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Advancing Videotape Parent Training: A Comparison Study

Carolyn Webster-Stratton

This study examines the specific effects of adding a broader based, videotape treatment component
(ADVANCE) to a basic videotape parent skills training program (GDVM). ADVANCE treatment
trains parents to cope with interpersonal distress through improved communication, problem solv-
ing, and self-control skills. Seventy-eight families with a child diagnosed as oppositional-defiant or
conduct-disordered were randomly assigned to either GDVM alone or GDVM plus ADVANCE.
Parent reports of child adjustment and parent distress, assessment of child’s knowledge of social
skills, as well as independent observations of mother-and father—child interactions and communica-
tion and of problem solving between parents were obtained at pre- and post-GDVM and at post-
ADVANCE. Both groups significantly improved at short-term follow-up. ADVANCE produced ad-
ditional significant improvements in parents’ communication, problem-solving skills, and consumer
satisfaction, as well as children’s increased knowledge of prosocial solutions. The clinical significance

of these findings is discussed.

In treatment programs that attempt to reduce conduct disor-
ders among children, one of the major strategies has been parent
skills training, typically thought of as a process whereby parents
learn to alter the reinforcement contingencies that support the
antisocial behavior of children. Several parent training pro-
grams have been extensively described (e.g., Patterson, Cham-
berlain, & Reid, 1982), and comprehensive evaluations have
yielded promising results. Successful short-term treatment out-
come has been verified by significant changes in parents’ and
children’s behavior and in parental perceptions of child adjust-
ment (e.g., Patterson & Fleischman, 1979; Webster-Stratton,
1984; Webster-Stratton, Kolpacoff, & Hollinsworth, 1989).
Home observations have indicated that parents who undergo
parent training are able to reduce children’s levels of aggression
by 20% to 60% (Patterson et al., 1982; Webster-Stratton,
1985b). Generalization of improvements from the clinic to the
home over reasonable follow-up periods (1 to 4 years) has been
demonstrated (e.g., Patterson & Fleischman, 1979; Webster-
Stratton, 1984), as has generalization to untreated child behav-
iors (e.g., Webster-Stratton, 1990a).

Despite the overall success of these parent-training programs
in producing statistically significant changes in parent and child
behaviors, there is also evidence that some families do not re-
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spond to treatment. If the criterion for treatment response is the
extent to which parents and teachers report children’s adjust-
ment within the nonclinical range of functioning (Jacobson,
Follette, & Revenstorf, 1984), then the results of these interven-
tions appear less robust. In long-term follow-up studies, 30% to
40% of treated parents have reported that their children have
behavior problems in the clinical range, as have 25% to 50% of
the children’s teachers (Schmaling & Jacobson, 1987; Webster-
Stratton, 1990a). Parent and family characteristics such as mar-
ital distress, spouse abuse, lack of a supportive partner, mater-
nal depression, and high life stress are associated with treatment
relapses and fewer treatment gains (e.g., Dadds, Schwartz, &
Sanders, 1987; Webster-Stratton, 1985a, 1985b, 1989a, 1989b,
1990b; Webster-Stratton & Hammond, 1988, 1990). In addi-
tion, families with socioeconomic disadvantages and a lack of
social support for the mother outside the home are less likely to
maintain treatment effects (Wahler, 1980).

Moreover, the same factors that have been associated with
treatment nonresponse or relapse have also been associated
with the initial development of conduct disorders. For example,
minor and major negative life stress is twice as high in clinic
families with conduct-disordered children as in nonclinic fami-
lies (Whipple & Webster-Stratton, 1991). Clinic mothers of con-
duct-problem children also report higher levels of depressive
symptoms than do mothers of nonclinic children (Griest, Fore-
hand, Wells, & McMahon, 1980). In addition, clinic parents
who seek help for their children’s behavior problems commonly
present high levels of marital stress and conflict. In my own
studies of over 400 families with young oppositional and con-
duct-problem children, 75% of the parents reported having
been divorced at least once or described their marriage as highly
distressed. Half of the married couples reported experiences of
spouse abuse (Webster-Stratton, 1990b). A considerable num-
ber of other researchers have also reported that marital distress,
negative parental affect, disagreements over child rearing, and
ineffective marital communication are associated with chil-
dren’s behavior disturbances (e.g., Grych & Fincham, 1990;
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Jouriles et al., 1991). These findings highlight the importance
of parents’ affect, communication, and conflict resolution skills
as influences on children’s conduct problems.

In light of this research, I hypothesized that, rather than a
specific deficit in parenting skills per se, parents of conduct-dis-
ordered children have a more general “relational deficit” in
communication, conflict resolution skills, and affect regulation.
This relational deficit is reflected on several levels (e.g., marital,
parental, interpersonal, and personal). In this model, one possi-
ble reason that typical parent-training programs fail to produce
improvements in some families may be that their focus is too
narrow; they do not alter parents’ negative communication pat-
terns, anger management difficulties, and poor problem-solving
techniques, all of which are still being continuously modeled for
their children at home. In other words, even if treated parents
use more effective parenting skills, their children still learn neg-
ative, ineffective relational styles by directly observing their par-
ents’ interpersonal communication patterns and their responses
to interpersonal stress.

Although studies investigating the potential contribution of
adjuncts to parent training are few, those that have examined
adjuncts have generally supported their short-term efficacy be-
yond basic parent training (e.g., Dadds et al., 1987; Griest et al.,
1982). However, these adjuncts have usually involved individual
therapy, making them costly and inefficient, and the studies
have been limited by small sample size, reliance on self-report
data, and nonspecific measures for evaluating the effectiveness
of the adjuncts.

The purpose of this study was to evaluate whether a broader
based treatment component (ADVANCE)—using videotape
modeling plus therapist-led discussion to improve family com-
munication, problem solving, and coping skills—would add to
the effectiveness of the basic parent skills GDVM treatment for
parents of conduct-disordered children. ADVANCE was devel-
oped after an analysis of 218 families who had received the
GDVM parent training revealed that the most powerful predic-
tors of child deviance at long-term follow-up were marital dis-
tress and lack of a supportive partner. It was hypothesized that
families who received ADVANCE would show improved com-
munication and problem-solving skills, as well as fewer child
behavior problems, when compared with families who received
GDVM only. This study extends beyond previous evaluations
of adjuncts by (a) including detailed multimodal assessments
of the particular communication and conflict resolution skills
taught in ADVANCE and (b) evaluating whether adjuncts de-
signed to address interpersonal (apart from parenting) issues
are suitable to the more cost-effective group videotape format.

Method
Subjects

Criteria for study entry required that (a) the child be between 3 and 8
years of age; (b) the child have no debilitating physical impairment,
intellectual deficit, or history of psychosis and receive no treatment at
the time of referral; (c) the primary referral problem be child miscon-
duct that has been occurring for more than 6 months (e.g., noncompli-
ance, aggression, oppositional behaviors); (d) parents rate their child as
having a clinically significant number of behavior problems according

to the Eyberg Child Behavior Inventory (ECBI; Robinson, Eyberg, &
Ross, 1980); and (e) the child meet the criteria of the Diagnostic and
Statistical Manual of Mental Disorders (3rd ed., rev.; DSM-III-R;
American Psychiatric Association, 1987) for oppositional defiant disor-
ders (ODD), conduct disorders (CD), or both.

Eighty-five families originally entered the study. Six of these families,
including 6 mothers and 3 fathers, did not complete the basic treatment
(GDVM), attending only one to two sessions. In addition, one couple
who was assigned to the advanced treatment condition attended only
four of the advanced treatment sessions. Differences between these 7
families who did not complete treatment and the 78 families retained
in the study were examined on pretreatment variables. There were no
significant between-group differences on any of the child variables in-
cluding age, sex, parent-reported behavior problems (as measured by
the ECBI), or observed noncompliant and deviant behaviors. In addi-
tion, there were no significant differences on the psychological variables
or on educational, occupational, or marital status.

The 78 families who completed all phases of the treatment program
were either self-referred (50.0%) or professionally referred (50.0%).
Study children included 58 (74.4%) boys and 20 (25.5%) girls, with a
mean age of 58.72 months (SD = 12.91). Seventy-three (93.6%) chil-
dren were living with one or both biological parents, and 5 children
(6.4%) were living with one or both adoptive parents. The mean number
of pretreatment behavior problems according to the ECBI was 21.21
(SD = 5.46), indicating that the children were in the clinic range ac-
cording to Robinson et al. (1980); for nonclinic range, M = 6.8, SD =
3.9. Home observations before treatment confirmed the ECBI results,
with the children exhibiting noncompliant and deviant behaviors at a
mean rate of 18.34 (SD = 15.46)—one negative behavior every 2 min.

Study parents included 77 mothers (5 of them adoptive) and 58 fa-
thers. Of these, 54 (69.2%) were married or partnered, and 24 (30.8%)
were single. The mean age was 34.70 years for mothers, and 36.57 years
for fathers. Median yearly income was approximately $35,000, with 10
families (12.8%) at welfare level, 22 families (28.2%) earning $9,000-
$29,000, and 46 families (59.0%) with yearly incomes of $29,000 or
more. Interviews indicated that 27 (33.8%) mothers had experienced
spouse abuse. Thirty-five (44.9%) families reported alcoholism or drug
abuse in the immediate family, and 51 (65.4%) reported alcoholism or
drug abuse in the extended family. Eleven (14.3%) mothers reported
that they were abused as children. Twenty-four (31.2%) mothers and
13 (22.4%) fathers reported mild-to-moderate depression, scoring 10 or
higher on the Beck Depression Inventory (BDI; Beck, 1972).

Measures

The following widely used measures of parent distress were used: the
Marital Adjustment Test (MAT; Locke & Wallace, 1959), the Brief An-
ger Aggression Questionnaire (BAAQ; Maiuro, Vitaliano, & Cohn,
1987), the BDI (Beck, 1972), and the Parenting Stress Index (PSI; Ab-
idin, 1983). Parent perceptions of child adjustment were measured by
the widely used parent form of the Child Behavior Checklist (CBCL,;
Achenbach & Edelbrock, 1991) and the equally proven ECBI (Robinson
et al., 1980). On the PSI, only the Parent Domain score was used; on the
ECBI, only the Total Problem score was used.

For home observations, the Dyadic Parent-Child Interaction Coding
System (DPICS) (Robinson & Eyberg, 1981), consisting of 29 behavior
categories, was used. Three summary variables were formed for parent
behaviors: praise, nonintrusive descriptive statements, and critical
statements. For the target child, there was one variable: total child devi-
ance (frequency of whining + crying + physical negative behavior +
smart talk + yelling + destructive behavior + noncompliance). For each
assessment, each parent-child dyad was observed for 30 min on two
separate visits. An attempt was made to impose as little structure as
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possible: Family members were told to “do what you would normally
do” but to not talk to the observers, watch television, or talk on the
telephone. The extensively trained observers were unaware of the
hypotheses of the study. To assess reliability, a second observer was pres-
ent for at least 30% of all home observations. Mean overall interrater
reliability (based on occurrence agreements for each 5-min segment)
was 82% (range, 72%-95%). For the mother behavior categories, the
product-moment correlations calculated between observers ranged
from .80 to .90; for the child behavior dimension, the correlation was
.80.

The Problem-Solving-Interaction Communication-Affect Rating-
Engagement System (PS-I CARE) was developed (Webster-Stratton,
King, & Hollinsworth, 1991) to record problem-solving skills, commu-
nication strategies, affect dimensions, and marital collaboration or en-
gagement. This coding system includes 23 behaviors grouped into the
following categories: total problem-solving skills; problem definition
(agreement about problem); solution generating (number of solutions);
and evaluation, agreement, and planning about solutions. In addition,
coders rated couples’ problem solving techniques on a 5-point “collab-
oration” scale ranging from low collaboration (abrasive, dismissive,
stonewalling; 1) to high collaboration (cooperative, mutually reinforc-
ing, joint ownership of problem; 5). The Communication and Affect
Coding Systemn included 20 communication skills leading to two sum-
mary scores, one for positive communication strategies (e.g., validation,
compromise, praise, open-ended questions, positive requests, humor)
and one for negative communication (e.g., complaining, ignoring, coer-
cion, moralization, blame, escalation, withdrawal).

Couples were asked to choose two problems to discuss for 15 min
while being videotaped. These problem-solving discussions were coded
by means of PS-1 CARE. The six extensively trained coders were un-
aware of the hypotheses of the study. Over 50% of the videotapes were
independently coded by a second coder to establish interrater reliability.
Mean overall interrater reliability (based on occurrence agreements)
was 83% (range, 70% to 100%). The product-moment correlations cal-
culated between coders ranged from .96 (positive communication) to
.71 (making plans).

The Child Social Problem-Solving Test-Revised (SPST-R; Rubin &
Krasnor, 1983) is derived from Spivak and Shure’s (1974) Preschool
Problem-Solving Test. The child is presented with pictures of problem
situations and then is asked what the story character could do or say
to accomplish the desired goal. For each situation, two responses are
requested and answers are scored on the basis of number and type of
solutions offered (prosocial, antagonistic, authority, trade, bribe, and
manipulate). Prosocial solutions included 10 categories (e.g., ask, wait),
and antagonistic solutions included 8 categories (e.g., attack, avoid,
bribe). I was interested in the total number of solutions proposed and
whether they were prosocial or antagonistic. The validity of SPST-R has
been established by showing that conduct-problem and rejected chil-
dren use more aggressive strategies and, in the face of failure, are less
flexible in finding alternative strategies. Interrater reliability for coding
responses has been reported at 85%.

The Consumer Satisfaction Questionnaire consisted of 35 items, with
a 7-point Likert scale response format. Parents responded to statements
on a scale ranging from extremely useless or difficult (1) to extremely
useful or easy (7).

Procedures

All families {mothers and fathers) were assessed on the aforemen-
tioned measures before the basic GDVM treatment. The 77 mothers
attended an average of 10.71 GDVM sessions (SD = 1.58), and the 58
fathers attended an average of 10.02 GDVM sessions (SD = 1.29). Im-
mediately post-GDVM, all families were reassessed on the same mea-

sures. Thirty-nine families were randomly assigned to no further treat-
ment, and 38 families were assigned to the ADVANCE program. Im-
mediately after the ADVANCE treatment, both groups were then
reassessed. The number of assessment contacts was kept constant across
the two conditions.

Treatment

GDVM training. All parents attended the basic GDVM training
program, coming to the clinic weekly for 12 to 13 2-hr sessions. Each
week, groups of 10 to 15 parents met with a therapist to view the series
of 10 videotape programs of modeled parenting skills (approximately
250 vignettes and 25 min of videotape per program). After presenting
each 2-min parent—child vignette, the therapist led a focused discussion
of the important interactions and encouraged parents’ ideas and prob-
lem solving. Topics covered play skills, praise and rewards, limit setting,
and handling misbehavior. A more complete description of the video-
tape training programs and conceptual bases is available (Webster-Strat-
ton, 1993).

Of the 39 families who received only the GDVM treatment, 29
(72.5%) attended as partners, 10 (25.0%) attended as mother only, and
one (2.5%) as father only. The 39 mothers attended an average of 10.59
basic sessions (SD = 1.25), and the 30 fathers attended an average of
9.93 basic sessions (SD = 1.26).

GDVM plus ADVANCE. The parents (38 mothers, 28 fathers) ran-
domly assigned to the ADVANCE condition came to the clinic weekly
for 14 additional 2-hr sessions. The design of ADVANCE was parallel
to GDVM in theory and in format: a cognitive social learning treatment
with therapist-led group discussion. The six videotape programs (over
60 vignettes) cover the following content areas.

(a) Personal self-control: how to cope with anger, depression,
and stress. This therapy component builds on the well-established
research and clinical writings of Beck (1972), Lewinsohn, Anto-
nuccio, Steinmetz (1984) and Meichenbaum (1977).

(b) Communication skills: destructive styles of communication,
effective communication skills, and ways to give and get support
(e-g., active listening and expressive speaking skills). This compo-
nent 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).

(c) Problem-solving skills between adults: methods and a par-
ticular structure for solving problems with spouses, employers, ex-
tended family members or children. Building on the research by
D’Zurilla and Nezu (1982), these sessions attempt to promote par-
ents’ sense of self-efficacy in terms of handling conflicts.

(d) Teaching children to problem solve: how to teach children
to solve problems, following the work of Spivak and Shure (1974).

(¢) Strengthening social support and self-care: This concept was
woven throughout all the sessions by encouraging the group mem-
bers to help each other.

Of the 38 families participating in the ADVANCE group, 28 (73.7%)
consisted of two parents and 10 (26.3%) were single parents. The 38
mothers attended an average of 12.05 sessions (SD = 2.75), and the 28
fathers attended an average of 11.12 sessions (SD = 2.89). Only | of
the 39 families who were originally randomly assigned to ADVANCE
dropped out.

Therapists and treatment integrity. The therapists were two social
workers and two psychologists. All four had extensive previous clinical
experience (10-20 years) with children with behavior problems. To as-
sure treatment integrity, therapists followed a comprehensive 400-page
treatment manual that included the rationale for each group therapy
session, a description of each videotape vignette accompanied by an
interpretation and questions for group discussion, rehearsal exercises,
homework assignments, and parent handouts. To control for any treat-
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ment effects, each therapist had an equal number of GDVM and
ADVANCE treatment groups. Over half of the sessions were conducted
with a second therapist who monitored the treatment to ensure that the
manual instructions and treatment protocol were followed. All sessions
were videotaped, and over half were peer reviewed.

Results

Treatment effects were evaluated with mother and father re-
ports of children’s adjustment (ECBI, CBCL); by observations
of mother’s and father’s behavior with their children (praise and
criticisms); by observations of child behavior (total deviance
and noncompliance); by parent reports of personal distress
(MAT, BAAQ, BDI, PSI); by observations of marital communi-
cation and problem solving (PS-I CARE); by child problem
solving (SPST-R) and by parent consumer satisfaction. Analysis
initially consisted of repeated measures multivariate analyses
of variance (MANOVAs) for each of the five sets of dependent
variables. In the MANOVA, one between-group factor (two
treatment groups, ADVANCE and GDVM) and one within-
group factor with three levels (time, pre-GDVM, post-GDVM,
and short-term follow-up) were used to determine group, time,
and interaction effects for the sets of variables. MANOVAs were
followed by analyses of variance (ANOVAs) when there was a
significant Group X Time interaction. These were followed by
paired ¢ tests to describe changes over time in each group sepa-
rately. However, for two of the measures, MANOVA consisted
of only two levels of time. Marital interactions were assessed
after both groups finished the basic GDVM intervention and
then again at short-term follow-up or post-ADVANCE. The
child problem-solving testing was assessed at baseline and at
short-term follow-up.

The ADVANCE and GDVM-only groups were examined for
differences on pretreatment variables. No significant differ-
ences were found on any of the child variables including age,
sex, parent-reported behavior problems, or observed parent-
child interactions, nor were there any significant differences be-
tween the two groups on any of the parent demographic or psy-
chological variables.

The two groups were again compared post-GDVM. There
were no significant differences between the two groups in terms
of number of GDVM sessions attended or on any of the parent
report variables or parent-child observational variables after
the basic parent training program. In addition, MANOVA indi-
cated no significant group differences post-GDVM between
mothers and fathers for the PS-1 CARE collaboration, commu-
nication, and problem-solving variables.

Mother and Father Reports of Child Adjustment

Repeated measures MANOVA revealed significant time
effects for the set of mother and father reports of child adjust-
ment (CBCL and ECBI), F(6, 49) = 35.47, p < .001, and F(6,
36) = 17.50, p < .001, respectively. No significant main group
effects and no interaction of time and group effects were found
for the set of report variables, indicating that both treatment
groups changed in generally the same ways. Both treatment
groups had significant (p < .001) reductions in mother and fa-
ther reports of ECBI and CBCL behavior problems immedi-

ately post-GDVM; ECBI problems continued to decrease at
short-term follow-up (i.e., both groups). Both fathers and moth-
ers reported significant increases in CBCL social competence
immediately post-GDVM which were maintained for both
groups at short-term follow-up. The mean scores and standard
deviations for the mother and father report variables are pre-
sented in Table 1.

Mother and Father Reports of Distress

A repeated measures MANOVA revealed significant time
effects for the set of mother and father distress measures (BDI,
BAAQ, and PSI), F(6, 55) = 17.43, p < .001, and F(6, 38) =
3.17, p < .01, respectively. No significant main group effects
and no interaction of time and group effects were found for the
variables. In a comparison of pre- and post-GDVM reports,
both treatment groups of mothers and fathers reported signifi-
cantly fewer (p < .05) symptoms of depression and significantly
less (p < .001) parent stress. Mothers in both groups also re-
ported significantly less anger immediately post-GDVM (p <
.05). At short-term follow-up, these changes remained stable for
both groups (see Table 1).

Home Observations of Mother-Child and Father-Child
Interactions

A repeated measures MANOVA revealed significant time
effects for the set of mother and father behavior variables (criti-
cisms, reflectives-descriptives, and praise), F(6, 69) = 11.65, p
< .001, and F(6, 50) = 9.88, p < .001, respectively, and for the
child behavior variable (child noncompliance plus deviance),
F(2,73) = 11.22, p < .001, and F(2, 54) = 17.44, p < .001,
respectively. No significant main group effects and no interac-
tion effects for the parent—child observations were found, again
indicating that both groups changed in the same ways. Home
observations of mothers and fathers indicated a significant (p <
.001) reduction in critical statements (50% fewer) and a signifi-
cant (p < .001) increase in praise and reflective statements (50%
more) immediately post-GDVM for both groups, results that
remained stable for both groups at short-term follow-up. Home
observations also indicated a significant (p < .001) reduction
in child noncompliance and child deviance immediately post-
GDVM, which remained true for both groups at short-term
follow-up (see Table 2).

Mother-Father Communication and Problem Solving

A repeated measures MANOVA was performed for the set of
PS-I CARE summary variables, including the problem-solving
total, collaboration, and the ratio of positive to negative com-
munication, for examination of the overall effects of group, time
(post-GDVM and short-term follow-up), and interaction. Sig-
nificant Group X Time interaction effects were found for the set
of mother variables, F(3, 42) = 5.31, p < .003, and for the set
of father variables, F(3, 42) = 10.28, p < .001, suggesting that
mothers’ and fathers’ communication and problem-solving
skills varied as a function of treatment group. Analysis of the
interaction effects for individual variables indicated that
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Table 1
Mother and Father Reports of Child Adjustment and Distress by Treatment Group and Time
GDVM only GDVM + ADVANCE
Short-term Short-term
Pre;realment Post-GDVM follow-up Pre-treatment Post-GDVM follow-up
Measure M SD M SD M SD M SD M SD M SD
Parent report of child adjustment
Mother
CBCL
Behavior problems 64.09 8.55 57.82 9.60 55.94 8.69 66.21 8.97 58.58 10.12 57.48 11.05
Social competence 3800 12.58 43.06 13.54 4042 10.76 38.48  10.28 4540 14.47 45.76  10.73
ECBI problem score 21.26 5.65 12.46 6.45 10.54 7.14 21.16 5.34 12.16 5.88 8.74 6.37
Father
CBCL
Behavior problems 61.54 9.45 56.36 8.96 55.46 8.66 64.41 7.89 55.26 9.44 56.57 55.45
Social competence 37.55 13.10 39.55 9.47 39.59  12.81 39.41 10.93 4527 11.14 47.27  10.69
ECBI problem score 15.55 7.71 9.52 5.94 6.79 4.82 17.04 7.02 10.08 7.95 9.23 7.10
Parent distress measures
Mother
Marital adjustment 104.52 1528 10422 1493 106.15 14.14 103.65 16.25 106.62 20.12 103.50 17.09
Depression 8.21 6.26 6.97 6.69 6.28 5.53 7.84 5.15 5.61 6.21 5.76 7.75
Anger 8.09 3.30 7.18 2.80 7.39 2.95 8.23 3.65 7.87 3.29 7.67 3.92
PSI parent domain 147.72  26.07 13895 28.51 132.85  24.21 144.51 2448 126.54 26.17 12694 31.71
Father
Marital adjustment 103.22 15.00 10478 16.48 104.41 1246 10436 1395 10500 1443 107.76 1493
Depression 5.38 4.68 3.79 4.47 3.17 4.00 5.42 5.12 4.50 5.28 4.58 5.61
Anger 6.83 2.88 6.87 2.74 6.71 2.39 7.09 2.27 7.05 2.73 6.64 2.50
PSI parent domain 13693 29.18 12879 2588 127.62 2195 13146 1893 12327 21.52 121.19 20.68

Note. For the GDVM program only, N = 39 (69 mothers, 30 fathers). For GDVM + the ADVANCE component, NV = 64 (37 mothers, 27 fathers).
CBCL = Child Behavior Checklist. ECBI = Eyberg Child Behavior Checklist. PSI = Parenting Stress Index.

creased the total number of different prosocial solutions they
proposed, #(26) = 3.02, p < .01, whereas the GDVM-only chil-
dren showed no significant change, #(27) = 1.37, p < .18 (see

ADVANCE mothers and fathers showed the greatest improve-
ments on most variables. Further analysis indicated that
ADVANCE mothers significantly increased (p < .001) on prob-

lem solving, problem definition, number of solutions, Table 3).
agreement and planning, collaboration skills, and the ratio of
positive to negative communications skills. On the other hand, Consumer Satisfaction

GDVM-only mothers significantly decreased on problem solv-
ing, number of solutions, and collaboration; their ratio of posi-
tive to negative communication remained stable. ADVANCE
fathers significantly increased on problem solving, agreement,
planning, and the ratio of positive to negative communication.
GDVM-only fathers significantly decreased on solution gener-

In a comparison of the two groups at short-term follow-up on
their consumer satisfaction measures, an ANOVA indicated
that ADVANCE mothers reported significantly (p < .01) more
improvements in child adjustment than GDVM-only mothers
(see Table 4). ADVANCE mothers’ ratings of the usefulness of

ating and collaboration, and they remained stable on the com-
munication ratio.

Child Problem Solving

A repeated measures MANOVA for the social problem-solv-
ing variables (number of different prosocial and agonistic cate-
gories) indicated a significant Group X Time interaction, F(2,
52) = 3.46, p < .04, suggesting that children’s problem solving
varied as a function of treatment group. Univariate ANOVAs
showed a significant Group X Time interaction for different
prosocial categories, F(1, 53) = 6.83, p < .02, but not for differ-
ent agonistic categories. ADVANCE children significantly in-

the strategies that they learned in GDVM (e.g., playing, reward-
ing, ignoring, etc.) were significantly higher than GDVM-only
mothers’ ratings. ADVANCE fathers rated the strategies that
they learned in the basic program as significantly (p < .05) eas-
ier to implement than GDVM-only fathers did.

In addition, mothers and fathers evaluated the specific com-
ponents of ADVANCE. Overall, mothers found the content to
be moderately easy to implement, with anger management
rated as the most difficult component to implement and com-
munication and problem-solving skills between adults rated as
the least difficult. They reported all the skills to be highly useful
(M = 6.42 on a 7-point scale), with problem solving rated as
the most useful and depression control rated as the least useful



588

Table 2
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Mother and Father Interactions With Their Children by Treatment Group and Time

GDVM only GDVM + ADVANCE
Short-term Short-term
Pretreatment Post-GDVM follow-up Pretreatment Post-GDVM follow-up
DPICS measure M SD M SD M SD M SD M SD M SD
Mother
Total criticisms 15.18 11.23 9.37 11.15 9.21 11.05 1332 1268 7.86 6.44 7.45 6.03
Reflective/descriptive statements  46.69  26.71 57.09 31.77 5922 33.12 49.16 32.41 5495 3513 5796 34.89
Total praise 5.60 7.11  11.05 8.82 10.27 9.61 5.26 4.00 10.45 744 1178 10.53
Child with mother
Deviance + noncompliance 19.59  16.10 12.32 9.40 10.12 9.13 1749 1486 13.70 9.26 11.38 9.05
Father
Total criticisms 11.48 10.03 5.03 3.80 5.00 4.79 1224 8.22 6.57 5.27 7.19 7.78
Reflective/descriptive statements ~ 30.28  21.41  40.95 2234 3910 24.78 3467 1924 39.9] 24.77  37.52  17.66
Total praise 2.40 1.94 5.77 5.07 5.93 6.08 4.06 3.22 7.28 7.48 6.69 4.79
Child with father
Deviance + noncompliance 17.88  11.37 7.75 5.81 8.12 6.99 1731 14.45 9.13 6.31 9.65 7.30

Note. For the GDVM program only, N = 69 (39 mothers, 30 fathers). For GDVM + the ADVANCE component, N = 64 (37 mothers, 27 fathers).

DPICS = Dyadic Parent-Child Interaction Coding System.

(Table 5). Fathers found the content to be fairly easy to imple-
ment, with anger management rated as the most difficult and
teaching children problem-solving skills rated as the least
difficult. Like mothers, they reported that all the skills were use-
ful, with problem solving rated as the most useful and depres-
sion control rated as the least useful.

Clinical Significance

In the assessment of the clinical significance of the findings,
several criteria were used. The first was the extent to which par-
ent reports of personal distress and child adjustment were
within the normal or nonclinical range of functioning on stan-
dardized measures (Jacobson, et al., 1984; Kendall & Grove,
1988). To be classified as a responder to treatment, the parent
had to report a score on the BDI, MAT, -PSI, ECBI, or CBCL
within the normal range—below the 90th percentile. To be clas-
sified as a responder on the parent-child interactions and mari-
tal observational measures, where there are no established nor-
mative data, the parent or child had to show a 30% improve-
ment above baseline. This percentage has been used by other
researchers as an indication of clinically significant changes
(e.g., Patterson et al., 1982). Both behavioral and report criteria
were chosen to avoid reliance on a single informant or criterion
measure and to provide validity to the findings.

Parent reports of child adjustment. Because a MANOVA re-
vealed no significant differences on the parent reports of child
adjustment between the two groups on short-term follow-up,
the two groups were combined for an analysis of clinical sig-
nificance. All 77 mothers reported abnormal ECBI scores at
baseline; of these, 41 (53.2%) changed into the normal range
and 36 (46.8%) remained abnormal at short-term follow-up.
Similar results were found for mother reports on the CBCL (Ta-
ble 6). On the basis of the 49 mothers (64%) who reported pre-
treatment CBCL behavioral problems in the abnormal range (T

scores above 63), 26 mothers (53.1%) at short-term follow-up
showed a clinically significant change into the normal range.
Overall, at short-term follow-up, 29.9% of all treated mother
reports on the CBCL were still in the abnormal range, com-
pared with 10% in the general population.

Of the 45 (81.1%) fathers who reported abnormal ECBI at
baseline, 25 (55.6%) showed a clinically significant change into
the normal range at short-term follow-up. Father CBCL reports
were based on 34 treated fathers (61.8%) who reported pretreat-
ment CBCL behavior problem scores in the abnormal range. Of
these, 22 fathers (64.7%) showed a clinically significant change
into the normal range at short-term follow-up. Overall, at short-
term follow-up, 24.5% of all treated fathers still reported their
children’s adjustment on the CBCL in the abnormal range,
compared with 10% of the general population.

FParent reports of interpersonal distress. The clinical sig-
nificance of the results on the parent distress measures are pre-
sented in Table 6. Generally, one third of the mothers and one
fourth of the fathers fell in the abnormal range pre-GDVM ac-
cording to the normative data for MAT, BDI, or PSI distress
measures. On the marital distress measure, 17.6% of the mari-
tally distressed mothers and 22.2% of the maritally distressed
fathers had changed to normal by short-term follow-up. On the
depression measure, 54.2% of the distressed mothers and 83.3%
of the distressed fathers had changed to normal by short-term
follow-up. On the parent stress measure, 48.1% of the distressed
mothers and 61.5% of the distressed fathers had changed to nor-
mal by short-term follow-up. Overall, one third of the mothers
and fathers still reported distressed marriages at short-term fol-
low-up, whereas only 20% of the mothers and 10% of the fathers
reported significant stress or depressive symptoms.

Home observations of mother- and father—child interactions.
Home observation results were again combined for both groups
because MANOVA did not indicate Group X Time interaction
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Table 3

Observations of Couple Problem Solving and Communication Skills and Child Social

Problem Solving Skills by Treatment Group and Time

M (and SD) for GDVM + F for Group X Time

Measure M (and SD) for GDVM only ADVANCE interaction
Marital PS-I CARE
Short-term Short-term
Post-GDVM follow-up Post-GDVM follow-up
Mother
Problem-solving skills 11.25(3.30) 9.42(2.83) 9.77 (3.54) 12.45(3.29) 15.27%**
Problem definition 2.50(.98) 2.29 (1.00) 2.23(.92) 2.82(1.14) 4.66*
Solution generating 1.67 (1.01) T1(.75) 1.05(.95) 2.05(1.33) 22.77***
Making plans 2.13(1.08) 1.75(1.07) 2.00(1.23) 2.68(1.64) 7.02%*
Collaboration skills 3.56(1.23) 3.04 (1.30) 3.45(1.18) 3.68(1.43) 4.52%
Communication ratio® 67 (.29) .68(.25) .58 (.24) .73(.23) 5.21*
Father
Problem-solving skills 10.29 (3.13) 9.21(2.75) 9.73(2.95) 12.36 (3.32) 14.78***
Problem definition 2.04(.75) 2.25(.99) 2.27(1.08) 2.86(.83) 4.90*
Solution generating 1.71(1.23) .79 (.66) 1.32(.95) 1.82(1.22) 9.81**
Making plans 2.17(1.20) 1.58(1.14) 1.86 (1.39) 2.45(1.63) 6.88%*
Collaboration skills 3.58(1.18) 3.17(1.13) 3.64(1.18) 3.59(1.37) 4.52%
Communication ratio® 71(.27) .66 (.25) .60 (.19) T79(.21) 21.00%**
Child SPST-R
Short-term Short-term
Pretreatment follow-up Pretreatment follow-up
Total 24.21(10.76) 25.14(7.20) 18.85(8.02) 24.30(8.21)
Total different prosocial 4.29(1.90) 3.79(1.81) 3.44(1.37) 4.19(1.44) 6.83%*
Total different agonistic 1.36(1.19) 1.50(1.35) 1.37(1.28) 1.33(1.36)

Note.  For the GDVM program only, N = 24 couples. For GDVM + the ADVANCE component, N = 22 couples. PS-I CARE = Problem-Solving-
Interaction Communication-Affect Rating-Engagement System; SPST-R = (Child) Social Problem-Solving Test-Revised.
“ This score is a ratio of total positive communication skills to total positive plus negative communication.

*p<.05. *p<.0l. ***p< 00l

effects. Forty-seven (61%) mothers showed a 30% reduction in
critical statements, and 56 (72.7%) showed a 30% increase in
praise statements at short-term assessment. Of the fathers,
70.2% showed a clinically significant reduction in critical state-
ments, and 63.2% showed a 30% increase in praise. 66.2% of
children showed a 30% reduction in child deviance and non-
compliance when interacting with mothers; this was true for
59.6% of children while interacting with fathers. On the SPST
at short-term follow-up, 41.8% of the children showed a 30%
increase in the ratio of prosocial to agonistic solutions, and
43.6% showed a 30% increase in the number of different proso-
cial categories.

Parent communication and problem solving. Because
MANOWA indicated significant interaction effects, the results
for the Communication Measures X Treatment group are re-
ported. On the marital communication measure, 72.2% of AD-
VANCE mothers showed a 30% increase in problem-solving
skills, their communication ratio, or both. This is contrasted
with 33.3% of GDVM-only mothers, x(1) = —5.65, p < .02.
Similarly, 72.7% of ADVANCE fathers showed a 30% increase
in problem solving or communication ratio, in comparison to

the 29.2% of GDVM-only fathers who improved, x*(1) = 7.06,
p<.01.

Relationship Between Clinically Significant
Improvements in Observed Marital Communication and
Problem-Solving Skills, Distress, Parenting Behaviors,
and Child Behaviors

One of the primary purposes of this study was to determine
whether change in parents’ general interpersonal conflict reso-
lution and coping skills—as taught in the ADVANCE pro-
gram—would result in improved parenting and child behav-
iors. Therefore, I looked at whether a clinically significant re-
sponse on the PS-I CARE communication and problem-solving
variables (i.e., 30% improvement) was associated with signifi-
cant improvements in parent reports of child adjustment, ob-
served parent criticisms, child deviance, and social skills at
short-term follow-up. The results indicated no significant
differences in these respects between mothers who were catego-
rized as responders according to the PS-1 CARE measure and
mothers who did not show a clinically significant response on
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this measure. Also, there were no significant differences on the
PS-1 CARE in child behavior improvements between father re-
sponders versus nonresponders. However, there was a significant
difference between father responders and nonresponders on the
PS-1 CARE marital communication measure in terms of im-
provement of fathers’ parenting skills and child social skills. Of
fathers who were classified as responders on the PS-1 CARE
marital measure, 94.7% had a clinically significant reduction in
criticisms when interacting with their children. This is in con-
trast to 60.9% of the fathers who did not show a significant im-
provement in their problem solving and communication skills,
x(1) = 4.56, p < .03. Of fathers who responded in their prob-
lem solving, communication ratio, or both, 71.4% of their chil-
dren showed a significant (30%) increase in the number of pro-
social categories on the SPST, as contrasted with 16.7% of the
children of nonresponder fathers.

Because both groups showed significant improvement (p <
.03) in parent BDI depressive symptoms and PSI stress levels, |
also examined how improvements on these distress measures
(into the normal range) were associated with parent reports of
child adjustment and observed child deviance. Analysis indi-
cated that 77% of the mothers whose BDI scores were in the
normal range at short-term follow-up (versus 43.8% of mothers
with BDI still in the abnormal range) reported child adjustment
in the normal range according to the CBCL, x*(1) = 5.21, p <

Table 4
Parent Evaluation of the GDVM Program
by Treatment Group and Time

Short-term follow-up

GDVM +
GDVM only ADVANCE
Evaluation
measures M SD M SD {
Mothers’ ratings
Improvement 64.24 7.59 68.45 5.00 2.86**
Usefulness
All techniques 6.05 73 6.53 .60 3.07**
Play 5.71 1.33 6.26 1.03 2.02%
Attend 5.37 1.34 5.68 1.40 1.00
Reward 6.21 .70 6.61 .68 2.49%*
Ignore 5.05 1.18 5.82 1.09 2.93%*
Commands 5.87 .78 6.29 77 2.38*
Time out 5.66 1.48 6.21 .96 1.93*
Fathers’ ratings
Improvement 63.59 8.06 67.44 484 2.13*
Usefulness
All techniques 6.15 .66 6.22 .64 .42
Play 5.48 1.12 5.89 .85 1.51
Attend 5.70 .67 5.56 1.05 .62
Reward 5.93 .83 6.33 .68 1.98*
Ignore 5.26 .98 5.59 93 1.28
Commands 5.93 .68 6.00 .78 .37
Time out 6.00 73 6.19 .68 96

Note.  Forthe GDVM program only and for GDVM + the ADVANCE
component, N = 65 (38 mothers, 27 fathers).
*p<.05. *p<.10.

Table 5
Parent Consumer Satisfaction with the GDVM
+ ADVANCE Program
Mother Father
Evaluation measures M SD M SD
Difficulty
All techniques 4.97 1.08 5.42 .88
Anger management 4.24 1.42 4,75 1.03
Depression control 4.26 1.48 4.88 1.23

Stress management 4.29 1.11 4.87 1.26
Communication-adult 5.05 1.06 5.04 1.16

Communication-child 4.95 1.04 5.39 .78
Problem solving 4.74 1.33 5.26 92
Support 4.53 1.48 491 95
Usefulness
All techniques 6.42 .95 6.04 91
Anger management 5.97 94 5.58 93
Depression control 5.42 1.35 5.38 1.06
Stress management 5.61 1.15 5.71 .86
Communication-adult 6.03 .94 5.92 1.02
Communication—child 6.24 1.05 5.96 .82
Problem solving 6.29 .77 5.74 1.05
Support 5.92 97 5.61 94

Note. N = 62 (38 mothers, 24 fathers).
The scale ranges from 1 (not at all useful or difficult to implement) to 7
(extremely useful or easy to implement).

.02. Also, 51.2% of mothers whose BDI scores were in the nor-
mal range (in contrast to 8.1% of mothers with abnormal BDI
scores) had children who showed a 30% increase in their ratio
of positive to negative prosocial skills, x%(1) = 5.41, p < .01.
Similarly, 78% of mothers whose PSI scores were in the normal
range (in contrast to 46.7% of mothers with PSI in the abnormal
range) reported normal CBCL scores, xX(1) = 4.33, p < .04;
53.7% of mothers whose PSI scores were in the normal range
had children who showed a 30% increase in ratio of positive to
negative prosocial skills, in contrast to 7.7% of mothers with
abnormal PSI, x%(1) = 6.75, p < .009. For fathers, there were no
significant relationships between a clinically significant re-
sponse or nonresponse on BDI and PSI distress measures and
clinically significant improvements in perceived child adjust-
ment (CBCL reports) or observed child behaviors.

Finally, the relationship between clinically significant im-
provements in parenting skills and child outcome was exam-
ined. For both mothers and fathers, there was a significant rela-
tionship between a 30% reduction in parent criticals and a 30%
reduction in child deviance. A clinically significant decrease on
observed child deviance was greater for mothers who showed a
30% reduction in criticals (78.8%) than for mothers who did not
decrease their criticals (46.7%), x*(1) = 7.04, p < .01. Similarly,
observed child deviance was more likely to decrease for fathers
who showed a reduction in criticals (75.0%) than for fathers who
did not decrease criticals (23.5%), x%(1) = 11.08, p < .001.

Discussion

This study hypothesized that a broader based ADVANCE in-
tervention would improve parents’ communication and prob-
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Table 6

Farent Report Data: Clinical Significance of Treatment Effects Immediately Post-ADVANCE

Abnormal
scores that

became normal Normal scores

Abnormal scores at short-term at short-term
at baseline follow-up follow-up
Measure % N % N % N
Parent report of child adjustment
Mother
ECBI 100.00 77 52.20 41 53.20 41
CBCL 64.00 49 53.10 26 70.10 54
Father
ECBI 44.40 20 55.60 25 60.00 33
CBCL 61.80 34 64.70 22 74.50 41
Parent report of personal distress
Mother
MAT 32.10 17 17.60 3 66.00 35
BDI 31.20 24 54.20 13 79.2 61
PSI 36.50 27 48.10 13 79.70 59
Father
MAT 34.60 18 22.20 4 69.20 36
BDI 21.80 12 83.30 10 89.10 49
PSI 23.60 13 61.50 8 90.90 50

Note. ECBI = Eyberg Child Behavior Checklist; CBCL = Child Behavior Checklist; MAT = Marital
Adjustment Test; BDI = Beck Depression Inventory; PSI = Parenting Stress Index.

lem-solving skills and children’s behavior problems, compared
with parenting skills training (GDVM). Our results provided
only partial support. Consistent with other studies (e.g., Dadds
etal., 1987; Griest et al., 1982), families who received the com-
bined programs showed modestly improved outcomes, com-
pared with families who received only GDVM. Specifically,
families in the combined program showed significant improve-
ments in parents’ problem-solving, communication, and col-
laboration skills, as well as in children’s problem solving. Both
mothers and fathers from the combined program reported in-
creased consumer satisfaction in terms of usefulness and ease of
implementation of the parenting skills. This suggests that, for
the parents, the ADVANCE program resulted in better under-
standing and generalizing of the concepts taught in the basic
GDVM program. However, the significantly enhanced im-
provements produced by ADVANCE were not accompanied by
corresponding differences between ADVANCE and GDVM
parents’ self-reports of marital satisfaction, anger, or stress levels
at short-term follow-up. Even more importantly, ADVANCE
parents’ reports did not reflect enhanced improvements in their
children’s behavior, nor did independent observations of par-
ent—child interactions in the home indicate that children of par-
ents trained in ADVANCE had significantly less deviance than
children of GDVM-only parents.

One possible reason for the lack of differences in the two
groups in these respects is that the significant improvements in
ADVANCE parents’ relational skills may have delayed effects.
Because marital interactions were assessed immediately after
completing ADVANCE, it is possible that the ADVANCE par-
ents’ improved relational skills may not yet have produced cor-
responding changes in their affect.and feelings. Moreover, for

children to benefit from their parents’ improvements, it may be
necessary for them to be exposed to repeated modeling of their
parents’ more effective interpersonal skills over a sustained pe-
riod of time—especially because they had been exposed to neg-
ative models for so long. Nonetheless, ADVANCE children did
exhibit significantly enhanced knowledge of prosocial strategies
in response to a hypothetical problem, although this knowledge
was not accompanied by corresponding behavioral improve-
ments. Long-term follow-up assessments are necessary for de-
termining possible delayed effects on children’s behaviors as a
result of their parents’ improved communication, problem-
solving, and coping skills.

A second possible reason for the lack of additional gains may
be due to a ceiling effect (i.e., the degree of clinically significant
improvements on these measures produced by GDVM on its
own). Because this is the first time that I have evaluated the
GDVM program’s secondary effects on factors such as parental
anger and depressive symptoms, such significant improvements
on these measures were not anticipated. Perhaps the social sup-
port provided by the discussion group, combined with GDVM
parents’ increased sense of competence regarding parenting and
their success in managing their children’s behavior, decreases
parents’ overall stress, depression, and social isolation, symp-
toms originating in their difficulties with their children’s behav-
ior. In any case, observations of parental communication and
problem solving and assessments of children’s problem-solving
strategies are perhaps a better measure of the success of
ADVANCE, because these were the new skills that were spe-
cifically targeted to help parents cope with conflict, anger, and
depression. Perhaps, over the long term, improvements in these
skills will result in further improvements in parental affect and
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children’s behaviors, but this remains to be determined. Mean-
while, there is now some important information about the
GDVM parent-training program’s ability to produce signifi-
cant changes in parents’ depression, anger, and stress levels.

A third possible reason for the lack of additional gains from
ADVANCE may be that the model was incomplete. It was orig-
inally hypothesized that parent training represented too narrow
a focus, that it did not address parents’ other needs for coping
skills to deal with their relationship problems, life stress, and
lack of support. On the basis of the work of a considerable num-
ber of researchers (e.g., Grych & Fincham, 1990; Jouriles et at.,
1991), it was theorized that children’s aggressive conduct and
reactions to conflict are modeled on parents’ relational patterns
and responses to stress and conflict—that is, the present model
proposed a direct relationship between parents’ lack of inter-
personal skills and children’s conduct problems. ADVANCE
was developed to test this model.

As discussed earlier, the results were mixed. Clinically sig-
nificant improvements in ADVANCE mothers’ marital com-
munication and problem-solving skills did not result in added
improvements in their parenting skills or in their children’s be-
haviors on short-term assessments. On the other hand, clinically
significant improvements in fathers’ marital communication
and problem solving resulted in added improvements in par-
enting skills (significantly reduced criticisms) and clinically sig-
nificant increases in children’s prosocial strategies. (Of interest,
however, is that improvements on mothers’ dysphoria and stress
levels were associated with clinically significant improvements
in their reports of child adjustment and children’s prosocial
strategies.) Perhaps effective parenting can buffer the effects of
marital conflict and negative marital communication on chil-
dren’s behavior; this appears to be the case for mothers but not
for fathers. Obviously, further causal modeling work is needed
to explore the direct and indirect links between marital pro-
cesses, parents’ personal adjustment, parenting skills, and child
adjustment.

The second purpose of this study was to evaluate the accept-
ability of videotape modeling and group discussion as a means
of teaching communication and coping strategies. I was unsure
of how parents would react to their interpersonal difficulties be-
ing addressed in open group discussion, especially because they
had come to our clinic for help with their child’s problems, not
their own. However, my assumptions that families would expect
or want to address interpersonal issues in private with an indi-
vidual therapist were dispelled. Because parents perceived the
group as supportive, they found it safe to discuss difficult issues
and to share interpersonal problems. That only one family
dropped out of the program attests to its perceived usefulness.
All the families attended over two thirds of the sessions, with the
majority attending over 90%. Consumer satisfaction with the
program was high.

This study provided some important information regarding
the clinical significance of our results. Twenty-five percent of the
mothers and fathers in both groups reported their children in
the abnormal range postintervention; independent observations
corroborated these findings. Thirty-three percent of the moth-
ers were still maritally distressed postintervention. Twenty-eight
percent of parents showed no clinically significant improve-

ments in communication and problem-solving skills post-
ADVANCE. Consistently, one fourth to one third of subjects
failed to respond to treatment.

One important limitation of this study’s design deserves com-
ment. Because therapy time was not held constant across both
treatments, it cannot be determined from this study exactly
which aspect of the ADVANCE program accounts for the
differences in results between GDVM and ADVANCE. The sig-
nificant results for the ADVANCE families may simply be due
to families having had a longer period of time in treatment. Ide-
ally, the comparison parent-training program (GDVM) should
have been identical in duration to the ADVANCE training pro-
gram. However, for ethical reasons, I did not feel that I could
ask GDVM families to attend 14 additional weeks (28 hrs) of
either a placebo treatment or a mere review of parent-training
content. I also did not feel that any of the components in the
combined program could be reduced without being substan-
tially compromised. It is suggested that a future study conduct
the necessary dismantling of the intervention.

Another limitation of this study is that the data do not extend
beyond short-term foilow-up. To fully test the hypothesized
model, one needs to know whether families who show improved
marital communication and problem-solving skills show more
stable improvements in child behaviors over time. Nonetheless,
this study contributes to “model building” by suggesting that,
for mothers, clinically significant changes in stress and depres-
sive symptoms are related to clinically significant improve-
ments in reported child adjustment and children’s prosocial
skills and that, for fathers, significant changes in marital com-
munication and problem solving are related to significant
changes in parenting and children’s prosocial skills. This im-
plies a more complex model of how marital interactions, per-
sonal adjustment, and parenting are related to conduct disorder.

As the field of behavioral family intervention has matured, it
has become important to consider the contextual variables that
influence parents’ behavior toward their children; hence, the
child’s learning environment. This study suggests that a video-
tape modeling group discussion treatment focusing on manage-
ment of personal distress and interpersonal relationships is
promising in several respects: It can produce more positive mar-
ital communication and problem-solving skills; it can be per-
ceived by parents as more useful than parent training alone; for
mothers, it can reduce stress and depression; for fathers, it can
decrease parental criticism; it increases children’s problem-
solving strategies; it offers a cost-effective alternative to adjuncts
involving individual therapy. The program did not produce the
anticipated improvements in child deviant behaviors at short-
term follow-up. Nonetheless, even if the ADVANCE program
does not substantially add to the improvements in child conduct
problems produced by parent training, if it can improve family
functioning and risk factors by helping parents learn more
effective communication and coping strategies to deal with the
increased stress and conflict in their lives, it is clinically relevant.
Interventions such as these can strengthen the family’s protec-
tive factors, thereby mediating the disruptive effects of other,
more intractable risk factors such as socioeconomic disadvan-
tage and negative life stressors.
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