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Abstract

:

Disruptive Behavior Disorders (DBD) are the most common mental health disorders in the school-aged child population. Although harsh parenting is a key risk factor in the shaping of DBD, studies neglect the presence of siblings and differential parenting. This study aims to compare: (1) parenting style and sibling relationship in sibling dyads of clinical families, composed of a DBD child and a non-clinical sibling, with control families composed of two non-clinical siblings; (2) parenting style, sibling relationship, and emotional and behavioral problems in DBD child, non-clinical sibling, and non-clinical child of control group. Sixty-one families (composed of mother and sibling dyads), divided into clinical (n = 27) and control (n = 34) groups, completed the APQ, SRI, and CBCL questionnaires. Results indicated differential parenting in clinical families, compared to control group families, with higher negative parenting toward the DBD child than the sibling; no difference emerged in sibling relationship within sibling dyads (clinical vs. control). Finally, externalizing and internalizing problems were higher in DBD children and their siblings, compared to control, indicating DBD sibling psychopathology vulnerability. Findings suggest inclusion of siblings in the clinical assessment and rehabilitative intervention of DBD children, given that the promotion of positive parenting could improve mental health in the offspring.
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1. Introduction


Disruptive Behavior Disorders (DBDs) including Oppositional Defiant Disorder (ODD) and Conduct Disorder (CD), are a challenging mental health issue and represent the most common mental health reason for referral for school-aged youths [1,2,3]. DBDs, according to Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, are a cluster of disorders defined by the presence of a persistent pattern of negative, defiant, aggressive, rule-breaking or disruptive behaviors, such as a repetitive and persistent pattern of behavior that violates the basic rights of others or violates major age-appropriate societal rules or norms [4]. These characteristics often emerge early in development and persist into adolescence and adulthood, leading to widespread difficulties, causing clinically significant impairment in the youth’s social, academic, familial, or personal functioning [4,5,6,7].



DBD children and adolescents are at risk of developing many severe psychopathological outcomes in adolescence and as adults (mood and bipolar disorders, psychopathy, and antisocial personality), with worsening prognosis and social costs [8,9,10]. The risk of later psychopathology (ADHD, mood disorders, substance use, suicidality), and poor overall functioning, is increased in DBDs in the presence of deficits of emotion regulation, characterized by lack of temper control, affective lability, mood instability, and emotional overreaction [11,12,13,14,15,16].



DBD is a multi-determined condition involving both biological and environmental factors; in fact, genetic, temperamental, environmental, social, and family factors, and the interaction between “nature” and “nurture”, seem to influence developmental risk for DBD in children [17,18,19,20,21]. In the text the term child/children will be used to refer to offspring whether these are children or adolescents.



Regarding biological factors, several studies show moderate influence of these factors in the etiology of DBD, especially in the early-onset form, pervasive conduct disorder, and in relation to callous-unemotional traits. Molecular genetic studies, also conducted in twins, have shown associations between genetic variants of genes of the dopaminergic and serotonergic systems and DBD [22,23].



Previous studies have indicated that parenting styles are key factors in shaping DBD in children. Specifically, the use of harsh parenting, which includes coercive, controlling, and punitive methods, the use of verbal and physical aggression [24,25,26,27], combined with low warmth and poor positive parenting [28,29,30], are associated with DBDs as well as more general externalizing disorders in children and adolescents [31,32]. Despite the absolute level of negative parenting, children who report harsher and less supportive parenting tend to manifest more externalizing behaviors compared to their siblings [33,34,35,36,37,38]. Studies on family risk factors have mainly focused on the effect of specific parenting styles on DBD child adjustment [39,40], neglecting the presence of siblings. A perspective that takes into consideration parenting style on sibling dyads may allow the identification of risk and protective factors for the psychological adjustment of offspring in the same family, to better address preventive intervention [40].



Despite the large amount of literature on the effects of parental practices that are directed unequally among siblings (differential parenting [41]) and on externalizing behaviors in children from the same family, less is known about the effect of differential parenting on externalizing behaviors reported by children and adolescents in families with a DBD child. It must be noted that DBDs present specific features that increase the risk for several negative outcomes, such as acts of aggression, violence, and risk taking, in addition to the risk for psychopathology [42,43,44].



This study aimed to explore the impact of both parenting style and differential parenting on emotional and behavioral problems of DBD siblings and non-clinical siblings who shared the same environment. In Italy, where we conducted this study, mothers still maintain the central role of main caregivers of children below 18 years, despite the recent increased involvement of fathers in childcare activities [45]. In addition to the task of child-rearing, Italian mothers also have the role of providing guidance and the transmission of norms [46]. Moreover, the quality of the adolescent’s relationship with the mother has a much stronger effect on adolescent risk behavior [47,48] compared to the paternal relationship. Therefore, in the current study we focus on maternal parenting.



This study also aimed to compare maternal parenting styles in families in which one sibling was diagnosed with DBD, while the other did not receive any psychiatric diagnoses, and control families with two non-clinical siblings. This comparison was aimed to identify if parenting styles in clinical families were characterized by more harsh and differential parenting towards clinical than non-clinical children/adolescents compared to control families. We expected higher differential parenting in families of the clinical sample compared to control families, with more negative parenting reported towards the DBD child compared to sibling.



Moreover, we aimed to compare maternal parenting style and emotional and behavioral problems reported in DBD siblings (DBDs), non-clinical siblings (S-DBDs), and non-clinical siblings of control families (CONTR), for early evaluation whether non-clinical siblings in families with DBD would present a higher risk for harsh and negative parenting, externalizing problems, and emotion dysregulation, compared to families without DBD. We expected that non-clinical siblings in families with DBD would report a lower level of negative parenting and externalizing problems compared to their DBD siblings, but higher compared to that reported in control group families.



Another aspect that has been largely neglected in the literature on DBDs until now is the role of sibling relationship quality. Previous studies, using a dyadic perspective, have shown that sibling relationship is linked to differential parenting, and that differential parenting has negative effects on sibling relationship. In fact, although a certain degree of differential parenting is normal and depends on a child’s characteristics, such as age, gender, and temperament [49], differential treatment is linked with more negative sibling relationship as greater conflict and less affection between siblings [49,50], and as more externalizing behaviors, aggression, depressed mood, anxiety, and low self-esteem [40,50,51]. Moving from this consideration, we expected higher levels of conflict reported by siblings of the clinical group compared to the control group. Higher levels of conflict were expected based on parental differential treatment and on characteristics of the DBDs; in fact, typical patterns of externalizing disorders, such as negative, defiant, aggressive, rule-breaking, or disruptive behaviors, can also be implemented in families.




2. Materials and Methods


2.1. Sample


Our sample included two groups of families (clinical and control) composed of: (a) two biological siblings aged 6–16 years; and (b) their mother. In line with other studies, in which age spacing of four years between siblings is recognized as a strong correlate of differential parenting [52,53], only sibling dyads with age spacing of four years or less were considered for this study.



To be included in this study, participants (mother and offspring) had a good comprehension of the Italian language, gave consent to participate in the study, and completed the battery of questionnaires.



Additional inclusion criterion for the clinical-family sample were: (a) the presence of a child with a diagnosis of DBD according to DSM 5 criteria with Full IQ Scale greater than 85 and no comorbidity with Autism Specter Disorder diagnosis; (b) a sibling without any clinical diagnosis.



For the control group, an additional inclusion criterion was: pairs of siblings in which neither have been submitted to a clinical consultation.



The clinical group was enrolled in the Department of Child and Adolescent Psychiatry of a third level hospital (FSM Stella Maris Foundation in Pisa), which provides care to patients from all over Italy. Recruitment took place in the clinic for the diagnosis and treatment of behavioral disorders in developmental age called “Beyond the clouds”. Families were consecutively recruited during the diagnosis process by the person responsible for this study. Following the diagnosis of DBD, an evidence-based multimodal treatment was offered to the clinical families.



Diagnoses of DBD, based on DSM-5 diagnostic criteria, were made by using historical information, a structured clinical interview, and the Italian version of the Schedule for Affective Disorders and Schizophrenia for School-Age Children—Present and Lifetime Version (K-SADS-PL) [54], administered by child psychiatry trainees under the supervision of the senior child psychiatrist. Diagnoses were definitively confirmed by consensus of a multidisciplinary board.



The Italian version of the Wechsler Intelligence Scale for Children—Fourth Edition (WISC-IV) [55], was administered to all patients to assess IQ.



The control group was recruited during leisure and sports activities in the metropolitan area of Central Italy. Participants (parents and children) were randomly selected among participants of leisure activities and approached when they finished. They were informed about the goals of the survey, and were told they had the option to drop out at any given moment if they wished to do so. Written informed consent from parents was obtained for all participants.



Of the 66 families who were contacted for this study that met inclusion criteria, three (two belonging to control group and one to clinical group) refused to participate due to lack of time. Two families (belonging to clinical group) could not be included in the final sample due to incomplete data (missing questionnaire about one sibling).



The final sample of the study was made up of 61 families: (a) 61 mothers, and (b) 61 couples of siblings, for a total of 122 children (87 males and 43 females), aged between 6 and 15.7 years (Mage = 9.8; SD = 2.1). The sample was divided into two groups, according to inclusion criteria.



The clinical group was composed of 27 families: (a) 27 mothers, and (b) 27 couples of siblings, for a total of 54 children (40 males, 14 females), aged between 6 and 14.8 (Mage = 9.9; SD = 2.0). For each pair of siblings, we labelled DBD the target child who reported the clinical diagnosis, and S-DBD the older sibling of the DBD, closest in age, with no clinical diagnosis.



For the control group, we considered a child comparable in age to DBD, labelled CONTR-1, and an older sibling, labelled CONTR-2. The control group was composed of 34 families: (a) 34 mothers, and (b) 34 pairs of siblings, for a total of 68 children (41 males, 27 females), aged between 6 and 15.7 (Mage = 9.8; SD 2.2). This sample has not been used in previous studies.



The investigator responsible for the study informed participants about the main study aims, specified that anonymity was guaranteed, participation was voluntary, they could withdraw from participation in any moment, and no monetary reward was given. A signed statement attesting to informed consent for study participation was obtained from all subjects. After the informed consent was signed, according to the study protocol, the mother filled in the questionnaire about parenting style and psychological problems for each child/adolescent, and each child/adolescent completed a specific questionnaire to evaluate the perception of the quality of the sibling relationship. Participants completed all questionnaires, and no missing data were reported.



The study conformed to the Declaration of Helsinki. The Regional Ethics Committee for Clinical Trials of Tuscany, Pediatric Ethics Committee section, approved the study (ethical approval code: GENCU/03/2019). Recruitment took place from April 2019 to October 2020 and lasted 18 months.




2.2. Measures


Mothers completed the Child Behavior Check List (CBCL) parent report form and Alabama Parenting Questionnaire (APQ) for each child. Each child/adolescent completed a questionnaire that evaluates the perception of the quality of sibling relationship: Sibling Relationship Inventory (SRI).



Socio-demographic, clinical, and socio-economic status were collected from the mother using an ad hoc questionnaire.



The CBCL [56,57,58] was used to explore and record emotional and behavioral problems and skills in children aged 6–18 years. It is a 118-item scale, asking parents how often his/her child engages in problematic behaviors (i.e., item 28 “Breaks rules at home, school, or elsewhere”). According to questionnaire norms [56,57,58], CBCL presents 8 different syndrome scales, 6 different DSM-Oriented scales, a total problem score, and two broad-band scores designated as internalizing problems and externalizing problems. The reliability coefficients (Cronbach’s alpha) were 0.82, 0.81, and 0.82, respectively.



The CBCL calculates a specific profile correlated to poor self-regulation in children and adolescents by summing the T Score of CBCL scale Anxious/Depressed, Attention Problems, and Aggression Behaviors. Emotional Self-Regulation (DESR) profile is given to those who present a summed score > 180 but < 210 and Dysregulation Profile (DP) as those who present a summed score ≥ 210 [59,60]. The DESR profile has been related to maladaptive behaviors in response to frustration or negative emotions, impulsivity, elevated irritability and anger, and high rates of anxiety and disruptive behavior disorders [61]. The DP has demonstrated usefulness as a marker of dysregulation and psychopathology severity in children and adolescents, and has been associated with severe psychopathology, self-harm and suicidal behaviors [59,62], and substance use disorders [63].



The APQ [64,65], was used to assess parenting practices and quality of the parent-child relationship. The APQ includes 42 items requiring parents to indicate the frequency with which they implement the parenting practices using a 5-point Likert scale, ranging from 1 (never) to 5 (always). According to Italian validation of the APQ [65], the parenting domains measured by this instrument are: (1) positive parenting (PP), comprising parental involvement and positive parenting (i.e., item 2: “You let your child know when he/she is doing a good job with something”); (2) negative parenting (NP), comprising poor monitoring/supervision, inconsistent discipline (i.e., item 24: “You get so busy that you forget where your child is and what he/she is doing”); (3) corporal punishment (CP) (i.e., item 33: “You spank your child with your hand when he/she has done something wrong”). The subscale score is derived by a sum of the items. Higher scores indicate adequate parenting practices for the positive scale, inadequate parenting practices for the negative scale, and corporal punishment. In this study, the Cronbach α coefficients were 0.73 for Positive Parenting, 0.68 for Negative Parenting, and 0.74 for Corporal Punishment.



The SRI [66,67] was used to assess the quality of sibling relationship. This is a 17-item questionnaire developed to assess the child’s perception of own behavior and own feelings towards sibling. The SRI assesses 3 qualitative dimensions of sibling relationship: (1) Affection, referring to behaviors of support, help, sharing and admiration between siblings (i.e., item 1: “Do you happen to take care of your brother or sister or deal with him/her if there are no adults?”), (2) Conflict, defined as disagreement and quarrels (i.e., item 3: “Do you happen to be very angry with your brother/sister?”); (3) Rivalry, which is the perception that children have of differential treatment from their parents (i.e., item 11: “Do you also think that your mother treats your brother/sister better than you?”). Individuals are required to indicate how often they experience content of item on a 5-point Likert scale ranging from 1 (never) to 5 (always). Total score is obtained summing the scores for the three dimensions. The questionnaire was proposed to each child as an interview, preceded by an opening statement with the aim of normalizing a certain behavior or feeling, which allows comparison of the representation that children have of the sibling relationship. The interviews were carried out by a graduate student. The Italian version of the SRI confirmed the three-factor structure of the original version and its reliability to assess qualitative aspects of the sibling relationship [67]. In this study, Cronbach’s alpha values of Affection, Conflict, and Rivalry dimensions were 0.73, 0.71, and 0.71, respectively.




2.3. Data Analysis


Data were analyzed using the Statistical Package for Social Sciences (SPSS), version 24 (2017). A post hoc power analysis was conducted using the software package, GPower 3.1.9.4. This post hoc analyses revealed the statistical power for this study was 0.98.



Descriptive statistics of quantitative data was performed for all dimensions. The normality of the dimensions was tested, using the directions of Curran and colleagues as criterion, which identified an accepted range for skewness from −2 to +2 and for kurtosis from −7 to +7 [68].



In order to verify whether the child and his/her sibling scored significantly different from each other in parenting style dimensions and sibling relationship we conducted, a t-test for paired sample separately for clinical and control group inserting the mean value of APQ and SRI dimensions reported by child and his/her sibling as paired variable.



Moreover, in order to verify whether there was a difference between clinical child (DBD), non-clinical siblings of DBD (S-DBD) and children of control group (CONTR), in parenting style, sibling relationship and psychopathological disorders, a series of one-way Analysis of CoVariance (ANCOVA) have been conducted inserting groups of children (DBD, S-DBD and CONTR) as factor, study variables (parenting style dimensions of APQ, sibling relationship dimensions of SRI, psychopathological disorders subscales of CBCL) as dependent variables, and gender as covariate. We decided to insert gender as covariate because wide literature showed that DBD is highly prevalent in males than females. For multiple comparisons, Bonferroni corrections were applied. Finally, post hoc tests were performed to evaluate how three groups differ in parenting style, sibling relationship and psychopathological disorders. The alpha level was set to p = 0.05 for all tests with confidence interval at 95%.



Finally, in order to verify whether there was a difference between clinical child (DBD), non-clinical siblings of DBD (S-DBD) and children of control group (CONTR), in distribution of presence and absence of CBCL-Dysregulation Profile a Chi-square was performed.





3. Results


3.1. Difference between Clinical and Control Group Families


Socio-demographic features of two groups are reported in Table 1.



T test and Chi square test were performed in order to verify if differences existed between clinical and control group in demographic variables. Results showed no difference in families of clinical and control group respect to parental marital status, number of children for family, maternal socio-economic level and paternal socio-economic level. All participants came from traditional families (mother-father), irrespectively by parental marital status reported (married or divorced).



Difference between offspring of clinical and control group.



Concerning offspring characteristics, data analysis showed no difference for age (clinical group M = 9.9; DS = 2; control group M = 9.8; DS = 2.2; t(120) = 0.34; n.s.), gender composition (% of males in clinical group = 49.4% versus control group = 50.6% Chi2(1) = 2.56; n.s.), and years of scholarship (clinical group M = 4.65; DS = 1.9 versus control group M = 4.62; DS = 2.1; t(120) = 0.08; n.s.).



All DBD children (27; 100%) received a clinical diagnosis of ODD with a prevalence of comorbidity with ADHD (19; 70.4%).



In line with the literature and characteristics of the disorder, the DBD group was mainly composed of males (25; 93%). A Chi-square test showed that there were differences in gender composition within clinical group sibling dyad (Chi2(1) = 9.63; p = 0.002) because males were 93% of DBD versus 56% of S-DBDs. On the contrary no difference has been found for gender composition in control group (56% of males in CONTR-1 versus 65% in CONTR-2; Chi2(1) = 0.553; n.s.).




3.2. Difference within Sibling Dyad


APQ and SRI mean scores reported by pair of siblings in clinical and control group are reported in Table 2.



A t-test for paired sample was performed separately for clinical and control group to verify whether sibling dyad differ in parenting style (APQ subscales), sibling relationship (SRI subscales). Results of t-test are reported in Table 2.



Concerning the APQ, no difference within the sibling dyad was found in the clinical group in positive parenting or corporal punishment. On the contrary, a difference emerged in negative parenting, with the parent reporting more negative parenting toward DBD child than S-DBD.



Moreover, no difference within the sibling dyad was found in the control group in positive parenting, negative parenting or corporal punishment.



Concerning to SRI no difference within sibling dyad was found in the clinical or control group in affection, conflict and rivalry.




3.3. Difference between Clinical, Non-Clinical Siblings and Control Group


APQ, SRI and CBCL subscale scores reported by DBD, S-DBD and CONTR are showed in Table 3.



A series of one-way ANCOVA inserting as dependent variables the APQ dimensions found no differences in positive parenting or corporal punishment among the three groups. On the contrary, a difference exists in negative parenting where DBD reported higher level of negative parenting than CONTR whilst adjusting for gender.



A series of one-way ANCOVA inserting as dependent variables the SRI dimensions showed that any difference exist in affection, conflict and rivalry between three groups whilst adjusting for gender. A series of one-way ANCOVAs inserting the CBCL dimensions as dependent variables showed that there were differences between the three groups in all scales and subscales of the CBCL questionnaire, except for somatic complaint, DSM somatic. DBD reported higher levels of disorder than S-DBD and CONTR children.



Results of ANCOVA are reported in Table 3.




3.4. DESR and DP Profile


The Chi-square test was performed using the distribution of DP among DBD, S-DBD and CONTR groups. Results showed that, among DBD children 9 (33.3%), presented DP, 11 (40.7%) DESR and 7 (26%) regular scores (above cut-off). Among S-DBD 2 children (7.4%) presented DP, 6 (22.2%) DESR and 19 (70.4%) regular score; in the CONTR group, none of children (0%) presented DP, one (1.5%) presented DESR and 67 (98.5%) regular scores. The difference of profile distribution among DBD and CONTR is significant (Chi2 (4) = 58.95; p = 0.000). In fact, while DBD presented higher prevalence of DP and DESR, while CONTR presented higher prevalence of regular scores.





4. Discussion


Literature has widely shown the role of the family in shaping DBD in children and adolescents. However, studies mainly focus on the impact of parenting style on DBD children [25,69,70], neglecting the presence of siblings. A perspective that takes into consideration parenting style effect on sibling dyads (including non-clinical ones) may identify risk and protective factors for psychological adjustment of the offspring from the same family, in order to better address preventive interventions.



In this framework, this study aimed to explore the parenting style and sibling relationship reported in sibling dyads of clinical families (where one child had been diagnosed with DBD and the other had not received any psychiatric diagnosis) compared to control families (in which there were two non-clinical siblings).



This study also aimed to compare parenting style, sibling relationship, and emotional and behavior problems reported in clinical child (DBD), non-clinical sibling (S-DBD), and non-clinical child of control families (CONTR). To our knowledge, this observational study is the first to explore and compare the parenting style reported toward two children (clinical and non-clinical) in families with DBDs and control families.



Our results show that there is higher differential and negative parenting in clinical families compared to control group families. Specifically, negative parenting is reported more often toward the DBD child compared to his/her sibling. On the contrary, control families reported a similar style across offspring. Results seem to confirm that even when siblings live in the same family context, they can experience different relationships with the same parents [37,71], and be exposed to different levels of harsh and supportive parenting, thus resulting in different adjustments [70,72]. Our study therefore confirms the link between higher negative parenting, which includes harsh parenting, coercive, controlling and punitive methods, and DBDs [25]. However, in contrast with previous research [23,25], in our study, the level of parental corporal punishment towards DBD did not differ from that reported by S-DBD and control sibling.



However, when we compared parenting styles adopted toward DBD, S-DBD, and control child, it emerged that, although lower levels of negative parenting were reported towards S-DBDs than their DBD siblings, these levels of negative parenting were higher than toward non-clinical siblings of the control group. The post-hoc analysis revealed that the main difference concerned DBDs who reported more negative parenting than CONTR. A possible explanation for this result may be the higher levels of parenting stress generated by the presence of a DBD child in clinical families [73,74], which induces parents to use negative parenting also toward the non-clinical sibling. Literature has widely shown an association between parenting stress and negative parenting [75,76,77,78], and between negative parenting and child difficulties, including externalizing behavior problems and adolescent deviance [79,80]. Thus, in line with the available literature [13,81,82,83,84], the use of negative parenting may be in part responsible for the severity of psychological disorders (as resulting from CBCL subscales scores). In our sample, DBD children, in a greater measure, and S-DBDs, in a lesser measure, reported higher externalizing problems (including rule-breaking behavior, aggressive behavior) than control siblings. It is possible that S-DBDs, despite being non-clinical siblings, could be at higher risk for externalizing disorders compared to non-clinical siblings growing up in non-clinical families, thus directly (personally) and/or indirectly (through observation of negative parenting style toward clinical sibling) exposed to negative parenting. In line with the literature, we could hypothesize that the clinical manifestation of DBDs (which includes irritability, aggression, and temper outburst) also constitutes a risk factor for the development of externalizing problems by siblings [81,82].



S-DBD children seem at higher risk for internalizing problems, such as anxious/depressed and withdrawn/depressed, compared to CONTR. In the case of internalizing problems and withdrawn/depressed scales, the level of problems reported by S-DBDs is not only higher than controls, but it is comparable to that reported by DBDs. A possible explanation is the parenting style. Several studies have reported an association between negative parenting (characterized by high levels of coercive control and negative emotionality) and internalizing more than externalizing symptoms [83]. In this case, it is possible that negative parenting reported toward DBDs and S-DBDs in clinical families increases the risk of internalizing problems in the offspring in general. Other explanations that must not be excluded are stressful life events, as well as negative and less supportive relationships with other family members, such as the father or other siblings, which may increase the possibility to develop internalizing problems. In literature, internalizing problems in DBDs have been described as predictors of persistence of externalizing problems in adolescents and/or of development of internalizing disorders over time [84,85]. Our research group has shown the efficacy of multimodal, CBT-based treatment involving DBD children and their parents, in improving internalizing problems in ODD patients by promoting effective and warm parenting, and supporting affect regulation and self–esteem in children [86]. We suppose that improvement in parenting style could have a positive effect in prevention of DBD sibling risk of internalizing problems.



Regarding emotional dysregulation profiles, the present study shows that about seven children in ten with DBDs manifest the clinical or severe profile of dysregulation (three in ten reported DP and four in ten reported DESR). This evidence is not surprising, because it is in line with the scientific literature that highlights the presence of poor emotional and behavioral self-regulation in children with DBDs alone or in comorbidity with ADHD and emotional problems [87,88,89].



An interesting result is the presence of a relevant percentage of DP in the S-DBD population; in fact, about three children in ten showed a clinical or severe profile (DESR and DP), while in the control group only 1.5% presented DESR and none reported DP. Our findings seem to suggest that not only clinical DBD children, but also non-clinical siblings of DBD families, show psychopathological vulnerability, being more prone to develop DESR and DP compared to the control group. The higher psychopathological vulnerability of S-DBD may be influenced by both environmental (such as parenting strategies) and genetic factors shared by the siblings in the clinical families. These data are worthy of attention, since the presence of DESR or DP could be considered both an indicator of clinical severity and a risk factor for developmental, emotional, or behavioral disorders from childhood to adulthood [63].



For this reason, during the diagnostic evaluation of the clinical child, the non-clinical sibling could also be involved, in order to identify or prevent the onset of emotional and behavioral problems early on. There is strong evidence that multimodal treatment programs for DBDs, usually including both youths and parents, have high efficacy in reducing externalizing behaviors and aggression in at-risk and clinic-referred youths [80,90,91,92]. Involvement of parents, aimed at reducing coercive strategies and promoting positive parenting styles, increases treatment efficacy [90,93], and could also have relevant positive effects for the siblings. It would be important to inform the families of children with DBDs about the potential psychopathological risks to the other children and provide intervention programs, such as parent training, to support positive parenting styles towards all offspring.



Regarding the sibling relationship, this study showed that there is no difference between sibling dyads for sibling relationship. In other words, both pairs of dyads reported the same sibling relationship. This is in line with the characteristics of the SRI. Moreover, no difference has been found for gender between DBD, S-DBD, and control children in affect, conflict, or rivalry. In other words, the sibling relationship in the clinical group is not characterized by more conflict compared to control group. It could be assumed that, due to the DBD clinical manifestation of disorder, the sibling relationship might be affected by greater levels of hostility; however, our results did not support this hypothesis.



Given the lack of difference between clinical and control groups, it seems that sibling relationship assumes a protective role in the clinical group. Thus, despite negative parenting reported toward DBDs and S-DBDs, the sibling relationship seems to be good enough for these children. This is a relevant aspect, because children spend more time with siblings than with parents, and within sibling dyads they develop social skills useful for future interactions with peers [94]. Like parent-child and peer relationships, sibling relationships provide an important socialization environment for children. Sibling relationships can be considered intense peer relationships, where children must learn to negotiate conflicts because they are unable to escape an aversive sibling relationship in the same manner as they would a peer [95].



According to our hypotheses, the results indicate a higher level of differential and negative parenting in clinical families, compared to control group families, confirming the link between higher negative parenting (i.e., harsh parenting, coercive, controlling and punitive methods), and DBDs and children with difficulties. Although negative parenting in clinical families is reported more often towards DBD children, DBD siblings showed higher levels than non-clinical siblings of the control group. The use of negative parenting seems to correlate with the severity of psychological disorders. In fact, in the clinical families, as resulting from CBCL subscale scores, higher externalizing problems (including rule-breaking behavior, aggressive behavior) were recorded not only in the DBD child, but also in the S-DBD, compared to control siblings (DBD > S-DBD > CONTR). Moreover, higher internalizing problems (including anxious/depressed and withdrawn/depressed) were recorded in DBD and S-DBD compared to control siblings (DBD = S-DBD > CONTR). In accordance with other studies [83], S-DBDs could be considered at higher risk for externalizing and internalizing problems than controls.



Contrary to our hypotheses, regarding sibling relationship, no differences between the two groups were found. In the clinical group, the sibling relationship seems to be good enough for these children, and in a preventive perspective, these data could highlight the importance of “protecting” the relationship between siblings in their growth path as a possible factor of resilience [50,95,96].




5. Strengths and Limitations of this Study


This is the first study that analyses the impact of parenting style on psychological disorders in DBD families (including both DBD clinical child and S-DBD non-clinical child) compared with non-clinical families. To this purpose, one of the main strengths of this study is the use of multiple source of information. In fact, we chose to include two siblings per family (who answered about sibling relationship), and one reference parent (who reported parenting style toward each child and psychological disorders shown by each child).



Although the sample size may appear quite small compared to other studies on sibling dyads [81], it must be noted that we chose to use strict inclusion criteria both for the clinical child (diagnosis of DBD according to DSM 5 instead of, for instance, the presence of externalizing behavior) and for sibling dyad (sibling dyads with maximum age spacing of four years in line with previous studies) [53]. The study presents a large effect size according to Cohen (1988) [97].



Second, we chose to consider only the mothers as reference parents, without involving fathers. We cannot exclude that paternal style may be different (i.e., more positive) than maternal, thus constituting a protective factor. The choice to consider the maternal report of parenting style comes from the consideration that Italian mothers play a major role both in and out of the home.



Finally, this is a cross sectional study. Thus, we cannot know if the parenting style changes over the time, including the level of psychological disorders expressed by the children.




6. Conclusions


In the developmental age, and more often in adolescence, there is physiological distancing in the sibling relationship, with a tendency to form their own groups of friends, who can often have interests in common and represent valid experiential contexts for prosocial purposes. In the case of families with DBDs, DBD children can dangerously tend to fit into groups of social marginalization that facilitate training in deviance with the adoption of highly antisocial values [98]. Maintaining a good sibling relationship could be a protective factor for DBDs against possible antisocial risks, and this aspect should be kept in mind, in cautionary and reinforcement messages to parents, and in therapeutic and preventive goals [99].



Finally, the involvement of parents in multimodal treatments to promote positive parenting could have positive effects not only for DBD children, but also for their siblings, in preventing internalizing and externalizing problems.
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Table 1. Comparison between Clinical and control group families in socio-demographic features.
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	Clinical Group n = 27
	Control Group n = 34
	Statistics





	Parental marital status
	
	
	Chi2(1) = 1.23; n.s.



	Married
	20 (74%)
	28 (82%)
	



	Divorced
	7 (26%)
	6 (18%)
	



	N children for family
	
	
	Chi2(3) = 4.42; n.s.



	2
	15 (56%)
	25 (74%)
	



	3
	8 (30%)
	6 (17%)
	



	4
	3 (5%)
	2 (6%)
	



	5
	1 (4%)
	1 (3%)
	



	Maternal SES
	
	
	Chi2(3) = 6.66; n.s.



	salariat
	6 (22.2%)
	9 (26.5%)
	



	intermediate
	15 (55.6%)
	22 (64.7%)
	



	working class
	2 (7.4%)
	0 (0%)
	



	unemployed
	4 (14.8%)
	3 (8.8%)
	



	Paternal SES
	
	
	Chi2(3) = 6.18; n.s.



	salariat
	9 (33.3%)
	8 (23.5%)
	



	intermediate
	10 (37%)
	19 (55.9%)
	



	working class
	7 (25.9%)
	7 (10.6%)
	



	unemployed
	1 (3.7%)
	0 (0%)
	







Note: SES: Socio Economic Status.
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Table 2. Mean (SD) reported by clinical sibling (DBD), non-clinical sibling of clinical family (S-DBD), control sibling 1 (CONTR-1) and control sibling 2 (CONTR-2) in APQ and SRI subscales. Results of t test are reported for both groups.
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Clinical Group

	
t(26)

	
p

	
Control Group

	
t(33)

	
p




	

	
DBD

	
S-DBD

	
CONTR-1

	
CONTR-2






	
APQ positive parenting

	
47.67 (4.60)

	
47.37 (4.65)

	
0.497

	
n.s.

	
46.65 (5.01)

	
47.23 (5.26)

	
−1.31

	
n.s.




	
APQ negative parenting

	
14.67 (4.22)

	
12.14 (4.14)

	
2.58

	
0.016

	
10.79 (3.59)

	
10.73 (3.54)

	
0.208

	
n.s.




	
APQ corporal punishment

	
4.41 (2.20)

	
4.33 (1.68)

	
0.311

	
n.s.

	
3.53 (0.896)

	
3.91 (1.28)

	
−1.97

	
n.s.




	
SRI affection

	
21.72 (6.96)

	
24.36 (5.74)

	
−1.51

	
n.s.

	
24.38 (3.29)

	
22.52 (4.86)

	
1.88

	
n.s.




	
SRI conflict

	
15.76 (4.09)

	
13.89 (3.55)

	
1.659

	
n.s.

	
13.41 (4.01)

	
14.08 (4.01)

	
−0.99

	
n.s.




	
SRI rivarly

	
8.04 (3.86)

	
7.88 (3.44)

	
0.148

	
n.s.

	
6.85 (3.40)

	
6.58 (2.54)

	
0.40

	
n.s.
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Table 3. Mean (SD) reported by clinical sibling (DBD), non-clinical sibling of clinical family (S-DBD) and non-clinical sibling of control group (CONTR) in APQ, SRI and CBCL subscales. Results of one-way ANCOVA are reported.
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DBD

	
S-DBD

	
CONTR

	
F (2117)

	
p

	
Adjusted η2

	
Post-Hoc




	
M (SD)

	
M (SD)

	
M (SD)






	
APQ

	

	

	

	

	

	

	




	
Positive parenting

	
47.67 (4.60)

	
47.37 (4.65)

	
47.10 (5.12)

	
0.182

	
n.s.

	
0.003

	




	
Negative parenting

	
14.67 (4.22)

	
12.14 (4.14)

	
10.76 (3.54)

	
9.00

	
0.000

	
0.132

	
DBD > CONTR




	
Corporal punishment

	
4.41 (2.20)

	
4.33 (1.68)

	
3.72 (1.12)

	
2.44

	
n.s.

	
0.040

	




	
SRI

	

	

	

	

	

	

	




	
Affection

	
21.72 (6.96)

	
24.36 (5.74)

	
23.46 (4.23)

	
2.16

	
n.s.

	
0.036

	




	
Conflict

	
15.76 (4.09)

	
13.89 (3.55)

	
13.75 (4.0)

	
2.91

	
n.s.

	
0.026

	




	
Rivalry

	
8.04 (3.86)

	
7.88 (3.44)

	
6.69 (2.98)

	
2.50

	
n.s.

	
0.041

	




	
CBCL

	

	

	

	

	

	

	




	
Internalizing

	
62.56 (8.75)

	
56.62 (9.41)

	
49.82 (10.54)

	
13.57

	
0.000

	
0.188

	
DBD > S-DBD > CONTR




	
Externalizing

	
66.93 (8.45)

	
54.0 (8.29)

	
46.48 (7.65)

	
55.67

	
0.000

	
0.488

	
DBD > S-DBD > CONTR




	
Anxious/depressed

	
64.78 (8.87)

	
57.81 (6.90)

	
54.30 (5.74)

	
18.22

	
0.000

	
0.238

	
DBD > S-DBD > CONTR




	
Withdrawn/Depressed

	
60.93 (8.53)

	
57.88 (9.83)

	
54.28 (6.53)

	
5.70

	
0.004

	
0.089

	
DBD > S-DBD > CONTR




	
Somatic complain

	
56.15 (6.55)

	
56.29 (5.17)

	
54.60 (5.39)

	
1.05

	
n.s.

	
0.018

	




	
Social prob.

	
62.44 (6.36)

	
55.96 (5.86)

	
53.49 (4.68)

	
23.75

	
0.000

	
0.289

	
DBD > S-DBD > CONTR




	
Thought prob.

	
61.33 (7.30)

	
54.92 (5.63)

	
53.39 (5.24)

	
15.72

	
0.000

	
0.212

	
DBD > S-DBD > CONTR




	
Attention prob.

	
67.15 (8.07)

	
60.07 (8.49)

	
53.15 (3.75)

	
46.98

	
0.000

	
0.445

	
DBD > S-DBD > CONTR




	
Rules breaking

	
61.81 (8.11)

	
55.62 (4.87)

	
52.03 (3.37)

	
32.72

	
0.000

	
0.359

	
DBD > S-DBD > CONTR




	
Aggressive behavior

	
69.33 (10.84)

	
56.0 (6.63)

	
52.12 (3.17)

	
60.06

	
0.000

	
0.507

	
DBD > S-DBD > CONTR




	
DSM Affective prob.

	
65.04 (8.06)

	
58.85 (7.66)

	
54.18 (5.98)

	
21.23

	
0.000

	
0.266

	
DBD > S-DBD > CONTR




	
DSM anxiety prob.

	
63.74 (8.01)

	
58.40 (7.74)

	
55.27 (6.08)

	
11.03

	
0.000

	
0.159

	
DBD > S-DBD > CONTR




	
DSM somatic prob.

	
54.56 (7.98)

	
54.22 (4.79)

	
54.10 (4.92)

	
0.03

	
n.s.

	
0.001

	




	
DSM ADHD prob.

	
67.93 (9.32)

	
58.44 (8.93)

	
52.03 (3.04)

	
52.16

	
0.000

	
0.471

	
DBD > S-DBD > CONTR




	
DSM ODT

	
65.33 (8.99)

	
55.70 (5.29)

	
52.63 (3.25)

	
44.20

	
0.000

	
0.430

	
DBD > S-DBD > CONTR




	
DSM conduct prob.

	
65.19 (8.72)

	
54.92 (4.92)

	
51.69 (2.97)

	
56.81

	
0.000

	
0.493

	
DBD > S-DBD > CONTR








Note. Prob.: Problem; ODT: Oppositional Defiant Problems.
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