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ABSTRACT

This study aimed to compare the relationship of attachment between children with externalizing disorder (ADHD
and less conflict and conduct disorder) was performed with normal children. And the correlation was causal-
comparative research design. The study population included all male students in Year 94 was 12.7 years in Tabriz
To this aim, and to a multi-stage random sampling method, a sample of 200 (150 patients with symptoms and 50
normal) KCAQ people were selected and CS -4 was performed on them. The data were analyzed using ANOVA. The
results showed that children with externalizing disorders and normal children in terms of attachment there is a
significant difference (P <0/005). So that children with attention disorders and children with the disorder more or
less active and less conflict in relationships have insecure attachment styles. Another finding of the study showed
that children with conduct disorder, avoidant, ambivalent insecure attachment relationships are the common
children are secure attachment relationships. Thus, the results of this study have practical implications in clinical
areas to the extent that the design of such attachment-based interventions are necessary.

Keywords: Attachment relationships, externalizing disordésgeractivity disorders, oppositional defiant dasmn,
and conduct disorder

INTRODUCTION

In recent years, much attention has been giveddntify infants and toddlers at the risk of behealigproblems.
Many children who have emotional and behaviorabfmms in early childhood, not only they cannot diymmass
through, but this fact may also continue into agodémce and even childhood [24]. Among the problgrashave
been heavily criticized are externalizing disosdgs].that are the most persistent disorders efdhildhood and
they are known as the axis of behavioral problemshildren[24]. Bowlby’'s attachment theory revehthat when
parents take care of their children with love araimith, their essential growth needs, such as thd for security
and trust are more satisfied. Self-perceived behsdeveloped as a result of secure attachmepdnents, serve as
an internal model for developing infant’s futusdations with others. In contrast, children andlesicents with
attachment, have poor self-concept and demonsfeater skills in building supportive relationshipSome
researchers believe that externalizing disordergha result of failure in applying parental rulémt usually have 3
characteristics: unstable rules, low supervisioth poo problem solving skills, that this type of grating style may
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lead children become dis obedient [29]. Becaugbetremendous impact that this type disorders hgoon child
development process, analysis of effective factoasticularly parental relationship quality, havepecial position
in studies of childhood. However, despite the inioce of this category of disorder, the role ofettment
relationship with these disorders and the diffeesimcattachment relationships among externalizisgrders, such
as Attention-deficit hyperactivity disorder, oppasial defiant disorder, and conduct disorder, hasebeen much
investigated in out society. Such studies carpat] are inarguably important both from theoretidahension
suggesting important findings in etiology of thesorders and from practical dimension causingativareness of
families — especially mothers — about their ke nol their children’s mental health. The currentdst therefore,
aims to conduct comparative study of attachmeatiomships in young children with symptoms of extizing

disorders.

MATERIALS AND METHODS

Research Literature

externalizing disorders

Children who have externalizing behavioral problesueh as aggression and attention problems, ayeater risk
for continued behavioral problems until childhooddaadolescence [7]. Externalizing disorders are rtieest
persistent disorders of the childhood and theylamewn as the axis of behavioral problems in chitddf24].
Inability of parents in child behavior managemeatrent — child negative interaction are among ffextve factors
in the development of externalizing disorders[18,&Motional problems, that children encounter froamegiver or
parents, are one of the characteristics that has jointly observed[32]. Externalizing disordelstthas come to be
in the form of three disorder defined by DSMb5Attention-deficit hyperactivity disorder (ADHDypnduct disorder
(CD), and oppositional defiant disorder (ODD) —limte aggression and rule-breaking behaviors ane hagreat
impact on children, families, teachers and socj&6]. oppositional defiant disorder is reflected &dypattern of
negativism, pertinacity, disobedient and hostilehdséors and hostility directed at adults or othertharity
figures[16], and conduct disorder is defined dmehavior which violates basic rights of others agd-appropriate
societal norms. Moreover, Attention-deficit hypenaty disorder is considered as developmental/beiral
disorder through which the infant does not haveatbiéty to pinpoint and focus on a subject, and mav speed in
learning and very high and unusual physical agtivithis disorder is associated with lack of at@mtiexcessive
activity, impulsive behavior, or a combination diese [39].Aggressive behaviors of these childrewl l® their
rejection by peer group. The prognosis of theserders is unfavorable and children with these dies, are
exposed to other various problems in coming yeswsh as learning anxiety disorder, mood disordgpstsnce
abuse and alcoholism, antisocial personality disgraind criminality during adolescence and aduldH@®]. On the
other hand, hyperactivity is referred to excessmetor activity (such as running)at an inapproprititee,
restlessness and badinage. Attention-deficit hypietty disorder is associated with reduced beh@vighich are
controlled, limitation, and negative emotions. & suggested that Attention-deficit hyperactivitysalder is
associated with reduced academic performance amdemtc success leading to social exclusion. Retuce
occupational functions, success, trends are agedcipossibly with unemployment, as a result of gnow
interpersonal conflicts. Children with attentiorfidié hyperactivity disorder are also more likelgan normal
children to develop communication disorder in adodmce and antisocial personality disorder in &doid.
Comorbid psychiatric disorders with attention diéfigyperactivity disorder are suggested to be ojpiposl defiant
disorder and communication disorders. Oppositiaefiant disorder is a progressive and chronic dsothat
almost always interferes with interpersonal relatips and academic performance of children[3hddition to the
impact of this disorder on social and educatiossiliés and communication with family, in more th&mp@&rcent of
cases it becomes conduct disorder and antisociabpality disorder and other adulthood psycholdgicries
associated with aggression and violence [25]. rbihe of incorrect pattern of social behaviors ie formation of
oppositional behavior is highlighted in resultsnofiny studies [36]. Conduct disorder is a repetitine persistent
pattern of behavior in which the basic rights ofiess or age-appropriate societal nhorms are violatéese
behavioral patterns are divided into four main g©$such as aggressive behavior that causes physioal to
people or animals, non-aggressive behavior thasesayroperty damage, theft or deceitfulness, atichately
serious violation of rules. In particular, to maliediagnosis of Conduct Disorder, these behaviorst rhave
occurred in the past 12 months.

Attention-deficit hyperactivity disorder

!Diagnostic and Satistical Manual of Mental Disorders, Fifth Edition
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The main characteristic of attention deficit/hymeigty disorder (ADHD) is a persistent pattern iofattention
and/or hyperactivity-impulsivity interferes withrfationing or development. Lack of attention in Atien-deficit

hyperactivity disorder is characterized by giving bomework, Lack of continuity, difficulty in maining

concentration, disorganization and disarray thabiscaused by disobedience, or lack of understandinpulsivity

may reflect a desire for immediate rewards or ilitgttio delay gratification. Impulsive behaviors ynmanifest as
social intrusiveness (e.g. interrupting others sgineely) and/or making important decisions withoahsideration
of long-term consequences (e.g. taking a job witlamlequate information) [22]. For the first tintke American
Psychiatric Association has defined Attention-defigperactivity disorder as follows:

“The phenomenon of Attention Deficit (Hyperactivitisorder describes status of children that moskgw in
attention, impulsivity, and in many cases hyperétstifor no particular reason. This can be diagcoséth or
without hyperactivity.”

Barkley (1997) proposed the following definition:

“Attention-deficit hyperactivity disorder is a ddepmental disorder in controlling attention, impuity,
restlessness and behavior guidance that occurgsabptand it is not caused by neurological, sensuofor,
emotional disorders. The three primary characiesisof ADD/ADHD are inattention, hyperactivity, and
impulsivity. Social exclusion in children; and wealss in job performance, progress, participatiah @esence in
workplace and the possibility of increased unemmpiegt, as well as increased interpersonal confliotsnoted as
functional consequences of attention-deficit hyptivity disorder. The severe form of the disordexs hmany
negative complications that affects on social, featpieducational and occupational adaptation. Acaid failure,
conduct disorder, and antisocial personality dispate the most important complications.

Underpin symptoms of ADHD: Mild to moderate retdida, epilepsy, certain types of cerebral palsy atiter
neurological disorders, may result in this disorgtler & Cohen, 2004). Cunningham and Boyle 200@veed that
mothers of children at risk for ADHD, have highevéls of depression than did those of the non-ADddbgroup.
Mothers of children at risk for ADHD experience atige parenting and psychological disorder, paldidy when
associated with oppositional defiant disorder (ODD)

Oppositional Defiant Disorder

Oppositional defiant disorder is a progressive emebnic disorder that almost always interferes \itierpersonal
relationships and academic performance of childfémese children often do not have any friend anthdw
relations are not satisfactory for them. Despiteqadte intelligence, due to lack of participatiand resistance to
external demands, and insist on solving problentsetp others, they cannot progress at school andfailato be
promoted to the next grade. Problems mentionedegbrause decreased self-esteem, low toleranceufstrdtion,
depressed mood and irritability attacks [3]. Thibaxoral problem of children with oppositional deft behavior, is
a basis for the emergence of problems in interpaisand emotional relations, and therefore the lprokin their
attachment behavior. The problem in attachmentimseture attachment, on the other hand, can rgsadually to
cause attachments problems between the child amdnthividual. After, due to inappropriate and/oséoure
attachment, problems arises between the child lamdnbther, behavioral problems, as well as opiposit defiant
disorder develop gradually, and may enter the cydlaegative interaction with caregiver and mayréase
behavioral problems and oppositional defiant disoday to day. Children with disturbed attachmentthe other
hand, are also at risk for aggression and exteinglidisorders. It is, therefore, specified thatldten with
oppositional defiant disorder are more belong &ogtoup of inhibitor attachment. In this case, ¢hisran agreement
between teachers and parents, and their repodis@fder of externalizing disorder in inhibitorisuairbed children.
Oppositional defiant disorder generally is a disoycbeyond a child’s behavior, defined by persistmttern of
negativism, pertinacity, disobedient and hostilbawéors and hostility directed at adults or othetharity figures,
and it is suggested that quality of family life aild is the most important factor in developingsttisorder and
management of how to interact with children carphelreduce symptoms [12].

Conduct Disorder

Conduct disorder is one of the problems afflictictgldren and is widely considered by clinical spdists and
psychologists. This disorder is of the most commpsgchiatric disorder of childhood which causes vidlial,
familial and social problems [4]. According to Jekomy and Deterson and Mikonsler (2000), childrex a
adolescents whose behaviors are categorized toc#iégyory, insist on the refusal of rules in hosehool and
society. This disorder is a series of persistertabors that evolves with time and overall is dieggd with

279



Leila Sheidaeiet al Int J Med Res Health Sci. 2016, 5(7S):277-285

aggression and violation of right of others [13Thildren with conduct disorder are inconsistensahool, and
disobey authority figures, have many destructivhavéors, and are repeatedly opposed to patterqower and
authority at home, school and society and are isiped These children have poor judgments, takeprapiate
risks, and do not consider the consequences af doibns. They will always face to failure, andeatpt to lie,
cheat and manipulate others’ belongings. They ateatso able to accept responsibility for theiriats and ill-
treatment and are insensitive to feelings, thoughtsneeds of others [27]. Delavar and Ibrahimil@Gound that,
by analyzing the role of individual and familialctars in conduct disorder using meta-analysis (bthe studies
that have been conducted in Iran), many factolsiente on the incidence and persistence of thediisoOne of
these factor is attachment and emotional links.nEbe child’'s relationship with his father is alsonsidered. The
way parents interact with the child, parenting estghd etc. are extremely important in conduct disorMany
studies suggest that insecure attachment, pantiga@@oidant and ambivalent insecure attachmené stgn be most
seen in children at risk for conduct disorder.

Attachment Relationships

Child Specialists and child psychologists consii@enilial relationships, emotional styles and attaeht between
parents and child, as the reason of many disomferkildren, and emphasize on the impact of chitdhevents in
the formation of personality and their future litudies suggests that behavioral problems carabged by types
of attachment relationships, and also due to thetfeat childhood is the most important period wipemsonality
and character are formed, various conflicts ancabienal disorders in adolescence and childhood,catsed by
neglect the emotional problems of childhood ané [accorrect guidance in the process of transfoionatAlthough
everyone in childhood forms some sort of attachrsene, it is important that these attachment styhechildhood
can predict individual’s next behavior and heattladulthood. According to researchers, attachnsethite persistent
link or knots between two individuals, so that eide attempts to retain proximity with theme ofaliment and act
in such a way to ensure of the continuity of relafi8]. Individual's attachment style determines &motional and
cognitive principle, and strategies that guide éomatl reaction in individuals and interpersonalati@ins[32].
Researchers have identified attempting to justifierences of four styles/patterns in attempjutstify children’s
differences in attachment, including secure attamitm ambivalent / resistant insecure attachmewbjdant
insecure attachment and disorganized disorienttime attachment[8].

Different approaches to attachment

Some theories have directly or indirectly examitegthchment”:

Traditional theories of psychoanalysis, as BowlbG9) also notes, use “object relation” insteadthe&f word
“attachment”. New theories, however, like theoréBowlby and Ainsworth, prefer words such as “lttaent”,
“attachment face” in their theatrical discussions.

-psychoanalysis approach : Most of studies conducte development of attachment, is affected direly
psychoanalytic developmental theory. Based on gkispective, Activities of parental care such asastfeeding,
which is necessary for child’s life, have a fundataérole in shaping attachment [1].Freud, in tieigard, considers
psychoanalytic developmental theory as normal wisol of oral stage. Moreover, an analysis on ARnaeud’s
works also revealed that in her theory, she consittibject relations” of great importance. Accoglito her, child’s
life continues from infant’s absolute dependencenmaternal care, to emotional and material indepecelen
adulthood. In this regard, Mahler also investigaiesing an accurate and sophisticated method, ritegaction
between infant and mother in the first the year$ifefand formulate a theory on emotional developmeMahler
distinguishes 3 consecutive phases during the Jiggears of infant’s life (1977 and 1979). inclugermal autism
phase, normal symbiosis phase, and “separationithgition” phase which itself is divided into seafeintertwined
sections.

Donald W. Winnicott proposes three phases in thgard; absolute-attachment phase which is the ploadell
integration of mother and baby. Erikson suggesitttie first emotional relationship, if it is wstablished, that a
confidence to the outside world, he allows. Thesseof safety is a condition for any further progreSrikson’s
theory on the impact of maternal sensitivity andtmeds on-time and regular responsiveness to createire
attachment, and the role of sense of safety irdchiééxt behavioral and social development, maksghgory close
to that Bowl by’s [8].
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-Learning approach: In learning theories, attachtmwmzhaviors are caused by a complex process of ahutu
reinforcement. In Behaviorists’ theory, hungerrghiand pain are considered as primary drives. \W4thice these
primary drives, are called primary booster.

-Natural behavioral approach: Bowlby's attachmemtory has relied on natural behavioral findings.tuikl
behaviorists observe the animal’s behavior in tin@itural environment and believe that we lose atadata by
studying animals in laboratory. It is only by nauobservation that can find out how behavioraltgrats of
particular type are adapted with the environmenhaf type. How do they develop as the type (sg¢eie

Recent studies have proved the relation betwedbiiohattachment and aggression with peers, anerealizing

behaviors. Some studies have found relationshigwd®t group of avoidant attachment, and behavioalems.
Some findings, have confirmed the relationship leetwpattern of avoidant attachment and interngipioblems,
more than externalizing problems, among lower aittifa socioeconomic class[8]. Children who werbdétween
avoidant attachment and disoriented attachmentpeoed to children with pure avoidant attachmentewless
likely to have behavioral problems. In other wordahavioral problems have been reported to be highehildren

with avoidant attachment, and externalizing ancerimilizing problems are higher in children of figgtoup

(Avoidant / disoriented). Based on these findinggan be expected that disoriented attachmentioakhip in

childhood, may develop aggression and a combinati@xternalizing and internalizing symptoms. Thebk#dren,

later, show aggressive / hostile behaviors towaelq Some children, however, prefer lack of comioation [8].

It can be said generally that there is a relatigndfetween internal attachment visualizations ofepts and
externalizing problems of childhood. Deklyen (199@pposed that parents’ attachment status may ditipli
indicate child and parents’ behavior style. BasadRoth’s findings [35], children of parents belorgto secure
attachment group show more clinical improvementniatudies show the correlation of parents withavéral

and emotional problems of children with ADHD, andvd emphasized on the important role of strategieb
negative attitudes of parents. Many researchergestigd that there is also a relationship betwesn d& positive
parental behavior and developmental problems ofdcParent behavior. Expressions of parents thamudtite

interest and attention, and reward giving may wité appropriate behavior of children. In additiparents’
positive behaviors are likely to create positive oonal link between parents and children, and mate
involvement and positive attention may also redtlee incidence of behavioral problems in childreecduse
children, positively, are paid more attention, dhdrefore they do not need to attract attentiooufh negative
behavior [27].

Research hypotheses

- There is difference between children with Attentaeficit hyperactivity disorder and normal childremterms

of attachment relationships.

- There is difference between children with conduigodler and normal children in terms of attachment
relationships.

- There is difference between children with oppostilodefiant disorder and normal children in ternfs o
attachment relationships.

Research method

The current study aims to conduct comparative stidyttachment relationships in externalizing diteos including
attention deficit hyperactivity disorder, oppositétd defiant disorder and conduct disorder, and @abrchildren.
Research design is of casual — comparative typeg uorrelation method. The statistical populatadrthe study
consists of all male students in 7 — 12 years oith wymptoms of externalizing disorders (Attentideficit
hyperactivity disorder, oppositional defiant diserdand conduct disorder) in the city of Tabriztle year 2015.
Sampling method is multistage random sampling cotedliusing screening scores in elementary schodiglriz.
In order to screening, questionnaire CSI-4 was .uSedrefore, the data collection method in thissaesh is a
survey process and questionnaire is the tool fta dallection. Two questionnaires namely “child®mptoms
inventory” designed by Geddow and Sperfekin, Larayd Yonitat (1984), and “relations between attaetith
design by Halpern and Kaufenberg were used. Datdysia were conducted using SPSS statistical softwa
Inferential statistical methods are used for datalyesis, and Analysis of variance were used instbetion of data
analysis.

Statistical Analysis
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Levene test was used to verify the claims propedeulit the homogeneity of variances. The resultbasfe test are
given in the table below:

Table 1. Levene test's results in order to assedstmogeneity default between variances

Levene's statistics Degree of freedom 1 Degree of freedom2 Significance
5.273 3 196 0.002

The contents of the above table represent that benmaty default between variances, in the grougdietl have not
been fulfilled; Because Levene index (5.273) atdea@d on a significant level of 0.05 (P= 0.00Zherefore, post
hoc test are also needed while conducting varianegysis.

Results of variance analysis
Hypothesis one:There is difference between children with Attentateficit hyperactivity disorder and normal
children in terms of attachment relationships.

Table 2: Comparison of children with ADHD and normd children in terms of attachment relationships

Variable groups Averag%dlfference Standard errof ~ significance
Attachment relationship. Group I Group J 1&J
Hyperactive| Normal 8.46 1.65 0.001

The contents of the above table are related tocahgparison of children with ADHD and normal chédrin terms
of attachment relationships. Average differencevben these two groups (-10.8) with standard erfat.@5, is
statistically significant (P<0.05).. This means tttatachment relationships in children with Attentideficit
hyperactivity disorder are different, compared withrmal children.

Hypothesis two: There is difference between children with conduisbdier and normal children in terms of
attachment relationships.

Table 3: Comparison of children with conduct disoreer and normal children in terms of attachment relatonships

variable groups Average difference
Group | | GroupJ 1&J
conduct| normal 39.66 1.65 0.001

11

Standard erroff  significanc|

Attachment relationship.

The contents of the above table are related tocdhgparison of children with conduct disorder andmal children
in terms of attachment relationships. Average diffiee between these two groups (-50.46) with staneiaor of
1.65, is statistically significant(P<0.05). This ane that attachment relationships in children withduct disorder
are different, compared with normal children.

Hypothesis three: There is difference between children with opposiodefiant disorder and normal children in
terms of attachment relationships.

Table 4: Comparison of children with oppositional @&fiant disorder and normal children in terms of atachment relationships

Variable groups Average difference Standard erro] _ significance
Attachment relationship Group I | GroupJ 1&3J
Defiant | Norma 20.1¢ 1.6 0.001

The contents of the above table are related tacttmeparison of children with oppositional defiansafider and
normal children in terms of attachment relationshifiverage difference between these two groupsZ830with
standard error of 1.65, is statistically signifitf@%0.05). This means that attachment relationsinighildren with
conduct disorder are different, compared with ndrchéddren.
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RESULTS
Results of the post hoc tests

Table 4: Average homogeneity matrix for average gnaps under study

Subscales for the Alpha 0/05

post hoc test groups numb"conduct disobedienf  hyperactiye  normal
normal 50 36.2 - - -
hyperactive 50 - 56.38 -
Scheffe disobedient 50 - 75.85 -
conduct 50 - - - 86.66
significance - - - - 0.001

The contents of the above table indicate that $ehmdst hoc testto analyze the homogenous matrixa¥erage
group under study is statistically significant (F8%). There is therefore conventional homogenedtyveen groups
under study in terms of attachment variance. Assalt, the analysis conducted is statistically cordd, because
there is logical statistical correlation the averggoups under.

CONCLUSION

The current study aimed to conduct comparative ystaofl attachment relationships in young children hwit
externalizing disorders - attention deficit hypdinaty disorder, oppositional defiant disorder asmhduct disorder-
and normal children. The first finding of the resdasuggested that there is difference betweerdrehmil with
attention-deficit hyperactivity disorder and nornadlildren in terms of attachment relationships.other words,
children with attention-deficit hyperactivity distar, compared with normal students are in loweell@v terms of
attachment style and type of parental care anckgtion.

These findings are consistent with results of nedess of Alishahi Dehbozorgi and Dehghan (20153;@dini and
shafizadeh (2015), Maggi, Hunziker and Missey (30Ybisefi et al. (2013). The results of researdwslucted by
Bahrami (2008) also suggests that family functionhiperactive children, is different, as comparedHhat of
normal children. On the other hand, emotional raspp problem solving, emotional involvement andtadrhad
significant difference between two groups studredtirrent research.

The second finding of the research suggested lieae tis difference between children with condusbdier and
normal children in terms of attachment relationship another words, children with conduct disordiere to family
environment less favorable than that of normaldcén, follow avoidant / ambivalent insecure attaeit style.
These finding are consistent with the results skaeches of Ronen (2014), Lachmann (2006), Johng{diiam
and Pelham (1990).

The third finding of the research revealed thatehe difference between children with oppositiotkediant disorder
and normal children in terms of attachment relafops. In other words, children with oppositionafidnt disorder,
compared to normal children, follow insecure attaeht pattern. These findings are consistent wigulte of

researches of Steiner and Remsing (2007), Dollg),9@usefi, Erfani, Kheirabadi and Ghanei (2011)ai et al.

(2012), Jahanbakhsh et al. (2011).

Another findings of the research revealed thatehera difference, in terms of attachment relatijps, between
children with attention deficit hyperactivity distarand children with oppositional defiant disorderother word,
problems and ill-treatment of children with oppmsial defiant disorder are far worse and more diég, and this
causes more problems associated with attachmeattorehips, in such a way that they use ambivalesgcure
attachment.

Another findings revealed that there is a diffeeeme terms of attachment relationships, betweetdi@n with
attention deficit hyperactivity disorder and chéddrwith conduct disorder. In other words, childreith conduct
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disorder follow avoidant insecure attachment paftedways in trouble with their parents. The answerthe
research question is therefore positive. Althoughi §tudies have been conducted in this field, hewghe finding
is consistent with results obtained from researcfid?onen (2014) Delavar and Ibrahimi (2013) andii et al.
(2011). The latest findings revealed that thera dfference in terms of attachment relationshigsveen children
with oppositional defiant disorder and childreniwitonduct disorder. This means that although tleetspm where
disorders (ADHD, oppositional defiant disorder acahduct disorder) are placed is common, differenices
attachment relationships of 3 groups under studyewbserved with respect to the differences whidst in fields
and in each of these disorders, so that ambivailesgcure attachment relationships of parents arubrot
environmental factors are considered as factorsdhma explain the nature and severity of problensing from
individual differences in children with conduct dider. The finding is consistent with the findingfsresearches of
Green et al. (2014) and Guttman and Krouwel (20D@)nston, William ad pelham (1990).

In general it can be said that although the spettuhere disorders are placed is common, differeimcatachment
relationships of 3 groups under study, were obskwith respect to the differences which exist glds and in each
of these disorder. The causes of these disordesefore, can be one of the explanation of attachmiéference
between children with attention deficit hyperadtivilisorder, conduct disorder and oppositional atgfidisorder.
On the other hand, different approach towards tkesswders can be considered as another facttheinlifference
in terms of attachment relationships between gramger study.

REFERENCES

[1] Ahmadi, Sham al-Din (2002). The relationship betwehild attachment quality. — Mother with evolutioh
social skills and type of confrontation with distsen preschoolers, research report of ministrgcafcation of Qom
province.

[2] Beirami, Mansour. Ebadi Asayesh, Maasoumeh (2008inparison of oppositional defiant disorder (ODD) i
children in terms of mothers’ parenting methodsritén and family studies 1(4) 62 — 49

[3] Bloom Quest, m, L. (2004) adaptation skills withldlen with hyperactivity and symptoms of dipressiand
parentl distress. Translation J. Aleghemanrad, dreh8ena publishment.

[4] Tavakollizade, Jahangir (1997). Epidemiological amehavioral disorder and attention deficit in stide
Quartely journal of thoughts and behaviors. Yéamb. 1 and 2.

[5] Jalali, Ahmad; Elnaz; Babapour, Kheiruddin and $hadohamadreza (2009), The effect of trainingsipwe
parenting program on reduced externalizing disordehildren 7-10 years old. Journal of psycholagyiversity of
Tabriz, no 4 (13) p. 22-43.

[6] Jahanbakhsh, Marzieh; Bahari, Mohammad HosseinriABho’le; Jamshidi, November, 2012. The efficafy
attachment based therapy on oppositional defiampsyms in girls with attachment problems. JourrfaClinical
Psychology, Volume 3, Number 4 (12), 41-49.

[7] Khanjani, Zeinab. Hadavandi, Fateme (2013). Intégimg and externalizing disordrs in children arefgpnality
traits of mother. Journal of Psychology, 65, N0o33552.

[8] Khanjani, Zeinab (2005). Development and patholo§wttachment from childhood to adolescence. Tabriz
Foreouzesh Publication.

[9] Delavar, Ali; Ibrahimi, Ali (2003). Research mettsoth psychology and Educational sciences (Fourttioedl
Tehran, Virayesh Publications.

[10] Ziah-o din, Hassan and Shafizade, Nahid (2005)d&tpiology of Attention Deficit Hyperactivity Disoed and
Conduct Disorder in primary school students, Jdushpasychiatry and clinical psychology (thoughteldbehavior),
11 (4) 43419-425..

[11]Alishahi, Mohhamad Javad, Deh Bozorgi, Gholamremd Behghan, Bahram (2005). The prevalence of
attention deficit disorder and hyperactivity inldnén in primary school of Shiraz. Thought and Bebg Volume

5, Number 1. 67-61.

[12]Faramarzi, s; Abedi, A, & Ghanbari, A (2011). THéeet of communication pattern training on Oppasitl
Defiant Disorder of children. Medical Journal oftFia University of Medical Sciences, Volume 34 ,us<, pp. 90-
96.

[13]Kaplan, Sadock, Virginia (2004). Sumary of psyctyiatTr. Nosratollah Pour Afkari. Ayande sazan
publications (2003).

[14] Yusefi, Naser; Nawimi, Ghader, Ghaedniyaye JahréditiMohammadi, Hatam & Farmani shahre reza, Shiva
(2013). Comparison ofattention deficit / hyperaityivdisorder, oppositional defiant disorder andawact disorder in

284



Leila Sheidaeiet al Int J Med Res Health Sci. 2016, 5(7S):277-285

primary school children with learning and normadatiilities. Journal of Learning Disabilities. Volen3, Issue 1,
129-147.

[15] Yusefi, Faeghi Erfani, Nasrolah; Kheir Abadi, Ghale@za and Ghanei, Hossein (201). The prevalence of
conduct and oppositional defiant disorders in go@k school students of Kurdistan Province. Thougtd
Behavior, Vol. 16, No. 14; 3102-112.

[16]Achenbach, T._M., & Rescorla, L. A. (2001). ASEBAeocl age forms profiles.Burlington: University of
Vermont, Research Center for Children, Youth & Haemsi

[17]-Adler L, Cohen J.(2004). Diagnosis and avaluatiofh adult with attentiondeficit/hyperactivity disad
Psychiatric clinics of North America ; 27:187-201.

[18]-Ainsworth, M.(1989). Attachments beyond infancynérican Psychologist,44,709-716.

[19]-Barkley, R. A. (1981). The assessment of ADHD. 8abral. Assessment, 9, 207- 233.

[20]Bowlby, J. (1969). Attachmwnt and Loss: vol. |. @&thment. London: The Hogarth press and Institude of
psychologycal Analysis.

[21]-Cassidy, J. & Berlin, J. (1994).The insecure/araldxt patterns of attechement: Theory and rese&icitd
Development, 65, 971-991.

[22]-Dal, B. (1996). Prevalence of psychiatric disorderchild and youth. An agenda for advocacy by stho
psychology. School Psyvhology, 11, 20-46

[23]-Davids, E., & Gastpar, M. (2005). Attention deffibiyperactivity disorder and border linepersonatityorder.
Progressive Neuropsychopharmacology andBiologyyaffiatry, 29, 865-77.

[24]-Gimple, G.A., Holland, M.L. (2002). Emotional arBehavioral Problem ofYoung Children: Effective
Intervention in the Preschool andKindergarten Ygsesw York: Guild Ford Press.

[25]-Gardner F (1994). The quality of joint activitgtiveen mothers and their children with behaviabfgms.J
Child Psychol Psychiatry 1994; 35: 935-48.

[26]-Harda, Y., Saitoh, K., Lida, J., Hirebayashi, Mamada, S., & Amino, N., (2004). The reliabilitycamalidity

of the oppositional defiant behavior inventory, k@l of European child & Adolescent psychiatry, 185-190.
[27]-Jonksmy, A. Deterson, M & Mclnnis, W. (2000). Thhkild psychotherapy treatment planner, John Wiley
Sons/Inc.

[28]-Johnson, H. D., Lavole, J. C., & Mahoney, M. (2DDbiterparental conflict andfamily cohesion: Predlis of
loneliness, social anxiety and social avoidancthélate adolescence. Journal of Adolescent Resed6c(3)304-
318.

[29]-Lubar, J.F. (2003) .Neurofeedback for the manageofieattention deficit disorders.In M.S. Schwa&s
F.Andrasik(eds).Biofeedback: A practitioners guiwvYork:The Guilford Press.

[30]-Lewinsohn, P. Rohde. P. & Farrington, D. (2004heTOADP -CDS: A Breifscreener for adolescent cohduc
disorder. Child and Adolescent Psychiatry, 39,8888

[31]-Magai C, Hunziker J, Mesias W.(2015). Adult attaemt styles and emotional biases. Behavioral
Development, 24(3): 301-312.

[32]-Lochman, J. E.(2006). Cognitive-behavior interi@mtwith aggressive boys: three- Year follow-up and
Preventive effects. Journal of consulting and cihPsychology. (60):426-432.

[33]Loeber, Burke, Pardini (2013). Mechanisms of Bebiali and Affective Treatment Outcomes in Cognitive
Behavioral Intervention for Boys. Journal of Abn@in€hild Psychology, 66.(5): 860-874.

[34]-Mikulincer, M., Shaver, P. R. (2005). Attachmehtedry and emotions in close Attachment theory and
emotions in close Exploring the attachment relaigthmics of emotional reactions to relational eéseRersonal.
[35]-Ronen T. Imparting self-control skills toDecreasggressive behavior in a 12-yearold boy. Journaaifial
work.;(4):269-288.

[36]-Steiner, H. Remsing, L. (2007). Practice Paraméberthe assessment and treatment of children and
adolescents with oppsitional defiant disorder. dalr For the American Academy of Child and Adolesce
Psychiatry, 46( 1), 126-41.

[37]-Sadock, B.J. Sadoch, V. A., (2000). Comprehentixe book of psychiatry(7thed). Baltimore: Williarasnd
Wikins.

[38]-Teglasi, H., & Rthman, L. (2001). Stories: A classmbased program to reduse aggressive behdeiomal

of school Psychology, 39(1), 71-94.

[39]American Psychiatric Association, 2015, Diagnostid Statistical Manual of Mental Disorders, 5 tigND-5,
3013. Translation Hamayak Avadays Yans, Hasan htaigh®inabad, Davood Arab Gahestanei ,Tehran, Roshd
Publications.

285



