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Ágrip 
Bakgrunnur: Ýmsar kenningar eru til staðar um tengsl á milli frávika í tilfinningastjórnun 
og einkenna mótþróaþrjóskuröskunar hjá börnum. Einkenni mótþróaþrjóskuröskunar 
hefur verið skipt í þrjá flokka í nýjustu greiningarkerfum, með skaptengd einkenni í 
sérstökum flokki frá ögrandi hegðun og hefndarhyggju. Það hefur að hluta til leitt til þess 
að meiri áhersla hefur verið lögð á tilfinningatengdan þátt röskunarinnar. Rannsóknir 
hafa fjallað um þann möguleika að frávik í tilfinningastjórnun gætu verið hluti af 
skaptengda flokknum í greiningarskilmerkjum mótþróaþrjóskuröskunar. Aðrar 
rannsóknir hafa velt upp möguleikanum á að frávik í tilfinningastjórnun gætu verið eitt af 
kjarnaeinkennum röskunarinnar. Rannsóknir hafa þó einnig varpað fram þeirri tilgátu að 
frávik í tilfinningastjórnun gætu verið áhættuþáttur fyrir þróun mótþróaþrjóskuröskunar 
en frekari rannsókna er þörf. 

Markmið: Aðalmarkmið þessarar ritgerðar var að meta hvort og hvernig frávik í 
tilfinningastjórnun stuðla að þróun einkenna mótþróaþrjóskuröskunar. Rannsóknir hafa 
sýnt fram á nauðsyn þess að skoða þetta viðfangsefni með langtímarannsóknum. 
Jafnvel þótt frávik í tilfinningastjórnun og hafi verið rannsökuð af kostgæfni hefur 
áherslan verið meiri á tengsl þeirra við almennan hegðunarvanda hjá börnum. Þrátt fyrir 
að vandamál við að stjórna tilfinningum séu áberandi meðal barna með almenn 
hegðunarvandamál er enn þörf á að rannsaka nánar tengslin á milli frávika í 
tilfinningastjórnun og einkenna mótþróaþrjóskuröskunar sérstaklega. 

Aðferð: Þátttakendur voru foreldrar og kennarar 547 barna, 251 stúlka (45,8%) og 296 
drengir (54,2%), á aldrinum 5-6 ára á tíma 1 (meðalaldur = 5,69, SF= .31), 6-7 ára á tíma 
2 (meðalaldur = 6,61, SF= .30) og 7-8 ára á tíma 3 (meðalaldur = 7.60, SF= .30. 
Inntökuskilyrði í rannsóknina voru börn á aldrinum 5 til 6 ára, í leikskóla og með 
íslenskumælandi foreldra. Foreldrar og kennarar fengu hlekk á spurningalista, sem 
lagðir voru fyrir á þremur árlegum tímapunktum frá leikskóla til 2. bekkjar í grunnskóla. 

Niðurstöður: Samkvæmt niðurstöðum í rannsókn I voru stúlkur almennt með betri 
tilfinningastjórnun en drengir þar sem þær voru með með hærri meðaltöl á undirkvarða 
ERC sem metur tilfinningastjórnun (ER). Drengir voru með almennt meiri óstöðuglyndi 
og neikvæðni þar sem þeir voru með hærri meðaltöl á undirkvarða ERC sem metur 
óstöðuglyndi og neikvæðni (L/N) og með marktækt fleiri einkenni 
mótþróaþrjóskuröskunar og meiri almennan hegðunarvanda en stúlkur. Frávik í 
tilfinningastjórnun höfðu áhrif á einkenni mótþróaþrjóskuröskunar og almennan 
hegðunarvanda, samkvæmt bæði foreldrum og kennurum, en kynjamunur var 
takmarkaður. 



 

Misræmi milli upplýsingagjafa var skoðað í rannsókn II. Samræmi á milli foreldra og 
kennara var áberandi lágt, nema hvað varðar meðaltöl á undirkvarða ERC sem metur 
óstöðuglyndi og neikvæði (L/N) (ICC: tími 1 = .478; tími 2 = .566). Þegar skoðað var 
samræmi á meðal kennara á mismunandi skólastigum var misræmi milli 
upplýsingagjafa minna áberandi en milli foreldra og kennara. Gott samræmi var milli 
kennara varðandi flokka mótþróaþrjóskuröskunar (skaptengd einkenni (ICC = .499) og 
ögrandi hegðun (ICC = .475)). Það var mjög gott samræmi fyrir óstöðuglyndi/neikvæðni 
(L/N) (ICC = .753), og gott samræmi fyrir tilfinningastjórnun (ER) (ICC = .463). 

Í rannsókn III voru keyrð röð af líkönum, sem tengdu á hverjum tímapunkti 
tilfinningastjórnun og óstöðuglyndi/neikvæðni við einkenni mótþróaþrjóskuröskunar. 
Aðskilin líkön voru keyrð eftir upplýsingargjöfum (foreldrar og kennarar) og eftir kyni, 
(stúlkur og drengir), alls fjögur líkön. Samkvæmt svörum foreldra bentu niðurstöðurnar 
til þess að tengsl milli breytanna væru mjög svipuð fyrir bæði drengi og stúlkur. 
Niðurstöðurnar sýndu að fylgni var á milli tilfinningastjórnunar (ER) og 
óstöðuglyndis/neikvæðni (L/N) á hverjum tímapunkti við einkenni 
mótþróaþrjóskuröskunar á sama tímapunkti. Þegar litið var á forspárgildi frávika í 
tilfinningastjórnunar á tíma 1 á einkenni mótþróaþrjóskuröskunar á tíma 2 og 3 fundust 
takmörkuð áhrif. Til að prófa þessi forspárgildi með beinni hætti voru einfaldari líkön 
keyrð. Samkvæmt svörum foreldra sýndi líkanið marktækt samband fyrir bæði 
tilfinningastjórnun (ER) og óstöðuglyndi/neikvæðni (L/N) á tíma 1 við einkenni 
mótþróaþrjóskuröskunar á bæði tíma 2 og 3. Fyrir kennaragögnin var aðeins 
óstöðuglyndi/neikvæðni (L/N) á tíma 1 forspá um einkenni mótþróaþrjóskuröskunar á 
tímum 2 og 3. 

Ályktanir: Þó að niðurstöðurnar úr þessari rannsókn benda til þess að frávik í 
tilfinningastjórnun séu hluti af einkennum mótþróaþrjóskuröskunar frekar en 
áhættuþáttur, sýna niðurstöður án efa fram á sterk tengsl á milli þessara þátta.  Það 
gefur til kynna að þegar verið er að kortleggja hegðunarvanda hjá börnum er einnig 
mikilvægt að kortleggja hvort erfiðleikar með tilfinningastjórnun séu mögulega einnig til 
staðar.  

 

Lykilorð: tilfinningastjórnun, óstöðuglyndi/neikvæðni, ODD-einkenni, misræmi milli 
upplýsingagjafa, börn 
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Abstract 
Background: Various theories regarding the link between emotion dysregulation and 
Oppositional Defiant Disorder symptoms are presented in the current literature. Firstly, 
with ODD now being viewed as a multi-dimensional construct placing irritability and 
mood related symptoms in a separate category from defiant behavior and 
vindictiveness, there has been more emphasis on the emotion related aspect of the 
disorder. Therefore, some research has discussed the possibility that emotion 
dysregulation could be part of the mood related dimension of ODD. Secondly, research 
has also shown that emotion dysregulation is potentially a core feature of ODD because 
of the high correlation between these two factors. Lastly, that emotion dysregulation 
could be a possible risk factor for the development of at-risk ODD symptoms later in 
childhood, but further research is needed. 
 
Aims: The overall aim of this thesis was to better understand how emotion 
dysregulation contributes to the development of ODD symptoms. Research has 
highlighted the necessity to examine emotion dysregulation longitudinally among 
younger children and especially in relation to the development of externalizing 
disorders. Even though emotion regulation (ER) has been diligently studied, the focus 
has more been on the association of ER with general behavior problems. While 
problems in regulating and managing emotions figures markedly in depiction of general 
behavior problems, research on emotion dysregulation as a dual construct in relation 
to the development of ODD symptoms specifically are still needed. 
 
Method: Participants were 547 children, 251 girls (45.8%) and 296 boys (54.2%), ages 
5-6 at time 1 (mean age = 5.69, SD= .31), ages 6-7 at time 2 (mean age = 6.61, SD= .30) 
and ages 7-8 at time 3 (mean age = 7.60, SD= .30) and recruited through preschools. The 
inclusion criteria were children aged 5 or 6 at time 1, attending preschool with Icelandic-
speaking parents. Parents and teachers received a link to questionnaires at three 
annual time points from preschool to 2nd grade. 
 
Results: According to the findings in paper I, girls had higher means on the ER subscale 
of the ERC than boys, indicating better emotion regulation. The boys had higher means 
on the L/N subscale of the ERC, DBRS and CP subscale of the SDQ. Indicating that the 
boys had higher lability/negativity and more behavior problems/ODD symptoms than 
girls. When examining the cross-sectional relationship between emotion dysregulation 
and ODD symptoms/conduct problems, the moderation analysis was significant for 
parent-and-teacher-reported ODD symptoms and conduct problems, with both 
emotion regulation and lability/negativity contributing individually to those symptoms. 



 

Adding gender to the model resulted in a marginal increase for both parents and 
teachers, though the increase was only significant for teachers for conduct problems.  
 
Informant discrepancies were examined in paper II. The ICC and Cohen’s Kappa values 
concerning parent-teacher agreement, as well as teacher-teacher agreement across 
different school levels, preschool (time 1) and elementary school (time 2), were 
calculated. In terms of mean scores on assessment measures, agreement between 
parents and teachers was only fair for lability/negativity at both time points (ICC: time 1 
= .478; time 2 = .566). For other symptoms (emotion regulation and both ODD 
dimensions), agreement was markedly poor. When examining agreement among 
teachers across different school levels, discrepancies between informants were less 
evident compared to those between parents and teachers. Moderate agreement was 
observed for mood-related symptoms (ICC = .499) and defiant behavior (ICC = .475), 
while excellent agreement was noted for lability/negativity (ICC = .753), but only fair 
agreement for emotion regulation (ICC = .463).  
 
In paper III a series of path models were constructed, linking at each time point emotion 
regulation and lability/negativity with ODD symptoms. Separate models were run by 
source (parent reports; teacher reports) and by gender (girls; boys) for a total of four 
models. According to parent-report, the results indicated that the relationships 
between variables were very similar for both boys and girls. The results showed that 
emotion regulation and lability/negativity at each time point were consistently related 
to ODD symptoms at the same point in time, with emotion regulation being negatively 
related and lability/negativity positively related. When examining whether emotion 
regulation and lability/negativity can predict ODD symptoms at a later time point, there 
were limited effects. To test if emotion regulation and lability/negativity at time 1 can 
possibly predict ODD symptoms at times 2 and 3, in a more direct manner, simpler path 
models were created. For the parent data, the model showed a significant predictive 
relationship for both emotion regulation and lability/negativity at time 1 with ODD 
symptoms at both times 2 and 3. For the teacher data, only lability/negativity at time 1 
was significantly predictive of ODD symptoms at times 2 and 3.  
 
Conclusion: Even if the findings from this thesis point more towards emotion 
dysregulation being a feature of ODD symptoms rather than a risk factor, it is without a 
doubt that emotion dysregulation is strongly associated with ODD symptoms. The 
results indicate that when evaluating possible ODD symptoms among children it is also 
important to explore whether difficulties with emotion regulation are also present.  

Keywords: emotion regulation, lability/negativity, ODD symptoms, informant 
discrepancies, children 
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1 Introduction 
Studies estimate that the prevalence of disruptive behavior disorders is between 5-13% 
among school-aged children and is the leading cause for referrals to youth mental 
health services (Kimonis et al., 2014; Loeber et al., 2000; Maughan et al., 2004; 
Merikangas et al., 2009; Nock et al., 2007; Polanczyk et al., 2015). Disruptive behavior 
disorders include two disorders which are Oppositional Defiant Disorder (ODD) and 
Conduct disorder (CD) (American Psychiatric Association, 2013). Both consist of 
inadequate impulse control and defilements of social conduct (Burke et al., 2021; Cole 
et al., 1996; Diamantopoulou et al., 2011; Fairchild, 2021; Noordermeer et al., 2016). 
ODD, which is, by some, considered as a developmental antecedent of CD, can be 
identified as early as during the preschool years while CD is usually recognized later. 
CD is generally considered a more troubling disorder with higher overall negative 
outcome which makes identification of any precursors, such as ODD, of great 
importance (Beauchaine et al., 2007; Campbell et al., 2000; Stringaris et al., 2010; 
Tandon & Giedinghagen, 2017).  

Disruptive behavior disorders are of great concern because of their high degree of 
impairment. Early onset of these disorders can lead to a lifetime persistent trajectory of 
antisocial behavior and increased mortality rates (Hill, 2003; Loeber et al., 2000; Scott 
et al., 2017) which in turn leads to momentous cost for the community (Cohen & 
Piquero, 2007; Scott et al., 2001). The initial years of elementary school seem to be an 
especially vulnerable time as 65% of children exhibiting elevated levels of aggression 
when entering elementary school display behavior problems and associated academic 
difficulties two years later (Kim-Cohen et al., 2005) and have greater social impairment 
which affects their relationships with parents, teachers and peers (Burke et al., 2014). 
Despite extensive literature on disruptive disorders, many uncertainties still exist 
regarding ODD as it is seldom examined separate from CD, especially in non-clinical 
samples (Boylan et al., 2007; Fairchild, 2021; Greene & Doyle, 1999; Stringaris et al., 
2010). 

1.1 Oppositional Defiant Disorder 

ODD is categorized under the Disruptive, Impulse-Control and Conduct disorders 
category in the fifth edition of the Diagnostic and Statistical Manual of Mental disorders 
(DSM-5-TR) (American Psychiatric Association, 2013). The diagnostic criteria for ODD 
include a persistent pattern of anger, irritability, defiance, argumentative behavior 
and/or vindictiveness. Symptoms include losing temper, arguing, being easily annoyed, 
feeling angry, defying, annoying and blaming others and being spiteful. At least four of 
the eight symptoms included in the diagnostic criteria for ODD must be present for at 



 

2 

least six months during interactions with at least one individual who is not a sibling (the 
diagnostic criteria for ODD can be seen in Table 1) (American Psychiatric Association, 
2013).  

ODD symptoms often begin to emerge at the end of the preschool years and can persist 
into young adulthood and the prevalence for the disorder ranges from 1% to 11% with 
the average prevalence estimated around 3.6% (Burke & Romano-Verthelyi, 2018; 
Demmer et al., 2017; Polanczyk et al., 2015). ODD is believed to be more common 
among boys (Rowe et al., 2010) although that is up for debate as girls may display more 
covert behavior rather than noticeable defiance (Hamilton & Armando, 2008; 
Leadbeater et al., 2012). Although the diagnostic criteria for ODD have not changed 
much over time and the symptoms have remained largely consistent, ODD used to be 
viewed as a unidimensional construct (Burke & Romano-Verthelyi, 2018). ODD is now 
being viewed as a multi-dimensional construct placing irritability and mood related 
symptoms in a separate category from defiant behavior and vindictiveness (Burke et al., 
2021; Evans et al., 2017). Introducing this new subcategorization of symptoms into 
separate ODD dimensions emphasizes the potential importance of the emotion related 
aspect of the disorder (American Psychiatric Association, 2013; Burke & Romano-
Verthelyi, 2018; Frick & Matlasz, 2018; Ollendick et al., 2018). Even though children with 
ODD are viewed as anti-social and deliberately defiant, it is possible that that 
interpretation is too constricted and that the disorder extends beyond disruptive 
oppositional behavior and possibly involves emotional difficulties as well. Emotional 
difficulties among children can certainly undermine the child’s ability to comply with 
adult demands, which in turn could possibly be masked as defiance (Hamilton & 
Armando, 2008; Ollendick et al., 2018; Rowe et al., 2010). This emphasizes the 
importance of identifying factors, such as emotion dysregulation, that could possibly 
influence the onset and symptom severity of ODD in children. 

Table 1. 
Diagnostic criteria in the DSM-5TR for Oppositional Defiant Disorder 

At least four symptoms from any of the following categories need to be present for at least six months 
during an interaction with at least one individual who is not a sibling 
Angry/Irritable mood    
1. Often loses temper 2. Is often touchy or 

easily annoyed 
3. Is often angry 
or resentful 

 

Argumentative/Defiant Behavior    
4. Often argues with authority 
figures or, for children and 
adolescents, with adults 

5. Often actively defies 
or refuses to comply 
with requests from 
authority figures or with 
rules 

6. Often 
deliberately 
annoys others 

7. Often blames 
others for his or her 
mistakes or 
misbehavior  

Vindictiveness     
8. Has been spiteful or vindictive at 
least twice within the past 6 
months 
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1.2  Emotion dysregulation 

Research in psychology has highlighted the importance of further knowledge on 
emotions because of their important function in both typical and atypical development 
of children (Cappadocia et al., 2009; Cicchetti et al., 1995; Cole et al., 2004; Cole et al., 
1994; Southam-Gerow & Kendall, 2002). Therefore, children’s ability to regulate their 
emotions, or show emotion regulation skills, has been an important topic of research 
as a steady pattern of poor emotion regulation can compromise behavioral functioning 
and psychological development (Adrian, Zeman, et al., 2011; Bradley et al., 2009; Cole 
et al., 2017; Cole et al., 1994; Yu et al., 2022).  

Emotion regulation is a multifaceted concept entailing interactions between many 
different factors such as physiological arousal, facial and behavioral expressions, inter- 
and intrapersonal goals, incentive, and cognitive appraisals, making meticulous 
classification of the concept challenging (Adrian, Zeman, & Veits, 2011; Cole et al., 
2017; Gross & Thompson, 2007; McMain et al., 2001). Thompson (1994) defined 
emotion regulation as internal and external processes accountable for monitoring, 
assessing, and adjusting emotional responses to accomplish personal goals. An 
example of an external process is when a person tries to look composed when worried 
and an example of internal process is when a person directs their attention away from 
something unpleasant (Gross, 2013). Although Thompson’s definition of emotion 
regulation is most frequently cited, there seems to be no single definition on emotion 
regulation (Bridges et al., 2004; Cole & Deater‐Deckard, 2009; Cole et al., 2004; 
Harrington et al., 2020). Gross (2002) added that emotion regulation also entails any 
changes in emotion such as possible latency, the magnitude and balance of response. 
The purpose of emotion regulation is then to manage these changes by reducing, 
increasing, or sustaining a certain emotion depending on the circumstances (Cole et 
al., 1994; Gross, 2002; Gross & Thompson, 2007; Southam-Gerow & Kendall, 2002).  

It is important to point out that emotion regulation may be differently expressed among 
children compared to adults in relation to the status of their cognitive functioning 
(Blandon et al., 2008; Cole et al., 2008). Shields and Cicchetti (1998) specifically 
defined emotion regulation among children as the aptitude in managing emotional 
experiences and expressions. They also highlighted the importance of a child’s ability 
to function well in diverse situations. Children who manage to express emotion in an 
adaptive way more often show higher emotion regulation than children who express 
their emotions in maladaptive ways (Cicchetti et al., 1995; Gross & Thompson, 2007; 
Hamaidi et al., 2021). It is also believed that if children understand their emotions, they 
are more likely to express their emotions in a more adaptive way (McLaughlin et al., 
2011). Regardless of different definitions of emotion regulation the consensus in the 
literature and the key factor seems to be that when emotion regulation skills develop 
normally, children learn to manage demanding emotional experiences and to convey 
their emotions in ways that are socially and developmentally appropriate (Cole & 
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Deater‐Deckard, 2009; Cole et al., 1994; Hamaidi et al., 2021; Shields & Cicchetti, 1997, 
1998).  

When emotion regulation skills do not sufficiently develop children may display 
emotion dysregulation and show deficiencies in their ability to control and manage their 
emotions. Emotion dysregulation is commonly described as a lack of age-appropriate 
regulation skills (Cole et al., 2004; Cole et al., 1994; Gross, 1998; Keenan, 2000; Shields 
& Cicchetti, 1997, 1998; Thompson, 1994, 2011) and may be viewed as a dual construct. 
The first aspect being ineffective emotion regulation, when children demonstrate 
deficiencies in the ability to manage their emotions, which change rapidly and are 
expressed intensively (Adrian, Zeman, et al., 2011; Bradley et al., 2011; Cole et al., 2004) 
and the second aspect being sensitivity to emotion eliciting events, or lability, where 
children swiftly respond to emotion inducing events, often negatively, and have 
difficulty in recovering from their reactions (Barrett, 2006; Pietromonaco & Barrett, 
2009; Shields & Cicchetti, 1997, 1998). Therefore, emotion dysregulation could be 
described either as low emotion regulation and high lability/negativity, or both. The term 
dysregulated emotion is preferable to unregulated emotions because dysregulation 
implies that normal regulatory processes are operating in a dysfunctional manner. 
Thus, dysregulation is not defined by intense and specific emotions but rather from 
deviations in how emotion is regulated because intense emotions are not necessarily 
dysfunctional if they are regulated well (Cole et al., 2017; Cole et al., 1994). A healthy 
adjustment and development of emotion regulation is very important for children as 
they are more likely to thrive during their development (Blandon et al., 2008). Research 
indicates that children acquire skills to regulate their emotions between ages 2-5, 
making the preschool years and the beginning of elementary school a particularly 
interesting study period (Blandon et al., 2008; Cole, Dennis, et al., 2009; Cole et al., 
2008; Dennis & Kelemen, 2009; Gerstein et al., 2011).  

Research has shown that emotion dysregulation can undermine functioning in multiple 
domains and children with deficits in emotion regulation are more receptive for added 
difficulties (Binder et al., 2020; Blandon et al., 2008; Paulus et al., 2021). Emotion 
dysregulation has not only been linked to various psychopathology in children and 
adolescents, such as depression, anxiety and eating disorders but also described as a 
transdiagnostic construct in various diagnoses (Binder et al., 2020; Calkins et al., 2019; 
Cappadocia et al., 2009; Carthy, Horesh, Apter, et al., 2010; Cicchetti et al., 1995; 
Dennis & Hajcak, 2009; Eisenberg et al., 2010; Frick & Morris, 2004; Gross & Muñoz, 
1995; Janiri et al., 2021; Keenan, 2000; McLaughlin et al., 2011; Paulus et al., 2021; Röll 
et al., 2012; Schäfer et al., 2017; Stringaris et al., 2010; Vogel et al., 2019; Yu et al., 
2022). Children diagnosed with anxiety and depression have difficulties regulating 
emotions and may also have a poorer emotional understanding (Carthy, Horesh, Apter, 
& Gross, 2010; Gross & Muñoz, 1995; Hannesdottir & Ollendick, 2007; Hofmann et al., 
2012; Keenan, 2000) The same goes for children diagnosed with Attention Deficit-
Hyperactivity Disorder (ADHD). Emotion dysregulation is more common among these 
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children, especially among boys (Carlson & Wang, 2007; Hinshaw, 2003; Keenan, 2000; 
Silverman et al., 2022). In a meta-analysis by Graziano and Garcia (2016) of 77 studies 
on ADHD and emotion regulation the results showed that children with ADHD displayed 
deficits in both lability/negativity and emotion regulation and deficits in 
lability/negativity were more prominent compared to low emotion regulation among 
children diagnosed with ADHD (Graziano & Garcia, 2016).  

It is possible that emotion dysregulation is not only more common among children 
diagnosed with a mental disorder but that there are important interactions between 
those factors and that emotion dysregulation could partly explain certain symptoms. 
Such as, negative emotions among children diagnosed with depression and anxiety, 
impulsivity and attention deficits among children diagnosed with ADHD and disruptive 
behavior among children diagnosed with CD (Cappadocia et al., 2009; Carthy, Horesh, 
Apter, et al., 2010; Carthy, Horesh, Apter, & Gross, 2010; Dennis & Hajcak, 2009; 
Eisenberg et al., 2010; Frick & Morris, 2004; Gross & Muñoz, 1995; Keenan, 2000; Martel, 
2009; McLaughlin et al., 2011).  

Gender differences in relation to emotion regulation have received little attention. 
Among adolescents and adults, the results vary, ranging from no gender differences to 
better emotion regulation among women compared to men (Nolen-Hoeksema, 2012; 
Zimmermann & Iwanski, 2014). Sanchis-Sanchis et al. (2020) found that children aged 
9–12 scored lower on emotional regulation strategies compared to children aged 13-16 
years. In terms of specific emotions, girls reported higher utilization of emotional 
regulation strategies for managing anger, sadness, and anxiety compared to boys 
(Sanchis-Sanchis et al., 2020). Hill et al. (2006) found that emotion dysregulation was a 
stronger predictor for externalizing behavior problems among girls but other studies in 
this area have not reported any gender comparisons.  

 

1.3 Emotion dysregulation and general behavior problems 

As already indicated, children’s emotions can influence their behavior and if a child is 
unable to regulate their emotions, behavior problems may be more common. Several 
studies have associated deficits in emotion regulation in the manifestation of 
externalizing behavior problems in general (Ashiabi, 2000; Brenning et al., 2022; Cole et 
al., 1994; Dunsmore et al., 2013; Fantuzzo et al., 2005; Hill et al., 2006; Silk et al., 2003). 
Blandon et al. (2010) examined the association between emotion regulation, 
lability/negativity and generalized behavior problems in a longitudinal study across the 
ages of 2 to 7. The study included both parent and teacher-report. The authors reported 
a negative correlation between emotion regulation and externalizing behavior problems 
and concluded that better emotion regulation was associated with less externalizing 
behaviors, both according to parents and teachers (Blandon et al., 2010). Hill et al. 
(2006) assessed longitudinally the role of emotion regulation in externalizing behavior 
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problems among preschool children. Emotion regulation was assessed when the 
children were two years old and externalizing problems were assessed when the 
children were at 2, 4 and 5 years of age. The authors found that children who showed 
more dysregulation had more severe externalizing behavior problems and emotion 
dysregulation was found to be a stronger predictor for these symptoms among girls (Hill 
et al., 2006). Gerstein et al. (2011) examined longitudinally the association between 
regulatory capabilities and externalizing behavior problems among preschool children 
(ages 3-5). Externalizing behavior problems were assessed with parent-report and 
emotion regulation was assessed with distress venting and frustration tasks. The 
authors reported a positive correlation between distress venting and externalizing 
behavior problems and concluded that children who displayed dysregulation also 
showed more severe externalizing behaviors (Gerstein et al., 2011). Halligan et al. 
(2013) investigated, longitudinally, emotion regulation in children at either high-risk or 
low-risk for the development of behavior problems. Emotion regulation and behavior 
problems were assessed using direct observation and parent-reported questionnaire 
when the children were 12 months, 18 months and 5 years-old. The authors found that 
children at higher risk for developing externalizing behavior problems showed poorer 
emotion regulation compared to low-risk children at all assessment periods. They also 
reported that from 12 months after the first assessment, emotion regulation was stable 
across different ages and was associated with externalizing behavior problems 
(Halligan et al., 2013). Hill et al. (2006), Gerstein et al. (2011) and Halligan et al. (2013) 
all reported either that better emotion regulation among the children were associated 
with less severe behavior problems or that more dysregulated emotions were linked to 
more behavior problems. All these studies were based on parent reports of externalizing 
behavior problems and emotion dysregulation was derived from performance on 
frustration tasks in a laboratory setting. This could limit the generalizability of the results 
as it is done in a controlled setting.  

McLaughlin et al. (2011) assessed emotion dysregulation and symptomatology at two 
time points (seven months apart) in a large community sample among children aged 11-
14 years old with the use of self-report questionnaires. They found that deficits in 
emotion regulation predicted increase in symptoms of anxiety, eating disorder 
pathology and aggressive behavior but not in depressive symptoms. Conversely, 
psychopathology did not predict emotion dysregulation, supporting the notion that 
emotion dysregulation could be a predictor rather than a consequence of 
psychopathology (McLaughlin et al., 2011). Eisenberg et al. (2001) examined the 
relation of different types of negative emotion and regulation to internalizing and 
externalizing behavior problems among 55–97-month-old children. The authors 
administered screening questionnaires to obtain information on internalizing and 
externalizing behavior problems. Their findings indicated that children with 
externalizing problems were more prone to anger and low regulation compared to non-
disorders and children with internalizing problems. Dunsmore et al. (2013) evaluated 
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the link between children´s emotion regulation and lability/negativity and ODD 
symptoms using parent-reported screening questionnaires. The age range of the 
children was 7-14 years. Authors found that emotional lability/negativity was positively 
related to externalizing symptoms. As already indicated, many studies have focused on 
the association between emotion dysregulation and general behavior problems (Binder 
et al., 2020; Blandon et al., 2010; Eisenberg et al., 2001; Gerstein et al., 2011; Halligan 
et al., 2013; Hill et al., 2006) and found that deficits in emotion regulation, negative 
emotions (such as anger) and lability/negativity are associated with more severe 
behavior problems. As depicted here, many studies have examined the relationship 
between emotion dysregulation and general behavior problems. However, studies on 
the connection between emotion dysregulation and ODD symptoms specifically, rather 
than behavior problems in general, are lacking.  

1.4 Emotion dysregulation and ODD 

Even though it could be viewed that emotion dysregulation and ODD is obviously linked, 
it is still subjected to debate what role emotion dysregulation precisely plays in the 
manifestation and development of ODD symptoms. A wide range of positions have been 
supported with only a limited number of studies done over a long period of time. 
Research has implied that emotion dysregulation could be a core feature, risk factor or 
possible dimension of ODD (Aldao et al., 2016; Cavanagh et al., 2017; Deutz et al., 2020; 
Frick & Matlasz, 2018; Kleine Deters et al., 2020; Liu et al., 2019; Martel et al., 2012; 
Ollendick et al., 2018; Stringaris & Goodman, 2009).  

Cavanagh, Quinn et al. (2017) argued that emotion dysregulation is possibly a core 
feature of ODD symptoms as they are highly correlated and therefore concluded that 
ODD is better conceptualized as a disorder of emotion, rather than a disorder of 
behavior. Stringaris and Goodman (2009) examined the contributions of temperament 
to ODD and comorbid disorders (mainly internalizing disorders and ADHD). 
Temperament was assessed using a screening questionnaire and ODD and other 
psychopathology was assessed using a diagnostic interview. Children were assessed 
by mothers when the children were 38 and 91 months old. The authors found that 
emotions are an important factor in psychopathology as ODD at 91 months was 
predicted by two different temperamental dimensions, emotionality and activity at 38 
months and what is encapsulated by the irritable dimension of ODD (equivalent to the 
angry/irritable dimension in DSM-5) is an inclination to emotion dysregulation. 
Furthermore, emotionality strongly predicted comorbid ODD and internalizing 
disorders (Stringaris & Goodman, 2009). Liu et al. (2019) assessed emotional lability 
and ODD among children aged 6-16 years using parent-report. They found that 
emotional lability is a distinct dimension with specific concurrent and predictive validity 
and a separate construct from the angry/irritable dimension of ODD. Martel et al. (2012) 
assessed temperament and ODD symptoms among preschool children (aged 3-6) in a 
cross-sectional study. Temperament was assessed using direct observation and 
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parent-reported screening questionnaire, but ODD symptoms were assessed by both 
parents and teachers. The authors found that high levels of negative affect, such as fear, 
sadness, and anger, appeared to be associated with more severe ODD symptoms 
(Martel et al., 2012).  

Furthermore, Zhang and colleagues (2023) found, among children aged 6 to 13 years 
(mean age 10 years), a correlation between emotion lability/negativity and ODD 
symptoms. This association was only seen for teacher-reported symptoms and not 
parent-reported symptoms. The authors therefore inferred that maybe because 
parental supervision is lacking in the school environment emotional lability/negativity is 
more prominently reported among teachers (Zhang et al., 2023). Additionally, two 
recent studies have examined the relationship between emotion dysregulation and 
ODD symptoms longitudinally while also examining either parental emotion regulation 
or responsiveness. Chen and colleagues (2022) examined the longitudinal relations 
among emotion regulation and ODD symptoms among children aged 6-13. Emotion 
regulation and ODD symptoms were assessed by the parents at three different time 
points. The authors found an interaction between children’s emotion regulation, 
parent’s emotion regulation and ODD symptoms (Chen et al., 2022). He et al. (2023) 
also examined the longitudinal relationship between emotion dysregulation and ODD 
symptoms focusing on parental responsiveness. The study used parent-report on 
emotion dysregulation and ODD symptoms each year for three consecutive years 
among children aged 6-13. They found that parental responsiveness was a protective 
factor for improved emotion regulation among children which in turn influenced ODD 
symptoms (He et al., 2023).  

In sum, a few studies have focused on examining ODD symptoms specifically, but 
emotion dysregulation has been evaluated with different designs, methods, and various 
assessments. Some have only included parent-report while others also included 
teacher-report. This thesis aimed to address a specific gap in the literature and not only 
assess ODD symptoms but also emotion dysregulation as a dual construct, evaluating 
emotion regulation and lability/negativity separately over three timepoints, using both 
parent- and teacher report. This is believed to be of interest in the light of the recent 
emphasis placed on the mood-related aspect of ODD (Burke et al., 2021; Dunsmore et 
al., 2013; Frick & Matlasz, 2018).  

1.5 Informant discrepancies 

When evaluating any symptoms among children a widely embraced method is the 
multi-informant assessment. This method involves gathering insights from various 
sources like parents, teachers, clinicians, and often the child themselves (Achenbach, 
2006; Chen et al., 2017; De Los Reyes, 2011; De Los Reyes et al., 2019; Kraemer et al., 
2003; Lavigne et al., 2015). Using this approach is imperative, as each source might 
offer unique perspectives on a child’s behavior and functioning, particularly in cases 
where the child can't self-report due to their age and developmental status. Moreover, 
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in some situations, evaluating a child's behavior across different contexts becomes 
crucial, especially for disorders like ADHD (American Psychiatric Association, 2013). 
However, discrepancies among reports from different sources, termed informant 
discrepancies, are common and can complicate diagnostic assessments (Achenbach, 
2006; Achenbach et al., 1987; De Los Reyes et al., 2015; De Los Reyes & Kazdin, 2005).  

Initially attributed to measurement error, these inconsistencies are now thought to be 
influenced by various factors (Achenbach, 2011; De Los Reyes, 2011; De Los Reyes & 
Kazdin, 2005). First, differences between reports from parents and other informants 
might arise from the characteristics of the informants themselves, shaping their 
interpretations of the same behavior and impacting reporting accuracy (Achenbach, 
2006; De Los Reyes & Kazdin, 2005). For instance, consider reports from depressed 
parents; their negative outlook could affect how they perceive their child's behavior 
(Ordway, 2011). Second, variations in attributions could contribute to these 
differences, where some informants attribute a child’s behavior solely to the child's 
traits, overlooking their own role in influencing the behavior. For instance, parents who 
are overly controlling might see their child's behavior as defiant, ignoring their own 
influence, whereas others might see the same conduct as resistance. Another reason 
for differences in reporting could be the setting in which the informants interact with the 
child (De Los Reyes & Kazdin, 2005). Home and school environments have different 
demands and dynamics, leading to varied behaviors in children. At home, it's quieter 
with fewer demands, allowing for more playtime, whereas teachers might witness the 
child in more challenging situations (De Los Reyes et al., 2009). Moreover, the 
interactions between the child and different adults vary, resulting in differences in 
routines, consequences, and methods between parents and teachers (Achenbach et 
al., 1987). This can cause the child to display more behavioral difficulties either at home 
or at school.  

Research on these differences in reports focus on the idea that children behave 
differently in diverse contexts (De Los Reyes et al., 2009; De Los Reyes & Kazdin, 2005). 
It suggests that one informant's report isn't less important or unreliable; instead, a 
child's behavior might vary based on the situation (Achenbach, 2011; Achenbach et al., 
1987; De Los Reyes et al., 2010). Some studies specifically analyze conflicting reports 
of externalizing behavior problems, often comparing parent and teacher reports (De Los 
Reyes et al., 2009; Kerr et al., 2007; Olson et al., 2018). For instance, Kerr et al. (2007) 
discovered that parents of 3-5-year-olds reported more severe externalizing behavior 
problems than teachers did. Similarly, De Los Reyes et al. (2009) found low agreement 
between informants in a sample of 3-5-year-old low-income children, with parents 
reporting more severe externalizing behavior problems than teachers. Olson et al. 
(2018) noted that teachers tended to rate boys aged 5 to 13 years higher in severe 
externalizing behavior problems compared to girls, while mothers did not report 
significant gender differences. From these findings, it appears that parents tend to 
highlight more severe issues compared to teachers.  



 

10 

While inconsistencies have been identified in reports of externalizing behavioral 
problems in young children, there's a scarcity of studies focusing on the differences in 
evaluating symptoms of specific behavior disorders like ODD, especially in relation to 
the newly defined dimensions. In a study involving preschoolers, Ezpeleta and Penelo 
(2015) discovered that differences between informants were more noticeable regarding 
defiant behavior rather than mood-related symptoms, with parents often reporting 
more severe problems than teachers. This indicates that irritability and mood-related 
symptoms in ODD might be less influenced by differing contexts among informants or 
might be more consistently observed across various settings. There are only a handful 
of studies that have delved into informant discrepancies regarding difficulties in 
regulating emotions (Hourigan et al., 2011; Olson et al., 2018; Sarıtaş & Gençöz, 2012). 
Sarıtaş and Gençöz (2012) noted that adolescents aged 14-17, both boys and girls, 
reported more challenges in emotion regulation, especially inhibition, compared to 
their mothers. Discrepancies were more noticeable between mothers and daughters 
than between mothers and sons. Hourigan et al. (2011) discovered that children aged 
7-12 reported greater inhibition, while parents highlighted more expression difficulties, 
particularly concerning anger and sadness. Lastly, Olson et al. (2018) investigated 
differences in reports between parents and teachers regarding emotion dysregulation 
in children aged 5-13, finding that parents rated emotional dysregulation, especially in 
girls, significantly higher than teachers did. 

1.6 Summary 

Emotion regulation is a multifaceted and complex concept entailing interactions 
between many different factors (Adrian, Zeman, & Veits, 2011; Cole et al., 2017; Gross 
& Thompson, 2007; McMain et al., 2001) and many definitions on emotion regulation 
are available in the literature (Bridges et al., 2004; Cole & Deater‐Deckard, 2009; Cole 
et al., 2004; Gross, 2013; Harrington et al., 2020; Shields & Cicchetti, 1998; Thompson, 
1994). However, the focus in this thesis is on emotion dysregulation and the view that it 
is a dual construct. The first aspect being ineffective emotion regulation, when children 
demonstrate deficiencies in the ability to manage their emotions, which change rapidly 
and are expressed intensively (Adrian, Zeman, et al., 2011; Bradley et al., 2011; Cole et 
al., 2004) and the second aspect being sensitivity to emotion eliciting events, or lability, 
where children swiftly respond to emotion inducing events, often negatively, and have 
difficulty in recovering from their reactions (Barrett, 2006; Pietromonaco & Barrett, 
2009; Shields & Cicchetti, 1997, 1998). Hence, emotion dysregulation could be 
described as low emotion regulation or high lability/negativity, or both. The central 
feature of low emotion regulation can be viewed as lack of control. A child displaying 
low emotion regulation would have difficulty managing their emotions, regardless of if 
the emotion is perceived to be positive or negative, and the emotions could change 
quickly. The central feature of high lability/negativity can be viewed as intense reactivity. 
A child displaying high lability/negativity would usually react quickly in a situation and 
frequently in a negative way and then have difficulty recovering afterwards. Even though 
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there seems to be no single definition on emotion regulation, there is definite 
consensus in the literature that emotion dysregulation can undermine functioning in 
multiple domains and children with deficits in emotion regulation are more receptive 
for added difficulties (Binder et al., 2020; Blandon et al., 2008). This highlights the 
importance of not only identifying emotion dysregulation at an early age but also how 
imperative it is to teach children how to regulate their emotions.  

The question isn't whether emotion dysregulation impacts symptoms of ODD, but 
rather how this impact manifests. Various theories regarding the link between emotion 
dysregulation and ODD symptoms are presented in the current literature. Firstly, with 
ODD now being viewed as a multi-dimensional construct placing irritability and mood 
related symptoms in a separate category from defiant behavior and vindictiveness 
(Burke et al., 2021; Evans et al., 2017; Frick & Matlasz, 2018), there has been more 
emphasis on the emotion related aspect of the disorder. Therefore, some research has 
discussed the possibility that emotion dysregulation could be part of the mood related 
dimension of ODD (Frick & Matlasz, 2018; Liu et al., 2019; Ollendick et al., 2018). 
Secondly, research has also shown that emotion dysregulation is a core feature of ODD 
because of the high correlation between these two factors (Cavanagh et al., 2017; Chen 
et al., 2022; He et al., 2023; Martel et al., 2012; Zhang et al., 2023).  Lastly, that emotion 
dysregulation could be a possible risk factor for the development of at risk ODD 
symptoms later in childhood (Calkins et al., 2019; Stringaris & Goodman, 2009) but 
further research is needed. 
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2 Aims 
The overall aim of this thesis was to better understand how and if emotion dysregulation 
contributes to the development of ODD symptoms. Research has highlighted the 
necessity to examine emotion dysregulation longitudinally among younger children and 
especially in relation to the development of externalizing disorders (Cicchetti et al., 
1995; Cole & Deater‐Deckard, 2009; Cole et al., 1994; Dunsmore et al., 2013; Hill et al., 
2006; Martel, 2009; Southam-Gerow & Kendall, 2002). Even though emotion regulation 
has been diligently studied, the focus has mainly been on its association with general 
behavior problems. While problems in regulating and managing emotions figures 
markedly in depiction of general behavior problems, research on emotion dysregulation 
as a dual construct in relation to the development of ODD symptoms specifically are 
still needed (Cole, Hall, & Radzioch, 2009; Cole, Hall, et al., 2009; Cole et al., 1994; 
Dunsmore et al., 2013; Dunsmore et al., 2016; McLaughlin et al., 2011).  

The purpose of this thesis was therefore to assess the relation between emotion 
dysregulation and the development of ODD in preschoolers and at the beginning of 
elementary school. The prevalence and nature of emotion dysregulation was assessed 
and monitored among preschool children, who were followed to the end of their second 
year at elementary school. In addition, the development of clinical symptoms was 
assessed and monitored with a specific focus on ODD symptoms. Given that utilizing 
multiple informants is considered the gold standard for gathering information regarding 
symptoms of psychopathology in children, it becomes important to evaluate any 
disparities among informants. As the aim of this thesis is to assess the relationship 
between emotion dysregulation and ODD symptoms it becomes imperative to examine 
any potential differences in reports from various informants, particularly concerning 
emotion dysregulation and ODD symptoms. It is believed that this thesis will add 
valuable information to the existing literature.  

The overall study for this thesis included multiple important characteristics that 
possibly added to some gaps in the current literature. Firstly, it involved a sizable 
community sample with a balanced gender distribution. Secondly, it was a longitudinal 
study assessing children in their last year at preschool and their first two years of 
elementary school. Lastly, the assessment methodology adhered to the gold standard 
of data collection, administering questionnaires to multiple sources, including parents 
and teachers across two different school levels.  
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2.1 Aim of paper I 

The aim of paper I was to examine the cross-sectional association between emotion 
dysregulation and ODD symptoms. Considering the results from Martel et al. (2012) and 
Blandon et al (2010) a strong relation between emotion dysregulation and ODD 
symptoms/conduct problems, especially regarding lability/negativity, was expected. It 
was also believed that emotion dysregulation, ODD symptoms and conduct problems 
would be more prominent among boys (Mitchison et al., 2019). 

2.2 Aim of paper II 

As the overall project included multi-informant assessment it was decided to also 
examine informant discrepancies. The aim of paper II was to examine these 
discrepancies between parents and teachers on two dimensions of ODD 
(irritability/mood related symptoms and defiant behavior/vindictiveness) and two 
aspects of emotion dysregulation (emotion regulation skills and lability/negativity) at 
two different time points. Gender differences among the children were also explored. 
Based on results from other studies (Olson et al. (2018) and Ezpeleta and Penelo (2015)) 
it was hypothesized that discrepancies between parent and teacher reports would be 
noticeable especially regarding the defiant behavior/vindictiveness dimension of ODD, 
and that parents would report more severe emotion dysregulation among the children 
compared to teachers (Mitchison et al., 2022).  

2.3 Aim of paper III 

The aim of paper III was to assess the trajectories of emotion regulation, 
lability/negativity, and ODD symptoms in a longitudinal study, with three time points, 
including two separate school levels (preschool and elementary school) and for gender. 
Considering previous research on emotion regulation and ODD symptoms it was 
hypothesized that the trajectories of emotion regulation, lability/negativity and ODD 
symptoms would remain somewhat stable across all time points. It was also 
hypothesized that emotion regulation and lability/negativity at time 1 would predict 
ODD symptoms at time 2 and 3 (Mitchison, et al., manuscript under review). 
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3 Materials and Methods 
Participants were 547 children, 250 girls (45.8%) and 296 boys (54.2%), ages 5-6 at time 
1 (mean age = 5.69, SD= .31), ages 6-7 at time 2 (mean age = 6.61, SD= .30) and ages 7-
8 at time 3 (mean age = 7.60, SD= .30) and recruited through preschools. The inclusion 
criteria were children aged 5 or 6 at time 1, attending preschool with Icelandic-speaking 
parents. Children scoring above the cutoff (>15 points) on the Childhood Autism 
Spectrum Test (CAST) at time 1 were excluded from the study. At time 2 children who 
met the diagnostic criteria for any disorder on the Kiddie Schedule for Affective 
Disorders and Schizophrenia - Present and Lifetime version (K-SADS-PL) were referred 
to their school system’s psychological services for appropriate intervention and thus 
completed their participation in the study. In total 14 children left the study this way, all 
after receiving a diagnosis of ADHD. At the time of data collection, which was 
completed before the COVID-19 pandemic, the Icelandic population was very 
homogeneous, with 92% of the population of Norse Celtic descent. Questions about 
race and ethnicity were therefore not included in the study (Statistics Iceland, 2018). 
The participants’ socioeconomic status is representative of the region they were 
recruited from with the sample consisting of predominantly married couples (83%). 
Most informants were biological mothers (93%) and supervisory teacher of the child 
(95%). Majority of the participating parents had a university degree (72%) and were 
working full-time (70%). Participants, both parents and teachers, were not paid for their 
participation but entered a lottery to win a monetary reward at each phase. There was 
significant attrition at time 3, for parents and teachers as 50% of parents and 35% of 
teachers could not be reached or chose not to participate further in the study.  

3.1 Measures 

Emotion Regulation Checklist (ERC). Emotion dysregulation was assessed using the 
ERC, a widely used hetero-evaluation for emotion dysregulation allowing for both 
parent- and teacher report (Shields & Cicchetti, 1997). The ERC is comprised of 23 items 
describing children’s emotion-related behavior divided into two subscales: (1) Emotion 
Regulation subscale (ER) containing eight items assessing how well children manage 
their emotions (e.g. “is a cheerful child” or “can say when s/he is feeling sad, angry or 
mad, fearful or afraid”) and (2) Lability/Negativity subscale (L/N) containing 15 items 
measuring how easily children get upset (e.g. “exhibits wide mood swings”, or “can 
recover quickly from episodes of upset or distress”). Each item is rated on a four-point 
Likert scale ranging from never (1) to always (4).  A higher score on the Emotion 
Regulation subscale means better emotion regulation and a higher score on the 
Lability/Negativity subscale means more lability/negativity. The lowest score possible 
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for the emotion regulation subscale is 8 and the highest is 32. The lowest possible score 
for lability/negativity is 15 and the highest is 60. Reliability coefficients are high for the 
overall scale (α= .89) and for the two subscales (Emotion Regulation α = .83 and 
Lability/Negativity α = .96) (Molina et al., 2014; Shields & Cicchetti, 1997). The 
questionnaire has been translated into several languages including Icelandic. A 
preliminary assessment of the psychometric properties of the Icelandic translation of 
the ERC indicated acceptable reliability and internal consistency (Emotion Regulation 
α = .70 and Lability/Negativity α = .89) (Hansen, 2015). The alpha values for the Emotion 
Regulation subscale in this study were acceptable at time 2 for parents ratings but just 
below adequate at time 1 and time 3 (Time 1 - α =.65, time 2 - α =.70, time 3 - α =.69) and 
at all time points for teacher ratings (Time 1 - α =.74, time 2 - α =.75, time 3 - α =.78) and 
for the Lability/Negativity subscale, again for parent ratings (Time 1 - α =.83, time 2 - α 
=.83, time 3 - α =.88) and teacher ratings (Time 1 - α =.89, time 2 - α =.89, time 3 - α =.83). 

Disruptive Behavior Rating Scale (DBRS). The DBRS contains 26 items assessing 
inattention, hyperactivity–impulsivity, and oppositional defiant behavior among school-
aged children (Barkley, 1997). ODD symptoms were measured using the ODD section 
of the DBRS which includes eight items describing symptoms of ODD on a four-point 
Likert scale ranging from never or rarely (0) to very often (3). It includes questions like 
“argues with adults”, “is angry or resentful” and “is spiteful or vindictive”. The DBRS is 
based on the DSM-IV diagnostic criteria for both ADHD and ODD. The questionnaire is 
answered by parents and teachers, and they indicate how often a child displayed 
symptoms in the past six months (Barkley, 1997). A preliminary assessment of the 
psychometric properties of the Icelandic translation of the DBRS indicated acceptable 
reliability and internal consistency (α = .93) (Þrándardóttir, 2003). To assess dimensions 
of ODD, the questions from the DBRS were grouped together into two variables, 
irritability/mood related symptoms and defiant behavior/vindictiveness, based on the 
categorization of the DSM-5 mentioned previously. The alpha values for the DBRS in this 
study were acceptable at all time points for parent ratings (Time 1 - α =.87, time 2 - α 
=.88, time 3 - α =.88) and teacher ratings (Time 1- α =.93, time 2 - α =.91, time 3 - α =.91). 

Attention Deficit/Hyperactivity Disorder Rating Scale (ADHD-RS-IV). The ADHD-RS-
IV is a norm-referenced 18-item checklist that measures symptoms of ADHD according 
to the diagnostic criteria of the DSM-IV. Two subscales are distinguished on the ADHD 
Rating Scale; Inattention and Hyperactivity-Impulsivity (DuPaul et al., 1998). The 
questionnaire is both for parents and teachers who report the frequency of the 
symptoms over the past six months on a four-point Likert scale ranging from never or 
rarely (0) to very often (3) and includes questions like “has difficulty sustaining attention 
in tasks or play activities” and “runs about or climbs excessively in situations in which 
it is inappropriate”. Assessment of the psychometric properties of the Icelandic 
translations of the ADHD-RS-IV for both parents and teachers indicated acceptable 
reliability (Magnússon et al., 1999).  The alpha values for the ADHD-RS-IV in this study 
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were acceptable at all time points for parent ratings (Time 1 - α =.93, time 2 - α =.94, time 
3 - α =.95) and teacher ratings (Time 1 - α =.95, time 2 - α =.96, time 3 - α =.95). 

Strength and Difficulties Questionnaire (SDQ). The SDQ is a brief but reliable 
instrument consisting of 25 items measuring psychological attributes among children 
on a three-point Likert scale ranging from not true (0) to certainly true (2) (Goodman, 
1997; Goodman et al., 2000; Stone et al., 2010). The SDQ consists of five subscales 
measuring emotional symptoms, conduct problems, hyperactivity/inattention, peer 
relationship problems, and prosocial behavior. The questionnaire is available in many 
languages and has three versions, self-report, parent report and teacher report. In this 
study, the conduct problem subscale was used. The SDQ  has  been  translated  and  
standardized in Iceland and its psychometric properties have been  found  to  be  
acceptable (Steingrimsson & Magnusson, 2008). The alpha values for the SDQ in this 
study were acceptable at all time points for parent ratings (Time 1 - α =.71, time 2 - α 
=.71, time 3 - α =.75) and teacher ratings (Time 1- α =.65, time 2 - α =.56, time 3 - α =.56). 

 

The Schedule for Affective Disorders and Schizophrenia for School-Age Children-
Present and Lifetime version (K-SADS-PL). K-SADS-PL is a semi-structured interview 
used to diagnose children and adolescents aged 6 to 18 years based on DSM-IV criteria 
(Kaufman et al., 1997). Over the years, various versions of the K-SADS have been 
developed, with the K-SADS-PL emerging as the most used (Lauth et al., 2010). This 
version evaluates both current and past psychopathology, offering comprehensive 
diagnostic coverage. It also includes skip-out criteria within its screening questions, 
allowing for the bypassing of further diagnostic inquiries if initial responses are negative. 
Studies have demonstrated favorable inter-rater and test-retest reliability for the K-
SADS-PL, typically showing a kappa coefficient (κ) of ≥ 0.6 (Kaufman et al., 1997; 
Nishiyama et al., 2020). 

3.2 Procedure 

After obtaining IRB approval (VSNb2016030001/03.01), the preschools in all 
municipalities of the capital region were invited to participate which are 126 schools in 
total, whereof 77 (61.1%) agreed to participate. Parents of all children attending their 
last year at preschool were then invited to participate in the study. A detailed letter was 
sent to parents of children attending the participating preschools. Parents gave their 
informed consent by registering electronically for the study and then received, via email, 
a link to the online questionnaires. The informed consent included permission to 
contact the child’s teacher. Teachers also received an email with a detailed letter and 
a link to the questionnaires. Parents and teachers received a link to the questionnaires, 
which were administered using QuestionPro, at three annual time points from 
preschool to 2nd grade. Data were collected during spring, approximately one year 
apart. Figure 1 shows flowchart of participation. 
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Figure 1. 

Flowchart of participation 

 

 

3.3 Data analyses 

3.3.1 Paper I 

Paper I was comprised of data from assessments at time 1 and the data analyses 
included descriptive analyses (frequency, means and standard deviations (SD)) and 
power calculations. According to power calculations, with SPSS, the minimum sample 
size needed for the current analyses was 385 participants (using 95% confidence level, 
.5 SD, and a confidence interval of +/- 5%). The sample size in paper I was 609 children, 
with either parent-reported data, teacher-reported data, or both. Furthermore, paired 
sample t-tests were conducted to explore any gender differences in means. Item 
correlation was also calculated as associations between the scores on the DBRS 
questionnaire and the lability/negativity subscale on the ERC could possibly be inflated 
due to similarity in wording of the questions. A value of r=.5 and higher is estimated to 
be moderate to high correlation (Taylor, 1990) and was used as guideline for which 
items were removed before further analyses was conducted. Additionally, to test the 
hypothesis that emotion dysregulation, ODD symptoms and conduct problems would 
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be more prominent among boys, a regression analysis was conducted to examine the 
moderation effect of gender on the relationship between emotion dysregulation, ODD 
symptoms, and conduct problems (SDQ). Lastly, to assess the cross-sectional 
association between emotion dysregulation and ODD symptoms/conduct problems, a 
factorial multivariate analysis of variance (MANOVA) was performed to compare 
outcomes on all measurements among children rated above the cut-off on the ERC 
subscales, to detect possible group differences for ODD symptoms and conduct 
problems (SDQ) and assess the relationship between emotion dysregulation and ODD 
symptoms/conduct problems further. Follow-up analyses of variance (ANOVA) were 
also conducted to identify group differences. The cut-off scores for the ERC subscales 
are seldom used compared to mean scores (Blankson et al., 2013; Martin et al., 2010; 
Maughan & Cicchetti, 2002; Miller et al., 2006). However, during the development and 
validation of the questionnaire, Shields and Cicchetti (1997) adopted the use of a cut-
off score of 1.0 SD from the mean for both subscales. The cut-off score is established 
by converting raw scores to Z-scores and identifying participants 1.0 SD from the mean. 
The same was done in this paper but using a more conservative cut-off score of 1.5 SD 
from the mean both to avoid overestimation of emotion dysregulation in the sample and 
to correspond with the cut-off score of other questionnaires used (Mitchison et al., 
2019). 

3.3.2 Paper II 

Paper II was comprised of data from assessments at time 1 and time 2 and the data 
analyses included descriptive statistics that is, means, standard deviations and effect 
sizes for all variables in the sample. To examine differences in mean scores between 
parents and teachers, t-tests were computed using Bonferroni adjusted alpha levels of 
.0125 per test (.05/4). Intraclass correlation coefficient (ICC), a reliability index in 
interrater reliability analyses, was computed to estimate informant discrepancies 
between parents and teachers for both ODD dimensions, emotion regulation and 
lability/negativity. To examine the discrepant reports further, Cohen’s Kappa was also 
computed for children reported above the cut-off score for emotion regulation and 
lability/negativity. A cut-off score of 1.5 SD from the mean was used. As the purpose of 
this paper was to assess discrepancies for ODD dimensions, the clinical cut-off score 
for the full-scale score of the DBRS was not used. Lastly, to assess possible gender 
differences, a two-factor repeated measure ANOVA was conducted to test possible 
relations between informant discrepancies and informant type, time and gender 
(Mitchison et al., 2022). 

3.3.3 Paper III 

Paper III was comprised of data from assessments at all time points. As described in 
paper III, item correlation was considered and overlapping questions on the ERC and 
the DBRS were removed before any further analysis was conducted. Descriptive 
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statistics, including means and standard deviation, were calculated for all variables in 
the sample. This was also done to explore the trajectory of ODD symptoms, emotion 
regulation and lability/negativity over time. A repeated measures ANOVA was 
conducted to test if there was a significant change in the trajectory. The Greenhouse-
Geisser method was used to correct for violations of the sphericity assumption as 
repeated measures were used for the same participant (Schwertman, 1978). Nesting 
was not considered a threat in terms of data being affected by school culture as the 
children came from 77 different preschools. Path analysis was also conducted to test 
both the overall conceptual model and specific models, examining the hypothesis that 
emotion regulation and lability/negativity at time 1 will predict ODD symptoms at time 
2 and 3. The models were run separately for boys and girls and ADHD symptoms were 
first added to the model to control for the effects of those variables on ODD symptoms. 
All path results presented in the following section are based on full-information 
maximum likelihood estimation (FIML). In addition, to address missing data, Little´s 
MCAR test was used. This statistical analysis is useful for assessing the assumption if 
the data is missing completely at random (Li, 2013). Results indeed indicated that the 
data are missing at random [χ2 (64179, N=547) =60830, p=1.0]. Furthermore, for each 
questionnaire at each time point, those who continued in the study were compared to 
those who dropped out since there was significant attrition, no significant differences 
were found (p-values ranged from .1-.46) (Mitchison, et al., manuscript under review).
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4 Results 

4.1 Paper I 

4.1.1 Descriptive statistics 

Table 2 provides an overview of the average scores across all measurements for the 
entire sample at time 1 and categorized by gender. The children exhibited higher means 
for emotion regulation compared to lability/negativity, within sample, which means that 
the children showed overall more emotion regulation and less lability/negativity. 
Specifically, girls showed a statistically higher mean in emotion regulation based on 
evaluations by parents (t(538)=3.625, p˂.001) and teachers (t(396)=5.143, p˂.001) 
compared to boys. Conversely, boys demonstrated a higher mean in lability/negativity 
as reported by both parents (t(535)=-3.637, p˂.001) and teachers (t(382)=-5.567, 
p˂.001) compared to boys. A notable variance between parental and teacher reports 
existed for lability/negativity (t(343)=6.965, p˂.001) but not for emotion regulation 
(t(343)=1.875, p=.062). Additionally, differences based on gender emerged for ODD 
symptoms assessed using the DBRS. Boys exhibited significantly higher mean scores 
than girls, as indicated by both parental (t(529)=-2.048, p<.05) and teacher reports 
(t(395)=-6.129, p˂.001). A significant contrast was observed between parental and 
teacher reports on ODD symptoms (t(334)=5.174, p˂.001). Similarly, with conduct 
problems measured by the SDQ, boys displayed higher mean scores compared to girls 
in assessments from both parents (t(515)=-2.042, p<.05 and teachers (t(392)=-6.129, 
p˂.001). However, there wasn't a statistically significant difference in parent versus 
teacher reports for conduct problems (t(320)=.0650, p=.516). 

Prior to further analysis, item correlation was conducted to address potential question 
overlap between the ERC and the DBRS. The results showed an overlap between four 
questions on the lability/negativity subscale of the ERC and five questions on the DBRS. 
On the ERC these items were; item 2 (“exhibits wide mood swings”), item 6 (“easily 
frustrated”), item 8 (“tantrums easily”) and item 14 (“responds angrily to limit-setting) 
and on the DBRS; item 1 (“loses temper”), item 2 (“argues with adults”), item 3 (“actively 
defies or refuses to comply with adults’ request or rules”), item 6 (“is touchy or easily 
annoyed”) and item 7. (“is angry or resentful”). The highest correlation was found 
between item 8 on the ERC and item 1 on the DBRS, r=.724. Correlation between other 
items ranged from r=.511 to r=.595. The correlation for all items on the Conduct 
Problems Subscale of the SDQ and the Lability/Negativity subscale of the ERC was 
below r<.5. When these four items were removed from the ERC (items 2, 6, 8 and 14) the 
correlation between parent rated lability/negativity and ODD symptoms decreased 
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from r=.748 to r=.631 and r=.816 to r=.731 for teacher report. Correlations between 
lability/negativity and conduct problems decreased from r=.721 to r=.636 for parent 
report, and r=.757 to r=.701 for teacher report. Similar results were found when 
examining change in correlation for genders separately, the correlation for girls 
decreased from r=.725 to r=.600 for parent report and from r=.769 to r=.668 for teacher 
report. For boys the correlation decreased from r=.760 to r=.645 for parent report and 
from r=.797 to r=.713 for teacher report. All correlation coefficients remained 
statistically significant (p < .01). 

Table 2.  
Mean scores for all measurements at time 1 

 Parents (n=550) 
(303 boys / 247 girls) 

Teachers (n=409) 
(210 boys/ 199 girls) 

 M (SD) M (SD) 
Emotion regulation   
Total sample 27.38 (3.03) 27.34 (3.73) 
    Boys 26.96 (3.11) 26.45 (3.91) 
    Girls 27.90 (2.85)** 28.30 (3.18)** 
Lability/Negativity   
Total sample 25.71 (6.15) 22.17 (6.91) 
    Boys 26.57 (6.23)** 24.02 (7.69)** 
    Girls 24.64 (5.88) 20.23 (5.38) 

ODD symptoms    
Total sample 4.07 (3.83) 2.43 (4.02) 
    Boys 4.37 (4.04)* 3.49 (4.85)** 
    Girls 3.69 (3.52) 1.31 (2.48) 
Conduct problems    
Total sample 1.27 (1.42) 1.06 (1.65) 
    Boys 1.39 (1.51)* 1.52 (1.90)** 

    Girls 1.13 (1.29) .548 (1.11) 
Note. Emotion Regulation and Lability/Negativity = Emotion Regulation Checklist; ODD symptoms = Disruptive Behavior Rating Scale; Conduct 
problems = Strengths and Difficulties Questionnaire 
*p < .05; **p < .01 

4.1.2 Moderation analysis 

An assessment of the moderating influence of gender on the associations between 
emotion regulation, lability/negativity, and both ODD symptoms and conduct problems 
was performed using regression analyses. The results can be seen in Table 3. The 
relationship between overall emotion dysregulation and ODD symptoms/conduct 
problems was significant for parent-report (F(2,528)=195.650, p˂.001) and teacher-
report (F(2,392)=226.286, p˂.001). Emotion regulation and lability/negativity 
individually contributed to the variation in ODD symptoms (model 1). Similar patterns 
were observed for conduct problems (SDQ). The model proved statistically significant 
for both parent-report (F(2,513)=205.213, p˂.001) and teacher-report 
(F(2,385)=209.460, p˂.001), where both emotion regulation and lability/negativity 
contributed uniquely to the variance in conduct problems (SDQ) (model 1). When 
gender was added to the model for ODD symptoms (model 2), the overall model was 
still significant for parent-report (F(3,527)=130.712, p˂.001) and teacher-report 
(F(3,391)=151.063, p˂.001) but adding gender to the model resulted only in a marginal 



Results 

23 

0.1% increase in the model's predictive capacity, which was not statistically significant.  
When gender was added to the model for conduct problems (model 2), the overall 
model was also still significant for parent-report, F(3,512)=136.596, p˂.001, and 
teacher-report, F(3,384)=142.506, p˂.001 but the predictive capacity did not increase 
at all for parent-report but increased by .6% for teacher-report which was statistically 
significant (see Table 3). 

Table 3.  
Moderation effect of gender on the relationship between emotion dysregulation, ODD 
and conduct problems at time 1 

   Emotion 
 regulation 

Lability/ 
negativity 

Gender 

 
R2 R2 change ß t ß t ß t 

ODD symptoms         
Parents         
Model 1 .426 .426 -.202 -5.380** .532 14.210** 

  

Model 2 .427 .001 -.203 -5.415** .536 14.222** -.032 -.952 
Teachers         
Model 1 .536 .536 -.157 -3.736** .631 15.058** 

  

Model 2 .537 .001 -.152 -3.608** .623 14.526** .907 .365 
Conduct problems 

        

Parents         
Model 1 .444 .444 -.227 -6.056** -.527 14.060** 

  

Model 2 .445 .000 -.228 -6.058** -.528 14.009** -.010 -.300 
Teachers         
Model 1 .521 .521 -.209 -4.854** .581 13.507** 

  

Model 2 .527 .006 -.200 -4.641** .563 12.884** .080 2.154* 
Note. Model 1: (Constant), emotion regulation and lability/negativity. Model 2: (Constant), emotion regulation, lability/negativity and gender  
Emotion Regulation and Lability/Negativity = Emotion Regulation Checklist; ODD symptoms = Disruptive Behavior Rating Scale; Conduct 
problems = Strengths and Difficulties Questionnaire 
*p < .05; **p < .01 

 

4.1.3 Multivariate interaction 

Finally, comparisons were made between the outcomes on the DBRS and the Conduct 
Problems Subscale of the SDQ for children rated above and below the cut-off on the 
ERC subscales. The results are presented in Table 4. A factorial MANOVA revealed a 
notable multivariate main effect for inadequate emotion regulation on the linear 
combination of ODD symptoms and conduct problems (SDQ), as reported by both 
parents (Wilks’ λ=.966, F(2,505)=8.80,p< .01) and teachers (Wilks’ λ=.911, 
F(2,376)=18.27, p <.01). There was also a significant effect for high lability/negativity for 
ODD symptoms and conduct problems (SDQ), both according to the parents, Wilks’ 
λ=.853, F(2,505)=43.60, p<.001, and teachers, Wilks’ λ=.649, F(2,376)=101.89, p<.01. 
The significant outcomes from the overall MANOVA tests, indicating differences 
between groups in the symptom composite, prompted further examination through 
separate follow-up ANOVAs for all measures. The detailed results can also be found in 
Table 4. Children rated above the lability/negativity cut-off scored significantly higher 
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on the DBRS and the Conduct Problems Subscale of the SDQ compared to those rated 
below the cut-off, as reported by both parents and teachers. 

Table 4. 
Differences in mean scores among children rated below and above the cut-off scores 
on the ERC subscales at time 1 

 
Parents Teachers 

 Below 
cut-off 

Above 
cut-off 

Below 
cut-off 

Above 
cut-off 

 M (SD) M (SD) M (SD) M (SD) 
Emotion regulation  n=437 n=27 n=306 n=23 
   ODD symptoms 3.83 (3.73) 8.54 (3.46)* 2.03 (3.64) 7.37 (5.12)* 
   Conduct problems 1.14 (1.33) 2.93 (1.44)** .846 (1.33) 3.50 (2.47) ** 
Lability/Negativity n=426 n=38 n=295 n=34 
   ODD symptoms 3.46 (3.10) 11.48 (4.00)** 1.48 (2.39) 10.73 (5.50)** 
   Conduct problems 1.04 (1.18) 3.52 (1.58)** .683 (1.08) 4.22 (1.98)** 

Note. Emotion Regulation and Lability/Negativity = Emotion Regulation Checklist; ODD symptoms = Disruptive Behavior Rating Scale; Conduct 
symptoms = Strengths and Difficulties Questionnaire 
*p < .05      **p < .01 

4.2 Paper II 

4.2.1 Descriptive statistics and effect sizes  

Table 5 provides an overview of mean scores and effect sizes across all measurements 
for the entire sample and separately for gender. Parents reported significantly higher 
mean scores for ODD symptoms compared to teachers for defiant behavior and mood-
related symptoms at both time 1 and time 2 (defiant behavior: time 1, t(161)=5.847, 
p˂.01; time 2, t(161)=8.592, p˂.01; mood: time 1, t(161)=2.892, p˂.01; time 2, 
t(161)=5.807, p˂.01). Similar trends were observed for girls, with parents reporting 
higher means for mood-related symptoms and defiant behavior at both time points 
(mood: time 1, t(69)=3.188, p˂.01; time 2, t(69)=3.694, p˂.01; defiant behavior: time 1, 
t(69)=6.052, p˂.01; time 2, t(69)=5.087, p˂.01). Boys also exhibited higher parent-
reported means for defiant behavior at both time points and for mood-related 
symptoms at time 2 (mood: time 2, t(91)=4.485, p˂.01; defiant behavior: time 1, 
t(91)=2.923, p˂.01; time 2, t(91)=6.943, p.˂01).  

Regarding lability/negativity, parents reported significantly higher means compared to 
teachers on both at time 1 (t(161)=5.055, p.˂01) and at time 2 (t(161)=6.784, p˂.01), 
similar results were found for girls and boys (girls, time 1, t(69)=4.623, p ˂.01; time 2, 
t(69)=5.042, p˂.01; boys time 1, t(91)=2.934, p˂.01; time 2, t(91)=4.682, p.<01). 
Conversely, parents and teachers did not report statistically significant different means 
for emotion regulation at either time 1 (t(161)=.0370, p=.970) or at time 2 (t(161)=2.365, 
p=.019) for the overall sample. There was also no significant difference between 
informants for girls at time 1 and time 2 (girls time 1, t(69)=-1.784, p=.079; time 2, 
t(69)=.627, p=.533) but there was a significant difference for boys at time 2 but not at 
time 1 (time 2, t(91)=2.588, p=.011; time 1, t(91)=1.427, p=.157) (see Table 5).  
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Table 5 provides an overview of mean scores and effect sizes across all measurements 
for the entire sample and separately for gender. Parents reported significantly higher 
mean scores for ODD symptoms compared to teachers for defiant behavior and mood-
related symptoms at both time 1 and time 2 (defiant behavior: time 1, t(161)=5.847, 
p˂.01; time 2, t(161)=8.592, p˂.01; mood: time 1, t(161)=2.892, p˂.01; time 2, 
t(161)=5.807, p˂.01). Similar trends were observed for girls, with parents reporting 
higher means for mood-related symptoms and defiant behavior at both time points 
(mood: time 1, t(69)=3.188, p˂.01; time 2, t(69)=3.694, p˂.01; defiant behavior: time 1, 
t(69)=6.052, p˂.01; time 2, t(69)=5.087, p˂.01). Boys also exhibited higher parent-
reported means for defiant behavior at both time points and for mood-related 
symptoms at time 2 (mood: time 2, t(91)=4.485, p˂.01; defiant behavior: time 1, 
t(91)=2.923, p˂.01; time 2, t(91)=6.943, p.˂01). 

Effect sizes, or Cohen’s d, between the means of parent and teacher report can also be 
seen in Table 5. Cohen suggested that d = 0.2 be considered a small effect size, 0.5 
represents a medium effect size and 0.8 a large effect size (Cohen, 1988). Cohen’s d 
was higher at time 2 compared to time 1 for the whole sample and for both boys and 
girls. The Cohen’s d’s were overall small for emotion regulation, large for defiant 
behavior and mostly medium for mood related symptoms of ODD and lability/negativity, 
for both boys and girls. However, the effect sizes were mostly larger for girls compared 
to boys at both time points, for both parent and teacher report (see Table 5). 

Table 5.  
Mean scores and effect sizes for ODD dimensions and emotion dysregulation 

N=162 Time 1 Time 2 
 Parents Teachers  Parents Teachers  
 M (SD) M (SD) d M (SD) M (SD) d 
ODD mood 
dimension 

      

Total sample 1.23 (1.64)** .815 (1.50) 0.26 1.35 (1.67)** .51 (1.18) 0.59 
    Boys (n=92) 1.40 (1.81) 1.10 (1.78) 0.17 1.57 (1.72)** .63 (1.36) 0.61 
    Girls (n=70) 1.01 (1.36)** .458 (.949) 0.48 1.09 (1.55)** .33 (.855) 0.63 
ODD defiant 
dimension 

      

Total sample 2.70 (2.35)** 1.40 (2.30) 0.56 2.91 (2.81)** .93 (1.96) 0.83 
    Boys (n=92) 2.99 (2.37)** 2.07 (2.71) 0.36 3.40 (2.89)** 1.16 (2.22) 0.88 
    Girls (n=70) 2.31 (2.30)** .50 (1.09) 1.06 2.31 (2.57)** .60 (1.50) 0.84 

Emotion regulation       
Total sample 27.12 (2.96) 27.11 (3.69) 0.00 27.16 (3.34) 26.34 (3.76) 0.23 
    Boys (n=92) 26.88 (3.00) 26.23 (3.93) 0.19 26.86 (3.41)* 25.66 (3.78) 0.33 
    Girls (n=70) 27.44 (2.91) 28.27 (3.00) -0.28 27.56 (3.24) 27.23 (3.58) 0.10 
Lability/Negativity       
Total sample 25.38 (5.97)** 22.48 (6.80) 0.45 24.98 (6.33)** 21.39 (6.56) 0.56 
    Boys (n=92) 26.72 (6.03)** 24.29 (7.61) 0.36 26.24 (6.76)** 22.73 (7.39) 0.50 
    Girls (n=70) 23.61 (5.43)** 20.10 (4.62) 0.70 23.31 (5.32)** 19.63 (4.79) 0.73 

Note. ODD mood dimension and ODD defiant dimension = Disruptive Behavior Rating Scale; Emotion Regulation and Lability/Negativity = Emotion 
Regulation Checklist. *p < .0125; **p < .01 
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4.2.2 ICC and Cohen´s Kappa 

To examine informant discrepancies further, both Interclass Correlation Coefficients 
(ICC) and Cohen’s Kappa were conducted to measure the level of agreement between 
informants. ICC reliability coefficients are estimated as follows: <.40 are poor, .41-.59 
fair, .60-.74 are good and >.74 are excellent (Cicchetti, 1994). Cohen´s Kappa´s are 
estimated as follows: <0 no agreement, .0-.20 poor agreement, .21-.40 fair agreement, 
.41-.60 moderate agreement, .61-.80 substantial agreement and >.80 almost perfect 
agreement (Landis & Koch, 1977). 

Table 6 displays the ICC and Cohen’s Kappa values concerning parent-teacher 
agreement, as well as teacher agreement across different school levels—preschool 
(time 1) and elementary school (time 2). In terms of mean scores on assessment 
measures, agreement between parents and teachers was only fair for lability/negativity 
at both time points (ICC: time 1 = .478; time 2 = .566). For other symptoms, agreement 
was markedly poor, as seen in Table 6. 

Interestingly, when examining agreement among teachers across different school 
levels, discrepancies between informants were less pronounced compared to those 
between parents and teachers. Moderate agreement between teachers was observed 
for mood-related symptoms (ICC = .499) and defiant behavior (ICC = .475), while 
excellent agreement was noted for lability/negativity (ICC = .753), but only fair 
agreement for emotion regulation (ICC = .463) (see Table 6). 

Assessing agreement between parent and teacher reports for identifying children above 
the cut-off score on the emotion regulation and lability/negativity ERC subscales 
revealed varying results, also outlined in Table 6. Fair agreement existed for 
lability/negativity at both time points (қ: time 1 = .222; time 2 = .394), but very poor 
agreement was evident for emotion regulation at both time points (қ: time 1 = .012; time 
2 = .034). Moreover, when examining agreement among preschool and elementary 
school teachers for identifying children above the cut-off score on the ERC, moderate 
agreement was found for lability/negativity (қ = .413) and very poor agreement for 
emotion regulation (қ = .091) (see Table 6). 
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Table 6. 
Inter-rater reliability for scores on the DBRS and ERC 

 ICC  Cohen´s Kappa 
      
 Parent - teacher Teacher-teacher  Parent- teacher Teacher- teacher 
 T1 T2 T1 and T2  T1 T2 T1 and T2 
ODD mood dimension .302 .151 .499  - - - 
ODD defiant dimension .222 .197 .475  - - - 
Emotion regulation .337 .367 .463  .012 .034 .091 
Lability/negativity .478 .566 .753  .222 .394 .413 

Note. ODD mood dimension and ODD defiant dimension = Disruptive Behavior Rating Scale; Emotion Regulation and Lability/Negativity = Emotion 
Regulation Checklist.  
T1 = time 1 and T2 = time 2 
ICC reliability coefficients are estimated as follows: <.40 are poor, .41-.59 fair, .60-.74 are good and >.74 are excellent (Cicchetti, 1994). Cohen´s 
Kappa values are estimated as follows: <0 no agreement, .0-.20 poor agreement, .21-.40 fair agreement, .41-.60 moderate agreement, .61-.80 
substantial agreement and >.80 almost perfect agreement (Landis & Koch, 1977). 

4.2.3 Two-factor repeated measures ANOVA 

Finally, a two-factor repeated measures ANOVA was utilized to explore the influence of 
informant type, time, and gender on both dimensions of ODD and emotion 
dysregulation (see Table 7). The effects exhibited variations concerning the within-
subjects variables—informant and time—and the between-subjects variable, gender. 
Both the informant type and the child's gender presented significant main effects on 
ODD dimensions, emotion regulation, and lability/negativity when comparing reports 
from parents and teachers. 

For the mood-related dimension of ODD, a significant interaction effect emerged solely 
for informant and time, F(1,160)=7.351, p<.01, indicating differences in mood-related 
symptoms reported by parents compared to teachers, which intensified between time-
points. In the case of the defiant behavior dimension of ODD, significant interaction 
effects were found for both informant and time, F(1,160)=5.841, p<.05, and for 
informant, time, and gender, F(1,160)=8.676, p<.01, suggesting variations not only 
across informants and time but also in relation to the child's gender, notably indicating 
more distinct symptoms among boys reported by parents at time 1. Regarding emotion 
regulation, a significant interaction between informant and time was observed, 
F(1,160)=4.942, p<.05, while no significant interaction effect was found for 
lability/negativity, implying stability in these symptoms across time, informant, and 
gender. According to teacher reports (preschool teachers at time 1 and elementary 
school teachers at time 2), significant main effects were separately found for time and 
the child's gender across both ODD dimensions, emotion regulation, and 
lability/negativity, indicating more prominent symptoms among boys and at time 1. 
Moreover, a significant interaction effect for time and gender was specifically identified 
for the defiant behavior dimension of ODD, F(1,160)=9.122, p<.01 (see Table 7). 
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Table 7.  
Two-factor repeated measures ANOVA 

 
 

ODD mood 
dimension 

ODD defiant 
dimension 

Emotion 
regulation 

Lability/ 
negativity 

F p F p F p F p 
Parents and teachers         

    Informant 24.712 .000** 73.641 .000** 1.429 .234 47.239 .000** 

    Time 1.201 .275 0.955 .330 3.273 .072 5.823 .017* 

    Gender 7.306 .008** 13.089 .000** 11.350 .001** 19.345 .000** 

    Informant*gender 0.014 .905 0.171 .680 4.335 .039 0.439 .509 
    Time*gender 0.681 .410 1.697 .195 0.166 .684 1.240 .267 
    Informant*time 7.351 .007** 5.841 .017* 4.942 .028* 1.149 .285 
    Informant*time*gender 2.655 .105 8.676 .004** 0.644 .424 0.638 .426 
Preschool and Elementary 
teachers 

        

    Time 8.007 .005** 5.918 .016* 5.871 .016* 5.242 .023* 

    Gender 6.705 .010* 14.809 .000** 16.444 .000** 16.431 .000** 

    Time*gender 2.675 .104 9.122 .003** 0.623 .431 1.188 .277 
Note. ODD mood dimension and ODD defiant dimension = Disruptive Behavior Rating Scale; Emotion Regulation and Lability/Negativity = Emotion 
Regulation Checklist 
*p < .05 **p < .01 
 

4.3 Paper III 

4.3.1 Descriptive statistics  

An overview of the mean scores on all measurements for the overall sample as rated by 
the parents can be seen in Table 8. Means for emotion regulation, lability/negativity and 
ODD symptoms were similar at all three time points with no significant change found 
for emotion regulation, (F(1.992, 468.122)=0.376, p=0.686; lability/negativity, (F(1.950, 
458.218)=2.401, p=0.092 or ODD symptoms, (F(1.948, 436.328)=0.133, p=0.871. 

Table 8. 
Mean scores for all measurements (parent reports) 

 Time 1 Time 2 Time 3 
 n M SD n M SD N M SD 
Emotion regulation          
Overall sample  547 27.35 3.04 541 27.37 3.20 273 27.47 3.17 
Boys 299 27.02 3.07 292 27.15 3.28 144 27.04 3.34 
Girls 248 27.75 2.95 249 27.62 3.09 129 27.94 2.92 
Lability/negativity          
Overall sample  547 25.72 6.12 541 25.58 6.03 273 24.95 6.80 
Boys 299 26.52 6.25 292 26.21 6.15 144 25.36 6.92 
Girls 248 24.76 5.83 249 24.84 5.83 129 24.50 6.64 
ODD symptoms          
Overall sample  532 4.08 3.83 538 4.37 4.04 272 4.22 3.96 
Boys 294 4.33 4.03 290 4.64 4.18 144 4.36 4.28 
Girls 238 3.79 3.56 248 4.05 3.85 128 4.07 3.57 

Note. ODD mood dimension and ODD defiant dimension = Disruptive Behavior Rating Scale; Emotion Regulation and Lability/Negativity = Emotion 
Regulation Checklist 
 

An overview of the mean scores on all measurements for the overall sample as reported 
by the teachers can be seen in Table 9. The same results were observed for the teacher 
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as was for the parents. The means for emotion regulation, lability/negativity and ODD 
symptoms were similar at all three time points with no significant change found for 
emotion regulation, (F(1.769, 123.851)=1.108, p=0.328, lability/negativity, (F(1.869, 
130.802)=2.033, p=0.138 or ODD symptoms, (F(1.848, 125.648)=1.459, p=0.237. 

Table 9. 
Mean scores for all measurements (teacher reports) 

 Time 1 Time 2 Time 3 
 n M SD n M SD n M SD 
Emotion regulation          
Overall sample  404 27.25 3.82 301 26.06 3.84 142 26.01 3.98 
Boys 215 26.34 4.06 170 25.38 3.93 77 25.22 4.18 
Girls 189 28.27 3.24 131 26.95 3.55 65 26.95 3.52 
Lability/negativity          
Overall sample  404 22.30 6.98 301 21.82 6.77 142 21.60 5.83 
Boys 215 24.17 7.69 170 23.28 7.63 77 22.19 6.36 
Girls 189 20.18 5.34 131 19.94 4.87 65 20.89 5.10 
ODD symptoms          
Overall sample  402 2.44 4.00 298 1.64 3.22 139 1.83 3.31 
Boys 214 2.48 4.85 168 2.22 3.83 74 2.24 3.96 
Girls 188 1.24 2.20 130 0.88 1.96 65 1.37 2.30 

Note. ODD mood dimension and ODD defiant dimension = Disruptive Behavior Rating Scale; Emotion Regulation and Lability/Negativity = Emotion 
Regulation Checklist 

 

4.3.2 Overall models 

A series of path models were constructed, linking at each time point emotion regulation 
and lability/negativity with ODD symptoms. Separate models were run by source 
(parent reports; teacher reports) and by gender (girls; boys) for a total of four models. In 
the models, the predictors—emotion regulation and lability/negativity—were allowed 
to covary within measurement points and relate to subsequent measures of both 
constructs. Also, the effects of hyperactivity/impulsivity were controlled for. For clarity, 
hyperactivity/impulsivity and covariances are omitted from the below figures. 

4.3.2.1 Parent Reports 

Path models with standardized coefficients based on parent report—one for girls and 
one for boys— can be seen in Figures 2 and 3, respectively.  
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Figure 2 

Path model for girls with standardized coefficients from parent reports 

 

 

Figure 3  

Path model for boys with standardized coefficients from parent reports 
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When figures 2 and 3 are compared the results indicate that the relationships between 
variables are very similar for both boys and girls. The results show that emotion 
regulation and lability/negativity at each time point were consistently related to ODD 
symptoms at the same point in time, with emotion regulation being negatively related 
and lability/negativity positively related. When looking at the ability of emotion 
regulation and lability/negativity to predict ODD symptoms at a later time point, we see 
limited effects. For boys, emotion regulation at time 1 was only marginally predictive of 
ODD symptoms at time 2, and lability/negativity at time 2 was marginally predictive of 
ODD symptoms at time 3. For girls, emotion regulation at time 2 predicted of ODD 
symptoms at time 3. 

As expected, constructs measured at a given time point are positively related to the 
following measurement of the same construct, e.g., emotion regulation at time 1 was 
positively associated with emotion regulation at time 2, which was again positively 
related to emotion regulation at time 3. The same pattern holds for lability/negativity. In 
addition, emotion regulation and lability/negativity at time 1 had a respective direct 
positive relationship with emotion regulation and lability/negativity at time 3.  

There were some differences in the cross-lagged relationship between emotion 
regulation and lability/negativity across time points. Emotion regulation at time 1 was 
negatively related to lability/negativity at time 2 (only marginally so for girls). Likewise, 
lability/negativity at time 1 was negatively associated with emotion regulation at time 2. 
Between time 2 and 3, emotion regulation was negatively related to lability/negativity 
for boys but not for girls. In contrast, lability/negativity at time 2 was not related to 
emotion regulation at time 3 (marginally so for girls). 

Fit indices1 for the models are in Table 10. The chi2 tests are insignificant at the p<.05 
level, though given the sample size, this test alone is not a good indicator of model fit 
(Schumacker & Lomax, 2012). However, the other fit statistics—RMSEA, CFI, and TLI—
all indicate good fit with the data (Hu & Bentler, 1999; Pituch & Stevens, 2016; Xia & 
Yang, 2019). 

Table 10. 
Fit indices for path models based on parent reports 

Model χ2 df p RMSEA CFI TLI (NNFI) 
Girls: Parent report 8.04 6 .235 .035 .998 .986 
Boys: Parent report 12.12 6 .059 .056 .995 .968 
Girls: Teacher report 6.36 6 .384 .016 .999 .992 
Boys: Teacher report  9.82 6 .133 .047 .993 .954 

 
1 Note on fit indices: An insignificant chi2 test indicates a good model fit. However, the chi2 test is affected by sample size, i.e., larger samples 
are likely to lead to a significant chi2 test, irrespective of model fit, so this test is not always helpful. For the RMSEA, a lower value is better. A value 
less than .05 indicates a close fit, while a value ranging from .05–.08 is regarded as an acceptable fit .For the comparative fit index (CFI), a 
benchmark of at least .90 has been suggested to indicate an acceptable fit .A value of .95 or above shows a very good fit .The same guidelines 
apply to the Tucker-Lewis index (TLI), also known as the non-normed fit index (NNFI) . 



Guðlaug Marion Mitchison 

32 

4.3.2.2 Teacher Reports 

Path models with standardized coefficients based on teacher reports can be seen in 
Figures 4 and 5. The structure of these models is precisely the same as the ones used 
for parent reports. 

Figure 4 
Path model for girls with standardized coefficients from teacher reports 
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Figure 5 
Path model for boys with standardized coefficients from teacher reports 

 

 

 

 

 

 

 

 

 

 

 

Figures 4 and 5 show more differences between boys and girls when using teacher 
reports. However, the relationship of emotion regulation and lability/negativity with 
ODD symptoms at different times were very similar for girls and boys, though less 
consistent over time. At time 1, both emotion regulation and lability/negativity were 
related to ODD symptoms. At times 2 and 3, only lability/negativity is related to ODD 
symptoms. There were also no significant relationships between emotion regulation or 
lability/negativity and ODD symptoms at subsequent time points. 

Measurements of emotion regulation were positively related over time for girls and 
boys. For girls, however, there was no significant direct relationship between time 1 and 
time 3 measures, as was seen with parent reports. This same relationship for boys was 
significant—but the direction was opposite of expectations. Looking at 
lability/negativity, there were positive relationships between times 1 and 2 and between 
times 2 and 3 for boys. There was no relationship between times 1 and 3. For girls, there 
were no significant links between times 1 and 2 or between times 2 and 3. However, 
there was a positive association between times 1 and 3. 

The only significant cross-lagged relationship was between lability/negativity at time 2 
and emotion regulation at time 3 for girls. However, the direction of this relationship was 
positive—i.e., the opposite of what one would expect. 

Fit indices for the model can be seen in Table 10. The chi2 tests are insignificant, and 
the other fit statistics—RMSEA, CFI, and TLI—also indicate a good fit with the data.  
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4.3.3 Specific Models 

To test if emotion regulation and lability/negativity at time 1 are predictive of ODD 
symptoms at times 2 and 3 in a more direct manner, simpler path models were created. 
In these models, measures of emotion regulation and lability/negativity at time 1 are 
allowed to covary, as are the measures of ODD symptoms at times 2 and 3. Also, the 
effects of hyperactivity/impulsivity are controlled2. For the sake of simplicity, 
hyperactivity/impulsivity and covariances are omitted from the figures presented 
below. 

Figure 6 
Path model for emotion regulation and lability/negativity predicting ODD symptoms with 
standardized coefficients from parent reports 

 

 

Figure 7 
Path model for emotion regulation and lability/negativity predicting ODD symptoms with 
standardized coefficients from teacher reports 

 

 
2

 Inattention was initially included but was omitted as it was not significantly related to ODD symptoms and did not impact the results.  
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Path models with standardized coefficients using parent and teacher data can be seen 
in Figures 6 and 7. 

For the parent data, the model shows a significant relationship for both emotion 
regulation and lability/negativity at time 1 with ODD symptoms at both times 2 and 3 
(see Figure 6). Emotion regulation at time 1 was negatively related to ODD symptoms at 
times 2 and 3. The same holds for lability/negativity, but as expected, the relationships 
here are positive. For the teacher data, only lability/negativity at time 1 was significantly 
predictive of ODD symptoms at times 2 and 3; see Figure 7.  

Fit indices for the models using parent and teacher data can be seen in Table 11. The 
chi2 test is not significant, indicating a good fit. Other fit indices also show a very close 
fit with the data. 

Table 11. 
Fit indices for specific path models 

Model χ2 df p RMSEA CFI TLI (NNFI) 
Parent report 0.55 2 .761 .000 1.000 1.013 
Teacher report 0.57 2 .751 .000 1.000 1.017 

 

4.4 Summary and conclusions 

4.4.1 Paper I 

The aim of paper I was to examine the cross-sectional association between emotion 
dysregulation and ODD symptoms. Considering the results from Martel et al. (2012) and 
Blandon et al (2010) a strong relation between emotion dysregulation and ODD 
symptoms/conduct problems, especially regarding lability/negativity, was expected. 
This hypothesis was supported as the cross-sectional relationship between emotion 
dysregulation and ODD symptoms/conduct problems the moderation analysis was 
significant for parent-and-teacher-reported ODD symptoms and conduct problems, 
with both emotion regulation and lability/negativity contributing individually to those 
symptoms. Furthermore, children who rated above the cut-off on the L/N subscale of 
the ERC also scored significantly higher on the DBRS and the CP subscale of the SDQ 
compared to those rated below the cut-off, as reported by both parents and teachers. 

The second hypothesis in paper I was that emotion dysregulation, ODD symptoms and 
conduct problems would be more prominent among boys. This hypothesis was also 
supported as girls had higher means on the ER subscale of the ERC than boys in a 
sample of 251 girls and 296 boys aged 5-6 years. That means that the girls had overall 
higher emotion regulation skills than the boys. The boys had higher means on the L/N 
subscale of the ERC, DBRS and CP subscale of the SDQ than girls. Indicating that the 
boys had more lability/negativity and conduct problems/ODD symptoms than the girls. 
However, adding gender to the model resulted in a marginal increase in the model's 
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predictive capacity for both parents and teachers, though the increase was only 
significant for teachers. This means that for parent-report gender did not influence the 
relationship between emotion dysregulation and ODD symptoms/behavior problems 
allowing for the assumption that the relationship between emotion dysregulation and 
conduct problems/ODD symptoms is similar for girls and boys.  

4.4.2 Paper II 

The aim of paper II was to examine informant discrepancies. Based on results from 
other studies (Olson et al. (2018) and Ezpeleta and Penelo (2015)) it was hypothesized 
that discrepancies between parent and teacher reports would be noticeable especially 
regarding the defiant behavior/vindictiveness dimension of ODD. This hypothesis was 
supported. In terms of mean scores on assessment measures, agreement between 
parents and teachers was only fair for lability/negativity at both time points (ICC: time 1 
= .478; time 2 = .566). For other symptoms (emotion regulation and both ODD 
dimensions), agreement was markedly poor. Additionally, when examining agreement 
among teachers across different school levels, discrepancies between informants were 
less evident compared to those between parents and teachers. Moderate agreement 
between teachers (preschool teacher at time 1 and elementary school teachers at time 
1) was observed for mood-related symptoms (ICC = .499) and defiant behavior (ICC = 
.475), while excellent agreement was noted for lability/negativity (ICC = .753), but only 
fair agreement for emotion regulation (ICC = .463). 

The second hypothesis in paper II was that parents would report more severe emotion 
dysregulation among the children compared to teachers. This hypothesis was partially 
supported as parents reported significantly higher mean scores for ODD symptoms 
compared to teachers for defiant behavior and mood-related symptoms at both time 1 
and time 2, for both boys and girls. Regarding lability/negativity, parents reported 
significantly higher means compared to teachers on both at time 1 and at time 2. Similar 
results were found for girls and boys. Conversely, parents and teachers did not report 
statistically significant different means for emotion regulation at either time 1 or at time 
2 for the overall sample. There was also no significant difference between informants 
for girls at time 1 and time 2 (but there was a significant difference for boys at time 2 but 
not at time 1). 

4.4.3 Paper III 

The aim of paper III was to assess the trajectories of emotion regulation, 
lability/negativity, and ODD symptoms in a longitudinal study, with three time points, 
including two separate school levels (preschool and elementary school) and for gender. 
Considering previous research on emotion regulation and ODD symptoms it was 
hypothesized that the trajectories of emotion regulation, lability/negativity and ODD 
symptoms would remain somewhat stable across all time points. This hypothesis was 
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supported as no significant change was found in emotion regulation, lability/negativity 
or ODD symptoms over all three time points, both according to parents and teachers. 

It was also hypothesized that emotion regulation and lability/negativity at time 1 would 
predict ODD symptoms at time 2 and 3. The hypothesis was only partially supported. 
When looking at the ability of emotion regulation and lability/negativity to predict ODD 
symptoms at a later time point, there were limited effects. At time 1, both emotion 
regulation and lability/negativity were related to ODD symptoms. At times 2 and 3, only 
lability/negativity is related to ODD symptoms. There were also no significant 
relationships between emotion regulation or lability/negativity and ODD symptoms at 
subsequent time points. To test if emotion regulation and lability/negativity at time 1 are 
predictive of ODD symptoms at times 2 and 3 in a more direct manner, simpler path 
models were created. For the parent data, the model shows a significant relationship 
for both emotion regulation and lability/negativity at time 1 with ODD symptoms at both 
times 2 and 3. Emotion regulation at time 1 was negatively related to ODD symptoms at 
times 2 and 3. The same holds for lability/negativity, but as expected, the relationships 
were positive. For the teacher data, only lability/negativity at time 1 was significantly 
predictive of ODD symptoms at times 2 and 3.  

Additionally in paper III, gender differences were explored and according to parent-
report, the results indicated that the relationships between variables were very similar 
for both boys and girls. The results show that emotion regulation and lability/negativity 
at each time point were consistently related to ODD symptoms at the same point in 
time, with emotion regulation being negatively related and lability/negativity positively 
related. According to teacher-report, the results showed more differences between 
boys and girls. However, the relationship of emotion regulation and lability/negativity 
with ODD symptoms at different times were very similar for girls and boys, though less 
consistent over time.
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5 Discussion 
This thesis aimed to explore how emotion dysregulation contributes to the development 
of ODD symptoms, especially among younger children. Past research underscores the 
need for longitudinal studies focusing on emotion dysregulation and externalizing 
disorders in children (Cicchetti et al., 1995; Cole & Deater‐Deckard, 2009; Cole et al., 
1994; Dunsmore et al., 2013; Hill et al., 2006; Martel, 2009; Southam-Gerow & Kendall, 
2002). While emotion regulation has been extensively studied, its specific link to ODD 
symptoms requires further investigation (Cole, Hall, & Radzioch, 2009; Cole, Hall, et al., 
2009; Cole et al., 1994; Dunsmore et al., 2013; Dunsmore et al., 2016; McLaughlin et 
al., 2011). Over a span of three years, a large community sample of 5-6-year-old 
children was assessed using comprehensive clinical screening questionnaires at three 
intervals and across two educational stages (preschool and elementary school). 

5.1 Paper I  

Paper I aimed to explore the associations between emotion dysregulation, symptoms 
of ODD and conduct problems in preschool-aged boys and girls at time 1. The unique 
aspect of this research was the use of multi-informant evaluation, incorporating a DSM 
criteria-based measure for ODD symptoms.  

The assessment in paper I revealed significant findings. The means for emotion 
regulation were high and lability/negativity were moderate, indicating children's ability 
to manage and express emotions appropriately, yet also suggesting sensitivity to 
emotional triggers and difficulty in recovery afterwards. Parents reported more issues 
compared to teachers concerning ODD symptoms and lability/negativity, while both 
parent and teacher reports were similar regarding emotion regulation and conduct 
problems. This disparity might highlight differing interpretations by parents and 
teachers regarding problematic behaviors in different settings or could be due to 
contextual differences in behavior. 

Correlation analyses supported a strong link between emotion dysregulation, ODD 
symptoms, and conduct problems, consistent with previous research (Blandon et al., 
2010; Martel et al., 2012). Despite some item similarities in questionnaires, correlations 
remained generally low, except for a few items on lability/negativity and the DBRS 
questionnaire which were removed.  

Simple gender comparisons indicated more severe lability/negativity and poorer 
emotion regulation among boys, aligning with the hypothesis that these symptoms 
would be more prevalent in boys. However, gender did not significantly moderate the 
relationships between emotion dysregulation, ODD symptoms, and conduct problems, 
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except for a minor impact on the relationship between emotion dysregulation and 
conduct problems but only according to teachers. This suggests that emotion 
dysregulation significantly predicted ODD symptoms and conduct problems regardless 
of gender, emphasizing its influence on behavioral severity in both boys and girls. 

Furthermore, children displaying poor emotion regulation or high lability/negativity 
demonstrated more severe ODD symptoms and conduct problems. This association, 
when children scored above the cut-off for emotion dysregulation, suggests potential 
clinical implications. Using clinical screening questionnaires might effectively identify 
children at risk for various difficulties, aiding in identification of early intervention needs. 

Overall, the findings in paper I underscores the significance of emotion dysregulation in 
possibly affecting the severity of ODD symptoms and conduct problems, highlighting its 
potential effects for additional behavioral challenges, regardless of gender. 

5.2 Paper II  

Paper II aimed to investigate the differences in reporting between parents and teachers 
concerning two dimensions of ODD - irritability/mood-related symptoms and defiant 
behavior/vindictiveness - as well as two elements of emotion dysregulation - emotion 
regulation skills and lability/negativity. It included repeated assessments among 
preschool children, also exploring potential gender disparities. Based on prior research 
(Ezpeleta & Penelo, 2015; Olson et al., 2018), the hypothesis was that differences in 
reports between parents and teachers, especially regarding defiant 
behavior/vindictiveness in ODD, would be notable. Additionally, it was expected that 
parents would report more prominent emotion dysregulation compared to teachers. 

Several key findings emerged from this paper. Parents consistently reported more 
problems in overall ODD dimensions and lability/negativity compared to teachers, 
aligning with similar studies highlighting parents' tendency to report more severe 
externalizing behavior issues than teachers (De Los Reyes et al., 2009; Hourigan et al., 
2011; Kerr et al., 2007; Olson et al., 2018). Interestingly, when children moved from 
preschool to elementary school, parents reported an escalation in problematic 
behavior, whereas teachers did not, as evidenced by larger effect sizes at the second 
time point. 

The agreement between parents and teachers for ODD dimensions, both mood-related 
symptoms and defiant behavior, was found to be poor, especially during preschool, 
which is congruent with previous studies (Ezpeleta & Penelo, 2015; Kerr et al., 2007; 
Olson et al., 2018). Conversely, when children reached first grade, discrepancies 
between parent-teachers were more noticeable for mood-related symptoms of ODD. 
These results could suggest that problematic behavior may be more prominent in the 
home compared to the school setting or that parents and teachers interpret 
problematic behavior differently. These findings may also imply that when children get 
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older more emphasis is placed on compliance, making any deviations from those 
expectations more noticeable. Informant discrepancies were not as prominent among 
different teachers as we found moderate agreement for both ODD dimensions, 
especially mood related symptoms. This supports the notion that the context is an 
important part of assessment, even though these teachers were at two different school 
levels and assessments were made a year apart, there seemed to be greater similarities 
in teachers’ ratings. This is consistent with findings from other studies on the subject of 
context (De Los Reyes et al., 2009; De Los Reyes & Kazdin, 2005) 

Regarding emotion regulation, there was poor agreement between parents and 
teachers, whereas teacher-teacher reports showed fair agreement. Particularly, 
disagreement was profound for children scoring above the cut-off on emotion 
regulation, for both parent-teacher report and teacher-teacher report, indicating 
greater difficulty in consensus on the severity of deficits in emotion regulation. This 
could be attributed to the subjectivity and visibility of emotional regulation compared 
to lability/negativity. That is congruent with research on the assessment of informant 
discrepancies on internalizing and externalizing profiles among children (Curhan et al., 
2020; Genachowski et al., 2023). 

Gender comparisons unveiled that both parents and teachers perceived boys as having 
more severe lability/negativity and poorer emotion regulation compared to girls, 
aligning with expectations due to the prevalence of ODD being higher in boys 
(Merikangas et al., 2009; Nock et al., 2007). Interestingly, larger discrepancies in 
reporting were observed for girls than boys, especially concerning defiant behavior and 
lability/negativity. This might suggest variations in the expression of ODD symptoms 
and emotion dysregulation between genders or different displays of problematic 
behavior in home versus school settings. This is in line with previous research on larger 
discrepancies for girls compared to boys (Berg-Nielsen et al., 2012; Santos et al., 2020; 
Yang et al., 2021). 

Moreover, there were significant differences between parent and teacher ratings for 
mood-related ODD symptoms, defiant behavior, and lability/negativity but not for 
emotion regulation. The discrepancies between parents and teachers were somewhat 
consistent across time, particularly for lability/negativity, which showed stable 
agreement levels. These outcomes parallel findings from Olson et al. (2018) and 
suggest ongoing informant discrepancies between parental and teacher perceptions of 
children's behavior across various domains, highlighting the complexities of 
assessment consistency between home and school environments. 

5.3 Paper III  

Paper III aimed to evaluate the trajectory of emotion regulation, lability/negativity, and 
symptoms of ODD over time. It was hypothesized that trajectories for emotion 
regulation, lability/negativity, and ODD symptoms would demonstrate consistency 
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across all three time points and that early emotion regulation and lability/negativity 
would predict subsequent ODD symptoms. 

There were several interesting findings. Initially, according to both parents and 
teachers, mean scores for emotion regulation, lability/negativity, and ODD symptoms 
remained stable and relatively low across all time points. This stability persisted even 
as children transitioned through different school environments and encountered 
different teachers. These outcomes support the hypothesis, consistent with previous 
research highlighting the stability of ODD symptoms, emotion regulation, and 
lability/negativity (Keenan et al., 2011; Vogel et al., 2021). 

Furthermore, when examining parental reports through path models, the analysis 
showed a concurrent developmental pattern: emotion regulation and lability/negativity 
at each interval consistently correlated with ODD symptoms at the same time point. 
Children with lower reported emotion regulation tended to exhibit higher levels of ODD 
symptoms as described by their parents. Similarly, higher levels of lability/negativity 
corresponded to increased ODD symptoms. This association was the same for both 
boys and girls. However, while a strong concurrent relationship existed between 
emotion regulation, lability/negativity, and ODD symptoms, the predictive capacity in 
the overall models was limited for both genders. 

Regarding teacher reports, the co-development of emotion regulation, 
lability/negativity, and ODD symptoms demonstrated less consistency compared to 
parental reports. During preschool, both emotion regulation and lability/negativity 
correlated with ODD symptoms, according to teachers but in elementary school, only 
lability/negativity retained this relationship. This difference might stem from the 
visibility and disruptiveness of lability/negativity in a classroom setting, making it more 
readily identifiable by teachers than internalized processes related to emotion 
regulation, especially as children mature. The discrepancies in results between 
parental and teacher reports may be attributed to children exhibiting different behaviors 
in different settings, such as at home versus school. This behavioral variation could 
account for the discrepancies in the relationship between emotion regulation, 
lability/negativity, and ODD symptoms in teacher ratings (Achenbach, 2006; 
Achenbach et al., 1987; De Los Reyes et al., 2015; De Los Reyes & Kazdin, 2005; Zhang 
et al., 2023).  

While the overall path models did not conclusively establish that preschool-measured 
emotion dysregulation predicts ODD symptoms in subsequent years, the results 
suggest a co-developmental relationship between emotion regulation, 
lability/negativity, and ODD symptoms over time. There could be several reasons for 
why these factors co-develop over time. There could be shared neurobiological 
mechanisms or even common genetic factors. Interrelated psychological processes 
could also contribute to the co-development between emotion dysregulation and ODD 
symptoms, that is, poor emotion regulation skills could lead to children displaying ODD 
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symptoms. These factors could also share the same risk factors, or both be influenced 
by the same environmental influences. It is beyond the scope of this thesis to infer what 
would be a likely reason but could be an important topic of research to further 
understand the association between emotion dysregulation and ODD symptoms.  

Simpler path models focusing on the direct relationship between preschool emotion 
regulation/lability/negativity and elementary school ODD symptoms indicated that 
better parental-reported emotion regulation might serve as a protective factor against 
later ODD symptoms. Conversely, parent-reported lability/negativity in preschool could 
potentially be seen as a factor that contributes for the possible development of at-risk 
or more severe ODD symptoms in elementary school. However, when teachers 
reported better emotion regulation, it did not seem to influence the severity of ODD 
symptoms. Conversely, increased teacher-reported lability/negativity was associated 
with higher reported ODD symptoms. 

5.4 General discussion 

When compiling all the findings together, each paper had noteworthy results that add 
to the existing literature.  

The findings in paper I showed a robust correlation among emotion dysregulation, ODD 
symptoms, and conduct problems in 5-6-year-old children, particularly concerning 
lability/negativity. Gender discrepancies emerged, with boys exhibiting more 
pronounced emotion dysregulation, ODD symptoms, and conduct problems. However, 
gender did not moderate the relationship between emotion dysregulation, ODD 
symptoms, or conduct problems. It appears that children's emotional management and 
sensitivity to emotion-triggering events, coupled with difficulty in recovery, significantly 
impact the severity of ODD symptoms and conduct problems, irrespective of gender. 
These results contribute to a growing body of literature on young children, shedding 
more light on the relationship between emotion dysregulation, ODD symptoms, and 
conduct problems (Blandon et al., 2010; Chen et al., 2022; Gerstein et al., 2011; He et 
al., 2023; Hill et al., 2006; Martel et al., 2012; Paulus et al., 2021; Zhang et al., 2023). 
These findings also provide valuable information about the clinical presentation of 
emotion dysregulation, ODD symptoms and conduct problems and suggest that 
emotional difficulties among young children should be considered when exploring 
causes of behavioral difficulties in daily life.  

The findings in paper II revealed notable discrepancies among informants, particularly 
between parents and teachers, with greater consensus observed among preschool and 
elementary school teachers compared to parent-teacher agreements. Parent-teacher 
informant discrepancies were more pronounced for defiant behavior/vindictiveness 
than for irritability/mood-related symptoms of ODD during the preschool years, aligning 
with previous research (Ezpeleta & Penelo, 2015). Moreover, these differences were 
more apparent for girls compared to boys. When assessing emotion regulation and 
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lability/negativity, inconsistencies between parents and teachers were more evident for 
emotion regulation, suggesting disagreement across settings (home vs. school) is more 
common on the adaptive aspect of emotion regulation compared to the maladaptive 
one. These findings underscore the importance of considering informant discrepancies 
in multi-informant assessments of young children. Environmental context and the 
informant's relationship with the child should be considered when evaluating ODD 
dimensions and emotion regulation, particularly given the substantial informant 
discrepancies observed in this paper. Furthermore, the gender differences noted are 
intriguing; while behavior problems are typically more prevalent among boys, higher 
informant agreement for boys might partially contribute to this trend, while lower 
prevalence for girls might contribute to poorer agreement. Future longitudinal studies 
should explore informant discrepancies for ODD dimensions and emotion 
dysregulation, examining their stability over time and their impact on diagnostic 
decisions. 

The findings in paper III implied a strong relationship and co-development over time 
between emotion regulation, lability/negativity, and ODD symptoms. While specific 
models indicated the predictive nature of emotion dysregulation for ODD symptoms, 
the overall models did not. These findings imply that emotion dysregulation may be 
considered more of a characteristic or feature of ODD symptoms rather than a direct 
risk factor, as indicated by the stronger pattern of co-development observed in the 
overall models. However, this implication should be approached with caution.  

5.5 Strengths and limitations 

The overall strengths of this thesis were numerous. First, the longitudinal nature of the 
data, spanning three time points from preschool to elementary school, enabled 
comparisons across different school levels and settings. Second, nearly equal gender 
ratio allowed for reliable gender comparisons. Third, the thesis included both parental 
and teacher reports on emotion regulation, lability/negativity, and ODD symptoms 
offering a comprehensive understanding of the child's behavior in various contexts. 
Moreover, the assessment utilized DSM diagnostic criteria-based measures for ODD 
symptoms and a questionnaire measuring emotion regulation and lability/negativity 
separately. Lastly, the analyses were conducted after overlapping items in the ERC and 
DBRS had been removed. The overall thesis also had some limitations which should be 
acknowledged. There's a possibility of selection bias as participants may have been 
more inclined to join the study if their children exhibited more serious problematic 
behavior. However, another weakness or more of a complication of the thesis was that 
in the sample emotion regulation was generally high and lability/negativity was low. 
Furthermore, ODD symptoms were not rated as severe, and the vast majority of the 
sample were below the clinical cutoff score. Lastly, there was notable attrition between 
the second and third time points, possibly due to participants no longer finding it 
beneficial to participate or changes in the child's behavior, either betterment or waning. 
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There were also specific limitations related to each paper. In paper I the data was cross-
sectional, thereby unable to depict developmental processes. Also, when comparing 
children above the cut-off score, results should be interpreted with caution as there 
were unequal numbers of children in each group. In paper II the same limitation was 
faced when comparing children above and below the cut-off score due to unequal 
numbers. Also, family characteristics, known to influence informant discrepancies (De 
Los Reyes et al., 2015) were not measured and could not be included in data analysis in 
paper II, nor was information on race or ethnicity obtained. In paper III the biggest 
limitation was attrition between the second and third time points but one of the bigger 
strengths in that paper was that analyses were conducted after controlling for ADHD 
symptoms. 
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6 Conclusions 
The overall aim of this thesis was to examine the relationship between emotion 
dysregulation and the development of ODD symptoms. The main hypothesis for the 
longitudinal data was that emotion dysregulation (low emotion regulation and high 
lability/negativity) would predict ODD symptoms at time 2 and time 3. The hypothesis 
was only partially supported. Findings from the overall models showed limited effects 
of the predictive value of emotion dysregulation on the development of ODD symptoms. 
The simpler models showed that both emotion regulation and lability/negativity were 
significantly predictive of ODD symptoms according to parent-report. According to 
teachers, only lability/negativity at time 1 was significantly predictive of ODD symptoms 
at time 2 and 3. Even with these mixed results and the findings pointing more towards 
emotion dysregulation being a feature of ODD symptoms rather than a risk factor, it is 
without a doubt that emotion dysregulation is strongly associated with ODD symptoms. 
Additional research questions were also addressed in this thesis. The first one relating 
to gender differences. Interestingly, findings reveled that gender differences varied. The 
results showed that emotion regulation was higher for girls than boys and that 
lability/negativity, ODD symptoms and conduct problems were more prominent among 
the boys. However, the relationship between emotion dysregulation and ODD 
symptoms was not different for girls and boys. Even though ODD symptoms and 
behavior problems are more prominent among boys, the co-development between 
those factors and emotion dysregulation seems to be the same for both genders. These 
results indicate that the need for addressing possible emotion dysregulation is of equal 
importance for both genders when assessing ODD symptoms in the diagnostic process.    

Moreover, informant discrepancies were also examined, and the findings implicated 
more differences in parent and teacher-reports than teacher-teacher reports. This is 
also important information in relation to the association between emotion 
dysregulation and ODD symptoms. If there are differences in either the manifestation 
of these symptoms or in the perception of the informant of the child, the setting must 
be analyzed. That is, if a child displays more severe symptoms or dysregulation in either 
the home or school setting is a potential cause for consideration when designing a 
suitable intervention and support for the child, parents and teachers.  

Although the findings in this thesis contribute to existing research, further longitudinal 
studies spanning from earlier in the preschool years, before ODD symptoms start to 
develop, to longer into the elementary school years, when possible ODD is diagnosed 
would be beneficial. It could maybe better answer the question on if emotion 
dysregulation could be a risk factor for an ODD diagnosis or as seen in this thesis a 
factor that co-develops. Furthermore, such longitudinal study could also monitor the 
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development of the symptoms longer and better examine if emotion dysregulation 
influences symptom severity of ODD. Also, research has discussed the possibility that 
emotion dysregulation could be a part of the mood related dimension of ODD rather 
than the other two dimensions of the disorder. This was not addressed in this thesis and 
could be an interesting topic to examine if the co-development between emotion 
dysregulation and ODD differs between dimensions of the disorder. Lastly, it would 
likely be beneficial to examine what underlying factors could possibly be influencing the 
co-development of emotion dysregulation and ODD symptoms and if children with this 
combination of symptoms need a different approach in the intervention given.   

In a practical sense, the findings in this thesis highlight not only the possible 
significance of assessing potential emotion dysregulation in the diagnostic process of 
children but also the consideration of need for addressing deficits in early childhood 
emotion regulation and lability/negativity through combined interventions. That is, not 
only targeting ODD symptoms but also addressing emotion dysregulation, in order to 
disrupt potential adverse developmental trajectories involving both emotion 
dysregulation and ODD symptoms. 
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