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COMMENTARY 

A commentary on oppositional defiant disorder and 
conduct disorder 

Mark Wang 

INTRODUCTION 
new significant part of the information concerning etiology 
comes from research on CD as there have been not many 
studies investigating the causal factors for ODD. Momentum 

exploration would recommend that none of the elements underneath 
can be considered as causal, but should be viewed as risk factors.  
Biological factors: 
Studies suggest a familial clustering of ODD, CD, and attention 
deficit hyperactivity disorder (ADHD), and substance use disorders  

• Temperament 'callous-unemotional'
• Autonomic under-excitement, with lower electrodermal

movement, and lower mean resting pulse
• Pre-birth or early formative openness to poisons, for

example lead
• Exposure to nicotine in utero
• Deficient nutrition and vitamins
• Abnormalities in the pre-frontal cortex
• Changed neural connection work in the serotonergic,

noradrenergic, and dopaminergic frameworks
• Low cortisol and elevated testosterone
• Actual sickness particularly those influencing the focal

sensory system

Psychological factors  
Connection hardships: likenesses have been noted between the social 
indications of insecure attachment and disruptive behavioural 
disorders, but research findings have been inconsistent  

• Deficient social learning and information processing
• Reading problems Social factors
• Low socioeconomic status
• Peer relationship difficulties
• Parental mental illness
• Parental substance abuse and criminality

• Parental disharmony, family brokenness including
aggressive behavior at home

• Poor supervision by parents
• Actual sickness particularly those influencing the focal

sensory system
• Rejection of the child
• Low parental inclusion in the kid's exercises
• Kid abuse, disregard and misuse the most probable

circumstance is that will be that ODD and CD arise out of
a complex mix of risk and protective factors. There is a lot
of discussion concerning which components give assurance
and how they may cooperate with risk factors.

• Are defensive factors just something contrary to recognized
danger factors, e.g. high knowledge is defensive as low
insight builds hazard

• Do defensive components cushion the effect of hazard
factors

• Do defensive components cushion the effect of hazard
factors outcome

• Do various danger factors collaborate with one another in
an added substance or multiplicative ways With respect to
the relationship between ADHD, ODD, and CD, longitu-
dinal data suggests that ADHD in early life is an indicator
of ODD and CD further down the road, and that this
affiliation is frequently mediated by hostile and critical
parenting styles. On the other hand, early ODD and CD
(in the absence of ADHD) do not predict later ADHD.

Management 
Pharmacological interventions Medication should not be the first or 
only intervention for ODD or CD and should not be started until 
psychological interventions have been attempted. 
Psychopharmacological medicines for oppositional or forceful 
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ABSTRACT 
Oppositional conduct and direct issues keep on being the most well-
known reasons for referral to child and adolescent mental health services. 
The fundamental provisions of oppositional rebellious confusion (ODD) 
are an intermittent example of negativistic, defiant, hostile, and 
disobedient behaviour towards authority figures that leads to impairment 
Conduct disorder (CD) describes more serious aggressive and antisocial 
behaviour. There has been extensive examination with respect to how 
much ODD and CD are related to each other. Most of the exploration to 

date upholds them proceeding to be viewed as unmistakable issues. In 
addition these behaviours must have been present for at least 6 months 
and be evident at a level that is developmentally inappropriate (there is 
sub-classification according to age of onset)  Caused functional 
difficulties in a least one domain, there is no requirement that the 
individual has been charged by the police. in Namibia if tailored to the 
contextualized needs for the cardiac patients in Namibia. 
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Young children who have a lot of behaviour and oppositional issues 
have a lot of trouble building healthy relationships with their family 
and other people in their neighbourhood. These kids are frequently 
exposed to acts of violence and crime, and they may be handed from 
parent to parent or end up in the juvenile justice system. 
Despite the fact that the aetiology of CD is difficult to pinpoint due 
to the complex interplay of biological and environmental factors, it is 
critical to understand the underlying mechanisms of CD in order to 
properly assess and treat individual patients. Because deficits in brain 
structure and function reveal themselves through conduct-related 
behaviours, brain abnormalities and cognitive variables play a crucial 
role in CD. Children with CD appear to have a deficiency in the 
frontal lobe of the brain when compared to normal individuals. 6 
The child's ability to prepare, prevent injury, and learn from 
unfavourable experiences and situations is hampered by this 
condition. 6 Smaller gray-matter volume in limbic regions such the 
amygdala, insula, and orbitofrontal cortex, as well as functional 
impairments in overlapping brain circuitry important for emotion 
processing, emotion regulation, and reinforcement-based decision 
making, are all seen in CD. Children with CD are more likely to have 
learning impairments, and academic underachievement is a common 
occurrence. 8 The most frequent condition related with CD is 
attention-deficit/hyperactivity disorder (ADHD). 9 CD is commonly 
associated with underachievement and learning difficulties as a result 
of this common comorbidity. CD includes a hereditary component in 
addition to its neurologic characteristics. Low monoamine oxidase, 
for example. CD may be exacerbated by a particular activity, especially 
if the child has been exposed to a potentially risky childhood setting. 
High testosterone levels appear to play a role in CD. Boys are more 
prone than females to have CD, and children and teens from 
impoverished, dysfunctional, and chaotic families are more likely to 
develop it. Children who have a CD relative (parent or sibling) are 
more likely to develop the disorder. Children whose biological 
parents have been diagnosed with alcoholism, depression, 
schizophrenia, bipolar illness, or ADHD are more likely to have CD. 
Mothers who smoked half a pack or more of cigarettes each day 
during their first trimester are somewhat more likely to have a kid 
with CD. Similarly, children whose mothers consumed an average of 
one or more alcoholic drinks during the first trimester are three times 
more likely to experience CD over their lifetime. Traumatic 
experiences (e.g., abuse, parental rejection, parental neglect) and 
severe or inconsistent parenting put children at greater risk for CD, 
as do exposure to peer rejection, peer delinquency, and 
neighborhood violence. The etiology of ODD is similarly complex. 

conduct have not been well studied. There have been few double-
blind placebo controlled trials with most studies being small scale or 
open label. Polypharmacy ought to be stayed away from and cautious 
checking of consistence and incidental effects is required. Evidence to 
date would suggest. 

• In ADHD with co-bleak ODD and CD, energizers and
atomoxetine may help diminish oppositionality 

• Commonplace and abnormal antipsychotics might help in
animosity with regards to mental retardation and pervasive 
developmental disorders  

• Very limited evidence that SSRIs may be helpful for ODD
in the context of a mood disorder 

• Lithium carbonate has been displayed to diminish
animosity and temper upheavals, however contemplates 
were all conducted in in-patient settings and, therefore, 
may have limited applicability in out-patient settings  

Carbamazepine has been used in aggressive, explosive behaviour, but 
double-blind studies show lack of superiority to placebo. 

Etiology and risk factors 

ODD is generally considered a milder version of CD, and it is 
diagnosed at an earlier age. Defects in or injuries to certain areas of 
the brain can lead to serious behavioral problems in children. It is 
theorized that ODD may develop as a result of the child having 
difficulty learning to become independent from a parent or other 
loved one. Another hypothesis suggests that ODD symptoms are 
learned from negative reinforcement methods used by parents and 
other authority figures and that the child’s ODD behaviors increase 
because they enable the child to obtain the attention and reactions 
desired from others. 
Compared with girls, boys are at greater risk for developing ODD, 
and children with CD or other mental-health disorders, such as 
ADHD, mood disorders (e.g., depression), and anxiety disorders, also 
are more likely to develop ODD. Children with a parent who exhibits 
similar disorders have an increased risk as well.15 Additionally, ODD 
is more common in children from low-income households. 

Diagnosis and clinical manifestations 
For diagnosing psychiatric diseases, the Diagnostic and Statistical 
Manual of Mental Disorders, Fifth Edition (DSM-5) is regarded the 
gold standard. Because other illnesses might mirror the symptoms of 
disruptive disorders, accurate diagnosis is critical. Differential 
diagnoses for ODD and CD include ADHD, severe depressive illness, 
substance abuse, and intermittent explosive disorder. Aggression 
against people or animals, property destruction, violation of authority 
figures' rules, and persistent lying to escape repercussions are all 
symptoms of  CD. ODD is characterised by argumentativeness, 
impatience, defiance, and vindictiveness. 

Non-pharmacologic treatment 

Because no drugs have been approved by the FDA particularly for 
ODD and CD, psychosocial counselling is essential. In most cases, a 
qualified psychologist or therapist is involved, and family members 
play an important part in therapy. Individual and family counselling, 
social-skills training, cognitive problem-solving training, and cognitive-
behavioral treatment have all been shown to help people with ODD 
or CD. 
In general, psychosocial therapy for CD entails psychotherapy, which 
teaches the kid how to regulate his or her anger and express it in 
more socially acceptable ways. Cognitive-behavioral therapy, a more 
particular form of psychosocial therapy, can help the child's thinking 
become more cognitive and reason-based.Impulse control and anger 
management skills may be included in cognitive-behavioral therapy. 
Individual cognitive-behavioral therapy for ODD teaches the child 
how to manage anger and impulses, as well as how to solve difficulties 
that could trigger an exacerbation. The goal of family therapy and 
parental training is to prevent the child from throwing temper 
tantrums in order to acquire what he or she wants. 
Cognitive problem-solving training identifies and alters current 
interactions that may provoke ODD symptoms, allowing for symptom 
control. Social-skills training, which includes the parent, teaches the 
child how to connect with others in a positive and appropriate 
manner. 

Pharmacologic treatment 

In the treatment of both CD and ODD, pharmacotherapy is utilised 
as a supplement. Because both of these disruptive disorders are 
frequently coexisting with illnesses like ADHD and major depressive 
disorder, comorbidity management is the first line of treatment. In 
more than half of all ADHD cases, ODD and CD may be present. 
Furthermore, 14% of children with ODD or CD have a comorbid 
anxiety condition, and 9% have a comorbid depression. As a result, 
managing the coexisting condition is critical. Off-label treatment for 
CD and ODD has included stimulants, nonstimulants, 
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antipsychotics, mood stabilisers, and antidepressants. The most 
widely used stimulants for ODD and CD are methylphenidate and 
dextroamphetamine, while methylphenidate has shown to be more 
effective. Stimulant use has primarily been studied in children who 
also have comorbid ADHD. Stimulants can help with aggressive 
symptoms in people who also have ADHD. Stimulants may improve 
these children's ability to benefit from psychosocial therapy by 
improving their attention. 4 In ODD with concurrent ADHD, 
nonstimulants may be utilised as a second-line treatment for 
aggression. Atomoxetine, clonidine, and guanfacine have all been 
tried; atomoxetine has the best results, however it is ineffective in the 
absence of comorbid ADHD.Clonidine may also help with 
impulsivity and outbursts in CD patients. Antipsychotics have been 
used to treat CD and ODD, as they have done for many other 
disruptive behaviours involving severe hostility. Risperidone, an 
atypical antipsychotic, appears to be the most effective treatment for 
aggression in these diseases, however aripiprazole and quetiapine have 
also shown promise.  

Metabolic effects, such as blood glucose, lipids, and weight gain, 
should be closely monitored in children, as they occur more 
frequently than in adults. Traditional antipsychotics like molindone 
and thioridazine are effective for treating aggressiveness, and 
molindone is more well tolerated. The effects of haloperidol on 
aggression have been mixed.  

Extrapyramidal side effects must be closely monitored, especially with 
traditional antipsychotics. Lithium and anticonvulsants are often 
used to treat aggression as mood stabilisers. Several studies have 
proven that it is possible to manage stress in a positive way. Valproic 
acid is chosen for ODD mood stabilisation over lithium and 
carbamazepine.The antidepressants bupropion and fluoxetine are 
effective in the treatment of CD and ODD aggression.Bupropion has 
been shown to help people with ADHD. Tricyclic antidepressants 
(desipramine and imipramine) can be used to treat ODD aggression, 
however cardiotoxicity is a problem. 

CONCLUSION 

ODD and CD are two of the most frequent childhood and teenage 
behaviour disorders. Because of the similarity in presentation, it's 
crucial to keep an eye on the child's severity level and symptom 
duration to distinguish them from other age-appropriate juvenile 
behaviours. Behavioral therapy must be implemented in order to 
assist the child and parent or parents in coping with and managing 
these issues. 
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