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Abstract

Children with Conduct Disorder suffer from aggression and peer difficulties. This study provides an overview of
aggression and peer rejection among children with Conduct Disorder worldwide and in Iran. This study is based
on researches from library archives specially focused on studies have been done in Iran. First Conduct Disorder,
its’ prevalence, subtypes, and other comorbid disorders are explained. Next, studies regarding aggression among
aggressive children and children with conduct problems are reviewed. In this part, the social cognitive deficits of
these children are presented based on the model of Social Information Processing. The study followed by
researches about peer rejection among children with CD. In addition studies of children with CD in Iran were
reconsidered.
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1. Introduction

Conduct Disorder (CD) is one of the forms of externalizing disorder listed in DSM-IV-TR category among
children and adolescents. Control the behavior based on what parents, teachers, or peer to expect is difficult for
these children (Oltmanns & Emery, 1995). Conduct Disorder is one of the most prevalence diagnosed disorder
that according to DSM-IV-TR reflects as “repetitive and persistent pattern of behavior in which the basic rights
of others or major age-appropriate societal norms or rules are violated” (American Psychiatric Association,
2000). Aggression toward people and animal, impulsive behavior, deceitfulness, and acting against rules are
common among children with CD.

It is reported that this disorder affects between 6% to 16% of boys and 2% to 9% of girls in school-aged children
(Pratt et al., 2003). Sarkhel, Sinha, Arora, and DeSarkar (2006) implemented a study in India for the prevalence
of CD and reported as 4.58% of boys and 4.5% of girls with CD. This study stated that 36% of these children
suffer from CD with mild severity and 64% with moderate severity. The study in Iran by Najafi, Foladchang,
Alizadeh, and Mohamadifar (2009) presented the prevalence of behavioral disorders in Shiraz's city. It is
revealed that between 1300 boys and girls at elementary school children, 17.8% of them affected by behavioral
disorders. In addition, this study explained that 5% of these children affected from CD. Azadyekta (2011)
reported that the prevalence of CD in Tehran/Iran is 10.5% among 2016 Primary school students.

Childhood onset type and adolescent onset type are two types of CD according to the classification of
DSM-IV-TR. Childhood-onset type of CD is diagnosed when a child under 10 years-old shows at least one of the
symptoms listed in DSM-IV-TR for CD. The main symptom of these children is aggressive behavior and poor
peer relationship (Raine et al., 2005). When the child does not show any symptoms of CD prior 10 years old and
after this age shows at least three symptoms, the adolescent-onset type of CD is diagnosed. Other disorders such
as Attention Deficit Hyperactivity Disorder (ADHD) in 50%, oppositional Defiant Disorder (ODD), anxiety, and
depression have comorbidity with CD (American Psychiatric Association, 2000).

Among the types of aggression, it is reported that manifest aggression is more common among children with CD
and the prevalence of it among boys is more than girls (Dodge & Pettit, 2003). Two main types of manifest
aggression include physical and verbal aggression (Coie & Dodge, 1998).
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Coercive style in terms of physical and verbal pattern is common among family members of children with CD in
the relationship of parent and child. For instance, these children experience more corporal punishment compare
to other children. As a result, they learn to use force in family environment. Furthermore, when they learn
aggressive behavior at home and use it in their personal relationship with other, they highly are rejected by them
(Henry, Tolan, & Gorman-Smith, 2001).

Social learning of Bandura (1977) supports this study. In this theory, it is stated that behavior is learned by two
patterns; either observing similar behaviors or experiencing the outcomes of the behaviors. Children learn
aggressive behavior in their family by observing them and face with the positive result of it. The other model
that supports this study is Social Interaction Model presented by Patterson and his colleagues (Patterson, 1993;
Gerald, Reid, & Dishion, 1992). The significance of this model is on the role of peer relationships during
childhood and adolescence. It focuses on the important role of maladaptive behavior during childhood.
Furthermore, the development of this behavior later in adolescence is considered in this model.

As it mentioned above, aggressive behavior is the main sign of childhood onset type of CD. Arsencault,
Kim-Cohen, Taylor, Caspi, and Moffitt (2005) conducted the study among children with CD between 4 1/2 to
5-year old on their behavioral problems. The findings of this study revealed that these children showed more
aggressive and disruptive behavior in comparison to rule violation. Another study by Snyder, Horsch, and Childs
(1997) focused on rejection experience among aggressive children. Non-aggressive children do not accept
children with aggressive behavior and reject them. So, on the one hand, aggressive children do not have the
opportunity of developing interpersonal skill. On the other hand, children with conduct problems and aggressive
behavior are attracted to deviant peers. In addition, they reinforce each other’s antisocial behavior (Kiesner,
Dishion, & Poulin, 2001). Aggressive behavior and rejection by peers can lead to other difficulties such as
externalizing problems, internalizing problems, and poor academic performance. In case of externalizing
problems, we can indicate about substance abuse and criminality. Internalizing problems refer to depression and
low self-esteem. Poor academic skills are expressed as school dropout and grade retention (Hymel, Vaillancourt,
McDougall, & Renshaw, 2002; Kupersmidt & DeRosier, 2004). Thus based on the importance of aggression and
peer rejection among children with CD, the aim of this study is to review previous studies worldwide and in Iran
about aggression and peer rejection problems in children with CD.

To end, first the methodology of the study is explained. Next, studies about aggression among children with CD
are reviewed. Afterward, studies on peer rejection these children are reconsidered. Finally, studies in Iran
regarding these two issues are presented and concluded with the summary of the study.

2. Method

This study is a kind of literature review that is entitled integrative reviews (Cooper, 1998). The current study
attempted to summarize various results of library archives in peer rejection and aggression for children with
Conduct Disorder. In addition, this study has a special focus on researches conducted in Iran about children with
Conduct Disorder with suggestions and direction for furthere studies.

3. Results

In this section, studies about aggression and peer rejection among children with Conduct Disorder are reviewed
worldwide and in Iran.

3.1 Overview of Studies on Aggression between Children with Conduct Disorder

Aggression is one of the series problems during childhood. If this important sign is ignored in this period, it
might persist to adolescence and adulthood with antisocial behavior and deviant problems (Lochman, Powell,
Whidby, & Fitzgerald, 2006). There are numbers of studies that emphasized on the importance of aggression
among children and the outcome as both violent and antisocial behaviors in adolescence (Haapasalo & Tremblay,
1994; Miller-Johnson, Coie, Maumary-Gremaud, & Bierman, 2002; Pope & Bierman, 1999; Pulkkinen &
Tremblay, 1992). Finding of one study is reported on observing aggressive behavior among toddlers with the age
between 18 to 24 months (Keenan & Shaw, 1994). Another study by (Shaw, Keenan, & Vondra, 1994) have
stated on noncompliance of boys with 24 months with fewer responses to their mothers. A study by Keenan,
Shaw, Delliquadri, Giovannelli, and Walsh (1998) have suggested about the relation between noncompliance in
girls with 24 months with later externalizing problems between 3-5 years old. Moreover, this study demonstrated
that boys with aggression in their 18 months may suffer from externalizing difficulties when they are between 3
to be 5 years old. Thus, it shows the early age of aggression among children.

Muntz, Hutchings, Edwards, Hounsome, and O'Céilleachair (2004) reported about increasing numbers of
children with CD. The signs of aggressive behavior among children with CD include lying, fighting, and
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physical cruel to people and animal (American Psychiatric Association, 2000). Moffitt et al. (2007) concerned
with social development of childhood and adulthood of children with CD as a result of aggressive behavior and
stated that 50% of children with CD suffer from aggression.

Little, Henrich, Jones, and Hawley (2003) focused on overt aggression and relational aggression among children
with CD. As it explained above overt aggression include two types of physical and verbal aggression. This kind
of aggression is more visible to boys. Relational aggression is related to harming other children with more
prevalence among girls. It may happen by disturbing interpersonal relationship between friends.

Crick and Dodge (1994) explained the process of how children complete cognitive process when they tend to
respond in a social situation to other children’s behavior. It is identified as information processing. Children with
aggressive behavior use different path to interpret perceived cues for interaction with others. They often
recognize more threats in comparison to other children, slow in negotiation, and the number of response options
is fewer and related to aggressive responses. The model of Social Information Processing (SIP) presented by
Crick and Dodge (1994) to recognize how children decide and react in social environment. According to this
model, children pass six steps to respond to social stimulus include: 1) encoding of cues (2) interpretation of cues
(3) clarification of goals (4) response access or construction (5) response decision, and (6) behavioral enactment.
Here it is not intended to explain all the six steps in details. However, the differences of children with aggressive
behavior and conduct problems in each step are displayed. Children need external cues and internal knowledge
based on their experiences for cue encoding. The distinction of aggressive children in this step is related to
finding and chooses more cues associated with social conflict to encounter with their peers (Bugental, 1992;
Crick & Dodge, 1994).

Matthys, Cuperus, and Engeland (1999) examined the number of cues that children with Oppositional Defiant
Disorder/Conduct Disorder, (ODD/CD), Attention Deficit Hyperactivity Disorder (ADHD), both disorders
(ODD/CD+ADHD) encode in social situation. According to findings of this study child in three groups encoded
fewer cues and related with aggression.

The cue interpretation for aggressive and rejected children is different from other children. Rejected children
often have negative self-perception. However, non-rejected children have positive self-perception. Non-rejected
children are connected negative events to external reasons and positive events to internal events. Although,
rejected children are used the converse pattern for interpreting of positive and negative issues (Crick & Dodge,
1994). Another difference of aggressive children in cue interpretation step with non-aggressive children is hostile
attribution of intent among aggressive children. Rejection by peers and rough behavior of a parent in parenting
style motivate aggressive children to respond with more hostile intent that leads to limitation in social interaction
of them (Murray-Close et al., 2007).

Children select social goals based on general goal orientation and multiple social information processes in all
steps (Crick & Dodge, 1994). It is stated that social maladjusted children have difficulties with pursuing
appropriate goals in specific social situation. They usually chose to damage goals instead of help to other peers
to continue friendship that is common among well-adjusted children (Crick & Dodge, 1994). Response action
step of SIP is different for aggressive children in terms of number of and nature of responses they are produced.
According to Crick and Dodge (1994) more aggressive responses found in ambiguous social situation among
boys with ODD/CD. Response decision is constructed based on evaluating of response, expecting the outcomes
and evaluation of self-efficacy. Aggressive and rejected children do these processes with more maladjusted
behavior and aggressive response. One reason of aggressive responses among these children is low confident of
them related to their abilities. They often think that by this process, it is more likely to generate positive and
suitable outcomes (Crick & Ladd, 1990).

So as it mentioned above, the social cognitive styles of aggressive and rejected children is different in terms of
encoding fewer cues and with more hostile, misinterpreting of cues, responding with more hostile intent,
generating antisocial goals and aggressive responses.

3.2 Peer Rejection among Children with Conduct Disorder

Although social competence is important for children to contact with their peers at school, children with the
conduct problems do not have the opportunity for improve social competence. They are unpopular with their
peers and usually receive negative nomination by them. In addition, teachers give them rate of noncompliance
either in class or in the playground (Hektner, August, & Realmuto, 2000; Olson, 1992). Children with aggressive
behavior have learned to use force in their interpersonal relationship. For instance, they start to fight with other
children. Developing externalizing pattern and poor social skills by children, the risk of rejection is increased
among them. Actually, they lost the opportunity of friendship with children with prosocial behaviors (Hanish &
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Guerra, 2002). In addition, aggression and peer rejection of these children at early age contribute more series
conduct problems in late life. Study of Stormshak and Webster-Stratton (1999) explained that teachers of
Elementary schools noticed children’s aggression, disobedience, conflict of doing homework, problems with
their peers and cooperating with them in order to rate children.

Guerra, Asher, and DeRosier (2004) examined the relation between perceived rejection and physical aggression
among boys and girls in elementary school. They used sociometric assessment with questions of ‘likes
most’, ’likes least’, and ‘who fights a lot’. The findings of this study were different between boys and girls. For the
boys, results showed the relation between rejection and increasing in physical aggression for boys with aggressive
behavior who had the tendency of blaming other peers in facing with social failure. The findings of study were
emphasized on importance of self-perception of social rejection and its’ effect on physical aggression. According
to Hanish and Guerra (2002), the comparison of forms of friendship between boys and girls in elementary schools
who are aggressive and rejected by their peers presented that boys with these behaviors looked for friends same as
themselves with aggressive behavior and rejected. However, aggressive and rejected girls do not seek to find
friends with similar behaviors and preferred to be lonely.

It is presented in the last part on rejection of children with CD by children with prosocial behavior and high risk
of becoming friends with deviant peers. These findings also are confirmed by study of Fergusson,
Swain-Campbell, and Horwood (2002) and study of Vitaro, Tremblay, and Bukowski (2001) on this issue. These
studies demonstrated that some characteristics of children with CD such as personal, social, and family features
of them strengthen the quality of friendship with deviant peers. Thus, both limited peer interaction opportunities
in friendship with prosocial peers and friendship with deviant peers help to develop antisocial behavior among
children with CD.

To sum up, studies regarding aggression and peer rejection among children with conduct problems were
reviewed. In the next part, Iranian studies among children with Conduct Disorder, especially about their
aggression and peer rejection are presented.

3.3 Studies in Iran among Children with Conduct Disorder

Iranian studies about children with Conduct Disorder focused on the prevalence of these children in some main
cities, survey on children’s difficulties, and some kinds of treatment for them.

One study reported that 5% of children in Shiraz/Iran live with Conduct Disorder that 7.4% of them are boys,
and 2.2% are girls). This result confirmed the findings of previous studies such as (Pratt et al., 2003; Sarkhel,
Sinha, Arora, & DeSarkar, 2006; Ziaodini & Shafizadeh, 2005) that the prevalence of CD among boys is more
than girls. Ziaodini and Shafizadeh (2005) studied the epidemiology of Conduct Disorder in Sirjan/Iran between
18726 students in elementary schools between 7 to 11 years old. The teacher's report showed that 19.5% of
children with CD were girls and 29.3% of boys were boys. This study emphasized on aggressive behavior among
boys with CD. Another study in Kordestan/ Iran conducted for the prevalence of Conduct Disorder and ODD
among 2760 boys and girls in guidance schools. This study reported that 6.3% of students were with CD and
6.9% with ODD. In addition, the results of this study displayed that there is a relation between aggressive
behavior of parents, their family conflict and CD of students. It also mentioned that the prevalence of problems
about interpersonal relationship between girls was more than boys (Yusefi, Erfani, Kheirabadi, & Ghanei, 2000).

Other studies in Iran focused on intervention among children with CD., For instance; Hashemi, Eghbali, and
Alilo (2009) examined the effect of verbal self-instruction on social adjustment between 20 students from Tabriz
schools with Conduct Disorder. The findings of this study demonstrated that this program effect on social
adjustment and interpersonal relation of children with CD. Another study investigated the effect of
cognitive-behavioral play therapy on aggression among children with Conduct Disorder. The age range of
aggressive boys with CD in this study was between 8 to 11 years old. The result of conducting
cognitive-behavioral play therapy between 24 children demonstrated the reduction of aggression between them.
This study emphasizes on the importance of deficits in social information processing among children with
Conduct Disorder and its relation to aggressive behavior. They mentioned above the problem of these children in
encoding step of SIP and the effect of it on choosing the aggressive response in social situations. They also
indicated that children learned how to improve their social skills with peers by this intervention (Ghaderi,
Asghari-Moghadam, & Shaviri, 2006). The finding of this study was in line with the study of Baedi (2001) that
conducted cognitive-behavioral play therapy in a group setting among boys between 7 to 11 years old with
Conduct Disorder on their aggressive behavior.

As can be seen from above studies, Iranian researchers also investigated about the aggression and peer
difficulties of children with Conduct Disorder. However, there is a lack of studies, specifically on peer rejection
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of children with aggressive behavior and conduct problems.
4. Discussion

This study reviewed previous researches about prevalence of Conduct Disorder, aggression and peer rejection
among childhood onset type of children with CD. Aggression toward people and animal is the main problem of
these children. They often used overt aggression with more prevalent among boys. Family style of them is
considered as an important factor. It is explained that parents of children with CD often uses the coercive style,
and children experienced corporal punishment. So the style of a family can affect negatively on pattern of
children with their peers (Henry et al., 2001).

Iranian studies were reviewed in terms of investigation about prevalence of Conduct Disorder and some
intervention for aggression and social problems of them. Two theories supported this study include social
learning of Bandura (1977) and the role of peer relationship during childhood and adolescence of G.R. Patterson
(1993). Aggressive behavior of children limits the opportunity of learning and developing social skills among
prosocial peers; they often encounter rejection and feel negative self-perception. The reason of children’s
problem was explained based on cognitive deficits by model of Social Information Processing in encoding cues
related to aggression, misinterpreting cues, hostile attribution of intent, choosing harm goals, and more
aggressive responses.

As this study had a special focus on researches conducted in Iran about children with CD, it is suggested that in
order to relieve for the effects of Conduct Disorder, especially aggression, peer rejection, antisocial behavior and
deviant behavior of children at first and family of them, the schools and society, series programs and effective
interventions for children, family, and schools should be considered. Parents of these children may feel stress to
encounter with their child’s difficulties at home. They need more information about CD and managing children’s
problems in terms of disruptive behavior, aggression, and parent-child relationship. Children with CD also need
support to modify their behavior at home and interpersonal relationship. It is required that these children
participate in the treatment program to prevent continuing problem to adolescence and adulthood.
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