
   Open Access: e-Journal   

ISSN: 2822-0587(Online)  

  
Original Article VOL.3 | ISSUE  07 | SEPT-DEC, 2024 1 

 

International Journal of Public Health Asia Pacific 

Parent versus teacher reports of children’s adaptive abilities amongst an Australian 

clinical school-aged paediatric population 

Hsien-Jin Teoh1, 2*, Saskia Hennes3, Madeline Oehlerich3 

1The Prince Charles Hospital, Rode Road, Chermside, Qld 4032, Australia, and Kallangur Satellite Hospital, Stoker 

Way, Kallangur, Qld 4503, Australia. 
2School of Psychology, The University of Queensland, St Lucia Qld 4012, Australia 
3Redcliffe Hospital, Anzac Ave, Redcliffe Qld 4020, Australia 

*Corresponding author: Hsien-Jin Teoh, hsien-jin.teoh@health.qld.gov.au  

 

ABSTRACT 

Background: This study broadens clinicians’ understanding of discrepancies between parent and teacher reporting 

related to the abilities of children's abilities, given the impact of these discrepancies on treatment planning and 

outcomes. 

Objectives: To study the differences and magnitude of discrepancies between parent and teacher reports of children’s 

abilities in a clinical population. 

Methods: We investigated the parent and teacher Adaptive Behaviour Assessment Scale, Third Edition (ABAS-III) 

data of 122 children who attended a Specialist Paediatric Outpatient Clinic. 

Results: Parents and teachers had similar opinions on their observations of children’s symptoms in most ability areas, 

except for functional academics, self-care, and home/school living. Despite the significant differences in scores, the 

effect sizes were small. There was however, agreement about the general level of children’s functioning. 

Conclusion: When input is required from parents and teachers on the child’s abilities with clinical concerns, they can 

generally be relied upon to notice and agree on the child’s capabilities. However, when there are differences in 

opinions between parents and teachers’ reports additional assessments and inquiries help to clarify the child’s abilities, 

rather than relying solely on questionnaires. 
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1. Introduction 

Australian paediatric out-patient clinics often 

include requests to investigate intellectual 

and/or behavioural concerns such as 

Intellectual Disability, Autism Spectrum 

Disorder (ASD), Attention Deficit 

Hyperactivity Disorder (ADHD), Learning 

Disabilities and Anxiety [1]. Multiple 

informants with an understanding of a child’s 

development, adaptive behaviour and daily 

functioning, provide information which 

affects diagnosis and treatment planning [2]. 

Diagnosis and intervention planning for these 

disorders involve ascertaining whether the 

child has consistent functional deficits in 

both the school and home environment [3]. 

Discrepancies across environments require 

considering non-neurological or 

developmental causes. Reliable diagnoses are 

possible when cross-informant reports on the 

child are consistent. However, there are 

continual concerns around the consistency of 

agreement between informants such as 

parents and teachers [4]. 

Children’s developmental abilities may be 

conceptualised as adaptive behaviours which 

are defined as the ability to independently 

engage in life skills relative to an individual’s 

developmental stage, and to assist others in 

doing so [5]. Research findings between 

informants on children’s adaptive behaviours 

seem to vary. Some studies report that 

parents, as compared with teachers, tend to 

rate children with disabilities lower on motor 

competence and practical abilities [6-8]. 

Conversely, teachers have reported poorer 

children’s adaptability, functional 

communication, and social skills [9, 10]. 

There are also reports of agreement between 

parents and teachers on children’s abilities in 

the areas of socialisation, intellectual and 

learning disability, and perspective taking [7, 

11, 12].   

Discrepancies between parent and teachers 

reports alert clinicians that environmental 

influences may be impacting children’s 

development and behaviours [13]. This 

enables the clinician to work with the family 

to understand how these discrepancies occur 

and use this understanding to improve 

clinical outcomes [14]. Given the conflicting 

research findings, this study aimed to 

examine the consistency of reports of 

children’s abilities from two sources of 

information, namely the teachers and parents, 

and the magnitude of the differences which 

occur, within a paediatric out-patient clinic 

population. 
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2. Methods  

2.1 Study Area  

The study was conducted at the paediatric 

outpatient clinic at an urban public hospital in 

Queensland, Australia. 

2.2 Study Design  

A matched sample design was utilised. The 

data were drawn from a retrospective audit of 

parent and teacher ratings of children’s 

ability questionnaires that were used by a 

paediatric psychology team within a 

paediatric outpatient clinic at an urban public 

hospital in Queensland, Australia. 

The questionnaires were part of a standard 

procedure to ascertain children’s ability 

levels.  As part of the service, parents were 

administered an Adaptive Behaviour 

Assessment Scale, Third Edition (ABAS-III) 

[15]. Teachers of the students were also 

provided with the teacher version of the 

ABAS-III. As the data were being drawn 

from past medical records, there was no 

information available on the gender of the 

parent or teacher who completed the 

questionnaires. 

2.3 Sample size and sampling  

The data were collected from medical reports 

of 122 children who attended a Specialist 

Paediatric Outpatient Clinic requesting 

behavioural, developmental and cognitive 

assessments, over 12 months throughout 

2021. Questionnaires were completed by 

both parents and teachers within 4 weeks of 

each other, which accounted for the time 

involved in the sending and returning of 

teachers' questionnaires to the hospital. As 

some teachers either did not return 

questionnaires, or provided incomplete 

responses, only the children who had 

completed questionnaires from both parent 

and teachers were included in this study. 

Each child’s behaviours were reported by one 

parent and one teacher using questionnaires. 

Thus, the final sample had 122 parent and 

122 teacher reports. The sample, was much 

higher than the minimum number of subjects 

(n=33) required to carry out paired sample t-

tests based on a priori analysis of sample size, 

required to achieve a power of 0.8, and a 

medium effect size of at least 0.5 using 

G*Power 3.1.9.2 [16]. Children were aged 

between 6 and 16 years old (mean=8.97 

years, SD=2.5 years).  73.2% of the children 

were identified as male. Referrals were from 

paediatricians and general practitioners, and 

included assessments to investigate ASD 

(53.6%), ADHD (25.9%), behavioural issues 

(22.3%), learning difficulties (12.5%), and 

anxiety (12.5%) (see Table 1). The referrals 
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were from a hospital catchment area which 

included housing suburbs considered to be 

very disadvantaged within the region. Within 

the sample, it was also observed that 17% of 

parents reported a past history of domestic 

violence, and 38.4% had a parental history of 

mental health issues. 

Table 1: Referral Reason  

Referral Reason  Number (n) Response Percentage 

(%) 

Attention Deficit Hyperactivity Disorder  29 25.9 

Autism Spectrum Disorder  60 53.6 

Behavioural concerns (i.e., Aggression, Non-Compliance)  25 22.3 

Learning difficulties  14 12.5 

Emotional (i.e., Anxiety)  14 12.5 

Other (i.e., Memory, Weight, Sleep issues)  3 2.7 

Multiple response table  

2.4 Data Collection  

The Adaptive Behaviour Assessment Scale, 

Third Edition [15] is a comprehensive 

measure that assesses an individual’s 

adaptive functioning from early infancy 

onwards. The ABAS-III divides adaptive 

functioning into three major domains: 

Conceptual, Social, and Practical Domains, 

which also inform a global composite called 

the General Adaptive Composite (GAC). The 

GAC and domains are comprised of various 

specific adaptive skills including 

communication, community use, functional 

pre-academics, home living, health and 

safety, leisure, self-care, self-direction, and 

social skills.  Raters provide ratings of ability 

and frequency using a Likert scale where 

scores range from “0” (is not able) to 3 

(Always or almost always when needed). The 

scores are summed and converted into scaled 

scores. Higher scores indicate greater 

adaptive behaviours.  Coefficient alphas for 

the individual subscales are reported to range 

from 0.96 to 0.99, and average test-retest 

reliability is reported as 0.80 - 0.86. 

2.5 Data Analysis  

To answer the research questions, a series of 

paired samples t-tests were conducted,  

alongside effect sizes to determine the 

magnitude of any differences between parent 

and teacher ratings across the respective 

subscales of the ABAS-III using IBM SPSS 

Statistics (Version 27) [17]. Effect sizes of 

significant differences between scores were 

also calculated to assess the meaningfulness 

and practical significance of the research 

findings. 

2.6 Ethical Clearance  

Permission to analyse and publish the data 

was obtained from the hospital district’s The 
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Prince Charles Hospital Human Research 

Ethics Committee (Project ID68607), Metro 

North Hospital and Health Service, 

Queensland Health. 

3. Results  

Preliminary Analyses 

There were no missing data within subscales 

and amongst the participants.  There were no 

out-of-range scores nor skew or kurtosis 

detected. As there were no differences in the 

output with and without the outliers, all data 

were retained in the dataset. 

Descriptive and Main Analyses 

Paired-samples t-tests were conducted to 

assess the differences between parent and 

teacher ratings across the respective 

subscales of the ABAS. The only significant 

differences detected across the subscales 

included the parent (mean (M) = 6.55, 

Standard Deviation (SD) = 3.06) and teacher 

(M = 7.26, SD = 3.75) ratings for functional 

academics, t (111) = -2.35.71, P < 0.01, 95% 

CI [-1.30, -0.11], parent (M = 9.92, SD = 

2.26) and teacher (M = 6.16, SD = 3.10) 

ratings for home/school living, t (111) = 2.36, 

P < 0.01, 95% CI [0.11, 1.41], parent (M = 

7.46, SD = 2.79) and teacher (M = 8.30, SD 

= 3.13) ratings for self-care, t (111) = -2.63, 

P < 0.01, 95% CI [-1.45, -0.21]. 

Interpretation of the magnitude of the 

differences between the parent and teacher 

ratings was based on Cohen’s d effect size 

descriptions (i.e., small (0.20), medium 

(0.50), and large (0.80)) [18] (see Table 2).  

The majority of the subscales presented with 

small effect sizes between parent and teacher 

ratings. These included Functional 

Academics (d = -0.22), Home/ School Living 

(d = 0.22), and Self-Care (d = -0.25). In 

summary, despite the statistically significant 

differences in scores, the magnitude of these 

differences was small. 

Table 2: Parent and Teacher ratings on the ABAS: Mean, Standard Deviations, Paired-samples t-tests, and Effect 

Sizes 

Subscales 
Parent Teacher 

t d P-value 
M (SD) M (SD) 

General Ability Composite 78.76 (12.27) 80.46 (15.27) -1.27 -0.12 0.20 

Conceptual 77.13 (13.22) 78.18 (15.36) -0.79 -0.07 0.43 

Social 79.58 (12.67) 82.02 (15.23) -1.86 -0.18 0.06 

Practical 83.51 (2.79) 84.70 (16.25) -0.51 -0.07 0.45 

Communication 5.95 (2.92) 5.86 (3.02) 0.22 0.02 0.83 

Community Use 7.81 (2.83) 8.52 (4.17) -1.74 -0.16 0.08 

Functional Academics 6.55 (3.06) 7.26 (3.75) -2.34 -0.22 0.02*** 

Home/ School Living 6.92 (2.26) 6.16 (3.10) 2.36 0.22 0.02*** 

Health & Safety 7.12 (2.67) 7.31 (3.10) -0.64 -0.06 0.54 

Leisure 6.06 (2.71) 6.26 (3.26) -0.69 -0.06 0.49 
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Subscales 
Parent Teacher 

t d P-value 
M (SD) M (SD) 

Self-Care 7.46 (2.79) 8.30 (3.13) -2.62 -0.25 0.01*** 

Self-direction 5.77 (2.25) 5.31 (3.12) 1.57 0.15 0.12 

Social 6.42 (2.59) 6.48 (3.11) -0.23 -0.02 0.82 

Note. M = Mean. SD = Standard Deviation. t = Paired-samples t-statistic. ***The t-statistic is significant at P < .001. d 

= Effect sizes reported using Cohen’s d. 

4. Discussion  

This study aimed to ascertain if there were 

differences between parent and teachers 

reports of children’s abilities and 

development, amongst an out-patient 

paediatric clinic population. Analysis of the 

results indicated that parents, compared with 

teachers, reported significantly lower 

abilities in the areas of Functional Academics 

and Self-Care, but significantly higher scores 

in the areas of Home/School Living. 

Inspection of the differences between teacher 

and parent reports on children’s abilities 

indicated that there were no significant 

differences between reports on all domains 

and sub-scales, except for three sub-scales. 

This suggests that there is agreement between 

teachers and parents on the children’s 

abilities across most broad areas.  This differs 

from many studies that report greater 

discrepancies between parent and teachers 

reports [19-21]. A further examination of the 

mean scores of the subscales indicates that 

most of the sub-scale scores are in the below 

average category which would be 

symptomatic of the types of referrals that 

children are being referred for (i.e., ADHD, 

ASD, Learning Difficulties). In two out of 

three sub-scales where there was a significant 

difference, parents, compared with teachers, 

provided lower ratings of the children’s 

abilities (i.e., Self-Care, Functional 

Academics).  These observations are similar 

to studies that reported lower parent adaptive 

behaviour scores compared with teachers [7, 

10, 22]. 

Parents, compared with teachers, reported 

that children performed significantly lower in 

self-care skills. Self-care skills include 

activities such as eating, dressing, bathing, 

toileting, grooming, and hygiene, etc. Both 

parent and teacher version of the sub-scales 

contain questions on behaviours that are 

observable at home and at school. While the 

skills questions focus on ability, the 

responses provided a request information on 

whether the child carries out these tasks all 

the time, or some of the time, suggesting that 

the frequency of carrying out these tasks may 

be related to compliance. This raises the 

possibility that the frequency of carrying out 

these tasks at home may be lower, as 
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compared to the school setting. As a major 

proportion of children in this sample have 

been referred for problems associated with 

ADHD and behavioural problems (48.2%), 

both of which involve symptoms of non-

compliance [23], there is a possibility that 

these observed differences may be related to 

non-compliance rather than solely ability. 

This interpretation is supported by the mean 

scores on self-care which were within the 

below average range for parents (M = 7.46) 

and within the average range for teachers (M 

= 8.30). Furthermore, the discrepancies 

between teacher and parent scores may be 

due to the respondents’ context. Informant 

reports may be influenced by informant 

biases and attributions, the amount of time 

they spend with the child, how they interact 

with them, in what environments, and how 

their presence affects the child's behaviour 

[24]. Thus the “mind-sets” of the parent and 

teacher may govern what an informant 

notices and remembers when rating the 

child’s functioning [22]. 

Parents, compared with teachers, reported 

that children performed significantly lower 

on functional academic skills. Functional 

academics include the foundations for 

reading, writing, mathematics and other 

related skills required for daily independent 

functioning. Teachers may be assessing how 

the child is performing, in relation to the 

class, and thus, compared with parents, may 

have a clearer understanding of what 

constitutes normal and abnormal 

performance in these areas. This could 

explain the slightly higher scores from 

teachers. Furthermore, the lower reported 

performance by parents may be a symptom of 

the stressors that parents are experiencing 

given that there are a high proportion of the 

parents in the sample reporting mental health 

issues (38.4%), and a history of experiencing 

domestic violence (17%). These stressors 

may have affected parents’ expectations and 

subsequent reporting of their child’s 

academic abilities.   Parental anxiety has been 

associated with poorer academic 

performance amongst adolescents [25, 26]. 

Additionally, exposure to domestic violence 

is associated with children having more 

difficulty learning [27]. Regardless of these 

hypothesised explanations of the difference 

in scores, it is noted that the overall below 

average reported academic skills are very 

much to be expected, given the number of 

children referred for ADHD (25.9%) and 

learning disabilities (12.5%), both disorders 

are associated with poorer academic 

performance. It is important to note both 

parent and teacher scores are below average 
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and that the differences between scores are 

less than 1 SD, suggesting that both parties 

agree on the observed deficits in these 

academic skills. 

Parents, compared with teachers, reported 

that children performed significantly higher 

in home/school living skills. These skills 

involve self-care tasks in a home/living or 

school/classroom setting including cleaning, 

straightening, property maintenance and 

repairs, food preparation, and performing 

chores. The differences in scores may be 

attributed to the distinct nature of home and 

school environments. The score 

discrepancies may reflect how the child 

functions either on their own, or in a home 

environment with less children and more 

supervision, versus a school environment 

with more children, less supervision, and 

greater need for collaboration in routine 

tasks. Children with greater attention deficits, 

in environments with more distractions, and 

less supervision, may be more likely to go off 

task, easily forget, have more difficulties 

socialising, and struggle with completing 

tasks [28]. These differences may also relate 

to the specific clinical population and 

context. High-Functioning ASD children 

have been rated by parents as having poorer 

social-communication abilities, and overall 

adaptive behaviours, whereas in general ASD 

populations parents provided higher ratings 

on initiating interactions while teachers, 

provide higher ratings on maintaining 

interactions [29, 30]. This sample includes a 

sizeable proportion of children with ASD 

(53.6%) and ADHD (25.9%). However, 

despite the differences between parent and 

teacher scores, the reported scores were 

below average, indicating that observed 

deficits may be related to the referral 

problems. 

The small effect size suggests minor 

disagreement between parents’ and teachers’ 

observations of children's functional 

academic, home/school living, and self-care 

abilities.  The practical implications relate to 

when data from either parent or teacher is not 

available. Thus, there is a high possibility, in 

clinician populations that the parent would be 

making similar observations as the teacher. 

However, in the absence of quantitative data, 

verification of these assumptions may require 

some qualitative information from the person 

whose questionnaire information is missing. 

This could be in the form of an intake, 

conversation, or a report outlining the 

concerns about the child’s abilities from the 

person. In most cases, additional data on the 

child is usually collected through clinic 
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observations, cognitive, emotional and 

ability assessments which provides 

additional information to aid with diagnoses 

[31, 32]. 

This study has several limitations, each 

providing ideas for future research. Firstly, 

there was no indication as to which teacher 

and which parent completed the 

questionnaires. Whilst the primary caregiver 

(i.e., mother) may have been the main 

respondent for parents, the teacher 

respondents could vary from school to 

school, potentially including the class 

teacher, subject teacher or the school 

guidance counsellor. The differing roles these 

respondents play in child’s life may have 

affected perceptions of the child’s abilities. 

Age group was not controlled for, and would 

be informative in future research given that 

there is some evidence indicating differences 

in children’s behaviours across age groups 

[33]. In addition, future studies could collect 

information on parent socio-economic status, 

and the experience of teachers which may 

have the potential to influence reporting of 

scores [34, 35]. Finally, the study focused 

only on a clinical population, limiting the 

generalisability of conclusions due to the 

absence of a “general non-clinical 

population” control group. The severity of 

behavioural and emotional problems have 

been observed to be related to greater 

differences in parent-teacher reported scores 

[36]. Thus, not controlling for severity of 

symptoms, may have influenced parent-

teacher agreement.  Further research could 

continue to examine discrepancies between 

parent and teacher reports, where both 

clinical and non-clinical samples. 

5. Conclusion  

The results suggest that in a clinical setting, 

clinicians can generally expect agreement 

between parents and teachers regarding 

child’s abilities, across most areas. When 

there are differences in observations, they are 

not expected to be substantial. However, 

when discrepancies do arise, such as in 

functional academics, self-care and 

home/school living, it would be beneficial to 

conduct additional inquiries and assessments, 

as the child's behaviour may vary across 

environments. Thus, paediatric clinical 

decision-making that relies on feedback from 

parents and teachers, should not solely 

depend on psychometric reports, but should 

also incorporate other forms of assessment. 

 



   Open Access: e-Journal   

ISSN: 2822-0587(Online)  

  
Original Article VOL.3 | ISSUE  07 | SEPT-DEC, 2024 10 

 

International Journal of Public Health Asia Pacific 

 

References  

[1] Hiscock H, Roberts G, Efron D, Sewell JR, Bryson HE, Price AM, et al. Children Attending 

Paediatricians Study: a national prospective audit of outpatient practice from the Australian 

Paediatric Research Network. The Medical journal of Australia. 2011;194(8):392-7. 

[2] Alexander LA, McKnight PE, Disabato DJ, Kashdan TB. When and How to use Multiple Informants 

to Improve Clinical Assessments. Journal of Psychopathology and Behavioral Assessment. 

2017;39(4):669-79. 

[3] Goodall E, Dargue N, Hinze E, et al. National Guideline for the assessment and diagnosis of autism 

in Australia. Brisbane: Autism CRC; 2023. 

[4] De Los Reyes A, Kazdin AE. Measuring informant discrepancies in clinical child research. 

Psychological assessment. 2004;16(3):330-4. 

[5] Oakland T, Algina J. Adaptive Behavior Assessment System-II Parent/Primary Caregiver Form: 

Ages 0–5: Its Factor Structure and Other Implications for Practice. Journal of Applied School 

Psychology. 2011;27:103-17. 

[6] Ke L, Barnett AL, Wang Y, Duan W, Hua J, Du W. Discrepancies between Parent and Teacher 

Reports of Motor Competence in 5-10-Year-Old Children with and without Suspected 

Developmental Coordination Disorder. Children (Basel, Switzerland). 2021;8(11). 

[7] Jordan A, Thomeer M, Lopata C, Donnelly J, Rodgers J, McDonald C. Informant Discrepancies in 

the Assessment of Adaptive Behavior of Children with Autism Spectrum Disorder. Journal of 

Autism and Developmental Disorders. 2019;49:1-11. 

[8] Lane B, Paynter J, Sharman R. Parent and teacher ratings of adaptive and challenging behaviours in 

young children with autism spectrum disorder. Research in Autism Spectrum Disorders. 

2013;7:1196-203. 

[9] Ellison K, Bundy M, Wygant D, Gore J. Don’t Forget About the Teachers! Parent and Teacher 

BASC-2 Reports of Children on the DSM-5 Autism Spectrum. Journal of Mental Health Research 

in Intellectual Disabilities. 2016;9:1-14. 

[10] Dickson KS, Suhrheinrich J, Rieth SR, Stahmer AC. Parent and Teacher Concordance of Child 

Outcomes for Youth with Autism Spectrum Disorder. J Autism Dev Disord. 2018;48(5):1423-35. 

[11] Bramlett RK, Smith BL, Edmonds J. A comparison of nonreferred, learning-disabled, and mildly 

mentally retarded students utilizing the Social Skills Rating System. Psychology in the Schools. 

1994;31(1):13-9. 

[12] Murray DS, Ruble LA, Willis H, et al. Parent and teacher report of social skills in children with 

autism spectrum disorders. Language, Speech, and Hearing Services in Schools. 2009;40(2):109-

15. 

[13] Renk K. Cross-Informant Ratings of the Behavior of Children and Adolescents: The “Gold 

Standard”. Journal of Child and Family Studies. 2005;14(4):457-68. 

[14] De Los Reyes A. Introduction to the special section: More than measurement error: Discovering 

meaning behind informant discrepancies in clinical assessments of children and adolescents. Journal 

of clinical child and adolescent psychology : the official journal for the Society of Clinical Child 

and Adolescent Psychology, American Psychological Association, Division 53. 2011;40(1):1-9. 

[15] Harrison P, Oakland T. Adaptive Behavior Assessment System: Third Edition. 2017. p. 1-4. 

[16] Faul F, Erdfelder E, Lang A-G, Buchner A. G*Power 3: A flexible statistical power analysis 

program for the social, behavioral, and biomedical sciences. Behavior Research Methods. 

2007;39(2):175-91. 

[17] Corp IBM. IBM SPSS Statistics for Windows. Armonk, NY: IBM Corp.; 2020. 

[18] Cohen J. Statistical Power Analysis for the Behavioral Sciences. New York, NY: Academic Press; 

1988. 

[19] Althoff RR, Rettew DC, Ayer LA, Hudziak JJ. Cross-informant agreement of the Dysregulation 

Profile of the Child Behavior Checklist. Psychiatry research. 2010;178(3):550-5. 

[20] Beebe DW, Wells CT, Jeffries J, Chini B, Kalra M, Amin R. Neuropsychological effects of pediatric 

obstructive sleep apnea. Journal of the International Neuropsychological Society : JINS. 

2004;10(7):962-75. 



   Open Access: e-Journal   

ISSN: 2822-0587(Online)  

  
Original Article VOL.3 | ISSUE  07 | SEPT-DEC, 2024 11 

 

International Journal of Public Health Asia Pacific 

[21] Laird RD, Weems CF. The equivalence of regression models using difference scores and models 

using separate scores for each informant: implications for the study of informant discrepancies. 

Psychological assessment. 2011;23(2):388-97. 

[22] McDonald CA, Lopata C, Donnelly JP, Thomeer ML, Rodgers JD, Jordan AK. Informant 

discrepancies in externalizing and internalizing symptoms and adaptive skills of high-functioning 

children with autism spectrum disorder. School psychology quarterly : the official journal of the 

Division of School Psychology, American Psychological Association. 2016;31(4):467-77. 

[23] Johnston C, Murray C, Ng L. Types of Noncompliance in Boys with Attention-

Deficit/Hyperactivity Disorder with and Without Oppositional Behavior. Child & Family Behavior 

Therapy - CHILD FAM BEHAV THER. 2007;29:1-20. 

[24] Stratis EA, Lecavalier L. Informant Agreement for Youth with Autism Spectrum Disorder or 

Intellectual Disability: A Meta-analysis. Journal of Autism and Developmental Disorders. 

2015;45(4):1026-41. 

[25] Ayano G, Lin A, Dachew BA, Tait R, Betts K, Alati R. The impact of parental mental health 

problems on the educational outcomes of their offspring: Findings from the Raine Study. The 

Australian and New Zealand journal of psychiatry. 2022;56(5):510-24. 

[26] Nordmo M, Kleppestø T, Sunde HF, Flatø M, Demange P, Torvik FA. The association between 

parental internalizing disorders and child school performance. npj Science of Learning. 

2023;8(1):34. 

[27] Lloyd M. Domestic Violence and Education: Examining the Impact of Domestic Violence on Young 

Children, Children, and Young People and the Potential Role of Schools. Frontiers in psychology. 

2018;9:2094. 

[28] McDougal E, Tai C, Stewart TM, Booth JN, Rhodes SM. Understanding and Supporting Attention 

Deficit Hyperactivity Disorder (ADHD) in the Primary School Classroom: Perspectives of Children 

with ADHD and their Teachers. J Autism Dev Disord. 2023;53(9):3406-21. 

[29] Lopata C, Donnelly JP, Jordan AK, Thomeer ML, McDonald CA, Rodgers JD. Brief Report: Parent-

Teacher Discrepancies on the Developmental Social Disorders Scale (BASC-2) in the Assessment 

of High-Functioning Children with ASD. J Autism Dev Disord. 2016;46(9):3183-9. 

[30] Titus J, Kanive R, Sanders S, Blackburn L. Behavioral profiles of children with epilepsy: Parent and 

teacher reports of emotional, behavioral, and educational concerns on the BASC‐2. Psychology in 

the Schools. 2008;45:893-904. 

[31] Chahin SS, Apple RW, Kuo KH, Dickson CA. Autism spectrum disorder: psychological and 

functional assessment, and behavioral treatment approaches. Translational pediatrics. 2020;9(Suppl 

1):S66-s75. 

[32] May T, Birch E, Chaves K, Cranswick N, Culnane E, Delaney J, et al. The Australian evidence-

based clinical practice guideline for attention deficit hyperactivity disorder. The Australian and New 

Zealand journal of psychiatry. 2023;57(8):1101-16. 

[33] Lawrence D, Johnson S, Hafekost J, et al. The Mental Health of Children and Adolescents: Report 

on the Second Australian Child and Adolescent Survey of Mental Health and Wellbeing. 2015. 

[34] Stone SL, Speltz ML, Collett B, Werler MM. Socioeconomic Factors in Relation to Discrepancy in 

Parent versus Teacher Ratings of Child Behavior. J Psychopathol Behav Assess. 2013;35(3):314-

20. 

[35] Kanne SM, Abbacchi AM, Constantino JN. Multi-informant ratings of psychiatric symptom severity 

in children with autism spectrum disorders: the importance of environmental context. J Autism Dev 

Disord. 2009;39(6):856-64. 

[36] Levinson S, Neuspiel J, Eisenhower A, Blacher J. Parent-Teacher Disagreement on Ratings of 

Behavior Problems in Children with ASD: Associations with Parental School Involvement Over 

Time. J Autism Dev Disord. 2021;51(6):1966-82. 

 


