtMra • lial■ral O La■ than t O t or 2 0 3 or fflOl9 

VL Compared to others of his/lier age, h- well d- your child: 

w- About A-■ge ....., 
a. Get along with his/her brothers & sisters? D D D 0 Hu no brothers or sistera 

b. Get along With other kids? D D D 
c. Behave with his/her parents? D D D 
d. Play and work by himself/herself? D D D 

VII. t. For agea I and older-performance in academic subjecta. If cllild la not being taught. please give reason 

Falling 

L Reading, English, or Language Arts 

b. History or Social Studies 

c. Arithmetic or Math 

d. Science 

Other academic 
subjects-for ex• e. ___________ _ 

ample: computer 
courses, foreign I. \ 
language, busi· 
ness. Do nor in- g. ___________ __,,_ 

elude gym, Shop, 
driver's ed.. etc. 

3. H■a your chlld.repeated ■ grade? 

4. Hu your chllcl had any academic or other pniblema Ill 

When did lheae problem• start? 

H ... ..,... problems -..r? □ No □ YH--? 

D 

D 

D 

D 

D 

D 

D 

Doea your child ha,.. any Illness, pllyaical dlubillty, or mental handicap? 

What -m• you moat IIDOllt your child? 

Please describe Ille bell ltll119s about your child: 

11■1- ..... ge 

D 

D 

D 

D 

D 

D 

D 

a No 

0 No 

0 No 

A..,.ga 

D 

D 

D 

D 

D 

D 

D 

Above ■verag■ 

D 

D 

D 

D 

D 

D 

D 

a Yaa-wll■t kind of cl■u or IChool? 

a Yu-grade ■nd reaaon 

0 Yea-please describe 
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_ ............... I.a 11411, "' 11,IDltl,il u••~ ... c~ ..... u.n:;; ....... n .. ,a., ...... '"'"u,. ru1 ctd.\,,11 fU:tlll u1a, UC:.:tt..llWG.:t '""'-' w,111"" .. ..,. WI WUIUU u,a ..,.a, 0 

months, please circle tne 2 if tne item is wery true or often true of your cnild. Circle tna 1 if tna item is somewhat or sometimes 
true of your cnild. If tna item is not true of your cnild, circle tne o. Please answer all items as well as you can, even if some do 
not seam to apply to your cnild. I 

O = Not True (as far as you know) 1 = Somewhat or Sometimes True . ·2=VeryTrueorOften True 

0 2 1. Acts too young for his/her age 0 2 31. Fears llelsne might think or do something 
0 1 2 2. Allergy (describe): bad 

0 1 2 32. Feels ne1sne nas to be perfect 
0 1 2 33. Feels or complains tnat no one loves him/her 

0 2 3. Argues a lot 
0 2 4. Asthma 0 1 2 34. Feels otners are out to get nimlner 

0 2 35. Feels worthless or inferior 

0 2 5. Benaves like opposite sex 
0 1 2 6. Bowel movements outside toilet 0 1 2 36. Gets nurt a lot, accident-prone 

0 1 2 37. Gets In many llgnts 

0 2 7. Bragging, boasting 0 1 2 38. Gets teased a lot 
0 2 8. Can't concentrate, can't pay attention for long 0 2 39. Hangs around with others who get in trouble 

0 2 9. Can't get his/her mind off certain thoughts: 
obsessions (describe): 0 2 40. Hears sounds or voices that aren't there 

(describe): 

0 2 10. Can't sit still, restless, or hyperactive 

0 2 41. Impulsive or acts without thinking 
0 2 11. Clings to adults or too dependent 
0 2 12. Complains of loneliness 0 2 42. Would rather be alone than with others 

0 2 43. Lying or cheating 
0 2 13. Confused or seems to be in a fog 
0 2 14. Cries a lot 0 1 2 44. Bites fingernails 

0 2 45. Nervous, highstrung, or tense 
0 2 15. Cruel to animals 
0 2 16. Cruelty, bullying, or meanness to others 0 1 2 46. Nervous movements or twitching (describe): 

0 2 17. Day-dreams or gets lost in his/her thougnts 
0 2 18. Deliberately harms sell or attempts suicide 0 1 2 47. Nigntmares 

0 2 19. Demands a lot of attention 0 1 2 48. Not liked by otner kids 
0 2 20. Destroys nisther own things 0 1 2 49. Constipated, doesn't move bowels 

0 2 21. Destroys things belonging to his/her family 0 1 2 50. Too fearful or anxious 
or others 0 2 51. Feels dizzy 

0 2 22. Disobedient at home 
0 2 52. Feels too guilty 

0 2 23. Disobedient at school 0 1 2 53. Overeating 
0 1 2 24. Doesn't eat wall 

11 1 2 54. Overtired 

0 1 2 25. Doesn't get along with other kids 0 2 55. Overweight 

0 1 2 26. Doesn't seem to feel guilty altar misbehaving 
56. Physical problems without known medical 

0 2 27. Easily jealous cause: 

0 2 28. Eats or drinks things that are not food - 0 1 2 a. Aches or pains (not headaches) 

don't include sweets (describe): 0 1 2 b. Headaches 
0 1 2 c. Nausea, feels sick 
0 2 d. Problems with eyes (describe): ___ 

0 2 29. Fears certain animals, situations, or places, 0 2 e. Rashes or other skin problems 
other than school (describe): 0 2 f. Stomachaches or cramps 

0 1 2 g. Vomiting, throwing up 
0 1 2 II, Other (describe): 

0 2 30. Fears going to school 

PINH ... other side -· 
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O • Not True (u far aa you kn-) 1 • Somewhat or Sometimes True 2 • Vety True or Often True 
0 1 2 57. Physically attacks people 0 1 2 84. Strange behav,or (describe): 

1 2 58. Pieks nose, skin, or other parts of body 0 
(describe): 

0 1 2 85. Strange Ideas (describe): 

0 1 2 59. Plays with own sex parts in public 
0 1 2 60. Plays with own sex parts too much 0 1 2 86. Stubborn, sullen, or irritable 

0 1 2 61. Poor school work 0 1 2 87. Sudden changes in mood or feelings 
0 1 2 62. Poorly coordinated or clumsy 0 1 2 88. Sulks a IOI 

0 1 2 83. Prefers being with older kids 0 1 2 89. Suspicious 
0 1 2 64. Prefers being with younger kids 0 1 2 90. Swearing or obscene language 

0 1 2 65. Refuses to talk 0 1 2 91. Talks about killing self 
0 1 2 66. Repeats certain acts over and over; 0 1 2 92. Talks or walks in sleep (describe): 

compulsions (describe): 

0 1 2 93. Talks too much 
0 1 2 67. Runs away from home 0 1 2 94. Teases a lot 
0 1 2 68. Screams a lot 

0 1 2 95. Temper tantrums or hot temper 
0 1 2 69. Secretive, keeps things to self 0 1 2 96. Thinks about sex too much 
0 1 2 70. Sees things that aren't there (describe): 

0 1 2 97. Threatens people 
0 1 2 98. Thumb-sucking 

0 1 2 99. Too concerned with neatness or cleanliness 
0 1 2 100. Trouble sleeping (describe): _ 

0 1 2 71. Self-conscious or easily embarrassed 
0 1 2 72. Sets fires 

0 1 2 73. Sexual problems (describe): 0 1 2 101. Truancy, skips school 
0 1 2 102. Underactive, slow moving, or lacks energy 

0 1 2 103. Unhappy, sad, or depressed 
0 1 2 104. Unusually loud 

0 1 2 74. Showing off or clowning 
0 1 2 105. Uses alcohol or drugs for nonmedlcal 

0 1 2 75. Shy or timid purpous (describe): 

0 1 2 76. Sleeps less than most kids 
0 1 2 106. Vandalism -

0 1 2 77. Sleeps more than most kids during day 
0 1 2 107. Wets self during the day 

and/or night (describe): 
0 1 2 108. Wets the bed 

0 1 2 109. Whining 
0 1 2 78. Smears or plays with bowel movements 

0 1 2 110. WlsheS to tie of opposite sex 

0 1 2 79. Speech problem (describe): 
0 1 2 111. Withdrawn, doesn't get involved with others 
0 1 2 112. Worries 

0 1 2 80. Stares blankly 
113. Please write in any problems your child has 

0 1 2 81. Steals at home 
that were not listed above: 

0 1 2 82. Steals outside the home 0 1 2 

0 1 2 83. Stores up things he/she doesn't need 0 1 2 
(describe): 

0 1 2 
-•-••----••--"41""1111•••- •••.-O••• ....... - all ITC'••~ ,,., ... ca, •••c A•1v vn11 AOC: rn .. ,rc:awc:n &An11T 
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O • Not Tnie (as t■r ■s you know) 1 • Somewhat or Sometimes Tnie 2 • Very True or Often Tn,e 
57. Physically attacks people 0 1 2 84. Strange behav,or (describe): 
58. Picks nose, skin, or other parts of body 

(describe): 

0 1 . 2 85 . Strange ideas (describe): 

59. Plays with own sex parts in public 
60. Plays with own sex parts too much 0 1 2 86. Stubborn, sullen, or irritable 

61. Poor school work 0 1 2 87. Sudden changes in mood or feelings 
62. Poorly coordinated or clumsy 0 1 2 88. Sulks a lot 

63. Prefers being with older kids 0 1 2 89. Suspicious 
64. Prefers being with younger kids 0 1 2 90. Swearing or obscene language 

65. Refuses to talk 0 1 2 91. Talks about killing self 
66. Repeats certain acts over and over; 0 1 2 92. Talks or walks in sleep (describe): ___ 

compulsions (describe): 

0 1 2 93. Talks too much 
67. Runs away from home 0 1 2 94. Teases a lot 
68. Screams a lot 

0 1 2 95. Temper tantmms or hot temper 
69. Secretive, keeps things to sell 0 1 2 96. Thinks about sex too much 
70. Sees things that aren't there (describe): 

0 1 2 97. Threatens people 
0 1 2 98. Thumb-sucking 

0 1 2 99. Too concerned with neatness or cleanliness 
0 1 2 100. Trouble sleeping (describe): 

71. Self-conscious or easily embarrassed 
72. Sets fires 

73. Sexual problems (describe): 0 1 2 101. Truancy. skips school 
0 1 2 102. Underactive, slow moving, or lacks energy 

0 1 2 103. Unhappy,sad,ordepressed 
0 1 2 104. Unusually loud 

74. Showing off or clowning 
0 1 2 105. Uses alcohol or drugs for nonmedlcal 

75. Shy or timid 
purposes (describe): 

76. Sleeps less than most kids 
0 1 2 106. Vandalism 

n. Sleeps more than most kids during day 
0 1 2 107. Wets self during the day 

and/or night (describe): 0 1 2 108. Wets the bed 

0 1 2 109. Whining 
78. Smears or plays with bowel movements 

0 1 2 110. Wishes io be of opposite sex 

79. Speech problem (describe): 0 1 2 111. Withdrawn. doesn't get involved with others 
0 1 2 112. Worries 

80. Stares blankly 
113. Please write in any problems your child has 

81. Steals at home 
that were not listed above: 

82. Steals outside the home 0 1 2 

83. Stores up things he/she doesn't need 0 1 2 
(describe): 

0 1 2 

PLEASE BE SURE YOU HAVE ANSWERED ALL ITEMS. UNDERLINE ANY YOU ARE CONCERNED ABOUT. 
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REVISED BEHAVIOR PROBLEM CHECKLIST 

Herbert C. Quay, Ph.D. 
University of Miami 

and 

Donald R. Peterson, Ph.D. 
Rutgers University 

CopyrighfC Herbert C. Quay and 
Donald R. Peterson, 1983 

Please complete items 1 to 7 carefully. 

1. Name ~dentification number) of child 
\ 
\ 

\ 

\ 
2. Date of birth __ ...,_ _______ _ 

4. Father's occupation 

5. Name of person completing this checkli 

6. Relationship to child (circle one) 

a. Mother b. Father c. Teacher 

7. Date checklist completed __________ _ 

(Specify) 

Please indicate which of the following are problems, as far as this child is concerned. If an item 
➔ does not constitute a ~roblem or if you have had no opportunity to observe or have no knowledge 

abouiihe item, circleThe 39ro. If an item constitutes a mild problem, circle the one: if an item - -constitutes a severe problem, circle the two. Please complete every item. ---- -
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REVISED BEHAVIOR PROBLEM CHECKLIST 

1. Restless; unable to sit still ........................................ . 
2. Seeks attention; "shows-off" ...................................... . 
3. Stays out late at night ......................... • • • • • . • • • • • . • • • • • • • 
4. Self-conscious; easily embarrassed ................................ . 
5. Disruptive; annOY-S and bothers others .............................. . 
6. Feels inferior ................................................... . 
7. Steals in company with others .................................... . 
8. Preoccupied; "in a world of his own;" stares into space ............... . 
9. Shy, bashful ................................................... . 

10. Withdraws; prefers solitary activities ................................ . 
11. Belongs to a gang .............................................. . 
12. Repetitive speech; says same thing over and over .................... . 
13. Short attention span; poor concentration ............................ . 
14. Lacks self-confidence ............................................ . 
15. Inattentive to what others say ..................................... . 
16. Incoherent speech, what is said doesn't make sense .................. . 
17. Fights ........................................................ . 
18. Loyal to delinquent friends ....................................... . 
19. Has temper tantrums ............................................ . 
20. Truant from school, usually in company with others ................... . 
21. Hypersensitive; feelings are easily hurt ............................. . 
22. Generally fearful; anxious ........................................ . 
23. Irresponsible, undependable ...................................... . 
24. Has "bad" companions, ones who are always in some kind of trouble ... . 
25. Tense, unable to relax ........................................... . 
26. Disobedient; difficult to control .................................... . 
27. Depressed; always sad .......................................... . 
28. Uncooperative in group situations .................................. . 
29. Passive, suggestible; easily led by others ........................... . 
30. Hyperactive; "always on the go" .................................. . 
31. Distractible; easily diverted from the task at hand ..................... . 
32. Destructive in regard to own and/or other's property .................. . 
33. Negative; tends to do the opposite of what is requested ............... . 
34. Impertinent; talks back ........................................... . 
35. Sluggish, slow moving, lethargic ................................... . 
36. Drowsy; not "wide awake" ....................................... . 
37. Nervous, jittery, jumpy; easily startled .............................. . 
38. Irritable, hot-tempered; easily angered .............................. . 
39. Expresses strange, far-fetched ideas ............................... . 
40. Argues; quarrels ................................................ . 
41. Sulks and pouts ................................................ . 
42. Persists and nags; can't take "no" for an answer .................... . 
43. Avoids looking others in the eye ................................... . 
44. Answers without stopping to think ................................. . 
45. Unable to work independently; needs constant help and attention ....... . 
46. Uses drugs in company with others ................................ . 
47. Impulsive; starts before understanding what to do; doesn't stop and think .. 
48. Chews on inedible things ....................... ~ ............... . 
49. Tries to dominate others; bullies, threatens .......................... . 
50. Picks at other children as a way of getting their attention; seems to want to 

relate but doesn't know how .................................... . 
51 . Steals from people outside the home ............................... . 
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(please go on to next page) 
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52. Expresses beliefs that are clearly untrue (delusions) . . . . . . . . . . . . . . . . . . . O 1 2 
53. Says nobody loves him or her . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . O 1 2 
54. Freely admits disrespect for moral values and laws . . . . . . . . . . . . . . . . . . . . O 1 2 
55. Brags and boasts . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . O 1 2 
56. Slow and not accurate in doing things . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . O 1 2 
57. Shows little interest in things around him or her . . . . . . . . . . . . . . . . . . . . . . . O 1 2 
58. Does not finish things; gives up easily; lacks perseverance . . . . . . . . . . . . . . O 1 2 
59. Is part of a group that rejects school activities such as team sports, clubs, 

projects to help others . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . o 1 2 
60. Cheats . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o 1 2 
61. Seeks company of older, "more experienced" companions . . . . . . . . . . . . . . O 1 2 
62. Knows what's going on but is listless and uninterested . . . . . . . . . . . . . . . . . O 1 2 
63. Resists leaving mother's (or other caretaker's) side . . . . . . . . . . . . . . . . . . . . O 1 2 
64. Difficulty in making choices; can't make up mind . . . . . . . . . . . . . . . . . . . . . . o 1 2 
65. Teases others . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o 1 2 
66. Absentminded; forgets simple things easily . . . . . . . . . . . . . . . . . . . . . . . . . . . o 1 2 
67. Acts like he or she were much younger; immature, "childish" . . . . . . . . . . . O 1 2 
68. Has trouble following directions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o 1 2 
69. Will lie to protect his friends . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o 1 2 
70. Afraid to try new things for fear of failure . . . . . . . . . . . . . . . . . . . . . . . . . . . . o 1 2 
71. Selfish; won't share; always takes the biggest piece . . . . . . . . . . . . . . . . . . . o 1 2 
72. Uses alcohol in company with others . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o 1 2 
73. School work is messy, sloppy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o 1 2 
74. Does not respond to praise from adults . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o 1 2 
75. Not liked by others; is a "loner" because of aggressive behavior . . . . . . . . . o 1 2 
76. Does not use language to communicate . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o 1 2 
n. Cannot stand to wait; wants everything right now . . . . . . . . . . . . . . . . . . . . . . o 1 2 
78. Refuses to take directions, won't do as told . . . . . . . . . . . . . . . . . . . . . . . . . . o 1 2 
79. Blames others; denies own mistakes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . O 1 2 
80. Admires and seeks to associate with "rougher" peers . . . . . . . . . . . . . . . . . . o 1 2 
81. Punishment doesn't affect his or her behavior . . . . . . . . • . . . . . . . . . . . . . . . o 1 2 
82. Squirms, fidgets . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . O 1 2 
83. Deliberately cruel to others . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . o 1 2 
84. Feels he or she can't succeed . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . O 1 2 
85. Tells imaginary things as though true; unable to tell real from imagined . . . o 1 2 
86. Does not hug and kiss members of family; affectionless . . . . . . . . . . . . . . . . O 1 2 
87. Runs away; is truant from home . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . O 1 2 
88. Openly admires people who operate outside the law . . . . . . . . . . . . . . . . . . . O 1 2 
89. Repeats what is said to him or her; "parrots" others' speech . . . . . . . . . . . . o 1 2 

Raw Score ••••••••• 

T Score ••••••••••• 

CD SA AP AW PB ME 
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APPENDIXF 

EYBERG CIIlLD BEHAVIOR INVENTORY 
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APPENDIXG 

NATIONAL INSTITUTE OF MENTAL HEALTH DIAGNOSTIC INTERVIEW 

SCHEDULE FOR CHILDREN (DISC 2.3) 
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National Institute 
of l\!Iental Health 

Diagnostic 
Interview 

_Schedule 
for Children 

.. 
Salll)'·Na:. __ _ 

· Parent Inf orinant 
(lntervi.ew About Child) 

llll:tjli::s.11>1: __________ _ 

Jlmnicwcr IDI: - -
~oflllla•iD•. - _, __ ,_ -

NIMHDISC-P 
Version 2.3 

March 1992 

Prc:wand wida mppa11 fram NIMH O...No.: MHCRc:30906; U01MH46711; NIMH CaamclNo. %7l-l9-C001 
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SUBJECT PROm.E 

Sabjeczt _____ _ 

Fmm•(lmm)l 

Tm: Tm-1 Rmr 2 

1. Tallr'a Da _ _j_ ...J__ 

2. Ours Ace C- la binlldlly) ___;_ _ 

3. Olild's Da rlBslb _ _J__J_ _ 

4. Sad Qild ri ~1 

-~·AdqldftMadm--------1 
Bialap:allEarlJA&tqlMFllbcr 2 
Sq adllr 3 
Srq,fadlcr-----------------4 
Famr Madm 5 
Famr Plllllr'--------------a 
Odart. (Sp:cify. 7· 

6. ~ d cbikt 

Wbile--------------Blact---------------
Hisplnic (Sp:cify.: _____ --J-------

1 
2 
3 

Asiln (Spccify:. ___ ~---.r--___ .,.. 
Odac:r(Sp:cify.._ ______ .,-----

7. Ha die c:bild been in s:la:ll in a= J1111 .,_, . OaNo 2aYa .. 
in die JIIII * IDCllbs'? o-No 2-Ya 

L Has die abild Im. m.p.,yed in a JaK ,-'? ·o-No 2-Ycs 

in - ·.-• IIIClada'1 o-No 2-Ycs 

Ask fer al raals O'ar .. aide I) 

9. Has a b:pl r. ....mu..-T OafG ~Yes a.NA 9aDK 

latrod11ctio11 

DISC-P Vmioa 2.3 

.5 

[11) 

[12-17] 

[11-19) 

[lG-25) 

(26) 

_ (28) 

('29) 

- 00) 

(31) 

[32) 

[33) 

(3,1) 

[3S) 
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·-
;===========================ESI===A=B=L=JSHJN===G==lJME====L=INE==========================~t 

IN"l"D'YIEWER: BEFORE BEGINNING 111£ INTERVIEW, F1LL our MONnlS AND MA.iOR HOlJDAYS ON 
nu: 11MElJNE. 

(SR)W 1tMELJNE 'IO ltESPCla:NT]. Bebe lie 11:pi di= immew, fd Iii= ,all ID ell 1111: mil my impnn IMIIIS Iba 11111· 
..,. illAimd ID ___ Cl' lbiMlcr) family ill Ill= Jal yar. We'D pa DID Cll lbis.11MEUNE and mi: il ID bdp m will • ............... . 

Ha wen ill £,an, anar -" llllll poilll ,o ii • * ._ lilc). Naw ..tm is ___ 's binbday (pl,a • ,_ liMP. 

Wla 11D is --- ii m,/1 11is is wt.------ pi: (pl,a GIi - lille). 

11is is ...... s:baal. llaillld Ir di= IIIIIIIIS'. Did ___ F..., CII ,._. a all llll '/Gf! Wt.. did l,llr/D] F? WIim 

.... (pl,a - .. -•r. . 
Have Dft bma my at.r Iii dqs Iba lllppmld ID ___ er lbir,tm'J lllllily ii lbe llll '/Gf! TeD me lblllll 1tl:m. WIim 
was Iba fpla:, • ._ wr. 

't1liakia& la:t lbt 111111111s 111D, Iba is, ID Ill& (NAME MCNl'H Cll ~ is dmm mydlin& Ila aally llidls aa ill yaw miDd ••• 
.. ,aa lllllallls dmty (pl,a OIi - liMf! 

Hair .. allllld Ibis lime I.,,. 11D, llll (NAME SEASalJ Cl' IIIUld Ibis lilm r.-,., IO liMf! 

JPffl:RVIEWER: IF' NO EYINl"S FOR SIX MON"111S OR ONE YEAll NAMED, llSE FOUDWJNG UST TO JOC 
MEMORY OF IIDPONDENT: 

• OI1ER FAMILY BDlTHDAYS 
- IDJDAYS, PAlfflES, OJl nuPS 
• Ba:ilNNl«i AND IND ar ANY J0BS 
• HOSffl'AIJZA'JDol 
• PECHl! EH?DJNG Cll UAVHJ HalSEIJU> 
• I?fA1HS ar RUENCS AND FAMILY MEMBERS 

[WIim _e.a for a lltONhs ..i - .,., "'° ,_, ,._ --,, ,- r ... '° :cpa:Js.t ., .w.1 

1111:(lmdwtclanaaiDIDalkyaa)is._._. .. ___ didcrllllcr-,slJlrMlei...._iD._.lllllbtDDIIIII. 
.. is, liai.rllow ......,._ -- ., ,._.). 

-. 
Saae ep:lli:lm n alll& Ill= wbale llll ,-r [..., _,,., .._. • ,__). To lllllp ,ma --- wlm plliad d lia I• 
11m111 ab:111. _... pa ID mi: Ibis spml Clllnlw ■ we F llr:lllc-

lll1nlducdoa 

DISC■P Venim 2.J 

Pap 2 
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SECT10N m. DL\GN0SnC MODULES 

11- qumbs I will III lllking ,aa are Ill Wlimn in Ibis baak. We a lhlm in Ille ame way fer -,body. 'Ill= are 110 ,._. er 
"'wim&" aswas; we are imlnDld in Ille aswa- 11m !dis Ille maa ma __ _ 

11- __, J'IIU IM 1111 will Ill prive 111d J will ..... DIii Ill D m,aa m:111 Ille J111011m J wClli: wilh mlll Ibis Sllldy. 

Try• ... :,al C111 D __. "yet' '6-"m• D a:11 cpaiml. Jr IIBe a tiap )'Ill walld lilr& to Id! m 11X111 lbai&, 111C wil -
llal lbmp ... m llba 111C c:m 111k an lbala llmll a• md ~ lbe .,..., ...... 

· 1be .-- I a PW D Ilk• llllinly lblll& Ila llll 6 .alls (Iba is, aa ____ _, [l'OlNl' 111 SIZ-MONIB 
MCK ON 2DIEUNE'). JI'-=-,..,.. Cllly ir I Ilk 11111& lllllllbinc Iba Ills t.n a pdliaD clurilll 6e 11111 '_.. -a 11111 
-- t.n PW Cll l:r aa:11 laapr ..... la ii - Ills D --~ lill& ['l1ME 1JNE REf'ElmlCE!. 

5anwanm I will Ilk ,aa a lpllilll me 111D ma. I a• 9'yias D "'1:m1 ,aa•: ii is jmt 11m am JIICIFle mdrmllld dlinp 
-- wlml • Ilk .-m cm-, IIIIIS IIID lllllt.r. 

Salle ._.. _,. 111111d pmiml ar ..- lillJ D ya&. la .,. 111d _. DIii miamly 111d lrlllbfully tlecam: 111C wa ID also 
aid• aa:11 • we cm ma___ · 
~ :,aa m.s a 11111k, pica ~ - tmw 111d • will smp far a h milllleL 

IF NF03SUY. ADD: P1m1e __. lbee qumians • 1lllllp J'IIU bawm'l 111d anydins IID& ___ ., m,- a Ibis 
SIIUdy [fOR PA'Imn': • ...a- bin ll Ille [~). illl:ludillc ___ •s dac&ar}. 

IatrodllClioa 

DISC•P Veniaa 1.3 
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{3/1/91) 0 = NO 1 = SOMETIMES/ 1 = YES I= NOT APPLICABLE 
SOMEWP\T 

9," = DON'T KNOW 

ST ART NEW CAIU> 
DUP COL 1 • 10 

MOD. L....l.. {11 • 12} 

CARD NO. JL.JL [13 • 14] 
b [15] 

TIME NOW L__ : _ __J (16-19) 

ADHD 

Far Ille neu qaadaas, we'll So back ID 11111:iDs about die last 6 mallbs. lbal is, since 
[NAME E'YENTJMON'TH). 1 would DOW lilz ID ak 111111eqaaliaaslbaalproblems 
widl Cl'ftir«1ml)' 111d nm payiDs llllllliaa. A laeo![cllildnalleenlp] .a IDIIIClimes 
ovaactM ardaa'&c:uwamai... bu& wea111 ialaallld in prablcms &bl&aa dlcn:mmui( 
Jlum=. . 

1. Ill die pm 61110111hs. bas anyaae said 11W mltWII [llilllaer) lauds ud 
feet a lat ar sqainm lftllllld in [his111cr) ICll [clmial classlal (bitlber]jab)? 

l. Ha-.e you IIDlil:ld dw (bclsbc) bas man: troable litliaa sdll cbaD Giber (cbildren/ 
i=nasm) [bislbcr] qc? 

J. In die pm 6 mamhs. line you ar Cllbcrpeaple IIClliced 1111& [lwlhe) is too 
rtdpcy or resdea? Thal is. fiddlina widl lhislbcr) bands ar jiatinl (bitlberJ lie& a. 
wnulin1 ar &Wisma1 araund in [hislbcr) 1181? 

4. If [bdsbeJ is anepllce whae ~] 1111 ID lie llill cir my ,m. lilz in cllarcll ar 
ridin1 in a r:ar, claes [lwlhe] pt ftl'J nsdm 111d fed [llelsbe) bas ID mo¥C ll'Cllllld1 1 

IFYES. A: ., IOCYIII if'(llelsbe) is anlydllftfar,ay, 15 minllles? 

5. If (lwlsbe] llas ID •Y ill a place far, ay, llllft millala, ... ('lw/lbe) 
aarty atn,smm nstlm.u ir[hclsbc] Wllll&d ID J r.orptupor 
IIDO¥Cabaa'7 

IF••• llESPONSE TO Ql. 2, l. 4 OR 5, ASL 

.. 6. Has dlis ll'Dablc widl littiq scm ar radptiq be= a~ far• 
ICISl 6 IIICllllhs? 

Madlal&E: Dilnpu,,clchaviarDilanlm 
Allmliml-DclicitH~ Dilarw 
DISC-P, Vasim2.3 

Pap l 

·o 

,0 

',.; 

0 

0 

0 

0 

START NEW CA.llD 
DUPCOL 1-12 

CARD NO. ,jLJ_ [13 • 14] 
b [15] 

1• 1• 8 9 . [16] 

1• 1• 9 [171 

1• 2• 9 (18) 

1• 2• 9 [19] 

1 2 9 [20J 

1• 2- 9 [21) 

[1] 9 [22) 
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[3/11'2) 0=NO 1 • SOME?IMES/ l•YES I= NOT APPUCABLE 
SOMEWHAT 

7. Hu uyane said dll& (bdlhe] pts •P from l•iwll•rJ .. , Ii lot at 
(~JjobJ? 

L lfaYC you nadcecl lllat (be/sbe) dmm'l .. J' ia (lais/ller) •t • bame? Fai' eumplc, 
wlaaa [be/lb&) ii llliDI • di& llblc ar Wlldlill& TV ar daia& [11is,11cr) llamewark? 

~ ••• RESPONSETOQ7 ORI. ASL 

,. BIi ao& Waa altle ••1 la (WIiiier) Ila& bem a]llablcm lar• lealt 

' IIIOlllbs? 

10. la die_, llllllldls, bas m,aae aid dial llualmdliaekllpills 
lm.'laerJmilld• [~er)[~Jwllmdla'CW111111U1CrlbiDp,IOillk 
• (in die clusn:lllln/wll (belsbe) was wartiDI)? · 

11. Al. bame., daes (belsbe) line a problem plaJ'in& pma arwam111 • prvjem ar 
doills [laillher) llomewart,, bll:aull liale dliDp keep ..... (laislllerJ ..... off 
w1w [laelueJ ii daiaa? 

--··· 
w·-- RESPONSETOQll oa 11,ASL 

12. Has dllraaaltJ' wida lrNpilla [lailllaer] .W • wlaat (Ile/Ille) is daiq 
beaa pablcm lara& ... 6maarbs7 

13. JD die pat6 moalbs. wllm (Ile/Ille) wa playiD& pma, llu p.llbc) or. llad 
lrHblt waitiq rar [laislll•J 111n? 

... 
14. Daes .oflm pull• tr?• cat uad wlaaa (llr/lllc) bas ta mad in liDC? 

IFYES, A. Haft peap1a..- mad a& (llim,tllr] lardalq dm7 

IIF ·•· RESPONSE TO Qu oa 14,ASL. 

u. Has trallble waililll ,_ (lailllla'J .... Cldlills ....... la liM bem 
a prablem far at !mt 6 maarbs'I 

?-ladul: E: t>ur,mu,,c Jchaviar Dilardas 
Aaauia-~Hypo.aiwii, Dilanllr 
DISC-P. Vcnia1.3 

0 

0 

0 

'O· 
.,.·.,;'#,' 

'1 

0 

0 

0 

0 

0 

... 
9, 99 = DON'T KNOW t. 

t 

~ 
;• 

1• 2• 8 9 [23] 

t 
~~ r 9 (24] 

,. 

-t . 
fl) 9 (25] 

r-
L 

' 1• l8 I 9 (26) 

f 
• 

1• J8 9 [27] L 

l 
\ 

(2) 9 1.21] 

l 

l8 ~ l 
1• 9 (29) 

1• i- ' . l3Gl 

1 2 ' (31] 

(2) ' [32] 
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[3/1/92] 0 = NO 1 = SOMETIMES/ 2 = YES I= NOT APPUCABLE 
SOMEWHAT 

16. Has anyone said dial (brlshe) afwi calls out die uswen 11 (sc:bool/(bis,11cr) jab] 0 

--bdare die (ladlerJco.wamrJ bas fillisbed die queslioll? 

17. Does[belsbe)oflmblanoatuUIWffbdcnyaa [arCARETAICEllD 0 
fiaiablllcilll tbe qumiaa? . 

&'YES, A. llaftyaa [arCARETAJCEll) paammo,edll(bimJbcr) fardlll? 0 

IF••• RESPONSETOQ16, 109 ASL ..... \ 

11. Has lilfflllls aat unr,-~ lib dlislleal pmblcm farlllelll 6 
llllllltbs? -· . 

0 

19. Sim:e [NAME EVENT/MONTH], [bas,11ave] [llisnm) [IIICbcr(s)Aiaa) bad ID -0 
nmilld [llimllaer) wllat [lle.'slle] is 111ppaaecl to be doia1 ■pin 111d lpiD and 
■pin? 

• W1lln yaa [ar CARET AXER) ask (llimAlcr] to do _,biq. do you uw 0 
to keep nmillclilll ~er) ID IO blct ID il bec:au& (belsbc) can'&remembcr wbll. 
(be/sbe} is suppased ID do? 

D' •- RESPONSE TO QU OR :ZO, • ASIC... 

21. Has andilla to be nmiaded ID foUow tbraup Cll dliDp bem I pablall 0 
far ll lcast 6 IIIOlllbs? ... 

22. 1n tbepan6 lll&llllbs.basuyaaellid &bll ___ artm bastnlllllle ,.,., 0 
aaaliaalD(1aislbrr) (~)? 

23. Sappoae ___ ilplayina apmeardaias I pllljlCl [llellbe) mjorsllllame. 0 
Does [lie/Ille) baw troable p■Jial aaeatica nm il tben: is lllllbiDa else bappmin& 
10 take {llis,'blr) mind off il? 

,.c Al bamc, is ii bard (or (him/bcr] ID spad mon dlu I Few miutes dainl 0 _., . 

MadukE:DbnpawBclla¥iarDilanlm 
~H~Dilcncr 
DISC•P, v ... :u 

Pap 3 

9, 99 = DON'T KNOW 

1• 2• I 9 [33) 

1• :?9 9 (34] 

1 2 9 [35) 

(2] ' [36) 

1• :z• I 9 [37] 

1• !&• 9 (38] 
It 

::Zl ' 1.39) 

(40) 

(,41] 

(42] 
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[3/1/92] 0 = NO 1 = SOMEnMES/ 2 = YES I= NOT APPLICABLE 9, 99 = DON'T KNOW 
SOMEWHAT 

rr============================:::::::; i-
IF"•" RESPONSE TO Qll.13, OR 24. ASK-. 

2.5. Has lhis troable witll paJiaa aaeatioa been a pn,blc:m for a least 
6mondls? 

0 9 

1========================:::!.I 

26. HaYe ,aa bem IDld 11111 [be/sbc] bas a problem ll (sdlaollwarlt) became (hc/sbc] 
beps 11Dppia1 ad mrtia1 die wait (bdsbe] is doin17 

'Z7 • Wbca (be/sbe) is ll bame. dDa (htllbe] baYe a problan doin& (bis.'bcr) bomewad
ar cbar=s ber:aua (brlsbc) acps IIOppiaa aacl saartia& wllat (latlslle] is doi■&! 

IF"•" RESPONSETOQ26 ORl1, ASK. •• 

0 

21. Has 110ppia1 aad saartia1 wllat (lle/slle] is doiaa been a problan for o 
11 lcUl 6 moaw? 

, bu anyanc said dlll [llelsbe} ofllll SIDps in lbc middle of 
oallwodt) before (bclsllc) bu fmisbed? 

of doin& fan tbinp lite pmcs? 

.. 
30. How abma ll bamc? Is it a problem dm (htllbe) oflell 

dliDp. widlalumiisbiq7 

B. J)aa p.Jsbe) ewm Slap ill die middle of a pmc. arwllm 
p.Jsbe) is playiq? . 

"•" RESPONSE TO Q19A-OR 30A. ASK-. 

31. Has aifliq from o■t dai111 to uotllcr been a problc:m far 11. lcaa 
6 maadls? · 

Malul&E: DunipiMlldla,,iarDisardcn 
• Allmlica•Dcf'acis Hypcnai9icy Diaaw 

DlSC.P, Vasial.3 

Pap 4 

0 

0 

0 

0 

0 

0 

2• a 9 

9 

(2] 9 

1 2 a 9 

1• 2• 9 

1 2 9 

1 2 9 

1• 2• 9 

1 2 9 

{44) 

(45) 

{"6] 

( 
{47} 

(49) 

(50] 

(51) 

(Sl] 

(53) 

r 

1 · 
L. 
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lJ/lJJlJ O = NO 1 = SOMEnMES/ l = YES I = NOT APPLICABLE 
SOMEWHAT 

32. In die last 6 monllls, bas (bclsbe] been maa more lloisy tlaaa otlaer km •lln 
(lle/slaeJ is clailll& ru daiap? 

IFYES, A. ls it bard far [him,11cr] IDda fun dlinp quicdy? 

33. Hr,e {birJbs] (lflllCllaslbcm) or Giber people c:amplaml became [brlsbe] is 100 
Milr--~Jdoafatlaiap? 

IF••• RESPONSE TO Ql2A OR 33. ASIC: 

34. Has-, solllisy wlllll (JlelaeJ is dailla fa llaillp been a pablem far a& 
1cm 6maldls? 

35. Has anyone aid dw (bclsbe] nu al'OUlld a lot men lban Cllher cbi1dral [bisb:r] 
aae a& [sdlaol/Wark), far amnple, dmiq [lym or free limeJfJe& lime]? 

36. How abcmt when [he/she) is at bame? • 1s (br/llle] always nauiiaa araad a lot, like 
lllllllin& ar jmnpiq or climbiq an lbiap? 

IF••• Q:SPO~E TO QJJ OR 36. ASL 
-

37. Bas nuiaa ar jampiq ar climbiq oa llliDp been a JIIQblem far at 
... 6 IDClll&lls? 

MadukE: Disnp!MlcllffllrDilmllm 
~ici&Hypcnaivii,Dilmdlr 
DlSC•P, Vmim2.3 

Pqe 5 

0 

0 

0 

0 

<> 

0 

0 

9, 99 = DON'T KNOW 

2 9 

1• 2• 9 

1• 2- 9 

(l] 9 

START NEW CAKD 
DUPCOLl-12 

[54] 

[55] 

[56] 

[57] 

CARD NO. JL..2.. (13 • 14] 
b (15) 

1• 2- B 9 [16] 

1• 2 9 [17] 

(l 9 [11) 
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(J/1,,2] 0 = NO 1 = SOMETIMES/ 2 = YES I = NOT APPLICABLE 
SOMEWHAT 

38. Has anyone said &hll (be/she] talks too much at (school/work]'! 

39. How aboutatbome? Does (btlshe] talk toomudl &here? 

D' YES, A. Have you or anyaac el& complained about dais? 

~-· Do yaa aradlel- adul&s dlint dial [btlsbe] is a motormoadl or daaaerbol, dll1 
[be/sbe] is always lalkins lllO much? 

D' ••• RESPONSE TO Q31, 39, OR 40.ASL. 

41. Has talklll1 too mucll been a problem ror 11 lasl 6 mondls'! 

0 

0 

0 

0 

0 

42. In Ille past 6 IIIOIUbs, bas_. ___ ofim staned IO talk wlla IOlllebody else is 0 
lliU talkiq? 

D'YES, A. HavepeoplcJOUCftannoyedbecame ____ ialanlplStoomach? 0 

43. Does [he/Ille) orr.en buu ill • wtw ocbcrs- dain1? 

D' YES, A. Did they CMr pt mad ll [himlber] far 11111? 

D' ••• RESPONSE TO Q4% OR 43, ASL. 

44. Has iDtemapdD1 or butma1 ill • others been a problem far 11 lasl 
6months? 

Module E: Disrupcivc BcllaviarDilardcn 
Aaauian•Dclici& Hypcnaiviiy Dilarda' 
DISC.P, Vcniall2..3 

Pase 6 

0 

0 

0 

9, 99 = DON'T KNOW 

:z• 8 9 

2• 9 

(19] .( 
( 

(20] 

2 9 [21] r 

(2] 

2• 

2 

2• 

2 

(2] 

9 

9 

9 

9 

9 

9 

(22] 

[23] 

[24] 

[25) 

[26]/ 
\ 

(27] 

9 . (21] 

' L 

r 
r 
i 
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(3/1/92) 0 = NO 1 = SOMETIMES/ l = YES 8 = NOT AP~LICABLE 
SOMEWHAT 

•. Sinee (NAME EVENT/MONiH] (havelhas] ___ •s [ieachcrslboss) said that O 
[ht/slle] of1m 1eems aot to lisle■ IO wbal I.bey are saying? 

IF YES, A. Is that ~~ 11-.e.':lle) has a problem with hearing? 

IFYES. B. Whll kind ofbarina problem does (btlshe) bave? 
(DESCRIBE): 

C. Haw: (msAler) (iacbm/tloss) complained about [his,11er] not lin:ning? 

D. Did (lle/slle) aat lislell became [ht/she] was daydreaming? 

46. Does [be.Isbel often seem aot t'a be lidelliq ID wllll you or ocher people are 
ayillg? 

IF YES. A. Is dw because [bclsbe) is daydreaming? 

IF••• RESPONSE TO Q45 OR 4', ASK-

47. Has aot listelliq ao odlers been a problem for at least 6 months? 

I 

48. Has anyone said !hat often loses papers. baoks, pcm or pacils (or 
equipment (lie/she) needs for [his,11er) job) at (scbool/Wolk]? 

,r' 
-49. Albome,does lme dlillp am I.ban odler kids [bWberJ aae? 

IF••• RESPONSE TO QG OR 49, ASK-

50. Has laliq dwtp lleea a )l'Dblem rar a lcasl 6 IIIOll&bs7 

Madulc E: DilNplM BcJlaviar Dilmdal 
Alla\lian•Dc5ci1Hypcnaivicy Dilontlr 
DISC·P, Vasiml.3 

Page 7 

0 

0 

0 

0 

0 

0 

0 

0 

0 

9, 99 = DON'T KNOW 

2• 8 9 (29] 

2 9 (30) 

(31-32) 

1 2 9 - (33] 

1 2 9 (34] 

-· 1• 2• 9 (35] 

1 2 9 [36) 

[2] 9 (37] 

1• 2• 8 9 (38) 

1• 2• 9 [39] 

[2) 9 [40] 
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[3/lltll O • NO 1 • SOMETIMES/ l • YES I a NOT APPUCABLE 
SOMEWHAT 

51. Has lllyaae ll [llislbcr) [s:baollwurt) aid dial ()lclsbc] aims a lot of c:arelell 
aiaaus wllaadaias [bislblr) (sllaolwcnJwalt)? 

0 

52. Al bame.dDls [1111sbe) 11111ra ... an1m aimus dlln adlcrclliJdmD [llis,WJ 0 
ap? 

IF••• 111'.SPONSETO Qn OR52.ASL.. 

S3. Ballllli:illsanlalllillalra llllaapmblcm faralcaa6mauhs? O 

S4. 6 mandls, llu [lie/Ille) or.a piam [bimAllaelfJ iDID I dallpraa 0 
lle'D«J CDllld 111.e belD illjand ..._. (latlalleJ,....•t 

. IFYES, A. 

9, 99 = DON'T KNOW 

[411 I 

r 
9 [42] • 

L 
(l] 9 

I. 

I __ I 

... 

B. Wa dais samedlia& [ht/Ille) did mddlllly widlaat • 
lillt'I . 

C. Ba dams danpnm dliap Ila Ws 1111a aplablml far a lcaa 6 ...... , 
0 

!.5. Has..,..lliddlal[1le/llle]ofrlalfarpa•-1D-trackofnat(WslleJ " is--.• lllCllaal/Walkl, jlm11111fll .. am 

56. Daa [lwhlle] dllldrllotr•-INCkolwlla[lwhlle] lldDillsalaae? 

Madul&E: DuNpiM..,,.0.... 
~H,,..aiWrO--
DISC•P, VasiaU . 

Pap I 

0 

2 9 

Ill 9 

2- I 9 

' 

[47) 

[41) 

(49J 

[50) 

L 

I 
l 

I ·-
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CJ/l/9l] 0 = NO 1 = SOMETIMES/ l = YES I= NOT APPLICABLE 
SOMEWHAT 

IF••• RESPONSE TO Q5! OR 56,_ ASK Q57. 

S7. Someamcs people seem 10 Jose cnclc of wllll they art dome wbm Ibey are 
uin& dnsp or alcobol ••• or are very med or llaven't slept well ••• or lid: .•• 
or wry worried or aiwaus. Does 1osc nck of wllll [he/sbeJ is 
daiDa wbm (beluicl_is iD oac of &bac sima&ioas? 

lF YES, A. Docs [bc/sbe] ofu:n drift off or IOlc nck wbm [brhbe] is aot 
miDa dnJp or alcobo1 or med or m or warried or anxious? 

IF••• RE.VONS£ TO Q57 OR Q57A. ASK.,. 

58. Has__, lndt or driftiq off'bec:n a problem for ll leul 6 moadls? 

59. In lhe pm 6 momhs. bas anyone told you dial [he/she] oft.a1 aems drowsy or 
llagisla ll {sdloollwmk], lilce [hc/sbe] bu DO cnersy? 

60. How aboutai bome? -Docs (hdshe] of1.a1 seem drowsy or lluaisb tbae? 

.•... 
IF••" RESPONSE TO Q5!1 OR 60, ASK Q6L 

o• 

0 

0 

0 

0 

61. Samecimes people aem dn>wsy or llugisb wlml they are miDa dnJp or · 0-
alcobol ••• or are wry liral or haven't slept well ••• or sick ••• Cl' 
very worried or auiaus. Does ___ seem drowsy or slugish when 
[he/she] is in one of lhac simarions? 

IF YES. A. Does [be/she] ofa aem drowsy or slugisb whe:a (helsbe) is o 
aot usin& dnlp oralcohal or med or sick orwmricd oraazious? 

1F •- RESPONSE TO Q61 OR Q61A. ASIC. ••. . .. -::,-· ' . - ... .." . .. ... ' . 

6£ Has beilliclrpiy.;; slaaisb bcc:11 a prablem res at las& t~? ... 1 '- : .-:0 / ~ 

Module E: Dunpti,,c lcllaviar Ditardcn 
Aaal&iall-DdicitHypcnaMryDilmdlr 
DlSC.P, Vcniclll2..3 

Pase 9 

9, 99 = DON'T KNOW 

2 9 [51] 

:• 9 [52] 

[l] 9 [53] 

:z• 8 9 (S4] 

:z• 9 (55] 

2 (56} 

:z• . 9 (57] 

9 ~ (581 



Disruptive Behavior Disorders in Preschoolers 152 

(3/1/Jl) 0 = NO 1 = SOMETU IES/ 2 = YES I = NOT APPLICABLE 
SOME"K"HAT 

63. Hu 111,ane aid dial dlel'I: 11ft I lolol dlinp (be/she) WIIIIS ID do and knows 
bow IO do 11 (ICbaollwat.J. bul 10111Cbow aner 1e11.,..1111 ID doia1? 

6'. ADIi 11 bame? Ale dlae a lol of dlinp (hc,lsbe) CD do ad wall ID do. 
Mt •ner am ... 1111 ao daiq? 

1F ••• RESPONSE TO Q'3 OR 6'. ASK Q65 TO 67. 

65. ls Iba& because [belsbc) dacm'l-=m ID~ any CIICIIY? 

66. ls Iba& became [belsbe) is ¥ery dilarpllmd? 

67. Somelimes people daa't piaroand ID lhinp wbm they 11ft IISUII dnlp ar 
alcobol CII' want ID make 101ncD11e else mad CII' IDII')'. Does ~ 
lr0llblc ,min& uaand ID dlinp wbcll [belsbcJ is ill aac orlbese siawiaas? 

lFYES. A. Does [be/Ille) afien ~ ll'DDblc pllina uoand ID lbinp wbcn 
[lie/She) is IIOt asin& dnlp orv,ina ID makcsamcanc else mad 
oranll')'? 

1F ••• RESPONSE TO Q67 OR Q67A. ASIC: 

68. Hu llOl seidal ll"lllllld to damp bem I problem far 11 Jasl 6 IIIGllllls? 

IF YES: CONl'lNtJE. 
D'NO: GOTOQ'T7,P.15. 

MadalcE:DbnapiiftBeiu¥iarl>bm,lcn 
• ~DcficilHypcnaivi,:Y Diaardcr 

DISC•P, Vcnica1.3 

Pap 10 

0 

-0 

0 

0-

0 

0 

9, 99 = DON'T KNOW 

STA.RT NEW CARD 
DUP COL l • ll 

CARD NO • .A...L [13 • 14] 
b [15] 

1• z- I 9 [16) 

1• 2• ' [17) 

1 2 9 [11) 

2 9 (19) 

1 2 9 [20) 

z- ' [21) 

[l) 9 [22] 

[23) 

. • 
i: 

! 

L 

. 
j 
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[6/13/95] o: IT0 1 = SOKJ!'fDIZS/ 2 = US 8 = H/A 9,99: DE 
SOHJ!lWKU' 

1.44itional Al>BD itmu 

(Ask ~tar question 1,11 

lA. In th• pa■t 6 month■, hall anyone ■aid 
that ______ fail• 1:o 91.-.. clo•• " 
att..rm to ieiill■ or malut• car•l••• 
mJ.atalce■ in lu■/hllr work or other actiYitie■7 

lB. BaY■ you noticed that (be/■h•J ha• more O 
troabl• 9iYiag clo•• attaGtioa than other 
children [hi■/bu) age7 

l* 

l* 

le. In the O l* 
l,)'IOple noticad that [he/■he) 
c:lo■e at~tiaa 1:o detail■? 4.a., .. -.;.; 

.. ll:>~ IF ••• DSPORSZ m QlA, 1Jl, Oil le, &SIC ••• 
Bu thi■ trouble 9iYiag cla■- atteDtioa 
1:o detail been a probl- for at lea■t 6 month■? O 

2A. In the pa■t 6 month■, ha■ anya- ■aid 
that ofteD raD■ abollt ~ 0 
cl.tab■ ezt-■I..tr in ■ituation■ in which 
it i■ inappropd.&te7 

2B. BaY■ you noticed that [he/■beJ ofteD na■ 
0 -~tor cliab■ aztea■LYely more than othu 

.ildren (lu■/herJ age? 

le. IF ••• USP0IISI: m Q2JL Oil D, &me ••• 
Ba• tlu• trouble oftea rwmillq about or 
cliabiDq ext-iYely in ■ituatian■ in 0 
wluch Lt 1• inappropriate been a prm,1-
for at lea■t 6 month■? 

lA. In th• past 6 IIOllth■, ha■ anyone •&Ld 
that 1• oft.a•- tlle p• 0 
or act •• ll •ilr2..•- l,y a aator•7 ... 
3B. In the pa■t: 6 montha, haYe you noticed 
that [h•/•heJ i■ o~ •- the p• or 

0 ac-t. a■ 1.f •4r1,.__ l,y a .ator• 
more than other children [hi■/ber) ap7 

le, If [h•/•h•J 1• ■cmeplac• where [he/•h•J 
ha■ to be ■till or ■tay put, lika in church or 
riding in a car, doe• [he/•h•J •- to be 
of~ •- th• p• or act •• U •drLYWD I,]' 

.. ,() 
• aator•7 ,.~'!r 

. 3D, IF ••• :U:SPORR m Q3A, lB, Oil le, .LSJC •• , 
Ra• thi• trouble being of~•- tb• p• 
or ac:ti.ng a■ Lf •drLY- l,y a aator• 0 
been a probl- for at l•••t 6 month■? 

8 9 

2* 8 9 

2* 8 9 

[2] 9 

l* 2* 8 

I .)f ~ B 

[2] 9 

l* _. ~2-. 8 

•,}· 
1 t ,~ tx .. · 

pt 2* ~ 

[2 l 9 

[lA] 

9 

Cf 

[2B] 

9 

'l 

CJ 

[le] 
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[6/13/95) 0 • IIO 1 • .www2i:..m/ 
IIGIIZlfllA: 

2•US 8 • 8/a. 

A. In the pa■t 6 month■, baa anyone ■aid that 
(he/abe) baa difUcaltJ' orpaisilll9 t&alca ud ac:U'l'iUH? 0 

48. 8&99 you noticed that [be/aha) baa tlifficaltJ' 
org111Li.ailll9 ta■lca Uld &c:taTiUea at h-7 Far ,l 
example, while [be/abe) i• doing bia baaewark? 

.¼ ·---"!. 
· 4C. IF ••• mroaaa m II'& oa a, Amt ••• 

Ba■ diffiCl&l.ty org111Li.ailll9 ta■lca Uld 
ac:taTiU.■ a.en a prabl- far at lea■t 
6 aaath■ 7 

0 

SA. In the pa■t 6 ~•• bu anyone ■aid 
that a...a.l.da, dialilre■, or ia n 
raluc:taat to-.... ia 1:aalca tbat nca,air■ 
1111Staiaed~effort7 

SB. At~. doe■ [be/aha) 11&99 a prabl-
playing 9-• or warlcin9 an ~jec:t• or doing 
(hi.a/her] ~k, tieca11■• of a...aidiag or beiag 
raluctaat to eapp ia a 1:aalc tbat nqairea 
aastaiaed -1:&l effart7 

:,·-~--
.Sc. IF••• mHWBB m au oa sa, Amt ••• 

Baa a...a.idia9 or beilll9 ralac:taat to ■-9ap 
ia a t&■lc tllat retpizea ■-taiaad -t&l 0 
effort been a prabl- far at lea■t 6 IIOllth■7 

6A. In the la■t 6 aanth■, bu anyone ■aid 
that i■ aft.a fargatfv.l. 1a d&UJ' 0 
•c:ta•IU.a? 

68. 8&99 you ncticad that [be/■be] i■ aftaa 
fargatfv.l. ia dailJ &c:taTiU•• aara than children 0 
bia ap? ... 

1,99 • Dlt 

1• 2• 8 9 

l• 2• 8 9 

[2] 9 (4D) 

l• 2• 8 9 

l• 2• 8 9 

[2) 9 (SE] 

1• 2• 8 9 

l• 2• 8 9 
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92) 0 = NO 1 = SOMETIMES/ 2 = YES I = NOT APPLICABLE 9,99 = DON'T KNOW 
SOMEWHAT 

ud you a lot o( quesziaas about problems __ may have bad wilh payin1 o 2 8 9 
. ....aon or bein& 1DO aclive. for eumple, you said &bat (UST ALL 
aRACXEIED ITEMS IN Ql-68). Did any oldlcse lhinp came )ll'Clblems for 
[hilll/her] when~) WIS in killdcrpna or (irst pdc? 

How old WIS [be/sbe) when (lle/sbe) first mned bavinl problems becaue ol dlcse 
dlillp? 

SPECJn' AGE------------> 
('7'7■WHOLE LIFE.ALWAYS) 

Now dwllcin11baat jast die 11st 6 maadls. baYe [UST [ ) ffl:MS IN Ql TO 68) 
c:aased I problem wilb bow {bdsbe) rc&s aJaaa wilb peaplc ll bame? . 

. Have dlese dungs c:amcd I Jlftlblein wb bow (be/she] IClS alaaa wi&h friends or 
ocbcr (c:liildrenl'I,:) [hisAlcr] ap? . 

. Have dlese thilip c::aue4 pablcms for (llimAlerJ 11 (scbool/work)? · · 

,. Did [his.11er) problems wi&h paym1 aaauion or bein1 IDO IC&he bccin IDOll af'ler 
10111e bad Illini or same bi& c:banp llappened ro [himlbcrl? 

/ES, A. What WIS lbal? 

NOTE3: IS nDS CLEARLY A ONETIME EVENT'? 

JFYES: GOTOC. 
IFNO:.._ GOTOB. 

B. Is Ibis (STRESSftJL EVENT] llil1 Pl an? 
·-

C. Whm did Ibis (blppen,'besin)? (CODE MO/YR) 

Madul&E: Dianapci¥c Bclm¥iarDilmdcn 
• Aam&ian-Dc6cilHypcnaiwi17 Dilasdcr 

DlSC•P, Vcnim~ 

Pap 11 

I __ I 
YRS. 

0 9 

0 2 9 

0 2 I 9 

0 2 9 

0 2 

0 2 9 

l_..:_I __ I 
MONI'H YEAR 

(24] 

[27] 

[28) 

[l!il) 

[30) 

(31-32) 

(33] 

[3,C} 

[35-38) 
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• 
[3/1/92) 0 = NO . 1 = SOMEnMES/ 2 = YES I • NO ... A.PPUCABLE ,, '9 = DON'T KNOW i 

SOMEWHAT 

D. Did (hclsbe) ba¥C dlae prablcms payiq IUllliaa ar beiq rao ICliw 0 
before (STRESSFUL EVENTJ? 

IFYES. !:. Did 1bae pabJcms deliaile1y pt --If• I.bis O 
~J? 

IF YES. F. How IIXlll lfla' [S'tllESSftlL EVENT) did 
dlis bcllmar became maft of a prablem far 
(bim,11crJ7 .. 

Lmt111Dlmaada----
l•3maa&lls-----
Man dlall3 maadls---
Daa'llmow -----

. . 

1 
2 
3 
9 

u. w. Ibis bebaviar IIIGft of a problem far O 
laDpr da 6 maadls? 

IF NO H. How 11X111 afc [S'IRESSPUL EYEN'l'] did [hr/sbe] bqiD IO 
ba¥C problems payiq llllllliallar beiq IDO alClivc? 

Lcsslban 1 mma.1a _______ _ 
1-Jmmull,s _________ _ 

Man lban3 maadls---------
Dall'llmow----------

1 
2 
3 
9 

L Did [be/she) bavc diese prablems JIIIYUII lllmlioD ar bein& O 
-~ far loapr da 6 maa&lls? .. 

. 
75. Hu ___ ew:rsemadaclar,psyclliallm,Pl)CbDlolm.lDCialwamr, o 

pidance coamdar ar any adlerpa{eaianaJ lite Iba beclaa [be/lbc) llupablcms 
widl payin1 ucmiaD ar bciD& rao KliYe? · 

IF NO, "'i.O TOE. 

IFYES, A. Wbodid [be/lbc) _, 

B. Wlllldld lbedaclaraywuwm111(Wlllldidlbe [PERSON SEEN] 
8f "!1Slbemaacr)? 

ModulcE:Dilrllp!MlwwiarDilmdcn 
Allmlia-DcraHypcnai,,iiy Dilanlcr 
DISC·P, Vcnia 1.3 

Pqe 12. 

1 __ 1 

, __ , 

2 

2 

. 2 

2 

. 2 

9 (39] \,. 

9 

[41) 

9 . [42) 

9 

9 

[43) 

l 
[44) 

[45) 

\._ 



Disruptive Behavior Disorders in Preschoolers 157 

'2] 0 • NO 1 • SOMEnMES/ 2 • YES I = NOT APPLIC.U' .E 
SOMEWHAT 

C. How old wu (bclsbc) die (IISl lime {llelsbe) aw sammnc because 
[be/she] bas pniblcms payins lllllllian ar bciq UICI IClivc? 

SPECDY.AGE---------> I __ IYRS. 
I>. Did (lllt/sbc) -•y•efor dlis ID die lat 6 mcadls? O 

. IFNO E. Did,- (ar [bis,11cr)[CAIETAXERD ftll'dlillt tllll [brlsbcJ sllaald o 
TO Q1S. -• dacmr or-C11bcr . lilc& 1111& becaaa of Iba: 

pablems? 

F. Did (llisAler) (scllaolljob) or 111,aic lill ftll' muesi 1111& [llc/lbe) ae O ---•----otdlis? . 
G. Did (b,lshe) ew:r Ilk ID .. _._ spedll lilc&a dacmrorc:aamelor O 

fardlis? 

i. Hu ____ ewerbldmedicillcfarllypcnaYil)'? 

IF YES. A. Has [llelJbe] Ilka any ma1iciDc far Ibis ill 1bc past 6 IIICllllbs? 

IFYES.· B. Wllllisdle-oftbemedic:ine? 
(UST A.LL MEDIC.\ TIONS) 

... 

MadalcE:~ ..... Dilonlln 
~H~Diaantlr 
DlSC.P.VmiallU 

\ 

Pqe 13 

0 

0 

2 

2 

2 

l 

1 

2 

9 

9 

9 

9 

9 

9 

(~51) 

[521 

(53) 

[541 

(55) 

(56] 

(57J 
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(3/1/tl] 0 = NO 1 • SOMETIMES/ l • YES I • NOT APPLICABLE 
SOMEWHAT 

... 

Module E: Dunapci,,w BchaYiar Dilartlca 
Allmli••Ddici&H~Dumdlr 
DISC.P, Vcnian2.3 

INTENTIONALLY LEFI' BLANK 

Pqe 14 

9, 99 • DON'T KNOW 

.! 
I 
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r3/1/92J 0 = NO 1 = SOMETIMES/ l = YES 8 = NOT APPLICABLE 
SOMEWHAT 

,, 99 = DON'T 1-.--:mw 

START NEW CARD 
DUP COL 1 • 10 

MOD. .f....i [11 • 12] 

CARD NO. JL..l... [13 • 14] 

ODD 

T1. Since [NAME EVENT/MONTH]; bas [belsbe] ofim 1cm [llislllerJ temper, like ,(I 

llloatiD&, bn:akins lbinp ar billiq JICICIIHC'1 

IFYES. A. Does Ibis bapp:n ll bame? 0 

B. Haw about at (scbool/Wen]? 0 
' : ~-·,t"'a',•. 

C. Haw oflen does (helsbe] lase [hisAler) ianpcr? Woald :,au say: Almosl 
nay clay ••• It kaSUIDCC a week. .. CII' ll Jcasl CIIICC a moa&h? . 

4-7 days a week (4) 

l • 3 clays a week (3) 
1 • 3 clays a mamh 2 
Less lban aacc a IIIGIUh l 
Daa'tlcnaw 9 

D. Has [be/she) been losin1 [bisJber) 1e1DJ1Cr like 1his a lcll far silt manlhs 0 
ar longer? 

78. Has ('hc/sbcJ oflCII arped widl or talked back ID you 01' albcr adllhs, like 0 
[his,11c:r) tachct? 

IF YES, A. Does [helsbeJ do this at bame? 0 

B. Haw about at (school/wen]? J 

" 
.. 

t Haw ofien does [bc/sbc] arpe ar 11111c bKk lila: lllis? Would yaa say: 
AlmoR nay clay ••• at laa oace a--. •. ar at last aacc a IDGIIIII? 

4 • 7 clays a week ·' ·. "1 
l_ • 3 clays a week &JJ 
1-3 claysamamh 2 
Less dlan CIIICC a mamh 1 
Daa'tlmow 9 

D. Has [bc/sbc] bem arpma ar lllltin1 bKk ID adlllu a lac rar six IIIOlllbs o 
arlaapr? . 

Madulc E: Diaapawc lchaYiarDilanlal 
Oppasi&iasal•DcfimtDilaidcr 
DlSC·P. Vcnim:U 

Pap 15 

b [15] 

1 l 9 (16) 

2 9 [17] 

1 2 8 9 (11] 

(19] 

2 9 (20] 

, 9 (21) 

l 9 (22] 

2 8 ~ [23) 

{24} 

l 9 
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[3/1/92) 0:NO 1 = SOMETIMES/ l=YES I = NOT APPLICABLE 9, 99 = DON'T K.""lOW 
l . 

SOMEWHAT 

79. In die past 6 IIIOIUhs, bas (lle/sbc] brokea maa7 rules? 
.,, ! 

[l6] l ./0. ,-, l 2 9 

IF YES, A. Does [brlsbe) brak nlla 1& bame? 
t_/' ( 

0 2 9 ['27] ' 
l 

B. How about at [schoallwark)? 0 1 2 I 9 [28) 

C. How oft.en does (be/sbc] brralc rulcs like lhis? Would yaa ay: Almast r 
- nay day ... a lcall aace a week. •. or ll Ian aace a maadl? 

' - 7·days. wed: ('] ('29] L l • 3 days a wed: [31 
1 - 3 days a maadl 2 
Lea 111111 aace a lllOlllh 1 

f Daa'ttnow 9 

D. Hu (Mlsbe] 11cm braldn&rulcs a lat far6 IIIGIIW arlanpr? 0 2 9 (30] r 
.0/)1 80. Hu [be/sbc] oflen nlued ta clowllat ,-or otller adalts told [himJber)'! 2 9 [JI] _.,,,,,. 

[ JF YES, A. Does [be/sbc] refuse ID do wllll (beJsbc] is 11:114 a& llomc? · · Lo" 2 9 [321 

B. How about a& (scboollworlt)1 0 I 2 8 9 (33) ... __ 
C. How oft.en does [bdsbc) rcfmc iodo wtwodlc:rs ldl (himlber]'! Would 

ya& •Y: AlmOSl ff'IV'/ day ••• at least 0IICC I week. •• or a least once. 
maadl? . . .. -·. . ..... 

l 
,., days a wed: (') ll'] 
1 • 3 days a wed: (3) i 1 • 3 days I 111111111h ..•. 2 . 

t 
Lea dim anc:e a monlll l 
Daa'tlmow 9 

I . . 

D. Has [brlsbe] 11cm rcflllill& ID do dlinp a lo& far sill mondls or loDpr? 0 2 9 [3.5) 

-. E. Did (helsbc] refuse ID do wllllocbcrs 11:114 [lum,w] ba:llla die)' - 0 l 2 9 (3(i) 
lmnin& [him,11cr] arpunisbiq [11im,11cr] ...iy? 

lf'..YES, f. Wa lhis die •IJ lime (Mllbe) mfmed ID do wtll1 odlm 
told [llimlbcr]? 

Modale E: Dilnpliw lcha,,i« Dilanlm 
Oppasilimal0 Dc&md)ilaldcr 
DlSC0 P, Vmia2.3 

Pip 16 

0 2 9 [37J 
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(3/1/92] 0 • NO . 1 • SOMETIMES/ 2 • YES I • NOT APPLICABLE 
SOMEWHAT 

11. Since [NAME EVENT/MOlfflQ. bas (bc/sbc] ofim dollC dlillp IO bo&laer odaer 
peoplt Cll pmpme? 

IFYES, A. Docs Ibis mate itlllld for [llim,1lcr} ID lelaloas willl odlcrpeoplc? 

0 

0 

D'YES, I. Docs [bellbe] do lllillp ID bodler odla'pmpkll llome? 0 

C. How~•[~]? ...... 
::- D. How aftm doll [bellbe} do tldap ID bodlerodlcr 
i people? Woald yaa ay: Almaaflllflllf lllJ-•lmll 
' oacea....._..-._.oaceamoadl? 

4.,.,.._. _______ _ 
l •lda,sa_. _______ _ 
l-ldaylamaalll, _______ ..,,_. 
LtadlllloacealllCIIIIII, ______ _ 

Dm'llmaw----------
E. Hu (bellbe] beell dame dlinp ID bodler.odlcrpeople 

aftm for 6 maadll ar laapr? 

...,_ Hu [bclsbe} IIIIIAD)' blamed -dlad1 elle wllm (klsbe} bis lllldea mislake? 

IFYES, A. Docs dais mate itlllnt rar [bim;11er} ID aulloaa wilb odlcrpmplc? 

IFYES, I. Doa[bellbe]llllmcadlmCar(llilllm}mimmll __ , 
C. How ... [ldlaol/Walk]? 

D. How ortm doll (be/ibe) bllmeodlas? Woald yaa ay: 
Almolcnayday, .. a_.maa--...ara_. 
oac:umaadl? · 

,.,.,. .... _. ______ _ 
1-3daylaweet _______ _ 
1.;3 days a -91 _______ 7...,..,._ 
LtadlllloacealllCllllb-------
Dm'llmaw----------

0 

(41 ,.,. ' 
::£ 
1 . 
9 

0 . 

0 

0 

0 

(41 

1 
1 
9 

E. Hu [bellbe] beell bllmilla a111m............ 0 
a111111 rar, mam111 ar....., 

ModallE:Dilnllpli,,9 ........ Dilcnm 
. 0;; ":imsl•1'dwDillnlr 

DISCP,VmimU 

Pap 17 

1 

1 

1 

1 

9, 99 = DON'T KNOW 

2 

2 

9 

9 

9 

2 I 9 

2 

2 

2 

9 

9 

9 

9 

2 I 9 

2 ' 

(31] 

[39} 

[40) 

[41] 

. [42J 

[43) 

[44) 

[4SJ 

[4CSJ 

(4'7J 

(41J 

[4') 
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[l/1192) 0 • NO · 1 • SOME11MES/ 2 • YES I• NOT APPLICABLE 
SOMEWHAT 

13. ID die pa&6 IIIOlldls. bas ___ been l"l'ICb"I, dlll is. [belslle] pa 8IIIIO,-d 
wry easily owr lialc lbiap? 

IFYES, A. Daes dais 11111m adlcrpeaple waa:b wbat Ibey say ardll wbea Ibey~
lnllllld [bimlba'J? 

U'YES, B. ls(llthbeJpaacllfar--,.lwrylllily allamc'l 

C. ..... [lldlaDI/WalkJ'l - . · ... D. How oftadllel [ll&llbeJ-paacbys 
-. -,.1111111 dlis? Wllllld Jal ay. Allllaa...rJ day_, 

a&lmlma•---••lmlaaaaaala'l · ,_, ___________ _ 
1-3da,s•---------

.. 1-3 da,samaadl--------
Las1111DC11Dallllllllll-------
Daa'lli:llow----------

0 

0 

0 

0 

1•1 
(3) 
2 
l 
9 

E. Hu (JlcllbeJ 111m paadly sasily-,ed oma far6 o 
mambsslaqer'I · ' 

M. Hu [belsbc] aim amed Uli'1 • raadlll ayins dla peaple blamed [llimlberJ O 
mif'aidy'l 

U'YES, A. Dael dlis 1111D it uni far ['im,1111') ID plalaaf widl odllrpeaple'l 1) 

IFYES, I. Daes [ll&llbe) - ...,. ar...mflal allamc'l 0 

C. Howlboala&[a:baallwm)? 0 

... 

_t. • .. • 

D. Howoftadllel [ll&llbe)-mpyarlllllDlfullilz Ibis? 
Woald,aa-,:Alaiaa~llay-almla:aa ................... ., ..,.,. ..... _______ _ 

l•3daysa...t _______ _ 
l•3daysammu _______ _ 

LmdlDa:aaaaala.------
Daa'lllmw----------

E. Bas p./lbe) __ ...,. • ....,. or.. far6 
mambs ar laapd 

15. Siacc [NAMEEYENTJMONTH).bas p./lbe) ...... na widaadlerpeaplaby 
........... ? 

('1 
(3] 
2 
l 
9 

0 

0 

16. Has [1le/slle) pan nea widl adllrs by ... ,.. dim ....... ■p tur aw.pi 0 

...... E:~...__Dillrim 
Qppaliliaul•Dllia&eu-i. 
DISC.P, v .... u 

Pap 11 . 

r 
9, 99 • DON'T KNOW 

l 

1 

1 

1 

1 

1 

2 ' 
2 ' 
2 ' 

2 I 9 

2 

2 

2 

2 

' 
9 

9 

' 
2 I 9. 

2 ' 
za ,. 

i- ' 

I 

·I 
(50) 

1.s11 ~- l 

• [.521 

[.53) 

[.5.5) 

(56] 

[57Jl 

(.51) 

(.59) 

(61) 

(6l] 

· [ 

I 
r 

f 

[63' 

'-



Disruptive Behavior Disorders in Preschoolers 164 

{3/1/92] 0 = NO 1 = SOMETIMES/ 2 = YES 8 = NOT APPLICABLE 9, 99 = DON'T KNOW 
. SOMEWHAT 

lF ••• RESPONSE TO Q15 OR 14, ASK: 

A. Does (be/she] pt e-,en widl ochm ll home by ['IEUJNQ UES/HlJRnNG 
lHEMJBR.EAKING OR MESSING UP TIER lHINGSJ? 

B. Howaboatll(scboollwcn}? 

. C. How oflai does [be/she] act e-,en widl adlcrs Im dais? Waald yaa DY: 

F:7. 

Almml e¥ery day .•• at last aacc a week.- ar a last aacc a IIIOlllb? 

4. 7 days a wed:---------
1 • 3 days a wed:---------
1 ·3 daysalllCllllb,-------
Laslbanaaceamaadl1-------
Don'Llmow----------

D. Has {M.lshe] been sewn1 e-1e11 widl people a lot far six IIICllldls or lonser? 

In Ille past 6 months. bas [lldsbe] oftell lried to pt otller people lato trouble? 

JFYES, A. Does rbis matcilbard far[bimAlcrJ .,actalon1widl Olherpec,ple? 

\ 
JF YES. B. Does [belsbe] uy to act ar.bcr peaple ~ ll'llllble a 

bame? 

C. How about al [scbaallwarl:J? 

.. D. How of11:11 does [be/she] uy., act adler people into 
ll'IIUb1e Im rbis? Waald yaa DY: Almost nsy day ... al 
Jail aace a week. •• ar a leaa aia a maadl? 

4-7daysa...t 
l 0 3daysaweek 
1 • 3 days a maadl 
Las dlaD ancz a IIICllllb 
Don'Llmaw 

E. Has [be/she] lried ., act ar.bcr people imo ll'IIUb1e • lat 
far 6 mOlllbs or laapr? 

Modl&I& E: Dia,ipa,,cBchaviarDilardcn 
Oppasiuanal-Ddian1Dilonlcr 

Pap 19 

DISC-P, Vcnialll.3 

0 

0 

(Cl 
[3] 
(2) 
1 
9 

0 

2 9 

2 8 9 

2 9 

START NEW CAR.D 
DUPCOL l•U 

(64] 

(65) 

(66) 

(67] 

CARD NO. ..L..2- [13 • 14] 
b · [15] 

0 1 2 9 (16) 

0 1 2 9 (17] 

0 2 9 [11} 

0 2 I 9 [19] 

W. 
l~, 
(21 
1 
9 

0 2 (211 
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{J/11'2] 0 = NO l = SOMETIMES/ l = YES 8 = NOT APPLICABLE 9," = DON'T KNOW 
SOMEWHAT 

U. Have people complained because [he/she) swan or uses dirty words? 

c. How oftm 11aes (1ic/slleJ .... or. .. 
Almosl ew:ry dly ••• ll lcall aacea -it. .. or 

4 - 7 days a week---------~::'."' 
J .3·c1ays1weelc--------.;.rii..._ 
l •3daysamamll-------
Lca dlan ance alDCllllh-------
:Daa'tlmaw----------

D. Has (he/sbc) been swarin& or min& diny wards a lat far 6 momlls or. 
laap(! 

. .tl 
NOTE 4: . il£30R MORE [ J RESPONSES CODED IN 

Q'S '7TTO II! 

-..JF.,l'ES~ CONTINUE. 
. IFNO:..:.. · COTOQ94,P.23. 

19. rve asked YaG a loloC qacaioas aboalproblcms ___ may bave hid willl 
c=n& aJoa& widl odlers. lalill& (hillbcr) lmllJIU, OI' lnlkiD& rules. How old WIS 
___ when [belsbc] bcpa ID ICl Ibis way? 

I, 

0 

0 

0 

0 

1 

SPECJn'A.CE-------> ,,_~, 
('77■WBOLE LIFE.ALWAYS) 

90. 111 die pm 6 mandls, bas Ibis bebaviar caased a prablcm wilh bow [bdsbc} 1e1S 0 
llaa& willl people atbame'! ... 

91. Has &bis be.bavior caased a pftlblem willl llow [bdsbc] am alaq wllb frimds or 0 
odllr(~]{bis111cr)ap7 

• 92. Hu dlis bdlmcr caased prablaas far {llimllll::r) ll [ICbaol,lwalk)7 

Modlllc E: Dunapu,r&Bchaviarl>ilardln 
Oppailianal•Ddimd>ilanlcr 
DLSC·P, Vmian2.3 

Pace 20 

0 

1 

1 

2 

2 

9 

9 

2 8 9 

9 

2 

YRS 

2 9 

2 ' 
2 8 9 

(23) ( 

(24) 

[25] 

('26) 

[ 

f 

f 

r 
[27J [ 

[21-l9] 

[30J 

. (31] 

(32) 
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{J/1/92] 0 = NO 1 -· SOMETIMES/ 2 = YES I = NOT APPLICABLE 9, 99 = DON'T K.~OW 
SOMEWHAT 

93. Did problems aeuinl alon& will! odlers. losin1 [hblhcr] wnper, or brcakin& rules O 2 9 l33J 
bcsin soaa afs= some bad mini or 1111110 bi& cllanp bapp:ned 10 [bimlhcr]? 

IFNO, COTO QM,P.23. . 

IF YES, A. What WIS lbal? 

I __ I 

NOTES: IS THIS a E>JU.Y A ONE TIME EVENT? 0 2 (36) 

IFYES: GOTOC. 
IFNO: GOTOL 

8. Is Ibis [STRESSFUL EVENT] aill sam& CID? 0 2 9 

C. _ WIim did Ibis [happea,1,epn)'1 (CODE MO/YR) 

1 __ 1 __ 1 
[3~1] 

MONTH YEAR 

D. Did (be/shc]ha¥e prablcms se=1 llon& willl adlm. lmin& 0 2 9 (42] 
[bislbcr) mmp:r, ar tnu:iz1a nala: before [STRESSFUL EVENT]? 

IF YES, E. Did die& problems def'milely pc war11 am:r lhis 0 2 9 (43] 
[happcmd.lbepn]'! 

IF YES, "f. Bow 100D afler (snESSFUL 
E\IENT) did lhis bebaviar become man: 
ol'aprablan'! 

Las 111111 1 IIICllllh 1 [44] 
1 • 3 IIICllllbs 2 
Marc 1111113 IIICllllbs 3 

... Daa'1lmow 9 

o. Did Ibis bebmar ami mare or a 0 2 9 (45} 
prablem far lalprdla 6 IIICllllbs'! 

-IFNO, lL Bow 1111111 afm (STRESSFUL E\IENT] did [belsbc] 
llqiD1Dlln'Cprablcmswi111plliD&alaa&widaadlm. 
lmiq (llislbcr) -.p:r, ar blatia& nala7 

Las dllll I IIICllllh 1 (~ 
1-3 maadu 2 
Man 1111113 IIICllllbs . 3 
Daa'llmow 9 

L Did (bdsbeJ we dlese probems rar laDpr lhan 0 
61110111bS? 

2 9 (4'71 

Module E: DillllJIIMBcha¥iarDilardcn Pqc 21 
Oppasilia111J.E)di11111Dilardcr 
OlSC.P, Vasim2.3 
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[3/1/92] 0 • NO 1 • SOMETIM~/ 2 • YES I• NOT APPUCABLE 
SOM~L!AT 

... 

..... E:Dinpli,,aldll¥iarDillnm °'' . ·-11-Pdla&Diwdlr 
DISC.P, Vasia1.3 

INTENTIONALLY LEFT BLANK 

Pqc%2 

\ 
9, ff = 'DON'T KNOW [ 

i 
[ 

I 
r 
[ 
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[3/V,2] 0 = NO 1 = SOMEllMES/ l = YES I= NOT APPIJCABLE 
SOMEWHAT 

CD 

Now, I'm sam, rout yaa same quesaians about dungs 11111 can pc people imo 
1lauble. Jjaa Wllll ID remind you 11w everythins you WI me is camplerely canfi
dallial. Farlbae qaemaas. please 111in1c about die WHOLE LAST YEAR. 11w is, 
Iii= [NAME EVENT/MONTH.from OM,,. a,o.] 

94. Ill die put year, bas (belshc) 1111tebed someone's pane? 

9S. Has (llelshe] beld mmeone up or robbed sameoae? 

u 

,0 

0 

9, 99 = DON'T KNOW 

START NEW CARD 
DUPCOLl -10 

MOD. ..E...-1.. (11 • 12] 

CARD NO. JL.L (13 • 14) 
b [lSJ 

(16] 

[17J 

9 [18} 1 Has (llelsbc] tlnateaed sameoae in order ID 111:11 Crom diem? 

. rr========---=~ 
IF YES (2•) TO (294, 95 OR 96, ASK: 

A. Has (be/she] [SNATCHED A PURSEJROBBED SOMEONE/ O l 
THREATENED SOMEONE] in die p111t 6 moadls? 

B. How old was (hrlsbe] die nm lime (bclsbcJ did this? 

CODE EXACT AGE--------> 

97. Ill &be Jim year, bas (bclsbe] SIDlcn money from you (or nu-rJ 
[CAREt'AKERD ar SIDlcn lhinp from other people (he/she) liws with? 

2 

l __ lns. 

0 

0 

9 [19) 

~21) 

9 

9 123) 

99. Has (bfhhe] llOlea at 111y other time wbea die person [be/sbe) stole fnna O 2• 9 (24] -·--·-··--~--or~:f~ ~ 
Module E: Dirapli,,c leba•iar Disardc:n 
CoaduclO..-
DlSC-P, Vlnian2.3 

Page 23 
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[J/1/92) 0 = NO 1 = SOMETIMES/ 2 = YES I= NOT APPUCABLE 9, 99 = DON'T KNOW 
SOMEWHAT 

~ Y_E5 (l•) TC !!IP .W J9, ASK: 

r ---.-;· 
A. Hu (brlsbe) [STOLEN PROM SOMEONE AT HOME/ SHOPLIFTED/ 

STOLEN !=ROM SOMEONE WHO W ASN"I' AROUND] more lhan oace 
mlbepatyai'l 

IF YES, B. Hu [hdshc) S101cn like lhis in Ille last six moruhs? 

C. When (brlsbe] SIDie like lhis, did [helsbc) ever like mytbing dlll WIS 

wanb 1111ft dlaD $10.00? 

IF YES, D. In Ille put year, how 111111Y times did [be/she) llal men 1111n 
Sl0.00, or somclhing wanh mare 1111n S10.00? 

More Ulan 12 times 
7. 12 limes 
4-61imcs 
l -3 limes 
Don'lknow 

E. How old WIS [be/sbcJ Ille first lime lhe/she) sialc somcdling wbeD no one 
WU loaking? . 

CODE EXACT AGE > 

100. Sin= (NAME EVENT/MONTH/ro.111 o,w year a,o] his (lwshc) nm away 
tram~ OV'Cllliahl? 

~•:. 

IF YES, A. Hu [hdsbc) nm away men lhan once? 
!< 

... 

, B. WIien [ht/she) ran n'I)' did [bdsbe) (eva-) stay away for IS 

Ian& IS two whale wccts? 

C. Hu [be/she) nm away in Ille last six months? 

D.Howold was [he/she) Ille first lime [he/sbc) ran away? 

CODEEXACTAGE--------> 

E. Did [be/she] nm away becalm people• home wae bunmg 
[llilMler) ar punishing (llimlht:r] .-ly? 

IF YES, F. ls Chis die anly n:uan [helsbcJ 11111 away in die 
_pastycar? 

.i.: •• 

Module E: Dilnlp&iwa Behavior Disonlcn 
Caaduc& Dilanla-

Pap 24 · 

DJSC.p, v ... 2.3 

0 12) 9 llS) 

·O 2 9 1261 

0 2 9 [27] 

4 121) 
3 
2 
l 
9 

,, 
I __ IYRS. .,.. 

·129-~ 

0 2 9 (3~], 
.♦ 
.f 

0 (2) 9 (32] 

0 (2) 9 cpl 

0 2 9 J34l 

I __ IYRS. (3S-36] 

A. ... ' 0 ·2 9 (37] 

0 2 9 [31} 

l 

r f .. 

,., 
I 
I 

1· 

[ 
,, 
t 

I' 
[ 

[ 

r 
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CJ/1/92] 0 = NO 1 = SOMETIMES/ l = YES 8 = NOT APPLICABLE 9, 99 = DON'T KNOW 
SOMEWHAT 

101. Has Cbc/sheJ told. IOI or lies? 

lF YES. A. Has [he/she] goucn in10 lrOUble for lying? 
-..·---~ 

IF YES,· B. How ofr.en bas [helsbel goaai in10 ll'Dllble for .. lyins? Would )'OU say: Every day ••• m least once 
■ week ••• or a1 least once a monlh? .. 

Everyday 
I • 6 days I week 
I • 3 days ■ monlh 
Less than once ■ monlh 
Don"tknow 

c. Has [he/she] goaai in10 irouble for lying in lhe 
pas1 6 months? 

D. How old WIS [be/she] lhe first lime [be/she] gal 
in trouble for ldling lies? 

CODE EXACT AGE > •. 
m:rWHOLE UFE, ALWAYS) 

02. In lhe past year, bas [he/she] started any rares without permission? 

lF YES. A. Did lhe rue c:iuse any damage or hurt anyone? 
-· --·-::.=· 

B. Did [lwshe] mmn for lhe fire 10 cause damage or bun someone? 
, .. 

I 

lF YES, C. H:is [hc/.shc) suiru:d I flre\like this in~ last six 
monlhs? 

D. How old wa.~ [hc:/She) lhe first lime [hr/she) mned 
ll fire like lhis? 

CODE EXACT AGE >. 

Module E: Di1nipci,,e BchaYior Disorders 
ConlliKt~ 

Page 25 

DlSC-P, Vmi=2.3 

C, ,2 9 (39) 

0 1 2 9 (40] 

(41 (41] ,~1 
{2) 
I 
9 

0 2 (42] 

I ___ IYRS. [43-44] 

0 2 9 (45] 

0 2 9 .[46] 

0 [l] 9 (47] 

0 2 9 (48] 

I __ IYRS. (49-50] 
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(3/1/92) 0 • NO 1 = SOMETIMES/ l = YES 8 • NOT APPLICABLE 9, 99 = DON'T KNOW 
SOMEWHAT 

103. Has (bc/lhe] skipped class or played hooky Crom school (ialcen oCI' from 
'1101k wilboutastilll] in lhe pm year? 

i04. 

105. 

~-:. 

JF ~ ,._- How oflal bas (he/she] done Ibis in lhe past yeai-? 

- More lhln 12 dmes-------
7-12 limcs---------
4-6 lima --------
l • 3 lima--------
Dan\know---------

B. Has [bdsbc] skipped [class or scllool/wark] in the lasl 6 maadls? 

C. Did [bclshc) skip [sclloal or elm/ 'llalt] bec:■usc (he/she) wu 
DCMJUS or ■Cnid? 

I>. 011 die days (be/SIie] skipped (sr:hool/Wark], did you (usmlly) 
know dial [he/she] wun'l ■l (school/work)? . . 

E. Wba [bdshcJ skipped Cscbool/warkl, did (helsbeJ Casually) my 
bomc? 

F. How old wu (be/SIie} lhe rus& lime (bclshel skipped (d■ss or . 
■chaol/wort]? 

CODE EXACT AGE > 

Since (NAME EVENT/MON'TH/l'DIII OM 71t1r -,oJ: bu [lube) braka 
lato a laoae, blllld!Dc. or car? 

IF YES, A. Has [helsbe) danc lh~ in die llsl six IIIOlllhs7 

B. ~ old WIS (hc:/shc] lhc nm lime (bclshe] did dlis? 

CODE EXACT AGE > ... 

Has [bl/she) braka 111111ethin11 or aamed •P llllllt place CII parpc,1&, lia 
ln■kiq willdaws, wrilin& on • baildin&, sllsbia& lires7 

IF YES, A. Has (helsbc) done lhis in lhe llsl six IDOllllls? 

B. How old WU [he/she) die finl lime [he/she] did Ibis? 

CODE EXACT AGE > 

ModulaE:Dilnpli,,c....,_Disanlcn 
Omduc&Diadlr 

Paae 26 

DISC-P,Vlllilm13 

2 8 9 

(4) 
(3) 
(2) 
1 
9 

0 

0 

0 

0 

1 

2 

2 

2 

2 

I __ IYRS. 

0 (2) 

0 2 

·l __ lns. 

. . 0 (2) 

0 2 

l __ lns. 

9 

9 

9 

9 

9 

9 

9 

9 

(51} l 
( 

I 
(52) 

(53) 

(54) 

(SS] 

r 
[ 

l 
[ 

[56] [ 

(57-58] 
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[59] 

[60] 
[ 

(61.Q] 

[63) 

(641 

(~ 
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f311/9lJ 0 = NO 1 • SOMETIMES/ l = YES 8 = NOT APPUCABLE 9, !)!) = DON'T KNOW 
SOMEWHAT 

. 106. la tbc past year, bas (helshc] aonured animals or llllra_&hem cm pmpase'l 

JF YES, A. Has [lldsbe] danc this in the Ilsa six monabs'l 

B. How old was [lwshcl the rml lime (bclsbe] did lhis? 

CODE EXACT AGE------> 

11 IFCHJLD LESSTHAN llY~..ARS OF AGE,GOTOQI0&. II 

bow, bis [hr/she] ever bad uy sexual aperitnce with 

IF , lw (he/she] done anything scsal with 
or ror something else [hdshe] wanled? 

this? 

> 

D. la the pm year, 1w [~] forced someone 10 

scxllll willl (him/her] lpillSl &heir will? 

... F. How old w:is lbclshcl lhe rlrsl lime (he/she] did 
&his? 

CODF EXACT AGE > 

10&. Jn the pat year, bas [he/she] been in any•~ pJ!ysical lipas when: lbcrc 
WU pmldliag CII' biuing? 

IF YES, A. Has (bclshc) been in many fighls like lbal'P· 

B. Has (be/she] stllMfd any serious fighas like lhllt in the past year? 

IFNO, GOTOII. 

JF YES, C. Has [hrJshc] SlllnCd at least four fighas like that in lhe 
Wl yc:ir? 

Madlale E: Dinpli,,c BcbaYior Discmlcn Pase 21 
Caaduclt>...i. 
DJ.SC-P, Vmion2.3 

START NEW CARD 
DUPCOLl-U 

CARD NO. jl,_..l._ (13 -14] 

0 

.0 

[2] 

2 

I __ IYRS. 

0 2 

0 [2] 

0 2 

I __ IYRS. 
0 (2] 

2 

C 2 

0 2 
.r 

0 . J 

(2] 

b [15] 

9 

9 

9 

9 

9 

9 

9 

9 

9 

9 

9 

[16] 

[17] 

[18-19] 

[20] 

(21] 

£22] 

[23-24] 

(25] 

(26] 

[27-28] 

('29} 

~ 

(31] 

(32} 
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... 

(3/1192) 0 = NO 1 = SOMETIMES/ l = YES 8 = NOT APPLICABLE 9, 99 = DON'T KNOW l· 
SOMEWHAT 

D. Has (he/she] NnCd at least one li1ht like that in the O 2 
last 6 months? ·-

E. Has [hl:/shc] SWtCd lights like 111:11 with people at 0 2 
home? 

F. Has [he/she J Start.Cd fishts lilce dlat wi1h Oilier people, 0 2 
lilce at school or in lhe neipbartlood1 

a. How old WIIS (he/she) wben (he/She] finl bepn ID 
SWl lights like lha1? 

CODE EXACT AGE------> 

H. Has (he/she) ~er un a weapon in • lishL. like• blll or• brick 
or a boUlc or a knife or 111n? 

~- ··-I; 
IF YES. I. Has (he/she] used a -pan like that in mCR 111:111 

one light in the pasl yaz'! 

1. Has [he/she] used I weapon lilce that in at last OIIC 

light in the past six months? 

K. How old was (he/she) when [he/she] rll'Sl bcpn ID 
u.~ a wcipon in li;hrs'! 

CODF. EXACT AGE------> 

109. Jn 111c put year, bu (hclshcJ ever been physically crael ro D11C1011C or lricd 
ID cause them Jain'! 

< 

IF YES, A. Please 11:11 me •iw h:lppencd. (DESCRIBE): 

---------- ---------
B. Wu this in a Cigh1, nr when (hc/sbc) last lllisAlcr) iemper? 

- IF YES, C. Did it ONLY happen in a lisht, or when [he/she] 
last (his/her) 1e111pcr? 

IF YF.S TO C, GO TO QUO. 

D. Has [hdshc) uicd ID hurt someone, not durin1 a r!IIU, in die Im 
mmanths? 

E. How old was (he/w:J the first lime [hclshe) did this? 

com: F~XACT AGE------> 

MaduJ,c E: Diarupli¥c BebaYior Disoldcn 
Onlac&O--
DJSC-P, Vllliail 2.3 

Pa;e 28 

l_-r-lYRS. 

0 2 

0 (2) 

0 2 

I __ IYRS. 

0 

I __ I 

(OJ 

[OJ 

0 

_2 

2 

2 

2 

, __ !YRS. 

9 

9 

9 

9 

9 

9 

9 

9 

9 

9 

(33] l 
( 

[34] I 

(JS] r 
' 
t 
t. 

(3~37] 

f 
(38] 

r 
(39] 

(40) 
[ 

(41-42] ._ 

C-Cll i 
L 

1461 

[47) 

(48) 
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[311/92] 0zNO 1 = SOMETIMES/ l=YES 8 = NOT APPUCABLE 9, 99 = DON'T KNOW 

110. 

111. 

112. 

SOMEWHAT 

ID die pas& :,ear, la• Oirlshc] been a bully, dlaL is, threalClled or bun OLhcr 
cbildnm who don'\ filbL b:lck? 

Haw Cllhcr J1111111U e'ler complained LO you dial [he/she] pidcs on their kids? 

IFYESO•OR2•)TOQ110 OR 111,ASK: 

A. How ofrm docs (hc/stlcl (bully/pick an) Cllhcr kids? Would you 
ay: Ewry day ••• at l=si once a week ••• ar at least once a 
llllllllh? 

Everyday 
1 • 6 days a wedt 
l - 3 days a malllh 
Les., lh:ln once a manlll 
Don'1know 

B. Has [hrlshc] done lllis in lllc last 6 mandls? 

C. Has (bdshc) ~ gow:n inLD trauble for Lhis? 

D. How old wu (he/she] lhc rUSL Lime (hdshc) mnal to [buUy/piclc 
on] acher kids? 

CODI-: F.XACT AGE 

C. l>id (be/she) CYCI' drink alcahol before a 
p:rmissian? 

IF YES, D. How old WIIS (helshc) when (he/she) rUSL 
alcohol wilhaut your permission? 

> 

CODE EXACT AGE------> 

II IF Q112 WAS ASKED, GO TO Qll4. 11 

Module E: Dilrupli,,• Bclla•illr Disorders 
CmiductDilmdcr 

Page 29 

DlSC-P, Vcnian2.3 

ll 1• 2• 

" 1• 2• 

(4) 
(3) 
(2) 
l 
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0 2 

0 2 

, __ !YRS. 

0 

0 
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2 

(2) 
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9 

9 

9 

9 

9 

[51] 

[52] 

[53) 
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(55] 
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(3/1/92) 0=NO 1 = SOMETIMES/ l = YES I = NOT APPUCABLE 9, 99 = DON'T KNOW 
SOMEWHAT 

113. Has ever drunk akohol In [his/her) whole Ure? 0 2 9 (641 

IF YES, A. Wu lhis man: th:ln jUSL I sip? " l 9 (6SJ \ 

B. Has [bdsbe) drunk alcohol reaularly, say, mare than once a 0 [l) 9 (66] 
1110111b7 

C. Has [hr/slle] ever drunk alcohol without your permission? . 0 2 9 (67] 

IF YES, D. How old was (he/she] when [hc/sbe) rant drank 
alcohol willlout your permission? 

CODE EXACT AGE > , __ IYRS. [6U9] 

114. Hu Pwhbe) ever taken drui:s to get hi&h or to cllanp Ille -y [he/she] Cell? 
1'1lis inc1udcs dnlp [bclshcJ 111:2y h:J\'c used on (his/her) own, that is. wilhout 
a PftlSCripcion. or drags lbal wc-n: prc,.aibcd for [him/her), but (be/she] used 
diem just 10 set bi&h. Has I he/she I ever used drugs like this? 

. . """!'· ·. 
. IF YES, A. Has [hr/slle) ial:m :in,• drugs or anything to make (him/herself] 

bip. during the past 6 months? 

B. How old was [hc/sbc) when [he/she] fU'Sl used drup to pt bi&h? 

CODE EXACT AGE------> 

. . 

115. Does [bdsbe] bel0111 to a 11ana or hana around with a p-oap or kids who 
pt 111to·a 1otot&roable? ... 
IF YES, A. Does bein& p:in of lhis group mean a lot to (him/her}? 

B. In lhepast ycir, h:ls (he/she) skipped school wilh some or these 
-kids? 

C. Hu [bdsbc) st:l)'Cd IIWIIY Crom home ovcmi&hl wilh same or 
lhesetids? 

IF YES, D. Did you know whl:R (he/she) -? 

E. Has [bdsbe) oftcn Slll)'Cd out we in die evcnin1 wilh lhose kids? 

F. Has (btlsbc] CVC'r told on a member or lhis eroup 10 1et 
[bim/hersclf) out or trouble? 

Module E: Dinplift BellaYiar Disord<1'• 
CanduclDisardlr 
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DlSC-P. Vmicm 2.3 
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0 
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2 9 [70) 

[l) 9 [71) 

[72-73] 

START NEW CARD 
DUPCOLl-U 

CARDNO. ~.l... (13 - 14] 
b [15] 
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(3/1/92) 0 = NO · 1 "'SOMETIMES/ 2 • YES 8 = NOT APPLICABLE 
SOMEWHAT 

G. In die JIISl yc:ir, has (he/she) oCiai used drugs or drunk alcohol 
will! Ibis sroup? 

H. Has [h:/she) c:YCr su,lcn anythin1, gaucn i:110 fi&hts. er b:ck::: 
clher laws wil.h members oC Ibis sroup? 

L Has [bisnler] sraup sometimes Coustu wilh olhu 1fOUPS or 
pn 

NOTE 7: WERE ANY f J RF.SPONSES CODED IN Q94 TO 115? 
,: .... 

.... :- -
'1,F ~ .. CON'I1NUE 
IFNO: GOTOQlll,P.33. 

116. You told me 11111 (be/she) INAME I 1 SYMPTOMS 1N Q94 TO 115). 
Did [bdshe) do any or lhesc 1hini:-~ MORE THAN 6 MONTHS AOO, 
that is BEFORE [NAME EVENT/MONTH I? 

117. In die last year, bu doin1 lhesc lhinp c:ausccfprablC1!15 rcir (himAierJ 11 · 

llom:? 

18. Has doing lllese dungs changed holl• (hc:/shc) geas along.wilh Olber kids? 

119. Has doing these dlings c:ausi:d prohlc:ms ror (him/bcr) ll (schooVwark)? 

. 
120. Did (his/her] [NAME ( J SYMPTOMS IN 094 TO\t 151 begin 

soon afll:r some bad lhinll or samr big change happclicd IO (him/her)? 

IF NO, GO TO QUI, P .33. 

IF YES, A. Wbal was that? 

0 

0 

0 

0 

0 

0 

0 

0 

0 

9, 99 = DON'T KNOW 

2 9 

2 9 !24] 

2 9 [2SJ 

2 

2 [27] 

2 9 

2 9 (29] 

2 8 9 {30) 

·• 
2 9 {31) 

I __ I {32-33) 

NOTE&: WASTIIIS CLF.ARLY A ONF.-TlME EVENr. 

IF YES: GO TO C. 
IF NO: GO TO B. 

Mochalc E: Disnipliq B....,iar ~"' 
CanductDilmclcr 
msc.p, Vmion 2.3 

Page 31 
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[3/1192} 0 = NO 1 = SOMETIMES/ 2 = YES Ii = NOT APPLICABLE 
SOMEWHAT 

B. Is lhis [STRESSFUL EVENT) still 1oing on? 0 

C. When did Ibis 111.tt)pcnlbcgin]? (CODE MO/YR) 

9, 99 = DON'T KNOW 

• "i. 

2 9 [35] ( 

I, 
I 

I-

I __ I __ I 
~39] 
YE.AR f 

D. Did (br.lshc] do lhcsc lhings bc!arc [STRESSFUL EVENT]? 

IF YES, E. Did lhc/sllc] do lhcsc lhin;s more 0C1e11 after dlis 
(lul~g:111 J? 

IFNO 

IF YES, F. How soon 11fu:r [STRESSFUL 
EVENT] did [hl:lshc) SW1. doing 
lhcsc lhinp mlft? 

Less lhan I moruh ---1 - 3 monlhs _. ______ _ 

More lhan 3 monlhs _ 
Don'1know 

Ci. Wu (NAME •t r SYMPTOMS 
IN Q94 TO 1151 more 
or II problem for lon;cr lhan 6 
months? · 

H. How soon llflCI' (S'TitESSFUl. EVENT) did 
lhc/shc] begin 10 (NAME ·r r SYMPTOMS 
IN Q94 TO 115]'1 · 

Lcs:s lhan 1 manlh __ _ 

1 - 3 monlhs ---More lhlln 3 months __ 
0on·11mow ____ _ 

Modula E: Dilnlpci,,c BchaYiar Disorder, 
CaduclDiamdcr 

P:ai:c 32 

DISC0 P, V11M112.l 

0 

0 

1 
. 2. 

3 
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2 
3 
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MOmH 
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(6/13/95] 0 • RO 2 • ns 8 • H/A 9,99 • DJ: 

.A. Since [NAME EVERT/MONTH from one year ago] ha■ 
.he/ ■he] often ■tayed out at night de■pite 0 

_parental prohillition7 
IP ns, A. Bu (be/ ■he] ■tayed out at ·o 

night mare than once7 
B. Ba■ [be/■he) ■tayed out in O 

--eui lallt 6 mantb■7 
c. Bow old-• (be/ebe) the fir■t 

time [be/■heJ ■tayed out7 
com: U&c:r MD,---------

D. Did [be/aha) ■tay out becau■e people at 
~ -re hurting [bi.m/ber] or o 
puni■bing [him/her] ■--rely7 

IP ns, I• thi■ the only rea■on 
[be/■be) ■tayed out in the paat year7 

2A. Since [DHE ZVZHT/M0lff8 from one year ago) ha■ 
[be/ ■be) often bullied, threatened, or intimidated 
otber■7 

IP ns, A. 

B. 

Ba■ [be/■be) bullied, threatened 
or intimidated other■ in 
the la■t 6 manth■7 

Bow old-■ [be/■he] the fir■t 
time [be/■be) ■tarted bullying, 
threatening, or intimidating otber■7 

0 

0 

0 

cam: ca.c:r MD,---------

[2] 9 

2 9 

2 9 

I __ I YU. 

l 2 

2 

[2) 9 

2 9 

I __ I ns. 

[lA] 

9 

9 

[2A] 
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{J/1/92] 0 = NO 1 = SOMETIME.~ 2 = YES 8 = NOT APPUCABLE 9, 99 = DON'T KNOW 
SOl\lf::WIIAT 

ADDMONAL CONDUCT DISORDER QUESTIONS: 

121. ID dlelast,ar,bas (hdshcJ been suspended rrom school? Tllll1 is, told dial 
[brhbc] could • came lmc:I: 10 school ror a day er more? 

IF NO, A. Has [ht/she] had an in-sdlool suspension in &he Im year? 

IF•••RE:SPONSETOQlll OR lllA,ASK: 

B. How many Limes ~ lhc/shcl suspended during die last year? 

SPECIF\' NO. TJMF.S------> 

C. Pleaa tdl me wh:11 h:lpp:nc:d. 

.22. ID die Ian year, bas llwshcl been i:xpcllcd rram school? Tbat is, IDld dW 
[ht/she) caald a come lmc:I. ta lh:lt school at all? 

IF YES, A. How 111111y Limes \\"II.~ lhi:/shc] citpcllcd in &he last year? 

SPI-:C:11-"\' NO. TIME.Ii------> 

B. Please tdl me wha1 h:liis,c-m-d. 

Modula E: Dilnlpu,,e Blllla•iDr OiMml,-r• 
Coaduet Dilardllr 
DISC0 P, Venian 2.3 

Page 33 

,0 [461 

0 (47) 

I __ I 
(48-49} 

I __ I 
(5~51) 

0 . (1] 8 9 (52) 

1 __ .1 
(53-54) 

I __ I [5~561 



Disruptive Behavior Disorders in Preschoolers 181 

IJ/1/92) 0:NO 1 = SOMETIMES/ 2=YES 8 = NOT APPUCABLE 9, 99 = DON'T KNOW 
SOMEWHAT 

123. ln lbc last year, has [he/she) been in 1rouble wilh lhc police? 

IF YES, A. Please tdl me wh.11 h:lfJP"nt'd. (DESCRIBE): 

B. Has (brlshc] cvcr been am:sicd? 

IF YES, C. How many times? 

SPF.CIF'I' NO. TIMES > 

D. H:i.~ I ht'/sht' I been am:SICd in Ille last yar'1 

E. How old wus [hc:/shc] Ille rim lime [bc:/shc] was 
111Tt'51t'd? 

sri-:CJF\' AGE > 

124. Woald [M/sbe] .be in (mort') 1ro11M,• if tht' poliec could rmd OUl CYC:rylhing 
[M/sbe) bad done? 

IF YES, A. Please tell mt' wh:11 11.-,rtrnt'd. CDl-:.CiCRIBF:l: 

IF HAD A JOB IN THE PAST Yl-:AR~ ASK ••• 

125. Has [bdsbe] liem rued Crom :s joh in the llW yc:ir'? 

IF YES, A. How many 1im."S~ 

SPF:CJF\' NO. TIMF.S > 

B:- Wby WIS (hc:/shc I (jl't'd'? 

0 [ll 9 [57] 

I __ I · [58-59) 

o· 2 9 (601 

I __ I [61-62] 

0 2 9 [631 

I __ IYRS. (~ 

0 (2) 9 (66] 

I __ I. (67-$._ 

0 1 [l] 8 9 (69) 

I __ I 
('70-71] 

I __ I [72-73] 

START NEW CARD 
DlJPCOLl-U 

CARD NO. JL..L (13 • 141 
b (1! 

r 
i. 

r 
I 

l 
[ 
f 
t 

I 
r 
[ 

l 

[ 

- r 

Module E: Dillllpliwa Beilffiar Disorders 
CllllllactDiladcr 
DJSC.p, Vmiaa 1.3 

P:sgc 34 
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[3/~ll. 0 • NO 1 • SOMETIMES/ 2 = YES 8 • NOT APPLICABLE 9, 99 = DON'T KNOW 

126. 

SOMEWHAT 

NOTEP: WERE ANY I J RF.'iPONSF..S CODED IN ODD TO CD, 
Q77 TO 12.~ 

IF.YES: CONTINUI-:. 
If_NO: GOTOTIMF. NO\\', P. 36. 

Yoa told me 11W [UST All ·1 I" REPONSES NAMED IN Q77 TO 12S}. 
Hu ever seen a !iOc:IOI', psychiatrisl, psycholo11isl. saci:al worker, 
pidaace CDIIUelar, ar any Olhcr profcssianal like Ihm bc:cause of lhcsc 
dliDp? 

IF YES, A. Wbodid [lu:/shc) sec? (WRITE IN): 

B. Whal did lhc doC'1nr ic:i~· \\'US wrong (What did (PERSON SEEN] 
ay WIS~ 111:111,-r)"! 

C. How old wa.~ lhr/w-1 1hr lim lime lhrlshcl saw someone 
because [hr!* I 11:1.'1 the:~ i,roblc:ms? 

cont:: l,XACT A(iF.------> 

D. Did [bc/sllc:I src an~'ffllc rnr 1l101C lhinJs in lhc last 6 months? 
• 

IF NO, E. Did you (or lhilrlhc:rl(CARETAKERI) e\'CI' think (bc/sbc] 
should sec a dot'lor or some odlcr professional like dllll because 
oflbis? 

... F. Did ___ ·s 5C'hool or anyone ebc ever sugea dial [he/ 

sh&) see somc:on,: like: lh:ll bc'cllusc ~r lhcsc problems? 

IF YES, O. Haw old •-:is lhclshcl when samcanc sugest&d 
- this? 

CODI-: 1::XACT AGF.------> 

H. Did (he/she} ever a.'lk to sec samc:one special like a dactor or a 
c:aumelor ror this? 

·uadukE: Dilrupli,,eBellniDrDiMml.-n 
.aadllclDilmdlr 

Pai;c 35 

•ISC-P, Vmim2.3 

0 2 

0 2 

I __ I 

I __ I 

I IYRS. --
0 

0 

0 

2 

2 

2 

I __ IYRS. 
0 2 

(16 

9 [17) 

(11-19) 

(20.21] 

('22-231 

9 (24) 

9 llSl 

9 

127-28] 

9 [29) 
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[3/1/92] 0 = NO 1 = SOJ\1ET11\fES/ l = YES 8 = NOT APPUCABLE 
SO1\fEWIIAT 

9, 99 = DON'T KNOW 
[

i-. r,:::::==========================;i 
INTERVIEWER: 

L Dm YOU MARK AN\' ITl-:MS IN MODULE F. FOR 
CONSULTATION WITII surt:RVISOR'? 

2. WERE ANY QUESTIONS HARD FOR RESPONDENT TO 
UNDERSTAND? . . 

3. CODE: 

AGE.O1: CIIILD 

SEX 01-· CIIILD: 

... 

Mlldulc E: DilruptiYe Behavior OiMmJ...,, 
CanduCl Dilanlc 

r-t"malc ----M:itc •• __ 

TIME NOW 

0 2 

0 2 

I I YRS. --
I 
2 

t___: _ _J 

( 

(30] 

(31] 

I 

r 
[ 

[32-33] ( 

[34] r 
[ 

[JS-38] I 
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