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. . EARLY INTERVENTION WITH
VIDEOTAPE MODELING: PROGRAMS
FOR FAMILIES OF CHILDREN WITH
OPPOSITIONAL DEFIANT DISORDER

OR CONDUCT DISORDER

CAROLYN H. WEBSTER-STRATTON

OVERALL GOALS

The ultimate purpose of the Parenting Clinic’s program of research is
to develop, evaluate, and improve cost-effective, widely applicable, and
theory-based early intervention programs of treatment for families with
young children who suffer from oppositional-defiant disorder (ODD) or
conduct disorder (CD). Children with these disorders typically exhibit a
broad range of antisocial behaviors (i.e., lying, cheating, stealing, fighting,
oppositional behaviors, and noncompliance to parental requests) at higher
than normal rates. Our interest in such children was stimulated by research
showing the high prevalence rates—rates that are increasing—for these
conditions (4-10%); and, even more important, by research indicating that
these aggressive children are at increased risk for being rejected by their
peers (Coie, 1990) and abused by their parents (Reid, Taplin, & Loeber,
1981), as well as for school dropout, alcoholism, drug abuse, depression,
juvenile delinquency, adult crime, antisocial personality, marital disruption,
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ment Award, MH00988.03). Correspandence concerning this chapter should be addressed to Dr.
Carolyn H. Wehster-Stratton, Department of Parent and Child Nursing, Box 354801, University of
Washington, Seactle, WA 98195.
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interpersonal problems, and other diagnosable psychiatric disorders (Kaz.
din, 1985; Locher, 1991). Conduct disorders are one of the most costly of
mental disorders to society because such a large proportion of antisocial
children remains involved with mental health agencies or criminal justice
systems throughout the course of their lives.

Developmental theorists have suggested that there may be two de-
- velopmental pathways related to conduct disorder: the early starter versus
the late startcr models (Kazdin, 1985; Locber, 1991; Patterson, DeBaryshe,
& Ramsey, 1989). The hypothesized early-starter pathway begins formally
with the emergence of ODD in early preschool years, progresses to aggres-
sive and nonaggressive (e.g., lying, stealing) symptoms in middle child-
hood, and then develops into the most serious symptoms by adolescence,
including interpersonal violence and property crimes (Lahey, Loeber, Quay,
Frick, & Grimm, 1992). In contrast, the late starter pathway begins with
a history of normal social and behavioral development during the preschool
and early school years and progresses to symptoms of CD during adoles-
cence. The prognosis for late starter adolescents appears to be more favor-
able than for adolescents who have a history of CD beginning in their
preschool years; adolescents who first evidenced ODD symptoms in the
preschool years followed by an early onset of CD are most likely to be
chronically antisocial. These early-starter CD children also account for a
disproportionate share of delinquent acts in adolescence. Thus, ODD is a
sensitive predictor of CD; indeed, the primary developmental pathway for
serious conduct disorders in adolescence and adulthood appears to be es-
tablished during the preschool period (Campbell & Ewing, 1990; Loeber,
1991).

The preceding model showing the progression from ODD to CD sug-
gests that, perhaps, the most strategic point for intervention in the child’s
development is the preschool and early elementary school years (i.e., ages
4 to 7 years). Our decision to focus our interventions on this age period
was based on several considerations. First, there js evidence that ODD and
CD children are clearly identifiable at this age. Our prior studies have
revealed that even children as young as 4 years of age have already been
expelled from two or more preschools and have experienced considerable
peer and teacher rejection. Second, there is evidence that the younger the
child at the time of intervention, the more positive the child’s behavioral .
adjustment will be at home and at school (Strain, Steele, Ellis, & Timm,
1982). Third, the move to school—from preschool through the first years
of elementary school—is a major transition and a period of great stress for
many children and their parents. The child’s early success or failure in
adapting to school sets the stage not only for the child’s future behavior
at school and relationships with teachers and peers but also for the parents’
future attitudes toward their child’s schools and their own relationships
with teachers and administrators. It is our belief tF -t early intervention, if
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it occurs strategically during the high-risk child’s fist major transition
point, can counteract those risk factors and reinforce protective factors,
thereby helping to prevent a developmental trajectory from early-onset
conduct problems (i.e., young children with high rates of symptoms of
ODD or CD) to increasingly aggressive and violent behaviors, negative
reputations, peer rejection, low self-esteem, conduct disorders, and spiraling
academic failure.

TREATMENT PLAN
Parent Skills Training Interventions

Ratonale for Parent Training

One of the major intervention strategies for reducing child ODD and
CD involves parent training. This approach uses a model in which inef-
_ fective parenting skills are the most important risk factor and intervening
variable in the development and maintenance of conduct problems. We
have been strongly influenced by G. R. Patterson’s (1982, 1986) seminal
work and theoretical formulations concerning the development of conduct
disorder and problem behaviors. His social learning, interactional-based
model emphasizes the importance of the family socialization processes. Pat-
terson developed the coercion hypothesis, which postulates that children
learn to get their own way and escape (or avoid) parental criticism by
escalating their negative behaviors; this, in turn, leads to increasingly aver-
sive parent interactions. As this coercive training in a family continues
over time, the fate and intensity of aggressive .behaviors, on the part of
parents and children, increase. Moreover, as the child observes increasingly
frequent parental anger and negative discipline, the child is provided with
additional modeling (observational leaming) of aggression (Patterson,
1982). The pioneering research of Patterson and others has found that
parents of children with conduct disorders exhibit fewer positive behaviors,
use more violent disciplinary techniques, are more critical, more permis-
sive, less likely to monitor their children’s behaviors and more likely to
reinforce inappropriate behaviors while ignoring, or even punishing, pro-
social behaviors (Patterson, 1982). Accordingly, we felt that if we could
intervene with parent training, while these children were still very young
and their families’ negative styles of interaction still malleable, we could
improve the poor long-term prognoses for these children and their families.

Videotape Modeling Methods

We were particularly interested in determining which methods of
training parents were most effective, that is, cost-effective, widely appli-
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cable, and sustaining. Cost effectiveness is vital because conduct disordery
are increasingly widespread, creating a need for service that far exceeds
available personnel and resources. For instance, data suggested that léss
than 10% of children who needed mental health services actually received
them (Hobbs, 1982). Most of the early parent training programs relied
largely on verbal methods, such as didactic lectures, brochures, and group"
discussions. Although these methods are cost effective, they have been
- shown to be ineffective for inducing behavioral changes in parents (Chil-
man, 1973). In addition, such methods are not optimal for parents whose
literacy and educational levels, or general intellectual level is deficient. On
the other hand, performance training methods, such as live modeling, role
rehearsal, and individual video feedback, had proven effective in producing
behavioral changes in parents and children (O'Dell, 1985); however, im-
plementation was time consuming and costly, making them impractical in
the face of increasing demand. Videotape modeling, on the other hand,
was one method that appeared to be practical and cost effective.

In accordance with Bandura's (1977) modeling theory of learning, we
hypothesized that parents could develop their parenting skills by watching
(and modeling) videotape examples of parents interacting with their chil-
dren in ways that promoted prosocial behaviors and decreased inappropri-
ate behaviors. We theorized that videotape would provide a more flexible
method of training than didactic instruction or role playing—that is, we
could portray a wide variety of models and situations. We hypothesized
that this flexible modeling approach would result in better generalization
of the training content and, therefore, in better long-term maintenance.
Furthermore, it would be a better method of learning for less verbally so-
phisticated parents. Finally, such a method, if proven effective, would have
the advantage not only of low individual training cost when used in groups
but also of possible mass dissemination. Thus, in 1979, we initiated our
program of research to develop and evaluate videotape modeling parent
intervention programs for families of young children with ODD and CD.
We were interested both in evaluating the program’s efficacy and in testing
a theory of change processes. (See Table 1 for an outline of the videotape
interventions tested.)

Content and Process of the BASIC Parent Training Videotape Modeling
Programs

In 1980, we developed an interactive, videotape-based parent inter-
vention program (BASIC) for parents of children aged 3 to 8 years. Heavily
guided by the modeling literature, the BASIC program attempted to pro-
mote modeling effects for parents by creating positive feelings about the
videotape models. For example, the videotapes show parents of differing
ages, cultures, socioeconomic backgrounds, and temperaments, so that par-
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ents will perceive at least some of the models as similar to themselves and
their children, and will therefore accept the tapes as relevant. Videotapes
show parent models (unrehearsed) in natural situations with their children
“doing it right” and “doing it wrong” to demystify the notion there is
perfect parenting and to illustrate how one can learn from one's mistakes.
This approach also emphasizes our belief in a coping and interactive model
of learning (Webster-Stratton, 1981b); that is, parents view a videotape
vignette ‘of a parent doing it wrong and then discuss how the parent might
have handled the interaction more effectively. This approach serves not
only to enhance parents’ confidence in their own ideas but also to develop
their ability to analyze different situations with their children and select
an appropriate parenting strategy. In this regard, our training differs from
other parent training programs wherein the therapist provides the analysis
and recommends a particular strategy.

The BASIC parent training program takes 26 hours, or 13-14 weekly
sessions. It encompasses 10 videotape programs of modeled parenting skills
(250 vignettes, each of which is approximately 1-2 minutes long) shown
by a therapist to groups of parents (8-12 parents per group). The video-
tapes demonstrate behavioral principles and serve as the stimulus for fo-
cused discussions, problem solving, and collaborative learning. The pro-
gram is also designed to help parents understand what are normal variations
in children’s development, emotional reactions, and temperaments. After
each vignette, the therapist works with parents by soliciting their ideas and
involving them in the process of problem solving, sharing, and discussing
:deas and reactions. We see the therapists’ role as one of supporting and
empowering parents by teaching, leading, reframing, predicting, and role
playing, always within a collaborative context (Webster-Stratton & Her-
bert, 1993, 1994). The collaborative context is designed to ensure that the
intervention is sensitive to individual cultural differences and personal val-
ues. The program is tailored to each family’s individual needs and goals, as
well as to each child's personality and behavior problems.

Our program implies a commitment to parental self-management. We
believe that this approach empowers parents by giving back dignity, respect,
and self-control to parents who are often seeking help for their children’s
problems at a vulnerable time of low self-confidence and intense feelings
of guilt and self-blame. By using the group process, the program is not only
more cost effective but also addresses important risk factors for conduct
disorders: the family's isolation and stigmatization. The parent groups pro-
vide a parent support group that becomes a model for parent support net-
works. (For details of therapeutic processes, please see Webster-Stratton &
Herbert, 1994.) :

The first two segments of the BASIC program focus on teaching par-
ents to play with their children—interactive and reinforcement skills. This
material is derived from the early research of Hanf (1970) and Robinson
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and Eyberg (1981). The third and fourth segments teach parents a specific
set of nonvialent discipline techniques including commands, time out, and
ignore as described by Patterson (1982) and Forehand and McMahon
(1981), as well as logical and natural consequences and monitoring. The
fourth segment also shows parents how they can teach their children prob-
lem-solving skills (D'Zurilla & Nezu, 1982; Spivak, Platt, & Shure, 1976).
Table 2 provides a brief description of the content of each program.

Family Training Interventions

Rationale for Broader-Based Training

In addition to parenting behavior, other aspects of parents’ behavior
and personal lives constitute risk factors for child conduct problems. Re-
searchers have demonstrated that personal and interpersonal factors, such
as parental depression, marital discord, lack of social support, and environ-
mental stressors, distupt parenting behavior and contribute to relapses after
the parent training (e.g., Dumas, 1984; Webster-Stratton, 1990b, 1990c).
In our own analysis of the marital status of 218 parents of children with
ODD and CD, we found that 36% were single (defined as divorced, sep-
arated, and not currently living with a partner for more than 3 months).
Of the remaining 140 subjects (67%) who were married or had been living
with a partner for more than 3 months, nearly half (49%) reported signif-
icant marital distress (scores of less than 100 on the marital adjustment
scale or experiences with spouse abuse). Of the maritally distressed group,
31% were second or third marriages. Of the half that reported supportive
marriages, 23% were in second or third marriages. In summary, 75% of the
sample had been divorced at least once or were currently in stressful mar-
riages. Half of the married couples reported current experiences with spouse
abuse. These findings highlight the importance of marital conflict as a
potential key factor influencing the development of conduct disorders. This
research is corroborated by the earlier work of Rutter, Cox, Tupling, Berger,
& Yule (1975), who reported that marriages characterized by tension and
hostility were associated more closely with children's behavior disturbances
than marriages characterized by apathy and indifference. The role played
by the parents’ open conflict and expression of negative affect is further
emphasized in studies of parents in laboratory situations either requiring
interpersonal negotiation or provoking discord (Love & Kaswan, 1974).
Studies suggest that factors such as children’s exposure to marital conflict
(Grych & Fincham, 1990; Porter & O'Leary, 1980), physical aggression
between spouses, and disagreements over child rearing (Jouriles, Murphy,
& O'Leary, 1989) account for variance beyond that of general marital stress
in a control sample.

442 CAROLYN H. WEBSTER-STRATTON




(ponupuod)

woese-j|es s,uaIpliyo bupiing »

ejeudasdde esjesd jo Joedwy ayy buygnoq =
obe aue yey) sweiboud UBJP|IYD UO SPIeMas |e|00S
dojeasp 0} moy Bujpueisiepun = J0 sjoe)e ey buipueissopun @
sweiBoud yujod - esjesd pasu jey)
no bao 0} sAem BugzuBoooy » siojaeyeq piyo 6uizjuboosy =
uaJp|iyo Yiuuem jesjsAyd Guipjroid
Yum swashs ueyo pue osjeud
Jeis dn 10s 0) shem Bujpjaoid = 19801 oym uaspjyd GuypueH «
) ojru usyi-isay,, sdes) uowwod Gujziuboooy «
oY) esn 0} uaym BujzjuBooay = " uopoeped
$0quUQ puB SPIEMO) UsaMieq Ajuo Buisiesd Guipionay =
oouaseyip ey Bujpueisiepun » KloAo9)j0 asow buisiesd
spsemas pajoadxeun Buipjacud » spiemas ojqibuey 2 ved osjeisd 0y shkem Buipueysiepufny = 9AI1D9)J9°'J0 e 3Y] | ved
SpJemeu pue esieid 2 weiboud
uopusye ynpe jo
Aeid ybnosyy eouepoduwy ay) Gupuejsispun »
e|qefofud Bujuses) Bupjey « uaIpyo
den wsioppo ey bujpioay = yum s9166nuys Jamod Guipioay »
uojjessru) wopaioq s,usipjiyd Buypuey »
Yum (eap uapjiyo GuidieH =

. swejqasd eajos

0} wieaj uaspiyo diey 0} MOH =
Ayqe Gujusesy vy

8ouepluod s,uap|Yo Bulpiing *
awdojeasp

ebenbue| 40150} 0} SABM @

UBJIPIIYO YIIM KjB) O} MOH =

1desuod-jjes pue
Wwaase-j|os s,uaipyd Guipiing »
Kejd oAjjeaID pue eAjjeu|Gews
dojeasp uaspliyo buidiol =
Keyd s,uespiyo
J0j yoddns eapisod Bujpiacid =
spoou pue sepqeded
wies| 0} uasppyo BuidipH 2 ued s,uaIp|iyd BujziuBoooy »
Kejd :} wesBosd .

PIYO & yum Aeid o) moH i ued

$OAN0[q0

wejuod $0A1199[q0

Jusuo)

(0I1Sva) uopuaniey) Bujuresy sins Gunuased
Z 318vl

443

VIDEOTAPE MODELING PROGRAMS




juelduwod

aiow aq 0} uaP|yd Buidia =
AdAndeye spuewwod

Yum ybnosyy umoijog =
sosuodsas

ojeupdosddeu) 6upoub) e
sjuased 0y Jos

uaupjiyd 1ey) sdes Buzibosay «
JSoweb

Aym,, pue suswnbue 6uipjoay e
U3Jp|IYd eRISIP pue

Hanp o} uaym Guipueissepun e
. syu ey

153} oym uaJPlIYd Yim Bulesq e

seyoeaudde Guajos-weiqosd
9sn 0} sAem Bupueisiopun =
sispujwal (nydiey pue sbujusem
10 eoueuodw) ey bujzjubooay =
PUSWIWOD  usyl-usym,,
oY) esn o) uaym Buipueisiepun «
. soAjjeusslje
aaisod yim uaupiyo Guipiaosd =
spuewwod eAnebou
pue ‘anbea “fesjoun GuipjoAy «
SpUBWILWLIOD
Kressooauun Bujpjoay =
SPUBLILIOD BA|IOJO aIoW
oAb 0} sAem Guipueissapuf) =
sywy 1desoe o) sojru pjoyesnoy juepodu
used| o} uaupiyd buidieH 2 wed Anuap) syuased buidiop =
Bumies jwy) eApoey3 ¢ weaBoud :

spw| 18s 0} MoH :| wesboiyg

ssodelp pajios pue ‘paq o}
6uiob Jou ‘woas Assaw ‘Bupes
Ay *Bupyby buyqys *Bupeys
lou ‘@oueydwoduou ‘Buissasp
1ou ‘6uipmep se yons
swa|qoud 10} spiemas 8|qibue)
asn o} shem Buipueyssapun e

SaAN23[qO

juauon seApoe(qo

a0

(panujuod) 2 3avL

CAROLYN H. WEBSTER-STRATTON

444

,w
i
1
|




owaupufs AL®

ewoaupuis euoydejo) »

%I0M JOU §90P BUIdIOSIP UBUM »

seouanbasuod [eojbo e

sjealy) =

Gupydg =
o ewp oy 0B 0} sesnjes

PIIyo & uaym ybnosy Gumoyiog »
sw6y buyqis

doys djay o} Ino swy} Buisn @
J9|ppo}

B yum wooy no awy e buisn =

Ja|ppo} € o} no awy bujueidxy =
J8|ppo}

B YUM Jjeyd o awy eyy Buisn e
siolABYaq

6umily Joj no swy Buisn »
piyo ebe-jooyos

e 0} Ino awy bujujeidx3z e

o awp Buisn uaym
Joquiswal 0} suod JO mejaBY ©
uaJpjiyo uym Buiajos waiqoid
Bujuaisy pue Gupiey 8N}

: S|INiS

|B190S UAIPHIYD Yoed) O} SH00q
Ki0ys pue sjeddnd buisn =

uaspjiyo usamieq buyesedood
pue Bupeys 6uibesnooul «

paq
o} 06 oy Buisnjas pue ‘Bupes
10u ‘6uiqqesb ‘6ukio buypue »
swrujuey pue
‘6uipesid ‘6unbie ‘Guiuedsds
‘gouejdwodsuou Guijpue e
6unoensip pue Gupouby s
jeacaddesip Buimoyg
sajyeuad uonensny
Jaylo pue no swy) :g ved Buipioae pue bupedippuy ®
Jojaeyaqsiw Bujpuey :p weisBosd

sa|bajesns aanuanald ¢ Ued

Jolaeyaqsiw
6uuoubi pue buiploay 1L ued

no ewyy 6uiuiBdU0D
sayeIsiw uowwod Guipjoay «
Ajuaysisuod pue
Kjaanoage ybnoayy umojio «
sasuodsas eyepdosddeuy
s,uaip|iyo bupouby =
N0 swj Uy Aeis 0) sesnjol
40 1o ewy 0} ob 0y sasnja
oym ppyo ay) yum buyeaq =
sa|66rus samod Buipjoay »
u3aJpHYO O} N0 Wl
uieidxa o} skem Bujpueisiapun ®
eoueydwoduou
10} N0 awyy wawsdwy
0} moy Buipuejsiapun =

aouejjdwodsucu
yum buyesq ¢ ved

445 .

OTAPE MODELING PROGRAMS

VIDE



B

This evidence linking parental factors other than parenting behavior
(e.g., marital distress, social isolation and lack of support, and poor prob.-
lem-solving ability) to child conduct problems and treatment relapses led
us to expand our theoretical and causal model concerning conduct prob-
lems. Parcnts’ personal and interpersonal factors may disrupt parent—child
interactions and family systems (Patterson, 1986; Webster-Stratton, 1989a,
1990¢; Webster-Stratton & Hammond, 1988; Whipple & Webster-
Stratton, 1991). For example, rather than the child’s conduct problems
heing the result of parenting deficits, we hypothesized that the child's con-
duct in general and poor peer interactions in particular are modeled from
the marital interactions. The child learns communication and problem-
solving styles directly from observing the parents’ interactions. In our re-
vised model, a conflict resolution deficit model, we hypothesized that par-
ents with children who have conduct disorders have more general
relational deficits in communication, conflict resolution skills, and affect
regulation. We believe that these deficits are manifested in marital and
interpersonal difficulties, inability to get support or cope with life stressors,
problematic parenting, and difficulty in coping with child misbehaviors.
These, in turn, exacerbate their ineffectual parenting and, thereby, con-
tribute-to the development of child conduct problems (Dadds, Schwart,
& Sanders, 1987; Griest, Forehand, Rogers, Breiner, Furey, & Williams,
1982).

Content of ADVANCE Parent Training Videotape Modeling Programs

In light of this research and of the results of our long-term follow-
ups indicating the potency of marital distress and divorce as predictors of
treatment relapse, we developed the ADVANCE treatment program. in
1989. We theorized that a broader-based training model (i.e., one involving
more than parenting training) would help mediate the negative influences
of these personal and interpersonal factors on parenting skills and promote
increased maintenance and generalizability of treatment effects. This pro- -
gram has the same theoretical basis as the BASIC parent skills training
program, namely, cognitive social learning theory. The therapeutic process
and methods are also the same as those of the BASIC program because
our prior research had indicated that therapist-led parent group discussions
and interactive videotape modeling techniques were highly effective meth-
ods of producing behavior change and of promoting interpersonal support.
Moreover, it was theorized that the group approach would provide more
social support and decrease feelings of isolation for parents. Finally, it would
be a cost-effective alternative to the conventional format of individual
marital or interpersonal therapy.
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The content of this 14-session videotape program (60 vignettes),
which is offered following the completion of the BASIC training program,
involves four components:

1. Personal self-control. Parents are taught to substitute coping
and positive self-talk for their depressive, angry, blaming self-
talk. This therapy component builds on.the well-established
tesearch and clinical writings of Beck (1979), Lewinsohn,
Antonuccio, Steinmetz, & Teni (1984), and Meichenbaum
(1977). In addition, parents are taught specific anger man-
agement techniques. _

2. Communication skills. Parents are taught to identify blocks to
communication and to leam the most effective communi-
cation skills for dealing with conflict. This component builds
on the communication work of Gottman, Notarius, Gonso,
and Markman (1976) and the social learning-based marital
treatment developed by Jacobson and Margolin (1979).

3. Problem-solving skills. In segments 6 and 7 of the videotape,
parents are taught effective strategies for coping with conflict,
with spouses, employers, extended family members, or chil-
dren. These segments build on the research by D'Zurilla and
Nezu (1982), but are also influenced by the marital programs
of Gottman, Notarius, Gonso, and Markman (1976) and Ja-
cobson and Margolin (1979).

4. Strengthening social support and self-care. This concept is woven
throughout the group sessions by encouraging the group
members to ask for support when necessary and to give sup-
port to others (see Table 3).

Academic Skills Training Intervention for Parents

Rationale for Academic Skills Training

In follow-up interviews with parents who had completed our parent
training programs, 58% requested guidance on how to encourage their chil-
dren to do their homework, how to handle resistance; how to communicate
with teachers concerning their children's behavior problems at school; and
how to promote their children’s reading, academic, and social skills. These
data suggested a need for teaching parents how to access schools, collab-
orate with teachers, and supervise children's peer relationships. In addition,
40% of teachers reported problems with children’s compliance and aggres-
sion in the classroom and requesced advice on how to manage these prob-
lems. Clearly, integrating interventions across settings (home and school)
and agents (teachers and parents) to target school and family risk factors

VIDEOTAPE MODELING PROGRAMS 447




MI 0 Jutod s,uossad Joyio
ey} woy wajqoxd e Busas jo
eouepodwy) eyy bujpueisiapun e

sjejuep pue ‘Bupwelq
‘sumop-ind se yons ,$320|q,,
uopesunwwod Gujpioay e
sJ0410
Yum uopedjunwiwod ayiod
pue sajisod asow Buiseasou| e
siey-319s eaysod eseasou)
0} s9|bajens 6uidod Bupiea »
. Nei-jes eapebau dois
0} saibajesns 6uidod Bujusea s
SRYI0 Yim
sJ0ARY3q J03jje ued siybnoyy
pue suonowa aaissasdap
pue Ailbue moy Buipueissapun »
jel-jlas buiziubooas jo
eouepodwy ey Bupuelssapun e

sobessow poxjw

40 Judlsisuodyy ‘syujejdwod

$S0IO ‘S|ejUSP ‘SSOUBA|SUB)OP

§8 yons ,$400|q.
uopiesjunwwod Gupioay =

uaJpliyd puse synpe

u} sojBajens JuUsWeAIojulBs-}|OS
eapisod pue ased-jjes Gupelso

yoddns

%90iq 1Y) sjelieq Jo selis
uojieojunwitod Bujziubooay =

lenpiAlpuy

ue Jo Ajwej e Joj) yoddns jo
eoueuodwy ayy bujpuejssepuny =

suojsojdxe
Kibue pue ‘seoueaspb dn
6upols ‘Gujuelsy Jou se yons
«S%00|q., UOEOUNLILIOD PIOAY ®
sbu)jjea} umo s,8uo ssasdxe
0} uaym pue moy Gumou)y »
sBujes) s sayioue
ajepiea o) moy bujziubooay =
swejqosd noqe Ajpa1oe)e
SJ8Y)0 dn )eeds 0} moy Bujusesy =
0} pue jjasauo o0} Ajpapsod s|ins Bujuaysy) eapoe Jo
asow Bunesunwwo) 2 ved  eouepodwy ey buipueisiepun ©
KI9A[190J0 9182|UNWILIOD 0} MOH G wesBosg

poddns
6ujaeoas pue Buial ¢ wed

dn Bupjeads
pue Bujue)sy 8AnoY :| Med

sam9lqo

jusyuo)d SoA|09{q0

suo)

+(3ONVAQV) uonuanaiu Bujuies) sips euosiadieu
€ 374avL

CAROLYN H. WEBSTER-STRATTON

448




{panunuod)

ss000ud GujAj08
-wg|qosd ay) bujuojuiey *

onssj

ue noqe sbujea; Jjeuy sseidxe
uaspiyo diay 0y moy Bujuwsesy s

6upesw Apwe)

yoee 1o} sopes) oYy buyelos jo
eouepoduy ey; bujpueisiepun =

uojsses Bujnjos-weiqoud

yoea Bupnp sueid Bupeniead
jo eouepodwy ay) bujziubooey =

uaspyyo pebe-jooyds

yum sdoys Buiajos-wejqoud xis
e} osn 0} moy Guipueissopun ®

Gujweiq oYM
wejqosd e wnoqe sbuyes)
ssaidxe 0} moy Bujusesy e

‘yoddns aJow 166
0} sajboyens Gumos-wejqosd
esn 0) moy Buzjuboday »
suopnjos 6uiziopud
pue ‘sdejs pessju ‘uojjluyep
wojqosd Ayi6uej ‘Gupioen
-opis 4ebue ‘syoene ‘bujweiq
se yons 6ujos wajqosd
8Al03})0 0} ,$%20Iq,, BuiploAY =
Ajaanoaye ajesoqeljod
0} uaym pue moy bujusea) =
swa|qosd
aAajos 0) sdais yepodwy
xis 9y} buipueyssepun «
SiS
Bujajos-wajqoid snoaueuods
6uinjos wajqoud Ajwed g ved asn 0} uaym Bujziubooay =
sjuased 40} Bujajos wajqoid 9 wesboud

6utajos wajqoid NPy L ved

su9y10 0y eajpoddns
esow 8q o} moy Bujweoye
diysuopejas Aue uj jejjuesse
| sisenbas s Jayioue o}
aoueldwod Aym Bujpueisuiepun »
ualpiiyo
Se |jom Se sjinpe jo sisenbas
eAnisod exew 0y moy Gumouy) =
sobessow |eqiaAucu pue
jequeA yualsisuod bugowoud *
UOjIEPUIWIWOD8)
eaisod e out ureidwod
e wn) 0} moy Buipueissapun «
SI9410 WOy}
yoeqpes) 196 0y moy Bumou)) =

449

VIDEOTAPE MODELING PROGRAMS




pesodosd suopnjos

MO Jo Jujod 0} se2uanbasuod jesojaeyeq
sJayloue aapsad o) Ayliqe pue bujjea) ey) woqe Hull) .
pue s|ipis Ayjiedwad s,uaJipiyd uasp|iyo diey oy moy bujwes = :
49)s0} 0} moy bujusesy = S|ipiS esey) uies] 0} padu ,
wajqoxd uaipjiyo Ays pue eajssesbbe
ay} aajos oy bundwaye y10q Aym Bujziubooay =
a10joq wajqosd 8y) JO MajA pue _ juodmala
sbuya9) s,puyo ayy Hujueiqo s,uosiad Jayiloue woij
1S34 Jo anjea ayy 6uuanodsig = woaiqosd e pueisiepun 0} Ayiqe
asjopadas sy vy Jo sjipis Ayiedwe 6ujuuibaq Z
suopinjos eAnIsod ou 8AeRY oym $,pIyo e bujuayibuang = O
uaIpIYD Joj Jo uaIpyd bunoA UIJPLUD U} SIS 8seY) eduByUD ﬁ
Ksan s0} suopnjos p3pinG asn 0} moy bujuses) pue bujajos M
0} uaym pue moy buiziubooay = wejqoud o ss820id pue aunjeu 5
PIYuod Jnoqe jejuswdojaaep eyy Gujepaiddy » oz
ssaoaid Bupjuiyy e 6upelso) s|s Hunjos-wejqosd uses) Fa
nq uAIP|IYd uo suoynjos ijuod 0} uibaq uaspjiyo diey o) pasn saweb pue sauols a
6uisodw jou synpe jo JO ISpiW 8Y) Ui swd|qosd aajos 8q ued jey) seuols pue saweb ybnosy) swajqoid aajos %
asuepodwy ay) buipueissapun = 0} uappyd buyoea) :Z ved jo Aapea e buipueissapuny ® 0} uaipjiyo buiyoes) :| ued i w
uaIplIyo Yum Buajos wsjqosd 3L weiBoid X ;
sam3iqo T ) seA93iq0 © WdWwoo nm:u.
o
(panujuod) € I18VL S

450




‘Buien ANV PaEEd Gues JO UOSEA JWBLND JNO OlU PIAIRIOCIOIL UIIQ BARY IDNVAQY PUR DISVB.

‘ sbuyjeay

S.PIIYD € BjepjjeA o) ainjiej pue

asuodsas Wby ey} uo snoj

aAisnjoXe ‘sjuawbpn| yoinb

30 aAjleBau ‘sainog) se yons

uaipjiyd yum Buajos wajqosd
BAI109Yj0 O} ,$%00|q,, GuiploAY

UMO 213y} U0 swdjqosd

9Aj0s 0} Apeas aq Aew
uaJpjiydo usym Buiziuboooy «

9AJISQO 0} UIP|IYD J0) Buinjos
welqosd umo s3yy buapow
s)inpe jo enjeA ay) bujizubooay =
SuopudI
s,uosJad Jayjoue ynoqe
suoinquie aAlisod aiow exew
uaipjiyo diay oy moy bujuiea =
suopnjos
Jadosd uo sN20j BAISN|OXD pue
‘suonsenb Auew 00} ‘swsPRUd
. ‘suawbpn| ‘suopnjos
¥oInb ‘seunjoa] se yons
uaIpliyo yum bunjos wejqosd
©A1109)40 0} ,$300|q,, BuipjoAy «
sbuies) s,ualplyo Gupepijea jo
edsuepodw) oy Huipueisiepun =
suopnjos pasodosd
2134} 91eNnjBAd uIPIIYo
Japjo djay o} moy Guimou)] =

451

OTAPE MODELING PROGRAMS

-

VIDE




fosters greater between-environment consistency and offers the best pos-
sibility for long-term reduction of antisocial behavior.

Content of PARTNERS Academic Skills Training

Over the past 2 years, we have developed an interactive videotape
modeling, academic skills training intervention (PARTNERS 1) as an ad-
junct to our parent skills and family intervention. This intervention con-
sists of 6-8 additional sessions beyond the BASIC and ADVANCE pro-
grams. It focuses on collaboration with teachers and fostering children's
academic readiness and school success through parental involvement in
school activities, homework, and peer monitoring. This program's methods
are consistent with the BASIC and ADVANCE interventions: videotape
modeling, role playing, homework, and therapist-led group discussion. We
have recently been funded to examine the added effectiveness of combin-
ing this new, academic skills, parent training program with our parent train-
ing interventions.

This six-session program involves six components (see Table 4 for

summary):

1. Promoting children’s self-confidence. Parents are taught to lay
the foundation for their children’s success in school by help-
ing their children feel confident in their own ideas and in
their ability to learn. Specifically, we teach parents how to
prepare their children for reading; how to foster language
development and problem solving; and how to promote chil-
dren’s reading, writing, and story-telling skills.

2. Fostering good learning habits. Parents are taught to establish a
predictable homework routine, set limits concerning televi-
sion and computer games, and follow through with conse-
quences for children who test these limits.

3. Dealing with children’s discouragement. Parents are taught how
to set realistic goals for their child and how to increase grad-
ually the difficulty of the learning task as the child acquires
mastery, using praise, tangible rewards, and attention to mo-
tivate and reinforce progress.

4, Participating in homework. Parents are taught ways in which
to play a positive and supportive role in their children’s
homework.

5. Using teacher—parent conferences to advocate for your child. This
segment shows parents how to collaborate with their chil-
dren’s teachers to develop jointly plans to address their chil-
dren’s difficulties, such as inattentiveness, tardiness, and ag-
gression in school.
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6. Discussing a school problem with your child. In this segment,
parents are taught how to talk with their children about ac-
ademic problems and how to set up a plan with them to
maximize their success at school.

TREATMENT EFFECTIVENESS OF BASIC AND ADVANCE
PARENT INTERVENTIONS

Short- and Long-term Outcome

Researched in a series of five randomized studies, our videotape mod-
eling group discussion program (BASIC) has been shown to be effective
in improving parental attitudes and parent—child interactions, along with
reducing parents’ reliance on violent disciplinary approaches and reducing
child conduct problems, when compared with control groups and other
treatment approaches (Webster-Stratton, 1981a, 1982a, 1982b, 1984,
1990a2; Webster-Stratton, Hollinsworth, & Kolpacoff, 1989; Webster-
Stratton, Kolpacoff, & Hollinsworth, 1988). In the initial study, the BA-
SIC program was shown to be highly effective in improving parent and
child behaviors in comparison with a control group. Behavioral observa-
tions indicated that treated mothers contradicted, intruded, and corrected
less; they were less critical of their children and more positive. Children,
in turn, were more independent and less negative and domineering when
interacting with their mothers. Nearly ideritical changes occurred in the
delayed treatment control group after completing the program. In the sec-
ond randomized study with low-income single mothers of highly conduct-
disordered children, the therapist-led BASIC program was shown to be as
effective as the individualized one-to-one parent training with a therapist
using “bug-in-the-ear” feedback (a procedure wherein the parent wears a
small cordless microphone in the ear so that the therapist may coach the
parent through a one-way mirror as the parent interacts with the child)
and individual coaching (Webster-Stratton, 1984). However, the BASIC
program was five times more cost-effective, using 48 hours of therapist time
versus 251 hours in the one-to-one program.

" Our third study was conducted to ascertain which element of the
overall BASIC program (group support and discussion, therapist leadership,
or videotape modeling)-contributed most to its effectiveness. It was crucial
to understand the independent role of each of these elements. Results in-
dicated that all three treatment conditions resulted in significant improve-
ments in comparison to the control group; when there were differences,
the combined BASIC treatment was favored consistently (Webster-
Stratton, 1989b; Webster-Stratton, Kolpacoff, & Hollinsworth, 1988).
However, the completely self-administered (individually) intervention
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(IVM), that is, without therapist feedback or group support, was also shown
to be modestly effective (Webster-Stratton, 1990a, 1992). One year later,
93.1% of familics were assessed on the basis of teacher and parent reports
and home observations. Results indicated that all the significant improve-
‘ments reported immediately post-treatment were maintaincd. Moreover,
two-thirds of the cntire sample showed “clinically significant” improve-
ments (Webster-Stratton, Hollinsworth, & Kolpacoff, 1989).

“Three years after treatment, by which time all the children were en-
rolled in school, we assessed 82.1% of the families again to detérmine the
presence of long-term differences among treatment groups in terms of num-
bers of relapses and children's functioning at school and at home. Follow-
up reports from parents and teachers indicated overall improvements in
child behavior when compared to baseline behavior reports. However, only
the combined videotape modeling group—discussion treatment (BASIC)
achieved stable improvements; the other two treatment groups showed sig-
nificant relapses. These data suggest the importance of therapist leadership
and parent group support used in conjunction with videotape modeling in
producing the most effective results. In sum, these studies have indicated
that videotape modeling, plus parent group discussion (BASIC), is not only
an effective therapeutic method in terms of producing significant behavior
change, which generalizes from home to school and over time, but is also
highly cost effective, with good consumer satisfaction regardless of the par-
ents’ educational or socioeconomic background (Webster-Stratton, 1990b).

Evaluation of the clinical significance of the treatment programs in-
dicated that, after 3 years, 25% to 46% of parents were concerned about
school-related problems, such as peer relationships, aggression, noncom-
pliance, and academic underachievement. Data from parents pointed to a
need to help parents to become more effective in supporting their child’s
education and to collaborate with their child’s teacher in addressing their
child's social and academic difficulties. Data from teachers revealed a need
to expand the intervention to include training for teachers in ways to
manage classroom behavior problems and in ways to collaborate with par-
ents (Webster-Stratton & Hammond, 1990; Webster-Stratton, Kolpacoff,
& Hollinsworth, 1988). These data led us to develop the parent, academic
skills training intervention described earlier and, more recently, to develop
a teacher training component (PARTNERS 2), which is currently under
evaluation.

Of particular interest were the findings iin the third study regarding
the totally self-administered treatment. In contrast with the control fami-
lies, the IVM treatment resulted in significant improvements in child con-
duct difficulties (as reported by parents) and in parent—child interactions
(according to independent observers). These findings are remarkable in
light of the fact that these multiproblem families had no direct therapist
contact or group support throughout the entire training series and suggest
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that parents who are motivated can learn to change their own and their
children’s behaviors by means of a self-administered program. Clearly, this
program has major implications for treatment and prevention.

Nonetheless, although the IVM treatment was extremely cost effec-
tive, it was not as potent as the BASIC treatment in terms of consumer -
satisfaction and long-term effects. Consequently, we sought to determine
_how to enhance the effectiveness of IVM treatment while maintaining its

cost effectiveness. Because IVM families saw the lack of personal contact
with a therapist as a limitation of the program, we added brief therapist
consultation to the IVM program. Comparing IVM, IVM plus therapist
consultation (IVMC), and a waiting-list control group at pretreatment,
posttreatment, and 1 year later, our fourth study found that both treatment
groups of mothers reported significantly fewer child behavior problems,
reduced stress levels, and less use of spanking than those in the control
group. Home-visit data indicated that both treatment groups exhibited sig-
nificant behavioral changes, which were maintained 1 year later. There
were relatively few differences between the two treatment conditions on
the outcome measures. However, the IVMC children were significantly less
deviant than the IVM children, suggesting that therapist consultation im-
proves this treatment approach (Webster-Scratton, 1990a, 1990b, 1992).
These findings have implications for reaching many more families in cost-
effective treatment or prevention programs to help prevent behavior dif-
ficulties from escalating in the first place.

In a fifth study, we examined the effects of adding the ADVANCE
intervention component to the BASIC intervention. Parents of 78 families
with children with ODD and CD received the initial BASIC parent train-
ing and, then, were randomly assigned to either ADVANCE training or
no additional contact. Families were assessed at baseline, and at 1 month,
1 year, and 2 years posttreatment by parent and teacher reports of child
adjustment and parent distress (i.e., depression, anger, and stress), as well
as by direct observations of parent—child interactions and marital inter-
actions (discussing a problem). For both treatment groups, there were sig-
nificant improvements in child adjustment and in parent—child interac-
tions and a decrease in parent distress and child behavior difficulties. These
changes were maintained at follow-up. ADVANCE children showed sig-
nificant increases in the total number of solutions generated during prob-
lem solving, most notably in prosocial solutions (as compared with aggres-
sive solutions) in comparison with their counterparts. Observations of
parents’ marital interactions indicated significant improvements in AD-
VANCE parents’ communication, problem-solving, and collaboration skills
when compared with parents who did not receive ADVANCE. Only one
family dropped out of the ADVANCE program, which attests to its per-
ceived usefulness by families. All the families attended more than two-
thirds of the sessions with the majority attending more than 90% of
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sessions. ADVANCE parents reported significantly greater consumer sat-
isfaction than did parents who did not reccive ADVANCE, with parents
reporting the problem-solving skills to be the most useful and anger man-
agement the most difficult. '

Next, we looked at how clinically significant improvements (30%) in
parents’ communication and problem-solving skills were related to im-
provements in their parenting skills. We found that, in the case of fathers,
improvement in marital communication skills was related to a significant
reduction in the number of criticisms in their interactions with their chil-
dren; fathers' improved marital communication was also related to im-
provements in the child’s prosocial skills. These results indicate the im-
portance of fathers' marital satisfaction as a determining factor in their
parenting skills. Overall, these results suggest that focusing on helping
families to manage personal distress and interpersonal issues through a
videotape modeling group discussion treatment (ADVANCE) is highly
promising, in terms of (a) improvements in marital communication,
problem-solving, and coping skills; (b) improvements in parenting skills;
(c) improvements in children’s prosocial skills; and (d) consumer satisfac-
tion, that is, being highly acceptable and perceived as useful by families
(Webster-Stratton, 1994).

Parent Training Treatment Limitations

As reported earlier, we have followed families longitudinally (1, 2,
and 3 years posttreatment) and have assessed not only the statistical sig-
nificance of treatment effects but also their clinical significance. In assess-
ing the clinical significance, three criteria were used: (a) the extent to
which parent and teacher reports indicated that the children were within
the normal or (b) within the nonclinical range of functioning (Jacobson,
Follette, & Revenstorf, 1984); and (c) whether families requested addi-
tional therapy for their children's behavior problems at the follow-up as-
sessments. These outcome criteria were chosen to avoid reliance on a single
informant or criterion measure, thereby providing greater validity for the
findings. In our 3-year follow-up of 83 treated families, we found that
25-46% of parents and 26% of teachers still reported clinically significant
child behavior difficulties (Webster-Stratton, 1990b). These findings are
similar to other long-term treatment outcome studies that suggest that
30-50% of families relapse or fail to show continuous long-term benefits
from treatment (e.g., Jacobson, Schmaling, & Holzworth-Monroe, 1987;
McMahon & Forehand, 1984; Wahler & Dumas, 1984).

We also found that the families, whose children had continuing ex-
ternalizing problems (according to teacher and parent reports) at our 3-
year follow-up assessments, were characterized by maritally distressed or
single-parent status; increased maternal depression; lower social class; high
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levels of negative life stressors; and family histories of alcoholism, drug
abuse, and spouse abuse (Webster-Stratton, 1990a, 1990b, 1990c; Webster-
Stratton & Hammond, 1990). These predictors of poor outcome emerged
regardless of whether the intervention was the combined BASIC program
or the IVM condition. These prediction studies were limited, however, in
that they examined only one predictor at a time and relied largely on
predictors related to mothers’ psychological status or perceptions (not fa-
thers'). Most recently, we attempted to determine whether some of these
predictors are more powerful than others and the extent of amplification
among predictors. The best predictor of the amount of child deviance for
home observations was single-parent status or marital adjustment. For fam-
ilies who had a father present, the degree of negative life stress experienced
by the father in the year after treatment was the best predictor of child
deviance. Marital status was the best predictor of teacher reports of child
adjustment (Webster-Stratton & Hammond, 1990). Thus, divorce, marital
distress, and negative life stress were the key predictors in determining the
child's long-term treatment outcome. Thus, we hypothesize that, by
strengthening families’ coping skills and marital communication in the
ADVANCE program, we may be able to improve the long-term results.

Summary and Significance

In focusing on parenting training, we were targeting the most prox-
imal links in the development of conduct disorders. We hypothesized that,
because parents are the most powerful—and potentially malleable—
influence on young children’s social development, intervening with parents
would be the most strategic first step. Indeed, our studies have shown that
videotape modeling parent training is highly promising as an effective ther-
apeutic method for producing significant behavior change. It has received
good consumer satisfaction reports, regardless of parents’ educational or
socioeconomic background (Webster-Stratton, 1989b). Approximately
65% of families achieved sustained improvements in their children’s con-
duct disorders. Moreover, our effects were further enhanced when we tar-
geted other parental risk factors, such as marital distress, anger manage-
ment, and maternal depression. These interventions strengthened parental
coping skills and helped buffer the disruptive effects of these personal and
interpersonal stressors on parenting and on children's social development.
Nonetheless, when we looked at predictors of relapse and the failure of
improvements in child behaviors to generalize beyond home to school and
peer relationships, our long-term data suggested that our model, concemning
the development of conduct problems, was incomplete.
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Child Sdcial Skills Training Intervention

'Rationale for Child Training Intervention

One reason for which the improvements in child behavior resulting
from parenting training did not generalize from home to school might be
the exclusive focus on parent skills as the locus of change, that is, the lack
of attention to the role that child factors play in the development of con-
duct problems. Indeed, research has indicated that children with ODD and
CD have some neurological, physiological, and temperament difficulties
that contribute to their difficulties with peers and to the parenting diffi-
culties of their parents. Studies have suggested that children with conduct
disorders are more hyperactive and impulsive (Lillenfield & Waldman,
1990), are more likely to have difficulty solving social problems (Rubin &
Krasnor, 1986), and respond with more agonistic and incompetent strate-
gies to hypothetical conflict situations (Milich & Dodge, 1984; Richard &
Dodge, 1982). Aggressive children also search for fewer cues or facts when
determining another person’s intentions (Dodge & Newman, 1981), focus
more on aggressive cues (Goutz, 1981), are more likely to misattribute
hostile intentions to others (Dodge, 1985), and are less empathic than their
nonaggressive peers (Ellis, 1982). This line of research suggests that chil-
dren with conduct disorders lack the critical cognitive, social, and behav-
ioral skills needed for positive interactions; it has spawned what has been
termed the child-deficit hypothesis by Asher and Renshaw (1981).

Those who subscribe to this child-deficit model have developed
cognitive-behavioral interventions to train children directly in social and
problem-solving skills (Dodge, Price, Bachorowski, & Newman, 1990; Ken-
dall, 1985; Rubin & Krasnor, 1986; Spivak, Platt, & Shure, 1976). A re-
view of this research is encouraging (Kendall & Braswell, 1985), especially
for improving older children’s social skills at school. However, such im-
provements have not been shown to generalize to other settings (e.g., the
home). Also, a large proportion of children appears to be relatively unaf-
fected by treatment, particularly the younger, the cognitively less mature,
and the more aggressive children (Asher & Coie, 1990).

We hypothesized that there were several reasons why existing social
skills programs had not been able to help younger children with conduct
problems. First, many of these programs were originally developed for older
adolescents and subsequently applied to younger age groups; as a conse-
quence, these programs were not developmentally appropriate for young
preschool children (who are preoperational in their thinking). Second,
existing programs did not focus specifically on the child’s aggression and
noncompliance, nor did they address these children’s specific academic dif-
ficulties. Third, some child social skills programs did not involve a parent
or family training component, a limitation that would seem to make gen-

460 CAROLYN H. WEBSTER-STRATTON




eralizing to other settings less likely. We hypothesized that a comprehensive
intervention, combining a parent training component with a child training
component specifically designed for young, aggressive children, would be
more effective than either component alone.

Content and Process of the KIDVID Child Social Skills and Problem-Solving
Training Intervention (Dinosaur Curriculum)

In 1990, we developed a new videotape modeling child training pro-
gram (KIDVID) for conduct-problem children (ages 3-8 years). Our efforts
to create a developmentally appropriate, theory-based intervention for ag-
gressive preschool and early-school-aged children were guided both by the
available literature and by our own observations comparing oppositional-
defiant and conduct-disordered children with behaviorally normal children.
Traditional social skills training programs typically did not have content
that was directly relevant to conduct disorder and aggression. Our program
targets selected child risk factors (problem-solving and social skills deficits,
peer rejection, loneliness, and negative attributions) and uses the child
directly as an agent of change. The intervention is designed to enhance
children’s school behaviors, promote social competence and positive peer
interactions, as well as’ nonaggressive conflict management strategies. In
addition, the program teaches children how to integrate themselves suc-
cessfully into the classroom and how to develop friendships.

This 22-week program consists of a series of nine videotape segments
(more than 100 vignettes) that teach children problem-solving and social
skills. Organized so as to dovetail with the content of the parent training
program, the program consists of seven main components:

introduction and rules (1-2 sessions);
empathy training (2-3 sessions);
problem-solving training (3-4 sessions);
anger control (2-3 sessions);

friendship skills (3—4 sessions);
communication skills (2-3 sessions); and
school training.

NN =

The children come to our clinic once a week to meet in small groups
of six children for 2 hours. In this curriculum, we use videotape modeling
examples in every session to foster discussion, problem solving, and mod-
eling of prosocial behaviors. To enhance generalization, the scenes selected
for each of the units involve real-life conflict situations at home and at
school (playground and classroom), such as teasing, lying, stealing, and
destructive behavior. For example, the videotapes show children of differ-
ing ages, sexes, and cultures interacting with adults (parents or teachers)
or with other children “doing it right” or “doing it wrong.” Then, the tapes
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are paused so that the children can discuss feelings and generate ideas for
more effective responses and role-play alternative scenarios. In addition to
interactive videotape modeling teaching, the therapists use life-size puppets
to model appropriate behavior and thinking processes for the children. The
- use of puppets appeals to children on the fantasy level, so predominant in
this preoperational age group. Because young children are more vulnerable
to distraction, are less able to organize their thoughts, and have poorer
memories, we use a number of strategies for reviewing and organizing the
material to be remembered

1. playing Copy Cat to review skills learned;

2. videotape examples of the same concept in different situa-
tions and settings;

3. cartoon pictures and specially designed stickers used as cues
to remind children of key concepts;

4. role playing with puppets and other children to provide not

only practice opportunities but also experience with different

perspectives;

reenacting videotape scenes;

visual story examples of key ideas;

play, art, and game activities to rehearse skills;

homework to practice key skills; and

letters to parents and teachers explaining the key concepts

that the children are leaming and asking them to reinforce

these behaviors whenever they see them occurring through-

out the week.

VoW

For example, if the concept being taught is teamwork, teachers and parents
will be asked to reinforce examples that they see of children sharing, help-
ing, and cooperating during the week and to give the child a note about
these behaviors, which is to be brought to the next session (special Di-
nosaur notes are given to teachers and parents, which they may use with
the children). See Table 5 for a summary of the content of the KIDVID

program. .

CHILD TRAINING TREATMENT EFFECTIVENESS

Families of 97 children with early-onset conduct problems, aged 4-8
years, were randomly assigned to one of four conditions: a treatment group
that received the FAMILY intervention (including BASIC parenting skills
training as well as ADVANCE interpersonal training), a treatment group
that received the child training program (KIDVID), a treatment group that
received both the parent and child training programs, or a waiting-list
control group (CON). We hypothesized that families who received the
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combined child and parent training programs would show greater improve-
ment and more sustained results. Baseline, posttreatment, and 1-year fol-
low-up assessments included parent and teacher reports, observations of
parent—child interactions, observations of peer interactions during com-
petitive play situations, and child social skills and problem-solving testing.

Posttreatment assessments indicated that all three treatment condi-
tions result in significant improvements in comparison with control par-
ticipants, as measured by mother and father reports, daily observations of
targeted behaviors at home, and laboratory observations of interactions
with a best friend. Comparisons of the three treatment conditions indicated
that children who participated in KIDVID (with or without parient train-
ing) showed significant improvements in problem solving as well as in
conflict management skills, as measured by independent observations of
their interactions with a best friend; differences among treatment condi-
tions on these measures consistently favored the KIDVID condition over
the FAMILY condition. As for parent and child behavior at home, families
who participated in one of the two conditions that involved parent training
had significantly more positive parent—child interactions in comparison
with families who participated only in the KIDVID training, as measured

by independent observations.

One-year follow-up assessments indicated that all the significant
changes noted immediately posttreatment were maintained over time in
both the clinical and home settings. Moreover, child conduct problems at
home had lessened significantly over time. Analyses of the clinical signif-
icance of the results suggested that the combined child and parent training
intervention (FAMILY + KIDVID) produced the most significant improve-
ments in child behavior at 1-year follow-up. However, children from all
three treatment conditions showed increases in behavior problems at
school 1 year later, as measured by teacher reports. (For more details about
this study, see Webster-Stratton, 1995a).

RECOMMENDATIONS AND FUTURE DIRECTIONS

It could also be argued that, for some families, the lack of long-term
effectiveness of family programs and the failure of child behavior improve-
ments to generalize, beyond the home, to school and to peer relationships
may be attributable to the fact that the school environment and teachers
themselves play a role in the development and maintenance of conduct
disorders. Perhaps, an exclusive focus on parent and child skills is still too
narrow to be effective as treatment or prevention.

Academic performance has been implicated in child conduct disorder.
Children with conduct problems often manifest low academic achievement
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during the elementary grades and on through high school (Kazdin, 1987).
Reading disabilities, in particular, are associated with conduct disorder
(Sturge, 1982). The overlap of underachievement in reading and aggressive
behaviors occurs at rates well above chance levels (Rutter, Tizard, & Whit-
more, 1970). One study indicated that the reading ability of children with
conduct disorders lags 28 months behind that of normal children (Rutter,
Tizard, Yule, Graham, & Whitmore, 1976). Furthermore, this relationship
between poor academic performance and conduct disorder is not merely
unidirectional, but may be bidirectional, that is, disruptive behavior prob-
lems and academic problems may lead to each other. It is clear that conduct
problems and reading deficits place the child at high risk for lower self-
esteem, continued academic failure, additional conduct disorders, and
school dropout.

The school setting has also been studied as a risk factor contributing
to conduct disorders. Rutter and his colleagues (1976) found that charac-
teristics such as the degree of emphasis on academic work and individual
responsibility, the amount of teacher time spent on lessons, the extent of
the teacher’s use of praise, the degree of teacher availability, and the
teacher—student ratio were related to delinquency rates and academic per-
formance. In light of the influence of the school environment and of teach-
ers in particular on conduct disorders, it is surprising that training programs
for parents of conduct-problem children have not, in general, involved
teachers. Typically, teachers are left struggling alone in the classroom with
a difficult child who exhibits academic as well as behavior difficulties.
Moreover, in spite of the documented links among conduct problems and
underachievement, language delays, and reading disabilities, there have
been no attempts to increase the effectiveness of parent training programs
by adding an academic skills training component for parents. Yet, parents
need to know how to help their children not only with their antisocial
problems, but also with their academic difficulties (e.g., reading and writ-
ing). In addition, parents need to know how to work with school personnel
to foster a supportive relationship between home and school settings. Such
a coordinated effort between home and school, regarding social and aca-
demic goals, might lead to better generalization of child improvements
across settings. If intervention occurs when children are preschoolers, if it
involves teachers as well as parents and children, and if it includes content
related to school issues as well as home issues, the prognosis for preventing
and reducing conduct problems would scem to be far more favorable than
through more traditional parent training of child training programs. We
currently have a study underway in which we are examining the added
benefits of combining teacher training (PARTNERS 2, based on videotape
modeling) with our parent and child interventions.
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SUMMARY

In summary, a review of our own research suggests that comprehensive
interactive videotape family training methods are highly promising, espe-
cially for parents of young children with conduct difficulties. Even a self-
administered videotape training format that did not involve a therapist or
group support produced significant improvements in parent—child inter-
actions and a reduction in conduct difficulty. However, treatment outcome
was related directly to marital distress. Our most effective interventions
involved videotape training not only in parenting skills, but also in marital
" communication, problem solving, and conflict resolution. These findings
have pointed to the need for interventions that help strengthen families’
protective factors, specifically, parents’ interpersonal skills and coping skills,
50 that they may be able to cope more effectively with their added stresses.
Our research has also suggested that videotape modeling is a highly effec-
tive strategy for building young conduct-problem children’s social skills and
problem-solving strategies. We hypothesize that a videotape-based aca-
demic skills enhancement program would further increase the effectiveness
of intervention programs for families of children with conduct problems.

"Our intervention studies may be viewed as an indirect test of theo-
retical models regarding the development of conduct disorders. We started
with a simple parenting skills deficit model and have evolved to a more
complex interactional model. In our current model we hypothesize that
the child's eventual outcome will be dependent on the interrelationships
among children, parents, teachers, and peers. Therefore, the most effective
interventions should be those that involve schools, teachers, and the child's
peer group. Such programs hold promise for prevention programs, which
should be offered early to high-risk populations, before the disorder devel-
ops in the first place. We are currently collaborating with the Johns Hop-
kins University Prevention Center in a trial to evaluate the usefulness of
a family component of our intervention programs as a prevention program
in the early grades of a number of inner-city Baltimore schools. We have
begun our own preventive research project with Puget Sound Educational
Service District Head Start in Seattle to determine whether the develop-
ment of conduct problems can be prevented through early interventions
involving parent and teacher training. To date, 500 Head Start program
families have participated in this trial, and initial baseline analysis has
indicated that, according to mothers, 40% of the children exhibited ag-
gressive and disruptive behaviors in the clinical range. Head Start centers
were assigned randomly to two conditions: (a) an experimental condition
in which parents, teachers, and family service workers participated in train-
ing (BASIC + PARTNERS 2); or (b) a control condition in which par-

ents, teachers, and family service workers participated in their regular cen-
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ter-based Head Start program. Parents in the experimental schools
participated in an abbreviated prevention version of BASIC (8-9 group
sessions). Preliminary short-term results are highly promising. Intervention
mothers made significantly fewer critical remarks, used less physically neg-
ative discipline, and were more positive, appropriate, and consistent in
their discipline style when compared with control mothers. Intervention
children were observed to exhibit significantly fewer negative behaviors in
the home, less noncompliance, more positive affect, and more prosocial
behaviors than control children (Webster-Stratton, 1995b). Given the
high base rates of ODD in this high risk sample of primarily single mothers
on welfare and the continuity of the problem from early childhood, through
adolescence, and often into adulthood (with its implication for the inter-
generational transmission of deviance), the opportunity of breaking the
link in the cycle of disadvantage is a public health matter of the utmost

importance.
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