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Preventing Conduct Problems, Promoting Social Competence:
A Parent and Teacher Training Partnership in Head Start

Carolyn Webster-Stratton, M. Jamila Reid, and Mary Hammond
School of Nursing, University of Washington

Studied the effectiveness of parent and teacher training asa selective prevention pro-
gram for 272 Head Start mothers and their 4-year-old children and 61 Head Start
teachers. Fourteen Head Start center s (34 classrooms) wererandomly assigned to (a)
an experimental conditioninwhich parents, teachers, and family serviceworkerspar-
ticipated in the prevention program (Incredible Years) or (b) a control condition con-
sisting of the regular Head Start program. Assessments included teacher and parent
reports of child behavior and independent observations at home and at school. Con-
struct scores combining observational and report data were calculated for negative
and positive parenting style, parent—teacher bonding, child conduct problemsat home
and at school, and teacher classroom management style. Following the 12-session
weekly program, experimental mothers had significantly lower negative parenting
and significantly higher positive parenting scores than control mothers. Parent—
teacher bonding was significantly higher for experimental than for control mothers.
Experimental children showed significantly fewer conduct problems at school than
control children. Children of mothers who attended 6 or more intervention sessions
showed significantly fewer conduct problemsat homethan control children. Children
who were the “ highest risk” at baseline (high rates of nhoncompliant and aggressive
behavior) showed moreclinically significant reductionsin these behaviorsthan high-
risk control children. After training, experimental teachers showed significantly
better classroom management skillsthan control teachers. Oneyear later the experi-
mental effects were maintained for parents who attended more than 6 groups. The
clinically significant reductionsin behavior problems for the highest risk experimen-
tal children were also maintained. |mplications of this prevention programasa strat-
egy for reducing risk factorsleading to delinquency by promoting social competence,

school readiness, and reducing conduct problems are discussed.

The incidence of aggression in children is escalat-
ing—and at younger ages (Hawkins, Catalano, &
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Miller, 1992). Studiesindicate that anywhere from 7%
to 20 % of children meet the diagnostic criteria for
oppositional defiant disorder (ODD) or conduct disor-
der (CD). Theseratesmay beashigh as35%for low-in-
comewelfarefamilies (Webster-Stratton & Hammond,
1998). Research on the prevention of CDs has been
identified as one of the nation’ s highest priorities (Na-
tional Institute of Mental Health, 1996). Thisagendais
vitally important because of theincreasingly high costs
associated with widespread occurrence of delinquency,
substance abuse, and escalating adolescent violence
(Kazdin, 1985). Emergence of “early onset” ODD/CD
in preschool children (high rates of oppositional defi-
ant, aggressive, and noncompliant behaviors) is stable
over time and appears to be the single most important
behavioral risk factor related to antisocial behavior for
boys and girls in adolescence (Moffitt, 1993;
Y oshikawa, 1994). Such behavior has repeatedly been
found to predict the development of drug abusein ado-
lescence (Dishion & Ray, 1991) aswell asjuvenile de-
linquency, depression, violent behavior, and school
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dropout (Kazdin, 1985). Moreover, because CD be-
comes increasingly resistant to change over time, pre-
vention efforts should start during the preschool years.
Unfortunately, recent projections suggest that fewer
than 10% of the children who need services for ODD/
CD actualy receive them (Kazdin & Kendall, 1998).
Lessthan half of those receive “empirically validated”
interventions (Chambless & Hollon, 1998).

Head Start, which enrolls over 800,000 children in
theUnited Stateseachyear, isanideal contextforimple-
menting empirically validated mental health prevention
and early intervention programs. Thereason for target-
ing thissocioeconomically disadvantaged populationis
that family, parenting, and child risk factors related to
CDs are present at high rates (Offord, 1987; Webster-
Stratton & Hammond, 1998). In fact, in arecent Head
Start study in the Northwest region, we reported (Web-
ster-Stratton & Hammond, 1998) that 35% of thesefam-
ilies had three or more major family risk factors (e.g.,
single parenthood, poverty, depression, life stress, psy-
chiatric illness, parent history of drug abuse, child
abuse, spouse abuse) and that 40% to 45% of the Head
Start mothersdisplayed highratesof harshor physically
negativediscipline, another key risk factor inthedevel-
opment of children’ sconduct problems. Recent studies
haveal soindicated ratesof ODD or attentiondeficitdis-
orders (attention deficit hyperactivity disorder
[ADHD]), ashigh as 35%, high ratesof aggression, and
poor preliteracy skillsin Head Start popul ations (Jones
Harden et al., 2000; Offord, Boyle, & Szatmari, 1987;
Webster-Stratton & Hammond, 1998).

Not surprisingly, assistance with children’s chal-
lenging behaviorsisthelargest training need identified
by Head Start administrators and teachers (Busecmi,
Thomas, & Deluca, 1996; Y oshikawa & Zigler, 2000).
Moreover, less than 50% of Head Start teachers have
college degrees (associate, bachelor, or graduate) in
child devel opment, education, or related fieldsand very
few have had training in behavior management or ways
to promote social and emotional competence (Scott &
Nelson, 1999). The importance of teacher training is
emphasized by the clear consensus among child devel-
opment experts (Bear, Webster-Stratton, Furlong, &
Rhee, 2000) that the essence of a successful preschool
resides in the quality of the child-teacher relationship
and the abilities of teachersto provide a positive, con-
sistent, and responsive environment. Aspects of the
school setting, particularly teacher behaviors, aredocu-
mented risk factorsfor ODD/CD. Improved classroom
behavior isassociated with highlevel s of praise and so-
cial reinforcement (Walker, Colvin, & Ramsey, 1995);
the use of proactive teaching strategies (Hawkins, Von
Cleve, & Catalano, 1991); the effective use of clear
commands, warnings, reminders, and distractions
(Abramowitz, O’ Leary, & Futtersak, 1988); the use of
tangible reinforcement systems (Pfiffner, Rosen, &
O'Leary, 1985); team-based rewards (Kellam, Ling,
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Merisca, Brown, & lalongon, 1998); mild but consis-
tent response costs (time out or loss of privileges) for
aggressive or disruptive behavior (Pfiffner & O’ Leary,
1987); and direct instruction in problem-solving skills
(Shure & Spivack, 1982). Rutter and colleagues
(Rutter, Tizard, Yule, Graham, & Whitmore, 1976)
alsofound that deficitsinteachers’ availability and use
of praise and high teacher—student ratio wererelated to
oppositional behaviors, delinquency, and academic
performance. Field (1991) showed that children who
attend high quality preschool centerswith well-trained
teachersareless aggressive in grade school. In arecent
national survey, Phillips and colleagues (Phillips,
Voran, Kisker, Howes, & Whitebrook, 1994) reported
that teachers serving predominately low-income chil-
dren were significantly more “harsh,” “detached,” and
“insensitive” than teachers serving middle- and upper-
income children. Sadly, consistent and positive class-
room experiences may be the least available for the
children who are most at risk.

Finally, although parent education is an important
mission of Head Start, few programs have placed an
emphasisontheuseof comprehensiveempirically vali-
dated parenting programs to help promote children’s
social competence and reduce behavior problems.
Head Start family service providers have had little for-
mal training in implementing such programsor in run-
ning parent groups. Leadersin the field are calling for
validated intervention and prevention efforts with
teachers and parents to address the emotional and be-
havioral needs of Head Start children (Lopez, Tarullo,
Forness, & Boyce, 2000; Y oshikawa & Zigler, 2000).

A previoudly reported randomized trial in Head
Start (Webster-Stratton, 1998) showed that when the
Incredible Y ears Parenting Training Program was of -
fered as a universal prevention program to all parents
enrolledintheexperimental Head Start centers(regard-
less of whether they had children with behavior prob-
lems), there were significant improvements in
parenting interactionswith children, reductionsin chil-
dren’s negative behaviors, and increases in their
prosocia behaviors compared with parents and chil-
dren from control Head Start centers. Improvements
for children whose behavior problemswereintheclini-
cal range a baseline were even more pronounced
(Webster-Stratton, 1998). Although teachers from ex-
perimental classrooms reported significant improve-
ments in students' social competence at school, there
were no intervention effects on children’ s negative be-
haviors at school. We hypothesized that the failure to
provide teachers with training in classroom manage-
ment skills may have accounted for this finding. Re-
sults 1 year later indicated that experimental parents
maintained the gains in parenting skills but showed a
dropintheir school involvement. We hypothesized that
a more comprehensive intervention (parent and
teacher) with greater focus on parent-teacher bonding
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and school outcomes would result in reduced conduct
problems, enhanced academic readiness, and greater
social competence at school and at home.

Thus the major purpose of this study was to imple-
ment two separate empirically validated programs (I1n-
credible Years: Parent Training Program and Teacher
Training Program) originally designed for treating
children with ODD/CD and evaluate their effective-
nessasan early prevention programinHead Start class-
rooms in a partnership between research staff and
trained family service workers and teachers from the
agency. These programs proven effectiveness with
clinically referred young children with identified con-
duct problems (Webster-Stratton, 1990, 1994) sug-
gested their potential as a community-based selective
prevention program to prevent and reduce the devel op-
ment of ODD/CD in Head Start children. To address
the need for amore comprehensive school intervention
that assisted parents with the transition from preschool
tokindergarten, we expanded the Incredible Y ears Par-
ent Training Program (Basic) to span 2 yearsand to fo-
cus on academic (i.e., reading skills) as well as social
needs of children. We also added material on parental
interpersonal coping skills and collaboration with
teachers. In addition, we offered our teacher training
program as a prevention strategy for reducing aggres-
sive behavior and promoting social and academic com-
petence in Head Start classrooms. We hypothesized
that the two interventions would reduce parent, child,
and teacher and classroom risk factors associated with
conduct problems and strengthen the protective factors
that help to prevent conduct problems. We expectedin-
tervention effects on parent and teacher competence,
home-—school collaboration, child social competence,
and conduct problems at home and school.

Method

Inthefall of 1997, 14 Head Start centers (36 classes)
were randomly assigned (via lottery) with two class-
rooms assigned to the experimental condition for every
oneassigned to the control condition. Intheexperimen-
tal condition, parents, teachers, and family service
workers participated in the intervention (Incredible
Years Training Series; 23 classrooms from 9 centers)
and childrenin the control condition received the regu-
lar Head Start program (13 classroomsfrom 5 centers).
These 14 centers were chosen from two large urban
Head Start districts (representing five school districts)
on the basis of their demographic similarity, willing-
ness to participate in the study, and agreement to ran-
dom assignment. No centers refused to participate.

Procedures

Recruitment. Head Start family service workers
and teachersrecruited familiesto the study during Head

Start enrollment. Our staff then conducted ahome visit
to explain the study in more detail and obtain parental
consent (all parents who agreed to the home visit
agreed to participate in the project).

Assessments.  Assessments in the fall and late
spring of the Head Start year consisted of home and
classroom observations and teacher and parent reports.
One-year follow-up assessments in the spring of the
kindergarten year included parent reportsand home ob-
servations. Assessments were identical for the experi-
mental and control conditions. In both conditions each
parent who provided data was given a $50 gift certifi-
cateto alocal retail store at each assessment phase.

Observation procedures. During home obser-
vations mothers were observed interacting with their
child for 30 min and were told to do what they would
normally do at that time.

Five trained observers had 30 to 45 hr of training
with videotapes and live observations over 3 months
using the Dyadic Parent—Child I nteractive Coding Sys-
tem—Revised (DPICS-R; Robinson & Eyberg, 1981).
To become “reliable,” the observer must achieve an
interobserver agreement rate of at least 75% on two
consecutive observations. Reliabilities were collected
on 15% of home observationsat pre-, post-, and follow-
up assessments (in both conditions). Observers were
blindto condition and coded equally in both conditions.

All children were also observed in the classroom for
30 min of structured and 30 min of unstructured time at
each assessment phase. Thesamereliability procedures
outlined previously for the home observers were con-
ducted for the classroom observers.

Intervention. After fall assessments were com-
pleted, 37 teachers and teacher assistants from the ex-
perimental centersbegan a6-day training series, oncea
month, from November to April. Additionaly, in the
fall, 13 family service workers from the experimental
centers completed a3-day parent group leader training.
Eighteen 12-week parent groups were conducted dur-
ing the first year of the project. When the children be-
gan kindergarten in the fall of 1998, parents in the
experimental condition were invited to participatein a
4-week booster parent group program (2 hr per week).
Those parents who could not attend the booster group
sessions were offered the training individually during
two home visits.

Participants

Three hundred and twenty-eight (out of a possible
540 families [60%)] who were eligible for the study by
virtue of the fact they spoke English, Vietnamese, or
Spanish) enrolled in the study (225 experimenta and
103 control). Thirty-four of these families (15%) from
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the experimental centers and 22 families (21%) from
the control centers did not complete the spring assess-
ments (dropped out). Data from prior years indicate
that these districts normally experience approximately
22% to 30% drop out during the year; thus our drop-out
rate seemsto reflect normal Head Start attrition for this
area. The experimental and control centersdid not dif-
fer significantly in the rate of drop out.

The sample of 272 (191 experimental and 81 con-
trol) that completed baseline (fall) and post- (spring)
assessmentsrepresented 50% of all familieseligiblefor
the study. Study children included 124 girls (45.6%0)
and 148 boys (54.4%). Of these, 257 (94.5%) children
were living with a biological parent. Study parentsin-
cluded 272 mothers (or other female caregivers, e.g.,
grandmother). Fifty-two percent of mothers were
unpartnered. Because only asmall number of fathersor
partners participated (only 79 provided data), their data
isnot included inthisarticle. Sixty-three percent of the
children represented minority groups, asdetermined by
parent report (19.1% African American, 18.0% His-
panic, 22.1% Asian American, 1.5% Native American,
2.2% combination, 36.8% Caucasian). On average,
children were 55.1 months old (SD = 4.33). Average
age of motherswas 32.1 (SD = 8.23) and of fatherswas
34.62 (SD = 8.29). Average family income was

$11,600. Table 1 describes further risk factors and de-
mographic information about this sample.

I ntervention

Parent Training Groups

Themajor component of theintervention (called the
Basic Incredible Y ears Parenting Program) in the Head
Start year teaches positive discipline strategies, effec-
tive parenting skills, strategies for coping with stress,
and waysto strengthen children’ ssocial skills. The 12-
week parent training program, an abbreviated version
of our established treatment program for families of
children with diagnosed conduct problems (Webster-
Stratton, 1994; Webster-Stratton & Hammond, 1997),
consisted of weekly parent group meetings (6 to 10 par-
entsfor 2%2hr, onceaweek). Groupsviewed videotapes
of modeled parenting skills. After each 2-min vignette,
the group leadersled afocused group discussion of the
parent—child interactions. The leaders collaborative
discussion process with parents encouraged problem
solving, emphasized self-management, and empow-
ered parentsthrough the support provided by theleader
and group members. Topics included (a) playing with

Table 1. Demographic and Risk Factorsfor Intervention and Control Groups at Baseline

Risk Factors % Interventiona % Controlb % Totalc
Single-Parentd 55.8 43.2 52.0
Low Education (Less Than High School)d 339 27.2 319
Financial Aid (on Welfare) 86.2 79.7 84.3
Ethnicity of Child (% Minority) 68.9¢ 49.4e 63.1
Sex of Child (% Male) 50.3¢ 64.2¢ 54.4
M < 19 Years/Target Child Bornd 8.4 6.2 77
M Psychiatric 1lInessd 105 25 7.9
M Substance Abuse? 105 125 112
M Criminal Historyd 6.8 13 5.0
M Physical or Sexual Abuse as Childd 30.9 36.4 34.7
F or BF Substance Abuse 19.1 22.6 20.2
F or BF Criminal History 18.2 9.4 15.3
M Depression (CES-D > 16)d 36.9¢ 23.5¢ 328
M Anger (BAAQ > 9)d 16.7 11.7 15.2
Child Abuse/CPS Current Familydf 39 5.6 5.0
Hit, Slap, Spank Frequentlyd 7.4 12.0 10.7
M ECBI Total 11 or Moredd 47.1 338 43.1
M CBCL Externdizing > 599h 235 19.8 224
M CBCL Externalizing > 639 16.6 136 15.7
ADHD Rating Scalé 14.2 154 14.6
SCBE Externalizing < 38/ 9.1 38 75
SCBE Social Competence < 38 16.4 9.0 14.1
Risk Factors > 3 (out of 13) 55.5 42.0 515

Note: M = mother; F = father; BF = boyfriend; CES-D = Center for Epidemiologic Studies Depression Scale; BAAQ = Brief Anger Aggression
Questionnaire; CPS= Child Protective Services, ECBI = Eyberg Child Behavior Inventory; CBCL = Child Behavior Checklist; ADHD = attention
deficit hyperactivity disorder; SCBE = Social Competence and Behavior Evaluation.

aN = 191. PN = 81.5N = 272. 9One of 13 factorsincluded in risk score. eDifferences between groups at baseline based on x2 or t tests. fContact with
Child Protective Services. 9ECBI 11 or more cut-off scorefor indicating clinical range. "CBCL > 60 to 63 borderlinerange (82 to 90 percentile); >
63 clinical range. /ADHD > 7 symptoms rated pretty often or very often indicating clinical range. [SCBE scores < 38 on externalizing; social com-

petence scales are below average for normal sample (bottom 10%).
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your child, (b) helping your childlearn, (c) using praise
and encouragement to bring out the best in your child,
(d) effectivelimit-setting, (€) handling misbehavior, (f)
teaching your child to problem solve, (g) giving and
getting support. Families shown on the tapes came
fromavariety of ethnic (African American, Asian, His-
panic, and Caucasian) and socioeconomic back-
grounds. The program was aso translated into
Vietnamese and Spanish and offered by trained |leaders
in languages representing these cultures. The theories
guiding the program are subsumed under two general
areas: (a) social learning theory, which includesbehav-
ioral and cognitive-behavioral views, and (b) “rela-
tional theories’ based on promoting attachment and
nurturing parent—child relationships.

Four booster parent sessionswere offered inthekin-
dergartenyear (6 to 8 parentsfor 2 hr, onceaweek for 4
weeks) to help parents with the transition from Head
Start to kindergarten. Home-based training was offered
for parentswho were unabl eto attend booster classes (2
to 3 sessions, each lasting 2 to 3 hr). The program was
an abbreviated version of our validated Advance and
School Incredible Y earstraining programs, previously
used with parents of children diagnosed with conduct
problems (Webster-Stratton, 1994; Webster-Stratton
& Hammond, 1997). Topics included (a) review of
child-directed play concepts; (b) facilitating children’s
friendships and coaching positive peer play skills at
home; (c) reading with children using an adaptation of
the dialogic interactive reading approach (Arnold,
Lonigan, Whitehurst, & Epstein, 1994); (d) problem
solving with children; and (€) working successfully
with teachers.

Leaders. Family service workers (N = 13) were
trained as parent group leaders. Approximately 30% of
the family service workers had master’'s degrees, and
the remainder had bachelor’s degrees in socia work,
psychology, or human services.

Intervention integrity. Monthly supervision in
the content and techniques of the intervention was pro-
vided for family service workers. Research staff
coleaders received weekly supervision. An interven-
tion manual specified the content of each session, the
videotape vignettes to be shown, questions to be ex-
plored, recommended role-plays, weekly activitiesand
stories, and homework assignments. Close monitoring,
standardized materials, and comprehensivetraining as-
suredtheintegrity of theintervention. All group leaders
(a) completed a 3-day training workshop for the Head
Start parent program and 2 days of training for the kin-
dergarten program; (b) followed the detailed training
manual and session protocolsfor each session; (c) were
observed conducting groups at | east once by the project

director; (d) conducted their first parent group with one
of our trained staff; (e) attended supervision meetings,
and (f) kept detailed weekly checklists of group pro-
cess, intervention content compl eted, weekly parent at-
tendance, and parents reactions (ratings of parent
participation and interest in topic). One hundred per-
cent of the group leadersdiscussed all the assigned vid-
eotape vignettesin the 12-week period and gave out all
the home assignments.

Attendance. Mothersin the experimental condi-
tion attended an average of 5.73 (SD = 5.26) parenting
sessions during the Head Start year, and partners at-
tended an average of 3.37 sessions (SD = 4.84). Of the
191 mothers, 97 (51%) attended 6 or more sessions, 23
(12%) attended 1 to 5, and 71 (37%) attended no ses-
sions. Of the 56 fathers or partnersin the experimental
condition, 17 (30%) attended 6 or more sessions, 4
(7%) attended 1 to 5 sessions, and 35 (63%) attended no
sessions. In the kindergarten year, 74 mothers (39%)
and 15 partners (27%) attended the booster sessions.
Sixty-eight (57%) of the 120 motherswho attended any
sessions during the Head Start year participated in
booster sessions. Fifty-one mothers (69%) who at-
tended booster sessions received the intervention in
group format. Twenty-three (31%) received the home
intervention format.

Dosage. Average intervention dosage for all ex-
perimental mothers (including those who choose hot to
attend any groups) was14.32 hr (SD =13.15) inthefirst
year. In the second year, mothers received an average
of 9.08 hr (SD = 2.5) of intervention. There was not a
significant dosage difference between motherswho re-
ceived the intervention at home (8.77 hr) versus those
who attended groups (9.78 hr).

Teacher Training Workshops

All Head Start teachers and teacher assistantsin the
experimental condition received a series of 6 monthly
1-day workshops (i.e., 36 hr of training). The teacher
training curriculum focused on teaching classroom-
wide positive management and discipline strategies
and promoting social competence in the classroom. In
addition, teacherswere taught to prevent peer rejection
by hel ping aggressive and nonaggressivechildrenlearn
more appropriate problem-solving strategies. Teachers
viewed videotapes of other classroom teachers. After
each 2-minvignette, thetrainer led afocused group dis-
cussion of the teacher—student interactions. Topicsin-
cluded (a) promoting positive relationships with
students and families; (b) strengthening student social
skills; (c) usingincentivesto motivate studentswith be-
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havior problems; (d) teaching how to be proactive; (€)
handling misbehavior using effective limit setting, ig-
noring, time out, consequences, and discipline hierar-
chies; (f) teaching children problem solving, anger
management, and friendship skills; (g) hel ping students
to understand and verbalize feelings; and (h) collabo-
rating with parents.

Intervention integrity. Parenting clinic trainers
followed a manual that specified the content of each
training, the videotape vignettesto be shown, questions
to be explored, recommended role-plays, and monthly
classroom assignments. Workshop checklists, stan-
dardized handouts, and videotaping of all teacher train-
ing (reviewed by theinvestigator) assured theintegrity
of theintervention. No teachers missed more than one
workshop (M attendance = 5.8 days). Missed sessions
were made up by watching avideotape of thetraining.

Control Centers

Families, teachers, and family serviceworkersinthe
control centers continued their regular Head Start cur-
riculum that included parent education on topics such
as stress management, nutrition, self-care, and dental
care.

M easures

Measures for this study were chosen to define each
major outcome construct (i.e., positive and negative
parenting, parent—teacher bonding, child conduct prob-
lemsat homeand at school, teacher classroom manage-
ment style) by multiple measures as reported by
multiple agents (teachers, parents, independent observ-
ers). Each scalewithin aconstruct tapsdifferent aspects
of thetarget phenomenon and is subject to different er-
rors of measurement. A construct scoreislikely to pro-
vide better measurement despite lower internal
consistency than a single measure or agent. In experi-
mental research, lower reliability coefficients can be
accepted as satisfactory when the theory justifies the
construct. For example, somewhat dissimilar itemsare
combined to represent multiple facets of a construct
(i.e., overt and covert child negative behaviors or ob-
servations and report methods), which lowers the reli-
ability coefficient (Rosenthal & Rosnow, 1991). The
approach we used to develop construct measures fol-
lowed a strategy implemented by Dishion, Patterson,
Stoolmiller, and Skinner (1991). Scales for each con-
struct were selected from established measures based
on our theory of what behaviors the intervention ad-
dressed. Each scale wasthen tested for internal consis-
tency, and items with an item-total correlation of less
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than .30 werediscarded. Principal componentsanalysis
wasthen used to eval uate the scales that were expected
to measure the same construct. A single-factor solution
was used to ascertain the composition of the scalesand
their respective construct. Scales with factor loadings
of lessthan .40 were eliminated. A composite score for
each construct was computed by first converting the
component scalesinto zscoresand then averaging them
(Dishion et al., 1991).

Parenting Positive and Negative
Constructs

Parenting style and skills were assessed by four
measures described in the following. From these mea-
sures, positive and negative parenting construct scores
were derived. The “negative parenting” construct in-
cludes onevariablefrom the Parenting PracticesInven-
tory (PPI) parenting practices interview (harsh style),
independent observations of critical parenting from the
Coder Impressions Inventory (Cll: harsh/critical), and
total critical statements from the DPICS-R. Factor
loadingsranged from .54 to .81 for thesevariables. The
second parenting construct, positive parenting, in-
cludestwo variablesfromthe LIFT parenting practices
interview (positive parenting and monitoring), one
from the parent involvement measure (Parent | nvolve-
ment Questionnaire [INVOLV E-P|—frequency of ac-
tivities with child), one ClI variable (parent provides
emotional and cognitive stimulation), and one DPICS-
R variable(positive affect praiseand physical warmth).
Factor |oadingsranged from .55t0 .67. Because most of
the individual scales used in the constructs have been
describedin detail el sewhere (Webster-Stratton, 1998),
they are only briefly detailed here.

Parenting practices (interview PPI).  This ques-
tionnairewas adapted from the Oregon Social Learning
Center’ sdisciplinequestionnaireand revised for young
children. The three summary scores used in our
parenting constructs were (@) harsh style (14 itemsin-
cluding use of parent force such as verbal or physical
aggression); (b) positive style (15 itemsincluding ver-
bal encouragement, praise and reinforcement, and use
of incentivesor privileges); and (c) monitoring (9items
including knowing wherechildis, timechild iswithout
supervision, degree of supervision). Internal consis-
tency in this study for discipline style was moderate to
good: .75for harsh style, .72 for positive parenting, and
.64 for monitoring.

DPICS-R. The DPICS originally developed by
Robinson and Eyberg (1981) and revised by Webster-
Stratton (1989) is a widely researched observational
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measure for recording behaviors of children and their
parents in the home. In this study we use two separate
parent summary variables in our parenting constructs:
(a) positive parenting (including praise, positive affec-
tive, and physically positive behavior) and (b) total crit-
ical statements. Intraclass correl ations coefficientsasa
measure of interrater reliability for DPICS-R mother
summary scoreswere.99for critical statementsand .98
for positive parenting. Cronbach’s alpha for critical
statementsis .73 and for positive parenting is .60.

Cll—parenting style. The CIl was adapted
fromthe Oregon Social L earning Center Impression In-
ventory. The Cll iscompleted following a%zhr parent—
child observation. Two scores from this measure were
used in our parenting constructs: (a) harsh/critical (12
items pertaining to lack of acceptance, condemnation,
and disregard for the child, criticisms, sarcasm, anger,
and unreasonabl e requests) and (b) the extent to which
mother provided child with emotional and cognitive
stimulation. Critical parenting has acceptable internal
consistency (Cronbach’s a = .87) and interrater reli-
ability (ICC = .80). For the second variable, coders
were asked to provide global ratings for amount of
stimulation. Theintraclass correlation for thisvariable
was .84.

Par ent—Teacher Bonding Construct

From the measures described in the following, a
school bonding construct wasderived consisting of two
teacher reports (Teacher Involvement Questionnaire
[INVOLVE-T]: Involvement and Bonding) and one
parent report (INVOLVE—P: Bonding). Factor load-
ings ranged from .56 to .87.

INVOLVE-P and INVOLVE-T. This scale,
derived from the Oregon Social Learning Center ques-
tionnaire, wasrevised for use with parentsand teachers
of young children. This questionnaire evaluates the
amount and quality of parents’ involvement with their
children’ s education at home and at school. The parent
version (INVOLV E—P) assesses two types of involve-
ment: (a) the frequency of parents’ involvement with
child (6 items, such as eating together, reading and dis-
cussing books together, doing fun activities or projects
together, talking together; this scale was included in
our positive parenting construct) and (b) parents’ bond-
ing/satisfaction with teacher and school (21 items, such
as parent feels connected to teacher, welcomein class-
room, able to offer suggestions, enjoys talking with
teacher, feelsteacher listens and cares, has confidence
in school; this was used in the school bonding con-

struct). Internal consistency for these two scales was
acceptable, alphas are .75 and .90, respectively.

Two subscales from the teacher version
(INVOLVE-T) were used in our school bonding con-
struct: (&) teacher bonding with parent (7 items, includ-
ing teacher called, wrote note, invited parent to school)
and (b) parent involvement with school/teacher (7
items, including parent called teacher, attended school
meetings, volunteered in classroom, asked questions).
Alphas are .76 and .84, respectively.

Child Conduct Problems at Home
Construct

The conduct problems at home construct includes
two parent report variables (the Eyberg Child Behavior
Inventory [ECBI] intensity scores and total Child Be-
havior Checklist [CBCL]) and two independent obser-
vations of aggression and inappropriate behavior inthe
home (ClI1 percentage of time the child actsinappropri-
ate and DPICS-R total deviance and noncompliance).
These report measures have been standardized with
preschoolers (Achenbach & Edelbrock, 1991; Boggs,
Eyberg, & Reynolds, 1990) and with avariety of ethnic
groups and shown to be sensitive to our intervention
program with young children (Webster-Stratton, 1998;
Webster-Stratton & Hammond, 1997, 1998). Because
these measures have been described in detail elsewhere
(Webster-Stratton, 1998), they areonly briefly detailed
here. Factor loadings ranged from .40 to .84 for these
variables.

CBCL. The paent form of the CBCL
(Achenbach & Edelbrock, 1991) consists of 118 items
dealingwith behavior problems. Inthisstudy, thetotal t
scorewasthevariable of interest because at thisagein-
ternalizing and externalizing problems are often highly
intercorrelated and because our intervention sought to
reduce both types of problems. The CBCL has estab-
lished norms; intraclass correlations were .98 for
interparent agreement and .84 for test—retest reliability.
Cronbach’s alphas by ethnic group ranged from .89 to
.96.

ECBI. The ECBI (Robinson, Eyberg, & Ross,
1980) is a 36-item behavioral inventory of child con-
duct—problem behavior for children 2 to 16 years old.
Our studies have shown reliability coefficients for the
ECBI scalesto rangefrom 0.86 (test—retest) t0 0.98 (in-
ternal consistency). This study usesthe Total Intensity
score, whichisanindicator of thefrequency withwhich
behavior problems occur. Cronbach’s apha for the
Caucasian group was .92 and for other ethnic groups
ranged from .90 to .92.

289



WEBSTER-STRATTON, REID, HAMMOND

Independent observations of child in the home
(DPICSR). The DPICS-R coding system de-
scribed previously was used also to record observed
child behaviors. One summary variable was used inthe
child conduct problems at home construct: total child
deviance and noncompliance (sum of whine, cry, phys-
ical negative, smart talk, yell, destructive, and noncom-
pliance; ICC = .95) and Cronbach’s alphais.73.

Cll—child. Described previoudly in relation to
parent behavior, one child Cll variable wasincluded in
the conduct problems at home construct: percentage of
time the child acts inappropriate (ICC = .83).

Child Conduct Problems at School
Construct

This construct includes three teacher report vari-
ables—ADHD rating scale, Socia Competence and
Behavior Evauation (SCBE) externalizing and re-
versed social competence scores—and threeindepend-
ent observations of child behaviorsat school (multiple
option observation system for experimental studies
[MOOSES] child conduct problems, Social Heslth
Profile antisocial behaviors, and reversed engagement,
which are described in the following). Factor loadings
ranged from .44 to .77. School observations were not
conducted at 1-year follow-up, so construct scores are
only available for pre- and postassessments.

SCBE—preschodl edition.  This measure (LaFreniere,
Dumas, Dubeau, & Capuano, 1992) is an 80-item
Likert rating scale developed to assess patterns of so-
cial competence, emotional regulation and expression,
and adjustment difficulties in children from preschool
through age8years. It hasbeen normed with Head Start
multiethnic children (LaFreniere& Dumas, 1995). The
guestionnaire, completed by teachers, has four sum-
mary scores (social competence, internalizing prob-
lems, externalizing problems, and general adaptation)
bal anced for positive (competence) and negative (emo-
tional or behavioral problems) items, covering an ex-
tensive array of behaviors commonly seen within a
preschool setting. The scale has good internal consis-
tency, with Cronbach’ sal pha coefficientsranging from
.80t0.89. The externalizing problems and social com-
petence scores loaded onto the child conduct problems
at school construct. Cronbach’s alpha for the ethnic
groups ranged from .86 to .95.

Teacher ADHD checklist. The ADHD check-
list (DuPaul, 1990) isa 14-itemrating scal e, taken from
the Diagnostic and Satistical Manual of Mental Disor-

290

ders (3rd ed., rev.; American Psychiatric Association,
1987) devel oped to assessthe presence of attention def-
icit hyperactivity disorder. The ADHD checklist yields
one factor and has adequate reliability (alphaand test—
retest .90). It has been shown to discriminate ADHD
children from normal children (Barkley, 1996). The
score is derived from the number of symptoms rated 2
or higher onascaleranging from O (not at all) to 3 (very
much).

Independent observations of teacher in class-
room (MOOSES). TheMOOSESclassroom obser-
vation coding system developed by (Tapp, Wehby, &
Ellis, in press) was used to code children’ sinteractions
with teachers and peers. Coders used portable comput-
ersto enter data directly into the computer. This study
used two separate child variables: (a) percentage of
time the child was engaged or involved in classroom
activities during unstructured time (1CC = .88) and (b)
total child conduct problems such as negative, aggres-
sive, and noncooperative behaviors with peers and
teachers in the classroom (ICC = .72). Total conduct
problems were calculated as rates per 30 min.

Social health profile.  This measure is a revised
version of the Teacher Observation of Classroom Ad-
aptation—Revised (Werthamer-Larsson, Kellam, &
Oveson-McGregor, 1990), designed to be completed
by the school observers after observing the child inthe
classroom. In this study we used the school readiness
antisocial behavior score (14 items, including fighting,
breaking rules, harming others, refusing to accept au-
thority, and reversed items, such as friendliness, stay-
ing on task, compl eting assignments, and self-reliance;
o =.79 and interrater reliabilities, ICC = .73).

Teacher Classroom Management Style
and Classroom Atmosphere Construct

A scorefor theteacher classroom management con-
struct was computed for each classroom (N = 34 class-
rooms). This construct included five variables:
MOOSES teacher criticism, teacher praise, classroom
atmosphere, and teacher coder impression—harsh disci-
pline, and positive techniques. In computing the score,
scaleswerereversed for MOOSES critical s, poor class-
room atmosphere, and teacher coder impression-harsh
techniques, so the construct scoreisin the positive di-
rection. School assessments were not conducted at 1-
year follow-up, so construct scores are only available
for pre- and postassessments. Factor loadings ranged
from .40t0 .94.
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Classroom atmospheremeasure.  This 10-item
guestionnaire devel oped by Fast Track (Conduct Prob-
lems Prevention Research Group) is completed by
school observersrating overall classroom atmosphere.
Observersrate general classroom factors such as over-
all disruptive behavior and student responsiveness to
rules. Observersalso codetheteacher’ sresponsiveness
to student needs and support for student effort. In our
samples this scale shows good internal consistency
(Cronbach’s alphas ranged from .94 to .95) and ade-
quate interrater reliability (ICC = .55t0 .70).

Independent observations of teacher in class-
room (MOOSES). The MOOSES observation
coding system was described previously. This study
used two separate teacher variables: (a) total praise
and encouragement (ICC = .95) and (b) total critical
statements (ICC = .90). These were computed as
rates per 30 min.

Teacher Coder Impression Inventory. This is
ameasure of teacher behavior and teacher—child inter-
actions in the classroom modeled after the Cl1 for par-
ents. Two summary scores were used in the teacher
constructs: (a) harsh techniques (13 items, including
teacher threats, criticisms, guilt induction, sarcasm, an-
ger, physical aggression, and verba aggression), a =
.97 and ICC = .69; (b) positive techniques (7 items, in-
cluding pinpointing infraction, modeling positive be-
havior, problem solving, positive, and reinforcing), a =
.75 and ICC = .65.

Parent and Teacher Satisfaction
With Program

Three to four weeks postintervention and at 1-year
follow-up, parents and teachers completed a brief in-
ventory rating the effectiveness of theleader, the group
dynamics, and the videotape vignettes (adapted from
the work of Forehand & McMahon, 1981).

Demogr aphic and Family Risk Factors

Becausetherisk factorswereonly usedinthisarticle
to describe the sample at baseline, they are not de-
scribedindetail here (for moredetailsonreliability and
validity in this population, see Webster-Stratton &
Hammond, 1998). Mothers completed the Center for
Epidemiologic Studies Depression Scale, which pro-
videsareliableand valid index of self-reported depres-
sive symptoms (Radloff, 1977); the Assessing
Environments|11 (Berger, Knutson, Mehm, & Perkins,
1988), a measure of childhood punitive experiences

and environmental characteristicsindicative of an abu-
sive family; the Life Experiences Questionnaire
(Sarason, Johnson, & Siegel, 1978); and the Brief An-
ger Aggression Questionnaire (Maiuro, Vitaliano, &
Cohn, 1987), a measure developed for assessment of
anger levels.

Results

Attrition analysescomparing thosewho remainedin
the project at postassessment (N = 272) with those who
completed baseline assessments (N = 328) indicated no
significant differencesin the number of dropoutsin the
control and intervention groups. Differences between
dropouts and nondrops on the risk, demographic vari-
ables, and construct scores were examined separately
(using chi-square and t tests) for control and interven-
tion groups. There were no significant differences be-
tween dropouts and nondropouts on any risk factors,
demographic variables, or construct scores for experi-
mental families and only one difference for control; in
the control group the percentage of families reporting
conduct problems (on the ECBI) was higher for the
dropouts (63.6%) than nondropouts (33.8%), Xx2(1, N =
102) = 5.23, p <.02. In other words, more control who
reported children with behavior problems dropped out
between pre- and postassessments.

Analyses compared the baseline equivalence of the
experimental and control groups of the sample who
completed both pre- and postassessments (N = 272) in
terms of risk and demographic factors. Thereweresig-
nificantly fewer boysand significantly (>.05) moremi-
norities in the experimental group than in the control
group. Mothersin the experimental group reported sig-
nificantly worse scoreson several risk factorsthan con-
trol group families(depression, income, lifeevents; see
Tables 1 and 2 for descriptive data).

Thesampleincluded in analysesthat addresstheim-
pact of the intervention at immediate postintervention
includes the 272 families (191 experimental and 81
control) who completed the pre- and postassessments.
Itisimportant to note that all participantsin the experi-
mental condition who completed the postassessments
areincluded in these analyses, regardless of the dosage
of intervention they received. Of the 191 experimental
motherswho compl eted postassessments, 23 (12%) at-
tended less than six of the parenting classes and 71
(37%) attended no parenting sessions at all. These 94
families were considered to be intervention
“noncompleters’ because they had either “inadequate”
dosage of intervention (less than half) or no parent in-
tervention at al. These families are included in the
analyses because they are part of the population wein-
tended to impact with our prevention program: “thein-
tent-to-intervene with” sample.
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Baseline Parent and Child Behaviors

Analyses next compared the equivalence of the ex-
perimental and control groupsin terms of the baseline
assessments on outcome constructs. Results indicated
no significant differencesin the baseline child conduct
problems at home or at school constructs, and there
were no differences on the teacher classroom manage-
ment construct. However, thereweresignificant (>.05)
differences between experimental and control condi-
tions on the negative and positive parenting constructs
and the parent—teacher bonding construct. Analysesre-
vealed that the experimental mothers had higher nega-
tive parenting scores and lower positive parenting and
bonding scores than controls.

In the combined sample (experimental and control),
approximately 50.2% of the mothers were in the high-
risk range onthe DPICScritical variableaccordingto a
cut-off point established from our discriminativevalid-
ity study comparing referred and nonreferred samples
(Webster-Stratton,  1998;  Webster-Stratton &
Hammond, 1998). On the Cl1, 19.1% of mothers were
in the moderate-to-high range for harsh/critical disci-
pline techniques (including condemnation, disregard,
sarcasm, neglect, criticism, lack of acceptance; i.e.,
more than six harsh acts in 30 min). Approximately
39.3% of the children werein the high-risk rangeonthe
DPICS child deviant variable according to our cut-off
point (i.e., greater than eight deviant plusnoncompliant
behaviors in 30 min; Webster-Stratton & Hammond,
1998).

Intervention Effects: Short-Term
Results

Analysisstrategy. Intervention effects were
evaluated for the six constructs described. Because our
experimental and control groupsweresignificantly dif-
ferent at baseline on two of the six construct scores, we
conducted analyses of covariance on the posttreatment
construct scores using the corresponding pretest con-
struct score as a covariate. When the analysis of
covariance (ANCOVA) showed asignificant group ef-
fect for the construct, the adjusted posttreatment means
were examined to check our hypothesesthat the experi-
mental group would improve significantly but the con-
trol would not. See Tables 3 and 4 for pre- and
posttreatment means, ANCOVA results, and adjusted
means. The teacher, parent—teacher bonding, and the
child behavior at school constructswereanalyzed at the
classroom level (average of all teachers or children in
the classroom) to control for classroom effects.

Negative and positive parenting constructs.  The
ANCOVA revealed significant experimental effects

for the negative parenting construct, F(1, 227) =8.79,p
< .01, and for the positive parenting construct, F(1,
224) = 13.88, p < .001. Adjusted meansat post for both
constructs show differences in the predicted direction.
Experimental mothers showed lower levelsof negative
parenting and higher levels of positive parenting than
control mothers. Because morethan onethird of the ex-
perimental sample did not attend parent sessions, we
also analyzed the data comparing “ attenders’ (experi-
mental motherswho attended at least half of the parent
sessions, i.e., six or more). Theseresultswere also sig-
nificant and in the predicted direction, for both
constructs.

Parent-teacher bonding construct. ANCOVAs
reveal ed significant experimental effects for the bond-
ing construct in the predicted direction (i.e., greater
bonding in the experimental than the control group),
F(1, 32) = 6.39, p = .02. Experimental mothers and
teachers showed higher levels of bonding than control
mothers' and teachers’ reports, suggesting that experi-
mental mothers were more involved with their teacher
andintheir children’ seducation both at homeandinthe
classroom.

Child conduct problemsat home construct. The
ANCOVA revealed atrend toward significance in the
predicted direction on child conduct problems at home
construct, F(1, 234) = 3.55, p = .06. Analyses of the
children of intervention attenders compared with the
control children revealed significant intervention ef-
fects, F(1, 171) = 4.47, p < .05. Adjusted means indi-
cated that experimental children exhibited fewer
conduct problems at home than control children.

Child conduct problemsat school construct. The
ANCOVA revealed significant group effects for the
child conduct problems at school construct, F(1, 32) =
4.63, p < .04. Adjusted means show that, following in-
tervention, children in experimental classrooms
showed significantly fewer behavior problems at
school, including lower teacher reportsof hyperactivity
and antisocial behaviors and more social competence
than control children.

Teacher dlassroom management. The ANCOVA
reveal ed significant group effectsfor the teacher class-
room management construct, F(1, 32) = 7.02, p < .0L.
Adjusted means showed that, following intervention,
teachers in experimenta classrooms showed better
classroom management, including more positive and
lessharsh and critical techniques, than control teachers.
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Clinical significance. A major concernistheex-
tent to which the intervention produced clinically sig-
nificant improvementsin that portion of the population
who exhibited high-risk behaviors at baseline. We de-
fined “clinical” responders and nonresponders to the
interventionintwo ways. First, becausethe most proxi-
mal variablewe sought to influence by our parent inter-
vention was parenting style and behavior, we defined
“mother responders’ as those who showed areduction
of at least 30% from baselinein total critical behaviors.
Only “high-risk” mothers who had more than 10 criti-
cal statementsin 30 min (n = 117; 50.2% of total) at
baseline were included in this analyses (Webster-
Stratton & Hammond, 1998; Webster-Stratton &
Lindsay, 1999). We choseindependent observations of
mother critical behaviorsasour primary outcome vari-
ablebecauseit wasless biased than mother self-reports
and because of the low frequency of observable physi-
cal negative discipline during home visits. Moreover,
prior research has shown that frequency of criticisms
discriminates between abusive and nonabusive
parenting and is highly correlated with child deviant
behaviors and noncompliance (r = .53; Webster-
Stratton, 1985a). Finaly, 30% improvement has been
used as a criterion to indicate clinically significant
changesby ourselves (Webster-Stratton, Hollinsworth,
& Kolpacoff, 1989) and other researchers (when there
are no established norms for behavioral observation
data; e.g., Patterson, 1982; Patterson, Chamberlain, &
Reid, 1982).

Second, we determined clinically significant im-
provementsin child conduct by comparing percentages
of intervention and control children who were in the
high range at baseline and in the low range at
postassessment. High-risk children were defined as
having nine or more deviant and noncompliant behav-
iorsinthe 30 min home observation (n = 233; 42.9% of
total). This cutoff significantly discriminated between
clinic and nonclinic samples in our previous studies
(Webster-Stratton, 1985a, 1985hb). We determined
clinically significant improvements in child social
competence by comparing experimental and control
teacher reports of children who were above the normal
published cutoff onthe SCBE at baselineand fell inthe
normal range at the end of the year (n = 42; 17.6% of
children). We determined clinically significant im-
provementsin children’ sbehaviorsin the classroom by
a 30% decrease in observable deviant and
noncompliant behaviors from baseline.

Analysisindicated that 60.8% of the high-risk moth-
ersinthe experimental condition (and 74% of those at-
tenders who attended six or more sessions) showed a
30% reduction in critical statements at postassessment
compared to 31.6% of the high-risk mothersinthe con-
trol condition, x2(1, n=117) = 8.74, p <.01. Independ-
ent observations of child behaviors at home indicated
that 57.8% of the high-risk childreninthe experimental
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condition moved from the high to low range for nega-
tive behaviors at postassessment compared with 36%
of the control children x2(1, n = 100) = 4.34, p < .03.
According to teacher reports of social competence for
those children abovethenormal cutoff at baseline, 71%
of experimental children fell into the normal range at
the end of the year versus 36.6% the control children,
X2(1, n=26) =4.12, p < .04. Observations of child be-
haviors at school indicated that 95.5% of experimental
children showed at | east a30% reduction in noncompli-
ance and negative behaviors with teachers, compared
with 55.6% of control children, x2(1,n=26)=7.51,p<
.01.

Consumer satisfaction. Consumer satisfaction
with the program was high, with 89% of mothers re-
porting positive to very positive satisfaction with the
program and 67% reporting expectations of further
positive results from the program. In addition, 84% of
program participants reported that they would recom-
mend the program to other parents. Multiple teaching
methods (videotapes, group discussion, home activi-
ties, books, leader teaching) wererated asuseful or very
useful in more than 72% of the cases. The overall con-
tent of the program was rated as useful or very useful by
88% of the participants. Of the specific parenting tech-
niques covered, praise, encouragement, rewards, and
problem solving wererated the most useful. The major-
ity of parents (81%) wanted their groups to continue.

Following the last day of teacher training, teachers
rated their satisfaction with the program. Ninety-one
percent of teachersrated the leader’ s teaching as help-
ful, 91% rated the videotape format as helpful, 94% felt
the content was hel pful, and 97% gave an overall posi-
tive rating.

I ntervention Effects:
1-Year Follow-Up Results

Inthespring of 1999, 200 families (74% of the sam-
plewho completed postassessments; 141 experimental
and 59 control) were reassessed by means of home ob-
servations and parent and teacher reports. There were
no school observation assessments at follow-up.

Attrition.  Analyses comparing the experimental
(n=141) and control (n=59) groupsat follow-up onthe
demographic and baseline risk factors showed that
there continued to be no significant differences in the
percentage of dropouts between conditions. Differ-
ences between dropouts and nondropouts between
baseline and follow-up on the risk and demographic
factors were examined separately for control and ex-
perimental groups. For the control group, the percent-
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age of fathers who had a history of alcohol/drug abuse
was lower for dropouts (5.9%) than for nondropouts
(31.4%), x2(1, n=69) =5.78, p < .05, and mother’ sage
waslower for dropouts (M = 29.2) than for nondropouts
(M = 33.8), t(98) = 3.25, p < .01. In the experimental
group, mother’ sbaseline negativelife events scorewas
lower for dropouts (M = 8.4) than for nondropouts (M =
14.0), t(216) = 3.13, p < .01. Age of female head of
household was lower for dropouts (M = 30.0) than for
nondropouts, (M = 32.6), t(215) = 2.18, p < .05. The
baseline construct score for parent—teacher bonding
was higher for dropouts (M =.11) than for nondropouts
(M =-20), t(152) = —-2.36, p < .05. The baseline con-
struct score for child behavior problems at home was
lower for dropouts (M = —.14) than for nondropouts (M
=.06), t(220)=1.98, p < .05. In summary, with the ex-
ception of young age, mothers who dropped out of the
experimental group seemed to be at lower risk and their
children exhibited fewer behavior problemsat baseline
than those who continued the project. This trend sug-
geststhat the experimental conditionwasmorelikely to
attract and retain the higher risk families than the con-
trol condition, possibly because of the increased sup-
port they received. Although this trend is desirable in
terms of providing intervention to familieswho need it
the most, it may make it more difficult to detect treat-
ment effects.

Intervention effectsfor baselinetofollow-up.
Follow-up analyses consisted of ANCOVAsusing fol-
low-up construct scores with corresponding baseline
construct scores as covariates (see Table 4 for follow-
up results). We analyzed four of the original six con-
structs (negative and positive parenting, parent—
teacher bonding, and child behavior problems at
home). We did not have follow-up information on
teacher classroom management or child conduct prob-
lems at school.

The ANCOVA reveded atrend in the predicted di-
rection for the positive parenting, F(1, 192) = 3.50, p
=.06, and the child conduct problems at home, F(1,
194) = 3.39, p =.07, constructs. There was no signifi-
cant follow-up effect for the negative parenting con-
struct. Analyses of attenders (mothers who attended a
total of nine or more Year 1 plus Year 2 intervention
sessions) from the experimental conditionrevealed sig-
nificant effects for the negative parenting construct,
F(1, 110) = 3.81, p < .05, and positive parenting con-
struct, F(1, 110) = 8.17. p < .01, and atrend for child
conduct problems at home in the predicted direction,
F(1, 125) = 3.27, p = .07. The parent-teacher bonding
construct was significant, F(1, 30) = 8.55. p <.007, but
examination of the adjusted means showed that these
effectswerenot inthe predicted direction; at follow-up,
experimental mothers showed less bonding with teach-
ers than control mothers.

Consumer satisfaction. Mothers reported high
levelsof satisfaction with thetransition to kindergarten
intervention. Ninety-five percent reported overall posi-
tive feelings about the intervention, 97% expected
good results from the program, 73% were confident in
their ability to manage current behavior problems at
home, and 70% were confident in their ability to man-
age future behavior problems. On average, mothers
rated all content and techniques used in the groups as
useful or extremely useful. On most variables mothers
who received intervention in groups did not differ sig-
nificantly from those who received the home interven-
tion; however, mothers in groups rated the usefulness
of discussions about the material, t(61) = 2.22, p =.03,
and usefulness of therole-plays, t(61) = 2.69, p = .009,
significantly higher than mothers who received home
intervention. Mothers in the groups aso had signifi-
cantly higher overall feelings about the program, t(61)
=216, p=.04

Clinical significance at follow-up. At 1-year
follow-up, we examined the clinical significance of the
findingsin terms of the distal variable (i.e., reductions
in children’s conduct problems). Theclinically signifi-
cant findings that we found at postassessment contin-
ued to be present 1 year later. Analyses indicated that
80% of the experimental children were below our “at-
risk” cutoff (fewer than nine problems per 30 min) for
conduct problemsat home compared to 48% of thecon-
trol children x2(1, 43) = 6.75, p < .008. This difference
was significant with the whole sample (as well aswith
the children of parents classified as attenders).

Discussion

The purpose of this study was to evaluate a theory-
based selective prevention program that focused on
both parents and teachers. We expanded on our prior
randomized study with Head Start by adding acompre-
hensive year-long teacher training program to our par-
ent training program. The primary goal of these two
interventions was to strengthen protective factors and
reducerisk factorsin children and familiesidentified as
at-risk by virtue of living in poverty situations. We
hoped to increase teachers’ use of positive classroom
management strategies, promote positive classroom at-
mosphere, enhance children’ sself-regulation skills, re-
duce conduct problemsat home and at school, increase
parents’ use of positive parenting and discipline strate-
gies, and strengthen home-school connections. These
are considered the most proximal links in the chain
|eading to the prevention of conduct problemsand later
development of delinquency and substance abuse
(Hawkins et a., 1992).
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Theshort-termresultsof thisstudy indicated that the
intervention was effective in increasing parents posi-
tive parenting style and school bonding and reducing
harsh discipline compared with control mothers. Re-
sults also indicated that experimental children showed
significant reductions in conduct problems at school
and atrend in the predicted direction for reductionsin
conduct problems at home. Secondary analyses indi-
cated that when mothers attended at |east 50% of the
parent training sessions (Six or more sessions), child
conduct problems at home improved significantly. At
1-year follow-up, the experimental effects were main-
tained for attenders on the positive and negative
parenting constructs and showed a trend for the child
conduct construct.

Assessment of clinically significant improvements
in behavior indicated that experimental children who
exhibited high levels of risk behavior at baseline (ag-
gression, noncompliance, poor social skills) were sig-
nificantly more likely to fall into the normal range on
these behaviors postintervention and at 1-year follow-
up than high-risk children in the control group. In fact,
at 1-year follow-up, 80% of these high-risk experimen-
tal children had moved into the “low-risk” range com-
pared to 48% of control children.

We are encouraged that our results show sustained
effects in a community-derived sample on aggressive
and noncompliant behaviors, the most important pre-
dictors of later delinquency and substance abuse. We
also believe that our follow-up estimates may be con-
servative estimates of our intervention effects because
of the differentia attrition in the control and experi-
mental groups. There was some indication that drop-
outsfromtheexperimental conditionwerelessstressed
and had children with fewer behavior problems,
whereas the opposite pattern appeared to be truein the
control group. Thus our final follow-up sample may
have overrepresented stressed families and children
with behavior problemsin the experimental group and
underrepresented these families in the control group,
perhaps making it more difficult to detect significant
improvements in the experimental relative to the con-
trol group.

These results replicate our prior randomized trial
with Head Start familiesthat demonstrated nearly iden-
tical results (Webster-Stratton & Hammond, 1997) in
terms of strengthening parenting competence. More-
over, this study extended our prior study by adding the
teacher training component. Analysis of individual
components of the teacher behavior management con-
struct showed experimental effects on teachers' ob-
served critical and harsh discipline techniques such
that, postintervention, trained teachers used fewer neg-
ative management strategiesthan control teachers. Our
prior study, which did not offer teacher training, found
no experimental effectsfor theseteacher variables. Re-
sultsin regard to the child distal variables—that is, re-
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ductions in children’s conduct problems behaviors—
are equally promising, particularly in regard to those
children whose parents were attenders in the parent
groups. Another noteworthy aspect of this study isthe
significant improvement in child conduct problems at
school. Without teacher training, in our prior study,
there were few experimental effects on children’s be-
haviors at school. In this study, there were significant
experimental effectsin children’s observed aggressive
and noncompliant behavior at school, teacher-reported
ADHD symptoms, and teacher reportsof social compe-
tence. The clinical significance analysesindicated that
95.5% of the experimental children showed aclinicaly
significant (30%) drop in noncompliance with teachers
and peer aggression compared with 55% of the control
children.

These findings suggest the importance of training
and supporting teachers as a relatively cost-effective
method of improving social outcomesfor children and
preparing them for kindergarten. Our high rates of
teacher attendance at thetrainingsand the high satisfac-
tion ratings indicated that teachers found this material
relevant, helpful, and worthwhile. These results indi-
cate the success of our efforts to use this teacher train-
ing program as a prevention program to promote social
competence in a culturally diverse and socioeconomi-
cally disadvantaged population. It is also noteworthy
that our training provided both the Head Start teachers
and the family support workers with the skills to con-
tinue the intervention in future years, thus providing a
model for sustained change.

The findings of our study corroborate the class-
room findings of a recent study of kindergarten chil-
dren identified with high levels of aggressive,
hyperactive, and impulsive behavior (Barkley et al.,
2000). Barkley et al. found that classroom treatment
produced significant improvements in teacher reports
of social competence and independent observations
of aggression in the classroom. However, that study
did not find experimental effects of parent training on
parenting behaviors, parent reports of behavior prob-
lems, or observations of parent—child interactions at
home. The authors hypothesized that failure to find
changes in these home variables were likely due to
poor parent attendance and low motivation (or readi-
ness to change). They concluded that school-based
parent programs are ineffective at reaching and as-
sisting families with children with behavior prob-
lems. Similar results and conclusions were reported
in another community-based parent program
(Cunningham, Bremner, & Boyle, 1995). Our find-
ings with the subsample of highest risk children and
parents contradict the findings of these two studies
and suggest the contrary. We found clinically signifi-
cant reductions in both the highest risk experimental
children and the highest risk experimental mothers
when compared to control. In fact, based on our find-
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ings, we believe that school-based parent programs
may be an immensely useful way of offering treat-
ment to families of children with behavior problems
and intervening with parents who display high levels
of harsh and critical parenting. We hypothesize that
our method of delivering the parenting program in
the schools (not in a medical center as in the Barkley
et a. study) and inviting all parents to participate (not
just parents with children with behavior problems)
led to less stigma and higher attendance. Certainly
the motivation and readiness to change was high as
evidenced by the high consumer satisfaction and the
fact that over 51% of these Head Start mothers (all at
high-risk because of low socioeconomic status) came
to more than six groups in the first year, and 56%
came back for booster sessions the following year.
Over 95% reported overall positive feelings about the
parenting program. Moreover, experimental families
who remained in the study were those who experi-
enced more stress at home and had children with
more behavior problems. This attests to the motiva-
tion of these parents to help their children and to par-
ticipate in a parenting program.

The results regarding another protective factor—
that is, parent—teacher—bonding were less clear-cut.
At postassessment, there was a significant effect of in-
tervention on parent—teacher bonding, but this differ-
ence was not maintained 1 year later and, in fact, the
parents in the control group showed dlightly more
school bonding than thosein the experimental group. It
is possible that this finding is due to differencesin the
experimental and control samples. We know that ex-
perimental families showed significantly less school
bonding at baseline, indicating that they were more re-
luctant to interact with their children’s teachers and
schools. Our immediate posttest analyses indicate that
the experimental families showed higher levels of
bonding than control families. However, perhapswhen
these experimental parents were faced with a new
teacher and new school, they were unable to make the
connections needed in this new setting. These results
are not altogether surprising because our training pro-
gram during the Head Start year included teachers and
actively encouraged them to make the first invitations
to form parent-teacher partnerships. Teachers were
asked to continue attempting to involve even the most
reluctant parents. In the kindergarten year, however,
there was no teacher intervention. Head Start parents
who had become accustomed to the nurturing environ-
ment of Head Start and the high level of teacher-initi-
ated involvement may have felt somewhat abandoned.
Although our booster sessions encouraged parents to
make contact with their children’s teachers, in the ab-
sence of teacher-initiated contact, these parents may
have been reluctant to make thefirst move. Thesefind-
ings have implications for alerting kindergarten teach-
ers to the need to provide additional support for

disadvantaged families and to actively encourage their
participation.

Several limitations of this study are worthy of dis-
cussion. The first concerns the generalizability of the
findings. Because we involved only 50% of the fami-
lies enrolled in Head Start, we are unable to general-
ize these findings to all Head Start families. It is
possible that families who did not participate in the
project were more stressed than parents who did;
however, our demographic information showed high
levels of risk factors for those who were involved in
the study. Delivering an intervention that signifi-
cantly reduces delinquency risk factors to even 50%
of this high-risk population seems a worthwhile con-
tribution. Although further work should be done to
determine the best ways to engage even more parents,
the clinically significant impact of this intervention
on the families that were involved should not be
overlooked. It is notable that enrollment numbers in
this project are substantialy lower than our prior
study. Since our last study, the welfare-to-work re-
form was enacted, and this reduced families' flexibil-
ity and impacted their ability to attend group
sessions. Most families who did not participate cited
work demands, scheduling difficulties, and employ-
ment training as the reason for not attending but re-
ported interest in participating if the program had fit
with their (often changing) schedules. For these pro-
grams to be available to all families, it may be neces-
sary to offer flexible home-based interventions in
addition to group-based training and to develop other
strategies such as computer-based programs in the
workplace and schools. With more flexibility, parent
training can provide parents with the knowledge,
control, and competence they need to cope effec-
tively with the stresses of parenting under conditions
of poverty.

A second limitation concerns the nonequivalence
of the experimental and control groups with regard to
minority status and some other baseline risk factors,
despite randomization procedures. Although we at-
tempted to match centers for ethnicity and risk fac-
tors, because we randomly assigned at the school
level, this matching was difficult. Families in the ex-
perimental group reported significantly more risk fac-
tors than control families, and the experimental group
contained a higher percentage (60%) of minority
families than the control group (46%). Our findings
suggest that the program is effective with minority
families. Our sample is not large enough to alow
analyses by ethnicity, but we have combined samples
from our two Head Start studies to look at program
effectiveness by ethnic group. Preliminary analyses
indicate that the intervention is effective and accept-
able across Asian, Hispanic, and African American
subgroups (Reid & Webster-Stratton, in press). It is
also noteworthy that, at baseline, experimental moth-
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ers reported higher stress levels and more child be-
havior problems than control mothers. In addition,
differential dropout occurred such that more stressed
mothers seemed to stay in the experimental groups
but drop out of the control group. In other words, the
experimental condition seemed to attract families
who were stressed by life events and child behavior
problems whereas the control group had difficulty at-
tracting and retaining these families. Because the
control condition did not offer a comprehensive men-
tal health intervention, stressed control families may
have seen little value in signing up for or continuing
with assessments that perhaps added to their stress
without offering services in return.

In summary, our findings with a relatively brief
integrated parent and teacher intervention programs
suggest the utility of such programs in strengthening
protective factors (parenting competence, children’s
socia skills, home-school involvement, and a posi-
tive classroom environment) as a strategy for pre-
venting conduct problems. Not only was the
intervention effective in the general Head Start popu-
lation, but experimental children in the high-risk or
clinical range at baseline showed significantly greater
reductions in behavior problems than control chil-
dren, thus reducing child risk factors. Future research
of such programs should also include a cost-benefit
analysis, for it would be useful to know the costs of
additional training for teachers and parent training
services. We believe that Head Start holds the poten-
tial for providing one of the most efficient and cost-
effective service delivery methods for gaining access
to large numbers of high-risk families with children
who can benefit from early mental health interven-
tion. However, the transition from Head Start to kin-
dergarten did result in a deterioration in the positive
effects obtained from the intervention. These data
suggest that such interventions need to be broadened
and extended beyond Head Start, offering parent sup-
port and teacher training for high-risk families
throughout the primary grades. We hypothesize that
comprehensive parent and teacher training programs
spanning preschool through the early school grades
and at critical transition phases (e.g., transition to
middle school) will offer even greater potential for
reducing conduct problems and preventing delin-
quency and substance abuse in later years.
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