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Editorial

Perspectives on the Incredible Years
programme: psychological management
of conduct disorder{
Tracey J. Bywater
Summary
Two out of three children diagnosed with conduct disorder
will not outgrow it without treatment. It is costly to the
individual in terms of negative life outcomes and to society
in terms of increased health, social and education service
use. Psychosocial interventions are effective in
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Conduct problems are the most common reason for referral for
psychological and psychiatric treatment in childhood.1 The
prevalence rate of conduct disorder is 5–10%.1 It can lead to
negative life outcomes including criminal behaviour and
psychiatric disorders,2 with increased costs to the education,
health, social and criminal justice services.3 The study published
in this month’s Journal by Baker-Henningham et al involved an
evaluation of an universal school-based approach – the Incredible
Years Teacher Classroom Management programme – which was
developed in the US and implemented in Jamaica to help reduce
conduct problems in young children.4
What are the risk factors for developing
early-onset conduct disorder?
Conduct problems include defiant, disruptive and aggressive
antisocial behaviour, and if severe and persistent, a diagnosis of
‘early onset’ (under 10 years) conduct disorder may be given
(based on ICD-10 or DSM-IV criteria). Environmental, family,
school and child risk factors contribute to the development of
early-onset conduct disorder, with higher rates found in
disadvantaged areas (20%),5 in ‘looked-after’ children (37%)6 and
in boys (2:1 boy to girl ratio).7 Poor parenting, the main family risk
factor, is characterised by poor supervision, inconsistent, neglectful
or harsh discipline and a failure to set clear expectations.8
These clear risk factors enable targeting of preventive (early)
interventions to those in need, be it individual families, schools or
geographical areas, to reduce risk and enhance protective factors.
Why is it important to reduce conduct disorder?
If early behavioural difficulties remain untreated, 40% of children
will develop conduct disorder.9 Negative juvenile and adulthood
outcomes include: high-school drop-out and truancy rates,
antisocial and criminal behaviour;2 psychiatric disorders; drug/
alcohol misuse; higher rates of hospitalisation and mortality;
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unemployment; family breakdown; and intergenerational
transmission of conduct problems to children.3 These individual
and societal costs related to severe conduct problems are
considerable. By age 28, the utilisation of health, social, education
and legal services may be ten times higher for individuals with a
clinical diagnosis of conduct disorder at age 10 than for those
not meeting diagnostic criteria.3
Although individual and societal costs are known, few
children actually receive treatment for conduct disorder in highincome countries, or, as Baker-Henningham et al highlight, in
low- and middle-income (LAMI) countries.4,10 Treatment
typically includes an expensive combination of therapeutic
interventions targeted at both the child and family after crisis is
reached. Reasons for limited reach include lack of multi-agency
working and issues of identifying, targeting and engaging those
in need. In LAMI countries, child mental health services are
severely limited, expensive and support few children,11 with less
than a third of these countries having a main overseeing body
for mental health programmes.12 More cost-effective interventions
to address conduct problems need to be implemented in settings
guaranteed to reach the population in need at the earliest
opportunity, such as educational settings in Jamaica.4
In the UK there have been moves to ensure that publicly
funded services are delivered effectively and to specify the use of
evidence-based programmes, particularly parent programmes, to
manage child behaviour problems (e.g. Parenting Action Plan,13
Action Plan on Social Exclusion,14 guidelines from the National
Institute for Health and Clinical Excellence (NICE)15). This is
manifested in government initiatives such as the Pathfinder Early
Intervention and Family Intervention Projects in England (https://
www.education.gov.uk/publications/eOrderingDownload/ThinkFamily07.pdf), and Flying Start16 in Wales. Every Child Matters (in
England; www. everychildmatters.gov.uk/publications) and Families
First (in Wales; http://wales.gov.uk/topics/childrenyoungpeople/
parenting/help/familiesfirst/?lang=en) social policy programmes
recommend the blurring of boundaries between organisations
and service ‘tiers’ to ensure families get the integrative support
they need to avert families reaching crisis point.
Multi-agency work is preferable as children’s complex
needs rarely fit within one set of organisational boundaries. For
example, a child with behavioural problems may be considered
as having special educational needs by education services,
considered a ‘child in need’ by Social Services, or having conduct
disorder by a child and adolescent mental health service
(CAMHS) team.
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High-income countries are now shifting focus to promote
early intervention, in an attempt to prevent rather than cure
conduct disorder. The reasons are threefold; first, from a
psychological viewpoint it is easier to change behaviour while
children are younger and more malleable before negative
behaviours become embedded; two, from a financial viewpoint
it is sensible to apply an ‘invest to save’ approach, i.e. to invest
in cost-effective prevention programmes rather than pay the
expensive costs of ‘cure’ (treatment) or ‘late’ interventions (e.g.
prison) and the increased service use associated with conduct
disorder; and three, from a prevention science viewpoint we
now know ‘what works’. However, despite knowing what works,
evidence-based programmes still struggle to be successfully scaled
up without top-down government support.
How can we reduce or prevent
early-onset conduct disorder?
There is considerable evidence from randomised controlled trials
and systematic reviews that targeted complex interventions such
as psychosocial parenting (e.g. Furlong et al17) and universal
school-based (e.g. Durlak et al18) programmes can reduce or
prevent conduct problems and increase child social emotional
competence. However, even though 90% of the world population
of children and young people live in LAMI countries, only 10% of
trials of psychosocial interventions to prevent child mental health
problems such as conduct disorder have been conducted in these
countries.12
Despite diagnosis as a child mental health disorder, the
proximal antecedents for conduct disorder are mainly
psychological, and therefore psychosocial interventions can
effectively reduce/treat conduct disorder. Evidence-based parent
programmes are grounded in models of parent6child interaction,
drawing on Patterson’s theory of coercive family process19 and
Bandura’s social learning theory.20 Social learning techniques rely
strongly on principles of operant conditioning, that is, that
behaviour that is rewarded (reinforced) will increase in frequency
and be repeated, whereas that which is not will decrease.
Accordingly, the key components of parent (and teacher)
programmes involve learning to change the antecedents that are
eliciting, and the consequences that are maintaining, negative
child behaviour. The techniques and collaborative approaches
are designed to increase positive behaviours such as adult6child
and child6child interactions and relationships.
Programmes with these theoretical underpinnings effectively
reduce conduct problems and are increasingly being delivered
through multi-agency work between education, social and health
services. One such programme is the US Incredible Years series
(see www.incredbleyears.com).
The series comprises three linked programmes for children,
parents and teachers. The basic Incredible Years group format is
one of two parent programmes (the other being Triple P: Positive
Parenting Programme) recommended by NICE15 to reduce/
prevent conduct disorder. The Incredible Years programmes
incorporate identified effective components to reduce conduct
problems,15 including a collaborative model of parental
engagement, behaviour modelling and practice, with the emphasis
on building positive parent–child relationships through play
(making full use of rewards and praise). In addition, they have
the necessary tools for achieving fidelity and effective replication
of results.
The Dinosaur child programmes are delivered in school to
whole classes, or to small groups, to improve social emotional
competence – a protective factor against conduct disorder
development.
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The parent programme’s structured curriculum is delivered to
small groups of parents/carers (of children aged 0–12 years) by
two facilitators (from various service backgrounds) over 4–18
weeks (2 h/week). Pragmatic, multi-agency, randomised
controlled trials in Irish and Welsh community settings with
parents of ‘at risk’ young children demonstrated significant
short-term21,22 and long-term22 reductions in child problem
behaviour and also in parental depression (which is highly
correlated with child conduct problems, suggesting potential
benefits if child and adult mental health services link up in
programme delivery). Other key findings included the impact of
positive role models; reflective statements and praise towards
parents by facilitators increased the use for these behaviours by
parents with their children,23 and this positive parenting
behaviour led to improved child behaviour.23,24 Moderator
analyses showed that boys, younger children and children with
mothers with severe depression, showed greater improvement in
conduct problems post-intervention. Risk factors such as teen or
single parenthood, or very low income, showed no predictive
effects, implying intervention was at least as successful at helping
the most disadvantaged families compared with the more
advantaged.24 The Incredible Years parent programme was also
found to be cost-effective.17
The Incredible Years Teacher Classroom Management
programme reflects the parent programme format and applies
the same effective principles and strategies. Teachers attend groups
for 1 day per month for 5–6 months. Recent randomised
controlled trial results in Ireland demonstrate more positive
teacher and child behaviours, and fewer negative behaviours,25
reflecting the findings of Baker-Henningham et al.4
Baker-Henningham et al’s study highlights the benefits of
offering a universal Teacher Classroom Management programme,
with excellent results for those with higher levels of problem
behaviour. However, although universal services reduce potential
stigma, others favour a more targeted approach which may be
more cost-effective by ensuring resources are reaching those most
in need and with ‘more room’ to change.26
A limitation of offering psychosocial programmes in just one
context, such as the school, could be that positive behaviours
learned in that setting may not generalise to other contexts. A
multimodal approach may be required by adding a child and/or
parent programme for additional behaviour change/maintenance.
This approach has been shown to have a cumulative effect on
positive behaviour change.27
Conclusions
The focus of many psychiatric and psychological services, such as
CAMHS in the UK, is treatment rather than prevention. However,
it is more cost-effective for the individual, and for society, to
implement preventive, evidence-based interventions as early as
possible to mitigate exposure to cumulative risks for the
development of mental health problems such as conduct
disorder.28 Furthermore, it is important to deliver high-quality
programmes to maintain effectiveness.29 In LAMI countries,
where there is a lack of child mental health services, the earliest
chance of programme implementation may not be until children
enter nursery or school.4
The Incredible Years parent programme appears to be
transportable across different ethnic groups30 and different
countries,17 and the universal teacher programme is similarly
demonstrating its transportability across countries with different
cultures and economic standing.4,31
A universal school approach could be supplemented by more
targeted interventions to enhance generalisabilty of behaviour

Psychological management of conduct disorder

change across home–school contexts, an approach supported by
NICE.32
With the blurring of organisational boundaries there is a
growing shared responsibility for the ‘psychological management’
of conduct disorder, suggesting that evidence-based behaviour
management training should be considered as an inclusion in
initial training for professionals who are in regular contact with
families and children, including foster carers and nursery workers.
In summary, the collective evidence suggests that the effective
prevention of conduct disorder relies on a combination of key
ingredients, including:
(a) an integrated, multi-agency, multimodal approach
(b) the scaling up of evidence-based universal and targeted ‘early’
interventions
(c) careful attention paid to identification of ‘at risk’ populations
(d) ongoing training and fidelity to preserve the mechanisms of
change.
Attention to these combined ingredients would help to reduce
the considerable individual, family, societal and service costs that
are incurred by untreated conduct problems and conduct disorder.
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