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Preface

The Handbook of Parent Training was first published in 1989. It was an im-
pressive compilation and review of some of the most relevant empirical re-
search and clinical applications of behavioral parent training available at
that time. Since then the field of parent training and intervention has
evolved significantly as evidenced by the offerings in the Second Edition
of the Handbook, published in 1998. This educational and instructional for-
mat for parents continues to demonstrate positive results using parents as
strategic agents of constructive change for their children’s disruptive and
dysfunctional behaviors. In this format, the therapist/practitioner coaches
and instructs parents in new parenting skills and ways of relating to their
children, ways that reduce conflict and enhance the likelihood of recipro-
cal respect, acceptance, and contentment within the family.

The Third Edition of the Handbook continues the journey and gives even
further proof of the value of this innovative and highly successful inter-
vention strategy. With time and experience, parent training approaches
have become immensely diversified and applicable to an array of problem-
atic situations. Not only does this format reduce problems and conflicts
within the parent-child relationship it also fosters self-efficacy in the chil-
dren and a sense of competence in the parents. Children, even those with
problems, learn that they are capable of self-control and self-management.
Similarly, parents, even those who have experienced persistent struggles
to gain a sense of integrity and mastery within their respective families,
learn that they can develop healthy and effective child management skills.
Furthermore, there is unquestionable evidence that these newly acquired
skills, in the parents and the children, can be generalized to a myriad of
different situations and circumstances. These skills can be beneficially ap-
plied in the home, at play, in the school, and in relating with peers and
adults. These skills are grounded in the behavioral principles of operant
conditioning and in social learning theory. They address and modify be-
haviors; enhance social and interpersonal relationships; and encourage
self-growth, self-control, and self-esteem.

The Third Edition continues to clarify, assess, and resolve difficulties
experienced by children, adolescents, and their parents. In addition, the

vii
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authors in this Handbook focus on the key variable of prevention. Undoubt-
edly, it is preferable and less stressful to prevent problems rather than try to
solve them once they have taken root within the parent-child relationship
and within the family and school. Unfortunately, problems, too, have a way
of generalizing; they are contagious and spread beyond the constraints of
the individual child and parent. The resultant malady can infect schools,
neighborhoods, the extended family, and the community, in general.

The contributing authors in this text are experts and pioneers in the
areas of parent training and intervention, child and adolescent therapy,
and child and adolescent development. They share their expertise in the
formation and implementation of effective parent training programs.
They clearly demonstrate the importance and impact of an essential
premise, namely, parent training is a collaborative endeavor involving
parents, children, and mental health professionals. In this scientifically
and clinically grounded format practical and replicable skills are learned,
practiced, and developed to the advantage of all the members of this col-
laborative process.

This book is intended as a practical and comprehensive guide for practi-
tioners in a number of areas of child care, including the fields of psychol-
ogy, psychiatry, social work, nursing, pediatrics, education, those working
with a special needs population, and related areas. Although each chapter
is based on scientific evidence, the authors do not describe and discuss
their respective intervention strategies in an empirical vacuum. Each ap-
proach has been clinically tested, evaluated, and reappraised. The authors
are also mental health consultants and practitioners. They illustrate tech-
niques that they have developed and implemented. They offer case studies,
clinical vignettes, and outcome studies that support the benefits and effi-
cacy of their various formats and demonstrate how the applied techniques
can prevent disruptive and at-risk behaviors. The readers are invited to
adopt these intervention perspectives and strategies to their own unique
parent-child scenarios. When appropriate, these programs can be com-
bined and integrated with other treatment alternatives. The authors not
only educate, they also offer appealing challenges and directives for fur-
ther professional research and collaboration, the continued development of
new and creative parent training approaches, and the ongoing discovery of
practical and applicable strategies to prevent and resolve problems and fos-
ter the well-being of parents, children, and family members.

JaAMES M. BRIESMEISTER

Shelby Township, Michigan

CHARLES E. SCHAEFER

Teaneck, New Jersey
January 2007
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Introduction

HISTORICAL ANTECEDENTS OF
PARENT TRAINING

The notion of parents as agents of change in their childrens’ lives is not a
novel or surprising concept. After all, throughout history, it is typically
the parents who have been the caregivers, educators, disciplinarians,
managers, and primary agents of change and socialization for their chil-
dren. One of the earliest recorded cases of therapeutic intervention with a
child occurred at the turn of the last century. In his analysis and treat-
ment of a young boy, under the age of 5, Freud (1955/1909) uncovered the
etiology, development, and resolution of a phobia in the historic case of
Little Hans. A review of this famous case reveals a noteworthy phenome-
non. Freud did not treat Little Hans directly. Instead, he instructed the
boy’s father in techniques for resolving the child’s underlying fears. This
approach laid the foundations for a therapeutic intervention modality
that seeks to effect positive change within the framework of the child-
parent relationship.

In the 1960s (Hawkins, Peterson, Schweid, & Bijou, 1966; Wahler,
Winkel, Peterson, & Morrison, 1965) we saw the emergence of an effective
trend in working with troubled children, known as parent training or par-
ent intervention. Throughout the 1970s and 1980s, a number of researchers
investigated and compared the effectiveness of differential parent training
programs in reducing childhood conflicts (e.g., Blechman, 1985; Flanagan,
Adams, & Forehand, 1979; Forehand & McMahon, 1981; O’Dell, Flynn, &
Benlolo, 1979). Nay (1975) conducted one of the earliest systematic com-
parisons of differential instructional formats. An in-depth analysis was
made among five different methods of instructing mothers of young chil-
dren in time-out procedures: written, lecture, and videotape presenta-
tions; videotape modeling coupled with role-playing; and a no-treatment
condition. The results of this comparison indicated that the parents bene-
fited from all the training techniques. The results did not show any statis-
tically significant differences among the divergent instructional formats.

XV



xvi INTRODUCTION

Parent training as an effective method of intervention certainly fared very
well in these early reviews and critiques.

The growing success of the parent training approach continued into the
1990s. It spawned numerous empirical, comparative, and outcome studies
and prompted a broader application of the methods and principles in-
volved in training parents as cotherapists. Researchers and clinicians pro-
gressed in their discovery of the advantages and applicability of the
parent training format. Zacker (1978) points out that parents are able to
quickly master and apply the essential principles of social-cognitive
learning and behavioral modification. Because behavior therapy is based
on natural and observable phenomena, it is readily accepted by parents
without any resistance or hesitation. There is also a good deal of research
and experimental evidence indicating that parental practices and styles
of parenting have a direct effect on the child’s development (Collins, Mac-
coby, Steinberg, Hetherington, & Bornstein, 2000). Given the unquestion-
able influence of parents on children and, conversely, children on
parents, it is logical that parent training has become established as a vi-
able, multifaceted, and innovative forum for managing the disruptive be-
haviors of children and adolescents. Parent training not only offers
techniques for modifying and controlling negative behaviors, it also
strengthens the resolve and self-assurance of parents in their parenting
skills. With parent training, practitioners now have an avenue for in-
structing parents in various aspects of child development and behavioral
management. These programs are designed to enable parents to become
agents of change in their children’s lives and patterns of behaving. Parent
intervention formats teach parents how to effect change through the im-
plementation of behavioral engineering, the application of social learning
principles, the development of parental monitoring skills, and the proper
application of operant principles such as reinforcement contingencies and
extinction to modify disruptive behaviors (Ducharme, & Van Houten,
1994). The parent training formats are quite versatile. The needs of the
target child, the unique parent-child relationship, the idiosyncratic needs
inherent in the family structure, and the nature of the presenting prob-
lem typically determine the intervention strategy. All interventions
share in the common goal of teaching parents how to modify and remedy
destructive and dysfunctional patterns of family interaction to produce
lasting and constructive changes. All interventions involve the parents in
a collaborative treatment process (Braswell, 1991). Parent training partic-
ularly aims to modify the reciprocal patterns of antecedents and conse-
quences of problematic child behavior as well as faulty styles of child
management. The behavioral parent training format may also involve di-
dactic measures and verbal instructions that teach parents the ways of
communicating and interacting with their children which are most likely
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to result in a positive relationship and desirable behaviors for all involved
(Sanders & Dadds, 1993; Sanders & Glynn, 1981; Webster-Stratton & Her-
bert, 1994).

ADVANCEMENTS IN PARENT TRAINING

Increasingly, there has been a growing recognition that constructive be-
havior changes might be most effectively accomplished by working with
children in their natural environment (Moreland, Schwebel, Beck, &
Wells, 1982). Family therapy approaches and multisystemic intervention
modals (e.g., Haley, 1976; Minuchin, 1974) propose that behavioral prob-
lems of the child are best understood and treated within the context of
the family as an interrelated system. In an early review of parent training
approaches, for example, Graziano (1977) proposes that training parents
to effect behavior changes in their children may be one of the most signif-
icant achievements within the field of child therapy. Traditionally, mental
health practitioners who work with children and adolescents have sought
to effect change directly with their young patients. In the parent training
format, however, the professional educates the parents in the most appro-
priate and effective application of procedures that elicit socially desirable
changes in behavior and the elimination of socially undesirable actions.
Parent training has steadily evolved into a highly systematic, empirically-
based, and widely-applied intervention strategy. Usually, it is the parents
who are in a position to determine the nature, structure, and content of
the childrens’” immediate environment. The parents decide what school
the youngsters attend. The parents decide what pediatricians, dentists,
educators, and counselors will be in their children’s lives. It is the parents
who are in the best position to influence the youngsters’ social and peer
relationships. It follows logically that it is the parents who ought to deter-
mine what influences will or will not be exerted and which behaviors
will or will not be encouraged and tolerated within the family. A review
of the extensive and evolving body of literature on parent training and in-
tervention procedures makes it clear that the behavioral training ap-
proach using parents as agents of change does not merely serve as an
adjunct to child therapy. In fact, it is an intervention maneuver that is at
the very core of the intervention process. Given this, the parent-child rela-
tionship is clearly the most essential and integral variable within the
therapeutic endeavor. The parents and their parenting and management
skills are the most essential factors in the intervention and therapeutic
paradigm. Their role is that of an active therapeutic agent of change.

Any discussion of parent training must take into accurate account the
age and developmental level of the target child. Any intervention, if it
hopes to be relevant and effective, must be age- and stage-appropriate.
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Parent training strategies are, by nature, child-focused. Intervention
ploys that are too young or too old for the child’s level of intellectual, cog-
nitive, and social functioning will miss their mark. The techniques will
not only fall on deaf ears, they will also be rejected, met with a good deal
of noncompliance and resistance, or simply ignored. Bemporad (1978)
wisely notes that any consideration of therapeutic intervention with
young children must of necessity identify, evaluate, and treat the symp-
toms within the context of the developmental process. Parent training ap-
proaches must be developed, structured, and implemented within the
viable parameters of the target child’s age and developmental level.

Parent training and intervention has been and continues to be based on
empirical and applied concepts of behaviorism as well as the tenets of so-
cial learning theory. These principles are imparted to the parents in sev-
eral divergent ways. Each modality, however, involves instructing parents
in such a way that they can use the knowledge, instruments, skills, and
techniques that may have once been solely the province of the profes-
sional mental health practitioner and educator. Although individually
designed and equipped to meet the idiosyncratic needs of each target par-
ent, child, and family, the approaches share a common denominator, to
help parents remedy their children’s destructive behaviors and help the
youngsters develop, embellish, and express their positive and construc-
tive behaviors. In particular, parent training strategies seek to modify the
reciprocal patterns of antecedents and consequences of difficult and
problematic child behavior as well as faulty patterns of child manage-
ment in order to achieve lasting and constructive changes (Patterson,
1969).

The First and Second Editions of this book focused on parents as cother-
apists for children’s behavior problems. While posing the same premise,
this Third Edition also centers on helping parents prevent as well as solve
problem behaviors. Parent training has made significant strides over the
past few decades. The behavioral-social-cognitive instructional format has
exceeded many more traditional procedures and even some earlier expecta-
tions. The strategies involve a combination of social learning and behav-
ioral principles and techniques that have been used in a myriad of creative
and highly practical ways. In this current edition, the contributors cer-
tainly continue to emphasize approaches that are grounded in empirical
theory and research. They also demonstrate behavioral intervention strate-
gies that are practical and applicable. They offer a “hands on” instructional
format that guides the parents through the initial identification of their
children’s problem areas, an assessment of the levels of severity of these
targeted problem issues, and the development and implementation of
appropriate intervention modalities, and techniques for monitoring and
managing these conflicts. The chapters in this book offer multimodal and
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multifaceted programs that can be individually tailored to meet a variety
of unique needs and address a myriad of specific problems and conflictual
parent-child relationships. In fact, an essential priority of the parent train-
ing format is to determine which type of parenting technique is most ap-
propriate for the training of different parents, children, and conflicts
(Blechman, 1981). Even though the parent training modes are individual-
ized, these behavioral instructional approaches can also be generalized
and effectively applied to a wide facet of problematic situations. The au-
thors in this Handbook not only expertly address these issues and concerns,
they also emphasis clear and specific strategies to prevent the formation of
problems. Few people would argue that it’s more effective and significantly
less stressful to prevent problems rather than attempt to ameliorate them
once they have developed and had a chance to wreck havoc upon the chil-
dren, parents, family, and community.

PREVENTION AS INTERVENTION

Increasingly, the research and approaches to resolving childhood,
parental, and familial problems have emphasized prevention as interven-
tion (Stambor, 2006). Programs that prioritize prevention as an interven-
tion strategy within the family structure have been developed and
implemented in a variety of situations. For example, preventive interven-
tion programs have been used to reduce substance abuse within the fam-
ily (Ashery, Robertson, & Kumpfer, 1998; Corby & Russell, 1997), conduct
disorders and acting-out behaviors in early adolescents (Ducharme,
Atkinson, & Poulton, 2000; Ialongo, Poduska, Werthamer, & Kellam,
2001), and conduct disorders within a Head Start population (Webster-
Stratton, 1998; Webster-Stratton & Lindsay, 1999; Webster-Stratton, Reid,
& Hammond, 2001). Obviously, parent intervention has run the age and
developmental gamut, from the earliest of preschool levels to adolescence.

Preventive programs have been extremely flexible and adaptive. They
have been employed in the home, school, and within various arenas of the
larger community. Whatever the program and wherever it is applied, an
essential goal of a preventive program should include specific ploys to en-
hance protective factors within the family and the parent-child dyad. An
effective intervention program must also aim to modify or eliminate risk
factors within the family and the child-parent relationship. The protec-
tive and risk factors must be identified and assessed within the parame-
ters of the target child’s age and developmental level. A review of the
various chapters in this Handbook will quickly disclose that the authors
also place a premium on the development and strengthening of parental
skills and self-confidence. Too often parents of children who experience
behavioral problems and disorders experience a sense of embarrassment
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or even shame. They feel that their children’s disruptive and dysfunc-
tional patterns reflect their incompetence as a parent. The intervention
programs within this book also seek to prevent or modify these negative
parental perceptions and images. The various intervention techniques are
designed to give the parents a sense of efficacy and competence as par-
ents as well as providing concrete, replicable, and generalizable parenting
skills. Parents need the reassurance that they possess viable skills to
identify, assess, control, and change their children’s current and future
problem behaviors. This Handbook covers an array of inventive and invalu-
able instructional techniques that are multivariate and multifaceted.
They include a wide and diverse range of parenting and learning tools,
such as: role-playing, video demonstrations, interviewing, problem-
assessment protocols, group dialogue, modeling positive and effective
parenting styles, instructional homework and handouts, and others. In
the final analysis, each of these maneuvers are carefully designed to help
parents and children improve the quality of their lives and relationships.
They address, manage, and change problematic behaviors and situations.
In addition, they instill in the parents a well-earned sense of parental
competence. When effectively applied, they also impart to the children a
sense of self-efficacy, self-control, and integrity. The programs and strate-
gies for preventive intervention are also strategies that facilitate empow-
erment in the parent, child, and family.

THE FORMAT OF THIS BOOK

Often, books that focus on therapy with children open with a broad theo-
retical orientation and then attempt to relate the theory to maladaptive,
disruptive, and dysfunctional behaviors. Our approach, in contrast, iden-
tifies some prevalent and specific childhood behavioral problems. We
then offer parent training programs to address, manage, and modify
these particular behavioral difficulties. Each of the contributors to this
Handbook present unique and innovative multifaceted parent training for-
mats. Many of the authors are acknowledged pioneers and specialists in
the fields of parent training, developmental issues, and child therapy.
They embody an impressive array of well-versed and experienced re-
searchers, clinicians, and professionals. They are practitioners who teach,
train, assess, evaluate, and contribute to the growing body of parent inter-
vention and parent training literature. The book has five parts, each of
which focuses on specific areas of parent-child stressors, problematic be-
haviors, and childhood disorder categories.

The parent training strategies of the authors in Part One of the Hand-
book specifically address the central theme of the book, prevention. They
have developed and implemented intervention formats that reduce at-risk
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behaviors and enhance the existing skills and protective elements, factors
that strengthen the family members, that may already exist within the
parent-child relationship and family structure but need to be identified
and revitalized.

In Chapter 1, the authors offer compelling reasons why parent training
programs should extend beyond middle-class socioeconomic strata. They
offer a preventive program that was created in collaboration with a Parent
Advisory Council that was composed of African American and Latino
parents from various neighborhoods in Chicago. The program instructs
parents of 2- to 5-year-old children in nonmaternal care. They counter the
ways in which parents and children unknowingly reinforce each others’
negative and destructive behaviors and offer insights and practical strate-
gies to prevent the development of conflicts and stressors.

Chapter 2 focuses on preventing and ameliorating the damaging long-
term effects that divorce can have on children and families. The authors
give an interesting and detailed description of the New Beginnings Pro-
gram, an empirically-based format for children from divorced families
that uses custodial mothers as agents of constructive change. They pres-
ent an interesting notion of the divorce equation. It focuses on the syner-
gistic effects that occur when taking into account the difficulties children
have adjusting to divorce plus the problems mothers have adjusting. It is a
preventive strategy that teaches a number of relationship-building skills
that can be generalized to an array of situations and harbors a good deal
of promise and hope in preventing and resolving parent, child, family
problems.

In Part Two, the authors tackle the difficulties and challenges that con-
front parents with children who experience developmental disorders. The
contributors in this section identify and address problems that may inter-
fere with the natural process of physical, cognitive, emotional, social, and
psychological growth and development.

Chapter 3 presents a comprehensive program for providing training to
parents of children with autism. The authors differentiate the goals of
various types of parent training programs that deal with this disorder.
Their chapter centers on a group program connected to a school. They
offer a number of guidelines to help develop, structure, and implement
intervention strategies to address and modify the unique problems expe-
rienced by the parents of children with the autism spectrum disorder and
to prevent a resurgence of parent-child conflicts.

In Chapter 4, the authors discuss and describe an inventive program
that centers on relieving the major problems that parents of children with
Asperger syndrome face on a daily basis. The program they elucidate cov-
ers some primary and essential components of their intervention strategy
and seeks to instill a sense of competence in the parents and reduce the
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immediate and long-term problems that typically surface in children
with Asperger syndrome.

The authors in Part Three of the Handbook direct attention to internaliz-
ing disorders. They apply treatment maneuvers aimed at preventing, re-
ducing, and modifying the negative impact and problems associated with
childhood anxiety and school refusal issues.

In Chapter 5, the authors present the inventive FRIENDS for life pro-
gram, providing an in-depth session-by-session description of an ap-
proach that can help children control stress and instruct parents in
anxiety-reducing ploys that can be conveyed to their children. The au-
thors offer strategies that can help children gain self-awareness, foster
reciprocity, and facilitate problem-solving and coping skills.

Chapter 6 uses a muticomponent assessment process and intervention
modality that identifies and modifies some of the primary factors that
lead to children’s school refusal. The authors” approach addresses the di-
vergent and specific reasons why children may refuse school. An exten-
sive spectrum of school refusal problems are discussed. The authors
identify a number of variables that have been associated with school re-
fusal. They, then, employ a program that can be generalized effectively in
intervening in a wide range of school refusal situations.

Part Four of this Handbook focus on externalizing disorders. This cate-
gory of disorders typically include behaviors that turn against others. By
their very nature, these disorders negatively affect the child, the family,
the school, and society as a whole. The impact of these externalizing dis-
orders have far-reaching and, at times, devastating effects. This part of
the book describes creative intervention programs that seek to prevent,
modify, and control the disruptive behaviors associated with physically
abusive families, oppositional behavior, comorbid Attention-Deficit/
Hyperactivity Disorder and Oppositional Defiant Disorder, and aggres-
sive and maladaptive behaviors.

Chapter 7 introduces an empirically-based and systematic treatment,
the Triple P-Positive Parenting Program. It is a multilevel public health
approach that aims to enhance family protective factors and reduce fam-
ily risk factors. The strategy uses clear-cut positive parenting principles
to instruct parents in meeting the unique needs of their children and fam-
ily. The approach is dedicated to helping parents become autonomous
agents of positive change for their children and themselves.

In Chapter 8, the authors offer a timely parent-child intervention format
focused on reducing physical abuse within families. The authors develop a
treatment program that includes coaching and coding parents as they in-
teract with their children. Their approach involves two treatment phases,
the Child Directed Interaction (CDI) phase and the Parent Directed Inter-
action (PDI) phase. The parents are instructed in the use of nonaggressive
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and noncoercive behavioral management skills. In addition, the authors
demonstrate the value and efficacy of applying specific practical skills and
tools, such as relaxation techniques and time-out procedures.

Chapter 9 gives us an intervention strategy that prevents and modifies
problems through a format designed to reduce the need for punishment
and power assertion in the treatment of children with oppositional be-
havior and related problems. The author presents a success-focused inter-
vention approach that incorporates “errorless” management techniques
based on the principles of operant conditioning. The parents benefiting
from this approach learn to use the Compliance Probability Checklist.
They learn the value of praise and reinforcement in issuing requests that
increase the probability of compliance and success.

Chapter 10 presents a well-documented and practical intervention
approach, the Incredible Years Parent Program. The author spells out
the structure, function, and format of the program, emphasizing the
flexibility of the intervention strategy and the ways in which it can be
tailored to the individual developmental needs of the children and their
families. Parents are taught how to identify viable goals for themselves
and their children. The author discusses the impact of various attach-
ment patterns and styles, also focusing on the particular challenges of
parenting children with oppositional defiant disorder or conduct disor-
der and the added problems of parenting children who are comorbid
with an Attention Deficit Disorder or an Attention-Deficit/Hyperactiv-
ity Disorder.

Chapter 11 continues the discussion of the complexities and challenges
involved in treating comorbid issues. The author describes a thorough
and systematic treatment strategy for training parents of children with
comorbid Attention-Deficit/Hyperactivity Disorder and Oppositional
Defiant Disorder. This complex interaction of behavioral problems com-
pounds and exacerbates parental stressors and heightens the urgency for
immediate and effective preventive and intervention modalities. The au-
thor discusses a number of crucial objectives that can help parents in
their struggles, offering a helpful behavioral management flowchart that
aids parents in the formation and application of a logical sequence of
skills that parents can learn to help them manage the disruptive and dis-
turbing behaviors of ADHD/ODD children.

In Chapter 12, the authors spell out an innovative treatment approach
to address and prevent the problems that parents encounter in working
with school age children who act-out aggressively. The authors discuss
some of the major underlying premises and differences in using respon-
sive parent training (RPT) in contrast to parent management training
(PMT). The responsive parent-training modal offers an organized
framework and set of principles for working with parents of aggressive
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children. The authors give essential tips and techniques for facilitating
listening skills between practitioners and parents and between parents
and children.

Part Five focuses on some childhood disorders that do not readily fit
into the internalizing/externalizing categories but, nevertheless offer
their own set of unique and demanding challenges for parents and clini-
cians. These include some of the problems characteristically associated
with primary enuresis, substance use and delinquent behaviors, and chil-
dren’s sleep problems.

Chapter 13 offers a home-based treatment intervention for primary
enuresis. The authors open their chapter by emphasizing the necessity
for a close collaboration between behavioral psychologists, pediatricians,
and parents. They then demonstrate how this alliance accomplishes sig-
nificant and positive benefits and results for children and families. The
authors offer some direction for building and using strategies that can
eliminate bed wetting, such as: instructional and treatment approaches,
wall charts, and monitoring devices like the urine alarm. Essentially, the
authors focus on an innovative and empirically-based Full Spectrum
Home Training Program and the development of self-control training and
damage-control methods for reinstating the child’s faltering sense of
self-esteem.

In Chapter 14, the authors present a practical and timely program that
is grounded in empirical research and experience. Their intervention
aims at training parents of adolescents with substance use and delinquent
problems. They offer instructional tables and charts that help parents rec-
ognize, access, and develop protective factors as well as identify and elim-
inate potential risk factors with their child and in their particular
situation. In addition, they offer specific and proven strategies for build-
ing relationships as well as techniques for praising adolescents, reducing
negative behaviors, and improving parent-child communication. These
are skills that can certainly generalize and benefit the child, parent, and
family unit in a number of situations and circumstances.

In each of the chapters in this Handbook, the various authors offer
empirically-based methodological intervention approaches that are
melded with their own expertise and treatment experiences. The parent
invention training formats that are found in this book are grounded in
behavioral principles and social learning theory. Relying on these prin-
ciples as their backdrop, the various authors have developed and imple-
mented their own specific intervention formats to identify, clarity,
assess, evaluate, and treat a myriad of disruptive, disturbing, and dys-
functional childhood behavioral problems. They have also designed par-
ent intervention training programs that not only reduce and mollify
childhood conflicts and troubled behaviors but also help parents to
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identify essential protective factors as well as risk factors within their
respective families. The authors use divergent parent training interven-
tion formats that seek to improve the relationship between parent and
child as well as establish a format for constructive relationships. The
various treatment approaches in this book also aim to impart a sense of
competence, pride, achievement, and self-efficacy in parents as well as
children. With self-assurance, determination, and the support gleaned
through the different and unique intervention approaches, parents and
children can learn how to generalize the newly acquired skills and in-
tervention strategies and effectively apply them in a variety of problem-
atic situations. The authors in this Handbook not only aim to help parents
resolve their children’s problems but also prevent these problems before
they have a chance to develop, ferment, and undermine the integrity
and fabric of the family and the immediate and long-term well-being of
the parents and the children.
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PART ONE

PREVENTION

WITHOUT QUESTION, the goal of all the chapters in this book is to prevent
the development of disruptive, dysfunctional, and destructive behaviors
among children and adolescents. The aim is to eliminate behaviors that
put a rift between parent-child interactions and relationships, lead to
negative and undesirable behaviors, and, in general, place children at
risk for problems at home, in school, and with peers, and have the poten-
tial to contribute to current and future stressors. The authors in Part
One address prevention as the central theme of their approaches. It is
easier and certainly more preferable to prevent problems rather than at-
tempt to resolve them once they have infected the child, parents, and
family. In a very real sense, prevention is the best and most effective
means of parenting.

In Chapter 1, Gross, Garvey, Julion, and Fogg present a preventive par-
ent training strategy that addresses the specific needs of ethnic minority
parents. As the authors point out, many parent training strategies were de-
veloped using middle-class socioeconomic strata and European-American
populations. Their program seeks to extend the advantages of parent
training beyond the constraints of these parameters. Their preventive pro-
gram, created in collaboration with a Parent Advisory Council that was
composed of African American and Latino parents, takes great efforts to
ensure that the data included are culturally and contextually relevant for
the minority and low-income parents in their study.

Their chapter describes the theory that underlies the Chicago Parent
Training Program. The authors acknowledge their debt to the pioneer-
ing research of Patterson, Webster-Stratton, and Hancock. They empha-
size the implementation of the community-based program to facilitate
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constructive and effective intervention for parents of 2- to 5-year-old
children in nonmaternal care. The study focuses on a day-care popula-
tion and indicates that parent training in child care centers may moder-
ate any possible effects of child care on the development of potential
behavioral difficulties. Their approach prevents the ways in which par-
ents and children, without realizing it, engage in behaviors that facili-
tate conflict in parent-child interactions. They discuss ways in which
children and parents unwittingly reinforce each others’ negative behav-
iors. Behaviors that are rewarded with attention tend to be repeated,
even negative behaviors.

Gross, Garvey, Julion, and Fogg employ inventive and contemporary
techniques. For example, they use videotapes that reenact real life vi-
gnettes as training tools. They offer four problem-solving scenarios to
help parents develop effective parenting skills. Parents are given oppor-
tunities to practice and hone their new skills. They are given handouts,
homework, and other useful instructional tools. Finally, it is worth noting
that the preventive Chicago Parent Program was designed and imple-
mented in collaboration with the parents who participated in, and bene-
fited from, the program. Indeed, everyone who works with children and
parents can benefit from this empirically based and practical study.

In the second chapter, Wolchik, Sandler, Weiss, and Winslow discuss
some of the devastating and long-term effects of divorce on children and
families. They describe the New Beginnings Program, an empirically
validated program for children from divorced families that use custodial
mothers as agents of change. The New Beginnings Program was de-
signed to reduce mental health problems and promote competencies fol-
lowing divorce by reducing risk factors. It also endeavors to increase the
children’s protective resources. This cognitive-behavioral program
places a strong emphasis on the development and enhancement of skill
acquisition.

After describing the theoretical framework of their approach, the au-
thors provide a general overview, followed by a description of multiple
and invaluable sessions. They employ a variety of techniques to enhance
the quality of the mother-child relationship. The newly acquired skills
build on each other. The authors offer us a glimpse into the didactic and
experiential skills that are taught within the various group sessions.
They give a clear description of the purpose and content of each session.

The authors pose an interesting notion of the divorce equation. It is
used to graphically illustrate the idea that the difficulties children have
adjusting to divorce plus the problems mothers have adjusting to divorce
have synergistic effects that create a sum greater than the total of its
parts. It conveys to mothers that the problems they experience with their
youngsters are understandable, predictable, and, in fact, common follow-
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ing divorce. This approach offers mothers in the New Beginnings Pro-
gram a good deal of hope and promise for improvements and constructive
modifications.

In presenting solutions to the problems that follow divorce, the authors
use and illustrate relationship building skills, such as family fun time,
home-practice assignments, one-on-one time, “catch ‘em being good,” and
related skills. Their approach also emphasizes and teaches the art of ef-
fective listening. A number of strategies are used to impart these skills,
including group leaders role-playing and video demonstrations. When
those occasions occur when listening is not enough, mothers are taught
how to protect children from witnessing and being overwhelmed by in-
terparental conflicts. Every safeguard is employed to ensure that chil-
dren do not feel that they are caught in the middle, feeling torn between
an alliance to both parents. The mothers are also shown how to identify
and form realistic expectations for the misbehaviors they want to address
and decrease. Mothers learn how to monitor and modify their children’s
misbehaviors. All the cognitive-behavioral maneuvers are aimed at in-
stilling effective discipline and decreasing unwanted behaviors.

The authors also describe the training, supervision, and general guide-
lines for group leaders. These practical training directives are comple-
mented by a discussion of research findings on the efficacy of the New
Beginnings Program. A case study illustrates how the strategies of the
program effected significant positive changes, improved the relationships
between mothers and children, and facilitated constructive and desirable
behaviors in the children.

It is not difficult to see the positive wide range of implications and ap-
plications of the innovative programs offered by the Chicago Parent Pro-
gram (Chapter 1) and the New Beginnings Program (Chapter 2).






CHAPTER 1

Preventive Parent Training
with Low-Income, Ethnic
Minority Families
of Preschoolers

DEBORAH GROSS, CHRISTINE GARVEY,
WRENETHA A. JULION, and LOUIS FOGG

[Parenthood] is the biggest on-the-job training program ever.
—Erma Bombeck, Motherhood:
The Second Oldest Profession

To oBTAIN a driver’s license in the state of Illinois, one must complete up
to 25 hours of supervised driving and pass a vision, written, and practi-
cal driving test under the watchful eye of government evaluators. The ve-
hicle must also pass inspection showing evidence of working headlights,
brake lights, turn signals, and back-up lights and proof of insurance. The
theory behind this costly and lengthy effort is to create safe and compe-
tent drivers. In contrast, parents receive no training. Yet, the need to be-
come a safe and competent parent is no less critical. In this chapter, we
describe the Chicago Parent Program, designed to train safe and compe-
tent parents capable of negotiating the often difficult road of raising very
young children.

This study was supported by the grant from the National Institute for Nursing Research,
#R01 NR004085.
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Numerous reviews of parent training research have supported this
model as an effective method for reducing child behavior problems (Barlow
& Stewart-Brown, 2000; Lundahl, Risser, & Lovejoy, 2006; Serketich &
Dumas, 1996). However, most parent training programs were developed
using middle-class European-American samples (Forehand & Kotchick,
1996; Martinez & Eddy, 2005). This bias in parent training programs may
be one reason why socioeconomic disadvantage is consistently identified
as a predictor of drop out and diminished intervention effectiveness
(Dumas & Wabhler, 1983; Reyno & McGrath, 2006). To address this limita-
tion, the Chicago Parent Program was created in collaboration with a Par-
ent Advisory Council (PAC) comprised of African American and Latino
parents from different Chicago neighborhoods. Using an advisory coun-
cil ensured that the information included in this program would be cul-
turally and contextually relevant for ethnic minority and low-income
parents raising children in urban communities.

Many outstanding parent training programs were originally created
for the purposes of treating children with or at high risk for developing
disruptive behavior disorders. The Chicago Parent Program was origi-
nally developed as a health promotion/prevention intervention. There
were three reasons for this decision. First, if we target only parents of be-
haviorally disordered preschoolers, we address the needs of a small,
highly select group of children and miss a much larger population of chil-
dren and parents with varying degrees of behavioral difficulty.

Second, epidemiologic data suggests that 5% to 13% of all preschool
children are rated as having moderate to high levels of externalizing be-
havior problems (Lavigne et al., 1996). Among low-income preschool chil-
dren, behavior problem rates are twice as high (Gross, Sambrook, & Fogg,
1999; Rose, Rose, & Feldman, 1989). Most of these children will not re-
ceive mental health services to treat the behavior or the underlying fam-
ily issues that support the problematic behavior (Forness et al., 1998;
Razzino, New, Lewin, & Joseph, 2004; U.S. Public Health Service, 2000).
However, parents may be more willing to seek guidance about accessing
appropriate services when they are engaged in community-based inter-
ventions that focus on strengths and skill-building rather than parent-
child deficits.

Third, our ability to accurately identify which toddlers and preschool
children have behavior disorders remains limited. The diagnostic criteria
for distinguishing developmentally appropriate behavior from pathologi-
cal defiance, hyperactivity, and aggression are not well established
(Campbell, Shaw, & Gilliom, 2000; Egger & Angold, 2006; Wakschlag &
Keenan, 2001). Though many will outgrow their behavior problems, a sig-
nificant portion of young children with externalizing problems will con-
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tinue to exhibit difficulties in elementary school (Campbell, 1997). Thus,
parent training during the toddler/preschool years is likely to have the
greatest benefit when a wide net is cast and is offered in the community
as a health promotion/prevention intervention.

This chapter describes the (a) theory underlying the Chicago Parent
Program, (b) role of the PAC in the development of the program, and (c)
implementation of the Chicago Parent Program as a community-based
health promotion/prevention intervention for parents of 2- to 5-year-old
children in day care. The results of a randomized clinical trial evaluating
its effectiveness for reducing behavior problems among young children in
day care is also presented.

PARENT TRAINING IN CHILD CARE CENTERS

According to data from the U.S. Census Bureau (Overturf Johnson, 2005),
approximately 11 million (59%) children under 5 years of age are in nonma-
ternal care. The largest portion, over 4 million children, receive care in
center-based facilities such as day care, preschool, and Head Start centers.
Among low-income families, almost 30% of preschool children are enrolled
in child care centers. Thus, child care centers serve a large number of
young children, providing an unparalleled opportunity for reaching low-
income families and providing health promotion and prevention services.

A recent study sponsored by the National Institute of Child Health
and Human Development (NICHD) provided one of the most extensive
examinations to date of early child care and developmental outcomes in
the first 5 years of life (NICHD Early Child Care Research Network, 2006;
Patterson, 1982). Based on their longitudinal assessments of children
from birth to 4.5 years, young children engaged in more child care hours
had more classroom behavior problems and more caregiver-child conflict
than children with fewer child care hours. However, positive parenting
behavior (defined by observed maternal sensitivity and responsiveness)
was an important moderator of these effects. Indeed, when positive par-
enting was added into the analytic model, it emerged as the strongest pre-
dictor of positive outcome among children in day care.

These results suggest that (a) the use of center-based child care in the
United States is extensive, (b) effective parent training programs delivered
in child care centers may moderate the negative effects of extensive child
care on the development of behavior problems, and (c) imbedding parent
training programs in child care centers has the potential for reaching a
large number of young children and their families who could benefit from
this powerful health promotion/prevention intervention. In addition, day
care centers provide a natural point of contact for families with young
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children who might not otherwise seek mental health services. Although
the Chicago Parent Program was not solely designed for use in child care
centers, this chapter describes the implementation of this program in day
care centers serving low-income families in Chicago.

THEORETICAL BACKGROUND

The development of the Chicago Parent Program was heavily influenced
by the work of Gerald Patterson, Carolyn Webster-Stratton, and our Par-
ent Advisory Council. Patterson (1982) proposed that parents and chil-
dren inadvertently behave in ways that promote conflictual parent-child
interactions. According to his coercive family process model, young chil-
dren use high rates of aversive behaviors to stimulate parent attention.
Parental attention to these aversive behaviors tends to reinforce the nega-
tive child behavior and increase the likelihood of reoccurrence. For exam-
ple, parents may give into the behavior (e.g., give the child what she
wants) or use negative tactics to coerce the child to stop the behavior (e.g.,
scolding, nagging, threatening, spanking). With both types of manage-
ment strategies, children’s aversive behaviors are reinforced by the par-
ent’s attention.

According to Patterson’s theory, children simultaneously reinforce
their parents’ use of coercive management strategies. For example, a
young child may momentarily stop the aversive behavior in response to a
threatened spanking. This reinforces the parent’s reliance on threats and
spankings. When the child resumes the aversive behavior to regain the
parent’s attention, the parent is most likely to threaten the child again
with possible escalation into acting on the threat. A “reinforcement trap”
ensues whereby the child’s negative behaviors escalate while the parent’s
management strategies become increasingly more punitive and coercive.

Consistent with the coercive family process model, the core objective of
the Chicago Parent Program is to teach parents principles of effective
child behavior management that avoid reinforcement traps and promote
positive parent-child interactions. For example, the guiding principle em-
phasized throughout the program is: If you want to see a behavior again, give
it your attention. If you do not want to see a behavior again, do not give it your at-
tention. Typically, parents do the exact opposite. That is, parents say very
little to their children when they comply with requests, share their toys,
or help their siblings. But they say a great deal to their children when
they are noncompliant, horde their toys, and fight with siblings.

It is important to note that the two primary antecedents to the rein-
forcement traps are (a) coercive interchanges initiated by children to gain
parental attention and (b) coercive interchanges initiated by parents to
gain child compliance. Therefore, the Chicago Parent Program includes
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training sessions addressing each antecedent. There are four sessions that
focus on using positive parent attention to reinforce desired child behav-
ior and four sessions on discipline strategies that encourage child cooper-
ation without nagging, scolding, or hitting.

Research suggests that stress can exacerbate parents’ reliance on coer-
cive discipline strategies (Eamon & Zuehl, 2001; Mistry, Vandewater, Hus-
ton, & McLloyd, 2002). Parents may learn new techniques for managing
their children’s misbehavior but high stress and faulty problem-solving
skills can diminish their ability to effectively and consistently use them.
Therefore, two sessions are also included on stress management and
problem-solving strategies.

Although the theoretical content of the Chicago Parent Program is con-
sistent with the groundbreaking work led by Patterson, the structure of
the program is largely modeled after the highly innovative work of Car-
olyn Webster-Stratton (Webster-Stratton & Hancock, 1998). This includes
the use of videotaped vignettes for stimulating group discussion among
parents, the use of a “collaborative process model” for engaging parents
in the intervention, and weekly practice assignments for applying at home
what they learned in the parent group.

Webster-Stratton pioneered the use of videotape modeling with group
discussion (Webster-Stratton, 1982). Videotape modeling capitalizes on
the strengths of live modeling approaches and direct therapist coaching
but at much lower cost. Parents watch and discuss brief vignettes of par-
ent and child models engaged in multiple situations typical of families
with young children. The vignettes are shown to parents by trained group
leaders who facilitate group discussion of the relevant aspects of the mod-
eled interactions and encourage parents’ ideas and problem solving. The
vignettes are used to stimulate group discussion rather than model “cor-
rect” ways of interacting with children. Group leaders help parents tailor
the ideas they learn during the parent group discussion to their parenting
goals and values. A manual standardizes the discussion questions and re-
minds group leaders of important points parents should glean from each
vignette. Parents also receive weekly handouts summarizing each session
and homework assignments designed to help parents practice what they
have learned (see Components of the Chicago Parent Program).

This intervention structure has been shown to be highly effective in
numerous parent training studies (Gross, Fogg, & Tucker, 1995; Gross
et al., 2003; Kumpfer & Alvarado, 2003; Webster-Stratton, 1990, 1998b).
However, parents’ efforts to use parenting programs can be derailed if the
modeled scenes do not resonate with their lives and the strategies pro-
moted in the program do not have social validity. This led us to conclude
that the most useful parent training program for low-income and ethnic
minority families will have to be developed in collaboration with parents
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from the target population. Thus, the third key influence in the develop-
ment of the Chicago Parent Program was the PAC. The PAC guided us in
the development of relevant topics, strategies, vignettes, group discussion
questions, and handouts. The following section will describe the role of
the PAC in the development of the Chicago Parent Program.

DEVELOPMENT OF THE CHICAGO
PARENT PROGRAM

In 2001, we were funded to develop and test a parent program that would
be culturally and contextually relevant for low-income ethnic minority
parents of young children. We convened a PAC of seven African Ameri-
can and five Latino parents from different Chicago communities. This
group advised us on the kinds of situations they found most challenging
as parents, the kinds of videotaped scenes they wanted to see that truly
resonated with their lives, and admonished us about advocating parent-
ing strategies they believed were steeped in White, middle-class think-
ing. Although the principles taught in the Chicago Parent Program are
empirically supported, the PAC was instrumental in helping us shape
and present these principles in ways that were culturally and contextu-
ally relevant.

The situations our PAC thought were most challenging for parents in-
cluded children having tantrums, children misbehaving in public, parents
trying to get children dressed and ready for school and themselves to
work on time in the morning, parents coming home after work at the end
of the day and getting dinner ready when children are demanding of
their time and attention, sibling rivalry, and getting children to bed at
night. These situations were the daily, stressful scenes of their lives dur-
ing which their children were most likely to misbehave and they were
most likely to feel inadequate as parents.

The PAC explained their skepticism about common, empirically-
supported strategies such as time-outs and parent-child play. Next, we dis-
cuss some examples of concepts and strategies the PAC discussed with us
and how their ideas were incorporated into the Chicago Parent Program.

CHILD-CENTERED TIME

In the 1960s, Connie Hanff (1969) described child-directed play as an in-
novative technique for promoting positive parent-child interaction. The
principle behind child-directed play is that these interactions build posi-
tive relationships between parents and children by teaching parents how
to “follow the child’s lead.” When “following the child’s lead,” parents
might describe aloud what the child is doing, imitate the child’s behavior,
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or praise the child’s efforts. Child-directed play is intended to create a fun
experience at the child’s level of interest that promotes exploration, learn-
ing, and self-esteem and reduces parents’ control over the interaction. It is
a popular strategy built into many parent training programs including the
Incredible Years and Parent-Child Interaction Therapy (Eyberg & Boggs,
1989; Uzgiris & Raeff, 1995; Webster-Stratton & Hancock, 1998).

However, the parents in our advisory group said that they did not sup-
port the idea that parents should play with children. Rather, they be-
lieved that children should play with children. As a result, the important
principle of “following the child’s lead” for building positive parent-child
rapport would be lost if it focused solely on parent-child play. Instead, we
developed the concept of “child-centered time” in which parents followed
their child’s lead but in a variety of situations parents might normally
find themselves with their children. For example, one vignette shows a fa-
ther following his 3-year-old daughter’s lead while making chocolate
milk. Another scene shows a mother following her children’s lead while
making pancakes.

SPANKING VERSUS TIME-OuUT

The PAC was very vocal about their beliefs about spanking and time-outs.
These parents reported that most families they know spank their chil-
dren and their children have not become aggressive or delinquent. They
told us that if you communicate to parents in a parent training program
that spanking is not acceptable, you will lose the parents’ interest. More-
over, the parents will still spank their children but not disclose it. The
PAC viewed time-outs as ineffective and a prime example of why they
think White children are “spoiled” and “ill-mannered.”

These views are not unique to our PAC. Research has shown that low-
income and ethnic minority parents tend to view time-outs as less accept-
able and spanking as a more acceptable form of discipline than do
middle-income and European-American parents (Corral-Verdugo, Frias-
Armenta, Romero, & Munoz, 1995; Heffer & Kelley, 1987). Moreover, the
PAC’s views about spanking have received some support in the research
literature. Although some studies show positive correlations between
physical discipline and child behavior problems (Strassberg, Dodge, &
Pettit, 1994; Strauss, Sugarman, & Giles-Sims, 1997), other research sug-
gests nonabusive physical discipline has no association with child behav-
ior problems among African American children (Deater-Deckard, Dodge,
Bates, & Pettit, 1996; Gunnoe & Mariner, 1997), particularly when mater-
nal emotional support is high (McLloyd & Smith, 2002).

Nonetheless, there are many studies demonstrating the effectiveness of
time-out procedures for reducing negative child behavior (Fabiano et al.,
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2004; Jones, Sloane, & Roberts, 1992; Walle, Hobbs, & Caldwell, 1984). We
asked the advisory council what they disliked about time-out and why
they thought it was an ineffective discipline strategy. According to the
PAC, time-outs were ineffective for three reasons: (1) they believed chil-
dren did not care about being sent to a corner or a chair for a few minutes;
(2) giving a time-out was seen as being too lenient and failing to commu-
nicate to the child the seriousness of the infraction; (3) Finally, time-outs
were viewed as ineffective because they could not be used in public which
is where many children misbehave.

These concerns led to the inclusion of two vignettes in which an
African American mother gives her 5-year-old son a time-out in a laun-
dromat. Of particular note is the obvious look of sadness and disappoint-
ment on this child’s face as he is sent to a different part of the laundromat
(but within the mother’s view) to take a 5-minute time-out. It is followed
by a second vignette showing his delight at being brought back into the
playful interaction his mother is having with his younger brother when
the time-out is over.

Since every parent in the advisory council had been spanked as a child,
we asked the group the following question: “When you were spanked as
a child, how did you know that you were still loved?” This question led to
a frank and emotional discussion about how they had been disciplined as
children, what was painful and should never have been allowed to hap-
pen, and what was effective and why. The outcome was the development
of a list of Eight Keys to Effective Discipline now incorporated into the
program. These eight keys to effective discipline are:

1. Discipline is tied to a specific behavior: Children need to know the spe-
cific thing they did wrong and what needs to change.

2. The punishment should fit the crime: Harsh punishments make chil-
dren angry and hopeless and make behavior worse.

3. Discipline is predictable: The discipline should happen whenever the
misbehavior happens, not just when parents have had a bad day.

4. Discipline is controlled: Parents should never lose control over what
they are saying or doing.

5. Discipline without rage: Parents should never lose control over what
they are feeling.

6. Discipline without humiliation: Even when children are being disci-
plined, parents should always respect a child’s dignity.

7. Discipline with a positive ending: When it’s over, it’s over. Children
need to be allowed to reconnect with the parent in a positive and
loving way.

8. Children should know they are loved even though the misbehavior is not:
Children need to know that, no matter what, they are loved.
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ROUTINES AND TRADITIONS

In our prior research, we worked with several day care centers located in
housing projects managed by the Chicago Housing Authority. One day
care teacher explained to us that over the 35 years she had been working
with children, one of the biggest changes she had witnessed was the loss
of routines and traditions in the children’s lives. Many children in her
classroom had no experience with eating together as a family. In addi-
tion, some came to day care exhausted because there was no set bedtime
or bedtime routine at home. Bedtime occurred haphazardly, often based
on when the parent was tired. As a result, she believed that many of the
children’s behavior problems could be traced to sleep deprivation.

We brought this information to the PAC. They agreed that many of the
families they knew had few routines or traditions in their lives. Routines
seem to require too much energy and traditions were being lost; life was
too stressful and schedules were too unpredictable. Yet, research has
shown that routines and traditions in children’s lives tend to decrease
stress and increase predictability, and are associated with more positive
outcomes in young children (Fiese, 2002; Kliewer & King, 1998; Kubicek,
2002). The advisory council agreed that routines and traditions were very
important in family life and each could recall a routine or tradition that
had been important to them while growing up. We discussed what made
those experiences meaningful to them and incorporated those ideas into
a session on family routines and traditions.

RECREATING REAL LIFE ON VIDEOTAPE

Once we had the information we needed from the PAC on the content of
the program, we hired a local production company to help us cast and
film 13 Chicago families in their homes, the grocery store, and a laundro-
mat. Of these families, 46% were African American, 23% were Latino, and
31% were non-Latino White. The on-screen narrator is a Latina. All of the
families had at least one preschool child and all had at least two children
ranging in age from 6 months to 12 years.

We edited over 50 hours of film to obtain 157 vignettes of parents and
children engaged in a range of situations the PAC advised us to record.
These include mealtimes, bedtimes, children misbehaving in public, chil-
dren misbehaving at home, parents disciplining their children, parents
under stress, getting children ready in the morning for day care, home-
work rituals, children being uncooperative in the grocery store, parents
dealing with bored children in a laundromat, sibling rivalry, family dis-
agreements about child rearing, and parents working with teachers to ad-
dress behavior problems in the classroom. There are also many scenes of
cooperative children and families having fun together.



14 PREVENTION

There are four problem-solving scenarios used to help parents de-
velop effective problem-solving skills toward the end of the program se-
ries. The first situation includes a married couple arguing about money
in front of the children. As the discussion progresses, the children’s play
becomes louder and more frantic. This scene is used to help parents un-
derstand the effect of parental arguments on children’s behavior and
the importance of finding appropriate times for these problem-solving
discussions.

The second scenario is of a mother and nonresident father problem
solving their conflicts related to visitation schedules. The couple initially
gets off to a rocky start but then begin working on a plan for communicat-
ing more clearly about child visits.

The third problem-solving scenario is of a mother and day care teacher
discussing their disagreement on how the child’s misbehavior is managed
in the classroom. In this situation, the mother’s 4-year-old child is not
tired after lunch when all of the children are expected to lie down for a
two-hour nap. As a result, the girl becomes disruptive to the other chil-
dren around her and the teacher ultimately places her on a time-out. The
mother believes that the teacher’s expectation that her daughter should
lie quietly for two hours is unrealistic and that she should not be pun-
ished. The teacher believes the expectation is appropriate and, based on
years of teaching experience, believes the child is capable of better behav-
ior. This problem-solving situation stimulates a great deal of conversation
about how to work with teachers when parents disagree with their class-
room rules.

The fourth problem-solving situation includes a grandmother and her
daughter, a teen mother, discussing their disagreements on how the teen
mother harshly disciplines the 4-year-old grandchild. The grandmother
and mother each describe the problems as they see them. As the situation
evolves, the problems are clarified and together they create a plan for how
the grandmother will support the mother’s efforts to assume a more ma-
ternal role and how the mother will use more positive strategies to disci-
pline her 4-year-old. This situation is highly relevant for many of the
families who live in multigenerational homes.

To ensure that the selected scenes would generate discussion in
parents groups, the PAC rated each vignette along two dimensions:
(a) usefulness (i.e., would teach parents something important and/or
stimulate discussion among parents in a group) and (b) relevance (i.e.,
shows a situation to which people they knew would be able to relate).
All scenes were ranked by PAC members on a scale of 1 (not useful or
not relevant) to 5 (very useful or very relevant). Only scenes receiving
mean scores of 4 (useful or relevant) or greater were selected for inclu-
sion in the program.
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COMPONENTS OF THE CHICAGO
PARENT PROGRAM

In addition to the vignettes, a group leader manual standardizes the
group sessions. The manual includes transcriptions of all narration and
dialogue in the vignettes, group leader discussion questions, and notes to
the group leader highlighting select aspects of scenes and suggestions on
how to respond to some of the most common concerns parents may raise
during the discussion of the scene. Handouts summarizing the important
points from each session are included as well as weekly practice assign-
ments for parents to try at home.

Two-hour parent group sessions are conducted once a week over 11
consecutive weeks at the child’s day care center on week day evenings.
Free child care and food are provided at all sessions to reduce barriers to
attendance. At the eleventh session, parents and group leaders schedule a
booster session to be held about 2 months later. The purpose of the
booster session is to discuss challenges parents have faced using the pro-
gram without the ongoing support of the parent group. A topical outline
of the 12 sessions is presented in Table 1.1.

Although the vignettes become the focal point for each group session,
the key ingredient to effective delivery of the Chicago Parent Program is
the group leader. This is the person who expertly facilitates the discus-
sion, encourages an open exchange of ideas among the parents, and is

Table 1.1
Topical Outline of the Chicago Parent Program

Program Topic Session/Week

Unit 1: The Value of Your Attention

Part 1: Child-centered time

Part 2: Family routines and traditions

Part 3: Praise and encouragement

Part 4: Using rewards for challenging behaviors

AN =

Unit 2: Using Your Authority Wisely

Part 1: Say what you mean and mean what you say
Part 2: Threats and consequences

Part 3: Ignore and distract

Part 4: Using time-outs

@ N O O,

Unit 3: Managing Your Stress
Part 1: Reducing your stress 9
Part 2: Problem-solving 10

Unit 4: Sticking with the Program
Part 1: Putting it all together 11
Part 2: Booster session (2 months after week 11)
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most knowledgeable about the program principles. Group leaders also
support the parents as the experts about their children and partner with
them in helping parents tailor the program principles to their individual
needs, values, and childrearing goals. According to Webster-Stratton
(1998a), this “collaborative process model” is essential for strengthening
parents’ knowledge and self-efficacy. It has been our experience that this
kind of collaboration between group leaders and parents is critical for
participant engagement and program effectiveness. However, collabora-
tive group facilitation is a high level skill. Extensive group leader training
and supervision is needed to ensure that group leaders fully understand
and “buy into” the program principles, are competent but empathic facil-
itators of group discussion, and fully engage in a collaborative relation-
ship with parents. To assess whether group leaders are helping parents
meet their goals, parents complete weekly satisfaction surveys rating the
helpfulness of the group discussion and the group leaders’ facilitation so
adjustments can be made accordingly.

EVALUATING THE EFFICACY OF THE CHICAGO
PARENT PROGRAM

We have been evaluating the effectiveness of the Chicago Parent Program
with parents of toddlers and preschoolers in seven Chicago day care centers
serving low-income families. These centers were matched on size, racial/
ethnic composition, median income, and percent single-family households
and randomly assigned to an intervention or waiting-list control condition.
We recruited 292 families between 2002 and 2004 when the target child was
between 2 and 4 years of age. From baseline to postintervention, complete
data is available on 253 (86.6%) families. Parents with complete data at
postintervention were more likely to be younger than those who did not
complete the postintervention assessments [M parent age =29.13 years
(SD=7.6) for completers and 32.13 years (SD =7.4) for noncompleters,
£(290) = 2.14, p < .05]. There were no other differences related to parent or
child demographic background or child behavior problems. This chapter
presents data from the sample of 253 parents and their children.

Inclusion criteria were (a) being a parent or legal guardian of a 2- to 4-
year-old child enrolled in the participating day care center and (b) ability to
speak English. One hundred and thirty-five families participated in the in-
tervention condition and 118 families participated in the waiting-list control
condition. Most of the participating parents (88.9%; n = 225) were mothers.
Approximately 92% (n=232) of the parents were African American or
Latino. Mean parent age was 30.3 years (SD =7.77) and mean child age was
29 vyears (SD=.74). Seventy-four percent of the children were
living in single-parent households. Approximately 21% of parents were
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immigrants, primarily from Mexico. All families were considered low-
income based on state eligibility criteria for receiving subsidized child care.

There were two significant demographic differences between parents
and children by experimental condition. There were more Latino parents,
x> (3, n=253) =114, p <.01 and girls, x> (1, n =253) =5.5, p < .05 in the in-
tervention than in the waiting-list control condition. The demographic
characteristics of the sample by experimental condition are displayed in
Table 1.2. For a fuller description of the sample and participation rates,
see Garvey, Julion, Fogg, Kratovil, and Gross (2006).

Table 1.2
Demographic Characteristics of the Sample by Experimental Condition
Intervention Waiting-List
Group Control Group
(n=135) (n=118)
Variable n (%) n (%)
Parent Race/Ethnicity?
African American 70 51.9 79 66.9
Latino 50 37.0 33 28.0
Non-Latino White 11 8.1 1 0.8
Other 4 3.0 5 2.0
Employment Status
Full time 71 52.6 79 66.9
Part time 23 17.0 16 13.6
In school 13 9.6 7 5.9
Work and school 13 9.6 5 4.2
Unable to work 2 1.5 1 0.8
Looking for work 8 5.9 10 8.5
Other 5 3.7 0 0
Marital Status
Married 33 24.4 34 28.8
Single 82 60.7 74 62.7
Partnered 15 11.1 8 6.8
Other 5 3.7 2 1.7
Parent Immigrant Status
Parent U.S. Immigrant 24 17.8 28 23.7
Child Sex®
Male 66 48.9 75 63.9
Female 69 51.1 54 48.9
Note: n=253.

2The intervention group included more Latino and non-Latino White parents while
the waiting-list control group included more African American parents, x2 (3, n=
253)=11.4, p< .01.

®There were more boys in the waiting-list control group than in the intervention
group, x2 (1, n=253) = 5.5, p < .05.
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To examine the effects of the Chicago Parent Program on children’s be-
havior in the day care classroom, teachers completed the Caregiver-
Teacher Rating Form (C-TRF) for ages 1.5 to 5 (Achenbach & Rescorla,
2000). The C-TRF is a checklist completed by the child’s day care teacher
rating the extent to which 99 behaviors listed on the form are not true
(rating of 0), somewhat or sometimes true (rating of 1), or very true or
often true (rating of 2) of the child’s behavior in the classroom. The C-TRF
measures two broad dimensions of child behavior: internalizing and ex-
ternalizing problems. The Internalizing scale includes 32 items indicative
of anxiety, depression, and withdrawal. The Externalizing scale includes
34 items representing symptoms of inattention and aggression.

The C-TRF was normed on a sample of 1,192 preschool children (56%
European American, 44% ethnic minority). Achenbach and Rescorla
(2000) report that 8-day test-retest reliability scores for the C-TRF were
.88. For the current sample, alpha reliability scores for the Internalizing
and Externalizing scales were .88 and .94, respectively. Interrater reliabil-
ities were .80 for the Internalizing scale and .83 for the Externalizing
scale (Gross, Fogg, Garvey, & Julion, 2004). The validity of the C-TRF has
been supported by its ability to discriminate referred from nonreferred
children (Achenbach & Rescorla, 2000).

The C-TRF uses raw scores and T scores demarcating borderline (93rd
to 97th percentile) and clinical (greater than 97th percentile) ranges. In
the current study, T scores at or above the 93rd percentile were used to
identify children with significant behavior problems and to examine the
effectiveness of the Chicago Parent Program for reducing behavior prob-
lems in the day care classroom. Teachers were asked to complete the
C-TRF on the target child at baseline and at postintervention (3 to 4
months later).

Intervention parents completed an end-of-program satisfaction survey
at the eleventh parent group session. This survey asked parents to rate
the extent to which the program was helpful and useful to them, how dif-
ficult it was to attend the program and to complete weekly assignments,
and their overall satisfaction with the program.

To examine the efficacy of the Chicago Parent Program for reducing be-
havior problems among 2- to 4-year-old children in day care, we exam-
ined the number of children with scores in the borderline and clinical
ranges at baseline and how many of those children had scores in the nor-
mal range at postintervention. At baseline, 9.1% (1 = 23) of the children
had C-TRF scores in the borderline/clinical range on the Externalizing or
the Internalizing scale and 2% (n =5) had baseline C-TRF scores in the
borderline/clinical range on both scales. Thirteen of the children with
high C-TRF scores were in the intervention group and 15 were in the
waiting-list control group.
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At postintervention, most children’s behavior improved. Only 5.1%
(n =13) of the children with high baseline C-TRF scores continued to have
scores in the borderline/clinical range 3 to 4 months later. However, there
was a significant difference in C-TRF improvement rates by experimental
condition, ¥* (1, n =23) =3.49, p < .05. As shown in Table 1.3, 50% of the
intervention group children with baseline externalizing scores in the bor-
derline/clinical range had scores in the normal range at postintervention
compared to 37.5% of the waiting-list control group children. For the In-
ternalizing scale, 85.7% of the intervention children with baseline inter-
nalizing behavior problem scores in the borderline/clinical range had
postintervention scores in the normal range whereas only 28.5% of the
waiting-list control group children’s internalizing scores improved. There
were no differences in improvement rates on the C-TRF by parent
race/ethnicity or child gender.

Parents rated the program highly on the end-of-program satisfaction
surveys. Ninety-six % reported that the concerns they had about their
child’s behavior were better (44%) or much better (52%) than when they
started the program. Interestingly, 62% of parents thought the program
helped them with concerns not directly related to their child such as with
family members or coworkers. At the end of the program, 72% of parents
rated themselves as “very confident” about talking with their child’s day
care teacher about their child’s behavior. Overall, 88% of the parents said
they would “highly recommend” and 12% said they would “recommend”
the program to another parent.

However, some parents found it difficult to attend the program (39%)
and to complete the weekly homework assignments (37%). Nonetheless,
87% of parents rated the homework assignments as “very helpful.” There
were no differences in parent satisfaction ratings by race/ethnicity

Table 1.3
Improvement Rates from Baseline to Postintervention among
Children with Classroom Behavior Problem Scores in the
Borderline/Clinical Range by C-TRF Scale and Condition

Intervention Group Waiting-List Control Group
(n=135) (n=118)
Post- Post-
Baseline intervention Improved Baseline intervention Improved
Scale n n (%) n n (%)
Externalizing 62 3° 50.0 82 5P 37.5
Internalizing 78 10 85.7 78 5P 28.5

aNumber of children with T scores in the borderline/clinical range on the Caregiver-Teacher Report
Form at baseline.

®Number of children with T scores in the borderline/clinical range at baseline and postintervention.
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although many Latino parents requested that the program be made avail-
able in Spanish.

CONCLUSION

The findings suggest that the Chicago Parent Program is effective and rel-
evant for low-income and ethnic minority families with preschool chil-
dren. Specifically, children of intervention parents showed significantly
greater improvement in teacher ratings of their classroom behavior. It is
noteworthy that although improvements were found on scores for the Ex-
ternalizing as well as the Internalizing scales, greater improvements
were evident for children’s internalizing problems. This suggests that the
parent training intervention may have had the greatest impact by reduc-
ing young children’s anxiety.

Parents also rated the program highly. This is one of the few, empirically-
tested parenting programs created in collaboration with parents. Moreover,
it was specifically designed to address many of the concerns relevant for
low-income and ethnic minority families. Child rearing occurs in context
and the advisory council was adamant that the context they needed to see
had to include the stressful elements they felt on a daily basis. Per their rec-
ommendations, all of the scenes captured real families interacting in their
homes or in public places in real-life situations. Most scenes include multi-
ple children. All were rated as useful and relevant by the PAC before being
included in the intervention program.

Intervention parents found the Chicago Parent program helpful not
only for addressing concerns they had with their children but also with
concerns unrelated to their children. There is a significant therapeutic ef-
fect of simply being with other parents and learning that they share many
of the same concerns. Since all of the parents in this study had low in-
comes and most were single, working parents, many functioned in isola-
tion from other parents going through the same experiences they were
having.

However, some parents found it difficult to get to the parent groups.
One of the disadvantages of delivering parenting interventions in a group
format is that participation rates are often low (Garvey et al., 2006; Hein-
richs, Bertram, Kuschel, & Hahlweg, 2005; Perrino, Coatsworth, Briones,
Pantin, & Szapocznik, 2001). Therefore, future research might evaluate al-
ternative methods for providing parent training and compare their effec-
tiveness against group-based parent training. Examples might include
delivering the program during home visits, as a self-administered inter-
vention, or making it available on television.

Research is continuing to examine the effectiveness of the Chicago Par-
ent Program on parent and child behavior up to a year postintervention.
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In addition, plans are underway to translate the program into Spanish so it
will be available to more immigrant parents. The growth rate of the Latino
population in the United States exceeds that of any other ethnic minority
group and the overall growth rate for the United States. By the year 2020,
an estimated one in five children living in the United States will be Latino
(Zambrana & Logie, 2000). Thus, empirically-supported parenting pro-
grams for ethnic minority parents of young children are greatly needed.
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CHAPTER 2

New Beginnings:

An Empirically-Based
Program to Help Divorced
Mothers Promote Resilience
in Their Children

SHARLENE WOLCHIK, IRWIN SANDLER,
LILLIE WEISS, and EMILY WINSLOW

PARENTAL DIVORCE is one of the most prevalent stressors experienced by
children. Over 1.5 million youth experience parental divorce each year in
the United States (National Center for Health Statistics, 1995). Currently,
10 million children (14% of the population) live in divorced or separated
households (U.S. Census Bureau, 2005), and it is estimated that 34% of
children in the United States will experience parental divorce before
reaching age 16 (Bumpass & Lu, 2000).

It is well documented that parental divorce can have serious negative
effects on child and adolescent functioning. Meta-analyses of 92 studies
published through the 1980s (Amato & Keith, 1991) and 67 studies in the
1990s (Amato, 2001) showed that youth in divorced families have more
conduct, internalizing, social, and academic problems than those in non-
divorced families. These differences occurred across age and gender and
were slightly larger for more recent studies. Although less well studied,
divorce has also been shown to relate to children’s physical health prob-
lems (see Troxel & Matthews, 2004). Adolescents in divorced families are
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more likely than those in nondivorced families to report elevated levels of
drug and alcohol use (e.g., Furstenberg & Teitler, 1994; Hoffmann & John-
son, 1998) and are two to three times more likely than their counterparts
in nondivorced families to experience clinically significant levels of men-
tal health problems, receive mental health services (e.g., Hetherington
et al., 1992), drop out of school (McLanahan, 1999), leave home early, co-
habitate, and experience premarital childbearing (Goldscheider & Gold-
scheider, 1998; Hetherington, 1999). Illustratively, Hetherington and
coworkers (1992) reported that 35% of adolescent girls and 20% of the
boys whose parents divorced in childhood scored in the clinical range on
mental health problems versus 4% of girls and 4% of boys in nondivorced
families. McLanahan’s (1999) analysis of 10 national probability samples
revealed school dropout rates of 31% and teen birth rates of 33% for ado-
lescents in divorced families versus 13% and 11%, respectively, for adoles-
cents in nondivorced families.

A large body of research has also shown that exposure to parental di-
vorce in childhood increases risk for an array of problems in adulthood.
Multiple prospective studies with epidemiologic samples have shown
that parental divorce is associated with substantial increases in clinical
levels of mental health problems, substance abuse, mental health services
use, and psychiatric hospitalization in adulthood (Chase-Lansdale, Cher-
lin, & Kiernan, 1995; Kessler, Davis, & Kendler, 1997; Maekikyroe et al.,
1998; Rodgers, Power, & Hope, 1997; Zill, Morrison, & Coiro, 1993). Al-
though the effect sizes in studies comparing the functioning of youth and
adults who grew up in divorced homes with those from two-parent fami-
lies are generally modest, the high prevalence of divorce means that its
impact on population rates of problem outcomes is substantial (Scott,
Mason, & Chapman, 1999). Thus, facilitating children’s postdivorce ad-
justment is an important focus for preventive mental health programs
that has substantial public health implications.

In this chapter, we describe New Beginnings, an empirically validated
program for children from divorced families that uses custodial mothers
as change agents. The program of research in which this theory-driven,
research-based program was developed and evaluated has been funded
by the National Institute of Mental Health. Our description of the pro-
gram primarily focuses on the “nuts-and-bolts” of the program, although
we also briefly discuss the research that guided the design of the program
and the evaluations of its short-term and long-term effects. First, we
briefly describe the theoretical framework and research findings on
which the program was based. Next, we provide a general overview of the
program, followed by a description of each session. Then, we discuss the
results of two randomized experimental field trials of the program, one of
which included a 6-year follow-up assessment. A case illustration is then
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presented. We end the chapter with a discussion of some general guide-
lines for group leaders.

THEORY BEHIND THE NEW
BEGINNINGS PROGRAM

Making the link between research findings and an intervention program
is a complex task. The development of New Beginnings involved four
steps: (1) Examining the literature for theory and empirical research on
factors associated with the development of adjustment problems in chil-
dren from divorced families; (2) conducting generative studies to provide
further insight into the processes that may lead to adjustment problems;
(3) developing intervention strategies designed to affect the critical
processes identified in the research; and (4) evaluating the intervention
using a randomized field trial.

The conceptual model underlying our research on the prevention of
postdivorce problems combines elements from a person-environment
transactional framework and a risk and protective factor model. Person-
environment transactional models posit dynamic person-environment
processes underlying individual development across time. Changes in the
social environment (e.g., parenting) affect the development of problems and
competencies in an individual, which in turn influence the social environ-
ment and development of competencies and problems at later developmental
stages (e.g., Cicchetti & Schneider-Rosen, 1986; Sameroff, 1975, 2000). De-
rived from epidemiology (Institute of Medicine, 1994), the risk and protec-
tive factor model posits that the likelihood of mental health problems is
affected by exposure to risk factors and the availability of protective re-
sources. Although not available at the time the New Beginnings Program
was developed, Cummings, Davies, and Campbell’s (2000) “cascading path-
way model” integrates these two models into a developmental framework
that we have employed in our research on the long-term effects of the New
Beginnings Program. From this perspective, stressful events such as divorce
can lead to an unfolding of failures to resolve developmental tasks and in-
crease susceptibility to mental health problems and impairment in develop-
mental competencies. In this framework, parenting is viewed as playing a
central role in facilitating children’s successful adaptation following divorce,
and the skills and resources developed in successful resolution of early post-
divorce developmental tasks are important tools for coping with future chal-
lenges. Dynamic interactions between the child’s successful adaptation,
skills, and resources are hypothesized to lead to a positive cascade of adap-
tive functioning in multiple domains of functioning over time.

The New Beginnings Program, which was designed to reduce mental
health problems and promote competencies following divorce by reducing
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children’s exposure to risk factors and increasing their protective re-
sources, was developed using a “small theory” approach (Lipsey, 1990).
Our use of the term small theory is based on two features. First, the practi-
cal public health objective of reducing problems is the central goal. Thus,
program developers are primarily concerned with maximizing impact on
outcomes by identifying multiple factors to target for change by the pro-
grams (Rothman, 1980) and so evaluation focuses on assessing program
effects on outcomes and the mediators of these effects (West & Aiken,
1997). Second, small theory specifies a model of precursors of problem be-
haviors based on previous theory and empirical (usually correlational) ev-
idence (West & Aiken, 1997). To maximize the chances of impacting
significant public health outcomes, multiple factors are targeted based on
evidence that they are related to outcomes and are modifiable. These fac-
tors are called putative mediators because changing them is predicted to
lead to the reduction or prevention of behavior problems and promotion of
competencies.

There are important advantages of using a small theory approach to
program design. First, identification of potentially modifiable mediators
allows for efficient program design by targeting processes that are most
likely to impact desired outcomes. Second, empirical evidence of processes
that mediate program effects can be used to identify the “core compo-
nents” to be preserved in adaptations for other cultural groups and dis-
seminated versions (West & Aiken, 1997). Finally, evidence that
experimentally induced change in putative mediators accounts for pro-
gram effects on outcomes provides stronger support for causal effects of
these variables than that from passive correlational studies (Patterson &
Fisher, 2002; Sandler, Wolchik, MacKinnon, Ayers, & Roosa, 1997).

The small theory articulates both a psychosocial theory (links between
the putative mediators and outcomes based on theories of problem devel-
opment and psychosocial research) and a program theory (links between
the putative mediators and change strategies based on theories of behav-
ior change and intervention research; West & Aiken, 1997). The psychoso-
cial theory of the New Beginnings Program was based on the transitional
events perspective (Felner, Farber, & Primavera, 1983; Felner, Terre, &
Rowlinson, 1988; Hetherington, 1979; Kurdek, 1981) and empirical work
on the modifiable correlates of children’s postdivorce adjustment prob-
lems. From this perspective, divorce is viewed as a process in which mul-
tiple stressors occur in children’s social and physical environments, and
the adjustment problems of children are viewed as a consequence of both
the stressful environmental events that may occur during this transition
in family structure and the interpersonal and intrapersonal protective re-
sources available to the child (e.g., Felner et al., 1983; Kurdek, 1981; San-
dler, Wolchik, & Braver, 1988).
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This framework was used to organize the results of research that
showed consistent empirical support for significant associations between
children’s adjustment after divorce and the following environmental
and interpersonal factors: (a) the quality of the child’s relationship with
the custodial parent (e.g., Fogas, Wolchik, & Braver, 1987; Guidubaldi,
Cleminshaw, Perry, Nastasi, & Lighel, 1986; Stolberg & Bush, 1985); (b) dis-
cipline strategies (e.g., Baldwin & Skinner, 1989; Fogas et al., 1987; Santrock
& Warshak, 1979); (c) amount of contact between the child and the noncus-
todial parent (e.g., Guidubaldi et al., 1986; Hetherington, Cox, & Cox, 1981;
Warren et al., 1984); and (d) interparental conflict (e.g., Guiduabaldi et al.,
1986; Hetherington, Cox, & Cox, 1978; Long, Forehand, Fauber, & Brody,
1987; Sandler et al., 1988; Stolberg & Anker, 1984). A parent-based inter-
vention was designed to affect these putative mediators, with changes in
these mediating variables, in turn, being expected to lead to positive
changes in children’s psychological adjustment.

The specific intervention procedures used to modify each of these con-
structs are shown in Table 2.1. Whenever possible, techniques were used
that previously have been shown to be effective in changing these
processes. For example, in selecting techniques to enhance the quality of
the mother-child relationship, we relied heavily on Forehand’s and Patter-
son’s work with families (Forehand & McMahon, 1981; Patterson, 1975).
The specific change techniques included: positive family activities (Fam-
ily Fun Time), one-on-one time, monitoring and reinforcing children’s

Table 2.1
Theory of the Intervention

Putative Mediators Intervention Techniques

Quality of mother-child  Family fun time

relationship One-on-one time
Catch ’em being good
Listening skills

Effective discipline Setting clear and realistic expectations
Monitoring misbehaviors
Selecting appropriate consequences
Using consequences consistently
Increasing consistency

Father-child relationship  Education about importance of child’s relation-
ship with father
Reduction of obstacles to visitation

Interparental conflict Anger management skills
Listening skills
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positive behaviors, and listening skills. Discipline was enhanced by self-
monitoring discipline strategies and using fair and consistent conse-
quences to change the frequency of two specific behaviors. Anger
management training (Novaco, 1975) was used to decrease interparental
conflict. Contact with the noncustodial father was addressed by discus-
sion of the impact of this relationship on children’s well-being and by
identification and removal of obstacles to visitation, such as inflexible vis-
itation arrangements and fighting during visitation exchanges.

The orientation of the program is cognitive-behavioral, with a strong
emphasis on skills acquisition or enhancement. It consists of ten 1.75-
hour, weekly group sessions and two 1-hour individual sessions. Each
group is led by two masters’ level counselors and is composed of 8 to 10
custodial or primary residential mothers.

The skills in the program build on each other. The first half of the pro-
gram teaches skills to enhance the quality of the mother-child relation-
ship and to reverse the negative cycle of interaction between mothers and
children that frequently accompanies divorce. Improving mother-child
communication early in the program helps reduce children’s misbehav-
iors so there is less need to address those in later sessions. It prevents lit-
tle problems from turning into big ones and eliminates many problem
behaviors altogether. As mothers spend more time doing fun activities
with and listening to their children, they avoid many current and poten-
tial discipline issues later on. As shown in Table 2.2, in session 1 and 2, we
teach three relationship building skills (family fun time, one-on-one time,
and catch ‘em being good) that mothers implement each week of the pro-
gram and indefinitely following the program. This is followed by the Lis-
tening module in sessions 3, 4, and 5. Session 6 focuses on shielding
children from interparental conflict. This session is followed by the Disci-
pline module in sessions 7, 8, and 9. The last session includes a review of
program skills, discussion of ways to keep using program skills and a clo-
sure activity.

The group sessions are both didactic and experiential. The didactic
material is presented in a conversational, interactive learning style, al-
lowing time for participation. Much of the skill acquisition is experien-
tial, with active learning exercises (e.g., role-play) aimed at learning the
skills accurately and applying them outside the group session. An old
proverb states: “Tell me and I may forget. Show me and I may remember.
Involve me and I will learn.” As much as possible, we use active learning
principles to maximize involvement, which promotes effective learning.
We also show via videotapes, demonstrations, and modeling rather than
tell. We tell or lecture as little as possible, and even in the didactic compo-
nents, we often ask questions and use participants’ responses to make
key teaching points.



New Beginnings 31

Table 2.2
Central Topics Covered in Each Session
Session
Number Overview
1 Introductions, making sense of children’s problems after divorce, and
family fun time
2 Changing negative cycles into positive ones, one-on-one time, and
catch ’em being good
3 Why learning to listen is important, and Listening step one: Getting
children to talk
Individual
Session  Troubleshooting use of program activities
4 Listening step two: Taking time to think before responding
5 Listening step three: Responding effectively
6 Shielding kids from interparental conflict
Individual
Session  Removing obstacles to the father-child relationship
7 Effective discipline step one: Setting clear and realistic expectations
8 Effective discipline step two: Developing a change plan
9 Effective discipline step three: Seeing how the change plan is working
and making revisions if needed
10 What mothers have accomplished and how to keep the changes going

The format for each session is essentially the same. Except for session 1
that starts out in a large group, the sessions begin with splitting into two
subgroups for home-practice review with one of the co-leaders. The two
subgroups then join and meet as a large group for the bulk of the session,
where new material is introduced and skills are practiced in dyads or
small groups. At the beginning of every session for home-practice review,
mothers meet with the same subgroup of mothers and their assigned
group leader. However, for skills practice, group leaders chose different
groups at each session. The composition of these groups is usually
planned before each session and strategized by group leaders to maxi-

mize effective learning of skills (e.g., subgroups are formed based on ages
of children).

SESSION 1. INTRODUCTIONS, MAKING SENSE OF CHILDREN’S PROBLEMS
AFTER D1vorcE, AND FamiLy FuN TiME

The purpose of session 1 is to provide an overview of the program and to
help parents understand how the skills being taught in the program
address the issues that children and mothers face following divorce. In
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addition, the first program skill, family fun time, is taught and mothers
rehearse how they will implement it with their family in the coming
week. Other goals include building rapport, trust, and group cohesion; es-
tablishing group leader credibility; and motivating mothers to attend
sessions on time and to do home-practice every week.

This is probably the most important session because it sets the tone for
future sessions. This is where group norms begin to be established (e.g.,
punctuality, attendance, commitment to following through with the pro-
gram and completing home-practice assignments). Leaders stress the im-
portance of attending every session and completing all home-practice
assignments. By being role models themselves (e.g., being prepared, fol-
lowing through on assignments, and “going the extra mile”), leaders can
set good group norms. Because there is a great deal of material to cover,
leaders try to limit off-task discussion and adhere to the time schedule as
much as possible. The group leaders establish norms for adhering to the
schedule by starting sessions exactly on time and letting group members
know that sometimes they will need to end a discussion and move on to
the next part of the session to cover all the material.

In this and subsequent sessions, leaders build group cohesion and give
hope along with providing information. We want mothers to recognize that
they can change their children’s behavior problems by using program
skills. We use every opportunity to link changes in children’s behavior to
mothers” hard work and effort. Providing hope and encouragement is es-
sential because the program requires a great deal of work from mothers,
and it may take some time before they see the results of their efforts.

Introductions

Leaders introduce themselves and talk about their training, background,
and experience to establish credibility. When talking about themselves,
they keep in mind that mothers are asking themselves, “Why should I lis-
ten to and believe what she or he has to say?” Then mothers introduce
themselves, giving their names, length of time since the divorce, and names
and ages of their children. Some mothers may want to talk about their di-
vorces or ex-husbands and may see the introductions as an opportunity to
“vent” or elicit support. We try to limit this type of discussion because it
can be confusing to other group members if a mother begins to do the work
that properly belongs in group therapy. When this happens, group leaders
acknowledge the mother’s feelings and try to redirect her back to answer-
ing the questions that the leaders have posed for the introductions.

Participation Agreement

Following introductions, mothers sign a participation agreement stating
that they agree not to discuss other mothers’ personal issues outside of
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the meetings, they will attend every meeting, be on time, and do all of the
home-practice assignments. In addition, they agree to let group leaders
know when they are having trouble with the assignments, and the leaders
in turn agree to work with mothers to tailor the material to their chil-
dren’s needs.

Providing Program Information

The leaders then provide information about the program, stating that its
purpose is to help children adjust to divorce, and that children are the
targets of the program. Mothers are told that the program is based on
years of working with families and learning what helps children. They
are told that the program is not a divorce adjustment group for mothers,
although if children are coping well, parents will experience less stress
and will feel better. They are also told that the program is MOTHER-
driven—the program works with mothers because they are the most pow-
erful agents of change in their families. In addition, leaders stress that
home-practice IS the program and that mothers who do the home-practice
will see changes in their families and those who don’t won’t.

Goal Setting

Mothers are then asked what changes they would like to see in their fam-
ilies as a result of participating in the program. This exercise helps to nor-
malize problems mothers are experiencing, shape their expectations to fit
with the program goals, and instill hope by showing a good fit between
their expectations and the program. Leaders reinforce realistic expecta-
tions (e.g., reducing the stress level at home, helping children share their
concerns with mothers, decreasing fighting) and screen out unrealistic
expectations (e.g., getting the ex-husband to be more responsible). Moth-
ers’ expectations are linked to program activities that will address them.
For example, if a mother mentions that she hopes to get her children to
talk to her more, leaders point out that there are three sessions on effec-
tive listening that focus on getting children to share their concerns and
feelings with their mothers. Each mother’s expectations are written on a
flipchart. Also, leaders record these expectations in the front of their
manual so they use this information to personalize session content in
later sessions. For example, leaders may state, “As I recall, Maria, you
mentioned in our first week that one of your goals was to get Juan to stop
fighting with his brothers. Tonight’s session on discipline will teach you
skills to help make that happen.”

Impact of Divorce: 2 +2 =5

This exercise provides the foundation and rationale for the whole
program and lays the groundwork for the next nine sessions. The first
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purpose of the exercise is to normalize the stressors that accompany di-
vorce, emphasizing that there are valid reasons why divorce is a difficult
time for families. The second purpose is to instill hope that the program
can provide solutions to mothers’ problems.

The divorce equation—2 + 2 = 5—is used to graphically illustrate the
idea that the problems children have adjusting to divorce plus the prob-
lems mothers have adjusting to divorce have synergistic effects that cre-
ate a sum greater than the total of its parts; in this case, a family situation
characterized by stress, fighting, and other problems. It conveys to moth-
ers that these problems are understandable, predictable, and are very
common following divorce. After leaders state that divorce is a period of
transition and change, group members are asked what problems and
changes have occurred in their worlds and in their children’s. Their re-
sponses are written on flipcharts and augmented with a prepared
flipchart listing other problems and changes. Leaders use mothers’ re-
sponses to deliver the punch line at the end of the exercise that with so
much change, mothers get more than they bargained for: 2 +2 doesn’t
equal 4; it equals 5!

Hope is instilled by providing solutions to the problems mothers
listed, laying the groundwork and rationale for the rest of the program.
The solutions are the skills they will learn: increasing warm and positive
contact between mothers and children, shielding children from inter-
parental conflict, supporting father-child contact and using effective dis-
cipline strategies. The presentation of solutions leads into the rationale
for using the first relationship building skill, family fun time.

Family Fun Time

Family fun time increases positive and warm contact with children. This
is a skill that mothers are asked to do every week so that it becomes a pos-
itive family routine that children can count on. Many divorced families
think of themselves as “broken” or “incomplete” families. Doing a plea-
surable activity as a family every week provides children with a sense of
family and helps create a new family tradition. Just as the name connotes,
family fun time has two essential components: it includes only the family
and it has to be fun. It happens once a week, every week, and children de-
cide what to do. In addition, it has to be an activity where interaction be-
tween family members occurs (e.g., playing games together) rather than a
passive activity or passivity such as watching a movie together. The activity
must be inexpensive and cannot include any problem solving, complain-
ing, teasing, or fighting. Examples of family fun time activities include
going out for ice cream, playing basketball or board games, or going to the
park. We have been impressed with the many creative and inexpensive
ways children have come up with to have fun. Leaders role-play how to
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introduce family fun time to children and answer questions about how to
introduce this activity. Then, the group is split into two subgroups where
mothers role-play introducing this activity to their children and give and
receive feedback.

Home-Practice Assignment

The home-practice for this week is to introduce family fun time to the
children, plan what to do, and do it. Mothers are also asked to fill out a
sheet listing their children’s positive qualities, which they will use in ses-
sion 2. They are given a home-practice diary sheet to write down the fam-
ily’s experiences doing family fun time and are asked to bring this sheet
to the next session. Leaders read the diaries each week, make comments,
and give them back to the mothers. This is an effective way for mothers to
communicate with leaders about problems or questions they experienced
and for leaders to provide feedback, help problem solve, and give encour-
agement to mothers.

SESSION 2. CHANGING NEGATIVE CYCLES INTO PosITIVE ONES,
ONE-ON-ONE TiME, AND CATCH 'EM BEING GOOD

The goals of this session are to teach mothers how to change negative cy-
cles into positive ones and introduce two more relationship building
skills that mothers will do weekly: one-on-one time and catch ‘em being
good. We continue to build group cohesion so that mothers see the group
as a place to problem solve and feel comfortable practicing skills in a
group setting.

Cycles: Negative and Positive

After reviewing home-practice activities in assigned subgroups and col-
lecting home-practice diaries, leaders discuss how the changes resulting
from divorce can lead to a negative cycle of stress, with children’s behav-
ior affecting mothers and vice versa. These changes sometimes lead chil-
dren to be aggressive, mind less, act angry, talk back, and sometimes lead
mothers to ignore good behaviors, yell, use less consistent discipline, con-
trol with power and authority, and make fewer demands for responsible
behavior from their children. These negative ways of interacting escalate,
and the negative cycle feeds off itself. Mothers are told that they are the
ones who can change the negative cycle into a positive one and that when
they change their behaviors, their children will begin to respond differ-
ently to them, although this won’t happen overnight. As mothers recognize
good behaviors, ignore bad behaviors, give lots of attention, and have
fewer power struggles, they reverse the negative cycle. Mothers are told
that by doing the activities they will learn in the group, they can make
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the bond with their children stronger. The next two skills taught in the
session—one-on-one time and catch ‘em being good—help do that.

One-on-One Time

One-on-one time is a regular, short (15 minutes) period of scheduled time
that mothers spend with each of their children where the child experiences
pure acceptance. During this time, the mother gives undivided positive at-
tention to the child. Children choose the activity. Common choices include
participating in the child’s hobby, playing a card game, or having the child
teach the parent to play a video game. The mother does not compete or try to
win, criticize, ask questions, or teach. Rather, she gives the child her full at-
tention, follows the child’s lead and comments on the positive things the
child does. Group leaders show a video of one-on-one time and also demon-
strate the skill using role-play. Leaders discuss how the nature of one-on-one
time differs depending on the child’s age, with younger children choosing
games and older children and adolescents choosing walks or going out for a
snack. Leaders emphasize that the key to achieving positive effects from one-
on-one time is expressing an attitude of warmth, caring, and unconditional
acceptance rather than just the rote application of the skill, and that it takes
work. Leaders also stress that this is one of the most powerful activities and
that children love it. Mothers get a chance to experience the power of this
tool when they practice the skill, playing the part of mother and also of the
child. When asked how it feels to play the part of the child, they use terms
like “special,” “the focus of attention,” and “important.” This helps them un-
derstand the goal of this skill, which is to make their children feel loved and
valued. We tell mothers that it often feels awkward at first but that one-on-
one time becomes more natural and comfortable with practice.

Catch "em Being Good

The second skill, catch ‘em being good, also helps children feel valued and
is an important step in creating the positive cycle. It involves providing pos-
itive attention to children when they show good behavior. It is a positive
discipline method that increases desirable behaviors mothers want their
children to exhibit. Mothers are shown a video that demonstrates this skill.
Leaders encourage mothers to notice their children’s behaviors, ideas, or
personal characteristics and to “catch ‘em being good” in both physical
(e.g., a hug) and verbal (e.g., “nice going!”) ways. They learn to praise the
behavior rather than the child and to be careful to not give backhanded
compliments such as “it’s about time you did such a nice job of cleaning
your room.” Mothers practice using this skill in the group, with one mother
role-playing a child and another playing the part of a mother. For home-
practice, they do one-on-one time once with each child (or twice if they have
only one child) and catch em being good as often as they can.
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SEssION 3. WHY LEARNING TO LISTEN Is IMPORTANT, AND LISTENING
STEP ONE: GETTING CHILDREN TO TALK

This is the first of three sessions devoted to improving listening skills. Its
goals are to provide a rationale for good listening, to introduce the three
parts of effective listening (listen, think, respond) and to teach the first
part—the five talk-to-me’s.

Good listening tells children “I love you,” “I'm here for you,” and
“What you have to say is valuable.” These messages are major factors in
promoting children’s adjustment after a divorce. Good listening raises
children’s self-esteem, and when parents listen, children feel comfortable
sharing their concerns with them and feel closer to them. Mothers are
told that good listening is not easy and requires a lot of practice.

Mothers view two videos that demonstrate the difference between bad
and good listening and introduce “The Big Picture” or three parts of ef-
fective listening. Mothers are told that good listening is circular, continu-
ous, and ongoing.

The Five Talk-to-Me's

We discuss five ways for mothers to let their children know that they are
interested in what they are saying and to keep them talking. These are:

(1) Big ears: being “all ears” and tuning in to what their child is saying;

(2) Good body language: facing the speaker and making eye contact;

(3) Good openers: using open-ended questions rather than closed-ended;

(4) Mmm-Hmms: nodding and using phrases such as “uh-huh,” “really?”;
and

(5) Say mores: using phrases such as “tell me more about that” or “what
else happened?” that encourage the child to continue talking.

The first three “talk-to-me’s” get the conversation off to a good start; the
last two keep it going. Leaders first demonstrate these skills; then moth-
ers practice them in small groups.

The First Individual Session

The first individual session is held between sessions 3 and 4. In it, leaders
review and troubleshoot the skills taught so far in the program.

SESSION 4. LI1STENING STEP Two: TAKING TIME TO
THINK BEFORE RESPONDING

The goals of this session are to teach mothers to think before they re-
spond and to use summary responses.
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Think Before You Respond

Stopping to think before responding allows time to “tailor” responses to
the child’s needs and helps mothers form responses that make their child
feel heard and understood. Parents frequently rush into a response in an
attempt to “fix” the situation. When mothers rush into a response with-
out thinking, they miss important information, frustrate their children by
giving advice unnecessarily, and undermine their child’s self-esteem and
competence by solving a problem that children could have solved them-
selves with encouragement. Mothers are taught to ask themselves two
questions before responding: (1) Am I able to use the five talk-to-me’s?
and (2) what did I hear? If they are unable to give their child their full at-
tention, they are taught how to postpone listening until a later time. In re-
sponse to the second question, mothers are taught to reflect on what they
heard their child say.

Summary Responses

After teaching parents to stop and think, we move on to the third part of
effective listening—responding. We start with summary responses. Sum-
mary responses condense the child’s message and ask the question, “Did
I get it right?” To summarize accurately, mothers need to reflect on what
the child said, then condense the message in a way that asks, “Is this
what you mean?” This approach invites children to correct any misunder-
standings. Accurate summary responses do not add anything, guess at
feelings, or interpret what is going on—they simply summarize. After
leaders demonstrate summary responses, mothers practice this skill, re-
ceiving corrective feedback.

Learning to summarize is not easy, and there is a strong tendency
for mothers to give advice or offer a solution immediately (i.e., “quick
fix”). Initially, mothers often are not aware of the tendency to quick
fix, so group leaders need to point this out when it happens. Soon,
mothers learn to catch themselves when they want to offer a quick fix.
In this and other sessions, leaders model listening skills in their inter-
actions with group members, so mothers experience the positive
feelings of being heard and have multiple opportunities to observe good
listening.

SESSION 5. LISTENING STEP THREE: RESPONDING EFFECTIVELY

The goals of this session are to teach mothers how to use feeling re-
sponses, provide opportunities to practice using the listening skills all to-
gether, and teach mothers guided problem solving for those times when
listening is not enough.
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Feeling Responses

Feeling responses ask the question “Is this how you feel?” They are used
sparingly when the child is talking about an emotional issue. When mak-
ing feeling responses, mothers try to identify what their child might be
feeling, using their intuition, previous experience or consideration of how
they would feel in that situation. Feeling responses, like summary re-
sponses, are tentative responses that allow the child the opportunity to
correct the listener. Leaders role-play and use videos to demonstrate sum-
mary and feeling responses; then mothers practice using them. These are
not easy skills to learn. When mothers have difficulty reaching for the
feelings underneath the message, they are encouraged to use global re-
sponses such as “feel bad” or “feel upset.”

Putting It All Together: Listen, Think, Respond

Mothers break up into small groups to practice putting all the skills to-
gether by role-playing scenarios of situations that elicit feeling responses.
Some of the scenes deal with tough issues like feelings about the father or
the father’s new partner. Mothers are encouraged to use their listening
skills to help their children with their feelings about the divorce and the
changes that have occurred in their lives.

When Listening Isn’t Enough

Sometimes children bring up problems that require mothers to do more
than just listen. Group leaders do a role-play to demonstrate the steps in-
volved in effectively guiding children through problem solving: (a) using
good listening skills to clarify the problem; (b) asking the child to come
up with possible solutions; (c) giving a list of options if the child has dif-
ficulty identifying solutions, and (d) allowing the child to select an op-
tion to try, if all options are possible and equally good, or helping the
child evaluate positive and negative outcomes for each if some solutions
are better than others.

SESSION 6. SHIELDING CHILDREN FROM INTERPARENTAL CONFLICT

The purpose of this session is to educate mothers about how to
shield children from interparental conflict and teach mothers anger
management skills to prevent children from witnessing interparental
conflict.

Being Caught in the Middle

We try to help mothers see interparental conflict through their children’s
eyes. Leaders first give mothers a list of conflict experiences, such as
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arguing with the ex-spouse while the child is in the room and saying
negative things about the ex-spouse to the child. Mothers circle those
that their child has experienced in the past couple of months. After
mothers briefly share their experiences, leaders stress that of all the neg-
ative things that children experience during divorce, being caught in the
middle of interparental conflicts is the most stressful.

Leaders then show a video illustrating how children feel when they are
caught in the middle: responsible, angry, anxious, and unsure about
whether they should love their mother or father. We provide mothers
with information on the many ways that children get caught in the mid-
dle and how stressful these situations are for them. Mothers are some-
times surprised to learn that sometimes even a simple question such as,
“What did you do at Dad’s house?” can be very stressful.

Because saying negative things about the ex-spouse to their children
is particularly stressful, we have each mother choose a self-statement
that she can use to stop from making such statements. We encourage
mothers to find “adult ears” to listen to their anger and frustration. We
do not ask them to stop saying negative things about the ex-spouse alto-
gether—only to stop saying negative things in front of the children. Although
mothers cannot control what their ex-spouse says, they can control their
own behavior by not responding when their children talk about the neg-
ative things that their ex-spouses say about them. Many mothers feel
that they need to defend themselves by saying negative things about the
ex-spouse or telling their children the truth. Group leaders acknowledge
that it is difficult not to respond in these situations and help mothers
recognize that when they retaliate, their child pays too big a price and
that saying nothing is in the best interest of their children. Mothers gen-
erate a self-statement such as “I’'m not going to put my child in the mid-
dle” or “Just because he’s a jerk, I don’t have to be one” that can help
them ignore negative statements made by their ex-spouse and limit the
damage. Sometimes it is helpful for mothers to hear that their children
will learn the “truth” about their father on their own, when they are de-
velopmentally and emotionally ready. Group leaders tell them that one
of the biggest gifts that mothers can give children during divorce is the
message that it is okay to love both parents. Although they cannot pre-
vent their ex-spouse from saying negative things about them, they can
choose not to retaliate for their child’s benefit.

Parents are not the only ones who say negative things about the ex-
spouse. Grandparents and other relatives are often angry at the mother’s
ex-spouse as well. Leaders role-play how to make respectful requests to
relatives to keep them from saying negative things about the ex-spouse in
front of the children.
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Anger Management

Research clearly shows that watching parents argue is extremely stressful
and leads to aggression, depression, and anxiety. When parents argue in
private, the effects are not as harmful. We teach anger management skills
to keep mothers from arguing with their ex-spouse in front of their chil-
dren. The goal of anger management is not to swallow anger but to control
it. Mothers learn to use self-talk to keep their anger under control and to
use “I messages” to communicate effectively with their ex-spouse in pri-
vate. Group leaders role-play using anger management self-statements
to keep from arguing in front of the children. Mothers identify self-
statements that will help them before, during, and after a confrontation
with their ex-spouse. Then they practice using anger management skills
as leaders role-play their ex-spouse.

The Second Individual Session

The second individual session is scheduled after the sixth group session
to discuss the child’s relationship with the father. Obstacles to visitation
are discussed, such as mothers restricting phone calls and being inflexi-
ble about changing visitation plans. Working together, the leader and
mother develop strategies to remove these obstacles.

SESSION 7. EFFECTIVE DISCIPLINE STEP ONE: SETTING CLEAR AND
REALISTIC EXPECTATIONS

This is the first of three sessions devoted to managing children’s misbe-
havior more effectively. It provides an introduction to discipline and
teaches the first step of effective discipline: setting clear and realistic ex-
pectations for behavior. Sessions 8 and 9 teach the next two steps: devel-
oping and using a change plan and evaluating and changing the plan if
needed.

Discipline When Half the Team Is Gone

Discipline presents a big challenge for divorced mothers for several rea-
sons. Unlike two-parent families, parents cannot work together to disci-
pline. In addition, the stress mothers and children experience may lead
to negative cycles of interaction that lead to less cooperation. After di-
vorce, mothers often need their children to take on more responsibilities
around the house but have less time and energy to supervise. Conse-
quently, there are more opportunities for discipline problems. In fami-
lies where children have some input in family decision making, it may be
difficult for children to accept the mother as the disciplinarian. Thus,
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after divorce, mothers have less help in discipline and more complex dis-
cipline problems.

The first step in helping mothers make some positive changes in their
discipline practices is having them conduct a self-assessment. Mothers
record their responses to five discipline scenarios to assess which of
three discipline styles is most similar to their own. Leaders then use
role-plays to demonstrate the three styles: Dana Drill Sergeant, Pam Per-
missive, and Freida Fair ‘N Firm. Leaders also explore some of the
myths about children’s misbehavior (e.g., that children are punishing
the mother for the divorce, that they are rotten or bad children) and
point out the realities: that children may not be getting enough of their
mother’s positive attention, they may be “testing the limits,” or they
may be unsure of the rules.

Adopting Clear and Realistic Expectations

Clear expectations provide children with structure and help them know
what parents want them to do. Clear expectations involve specific behav-
iors (“my child should not talk back when told to do something”) rather
than broad qualities (“she should not be sassy”). Also, expectations
should be realistic and age-appropriate. In this session, mothers evaluate
whether expectations are clear and realistic. Leaders help them change
the unrealistic expectations into more realistic ones and the unclear ex-
pectations into clear ones.

Mothers then identify a clear and realistic expectation for a misbehav-
ior they want to decrease for each of their children, and leaders help each
mother develop a plan for monitoring the misbehaviors. Mothers are told
that it is important to monitor and evaluate a problem before trying to
change it. If the behavior is one that occurs many times every hour, moth-
ers pick an hour per day to count the misbehavior. If the behavior is only
associated with a certain event (e.g., arguing at the dinner table) mothers
keep track of how many times it happens at each dinner for that week. If it
occurs only a few times per day, mothers count how many times the be-
havior happens on each of several days. Mothers frequently choose mis-
behaviors such as fighting with siblings, not completing homework, or
not going to bed when instructed.

SessION 8. ErrecCTIVE DIsSCIPLINE STEP Two:
DEVELOPING A CHANGE PLAN

Session 8 teaches the second step of effective discipline: developing a
change plan for decreasing a misbehavior. Mothers learn how to choose
consequences for misbehaviors and how to communicate their expecta-
tions to children.
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Demonstration of Effective and Ineffective Discipline

After reviewing each mother’s counting plan, the group leader helps
mothers decide whether the misbehavior they counted is troublesome
enough to develop a change plan for or whether mothers should count an-
other misbehavior the coming week. Mothers then watch two brief videos
that demonstrate the difference between effective and ineffective disci-
pline. Following the videos, leaders discuss the second step of effective
discipline: developing a change plan that includes reasonable and easy to
use consequences, communicating expectations and consequences clearly
to children, and planning to use the consequences consistently.

Kinds of Consequences

We review the types of consequences to use when children meet expecta-
tions and when they do not, relating these to the problem behaviors
mothers have counted. Mothers are told that positive attention is one of
the easiest and most powerful tools for getting children to meet their par-
ents’ expectations. Positive attention can be in the form of compliments,
thank you’s or providing special privileges like staying up late.

We provide a menu of six choices of negative consequences to use when
children do not meet expectations. We encourage mothers to choose the
consequence that is the least harsh but is still likely to decrease her
child’s misbehavior. The goal is to make discipline as easy and pleasant as
possible for both mothers and children. The consequences are presented
in an interactive lecture format, using role-play and examples from the
group to illustrate each of the following types of consequences:

¢ [gnoring misbehavior that the child does to get attention and reward-
ing appropriate behavior instead.

¢ Increasing supervision (e.g., calling home from work to check on
child’s whereabouts).

o Allowing natural consequence to occur (e.g., if Kayla is late for dinner,
the family begins to eat without her).

o Taking away or restricting meaningful privileges (e.g., television time).

» Giving something unpleasant (e.g., extra chores).

Leaders role-play communicating expectations and consequences to
children and emphasize the importance of being consistent in imple-
menting consequences. Many parents experiencing high levels of stress
discipline according to their emotional state. They tend to punish more
often and more severely when they are angry or anxious and allow mis-
behaviors to occur without consequences when they are happy or worn
down. This inconsistency increases child behavior problems. Mothers are
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taught how to use self-statements such as “I don’t need to lose it” or “I
can choose not to let her push my buttons” to help them calm down be-
fore implementing negative consequences.

Leaders help each mother select a consequence for the misbehavior she
recorded last week and commit to a time when she will talk to her child
about the change plan. In choosing a consequence for a misbehavior,
mothers ask themselves several questions: (a) Is it is a fair consequence?
(b) Can I give the consequence consistently? (c) Will it help my child learn
the negative consequences of misbehavior? and (d) Is it the least harsh
consequence that will decrease the misbehavior?

At the end of the session, leaders schedule a phone appointment with
each mother for the middle of the week to evaluate how the change plan is
working and problem solve any difficulties the mother is experiencing
implementing the plan.

SessION 9. ErreCTIVE DIsCIPLINE STEP THREE: SEEING HOw THE
CHANGE PLAN Is WORKING AND MAKING REvVIsIONS IF NEEDED

Session 9 introduces the third step of effective discipline: Evaluating the
change plan and revising it if necessary. In this session, leaders also help
parents develop change plans to increase a positive behavior and to ad-
dress misbehaviors they may want to decrease in the future.

Using the Change Plan, Seeing if It Is Working, and Revising It if Needed

Managing children’s behavior is an ongoing process—it is not something
mothers do once and forget about. If misbehaviors that mothers are man-
aging are not decreasing, they can ask several questions to figure out why
the plan is not working: (a) Are my expectations realistic and clear? (b)
Are the consequences easy to use and meaningful to the child? (c) Did I
communicate the consequences clearly to my child? (d) Have I been con-
sistent in giving positive attention when my child meets the expectation
and negative consequences when my child does not meet the expectation?
Group leaders tell mothers that some misbehaviors take more time than
others to change and sometimes things get worse before they get better.
Leaders also tell them that as children mature, the expectations for their
behaviors should be re-evaluated for appropriateness at regular intervals.

Creating Change Plans for Positive Behaviors and Other Misbehaviors

In this session, leaders help parents develop a change plan for increasing
a positive behavior in the next week. Positive behaviors are not the oppo-
site of misbehaviors. Rather, positive behaviors are the “extra credit” be-
haviors that do not cause problems when they do not occur. These are the
“it would be nice if they did” behaviors. Some examples of positive behav-
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iors that mothers have used change plans to increase include picking
flowers and putting them in a vase, doing homework before being re-
minded, helping with meal preparation. Mothers also develop a change
plan for another misbehavior that they will address in the future.

SEssioN 10: WHAT MOTHERS HAVE ACcCOMPLISHED AND How TO
KeEP THE CHANGES GOING

This session includes a review of all the skills that mothers learned in the
group as well as exercises to help mothers reflect on the positive changes
they have seen in their families and identify ways to maintain these
changes.

Leaders tell mothers that setbacks and problems are an inherent part of
making change and to use future problems as a cue to review and renew
the skills they have learned. Mothers identify several ways to maintain the
changes they have made in the program, such as putting notes about the
skills on the refrigerator. Mothers are given home-practice diaries for
the next 6 months so that they can continue to monitor their use of the pro-
gram skills. Leaders also help them plan ahead by anticipating and plan-
ning how to handle future problems.

After a brief closure exercise where mothers share the changes they
and their children have made, there is a brief graduation ceremony where
leaders hand out diplomas as they make personalized, positive comments
about each mother. The session culminates with eating cake to celebrate a
job well done.

TRAINING, SUPERVISION, AND GENERAL
GUIDELINES FOR LEADING THE GROUPS

Training and supervision are critical components of the program. Leaders
receive 20 hours of training before they begin implementing the program
and 1 hour of training per week prior to delivering each session. They also
receive 1 hour of supervision per week after delivering each session.

INITIAL TRAINING

The purpose of the initial 20 hours of training is to provide a broad
overview of the program and to orient the group leaders to the program’s
approach for working with divorced parents. The group leaders are pro-
vided with readings to give them background on the program. The scien-
tific foundations for the program are described by reviewing the family
processes the program is developed to change and the theoretical reasons
why these processes are targeted. The findings from evaluations of the
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effectiveness of the program are presented to engender a sense of confi-
dence in the ability of the program to affect meaningful and lasting
changes in children’s behavior problems. The group leaders quickly come
to understand that the program activities were carefully constructed to
change empirically supported mediating processes and that implement-
ing the program with fidelity can significantly affect children’s lives. A
brief review of each session is presented to show how the sessions build on
each other, and how they teach the processes that are targeted for change.
Most importantly, we emphasize that mothers’ practice of the program
skills with their children is the essence of the program. “The home-prac-
tice is the program” is a phrase the leaders hear again and again.

The manualized nature of the program is then described, and we re-
view the session outline for one session. Group leaders’ prior experi-
ences with and feelings about manualized interventions are discussed.
We describe several key reasons for using a detailed manual. First, the
manual provides a way for leaders to teach mothers skills that have been
carefully selected and have been shown to lead to changes in children’s
behaviors. Second, the manual provides a resource for the group leader
to use in anticipating potential problems in implementation. The “Tips
and Traps” section of each session describes common difficulties in
implementing program activities and solutions for dealing with these
problems.

We emphasize that effective delivery of the program requires
good clinical skills. Group leaders must be able to implement active
learning strategies, tailor each program skill to the needs of individual
families, and provide specific positive feedback that shows a thorough
understanding of program theory and skill implementation in response
to mothers’ comments and experiences using program skills. Role-
play is used extensively in sessions to allow mothers to practice pro-
gram skills with each other before they use them with their children.
Leaders reinforce successful use of program skills and problem-solve
any difficulties mothers experience using program skills. To enhance
mothers’ sense of efficacy, leaders routinely attribute changes that
mothers see in their children to changes that the mother is making in
her behavior.

WEEKLY TRAINING

Prior to weekly training, the leaders review the session for the coming
week and complete a brief self-assessment quiz on the session. They are
expected to know all the activities prior to the meeting. The weekly train-
ing is an opportunity to rehearse delivery of the session. Leaders take
turns delivering sections of the session and receive feedback from the su-
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pervisors and other group leaders. We also discuss questions about each
activity and common problems in implementing them. Emphasis is placed
on building the group leaders’ sense of efficacy through positive feedback
from the supervisors and other group leaders. Feedback on role-play typi-
cally includes positive comments about specific things the group leader
did well, and comments about things that might be done differently. Es-
sentially, we model the way we want group leaders to provide feedback to
the parents.

SUPERVISION

One hour of supervision is provided following each session. The supervi-
sion focuses mainly on reviewing how the mothers are implementing the
program skills with their children, reinforcing the message that “the
home-practice is the program.” The supervisor and other group leaders
help problem-solve difficulties that leaders are experiencing in helping
mothers successfully use program skills. Supervision also focuses on is-
sues that arose in the delivery of the session. The supervisor reviews brief
sections of videotapes of the session and provides feedback on specific as-
pects that were done well and those that might be improved. In the same
way we want group leaders to work with parents, supervision focuses on
building a sense of efficacy in implementing the program by reinforcing
specific positive behaviors and helping the leaders devise solutions to the
difficulties they or the mothers are having.

GENERAL GUIDELINES FOR EFFECTIVE PROGRAM DELIVERY

In our training and supervision, we have found the following guidelines
help leaders create an atmosphere that facilitates mothers” effective
learning and implementation of program skills. Many of these guidelines
involve basic psychotherapeutic and active learning principles:

Be Prepared

* Know the session material. No matter how experienced or clinically
skilled, a group leader cannot implement the sessions effectively
without adequate preparation. Each group session requires several
hours of preparation before conducting it. A group leader must
read and learn the session material thoroughly, rehearse parts of
the session with the co-leader, and actively participate in the train-
ing sessions.

* Practice the skills. We have found that one of the best ways to become
familiar with the program is for group leaders to practice the skills
with their own children, if applicable, or with a “borrowed” child.
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Many of the listening and anger management skills can also be prac-
ticed with adults, and one-on-one time can be practiced with a pet.

* Anticipate possible problems. To ensure the session flows smoothly,
group leaders must think about what can possibly go wrong. Also,
leaders should make certain that all supplies are available and ready
to use so they do not spend session time rewinding tapes or looking
for papers.

Stay Focused on the Goal of the Program—
To Teach Mothers Skills

® Remember that the program is designed to teach mothers skills that will im-
prove their children’s mental health. It is not a therapy group for di-
vorced mothers. Group leaders might be tempted to adopt the role of
the mother’s therapist. However, the goal of the program is to help
mothers improve parenting skills so their children can benefit. Re-
member that the program is primarily to benefit the children.

® Remember that this is not group therapy. This is a psychoeducational
group with both psychological and educational components. The em-
phasis is not on catharsis for mothers, but on learning and practicing
skills in a group environment. Group principles are used to facilitate
effective learning of these skills and motivating mothers to use them
at home with their children. Although group principles are very im-
portant (e.g., promoting cohesion, instilling hope, providing support,
sharing), group leaders must keep in mind that their primary job is
to help mothers learn the skills and practice them at home.

® Make certain that the program is delivered as written. This is an
empirically-based program, and it is critical that it is delivered as it is
outlined in the manual. Although we do not expect group leaders to
memorize the lines, we expect them to present the material in such a
way that all the points in the session outline are made. We want to
make certain that group leaders follow this script, even if they have
had a great deal of experience working with divorced mothers.

® Do not get sidetracked. Unlike an unstructured therapy group where
there is flexibility to follow the group members if they want to dis-
cuss one topic instead of another, group leaders do not have the
same flexibility in this program. If group members want to talk
about other relevant divorce topics, group leaders can tell them that
these issues will come up in another session or they can be dis-
cussed individually with the group leader after the session.

e Stick to the schedule. Group leaders should always come at least 10
minutes early to each session, start the session exactly on time and
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end on time. Leaders should always plan ahead the strategy for the

best possible flow of the session, so they do not waste group time

moving chairs, rewinding videos, or organizing handouts.

Use active learning methods:

—Use group members’ comments to illustrate key points.

—Set up skills practice with plenty of structure. Group leaders should
always begin by modeling the skill they are teaching. Whenever
possible, have a highly competent group member follow for addi-
tional modeling and learning.

—Reinforce mothers for small gains. Some mothers may have a lot of dif-
ficulty with the skills and may feel a reduced sense of efficacy if
they do not perform well. Leaders need to give a lot of genuine and
specific positive reinforcement to each mother after she role-plays.

—Use modeling to maximize learning. Leaders can model appropriate
group norms (e.g., being on time, being prepared). In addition,
they can model program skills in interactions with mothers. For
example, they should use summary and feeling responses, make
good eye contact and use open-ended questions frequently when
interacting with mothers.

Emphasize the importance of home-practice. It is essential not to create a

group culture which allows members to forego home-practice. Pre-

venting such group norms can be accomplished by:

—Emphasizing the importance of doing the home-practice as-
signments.

—Assessing whether each mother did the assignment during home-
practice review and problem solving if a mother did not get it
done.

—Reviewing how each mother did with the home-practice assign-
ments in home-practice reviews and reinforcing mothers over and
over for all their efforts.

—Frequently making the link between completing the home-practice
and changes in children’s behaviors.

—Using other mothers’ success experiences to emphasize the im-
portance of practicing the skills at home.

—Making written comments on home-practice sheets to reinforce
and problem solve. If leaders put a lot of effort into giving written
input to mothers, mothers are more likely to complete their home-
practice diaries. Mothers look forward to getting individualized
written feedback each week.

* Emphasize attendance and commitment. Set up group norms for atten-
dance. Follow up when a group member does not attend and
problems solve obstacles to attending so that she is able to attend
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regularly. Group leaders schedule and conduct make-up sessions
immediately before the next group session for mothers who missed
a session. Parents are warned that if they miss more than three ses-
sions, they will probably not benefit from the program.

» Convey a belief in the program’s ability to improve mothers’ relationships
with their children and change children’s behavior problems.

* Remember that all the hard work is to benefit the children.

Be Attentive to Process Issues

® Create an atmosphere that encourages participation. Leaders can do
much in the first few sessions to encourage sharing among moth-
ers (e.g., point out similarities among mothers’ experiences, rein-
force mothers for participating). Environmental factors can also
do a great deal to create a comfortable atmosphere (e.g., com-
fortable seating, refreshments) or inhibit participation (e.g.,
classroom-like set-up). Try to make the physical setting as pleas-
ant as possible within the existing limitations. We have found that
arranging the chairs in a circle without tables in the middle en-
courages participation.

* Use basic clinical skills to establish group cohesion. The following sug-
gestions can be used to increase group member interaction:
—Tempting as it may be to give a long monologue when asked a ques-

tion, involving the group can increase cohesion. Comments such as

“Can anyone else relate to that?,” “Let’s have a show of hands,” or

“How many of you have experienced that?,” can quickly change a

didactic group structure to a more interactive one and prevent one

member from monopolizing the session.

—Point out similarities between group members (“This sounds like
what happened to Latisha”; “We're all mothers”) to promote cohe-
sion and bridge ethnic and social class differences.

—Normalize divorce-related experiences as common occurrences so
that mothers do not feel that they are abnormal.

—Comment on the group process to increase interaction. (“It looks
like we’re having a difficult time coming up with ideas.”)

—Recognize and validate in a warm and supportive way the difficult
feelings mothers are having.

It is important to note that although these suggestions can
increase group participation, it may not always be appropriate to
do so, especially when time is a factor. Group leaders need to bal-
ance how much attention is paid to group process and how much
to content, because there is a great deal of content to cover in each
session.
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It is normal for groups to bond at different rates, and certain fac-
tors such as group composition may make it easier for some groups
to become cohesive earlier than others. It is not unusual, particu-
larly in beginning sessions, for most mothers to be quiet. If there are
still many uncomfortable silences after several group sessions,
group leaders should talk with their supervisor to try to understand
what is inhibiting interaction and problem-solve ways to increase
participation.

* Empower mothers. After divorce, many mothers feel depressed and
have negative feelings about themselves as mothers. Group leaders’
comments can make a real difference in how mothers feel about
their parenting abilities and themselves. Leaders can help mothers
change how they view themselves by repeatedly making the link be-
tween changes in mothers’ behaviors and the changes they are see-
ing in their children and by reinforcing them for practicing the
program skills at home. It is also important to be vigilant for small
changes in the children. Group leaders should point these out to
mothers as signs that they are making the program work.

* Be aware of any unresolved issues with an ex-spouse or children that may
make it difficult to teach or model some of the skills. Group leaders should
discuss these issues with their supervisor to make certain they do
not interfere with their ability to teach and help the mothers.

o Self-disclosure. Group leaders should disclose personal information
about themselves only if it benefits the mothers. A rule of thumb is
to disclose only resolved issues and not unresolved ones. For exam-
ple, it may be helpful for leaders to share how they have used pro-
gram skills to solve similar problems with their own children or
ex-spouses, but it would not be helpful to disclose problems that
leaders are currently having trouble solving. Mothers may either
lose hope or feel that leaders are incompetent if they are unable to
use the skills they are teaching!

e Inform the supervisor of any potential clinical problems or crises as they
arise. Some problems or issues, such as domestic violence or child
abuse, may come up from time to time that need additional interven-
tion. In such cases, it is important to contact the supervisor immedi-
ately so that appropriate referrals and resources can be provided to
the family.

Does the New Beginnings Program require a lot of work on the part of
group leaders? Yes! But it is well worth it. When group leaders work
hard and deliver the program with fidelity, mothers learn and use skills
that lead to meaningful improvements in their children’s mental health
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problems and social adaptation. All the leaders’” and mothers” work is
being done to benefit the children.

RESEARCH FINDINGS

The efficacy of the New Beginnings Program has been evaluated in two
randomized, experimental field trials (Wolchik et al., 1993, 2000). The
first small-scale trial (N = 70) used an experimental versus delayed inter-
vention control group design. Using a design that included follow-up as-
sessments and a larger sample (N =240), the second trial had several
aims: (a) to assess whether the positive effect the program achieved in the
first trial could be replicated; (b) whether a combined program involving
concurrent, separate groups for mothers and their children produced ad-
ditive effects; and (c) whether the benefits for children persisted long-
term. In the second trial, a literature control condition was used and the
follow-up assessments occurred at 3 months, 6 months, and 6 years after
program completion. We are currently conducting a 15-year follow-up
with mothers and their offspring who are now young adults.

Although the second trial included a condition in which the mothers’
program was combined with a separate group for children, our analyses
showed that the children’s group component did not increase program
benefits on mental health outcomes beyond the effects of the mothers’
program alone. Therefore, we focus on the findings of the analyses that
compared the mother-only program to the literature control condition
and those in which the mother-only program and the mother plus child
programs were combined and then compared to the literature control
condition.

Participants in both trails were recruited primarily through random
sampling of court records for divorce filings. Media articles, presenta-
tions to school personnel, and word of mouth were also used to recruit
families. Eligibility criteria in both studies included divorce within the
past 2 years, the mother did not plan to remarry during the course of the
study, and neither the mother nor the child was in treatment for psycho-
logical problems at the time. In the first trial, families were eligible if
there was at least one child between 8 and 15 years old. Because of the
child component in the second trial, the age range was narrowed to 9 to 12
years old. See Wolchik et al. (1993, 2002) for additional eligibility criteria.
Because the intervention was designed to be preventive, families were ex-
cluded if the child had test scores indicating clinical levels of depression
or extreme levels of externalizing problems or endorsed an item about
suicidal ideation. These families were referred for treatment.

The program was highly similar in the trials. However, in addition to
the four putative mediators described earlier, in the first trial, the pro-
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gram targeted increases in the amount and quality of support children
received from nonparental adults. The focus on nonparental adult support
was deleted in the second trial to accommodate an expanded discipline
section. The child component in the second trial was designed to increase
effective coping, reduce negative thoughts about divorce stressors, and
improve mother-child relationship quality.

In both trials, several steps were taken to ensure high levels of inter-
vention fidelity. First, sessions were delivered using detailed descriptions
of content and format. Second, extensive training (20 hours prior to the
start of the program and 2 hours/week during program delivery) and su-
pervision (1.5 hours/week) were provided. Training included readings
and didactic presentations about the theoretical and empirical bases for
the program, videotapes of prior program sessions, and role-plays of ses-
sion material. Weekly supervision addressed problems encountered in
conducting the previous session, including skill acquisition and home-
practice compliance difficulties. Third, extensive process evaluation data,
including observer ratings of adherence to the program components
using videotapes of all sessions, were collected. These efforts led to ex-
ceptionally high levels of program fidelity.

The evaluation in the first trial showed positive program effects at
posttest on the putative mediators of mother-child relationship quality,
divorce stressors, discipline, and the father-child relationship (i.e.,
mother’s willingness to change visitation). In addition, program effects
occurred on children’s mental health outcomes. For mother-child rela-
tionship quality, divorce stressors, discipline, and mental health prob-
lems, the magnitude of intervention effects differed depending on
preintervention functioning, with effects being most marked among
those with the poorest initial levels. Analyses indicated that changes in
mother-child relationship quality partially mediated the program effects
on children’s mental health outcomes.

The results of the second trial replicated these positive effects of the
mother program on children’s mental health outcomes at posttest.
Program effects also occurred on three putative mediators: effective
discipline, relationship quality, and maternal attitudes toward the fa-
ther-child relationship. Analyses showed that program effects on inter-
nalizing problems at posttest were mediated by improvements in
mother-child relationship quality and that the program effects on exter-
nalizing problems at posttest were mediated by program-induced im-
provements in mother-child relationship quality and effective discipline.
Analyses of the 6-month follow-up data showed program effects on
mother/child and teacher reports of externalizing problems, which were
mediated by improvements in mother-child relationship quality and ef-
fective discipline. As in the first trial, several of the program effects were



54 PREVENTION

moderated by initial level of functioning; those with poorer functioning
at baseline showed greater program benefit. Comparison of the mother-
only program and mother plus child program indicated that the child
component did not increase program benefits on mental health outcomes
relative to the mother program alone.

The 6-year follow-up occurred when the youth were mid-to-late ado-
lescents. The retention rate for the sample was exceptional; 91% of the
families participated in this assessment. Because only one significant dif-
ference emerged when the mother-only and the mother-plus-child condi-
tions were compared on mental health outcomes at posttest, 3-month and
6-month follow-up, we combined the mother-only condition and mother-
plus-child condition in analyses to provide a more parsimonious view of
the program effects at the 6-year follow-up. In addition, because analyses
of the earlier waves had consistently shown that program benefit was
greater for those families who had poorer functioning at baseline, we de-
veloped a composite risk index that was used in all the analyses. This risk
index included those variables that were significant predictors of adoles-
cent outcomes in the literature control group. The index consisted of stan-
dardized scores on baseline externalizing and environmental stress (i.e.,
interparental conflict, negative life events that occurred to the child, ma-
ternal distress, reduced contact with father, current per capita income).

As shown in Table 2.3, positive program effects occurred for a wide range
of developmentally salient outcomes at the 6-year follow-up. Illustratively,
23.5% of the adolescents in the control group had a mental disorder in the
past year, as assessed with the DIS-C, versus 14.8% of those whose mothers
participated in the New Beginnings Program (OR = 2.7). Positive program
effects also occurred on number of sexual partners, externalizing problems,
internalizing problems, symptoms of mental disorder, alcohol use, mari-
juana use, other drug use, polydrug use, self-esteem, and activities involve-
ment. Similar to the findings in the earlier assessments, several of the
program effects on these outcomes were stronger for those with the greatest
level of risk for developing problems when they entered the program. Exam-
ination of the putative mediators showed significant interactive effects for
active coping and mother-adolescent relationship quality, with greater pro-
gram benefits occurring for those with higher baseline risk.

Mediational analyses were conducted to assess which variables targeted
for change in the program accounted for program benefits on outcomes 6
years later. The findings indicated that program effects to improve effec-
tive discipline at the posttest partially mediated program effects to im-
prove grade point average at the 6-year follow-up. Program effects to
improve mother-child relationship quality partially mediated program ef-
fects to reduce total symptoms of mental health problems, internalizing
problems and externalizing at the 6-year follow-up for the high-risk group.



Combined MP and MPCP versus LC at 6-Year Follow-Up
with Risk as Covariate

Table 2.3

p Value
i—\(ear Fo'I\I/Iow-U;: Program  Program by  Effect Size
djusted Means Main Baseline (Cohen’s
MP LC Effect Interaction d/OR)P
Externalizing (P/Ad) — — .04 <.001 .67
Internalizing (P/Ad) —_ —_ .16 <.001 .48
Externalizing — — .01 .04 .51
(Teacher)
Internalizing -.03 .09 .46 NA —
(Teacher)
Diagnosis of mental 14.8% 23.5% .02 NA 2.70°
disorder in the past
year
Diagnosis of drug 4.7% 2.9% .79 NA —
abuse or dependence
Symptoms of mental — — 41 <.001 47
disorder
Drug dependence or — — .52 .08 —
abuse symptom
count
Polydrug use — — .64 .02 .30
Alcohol use — — .60 .005 .28
Marijuana use — — .001 .05 .20
Other drug use .82 .02 .23
Number of sexual .65 1.68 .02 NA .37
partners
Grade point average 2.96 2.70 .01 NA .26
Competence? — — .03 <.001 .57

Note: NA = Not applicable because models with nonsignificant interactions were rerun without this
term; P/Ad = Composite of parent and adolescent report.

2Means are not reported when interaction is significant.

®When interaction is significant, effect size is evaluated at 1 SD above the mean of the covariate.

¢Effect size for dichotomous variables was calculated as an odds ratio.

dCompetence is a composite of academic competence, social competence, activities involvement,
and self-esteem; follow-up analyses showed that this effect was accounted for by self-esteem and

activities involvement.

55
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Additional details of these trials can be found in Wolchik et al. (1993, 2000,
2002), Sandler, Zhou, Millsap, and Wolchik (2006), Dawson-McClure, San-
dler, Millsap, and Wolchik (2004), and Tein, Sandler, MacKinnon, and
Wolchik (2004).

The cascading pathway models (Cummings et al., 2000; Masten,
Obradovi¢, & Burt, in press; Sameroff, 2000) suggest that the skills and re-
sources achieved at posttest should provide important tools for coping
with future challenges and that dynamic interactions across areas of
functioning should occur, leading to a positive cascade of program bene-
fits over time. To examine whether there were increases in the program
effects over time, we plotted effect sizes for key outcome and mediator
variables for the high risk group at posttest, short-term (3- and 6-month)
follow-up, and 6-year follow-up. As shown in Figure 2.1a, for discipline
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and relationship quality the effect sizes decreased from posttest to short-
term follow-up (discipline, d = .20 to d = .09; quality d = .52 to d = .19), and
then increased somewhat from short-term to 6-year follow-up (discipline
d = .15, quality d = .30). For active coping, the effect size showed a sizeable
increase from short-term (d = —.09) to 6-year follow-up (d = .27). As shown
in Figure 2.1b, the short-term decline in effect size for parent/adolescent
report of internalizing (posttest d = .45, short-term d = .20) was followed
by an increase from short-term to 6-year follow-up (d = .54). For both par-
ent/adolescent and teacher reports of externalizing, effect sizes at 6-year
follow-up were considerably larger (parent/adolescent d =.63, teacher
d = .49) than at posttest (parent/child d=.19, teacher d =.16) or short-
term follow-up (parent/child [3- and 6-month] d = .15, teacher [6-month
only] d =.32). These findings are consistent with a cascading pathways
model in which program-induced changes increase over time.

CASE STUDY

Olivia is a 35-year-old woman whose husband left her for another woman.
She has two children, Jose, 9 and Maria, 8. When she started the New Be-
ginnings Program, she was particularly concerned about Jose. Since the
separation, he had become increasingly rude and defiant to her. Olivia
tried to get Jose to mind her, but the more she tried, the angrier and more
defiant he became. She reported that he treated her “pretty much the way
my ex-spouse does”—with little respect and much belittlement. She felt
that she did not have any control over Jose. At times, she was so frustrated
with him that she resorted to spanking, which only escalated the negative
cycle. Olivia’s daughter Maria had become increasingly quiet and distant
since the divorce. She was not interested in playing with her friends, and
her grades had fallen from high Bs to low Cs. Olivia’s ex-husband called
her frequently and berated her in front of the children.

Although Olivia was overwhelmed, distressed, and demoralized when
she entered the program, she could readily see that her family was in a
negative cycle, and that it was up to her to change the cycle to improve
family life for herself and her children. After getting encouragement
from the leaders and other group members, she decided to try the family
fun time activity assigned for the first home-practice. In the second ses-
sion, she reported that the family was able to agree on an activity, and she
noted with some surprise that even Jose seemed to enjoy it. This early
success gave her confidence to try the other relationship building activi-
ties of one-on-one time and catch ‘em being good, and as she used them
she reported a marked positive change in the “atmosphere” in the house.
Olivia initially found it hard to use the listening skills. She felt that she
needed to be a strong parent, and to her this meant giving a “quick fix” to
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any problem Jose or Maria presented or being defensive when they ex-
pressed negative emotion toward her. The group leader empathized with
her concerns but urged her to refrain from the quick fix and to use the lis-
tening skills to make sure she really heard what her children were saying
and understood what they were feeling. These skills were particularly
helpful in dealing with Jose’s anger and kept Olivia from getting into a
shouting match with him when he expressed anger about the divorce. She
reported that rather than being defensive, she felt that she was able to
show him that she understood his feelings and that this seemed to draw
them closer together. Maria also looked forward to the program activi-
ties, and as Olivia changed how she listened to Maria, Maria began to
share more of her feelings and concerns about the divorce. Olivia learned
some anger management skills and used them to stop the fights with her
ex-spouse in front of the children.

Before participating in the New Beginnings Program, Olivia had alter-
nated between being Pam Permissive and Dana Drill Sergeant in her dis-
cipline style. Olivia was not happy with her methods of discipline. In
Olivia’s words, both her children were a “bit out of control.” She picked
very simple behaviors, but ones that really “got under her skin,” for her
change plans. Both children used the bedroom floor as a hamper, so
Olivia was constantly picking up after them. Counting these misbehav-
iors, developing a change plan and calmly explaining the plan to her chil-
dren gave her a real sense of being a “mom in charge” rather than one
being run ragged by ungrateful children. Even though the children con-
tinued to test limits and “things got worse before they got better,” Olivia
became more consistent in the consequences she used for misbehaviors
and used anger management skills to keep herself from implementing
negative consequences when she was angry. By the end of the program,
both Maria and Jose were regularly putting their dirty clothes in the
hamper, and Olivia reported that they minded her more often.

Olivia and her children did not make these changes overnight. Olivia
needed a great deal of support and instruction from the group leaders
and other mothers in her group to affect these changes in herself and her
children. Her story is similar to other mothers who have participated in
the New Beginnings Program, with many reporting significant changes
in their own behaviors, their relationships with their children and their
children’s behaviors by the end of the program.

CONCLUSION

Rigorous evaluations of the New Beginnings Program have demonstrated
that it leads to clinically significant and lasting benefits in multiple
domains of children’s functioning. Teaching parents skills and helping
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them to make these skills a regular part of their family life can help miti-
gate and cushion many of the potentially harmful effects of divorce. Al-
though mothers cannot prevent or “fix” the stressors that happen in their
children’s lives during and after the divorce, they can learn lifelong skills
to build a protective armor and secure base for children to withstand
those stressors. Whereas much of the success of the program is because its
content is based on sound theoretical and empirical principles, process is-
sues are also very important in helping mothers make changes. Like
Olivia, many mothers feel out of control and need support to learn and
use the program skills. Providing mothers with warmth and acceptance
and empowering them at the same time that we are teaching them skills
helps them be more effective mothers to their children and gives them
skills to prevent future problems.

For further information on the development and continuing evaluation
of the New Beginnings Program, several resources are available. Articles
by the program developers that are cited in this chapter provide further
details on the randomized trials of the program. A more complete list of
references concerning the program and the theory underlying it can be
found at www.asu.edu/clas/asuprc. For those interested in implementa-
tion of the New Beginnings Program, training and supervision are pro-
vided periodically by the authors of this chapter. Certification as a group
leader requires successful completion of the 20-hour training program
and participation in supervision while delivering a group.
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PARrRT TWO

DEVELOPMENTAL
DISORDERS

MANY SITUATIONS can negatively affect the child’s progression toward
healthy development. At times, challenges can arise that contribute to
problems with development and difficulties for the child and the family.
These problems can radiate into the school, relationships, and the com-
munity at large. They leave their destructive imprint on various aspects or
the child’s life and that of the child’s family. These situations may mani-
fest themselves as developmental delays, deviance from the expected
stages of development, or simply stagnation or inability to move forward.
These struggles to achieve mastery of continuous and higher levels of de-
velopment fall into the category of developmental disorders.

In Chapter 3, Campbell and Kozloff offer a comprehensive program for
providing training to parents of children with autism. They propose sev-
eral important reasons this type of training is crucial to parents who are
trying to cope with the challenges of their youngster’s autism, not the
least of which include the parents’ expectations for their children’s realis-
tic achievements and the fact that effective programs result in the chil-
dren learning more in less time. The authors, then, discuss four types of
parent training programs: (1) individual separate from a school program,
(2) individual connected to school program, (3) group separate from a
school program, and (4) group connected to a school program. They state
that the fourth approach is the most effective and efficient. As such, their
chapter focuses on comprehensive group programs connected to a school.
This involves an egalitarian relationship that includes parent and profes-
sional input in decision making and educational tasks.
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Campbell and Kozloff describe concrete ways in which professionals
who possess necessary child care skills can convey these skills to parents,
thereby instilling confidence in parents as well as a willingness on their
part to try alternative and more constructive techniques for controlling
and eliminating negative behaviors and relationship styles. The authors
of Chapter 3 also define and clarify the most essential features necessary
to establish a comprehensive training program connected with a school.
This is particularly instrumental counsel for those mental health profes-
sionals who want to replicate this group intervention approach.

The authors present practical as well as empirical evidence for the ef-
fectiveness of their program. They offer myriad timely, invaluable, and
proven guidelines to facilitate the development, organization, and imple-
mentation of this type of program intervention with parents of children
with autism. In addition, they include a helpful list of reading materials
for use by parents, schools, and professionals. These books, like the au-
thor’s intervention strategy, teach parents how to instruct their children
in essential survival functions, such as eye contact, cooperating, toileting,
dressing, large and small motor play, imitation, functional speech, and
the achievement of routine household chores. Campbell and Kozloff’s in-
tervention approach offers parents a torch to guide them through the
darkness, confusion, and frustration that often accompany the challenges
of training children with an autism spectrum disorder. The potential for
frustration is replaced by a well-earned sense of self-reliance and efficacy
in dealing with their children’s issues. They also present practical tables
that illustrate how to eliminate counterproductive exchanges that result
in conflicts and foster productive exchanges that lead to mutual rewards.

In Chapter 4, Sofronoff and Whittingham discuss the challenges and
stressors associated with Asperger syndrome, a pervasive developmental
disorder that typically involves a pattern of speech development and in-
tellectual capacity that is within the normal range. However, there are
marked deficits in the child’s ability to understand and empathize with
the thoughts and feelings of others. These deficits often affect their devel-
opment and maintenance of personal interactions and friendships. Prob-
lems may arise due to impairments in social functioning, empathy, and
special interests, or a need for repetition and routine. Those with As-
perger syndrome may respond inappropriately to social cues.

Sofronoff and Whittingham describe parent training and intervention
programs that are theoretically grounded in social learning theory. They
discuss and contrast different approaches. In what they term “Parent
Training Program 1,” they specifically target the needs of parents of chil-
dren who have been diagnosed with Asperger syndrome by the consultant
pediatrician at the Mater Children’s Hospital, Queensland, Australia. The
program they designed and present covers six primary components of in-
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tervention: (1) psychoeducation, (2) Comic Strip Conversations, (3) Social
Stories, (4) management of problem behaviors, (5) management of rigid
behaviors and speech interests, and (6) management of anxiety. They
point out that in attempting to assess the usefulness and acceptability of
these six components of their intervention with parents of children with
Asperger syndrome, there was a good deal of variability in the strategies
used and in the parents’ reports of effectiveness.

The authors of Chapter 4 discuss and compare Parent Training Pro-
gram 1 with “Parent Training Program 2—Stepping Stones Triple P.” The
Stepping Stones is a recent version of the Triple P—Positive Parenting
Program that specifically targets families of children with disabilities. It
is also a behavioral intervention based on social learning. The Triple P ap-
proach to parenting focuses on providing children with positive attention
and managing children’s behavior in a constructive, nonpunitive manner.
The authors specify that the strategies offered to the parents can be
grouped into four categories. These are delineated in Table 4.3. They in-
clude specific methods for the development of positive relationships,
techniques for encouraging desirable behaviors, ways of teaching new
skills and behaviors, and practical strategies for managing misbehavior.
The authors share some interesting case studies that demonstrate the
problems that might be experienced by families of children with As-
perger syndrome. They then discuss the management and treatment of
these problems, proving the effectiveness of their invaluable and inven-
tive approach.

The authors of the chapters in Part Two present creative training pro-
grams for parents of children with autism (Chapter 3) and Asperger syn-
drome (Chapter 4). They offer theoretically based as well as practical
methods for managing and controlling the problems associated with these
disorders. Not only do these programs effectively modify the disruptive
and negative behaviors of the children, they also instill competence, self-
efficacy, and a beacon of hope for parents who deal with the immediate
and long-range challenges of these childhood developmental disorders.






CHAPTER 3

Comprehensive Programs
for Families of Children
with Autism

MONICA CAMPBELL and MARTIN KOZLOFF

THIS CHAPTER reflects the authors’” many years of work with families of
children with autism (Kozloff, 1973, 1974, 1994a, 1994b). It presents what
we think are the most important elements of programs.

WHY WORK WITH FAMILIES?

The challenges of autism do not go away. One of the authors recently
spoke with an assistant principal of an elementary school. The AP ex-
plained that a newly admitted boy with autism was doing well in the
school program, but not doing well at home. The AP said, “This is so hard
on the parents. They don’t know what’s happened. They don’t know what
to do. The whole family is stressed out.” All the careful research, differ-
ential diagnostics, educational methods, laws, and medications developed
over the past 40 years don’t change the fact that for every family, autism is
an unexpected event for which no one is prepared. Service providers must
treat each family of a child with autism as if it were the first family.

There are five important reasons for providing training to parents of
children with autism:

1. Effective teachers and benevolent social policies come and go. In the
long run, the family is the only group that children with autism can
depend on to seek, obtain, and deliver services.

2. Families of children with autism face many stressors and challenges,
including the unexpectedness of their child’s disability; their child’s
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behavioral deficits and aversive behaviors; the difficulty finding
answers and services; confusion from competing claims about treat-
ment efficacy; and strained interactions with neighbors, relatives,
and people in community settings. Without social support and
practical child-management and instructional skills, the resources
of many families (money, energy, time, coping) are increasingly
strained; marital conflict and emotional problems develop; unpro-
ductive interactions with the child with autism stabilize into rigid
patterns; and careers are disrupted.

3. Initial and progress assessment provided by parents contributes es-
sential information to a comprehensive assessment and education
program plan. Parents can make narrative recordings of their child’s
behavior in everyday settings, such as dressing, eating, cooperating,
playing, and speaking. In addition, parents can collect quantitative
baseline data on specific behaviors (e.g., the rate of tantrums, the
average duration of play episodes, the rate of functional speech).
This information can be used to develop and to sequence instruc-
tional objectives, and to decide which settings (e.g., special teaching
sessions, individual versus group, incidental learning opportuni-
ties) are best for initial instruction (skill acquisition), generalization
and application, fluency building, and independence.

4. Parents” knowledge of their child’s educational goals instills expec-
tations for concrete achievements and encourages parental involve-
ment to ensure academic and social gains.

5. When parents conduct effective home educational programs, their
children learn more in less time; their children’s desirable behav-
iors can be generalized from school to home (e.g., speech) and from
home to school (e.g., washing dishes); attendance increases; and
families and schools can develop more coherent programs for the
children. They can decide which skills will receive initial instruc-
tion in school, which in the home, and which in both environments
at the same time (see Cronin, Slade, Bechtel, & Anderson, 1992; Gu-
ralnick, 1997; Hardin & Littlejohn, 1994; Newman, 2005).

TYPES OF PROGRAMS

Programs for families vary in four ways: individual program; individual
program connected to school program; group program not affiliated with
the child’s school; group program affiliated with the child’s school pro-
gram. Each of the four styles has advantages and disadvantages:

1. Individual program: This version is a typical clinical relationship,
usually with a psychologist. It provides parents with the possibility
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of a close, personal relationship. However, it is expensive; there is
not likely to be in-home coaching; the educational scope of the pro-
gram (i.e., range of target behaviors) is likely to be narrow; and
there is no group support.

2. Individual program connected to school program: This version makes it
possible for the home program to operate along with the school pro-
gram. Parents can work on generalizing functional speech to every-
day activities. It also means that the family may have a close
relationship with the coach. However, there is no learning from the
experiences of other families (e.g., how another family solved a
problem, or a method that does not work) and no group support.
This is also inefficient as the same information is delivered over and
over individually.

3. Group program not affiliated with the child’s school: An organization for
families with children who have autism and other disabilities may
offer this type of program. The advantages are efficiency (informa-
tion that all families need is provided at one time), group cohesion
(the emotional and hands-on support that each family receives),
and group problem solving and modeling. The disadvantage is that
home programs may not be consistent with the children’s programs
in school.

4. Group program affiliated with the child’s school program: This is the
most effective and efficient design. It is efficient (information that
all families need is provided at one time); group cohesion provides
support for each family; there is group problem solving and model-
ing; the children’s home programs and school programs will be con-
sistent and complementary (e.g., play skills learned at school may
be generalized to the home); each family can have an individual
consultant as well; the program (and the interfamily contacts made
in the program) can last a long time; and veteran families can help
to train newer families.

The remainder of this chapter discusses comprehensive group pro-
grams connected to a school.

FEATURES OF AN EFFECTIVE PARENT-
PROFESSIONAL PARTNERSHIP

Although technical proficiency is essential for professionals (teachers,
family specialists) working with families, this is not enough. Given the
anxiety, sadness, and chronic strain of parenting a child with autism, pro-
fessionals also must be skilled at initiating and sustaining a more personal
relationship (see Darch, Miao, & Shippen, 2004, for a review of this issue).



70 DEVELOPMENTAL DISORDERS

The research of Blue-Banning, Summers, Franklin, Nelson, and Beegle
(2004) identifies the features of this relationship. Blue-Banning et al. held
in-depth interviews and focus groups with 53 professionals and 137 adult
family members of children with and without disabilities. The partici-
pants represented a wide range of ethnic groups and socioeconomic levels.
The findings suggested that collaborative partnerships are defined by six
dimensions—communication, personal commitment, equality, skills,
trust, and respect—as shown in specific behaviors.

COMMUNICATION

Important aspects of communication include tact, openness, interest, fre-
quency, and positive statements emphasizing the child’s progress and
family strengths (Spann, Kohler, & Soenksen, 2003). The teacher need not
agree with everything a parent says but should convey understanding
and appreciation of the parent’s point of view (Wilson, 1995).

“I can see how Scott’s many problem behaviors leave you feeling help-
less. Anyone would feel that way. We’d feel the same way if our child had
some kind of infection that we couldn’t cure with commonsense reme-
dies. Then all of a sudden we find an effective antibiotic. We’re no longer
helpless. This program will give you some of the tools that we use here at
the school—and these tools will help you to replace many of Scott’s prob-
lem behaviors at home, just as we do here.”

Professionals should also respond with animation and interest (Howard,
Williams, & Lepper, 2005), through facial expressions, tone of voice, and
posture:

“Yes! That’s an excellent idea!” rather than, “Mmm hmm. Interesting.”

In addition, open-ended questioning appears to foster more communi-
cation from parents than close-ended questions: “Please tell me some of
the most important things that have happened since you first suspected
that something was not right with Robin’s development.”

This enables parents to identify what is salient for them, which enables
the consultant to clarify, help parents to elaborate, and clear up misinter-
pretations (e.g., that they are to blame for their children’s disabilities).

PeErsoNAL COMMITMENT

It is important for professionals to express personal commitment to the
family by valuing the relationship and viewing the welfare of the child
and family as more than a part of the job. Indicators of commitment in-
clude flexible meeting times and objectives, accessibility (e.g., availability
for phone calls and as-needed home visits), and empathy.
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EoQuAaLITY

Features of an egalitarian relationship include parent and professional
input in decision making and educational tasks, and willingness to ex-
plore suggestions made by parents:

PARENT: Ireally think he does it for attention. I mean, attention reinforces
the behavior, like when we look at him or ask him what he wants.

CONSULTANT: I'm not sure. But you know him better than I. We could do
a functional analysis to find out. For three days, you respond as usual,
with attention, and count episodes of whining. Then for the next week
you never attend to whining. Instead. . . .

In our experience, egalitarian relationships with families promote invest-
ment in outcomes, which is revealed in high attendance, group participa-
tion, initiative (e.g., starting home educational programs independently),
and persistence in the face of difficulties:

PAReNT: Hey, we are getting pretty good at this! Last week we did a
functional analysis of play. We found out that we helped to initiate
Jerry’s play by pointing to his toys, but that we reinforced playing
only about once in five minutes. Then we increased reinforcement to
about two times per minute. Play episodes doubled in the amount of
playtime.

ConsurtanT: Terrific! Excellent plan and initiative.

SKILLS

Not only must professionals have skills, they need clearly to reveal their
skills. This builds parents’ confidence and willingness to take risks (such
as no longer giving in to their child’s tantrums). In addition to using effec-
tive instructional practices, professionals can demonstrate skills in the fol-
lowing three ways:

1. Presenting alternatives and taking parents through the process for
weighing and choosing the better one.

2. Showing parents how confusing occurrences can often be explained
(made to appear rational) in fairly simple terms.

“You are worn out not because you are weak, but because the de-
mands on you exceed your resources. We can improve this by re-
ducing the demands (for example, by decreasing Scott’s problem
behavior). And we can get more resources—such as respite and
home assistance.”
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3. Accurately identifying past events:

Ms. Jones: Well, we used to try to ignore Scott’s tantrums.

TeEAacHER: And he tantrumed louder and longer, didn’t he?

Ms. Jones: Yes. I thought I'd go crazy. How did you know?

TeEACHER: It’s called an extinction burst. He was trying to coerce
you into giving him what you used to give him to calm him down.

TrRusT

Again, parents who trust their consultant are more likely to have confi-
dence in the consultant’s judgments and suggestions, to reveal more per-
sonal information (“Sometimes I want to spank her hard. I feel awful, but
that’s how I feel”), and to take risks. Professionals can foster trust through
empathy, nonjudgmental responses (“Of course you sometimes feel like
spanking her. Who wouldn’t?! Anything to make her stop!”), maintaining
parents’ privacy, and fulfilling agreements.

REsPECT

Many parents of children with autism feel humiliated by the insensitive
comments and stares of other persons. They may feel like outsiders in
their community—the odd family. It is essential that professionals show
respect for families though sensitivity when listening and responding;
treating parents as cognitively competent (akin to the person with hearing
loss saying, “I'm deaf, not stupid!”); showing appreciation for their ef-
forts and for their personal qualities (“You are one tough bunch of peo-
ple!”); and maintaining their privacy.

PROGRAM DESIGN

A comprehensive program connected with a school is feasible and, as
noted, has significant benefits for the family, children, and the school.
The program should have the following eight features:

1. A workable size: A group program should contain between 3 or 4 and
20 families. Fewer than 4 families does not have the feel of a group.
More than 20 makes it difficult for families to discuss issues or for
consultants to provide enough individual attention during meet-
ings and during home visits.

2. A carefully planned curriculum: It should begin with general family is-
sues and educational knowledge, move to individualized educational
programs, and then shift to long-term subjects. There is flexibility in
the number of weeks allotted for each unit of the curriculum:
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Meeting 1: One of the consultants, acting as program moderator,
states program objectives and features; families introduce
themselves and their children; consultants help families to ex-
amine their experiences and to construct a partial success story.
Meetings 2 and 3: Consultants help parents replace counterpro-
ductive parent-child interaction patterns (exchanges).

Meetings 4 and 5: Consultants present features of a good indi-
vidual education plan (IEP). It should assess the child’s needs
and identify behaviors and skills to work on that are (a) most
relevant to the family (e.g., increasing compliance, reducing
tantrums), and (b) connected to the child’s school program
(e.g., generalizing functional speech from classroom to home).
Meetings 6 and 7: These meetings focus on basic educational (be-
havioral) concepts, principles, and procedures (e.g., reinforce-
ment contingencies; shaping; prompting. More is added as
needed in later weeks (e.g., phases of mastery, such as fluency
and generalization).

Meetings 8 and 9: Consultants and parents plan, conduct, evalu-
ate, and revise the first home teaching program (e.g., eye con-
tact, sitting, cooperating, simple tasks).

Meetings 10 to 17: These sessions are devoted to planning, con-
ducting, evaluating, and revising more advanced teaching pro-
grams; (e.g., building fluency on earlier target behaviors;
working on more complex behaviors such as playing, imitation,
speech, social skills).

Meeting 18: Work continues on family interaction (exchanges)
and earlier target skills. There is also work on new skills and on
the handling of issues such as stress, the need for support and
hands-on assistance, and revisions of the IEP.

3. Weekly meetings for the first nine or so sessions: Families need frequent
and timely coaching and group support. Meetings 10 to 17 can be
biweekly, but weekly meetings are still best to sustain momentum and
to firm skills. From the 18th meeting on, the time between meetings
can be gradually stretched, but should return to several consecutive
weekly meetings as needed to handle common difficulties or to
present new information.

4. A general program contract: This contract specifies the mutual obliga-
tions of families and program consultants. Families agree to attend
all meetings, to arrive on time, to read all required materials, to do
all written assignments, to do all agreed-on weekly home teaching
assignments, and to be available for scheduled home visits. Consul-
tants agree to begin all meetings on time; to provide written mate-
rials; to schedule home visits; to receive and return phone calls and
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e-mails in a timely fashion. The contract is signed by the parents and

a staff member. A copy is kept by each.

In addition to the general contract—discussed and signed during
the first meeting—uweekly contracts specify readings, home visits,
home teaching assignments, and other activities (e.g., parents agree
to go out to dinner; consultant agrees to find an effective program
on toilet training). The weekly contract is written and signed at the
end of the meeting.

Our programs that used contracts were more effective than the
programs that did not. Attendance was higher; parents and staff
were more serious about knowing exactly what they had to do and
getting it done. Without contracts that focused attention on specific
topics and agreed-on tasks, meetings quickly became opportunities
to ventilate feelings and to complain.

5. A consultant for each family: In programs with a large number of fam-
ilies, three or four families with similar children (e.g., age, degree of
disability and ability, educational goals, and programs) have the
same consultant. During meetings, the assigned consultant sits near
those families and discusses important points during breaks. At the
end of the meeting, the consultants and parents plan the next
week’s work and write their contracts—part of which may be to
telephone or to visit each other for coaching and support.

6. Weekly home visits in conjunction with the early meetings: The consultant
and family review the contracted assignments. The family demon-
strates any teaching programs they were working on. If possible, the
consultant video records teaching sessions or family interactions.
The consultant and family examine these recordings to identify
strong and weak points: “Excellent for rewarding him so fast”;
“Oooops, you just rewarded him for whining when you asked him
what was wrong.” They then revise and rewrite the plans as needed.

“Okay, so for the next week, you will make a list of ten different
simple tasks for Tim to do. You will ask Tim to do each one each
day, about one per hour. You will prompt him through the task. And
you will give him a big hug and bite of snack when he finishes. If
he’s noncompliant, you will walk away. Let’s write that out. Call me
in two days to tell me how it’s working.”

7. A consistent pattern for organizing meetings: Consider the following
format:

a. First, review each family’s past week’s home program. Families
are prompted to use concepts and principles they’ve been taught
to describe their programs and the outcomes.

“Last week we were increasing the duration of Jessie’s eye
contact. We had sit-down sessions twice a day—breakfast and
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afternoon snack—for 22 minutes. We sat at the kitchen table,
where we hold sessions. We worked with her one at a time. I did
the teaching and Bill counted the number of eye contacts that
were four seconds or longer. I would hold a bite of food near my
eyes and say, ‘Look at me.” If she looked within three seconds
and held her gaze for four seconds, I would say, ‘Good for look-
ing at Mommy!” and put the bite in her mouth. If she did not look
within three seconds or if she turned away before four seconds,
I would put the bite down and turn my head to the side a little. I
would wait ten seconds and start again. So basically this is dif-
ferential reinforcement. Next session, Bill worked with Jessie
and I took data. Here’s our chart. Eye contact dropped on Thurs-
day. I think she was satiated from lunch.” (See Figure 3.1.)

In programs with six or more families, it’s not possible to re-
view every family’s program. Therefore, have families rotate
who is on deck.

Mon Tue Wed Thu Fri Sat Sun

Figure 3.1 Jessie’s Chart of Four or More Second Eye Contacts.
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Consultants help the group to generalize each family’s pro-
gram—and the relevant concepts and evaluations (eye contact
dropped because the child was satiated on the reinforcer)—to
their own programs.

b. Next is the main business portion, in which consultants present
new material (e.g., educational concepts, principles, and meth-
ods such as prompting, chaining, fluency-building via speed
drills). Consultants show illustrative videos, demonstrate new
methods, and have parents practice them.

c. Consultants explain next educational steps that are common to
the families, such as everyone implementing a program to in-
crease cooperation and one self-help activity—with all families
using the same basic procedures. Details (reinforcers, coopera-
tion tasks) are tailored to each family at the end of the meeting.

d. Consultants open the floor to discussion of difficulties families
may be having, such as fear of depriving siblings, lack of progress
in a child’s program (e.g., the rate of functional speech is not in-
creasing), fatigue, marital disagreements over best methods.
Consultants should help families develop partial solutions; for
example, scheduled breaks from parenting to reduce fatigue;
special outings with siblings; using a checklist to see if all ele-
ments of effective instruction are used, and which elements of a
procedure might be altered.

Ms. JonEs: I feel so tired at the end of the day. I don’t think I can be
effective.

Ms. Costa: Well, maybe what we do will work for you. From 5:30
to 7:00 p.m., Monday, Wednesday, and Friday, I am off the
clock. I take a nap, sit in the yard, or go for a run. Jorge makes
the supper. Two days a week, no one cooks. It’s takeout or
baloney sandwiches.

e. Finally, families and consultants plan the next week’s home pro-
gram. This could involve trying an improved teaching program
plan (e.g., using a wider range of reinforcers, adding visual
prompts) and incorporating suggestions for handling difficulties
such as fatigue. Home visits and telephone calls are scheduled.
Again, this is all written up as a weekly contract.

8. Readings and materials: Thirty years ago, before there were well-
designed (or hardly any) schools or classrooms for children with
autism, families in our programs read material written by one of the
authors (Kozloff, 1974). The book taught parents how to teach eye
contact, cooperating, toileting, dressing, large and small motor play,
imitation, functional speech, and household chores. In fact, the book
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alone was effective in teaching parents how to teach and in produc-
ing significant change in their children (Kaufman, 1976). However,
parents now can employ tested materials that are also used in their
children’s school programs, or materials that supplement or comple-
ment the school program. Examples include Teach Your Child to Read
in 100 Easy Lessons (Engelmann, Haddox, & Bruner, 1983); Language
for Learning (Engelmann & Osborn, 1999); DISTAR Arithmetic (Engel-
mann & Carnine, 1975); Behavioral Intervention for Young Children with
Autism (Maurice, Green, & Luce, 1996); Teaching Kids and Adults with
Autism (Fad & Moulton, 1999); Basic Skill Builders (Beck, Anderson, &
Conrad, 1999); Activity Schedules for Children with Autism (McClanna-
han & Krantz, 1998); and Do-Watch-Listen-Say (Quill, 2000).

EARLY MEETINGS (1 THROUGH 3 OR 4)

There are two important objectives at the beginning of a program:
(1) building group cohesion—a sense of group membership and esprit de
corps—which will increase parents’” optimism, instill self-attributions of
strength, and reduce the burden of needless guilt; and (2) improving
parent-child interaction.

Grour COHESION AND MEMBERSHIP

One way to accomplish the first objective is to guide families though an
examination of what they’ve been through. Common experiences for
many families include the following:

¢ Parents feel shock, bewilderment, confusion, and sorrow when they
finally realize or are told by a clinician that their child has autism,
that their child is not the child they expected, and that their lives are
forever changed—and not for the better as they may see it.

¢ Parents develop feelings of guilt, shame, and remorse for having
done something to cause their child’s autism, or not having found
proper diagnosis and treatment soon enough.

“Maybe it was because I let him cry when he was an infant.”

“Why didn’t I see it sooner!”

“Maybe this is punishment for something I did when I was younger.”
The effects of these destructive and false notions are revealed in

the worried faces, dejected postures, and timid social behavior of

some parents—who see themselves marked by fate. Autism in the

family is more than a matter of contingencies that need correcting.
It is existential as well. Autism, like other developmental disabilities
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in children, confronts parents with problems that most persons in
an affluent society never notice, let alone must solve; namely, the
purpose of their lives, the fact that things are not and never will be
as they wanted them to be, and the responsibility for creating the
meaning and the value of their existence (Frankl, 1970).

® There is a perception of being different, weird, damaged. Parents
know that having a “normal” child is a symbol of membership in so-
ciety, and so parents often label themselves deviant. This is con-
firmed again and again through the distancing reactions of other
persons in public, who stare at the child making bizarre hand ges-
tures and strange noises, who steer clear of the family as they make
their way through a mall, and who offer unasked for advice—as
if the parents were so stupid that they didn’t realize something
was wrong.

* Many parents feel isolated (and are isolated) as they spend more
and more time trying to manage their child in the home; as relatives
withdraw; and as their energy declines.

e Families often speak of going through a fruitless search for profes-
sionals who can tell them what is wrong with their child (“Don’t
worry; he’ll grow out of it”), who give them multiple diagnoses, or
who have few concrete and worthwhile suggestions for helping
their child. The result is anger, confusion, and sometimes hopeless-
ness. But for others, the result is activation of self-reliance. Some
parents say, “Well, we realized that if anyone was going to help
Larry it was going to be us.” Or, “We will never quit until we get the
right program.”

¢ Without timely assistance, stress in the family typically increases as
the parents have to handle what become habitual disruptive behav-
iors and deficits (e.g., dressing) that require extra work. In time,
parents may be less able to satisfy each other and work together.
Both parents, but especially the mother, come to feel alone and over-
whelmed. These spousal problems may end in divorce, depression,
anxiety, and even less ability to satisfy their child’s needs.

Ironically, these experiences are a resource that consultants can use to
achieve the two objectives mentioned earlier. The group leader invites
families (sitting around a table) to “describe what it has been like with
your child, from the time you first thought something was wrong.” The
consultant probes for how these events made parents feel, how they made
sense of their experiences (e.g., self-blame? biogenetic?), and how they re-
sponded (passively, actively, productively, unproductively). The consul-
tant writes the main points, in temporal sequence, on a wall chart. The
consultant emphasizes the following three points:
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1. Parents did as well as anyone could do in the circumstances.

2. Parents achieved certain desirable outcomes such as skills they
taught their child.

3. The families share many of the same experiences; they have always
been “a group waiting to happen”; and they can help each other
now and in the future.

As the discussion moves along, the consultant should help parents
build on the points made.

“Think of other things you did with Larry that worked.”

“Now that you have other parents who have the same needs, what
might you ask of another family?” [Babysit for us once in awhile. Help
during a crisis. Take a sibling with you and your other children to a
movie.]

“So, you went from one professional to another. You never gave up.”

“What does this say about you as parents and as persons?”

The discussion should end with general agreement that the families
have been partial success stories despite the obstacles, and largely be-
cause the parents have strengths such as persistence, recognition of moral
responsibility, and intelligence to see what is needed. Esprit de corps can
be furthered by stressing that if families could accomplish what they have
alone, think of what they can do together.

IMPROVING PARENT-CHILD INTERACTION, OR EXCHANGES

This section discusses the importance of productive parent-child inter-
action, describes different kinds of interaction, and suggests methods for
improving interaction. After the first few meetings, the first home pro-
gram is to replace counterproductive interaction patterns with produc-
tive interaction patterns. This is an early, essential task for the following
four reasons:

1. Counterproductive exchanges in the home weaken or even reverse
beneficial behavior changes produced by proficient instruction in
school or at home.

2. Replacing counterproductive exchanges reduces a child’s problem
behaviors and increases cooperation. These changes reduce stress in
the family.

3. Learning how to replace counterproductive exchanges and how
to increase productive exchanges increases parents’ optimism
and provides techniques (e.g., timely reinforcement, differential
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reinforcement of desirable behavior) they need to teach specific
skills in the home.

4. Everyday social exchanges, not teaching sessions, are the pervasive
context of psychosocial development.

Early programs for families of children with problem behaviors (e.g.,
Allen & Harris, 1966; Patterson & Brodsky, 1966; Wahler, Winkel, Peterson,
& Morrison, 1965) focused almost entirely on parent-child interactions.

What are exchanges? An exchange is simply an interaction between two
or more persons, examined with respect to the reinforcement contingen-
cies. Sometimes an exchange is a single incident:

Mom: Andy, come here, please.
ANDY: [Comes into the living room].
Mowm: Thanks, Honey.

Usually, exchanges are in sequences, such as nagging—until a parent
finally gives up or a child complies. Here is an example of a common
sequence of exchanges between Brad (a 5-year-old boy with autism)
and Brad’s mother, leading to a highly counterproductive concluding
exchange:

[Brad enters the kitchen, looks at Mom, and whines.]

Mom: What’s the matter, Honey? [Mom reinforces the whining and pro-
vides a signal for Brad to continue.]

Brap: Cookie. Want Cookie!

Mom: You want a cookie? [Mom reinforces the coercive demand and pro-
vides another signal for Brad to continue.]

Brap: Cookie. [By answering, Brad reinforces Mom's asking a question at
this spot in the sequence.]

Mowm: I'm sorry, Honey. It’s too close to supper. You can have cookies
after supper. [Mom's nonreinforcement of Brad’s request is aversive to
Brad.]

BrapD: Cookie!!! [He screams, a response that is aversive to Mom.]

Mom: Are we supposed to scream? [This pseudoquestion inadvertently
reinforces the scream.]

BraD: [He jumps up and down and screams some more.]

Mowm: [She gives Brad a cookie.] Okay, but just this one.

Brap: [He stops screaming and starts smiling.]

Let’s look at the sequence of exchanges and at what happens in each
exchange:
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* Each person directs behavior at the other person.

* Some of these behaviors function as unconditioned or conditioned
stimuli that elicit feelings. Brad’s screaming instantly raises Mom’s
blood pressure and elicits fear (“He might throw something next!”)
and perhaps anger.

* Some of these behaviors are also cues or signals for the other person
to respond. Brad’s whining and screaming set the occasion for Mom
to reinforce these behaviors. And Mom’s questions set the occasion
for Brad to demand cookies.

¢ Each person’s response functions as a reinforcer or punisher or neu-
tral event with respect to the other person’s previous response. For
example, Mom positively reinforces Brad’s whining by asking him
another question. She reinforces Brad’s screaming (escalated whin-
ing) when she verbally concedes and gives him the cookie. And Brad
negatively reinforces Mom’s reinforcement of Brad’s screaming
when he stops screaming and starts smiling. Indeed, this is strong re-
inforcement of Mom's escape-from-Brad’s-tantrum behavior because
Mom was reinforced (Brad stopped) when Mom was under duress.

You can see that each person is learning something in each exchange
and over the sequence of exchanges:

* Brad whines and screams more and more often to get what he
wants.

e Brad learns to escalate the aversiveness of his demands. In time, he
may begin the sequence by screaming rather than asking, because
screaming is closest to the reinforcement.

* Mom learns to give in to screaming because nothing else works,
while giving in always and immediately enables her to escape from
Brad’s aversive behavior. She gives in more and more often. The
more she gives in, the more Brad’s aversive behaviors increase, the
more stressed Mom is, and the more likely she is to do anything (re-
inforcing to Brad) to stop Brad’s behavior.

¢ Whining and screaming compete with desirable behavior such as
waiting, doing something else, and talking. As whining and scream-
ing increase, desirable behavior may not increase or will decrease.

* Mom may escalate to the use of punishment. “I'll give you some-
thing to scream about!” This may start a different sequence of ex-
changes—mutual punishment—Brad hits, too.

¢ At the end of the day, Mom is exhausted. This affects interaction
with her spouse. Mom may need more support and empathy than
her spouse can provide. This sets the stage for counterproductive
spousal exchanges.
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Following is a typology of exchanges and the short-term and long-term
changes that each type produces:

Counterproductive Productive (Mutual Reward)

(Conflict) Exchanges Alternative Exchanges
Rewarded coercion Unrewarded coercion
Rewarded threat Earning
Rewarded noncompliance, nagging  Single signals/cooperation training
Lack of opportunities for Plenty of opportunities for desirable
desirable behavior behavior
Lack of rewards for desirable Plenty of rewards for desirable
behavior behavior
Aversive methods Proper use of aversive methods

REPLACING COUNTERPRODUCTIVE
EXCHANGES WITH PRODUCTIVE EXCHANGES

We have used the following eight procedures to help families improve
parent-child interactions:

1. Explain basic principles of behavior, drawing on general and family
examples:

Signals — Behavior - Consequences

Requests Rewards (positive reinforcement)

Questions Escape/avoidance/delay (negative
reinforcement)

Gestures Punishment by removing rewards

Punishment through aversive events
Not responding (extinction)

Parents learn the following skills:

a. How to identify different contingencies and to predict short-
term and long-term behavior change.

b. How events become effective signals versus ineffective signals.

c. How to differentially reinforce desirable behavior.

d. How to shape desirable behavior by reinforcing small im-
provements.

2. Parents read and discuss counterproductive and productive ex-
changes (see Table 3.1). They provide examples from family life.
These examples, and other examples that have been video recorded
with parents’ permission, are analyzed. Parents (as a group during



Table 3.1
Counterproductive and Productive Exchanges

Counterproductive Exchange

Productive, Alternative Exchange

Rewarded Coercion

In the long run, this may be the most
destructive exchange. The exchange may
be initiated when the parent asks the child
to do something or tells the child that he
can’t have something. Or, it may be initi-
ated by the child. In either case, the child
performs a behavior that is aversive to the
parent—whining (irritating), playing with
feces (disgusting), screaming, bizarre
gestures, hitting. At first, the parent typi-
cally tries to stop aversive behavior of
lower intensity (e.g., bizarre gestures) by
looking at the child, as if to say, “Are we
supposed to flap our hands?” Or, the par-
ent responds to more intensive behavior
by telling the child to stop. These escape
responses of the parent rarely stop the
child’s behavior—they usually reinforce
the child’s behavior because the rate of
these behaviors increases. One reason a
mere look from a parent is a reinforcer
may be that the child’s repertoire is so
deficient that he or she is in a state of
deprivation.

As the child continues to perform the
aversive behavior—at a higher rate—the
parent tries other ways to stop the behav-
ior; for example, giving the child some-
thing to eat or cuddling the child. These
events do interrupt the child’s aversive
behavior. Therefore, the parent’s escape
behavior is negatively reinforced. The
exchange is now complete. The child is
reinforced for aversive behavior, and the
parent is reinforced for reinforcing the
aversive behavior. Each person has
learned how to participate in this inter-
action. The frequency of the exchange
increases. The parent becomes more
stressed. The parent may try new ways to
stop the child’s aversive behavior, such as
giving the child baths or new toys. The
more the child coerces reinforcers via
aversive behavior, the less the child
“needs” to use speech, cooperation, or
other desirable behaviors.

Sometimes, the child becomes satiated
on the reinforcing responses of the parent.

Unrewarded Coercion

When the child performs a problem behav-
ior, the parent waits and mentally rehearses
what to do. The parent either completely
ignores the problem behavior, times-out the
child, or if necessary, uses punishment pro-
cedures appropriately. The parent is alert to
desirable behaviors to reinforce.

(continued)
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Counterproductive Exchange

Productive, Alternative Exchange

Rewarded Coercion (continued)

In this case, the child’s aversive behavior
(e.g., tantrum) continues, or the child does
something even more aversive, such as
hitting himself. The parent may then pro-
vide a new and even more reinforcing
response. At some point, the child may
perform the “last straw” behavior—hitting
an infant sibling. The child may then be
sent to a residential placement.

Rewarded Threat

This exchange sometimes develops after
the rewarded coercion exchange. The
child usually performs the behavior that
is the most aversive to the parent after
“working up to it” or in certain circum-
stances (e.g., noise, the parent makes a
request, the child sees cookies). Once
the parent learns the events that precede
and predict the child’s more aversive
behavior, the parent does something to
prevent this behavior by, in effect, placat-
ing the child. Instead of waiting for the
child to escalate to hitting himself to
coerce a snack from the parent, the par-
ent gives a snack when the child is
merely whining. Sometimes the parent is
not paying attention to the child’s pre-
aversive signal behavior (whining). The
child then tries another behavior, such as
screaming. The parent notices and rein-
forces this behavior. The child now has
two ways to evoke a placating reinforcer
from the parent.

We have seen this exchange increase
to the point that a child is controlling the
household with a large repertoire of
threatening behavior. Family members are
hypervigilant for cues that predict a
blowup from the child. The child’s behav-
ior and the parents’ and siblings’
responses have resulted in no one asking
the child to do anything and no one refus-
ing the child anything he wants.
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Unrewarded Threat, Earning

The parent ignores mild problem behaviors
(e.g., whining for a snack), but prompts the
child to perform desirable behavior to earn
the snack. As the child cooperates more
often in this exchange, the parent
increases the amount of desirable behavior
required. The parent often signals the child
with the statement, “As soon asyou . . .,
you (can, will) . . .”
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Counterproductive Exchange

Productive, Alternative Exchange

Rewarded Noncompliance/Nagging

Another common exchange involves par-
ents asking the child to do something
(come to the kitchen or do a simple task),
followed by the child turning away, walking
away, performing a bizarre behavior, or
whining. The untrained parent is likely to
repeat the request, and the child is likely
to repeat the noncooperative response. It
seems that each repetition of the request
reinforces the child’s noncooperative
response. If the child finally does what the
parent asks, the parent’s nagging is rein-
forced on a variable schedule. The parent
has learned a rule: “You have to ask her a
thousand times.” Since the parent is
strongly reinforced, the parent feels
inclined to reward the child. “Thank you for
coming, Brad. Have a cookie.” This rein-
forces the child for performing a series of
noncooperative behaviors before the final
cooperative response. On the other hand,
some parents simply give up requesting
anything, and the child’s role in the family
is “guest” or “invalid.”

Lack of Opportunities and Rewards for
Desirable Behavior

The more the child’s undesirable behaviors
increase (partly because of the rewarded
coercion, rewarded threat, or nagging
exchanges), the less the parents want to
interact with their child. They are happy
just to find a few minutes of peace. The
result, however, is that the child receives
too few opportunities to perform desirable
behavior (the parents have stopped asking
the child to help set the table) and too lit-
tle reinforcement when the child does
engage in desirable behavior (e.g., self-
play), as the parents finally have a few
minutes to relax. This means that there is
little growth in the child’s repertoire of
desirable behavior and low parental expec-
tations that the child will “get any better.”

Single Signals/Cooperation Training

The parent is prepared with a set of simple
tasks and requests to initiate the tasks.
The parent waits until the child is attentive,
prompts the child’s attention, or waits until
the child is about to ask for or demand
something. The parent then makes the
request. “As soon as you (put this wrapper
in the trash, put this piece in the puzzle)
you (can, will) . . .” The parent asks only
once. If the child does not cooperate, the
parent walks away, and gives the request
again after a waiting period.

In cases where a child is extremely
noncompliant, the parent gives the request
and prompts the child to perform a simple
action, such as stand up. This is repeated
until the child responds reliably and
quickly. Then the parent makes requests,
as above, in a more incidental fashion.

Plenty of Opportunities and Rewards for
Desirable Behavior

Throughout the day, parents attempt to
initiate desirable behavior with simple
requests that the child join family
activities. For example, the child is asked
to put two bowls on the table before ice
cream is served. Parents reinforce these
behaviors naturally (e.g., the child receives
ice cream) or with praise and activity
reinforcers (e.g., if the child cooperates
with the request to work a puzzle).

Parents are also alert to short episodes
or unskillful episodes of desirable
behavior (e.g., the child nicely asks for a
snack but in an ungrammatical way). The
parents reinforce these behaviors
immediately.

(continued)
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Table 3.1

(Continued)

Counterproductive Exchange

Productive, Alternative Exchange

Aversive Methods

It is rare in our experience, but some par-
ents finally use aversive methods to stop
their child’s aversive behaviors, for exam-
ple, spanking. If this works (at least tem-
porarily), then the parents do it more often.
Unfortunately, parents seldom know how to
teach desirable behaviors at the same
time. Therefore, their punitive responses
merely teach the child to avoid them.

Most often, parents do not use aversive
methods properly. They wait too long; they
are not consistent; the aversive event is
not intense enough to stop the child’s
behavior. In this case, the parents may
increase the intensity of their punitive
response and/or the child may use his own
aversive behavior to keep the parents
away or to stop the parent’s delivery of
punishment. For example, the child smacks
herself in the face, bites herself or her par-
ent. The combination of this exchange,
rewarded coercion, and rewarded threat
turns home life into a waking nightmare.

Proper Use of Aversive Methods

We have rarely taught parents to use aver-
sive methods. In most cases, the preced-
ing productive exchanges reduce problem
behaviors. The few times that we have
taught parents to use aversive methods, it
was because the child performed a “last
straw” problem behavior at a high rate; the
behavior occurred in a predictable time or
place; the child had alternative behaviors
in his repertoire; or the child was largely
nonverbal. When the child performs the
targeted behavior, the parent responds, for
example, with a brief but fairly painful
slap on the buttocks along with the word
“No!” The slap is hard enough to interrupt
the response. When the child calms down,
the parent presents a request that the
child perform a simple task, such as sit
down, and the parent reinforces this.

group programs) think of alternative, productive ways to respond to
and weaken undesirable behavior and ways to respond to and in-

crease desirable behavior.

3. Parents target one counterproductive exchange to replace with a
productive alternative. One family may choose to work on nagging.
Another may choose to work on whining for snacks. Parents are en-
couraged to select the easiest exchanges to work on; for example, the
child has desirable alternative behaviors; it is feasible for the par-
ents to try to ignore the problem behavior; it will be easy to rein-
force the desirable alternative behavior.

4. Parents write a detailed plan for working on the exchange and for
taking data. Table 3.2 is an example of a family’s plan.

5. Parents practice their plan with other parents in a group and with
their coach. They modify the plan if needed (e.g., it may be too hard
for a parent to respond as planned).

6. Parents try their first plan during the week. Their coach calls to
check progress and to solve problems, and makes a home visit to
give more direct assistance (e.g., modeling how to reinforce) and

praise.



Table 3.2
Example of Family’s First Plan for Improving Parent-Child Exchanges

Counterproductive Exchange

Productive, Alternative Exchange

Rewarded Coercion

Brad screams. We go to him, sit with him,
talk softly to him, ask him what is bother-
ing him, hold him, or give him music or
food—to calm him down.

Rewarded Noncompliance

We ask Brad over and over to do a simple
task, such as open or close the door, put
his plate in the sink, or take off his coat.
Sometimes he finally cooperates, but most
of the time, we just give up. This lets Brad
get out of the task. We also give Brad
requests when he isn’t paying attention.

Rewarded Coercion

Brad does things that tell us that he will
soon begin to scream or throw things. For
example, if he does not get what he wants,
he whines and whines and then screams.
Or if we go to the grocery store, he whines
until we give him a snack, or else he
starts to scream.

Unrewarded Coercion

Brad screams. We will completely ignore
this and go about our business. When he
stops screaming and begins to engage in
a more desirable behavior, we will then
reward him with smiles, hugs, and the
opportunity to play. If he plays with us, we
will reward him every few minutes with
praise and small bites of food.

[During teaching sessions, the parents
will teach Brad to use words to ask for
food, toys, music, and other things that he
used to scream for. Then they will general-
ize his asking behavior to other times and
places.]

Cooperation Training

We will first make sure that Brad is look-
ing at us when we make a request. For
example, we will call his name. At first, we
will reinforce him with praise and a small
bite of snack when he looks at us within
three seconds. When he looks at us, we
will then make a request from a list of 10
different simple requests. If he cooper-
ates, we will reinforce with praise, hugs,
and a small bite of snack or an activity
reward, such as wrestling. If he does not
cooperate, we will walk away and try
again later. He will only get the snacks
and activity rewards when he cooperates.

Unrewarded Coercion

Brad will have to earn all snacks, baths,
wrestling, and rides on the outdoor swing.
If he whines for these things, we will walk
away. If he screams, we will ignore it and
stay away from him. After he has stopped
whining or screaming for a few minutes,
we will give him an opportunity to earn the
things he wanted by doing a simple task.
For example, we will say, “As soon as you
put this paper in the trash (right next to
him), you can have snack.” If he cooper-
ates, he gets the reward. If he does not
cooperate, we walk away.

(continued)

87
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Table 3.2 (Continued)

Counterproductive Exchange

Productive, Alternative Exchange

Lack of Opportunities and Rewards for
Desirable Behavior

We are often so tired that we leave Brad
alone when he is playing quietly. And we
do things for him to avoid his noncompli-
ance. For example, we put the straw in his
chocolate milk.

Plenty of Opportunities and Rewards for
Desirable Behavior

We will be on the lookout for times when
Brad is doing desirable behaviors, and we
will reinforce these behaviors with praise,
hugs, and activities. Also, we will expect
him to at least do a small amount of every-
day activities for himself: putting his plate
on the table, taking his underwear and
socks out of the drawer, putting some of
his toys back in the toy box, putting his
pillow on the bed at night, taking his
favorite shirt out of the dryer, or putting
his bowls and plate and utensils in the
sink. He will get praise and hugs for this
and rewards for natural activities. For
example, when he puts his plate on the
table, we will put food on the plate.

7. During the next meeting, families (in group meetings) present their

original plan, and describe what they did and how well it worked.
Suggestions are offered for improvements. If needed, parents are
given special help (e.g., they might practice how to ignore a problem
behavior, or how to make requests without sounding as if they are
asking a question—“Can you pick up the candy wrapper?”

. The first plan is worked on for several weeks. Then another plan is
developed and tried. Families do not move on to programs for
teaching specific skills until the child is less disruptive, more at-
tentive, and more cooperative, and parents are more skilled at
making requests, ignoring problem behavior, and reinforcing de-
sirable behavior.

SECOND SET OF MEETINGS
(4 OR 5 THROUGH 7 OR 8)

The objectives of this set of meetings are (a) assessment; and (b) using as-
sessment information and educational concepts, principles, and proce-
dures to conduct, evaluate, and revise the first home programs.

ASSESSMENT

The home education program should be part of the child’s IEP. In fact, the
child’s IEP should reflect assessment and program planning for the child
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in the home. School-based assessment should include standardized as-
sessments such as the following 10 instruments:

1. The Autism Screening Instrument for Educational Planning (2nd
ed.; ASIEP-2; Krug, Arick, & Almond, 1993)

2. The Vineland Adaptive Behavior Scales (VABS; Sparrow, Balla, &
Cicchetti, 1984)

3. The Sequenced Inventory of Communication Development (Rev.
ed.; SICD- R; Hedrick, Prather, & Tobin, 1984)

4. The Receptive One-Word Picture Vocabulary Test (Rev. ed.; Gardner,
1990)

5. The Clinical Evaluation of Language Fundamentals—Preschool
(CELF-P; Wiig, Secord, & Semel, 1992)

6. The Peabody Picture Vocabulary Test-III (PPVT-III; Dunn & Dunn,
1981)

7. The Preschool Language Scale (3rd ed.; PLS-III; Zimmerman,
Steiner, & Pond, 1992)

8. Scales of Infant Development (2nd ed.; BSID-II; Bayley, 1993)

9. The Wechsler Preschool and Primary Scale of Intelligence (Rev.
ed.; WPPSI- R; Wechsler, 1989)

10. Wechsler Intelligence Scale for Children—Third Edition (WISC-III;

Wechsler, 1991)

Information from these assessments is used to identify behaviors or
skill areas to work on and to plan a sequence of instruction (e.g., scores on
the Peabody Picture Vocabulary Test may suggest that a child needs in-
struction on receptive language). This is worked on in school. It also
might be part of the family’s home programs.

A second source of target behaviors and skills for home programs is
simply what would make home life easier. During the second set of meet-
ings, families are asked to list five or so desirable behaviors and skills to
increase (e.g., cooperating with simple requests, putting toys away, ask-
ing for things the child wants, self-initiated play) and several undesirable
behaviors to decrease (whining for things the child wants, bizarre ges-
tures, refusing to come out of the car after a ride). Consultants can use
these lists to develop general procedures (e.g., a simple program on coop-
eration, a procedure to model and then request functional speech, ignor-
ing whining and reinforcing asking). These would be taught at an
appropriate point in a logical-progressive sequence (e.g., parents would
work on imitative speech, if needed, before expecting a child to produce
functional speech).

A third source of target behaviors and skills for home (and school) pro-
grams is a model of children’s psychosocial development. Such a model
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can assist parents and teachers to (a) identify behaviors and environ-
ments for assessing children’s strengths and needs, (b) use assessment
information to plan curricula (concepts and skills to teach and the se-
quence for teaching) and instruction (child-caregiver communication),
and (c) identify behaviors and environments for evaluating a child’s prog-
ress. An adequate model of psychosocial development would depict (a)
the ways that elemental behaviors emerge and are assembled into com-
plex, compound tasks and activities and response classes as children in-
teract with their environments; and (b) how children are provided
different social positions, roles, and identities as they become increas-
ingly competent participants in social systems such as family and school.
Following is a brief description of a model of psychosocial development
discussed in Kozloff (1994a, 1994b).

The model of psychosocial development focuses on six competency
areas (identified as Areas A through F) consisting of behaviors grouped
by the similar functions they serve. Items learned in earlier competency
areas contribute to a child’s capacities for learning in other competency
areas; that is, the model depicts psychosocial development as a cumula-
tive logical progressive process.

AREA A: INTEREST IN, ATTENTION TO, AND ORIENTATION TO
THE ENVIRONMENT

This competency area is essential to children’s further psychosocial de-
velopment; that is, the items in this area are necessary if a child is to par-
ticipate effectively in social interaction/instruction. Items in this area
include (a) visually tracking movements of hands, objects, and persons;
(b) looking at objects and parts of the body spontaneously and on request,
(c) turning to locate the source of sounds; and (d) attending and orient-
ing to the speech of others.

AREA B: PARTICIPATION IN ELEMENTARY AND EARLY FORMS OF
SociAL INTERACTION

This area identifies fundamental competencies in social interaction. So-
cial interaction is the pervasive context in which children are brought
into the social world; they learn to take turns and perform expected ac-
tions during their turns. Elementary social exchanges (such as greetings
and good-byes, questions and answers, requests and assistance) are usu-
ally assembled into longer social sequences, such as meals, play, and les-
sons. Therefore, an early objective in the education of autistic children is
to teach them how to participate in social exchanges. Items in this area
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include (a) responding to own name and to requests, such as “Look”; (b)
making eye contact (spontaneous and on request) to produce natural rein-
forcers, such as play; (c) approaching other persons spontaneously and on
request; (d) showing and giving objects (i.e., initiating interaction or tak-
ing a turn); (e) expressing needs, wants, or preferences by vocalizing,
reaching, pointing, shaking the head, or placing an adult’s hand on a de-
sired object; (f) imitating an adult’s movements, sounds, words, and ac-
tions; and (g) enacting greetings, good-byes, thanks, questions, answers,
and descriptions.

AREA C: Bopy COORDINATION AND LOCOMOTION

Items in this area bring a child into contact with objects and activities
from which the child can learn about time, space, movement, cause and
effect, and social norms. Items include (a) fluency at moving and using
(extending, flexing, rotating) hands, arms, and legs; (b) bending and
standing; (c) carrying objects; (d) throwing, kicking, and catching a ball;
(e) hopping, jumping, and running, and many more.

AREA D: SIMPLE ACTIONS AND INTERACTIONS WITH OBJECTS

Items in this area build on items in the earlier areas. Examples include (a)
elementary actions such as reaching, grasping, picking up, releasing,
placing, switching hand-to-hand, pushing away, turning over, rotating,
fitting, and squeezing; and (b) composite activities such as putting ob-
jects into containers, wrapping/covering and unwrapping/uncovering,
stacking, stirring, stringing, screwing/unscrewing, turning pages, wind-
ing/unwinding, scribbling, tracing, coloring, spreading, placing (e.g.,
utensils on a mat), inserting (e.g., utensils into a drawer), rolling, folding,
cutting, and assembling.

AREA E: CoMMONSENSE KNOWLEDGE OoF How THE WORLD WORKS
AND OF THE CULTURAL CONFIGURATION

As children pay attention to their own behavior and to the activities
around them (items in earlier areas) they acquire knowledge in the form
of concepts, propositions, and strategies. Examples include knowledge (a)
that some events signal later events; (b) that there are sequential and
causal relationships; (c) of associations among objects, activities, persons,
places, words/names; (d) of characteristics by which one can describe
and group (e.g., color, shape, use, speed, number, distance, position);
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(e) of actors (I, you, we); and (f) of rules, recipes, and strategies (first do X;
then doY).

AREA F: INCREASINGLY COMPETENT PARTICIPATION IN MORE
ComMPLEX FORMS OF SociAL ORGANIZATION

As a child becomes more competent with items in earlier areas, other
persons may come to see the child as increasingly attuned to what
is going on and more capable of taking part. Therefore, they may pro-
vide the child with opportunities to perform more complex tasks in
more complex forms of social organization such as helping to prepare
meals and participating in conversations. These changes further in-
crease a child’s competence in lessons, chores, stories, play, shopping,
and conversations.

The model is described to families around Meeting 4 or 5. Parents are
taught the following three concepts:

1. Their child’s education should begin with items in Areas A and B
(Interest in, Attention to, and Orientation to the Environment and
Participation in Elementary and Early Forms of Social Interaction).
A child’s progress in other areas depends on competence in these
areas.

2. Increasing competence in one area facilitates beneficial change in
other areas. For example, as their child learns to move her body
from one place to another (Area C) and to interact with objects
(Area D), she acquires commonsense knowledge of how the world
works. This increases her competence with items in Area F.

3. If a child is not making much progress in an area, we assess the
child’s skills in the earlier areas. It is likely that items in these ear-
lier areas are “tools skills,” or components of behaviors in the
harder areas, and must be strengthened before the child will make
more progress.

The model (the competency areas, items in each area, and sequence)
are then used to identify skills to work on.

A fourth source of target behaviors and skills for home (and school) programs
can be an ecological analysis. The family spends several days observing and
writing down what they do, where they do it, and when they do it in a
typical day. They also list what their child with autism is doing, and
where. The point is to (a) have a fairly detailed picture of the family
round of daily life and the child’s participation in it; and (b) identify
spots where they can increase their child’s participation. This informa-
tion can then be turned into a series of program plans:
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Typical Day in the Costa Family

Activity Suggestions
6:30-7:00 A.M.  Dad wakes everyone up. Before bed, help Edwardo
Jose and Lena get up and select clothes for next day.
dress themselves. Put clothes on floor in the
Edwardo (boy with shape of a person. Practice
autism) turns on TV and dressing sequence. Each
“relaxes.” Then Lena morning, Lena prompts

(older sister) helps him get Edwardo to put on each
dressed while Mom makes item. As he begins, she
breakfast and Dad checks  praises him several times
emails from work. and then leaves the room.
She returns when it is
about time for the next
item. [Gradually chain 2
and 3 items in a sequence.]

The different sorts of assessment information assist the selection of
target behaviors and skills. Standardized tests tell what must be worked
on. The family’s list of preferred targets also suggests what must be
worked on to sustain energy and incentive. The ecological description
broadens the picture and the selection of targets. There is likely to be trian-
gulation among this information. If the Peabody test says that a child needs
work on receptive vocabulary, it is likely that the parents are well aware of
this and want to work on it. “He gives us a blank stare when we say, ‘Pick
up your socks.” We need to teach him what these words mean.” And fi-
nally, the model of psychosocial development suggests that certain skills
facilitate learning other skills, and therefore ought to be taught in a par-
ticular sequence, from elements to composites.

THIRD SET OF MEETINGS
(APPROXIMATELY 7 THROUGH 17)

This set of meetings is the bulk of a program. Parents and consultants use
assessment information to plan home teaching programs.

BEHAVIORAL FOUNDATIONS

Training programs for families of children with autism were generally
part of the development of the behavioral approach in education and men-
tal health. The reader is invited to read the early work of Allen and Har-
ris (1966); Ayllon and Michael (1959); Bijou (1967); Davison (1964); Ferster
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(1968); Hart, Allen, Buell, Harris, & Wolf (1965); Lindsley (1964); Lovaas,
Freitag, Gold, and Kassorla (1965); Patterson, McNeal, Hawkins, and
Phelps (1967); Risley and Wolf (1967); Russo (1964); Schopler and Reichler
(1971); Wahler et al. (1965); Walder et al. (1967); and Williams (1965).
These and many other articles reveal the enduring commitment of behav-
ior analysts to children and families, and their amazing skill at translat-
ing principles of learning into effective programs.

Most training programs for families are behavioral in nature. Behav-
ioral concepts and principles guide the development of curricula (e.g., in
social skills and language) and instructional methods. In addition, behav-
ioral concepts, principles, and methods are a large part of what families
are taught in programs. The following sections describe some of the more
commonly used behavioral concepts, principles, and methods.

RESPONDENT LEARNING

Parents need to know that certain events (unconditioned stimuli, such as
food and pain) have the capacity without prior instruction to elicit emo-
tional responses (unconditioned responses), such as smiling, attention,
crying, and fear. However, most events that elicit emotional responses are
learned. A child learns to experience pleasure at the words “Good job”
because these words (initially neutral) are associated with food and phys-
ical contact. Through association with food and physical contact, neutral
events come to elicit the same emotional responses. This has six practical
implications:

1. Parents must ensure that their child’s interaction with them is associated
with pleasure and the experience of success. For example, the child fi-
nally grasps a spoon for eating ice cream. The interaction should
not be associated with pain, frustration, and boredom. Otherwise,
the child will attempt to escape via crying, whining, tuning out,
and tantrums.

2. Parents should pair neutral events with events that already elicit desirable
attention and emotional responses. Teaching sessions (where a child
might be receiving food, affection, accomplishment, and other
pleasure-eliciting responses from parents) should be held in the
same place in the home, so that these places come to elicit attention
and the anticipation of reward. Gradually, instructional settings can
be expanded to include the kitchen table, den, and other rooms.

3. Parents should make tasks easy enough for the child to succeed. This as-
sures that teaching sessions are not associated with frustration and
lack of reward.
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4. Parents should end instruction before their child has had enough. How-
ever, they should gradually increase the amount of time.

5. Parents should use a wvariety of things as rewards. They should
rotate them before their child is satiated. Otherwise, the child’s
enjoyment will decrease and this will become associated with
instruction.

6. Parents should avoid trial-and-error instruction. This can be highly
frustrating and therefore aversive for their child. Instead, they
should provide assistance (prompts—discussed later) so that their
child’s behavior is effective and receives rewarding consequences.

OPERANT LEARNING

Operant behavior is construed not as reflexive emotion but as volitional,
goal-directed action. These terms may grate on persons who find them
too mentalistic and subjective. However, the task is not to turn parents
into behaviorists, but to help them to become technically proficient at in-
teracting with their children and evaluating education plans and pro-
grams in their children’s schools. It does not matter that the parents say
“reward” rather than “positive reinforcement” or “Billy is trying to get
attention” rather than “Billy engages in behavior that is reinforced by at-
tention.” Practically, the parents are going to reward desirable behavior
and not reward undesirable behavior, no matter which words they use.
This is illustrated by the remarks of one of the most successful parents we
have worked with. This father, who had a homemade tattoo and rolled his
pack of Camel cigarettes into the sleeve of his T-shirt, toilet-trained his 8-
year-old son, taught him social play, taught him to speak in sentences
(from a beginning repertoire of about 20 words), and even to read. At the
end of the program, the father said to one of the authors, “Marty, you
know what I really liked about this program?”

“What?”

“It was all about behavior. You taught us how to make our kids behave.”

We hadn’t even taught this father what “behavior” meant. And it
didn’t matter.

Contingencies of Reinforcement

A contingency of reinforcement is the connection between a specific class
of behavior (tantrums, asking for things) and what follows (the conse-
quence). Parents should be taught to describe the effects, to identify them
in the family, and to plan how to use knowledge of the five contingencies
of reinforcement.
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1. Positive reinforcement: Some events that follow behavior result in
that behavior happening more often. These events are called pos-
itive reinforcers. Good parent training programs teach parents to
a. Identify events that are positive reinforcers for their child and

for each other.

b. Identify weak (infrequently occurring) desirable behaviors of
their child and to reinforce these behaviors immediately and
often.

c. Think of ways to reinforce themselves for their efforts and
achievements.

In addition to the contingency of positive reinforcement, par-
ents are taught about schedules of reinforcement. Most important,
they are taught that weak behaviors and behaviors at the start
of a teaching program probably should be reinforced every time
(continuous schedule). However, as a behavior increases in
strength (happens more often), reinforcement should gradually
be given less often: from every time, to two out of three times,
to about 50% of the time, to about one out of three times. Or,
when duration is being reinforced, parents should at first rein-
force very often, and gradually reinforce after longer and
longer (by randomly longer) intervals. These less-often sched-
ules are called intermittent.

2. Negative reinforcement: Some events (behaviors of other persons)
are so aversive, irritating, and stressful that when a person finds
that responding with a certain behavior will stop, delay, shorten,
or prevent these events, the person will perform the escape,
delay, or avoidance behavior more often until it becomes a habit.
Many behaviors of a child with autism are aversive—tantrums,
screaming, weird gestures. Parents try to stop, delay, shorten,
or prevent these behaviors. For example, parents may give the
child a snack to stop the child’s crying. If giving the snack (es-
cape behavior) works (the child stops), the parent uses this es-
cape behavior more often. The problem is, the snack positively
reinforces the child’s crying. Therefore, the child will cry even
more often—"to get snacks.” Parents must be taught to
a. Identify their child’s aversive behaviors and how they react to

these behaviors.

b. Ensure that they do not “give in” in a way that reinforces
these behaviors, but must teach their children desirable alter-
native ways to get what they want.

3. Extinction: Extinction is a contingency in which the consequence
is a neutral event—neither reinforcing nor aversive. For example,
a child plays, but no one notices. The consequence is that nothing
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happens. Or the child whines and nothing happens. In effect, the

behavior takes more effort than it is worth. With enough unrein-

forced repetitions, the behavior begins to decrease—to extin-
guish. It is important to teach parents to

a. “Put on extinction” (not respond to) any undesirable behav-
iors. The less the child is reinforced for these behaviors, the
more powerful will be the reinforcement the child receives for
desirable behavior.

b. Extinguish behavior in a matter-of-fact way; for example, a
child screams and the parents “don’t hear it.” This is not the
same as telling the child, “I'm not going to pay attention to
that.” (Obviously, the parent did just that.)

c. Couple nonreinforcement of undesirable behavior (extinction)
with positive reinforcement of desirable alternatives.

d. Be resolute about combining extinction with reinforcement of
desirable behavior. When parents no longer respond as usual,
the child may try harder and harder to coerce the parents to
respond. For example, the child will yell louder and longer.
This is called an “extinction burst.” If the parents give in and
reinforce the child’s worsened behavior, child will act that
way in the future.

e. Recognize that they will at first receive precious little rein-
forcement for their efforts, and therefore should support each
other and reinforce themselves. “Wow, we hung in there and
just let her yell.”

Type 1 and Type 2 punishment: There are two kinds of punishment

contingencies. Type 1 punishment means that a specific behavior

is followed by an aversive event, and the behavior decreases in
frequency. Spanking (that works) is an example. Type 2 punish-
ment means that a behavior is followed by the removal of a posi-

tive reinforcer. Examples include having dessert removed as a

result of playing with it, or having one’s computer stop working

as a result of smacking it. In the field of behavior analysis and in pro-
grams for families, punishment is not punitive. The point is not to

“teach a child a lesson” by giving the child pain. The point is rap-

idly to weaken behavior that is dangerous or destructive, such as

self-injurious behavior.

There is an ongoing debate in the field about the use of pun-
ishment, even when it has beneficent objectives. Advocates of
punishment argue that nonaversive methods (such as reinforc-
ing alternative desirable behavior) usually take longer to work
than punishment. The child could cause serious damage in the
meantime. Opponents of punishment argue that punishment is
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difficult to use properly (immediately, every time, painful

enough to stop a behavior); that its effects are unpredictable

(e.g., it may evoke fear or violence toward the parent); and that it

is easy to abuse (“I'll give you something to yell about!”). We

cannot resolve the issues here. Suffice it to say that no procedure

(in this case, aversive methods) that has been shown to stop self-

injurious behavior (such as head-banging and self-mutilation)

should be prohibited in all cases because there may be undesir-
able effects. Otherwise, surgery, dentistry, and colonoscopy
would be prohibited as well.

Regardless of the outcomes of the debate, parents should be
taught:

a. To use punishment in the technical sense (to suppress harm-
ful behavior) and never to use punishment in the punitive
sense—to teach the child a lesson.

b. How to use punishment properly—immediately, every time,
with an aversive event that is painful enough to stop the be-
havior, and only after careful planning and with close moni-
toring by a consultant.

Differential Reinforcement

Differential reinforcement is a procedure in which one behavior (or fea-
ture of a behavior, such as skill, intensity, duration) is not reinforced
and another behavior or feature of a behavior is reinforced. The result is
that the reinforced behavior or feature increases while the behavior or
feature that is not reinforced (is on extinction) decreases. It is essential
that families learn to identify these pairs and use differential reinforce-
ment: Ignore long tantrums but (ironically) reinforce short ones; ignore
whining and reinforce asking; ignore bizarre hand movements but
reinforce proper play; ignore noncompliance but reinforce cooperation
with requests.

Shaping

Shaping is a procedure that is based on differential reinforcement. One
aspect of a behavior is differentially reinforced. Parents can practice this
in meetings using the game of hot and cold (e.g., a dollar bill is hidden. A
parent comes in the room and the group says “hotter” as the parent gets
closer). Parents can reinforce (a) longer durations of eye contact and play;
(b) longer utterances (“I want cookie”; not “Cookie”); (c) longer chains of
behavior (the child is reinforced after he puts on two items of clothing
without help, no longer after each one); (d) faster responses to requests
(getting dressed faster, putting away toys faster).
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Chaining

Chaining is a procedure in which a person assembles steps or parts into a
routine (e.g., a child might be able to put in each piece of a puzzle, but
waits for a signal to put in each one). In chaining, another step is added be-
fore reinforcement is given. Chaining can be forward: The child learns to
put on underpants, then underpants and socks; then underpants, socks,
and shirt; then underpants, socks, shirt, and shoes. In backchaining, the
child learns the last step first: the child first learns to fluff the pillow on
the bed; then to pull up the cover and fluff the pillow; then to pull up the
sheet, then the cover, and then the pillow. The sequence would be written
on (or, if from a commercial program, it would be attached to) the family’s
home teaching program contract.

Prompts

Basically, prompts are something added to a setting that increase the clar-
ity of information or assist the production of a response. Parents need to
be taught how to add and how to remove or fade prompts so that their
children will more easily learn otherwise difficult skills.

There are at least six kinds of prompts: accentuating, gestures, instruc-
tions, models, manual, and tools and other aids:

1. Accentuating or highlighting cues, responses, and consequences: The rele-
vant features of a setting can be made more ear- and eye-catching to
attract attention or increase children’s understanding of what they
are doing. Examples include using large letters; shining a light on
important objects; marking off play versus eating areas with bright
contrasting colors; increasing the loudness of requests; using food
pictures taped to a refrigerator door to cue the child to open it; and
placing small pictures of objects beneath the words for those ob-
jects, to assist reading. These prompts might be faded as a child re-
sponds to them in a more reliable and fluent fashion (e.g., the
pictures beneath the printed words might be gradually covered up).
The salience of instructional events can also be increased by reduc-
ing background sounds and removing distracting sights.

2. Gestures: Gesture prompts include nodding, pointing, or looking at
places or relevant objects, to give the child information about when,
how, where, or with what to respond. For example, Sam’s mother
points to Sam’s special drawer, as though to say “Play over there.”
And she says “Come here” at the same time she performs the con-
ventional arm or head gestures.

3. Instructions: Instructions can tell children (a) that they can respond
(“There are no cars in the street; walk now”); (b) what response to
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make (“Now spread the jelly”); (c) what to pay attention to (“Watch
my mouth”); and (d) how to respond (“Use both hands”).

Note that instructions can be full (“Now put the pillow on the
bed”) or partial (“Pillow”). Instructions can also be verbal (live or
video recorded), pictorial (a series of pictures of the steps in clearing
a supper table) or written (cards that recite rules such as, “First we
hang up coat and then we play”). Hints or indirect prompts may also
be considered a form of instruction (if Edwardo gets stuck while
making his bed, Mr. Costro says, “What do you lay your head on?”).

4. Models: Models involve demonstrating all or part of a desired perfor-
mance. For example, Edwardo is holding a saw properly with his right
hand, but not securing the board with his left. Mr. Costro says, “Like
this,” which gets Edwardo’s attention. Then Mr. Costro puts his own
left hand on the board and presses down (a motor model). Edwardo
imitates the model and Mr. Costro gives him a pat on the back.

5. Manual prompts: Manual prompts involve physically helping a child
correctly move his or her body. Ms. Jones gently turns Sam’s head
so he sees relevant cues in a toothbrushing task. She guides his
hands with her own so he correctly performs the brushing move-
ments. And she again gently turns his head so he can see how his
teeth look—the relevant consequence of brushing.

Manual prompts vary with respect to completeness and restrictive-
ness. Parents can manually prompt every movement in a sequence
(e.g., from locating the toothbrush to replacing it on the shelf), or
only one response (e.g., hand-over-hand help in brushing). Regard-
ing restrictiveness, or the degree of guidance, parents can use a par-
tial manual prompt allowing much leeway of movement, or a full
manual prompt that restricts movement to a certain path.

6. Tools and other aids: Tools, jigs, templates, and devices refer to materi-
als and mechanical/electrical means to simplify tasks or increase a
child’s closeness to objects, range of motion, strength, accuracy, and
attention. Examples include eating utensils with special handles;
clothing and other materials joined with Velcro; microswitches for
electrical equipment; a strap for pulling open a refrigerator door;
mats with outlines of plates and utensils; stools for standing; par-
tially predrilled holes to facilitate using a screwdriver; a computer or
tape recorder that gives cues, instructions, or feedback for each step;
and equipment for sitting, reaching, turning, and holding things.

SETTINGS FOR INSTRUCTION

The education of many children with autism occurs during sit-down
sessions in a special place and time. This is proper for certain skills and



Comprehensive Programs for Families of Children with Autism 101

at certain (e.g., early) stages. However, early instruction in this setting
may inadvertently train some teachers to teach almost solely in this set-
ting, which inhibits generalization and independence. Parents should
be taught to teach in at least three complementary settings that cover a
wide sample of a child’s environments. The three settings are routine
tasks and activities, incidental-engineered opportunities, and special
sessions.

Routine Tasks and Activities

A child’s round of daily life is a recurring sequence of tasks (setting the
table, eating, cleaning up) and larger activities (meals). There are at least
five reasons that routine tasks and activities are an important instruc-
tional setting:

1. They provide regular and frequent opportunities to participate in
social life.

2. A child’s participation can vary from partial (handing someone a
spoon) to lengthier contributions (stirring soup).

3. A child learns about (a) means-end relations (to accomplish Z, first
do X, and Y), (b) parts and wholes (a sandwich consists of bread,
filling, and condiment), and (c) social conventions (e.g., there are
table manners for eating meals and rules for playing games).

4. A child’s participation is likely to be noticed, reinforced, and sup-
ported by available models, which may enhance estimation of the
child’s competence.

5. The signals, prompts, and reinforcers are normative, natural, and
reliably there; therefore generalization of a skill to other settings is
easier.

Incidental-Engineered Opportunities

There are four kinds of incidental-engineered opportunities: inciden-
tal teaching, the mand-model technique, the delay procedure, and
chain interruption. These can be used when teaching routine tasks and
activities:

1. Incidental teaching: Here, the parent waits for or engineers the set-
ting to encourage a particular response. A parent briefly opens the
refrigerator door, exposing a child’s favorite juice. The child pulls
the door open. The parent prompts, reinforces, and/or encourages
the child to expand the performance.

2. The mand-model technique: Here, the parent inserts a request into a
child’s ongoing activity, and then prompts and reinforces the
child’s response (Goetz & Sailor, 1988). While a child is playing
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with toy cars, his mother asks what he is doing or asks him to show
her a red car. This helps bring the child into contact with possibly
unnoticed events and generalize into the play setting behaviors ac-
quired elsewhere (e.g., color naming and the question-answer for-
mat). In contrast to incidental teaching, the mand-model technique
involves more initiation by a caregiver.

3. The delay procedure: In the delay procedure, the parent identifies
spots in a task or interaction where a child could make a request
(Halle, Baer, & Spradlin, 1981). The caregiver participates in the in-
teraction as usual, but at the preselected spot interrupts the flow for
a few seconds, and waits for the child’s request. If a request is not
forthcoming, the caregiver models one.

4. Chain interruption: In chain interruption, a caregiver interrupts the
child engaged in a sequence, and makes a request requiring the
child to insert another behavior into the sequence, thus enriching it
(Hunt & Goetz, 1988).

Special Teaching Sessions

Special sessions are useful and perhaps essential under certain conditions:

e For initially strengthening responsiveness and turn-taking during
simple collaborative tasks; that is, bringing a child into the social
world.

¢ To improve parent-child interaction.

* To help parents increase their teaching competence and give chil-
dren with a history of slow progress the experience of success.

e For practicing weak behaviors and generalizing them to routine
tasks and activities.

It is essential that parents move a child’s instruction away from these ses-
sions and into routine activities.

Home teaching program plans should specify all essential elements in-
cluding (a) the objectives (what the child will do, and by what time); (b) a
concrete definition of the behavior or skill; (c) the settings of instruction;
(d) how the behavior or skill will be taught (models, signals to respond,
prompts, chaining, shaping, reinforcers, schedules of reinforcement);
handling problem behaviors; and (e) measurement.

When a program is connected to a school, parents can receive initial
and continuing training in these procedures by assisting in class with
close supervision and coaching—but working with children other than
their own. An effective sequence is first to have parents merely reinforce
desirable behavior. After becoming skilled at quick differential reinforce-
ment, the parents can begin to signal behavior (e.g., “Look at me”). Next
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they can model responses for the child. Later, the parents put all the re-
sponses together into a teaching routine: gaining attention, modeling,
signaling, prompting, and reinforcing. When they have become proficient
with several children, parents can begin to use these methods with their
own child.

Each week, as parents and consultants describe the past week’s home
teaching, consultants help families to evaluate the plan and the faithful-
ness with which it was carried out. These debriefings can be done by hav-
ing the group examine video recordings.

CONSULTANT: Ms. Jones. What about that last one?

Ms. JoNEs: I reinforced too slow. I reinforced when he looked away.
ConsULTANT: Right. Good eye. What can you do to reinforce faster?
Ms. JoNEes: Maybe if I leaned a little closer.

MR. CostroO: That’s a good idea!

These points of evaluation are turned into a checklist that parents use
to prepare and to evaluate their teaching. Did the parents reinforce,
model, prompt, and chain properly? Did they rotate reinforcers? Did they
end sessions before a child was fatigued? Did they ignore mild problem
behaviors?

FINAL AND CONTINUING SET OF MEETINGS
(APPROXIMATELY 18 TO END OF PROGRAM)

The remaining meetings involve working on fluency, generalization, and
independence for older target skills; adding new target skills; and han-
dling long-term likely difficulties, such as the need for respite, updating
IEPs, summer activities, transitions to other schools.
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CHAPTER 4

Parent Management Training
to Improve Competence in
Parents of Children with
Asperger Syndrome

KATE SOFRONOFF and KOA WHITTINGHAM

IT 15 beyond doubt that parents have an enormous impact on the well-
being and functioning of their children, and it is also beyond doubt that
children in turn have a major impact on their parents. Furthermore, it is
widely recognized that children with developmental disabilities display
behavior problems at a significantly higher rate than typically developing
children (Einfeld & Tonge, 1996; Emerson, 2003). Parent reports have indi-
cated that 40% of children diagnosed with autism spectrum disorders en-
gage in some type of problematic behavior on a daily basis (Dunlap,
Robbins, & Darrow, 1994). It has been found that those children with
more severe levels of intellectual disability are more likely to display be-
havior problems such as self-injury, aggression, and autistic or ritualistic
behaviors (Quine, 1986), whereas children with milder levels of disability
(e.g., Asperger syndrome) are more likely to display common psychiatric
disorders, such as Conduct Disorder or Oppositional and Disruptive Be-
havior Disorders (Einfeld & Tonge, 1996), anxious behaviors (Sofronoff,
Attwood, & Hinton, 2005), and problems with anger management
(Sofronoff, Attwood, Hinton, & Levin, in press). Additional behavior
problems create a significant added burden for children with develop-
mental disabilities since behavior problems further interfere with the
child’s ability to learn essential social and educational skills, which may
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lead to exclusion from educational and community settings and even
threaten physical health (Rojahn & Tasse, 1996; Tonge, 1999).

It has also been found that most challenging behavior problems
displayed by individuals with developmental disabilities originate in
early childhood and without intervention are extremely persistent over
time (Emerson, Moss, & Kiernan, 1999). Both parents and siblings of
children with a developmental disability and disruptive behavior prob-
lems experience significant levels of stress (Cuijpers, 1999; Pakenham,
Samios, & Sofronoff, 2005); and to cope with their situation, families fre-
quently require respite services (Sloper, Knussen, Turner, & Cunning-
ham, 1991). Parents of a child diagnosed with a pervasive developmental
disorder face great challenges and demands associated with the uneven
developmental progress of their child (Schuntermann, 2002) and are
at increased risk of developing psychological difficulties themselves
(Holroyd & McArthur, 1976; Konstantareas & Homatidis, 1988). Stod-
dart (2003) reported a study in which 37.7% of parents of a child
with Asperger syndrome reported that they had received a diagnosis
from a mental health professional. The most common diagnoses were de-
pression and anxiety, with diagnosis more common in mothers than
in fathers.

HISTORY

Children diagnosed with Asperger syndrome generally present with a pat-
tern of speech development and intellectual capacity within the normal
range. They do, however, exhibit deficits in understanding or empathizing
with the thoughts and feelings of others that frequently affect their ability
to develop and maintain friendships (Wing, 1981). These impairments
often result in behaviors that parents, teachers, and others perceive as
problematic. In some instances, poor behavior may emanate from impair-
ments in social functioning, empathy, and special interests, or an anxiety-
driven need for routine and repetitive behaviors; but at other times, the
child may simply respond in an inappropriate manner to social cues.
Training programs for parents have been available for decades, but only
relatively recently have specific programs been developed or trialed for par-
ents of children with Asperger syndrome (Sofronoff, Leslie, & Brown, 2004;
Whittingham, Sofronoff, & Sheffield, 2006). Many agencies around the
world conduct information sessions for parents to assist them with manag-
ing emotional and behavioral problems in their children. Though the pro-
grams may be excellent, they are unlikely to be available to many parents or
to have demonstrated efficacy in a controlled trial. It is widely recognized
that parents are an important resource in the management and support of
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the child with an autism spectrum disorder such as Asperger syndrome
(Howlin & Rutter, 1987; Mullen & Frea, 1995; Sofronoff et al., 2005).

Several studies have demonstrated the effectiveness of behavioral
family interventions in reducing disruptive behaviors in children with
developmental disabilities. Both contingency management training
(CMT), which trains parents to respond contingently to desirable and
undesirable behavior; and planned activities training (PAT), which
trains parents to structure activities that minimize opportunities for
disruptive problem behaviors, have been effective approaches in such a
program (Roberts, Mazzucchelli, Taylor, & Reid, 2003). Sanders and
Plant (1989) implemented a parent training program that included spe-
cific training for generalization across settings. The study was con-
ducted with parents of children with developmental disabilities and
behavior problems specifically because generalization across settings is
known to be problematic for this population of children. Five interven-
tion families successfully implemented and generalized strategies
across multiple target settings and experienced significant decreases in
problem behaviors.

Teaching parents effective strategies to manage the behaviors of their
child and to better cope with the presentation of Asperger syndrome also
results in a significant increase in parental self-efficacy (Sofronoff et al.,
2005; Sofronoff & Farbotko, 2002).

In other areas dealing with childhood disorders, it is well documented
that training parents to manage child behavior is effective. The effective-
ness of parent training for externalizing disorders such as Attention-
Deficit/Hyperactivity Disorder (ADHD), Conduct Disorder (CD),
and Oppositional Defiant Disorder (ODD)has been empirically evalu-
ated and found to be sound (Anastopoulos, 1998; Braswell, 1991;
Johnston & Freeman, 1998; Sanders, 1992). Parent training for internaliz-
ing disorders such as separation anxiety, generalized anxiety, social anx-
iety, and phobias has also been found to be effective (Barrett, 1998;
Cobham, 1998; Eisen, Engler, & Geyer, 1998; Sanders, 1992). In a recent
study, parents reported greater satisfaction with and better results
from a child-focused anxiety intervention program for children with
Asperger syndrome when a parallel parent program was included
(Sofronoff et al., 2005).

THEORY

The theoretical basis for the evidence-based parenting programs that we
discuss here is social learning theory in the context of child developmen-
tal theories.
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PARENT TRAINING PROGRAM 1—A PROGRAM
SPECIFIC TO ASPERGER SYNDROME

This program was developed to target parents of children with Asperger
syndrome (Sofronoff et al., 2004). Fifty-one families participated in the
trial of the program, each with a child of primary school age recently di-
agnosed with Asperger syndrome by the consultant pediatrician at the
Mater Children’s Hospital, Queensland, Australia. All parents received a
parent’s manual that contained all the information covered by the follow-
ing six components of the intervention package:

1.

Psychoeducation: The nature of Asperger syndrome was outlined to
parents and the difficulties likely to be experienced by the child were
demonstrated. We used both video demonstration and discussion.
This component was interactive: Parents were asked to give examples
of aspects of the disorder affecting their own child. The heterogene-
ity of the disorder was emphasized, as was the importance of access-
ing the perspective of their child in problem situations.

. Comic Strip Conversations: This technique, devised by Carol Gray

(1998), is based on the belief that visualization and visual supports
improve the understanding and comprehension of conversation.
Simple drawings are used to portray conversations between two
people. The comic strips identify what people say and do and also
emphasize what people may be thinking.

. Social Stories: This technique aims to facilitate social understanding

through the creation of a short story about a specific situation that
the target child can identify with. The stories are written according
to guidelines using mostly descriptive and perspective sentences,
with only one directive sentence. Thus the child is given informa-
tion on what is occurring and why as the situation is described in
terms of social cues and anticipated actions.

. Management of problem behaviors: Some of the most common prob-

lem behaviors displayed by children with Asperger syndrome
were outlined for parents. These included interrupting, temper
tantrums, anger, noncompliance, and bedtime problems. Tech-
niques were outlined for dealing with each of these issues and par-
ents were asked to choose a particular problem behavior pertinent
to their child and to outline and implement a management strat-
egy for that behavior.

. Management of rigid behaviors and special interests: This component

aimed to deal with parents’ experience of the child’s rigid be-
haviors, adherence to routines, literal interpretations, and special
interests. The focus of this component was to ensure that parents
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understood the perspective of the child; why the child has a need
for routines, and so on. From this perspective, it is a little easier to
deal with some of the more extreme instances of such behaviors. It
is also possible to see the potential for the child’s special interest as
a reward to facilitate other activities.

6. Management of anxiety: A child with Asperger syndrome is ex-
tremely susceptible to anxiety. Many problem behaviors are, in fact,
the result of anxiety rather than real naughtiness; we emphasized
that parents need to recognize when their child is anxious or is
likely to become anxious and be ready to prevent and manage such
behavior.

RESEARCH FINDINGS

The primary aim of the study was to evaluate the efficacy of short-term
parent management training as an appropriate intervention for children
diagnosed with Asperger syndrome. The second aim was to compare the
treatment delivery methods—workshop format and individual sessions.
The techniques that had not been previously evaluated in a controlled
study were also of interest.

First, the results suggest that parent management training can be an
effective intervention for parents of a child diagnosed with Asperger
syndrome. On each of the measured outcome variables—number of prob-
lem behaviors, intensity of problem behaviors (Eyberg Child Behavior
Inventory, Eyberg & Pincus, 1999), and ratings of social skills (Social
Skills Questionnaire, Spence, 1995)—parents indicated significant im-
provement following parent training for both intervention groups. The
wait-list control group showed no significant improvement on any of the
outcome variables. This finding supports research in other areas that
suggests training parents to manage child problem behaviors is effective
(Sanders and Markie-Dadds, 1996). It also demonstrates the relevance of
this body of literature to children with a diagnosis of Asperger syn-
drome (see Table 4.1).

Second, the results indicated some notable differences on the outcome
variables between the workshop group and the group with individual
sessions. The measure of parent ratings of the intensity of problem behav-
iors, which reports frequency of difficult behaviors, revealed a significant
difference between the two intervention groups at postintervention and
follow-up, with the parents in the individual sessions endorsing much
greater change. Furthermore, the workshop group was not significantly
different from the wait-list group at postintervention and follow-up on
this measure.
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Table 4.1
Problem Behaviors and Intensity of Problem Behaviors across
Time (ECBI Scores)

Preintervention Postintervention Follow-Up
Group Scores M SD M SD M SD

Workshop problem 17.44 5.77 11.782 5.90 12.50° 6.96
Individual problem 16.89 5.84 9.222 4.93 8.67¢ 4.93
Wait-list problem 18.13 5.19 17.53 5.65 18.20 6.21

Workshop intensity  149.72  29.78 130.442 25.54 129.002 18.13
Individual intensity ~ 140.44 22,59 110.66%° 19.85 106.44%¢ 22.99
Wait-list intensity 144.73 26.39 148.00 31.75 144.40 31.85

aSignificantly different from preintervention, p < .0001.
b Significantly different from preintervention, p < .005.
¢ Significantly different from Workshop group p < .05.
dSignificantly different from Workshop group p < .01.

There are several possible explanations for this finding. The parents
who received individualized sessions had many more opportunities to
model strategies and fine-tune their approach to problem behaviors, and
it is likely that this resulted in a more consistent use of the strategies and
greater success in their use. It is also possible that through the ongoing
individual sessions, parents became increasingly knowledgeable about
the syndrome’s manifestation in their child and hence became more toler-
ant of some behaviors. This increased tolerance may have been mani-
fested in the lower intensity ratings for behaviors that were ongoing.

We also noted that the reported use of strategies in the workshop
group was lower than in the individual sessions. This was especially no-
ticeable with the more complex strategies such as Social Stories and
Comic Strip Conversations. A possible explanation for this finding is that
the presentation of such a broad range of material is too much for parents
to absorb in a single day and would be better presented over two sessions
and in smaller groups. Although most parents stated that they would
prefer to take part in the 1-day workshop, this may not be the most effec-
tive format for training more complex strategies. The parents in the indi-
vidual sessions could improve and modify their approach with the help of
continued therapist support. They also could ask for clarification and dis-
cuss their strategies more thoroughly in terms of what worked and what
needed further development (see Table 4.2).

In trying to assess the usefulness and acceptability of various compo-
nents of the intervention, we noticed variability in the strategies that dif-
ferent parents used and endorsed as effective. An overwhelming number
of parents, however, endorsed the usefulness of psychoeducation as a
means of empowerment, and many parents rated this as the most useful
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Table 4.2
Parent Ratings of Use at Home and Usefulness of Different
Components of the Intervention

Workshop Individual
Use at Home  Usefulness Use at Home Usefulness
Component (%) (0-5) (%) (0-5)
Psychoeducation 79 4.5 87 4.4
Social Stories 50 4.2 87 4.3
Comic Strip Conversations 50 4.2 75 41
Behavior management 86 4.3 81 4.2
Anxiety management 64 41 62 41

component of the intervention. In a recent study in which parents were
asked how they had “made meaning” or “made sense” of raising a child
with Asperger syndrome and whether they had found any benefits, many
parents described making meaning and finding benefits by gaining
knowledge about the disorder and becoming empowered as an advocate
for their child (Pakenham et al., 2005). Since the focus of this component
was not only on sharing information about Asperger syndrome, but also
on accessing the child’s perspective in each situation, it led many parents
to look at behavior from a different perspective and to try different strate-
gies when dealing with their child’s behavior.

When we looked at the ratings of the parents who used Social Stories
and Comic Strip Conversations, it was apparent that they were finding
them extremely helpful. While we know that these techniques will not be
useful for every child with Asperger syndrome, it appears from the use-
fulness ratings from this study that those parents who use the techniques
experience positive results.

Parents in both the workshop and individual sessions indicated that
they were satisfied with the program. Although there is sparse litera-
ture related to parental satisfaction with programs that address As-
perger syndrome, the few that exist in related areas seem to report
similar results. Even when gains are not as great as parents may have
hoped, they still report satisfaction with the gains that have been
achieved (Boyd & Corley, 2001; Smith & Lerman, 1999). Several parents
in the current program also indicated that they believed they could use
some of the strategies in the future; they did not feel that they had
wasted their time; and many were relieved to have met other parents
with similar experiences.

LiMmiTATIONS AND FUTURE RESEARCH

It must be acknowledged that the study conducted used only small num-
bers and that the results should be viewed with some reservations. The



114 DEVELOPMENTAL DISORDERS

trend in the workshop group to less robust results may have been even fur-
ther increased by a larger sample size and by a 6- to 12-month follow-up.

It is important to note that in a skills-based intervention such as
this one, parents are aware of the expected outcomes as measured by
self-report questionnaires. It is also not possible to draw any conclusions
about actual child behavior change since this was not measured other
than by parent report. For this reason, the results should be viewed
with caution. What seems certain is that parents feel as though they can
better cope with their child’s behaviors and reported significant
improvements.

Perhaps the greatest drawback for such a program is its limited reach
to parents. This program was delivered in a university setting with the
help of a research grant and postgraduate clinical students who served as
therapists. Although some of these students may eventually use the pro-
gram in their own practice and other research teams have trialed the pro-
gram in other countries, it is still not possible to readily and widely
disseminate the program. For this reason, we decided to trial a widely
used parent training program to evaluate the acceptability and efficacy of
a program that is not specifically tailored to the diagnosis of Asperger
syndrome.

PARENT TRAINING PROGRAM 2—
STEPPING STONES TRIPLE P

Stepping Stones is a recent version of the Triple P (Positive Parenting Pro-
gram) that targets families of children with disabilities (Sanders, Maz-
zucchelli, & Studman, 2003). Triple P is a behavioral family intervention
with social learning principles as the theoretical basis (Sanders, 1999).
The Triple P approach to parenting focuses on providing children with
positive attention and managing their behavior in a constructive way that
does not hurt the child (Sanders et al., 2003). To this end, parents are en-
couraged to develop knowledge, skills, and confidence (Sanders, 1999).
Stepping Stones Triple P involves the basic Triple P strategies and in-
cludes additional strategies from the disabilities literature developed es-
pecially for this population (Sanders et al., 2003).

Triple P has an impressive evidence base and has been shown to pro-
duce statistically significant and clinically meaningful decreases in the
problem behaviors of children that are maintained over time (Sanders,
1999; Sanders, Markie-Dadds, Tully, & Bor, 2000). The treatment effect of
Triple P has been replicated in many studies and has been typically asso-
ciated with high levels of acceptance and satisfaction on the part of par-
ticipating parents (Sanders, 1999).
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COMPONENTS OF THE PROGRAM

The strategies in which parents are trained in Stepping Stones, as de-
picted by Sanders, Mazzuchelli, and Studman (2004), can be grouped into
the four broad categories shown in Table 4.3.

Is TH1s PROGRAM ACCEPTABLE TO PARENTS OF A CHILD WITH
ASPERGER SYNDROME?

A pilot study was conducted with parents of children with a diagnosis of
Asperger syndrome to evaluate the acceptability of the Stepping Stones
program. Parents were introduced to the strategies in the program via
video demonstration and were asked to indicate whether they found each
strategy acceptable for use with their child and also to rate the likelihood
that they would participate in training if the program were available. The
42 parents involved in the pilot study rated Stepping Stones as highly ac-
ceptable and indicated a strong commitment to participating in the train-
ing program (Whittingham et al., 2006).

A randomized controlled trial of the Stepping Stones program was con-
ducted in 2005 with parents of children diagnosed with an autism spec-
trum disorder. The majority of the children had received a diagnosis of
Asperger syndrome, but there were a number with a diagnosis of autism.
Parents were seen individually for the initial intake interview, for obser-
vation of a parent-child interaction, and for feedback of findings from
these sessions and from questionnaires completed. A total of five group
sessions were conducted by two therapists, with three to five families in
each group. Families were grouped as far as possible by diagnosis type
and age of child. The group sessions lasted approximately two hours, and
in these sessions parents were trained in the skills of encouraging posi-
tive relationships and desirable behavior, teaching new skills and behav-
iors, and managing misbehavior.

In addition to the group sessions, three individual practice sessions
were provided during which a therapist observed parents interacting
with their child and using strategies that they had nominated to engage
positively with the child and manage misbehavior as it occurred. Follow-
ing training in individual parenting strategies, parents focused on
planned activities for situations that they saw as high risk for their child
engaging in problem behaviors. Parents were encouraged to nominate
three such situations and to develop and trial their plan. One of the indi-
vidual practice sessions involved observing the parents enact and trial a
plan and giving the parent feedback. The final session was a group ses-
sion that brought the training to an end and focused on maintaining
gains and solving problems for the future.



Table 4.3

Strategies Included in the Stepping Stones Triple P—

(Positive Parenting Program)

Strategy

Description

Application

Developing Positive Relationships

Spending quality time with
children

Communicating with your
children

Showing affection

Spending frequent, brief
amounts of time (as little
as 1 or 2 minutes) involved
in child-preferred activities

Having brief conversations
or interactions with chil-
dren about an activity or
interest of the child

Providing physical affection
(e.g., hugging, touching,
cuddling, tickling, patting)

Encouraging Desirable Behavior

Using descriptive praise

Giving attention

Providing other rewards

Providing engaging
activities

Setting up activity
schedules
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Providing encouragement
and approval by describing
the behavior that is
appreciated

Providing positive
nonverbal attention (e.g.,
smile, wink, stroke on the
cheek, pat on the back,
watching)

Providing tangibles desired
by the child (e.g., a toy,
mirror, flashlight, article of
clothing, food) with praise
and attention

Arranging the child’s
physical and social
environment to provide
interesting and engaging
activities, materials, and
age-appropriate toys (e.g.
board games, paints, tapes,
books, construction toys)

Arranging a series of
pictures or words
representing activities that
children may engage in

Opportunities for parents
to become associated with
rewarding activities and
events, and also for chil-
dren to share experiences
and practice conversa-
tional skills

Promoting vocabulary, con-
versational, and social
skills

Opportunities for children
to become comfortable
with intimacy and physical
affection

Encouraging appropriate
behavior (e.g., speaking in
a pleasant voice, playing
cooperatively, sharing,
drawing pictures, reading,
compliance)

As in preceding entry

As in preceding entry—
particularly for children who
do not respond to praise
and attention

Encouraging independent
play, promoting appropriate
behavior when in the
community (e.g., shopping,
traveling)

Prompting participation in
the daily routine of
activities



Table 4.3 (Continued)

Strategy

Description

Application

Teaching New Skills and Behaviors

Setting a good example

Using physical guidance

Using incidental teaching

Using Ask, Say, Do

Teaching backward

Using behavior charts

Managing Misbehavior

Using diversion to another
activity

Establishing ground rules

Using directed discussion
for rule breaking

Demonstrating desirable
behavior through parental
modeling

Providing just enough pres-
sure to gently move a
child’s arms or legs through
the motions of a task

Using a series of questions
and prompts to respond to
child-initiated interactions
and promote learning

Using verbal, gestural, and
manual prompts to teach
new skills

Using verbal, gestural, and
manual prompts to teach
new skills beginning with
the last steps of the task

Setting up a chart and pro-
viding social attention and
backup rewards contingent
on the absence of a prob-
lem behavior or the pres-
ence of an appropriate
behavior

Using instructions, ques-
tions, and prompts to divert
a child who may soon mis-
behave to another activity

Negotiating in advance a
set of fair, specific, and
enforceable rules

The identification and
rehearsal of the correct
behavior following rule
breaking

Showing children how to
behave appropriately (e.g.,
speak calmly, wash hands,
tidy up, solve problems)

Teaching self-care skills
(e.g., brushing teeth, mak-
ing bed) and other new
skills (e.g., playing with
toys appropriately). Also,
ensuring compliance with
an instruction (e.g., “put
your hands down”)

Promoting language, prob-
lem solving, cognitive abil-
ity, independent play

Teaching self-care skills
(e.g., brushing teeth, mak-
ing bed) and other new
skills (e.g., tidying up)

As in preceding entry

Encouraging children for
appropriate behavior (e.g.,
playing cooperatively, ask-
ing nicely) and for the
absence of problem behav-
ior (e.g., tantrums, swear-
ing, hitting)

To prevent problem behav-
iors (e.g., self-injurious
behavior, damaging prop-
erty, running away)

Clarifying expectations
(e.g., for watching TV,
shopping trips, visiting rel-
atives, going out in the car)
Correcting occasional rule
breaking (e.g., leaving
school bag on floor in
kitchen, running through
the house)

(continued)
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Table 4.3 (Continued)

Strategy

Description

Application

Managing Misbehavior (continued)

Using planned ignoring for
minor problem behavior

Giving clear calm
instructions

Teaching children to com-
municate what they want

Backing up instructions
with logical consequences

Blocking

Using brief interruption

Using quiet time for
misbehavior

Using time-out for serious
misbehavior

Planned activities

The withdrawal of attention
while the problem behavior
continues

Giving a specific instruc-
tion to start a new task, or
to stop a problem behavior,
and start a correct alterna-
tive behavior

Teaching a functionally
equivalent way of making
needs known or met

The provision of a specific
consequence that involves
the removal of an activity

or privilege from the child,
or the child from an activ-
ity, for a set time

Catching or blocking
hands, legs to prevent the
completion of a behavior

Having a child sit quietly
for a set time where a
problem has occurred

Removing a child from an
activity in which a problem
has occurred and having
the child sit on the edge of
the activity for a set time

The removal of a child to
an area away from others
for a set time

Providing engaging activi-
ties in specific high-risk
situations

Ignoring attention-seeking
behavior (e.g., answering
back, protesting after a
consequence, whining,
pulling faces)

Initiating an activity (e.g.,
getting ready to go out,
coming to the dinner
table), or terminating a
problem behavior (e.g.,
fighting over toys, pulling
hair) and saying what to do
instead (e.g., share, keep
your hands to yourself)

Dealing with noncompli-
ance, temper outbursts,
self-injurious behavior, pica.

Dealing with noncompli-
ance—mild problem behav-
iors that do not occur often
(e.g., not taking turns)

Dealing with dangerous
behavior (e.g., reaching for
an iron, running out into
the street, attempting to hit
themselves) or terminating
a problem behavior (e.g.,
hitting another person)

Dealing with self-injurious
behavior, repetitive behav-
ior, or struggling during
physical guidance

Dealing with noncompli-
ance, children repeating a
problem behavior after a
logical consequence

Dealing with children not
sitting quietly in quiet time,
temper outbursts, serious
misbehavior (e.g., hurting
others)

To prevent out-of-home
disruptions (e.g., on shop-
ping trips; visiting; travel-
ing in a car, bus, train)
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Table 4.4
Problem Behaviors and Intensity of Problem
Behaviors across Time (ECBI Scores)

Preintervention Postintervention Follow-Up
Group Scores M SD M SD M SD

Intervention problem 18.06 7.71 11.212 6.77 9.972 5.98
Intervention intensity  144.14 31.32 121.40° 25.28 118.67° 22.72
Wait-list problem 19.72 6.83 18.82 8.32
Wait-list intensity 142.19 31.73 148.63 30.33

aSignificantly different from preintervention, p < .005.
b Significantly different from preintervention, p < .001.

OUTCOME STUDIES

The randomized controlled trial of Stepping Stones with parents of a
child with autism or Asperger syndrome demonstrated clear and signifi-
cant improvements in parent reports of child behavior problems as mea-
sured by the Eyberg Child Behavior Checklist (ECBI; Eyberg & Pincus,
1999) both in the number of problem behaviors reported and in the fre-
quency of the occurrence of problem behaviors (see Table 4.4).

Parents also reported significant changes in their style of parenting,
moving from less effective styles (e.g., giving in, reasoning with the child,
or becoming angry), to more effective styles using strategies taught in the
program (e.g., giving clear, calm instructions and following their instruc-
tions with either descriptive praise or reward for compliance or a conse-
quence for noncompliance). These results are shown in Table 4.5.

These parent reports were further supported by observations con-
ducted during the practice sessions. Parents could generalize the gains
they made to different settings and situations. They endorsed the useful-
ness of the Planned Activities Training in increasing their confidence in

Table 4.5
Means and Standard Deviations for the Indices of Parenting Style
Pretreatment Posttreatment Follow-Up
Group Style M SD M SD M SD
Intervention laxness 2.80 0.76 2.612  0.45 2.542  0.71
Intervention overreactivity 2.97 0.75 2.11° 0.59 2.352  0.80
Intervention verbosity 3.26 0.97 2.512  0.84 2.652 0.83
Wait-list laxness 2.87 0.75 3.30 0.60
Wait-list overreactivity 2.90 0.86 3.01 0.85
Wait-list verbosity 3.38 0.78 3.37 0.84

aSignificance = > .01.
bSignificance = > .001.
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managing their child’s behavior across settings (Whittingham, Sofronoff,
Sheffield, & Sanders, in preparation).

CASE STUDY

The following client, Alice, with her son Jonathon, received Stepping
Stones Triple P through participating in a randomized controlled trial
at the University of Queensland. They were randomly allocated to
the treatment group and received the intervention in August and Sep-
tember 2005.

The intervention was run in groups of four or five families (although
observation and practice sessions were individual). Intake interviews
were conducted before the allocation of participants to groups. Two
strategies that are not currently a part of Stepping Stones Triple P were
added to the program: Comic Strip Conversations and Social Stories
(Gray, 1998). This change was made on the basis of information received
from a pilot study including a focus group (Whittingham et al., 2006).

DEMOGRAPHIC INFORMATION AND BACKGROUND

At the time of the intervention, Jonathon was 5 years of age. Alice is di-
vorced from Jonathon’s father and retains primary custody of Jonathon.
Jonathon has fortnightly weekend contact and holiday contact with his fa-
ther. Jonathon’s father was not involved in the intervention. Alice is pri-
marily a stay-at-home mother. Additionally, she works as a teacher’s aide
4 hours a week. At the time of the intervention, Alice had not previously
sought help with parenting. Jonathon was diagnosed with Asperger syn-
drome in June 2005, 2 months before participating in Stepping Stones
Triple P. A diagnostic interview conducted as a part of the research proj-
ect confirmed this diagnosis.

PRESENTING PROBLEMS AND PATTERN

Alice reported that her main goals in completing Stepping Stones Triple
P were to decrease Jonathon’s aggression, to improve the bedtime rou-
tine, and to find strategies to deal with his meltdowns. Additionally, she
reported being concerned about noncompliance. Alice described
Jonathon’s aggression as typically consisting of hitting or kicking his
mother, often in the context of a meltdown or impending separation
from Alice. Alice described Jonathon’s meltdowns as consisting of
yelling, screaming, and aggression and typically lasting for 20 minutes.
She reported that Jonathon’s meltdowns occurred daily and were often
preceded by frustration or anxiety. Additionally, she reported that after
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a meltdown, Jonathon usually became remorseful and sought her affec-
tion. This is consistent with independent observations of Alice and
Jonathon'’s interactions.

Alice reported that bedtime was a particularly high-risk time for non-
compliance, meltdowns, and aggression. She described Jonathon as fre-
quently being overtired but not wanting to go to sleep. In addition, Alice
and Jonathon both reported that Jonathon was afraid of the dark and anx-
ious about going to sleep alone. Consistent with this, Jonathon was ob-
served to be fearful of clinic rooms until a light was turned on. At the
time of intake, Alice was staying with Jonathon in his bed until he fell
asleep, which on a typical night would take one to two hours. In addition,
Alice reported that while she was in the room with Jonathon, he would
often start talking to her. She reported responding to this by explaining
that it was time to go to sleep. Jonathon would become increasingly de-
manding and begin yelling and screaming. Frequently, this would esca-
late to the point of Jonathon hitting or kicking Alice. Consistent with
Alice’s reports of Jonathon’s behavior and the observations of Jonathon’s
behavior, Jonathon scored in the clinical range on the Eyberg Child Be-
havior Inventory (ECBI) for both the Intensity Score, 149 (clinical cutoff,
131), and the Problem Score, 17 (clinical cutoff, 15).

Alice reported that she frequently responds to Jonathon’s meltdowns
by talking quietly to him and attempting to calm him down (e.g., put-
ting him in a bath). Consistent with this, she was observed in session to
respond to demanding behavior and noncompliance with attempts to
reason with Jonathon. She was also observed to attempt to induce com-
pliance by threatening a punishment that she did not enact. Alice also
reported that using consequences backfired because Jonathon would
“discipline” her by using consequences for her, too (e.g., he might hide
her purse). Thus, consequences could escalate into a series of retalia-
tions. Alice was highly creative and skillful in providing engaging activ-
ities and rewards for Jonathon. This included the use of a “boredom
box” containing cards listing activities to be selected when Jonathon
was bored, as well as a “reward jar” that contained described rewards
for appropriate behavior. The contents of each of these was negotiated
with Jonathon and changed regularly to ensure that they were both
salient and reinforcing for him.

At intake, she scored above the cutoff for the Parenting Scale total
score, 3.5, over-reactivity score, 3.5, and verbosity score, 4.2. Her score on
the laxness scale was within the normal range, 2.9. Alice’s levels of par-
enting satisfaction, 36, and efficacy, 29, as measured by the Being a Parent
Scale as well as the total score, 65, were within the normal range. Addi-
tionally, on the Depression, Anxiety, Stress Scale (DASS; Lovibond &
Lovibond, 1995) Alice scored within the normal range for depression, 1;
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anxiety, 7; and stress, 11; and for family functioning on the Family As-
sessment Device, 1.41. All the reported scores are consistent with Alice’s
reports and in-session observations.

ForMULATION

It was hypothesized that Jonathon’s noncompliance, meltdowns, and ag-
gression were being positively reinforced by attention from Alice and
that Alice’s attempts at reasoning with Jonathon were part of this rein-
forcement. It was also noted that frustration or anxiety often precipitated
Jonathon’s meltdowns. Alice would frequently respond to the yelling or
aggression with attempts to calm Jonathon. It was hypothesized that this
reinforced Jonathon'’s yelling and aggression as it aided Jonathon in man-
aging difficult emotions. Further, it was hypothesized that Jonathon was
not being reinforced for more appropriate ways of managing anxiety and
frustration. Table 4.6 represents a functional analysis illustrating how
these processes created the difficulties at bedtime.

TREATMENT

At the beginning of the intervention, Alice already had many strategies
in her repertoire to encourage desirable behavior in her son. However,
she was unable to implement these strategies satisfactorily in her main
areas of concern. Although she was aware that Jonathon’s meltdowns
were often precipitated by frustration or anxiety, she had not at-
tempted to teach Jonathon more appropriate emotional regulation
skills or to reinforce more appropriate ways of coping with frustration
or anxiety. Thus, a major component of the intervention was helping
Alice to problem-solve what she wanted Jonathon to do instead of
yelling, screaming, hitting, or kicking when he was feeling frustrated
or anxious and then specifically teaching and encouraging these be-
haviors. For example, Jonathon was observed to ask permission to
“punch a pillow” while feeling frustrated; however, Alice had previ-
ously refused such requests, leading to further escalation of Jonathon’s
anger. Alice began instead to use descriptive praise and rewards to en-
courage Jonathon for appropriately managing his frustration by punch-
ing a pillow. Additionally, Alice began to use descriptive praise and
rewards to increase “brave behavior” at bedtime.

Alice was observed to make many changes in how she managed mis-
behavior. She refined her instructions so that they were more obviously
instructions as opposed to requests. In addition, she was observed to de-
crease the number of times that she gave instructions. Alice decided to
mostly use the strategies of logical consequences and planned ignoring
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Table 4.6

Stimulus Organismic Response Consequences Contingencies

Immediate: “Overtired” Short-term:

Instruction to Positive

“go to sleep” Physiological Alice explains reinforcement:
response of Talking to that it is time Attention from
anxiety in Alice to go to sleep Alice

Contextual: response to

Sleeping in the dark and to Negative

the previous potential sepa- reinforcement:

morning ration from Delay of
Alice sleeping

Historical:

History of

falling asleep Positive

late and awak-
ening late the
next morning

History of anx-
iety about the
dark and sep-
aration from
Alice

Demands for
Alice to stay in
his bed, includ-
ing yelling,
screaming, and
aggression

Alice stays in
Jonathon’s bed

Alice attempts
to calm
Jonathon

Long-term:
Jonathon
develops an
aversive behav-
ioral repertoire

Jonathon is
used to falling
asleep late at
night

Jonathon does
not learn to
cope with
anxiety

reinforcement:
Time with Alice

Negative
reinforcement:
Decrease in
anxiety

to manage misbehavior. In the past, she had not been successful in her
use of logical consequences as Jonathon had complained or enacted a
consequence of his own, to which she had responded with verbal expla-
nations. In the course of the intervention, she saw that Jonathon’s com-
plaints or consequences following a logical consequence were merely
behaviors that she wished to decrease. She decided that the best strategy
for decreasing such behaviors was planned ignoring. Alice also reported
that she found establishing clear ground rules a helpful strategy.
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Alice’s management of Jonathon’s bedtime routine shows how Alice put
the various Stepping Stones Triple P strategies together. Alice decided to
reward and praise Jonathon for spending successively longer amounts of
time in his darkened bedroom alone. She creatively presented this activity
as a treasure hunt for a reward hidden in the darkened room. Jonathon
needed to search his darkened bedroom with a small flashlight to retrieve
this reward, first with Alice and then by himself. Additionally, Alice tar-
geted the bedtime routine by providing a lava lamp as an engaging activ-
ity to occupy Jonathon and manage his anxiety while he was lying quietly
in bed. Alice decided that the best strategy for managing Jonathon’s talk-
ing or demanding at bedtime was planned ignoring. Additionally, she
began to wake him up earlier in the morning so that he would be more
tired at nighttime. She continued to stay in Jonathon’s room until he fell
asleep, but she sat on a chair next to his bed instead of lying in his bed.

OUTCOME

Following the intervention, Jonathon’s scores were below the clinical cutoff
on the ECBI Intensity and Problem scales. The difference between the
preintervention and the postintervention scores is statistically reliable,
taking a confidence interval of 90% (Evans, Margison, & Barkham, 1998;
Jacobsen & Truax, 1991). Additionally, Jonathon’s ECBI Intensity and Prob-
lem scores remained below the clinical cutoff at follow-up 6 months later.
Following the intervention, Alice’s scores on the Parenting Scale including
the total score, the laxness score, the overreactivity score, and the ver-
bosity score, were all below the clinical cutoff. The difference between the
preintervention and the postintervention scores is statistically reliable,
taking a confidence interval of 90% (Evans et al., 1998; Jacobsen & Truax,
1991). Further, Alice’s Parenting Scale total score, laxness score, and ver-
bosity score remained below the clinical cutoff 6 months later. However,
her overreactivity score was again in the clinical range. Preintervention,
postintervention, and follow-up data are presented in Table 4.7.

This is consistent with Alice’s reports as well as in-session observa-
tions. At the completion of the intervention, Alice reported decreases in
Jonathon’s aggression and meltdowns and increases in Jonathon’s compli-
ance, as well as improvements in the bedtime routine. She stated that
Jonathon’s fear of the dark had decreased. This is consistent with in-
session observations as Jonathon confidently walked into a darkened
clinic room of which he had previously been fearful. Alice described
Jonathon as now falling asleep “easily” within 20 minutes and no longer
engaging in problem behavior at bedtime. Alice also reported that
Jonathon was compliant with prompts to punch a pillow when he was be-
ginning to feel frustrated and that encouraging this behavior was work-
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Table 4.7
Scores on the Relevant Measures
Variable Pretreatment Posttreatment Follow-Up
ECBI intensity 149* 80 128
ECBI problem 17* 2 12
Parenting scale total 3.5* 2.20 3.07
Parenting scale laxness 2.9 2.45 2.82
Parenting scale overreactivity 3.5* 2.00 3.80"
Parenting scale verbosity 4.2* 2.00 2.43

*Score is above the clinical cutoff.

ing well. Alice also reported that she is now more patient and calm with
Jonathon and feels that she understands better the reasons behind his be-
havior. She describes the outcome in the following words, “We have “bad’
moments and not bad days. I remember when we had bad weeks—such is
the improvement in our case.”

CONCLUSION

What we have learned from conducting these two-parent training pro-
grams is that we can work effectively with parents of children diagnosed
with Asperger syndrome to help them manage the behaviors commonly
associated with that syndrome as well as those problem behaviors that
occur in typically developing children. It is tremendously helpful for par-
ents to learn how to manage issues such as the special interests, rigid be-
haviors, and excessive anxiety. It is also important for parents to feel
confident that they can manage their child’s behavior across settings and
that they have useful strategies for new behaviors that might occur. A
major point raised in this chapter is our ability to disseminate effective
evidence-based parenting programs. A program conducted on a few occa-
sions in a university clinic does not allow the far-reaching benefits to par-
ents of a program that can be disseminated internationally and is
available without cost to parents.
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PART THREE

INTERNALIZING
DISORDERS

THE DIFFERENTIAL categories of “internalizing/externalizing” allow for a
classification of troubled children on the basis of psychiatric symptoms.
The chapters in Part Three address internalizing disorders. These child-
hood disorders typically involve symptoms of excessive inhibition or anx-
iety and depression in all its various and insidious modalities. In Chapter
5, Barrett and Farrell present a highly effective behavioral intervention
approach for families of children with anxiety. They point out that dis-
ruptive behaviors are often given more attention since they are overt and
affect a wide range of people. Anxiety, however, being an internalized
disorder, often goes undetected. Nonetheless, the negative impact of anx-
iety is undeniable and can be catastrophic, all the more reason to focus
on the etiology, development, symptoms, and intervention of this preva-
lent disorder.

Barrett and Farrell describe the role of parents and family in the main-
tenance of anxiety as well as the treatment status for childhood anxiety
disorders. Parents need to be included in the treatment of their children.
In fact, the authors discuss the bidirectionality and circular influence of
parent-child interactions as they are relevant to anxiety and its manifold
expressions. Anxiety in the child may certainly exacerbate distress in the
parents. Conversely, anxiety in the parents may increase distress in the
child. The authors discuss in detail a highly innovative intervention strat-
egy, the FRIENDS for Life program—a family based cognitive-behavioral
intervention for childhood anxiety disorders. After a thorough discussion
of the multiple factors that may moderate the efficacy of an intervention
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approach, they state that the FRIENDS for Life program has been effective
as an individual treatment program and as a group treatment, such as a
school-based prevention program.

The program utilizes the acronym “FRIENDS” to help children re-
member the strategies they can use to manage and control their anxiety.
Indeed, the word friends highlights the major objectives and themes of
the program. Children are encouraged to make friends and talk to their
friends. The authors give a detailed and session-by-session explanation of
their invaluable format. The underlying philosophy of the FRIENDS pro-
gram empowers families to effect positive changes in their lives, and it
values the unique experiences that parents, siblings, and children bring
to the group. It is a collaborative team approach. The authors focus on the
underlying components of family training in the FRIENDS program, in-
cluding (a) parenting strategies, (b) self-awareness of one’s own stress
and anxiety, and (c) the awareness of at-risk times in the child. Practical,
specific, and applicable tools are offered including techniques that en-
courage relaxation, show children how to be aware of their own thoughts
and inner processes, foster reciprocity, and facilitate problem-solving and
coping skills. They also instruct the children in techniques for developing
a coping support team. Using helpful tables, the authors illustrate how
the FRIENDS program can be effectively developed and implemented.

In Chapter 6, Kearney, LaSota, Lemos-Miller, and Vecchio recount an
extensive spectrum of school refusal problems ranging from those chil-
dren who never attend school to those who attend intermittently to
those who attend school but act out and become disruptive in school.
They discuss some essential components of treatment modalities. Inter-
vention must include all types of children who refuse school and must
allow for the divergent reasons children refuse school. Each youngster
has specific and unique reasons for refusing school. Therefore, we can-
not assume a one-size-fits-all formula when working with children. The
child’s individual and subjective reasons for refusing school should
serve as the basis for the nature and format of the parent intervention
strategy. The authors of Chapter 6 note that children may refuse school
to avoid anxiety-provoking and stressful situations, to escape aversive
social situations, to gain attention from significant others, to pursue pos-
itive reinforcements outside school, or to achieve some combination of all
these possible reasons for refusal. Whatever the reason, school refusal
behavior has several aversive consequences that must be addressed.

Kearney, LaSota, Lemos-Miller, and Vecchio employ a multicomponent
assessment process and intervention approach that identifies fundamen-
tal core variables. These variables are clinically pertinent in each instance
of school refusal. They encompass a large and complex array of related
factors that certainly include the individual child’s reasons for refusing
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school, parent variables, parenting styles, components of the contingen-
cies used with each child, and expectations. The individuality and the
unique situation of each child particularly come into play when designing
a viable contract between parent and child and the most effective means
for implementing that contract. Therapists are encouraged to restructure
parenting skills programs within the broader ecological context of the
family. The authors offer an in-depth discussion of the major treatment
methods for addressing the various reasons youths may refuse school.
They demonstrate how relaxation and breathing retraining, modeling and
role-play, and the tenets of cognitive therapy can be effective intervention
techniques. They also present thorough and informative case illustrations
based on comprehensive assessments that demonstrate specific ways to
implement their multicomponent approach. The case studies illustrate the
practical value of contingency contracting that specifically identifies the
privileges and responsibilities of the target child and the parents.






CHAPTER 5

Behavioral Family

Intervention for
Childhood Anxiety

PAULA BARRETT and LARA FARRELL

ANXIETY DISORDERS are among the most common mental health problems
affecting children and youths, with estimates indicating prevalence as
high as 10% to 20% (Costello & Angold, 1995). While these estimates sug-
gest as many as 1 in 5 children and youths are at risk for experiencing
clinical anxiety, the majority of them do not come to the attention of men-
tal health professionals (Esser, Schmidt, & Woerner, 1990; Hirschfeld
et al.,, 1997; Olfson, Gameroff, Marcus, & Waslick, 2003; Sawyer et al.,
2000). Anxiety disorders in childhood are frequently overlooked and
tend to be unrecognizable, insofar as anxious children are frequently shy,
cooperative, and compliant within school settings and when away from
home. Children with anxiety are frequently perfectionistic in their aca-
demic pursuits, and because they are driven by the need for peer accep-
tance, they seek constant approval by peers, teachers, and adults in
general. Disruptive behavioral disorders tend to receive more attention
and are more frequently diagnosed in childhood, due to the increased
impact, disruption, and interference these disorders have on family and
school routines. While anxiety disorders in childhood often go unde-
tected by comparison, they are highly prevalent, are associated with a
wide range of psychosocial impairments, tend to be chronic and unremit-
ting in course, and are linked with significant risk for other psychological
disorders if left untreated (e.g., Cole, Peeke, Martin, Truglio, & Seroczyn-
ski, 1998; Harrington, Fudge, Rutter, Pickles, & Hill, 1990; Kashani &
Orvaschel, 1990; Orvaschel, Lewinsohn, & Seeley, 1995).
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Increased attention to childhood anxiety disorders in the literature, as
well as in mental health practice and schools, has led to the recognition
that anxiety disorders are not merely a phase or part of normal develop-
ment and that children tend not to simply grow out of these difficulties.
This recognition is in part due to our increased understanding of the
implications and sequelae of anxiety disorders, and knowledge that anxi-
ety disorders during childhood tend to be chronic and unremitting (i.e.,
Aschenbrand, Kendall, Webb, Safford, & Flannery-Schroeder, 2003; Cole
et al., 1998). Anxiety disorders in childhood are predictive of other
psychiatric disorders later in life (Last, Perrin, Herson, & Kazdin, 1996;
Woodward & Fergusson, 2001); including the development of depression
in adolescence and adulthood (Brady & Kendall, 1992; Cole et al., 1998;
Orvashel, Lewinsohn, & Seeley, 1995; Pine, Cohen, Gurley, Brook, & Ma,
1998; Pollack, Rosenbaum, Marrs, Miller, & Biederman, 1996; Seligman &
Ollendick, 1998); personality psychopathology and suicidality in young
adulthood (Brent et al., 1993; Rudd, Joiner, & Rumzke, 2004); and an in-
creased risk for substance abuse disorders in late adolescence and adult-
hood (Christie et al., 1988; Greenbaum, Prange, Freidman, & Silver, 1991;
Kessler et al., 1996). Anxiety and the associated symptoms of excessive
worry, physiological arousal, psychosomatic complaints, and extreme
avoidance of specific situations (to name a few), not surprisingly cause
significant disruption to life for children and teenagers. They frequently
experience substantial disruption and difficulties in their peer and social
relationships (e.g., Chansky & Kendall, 1997; Strauss, Forehand, Smith, &
Frame, 1986) and in their academic achievement (e.g., Kessler, Foster,
Saunders, & Stand, 1995; King & Ollendick, 1989), and often experience
concurrent psychosocial difficulties such as immaturity, attention and
concentration problems, oversensitivity, low self-esteem, and low social
competence (lalongo, Edelsohn, Werthemar-Larsson, Crockett, & Kellam,
1994; Kashani & Orvaschel, 1990; Kendall, Cantwell, & Kazdin, 1989;
Strauss, Frame, & Forehand, 1987).

Anxiety disorders in childhood not only cause significant distress and
impairment to the child, but also generate distress in family members
and disruption in family routines. Particularly high stress times for fami-
lies are in the mornings before school, when anxious children may be
highly aroused and sometimes physically unwell with psychosomatic
complaints because of fears associated with school. These fears may be re-
lated to separation from parents; concerns about academic performance;
changes associated with school or class routines, such as a new teacher; or
fears associated with the peer group. In the afternoons following school,
children and youths with anxiety may be agitated, volatile, and dis-
tressed by their inability to cope with the demands of the day. The role
of the family, and in particular the parents, in child anxiety has been an
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issue of interest for many years, with the traditional view being one that
blamed parents for the anxious, avoidant symptoms of their child. The
more widely accepted, contemporary perspective of parental involvement
in child anxiety contends that these children and youths frequently have
some degree of biological vulnerability for anxiety, and that parental and
family interactional factors may be one mechanism through which anxi-
ety is maintained, along with a host of other social, psychological, and sit-
uational factors. An understanding of the role parents may play in the
maintenance of childhood anxiety, as well as the important role of par-
ents and the family in treatment, is essential for practitioners who work
with children and youths who have anxiety and anxiety disorders.

This chapter reviews the role of parents and the family in the mainte-
nance of anxiety, as well as the current status of treatment for child and
youth anxiety disorders, focusing in particular on the inclusion of par-
ents in treatment. A practitioner’s guide to an evidenced-based cognitive-
behavioral treatment (CBT) for child anxiety is presented—the FRIENDS
for Life program (Barrett, 2004, 2005)—with special detail to parental and
family involvement in therapy. This chapter concludes with a summary of
the key processes associated with a family-based intervention for child
anxiety disorders, and presents the issues and challenges for practition-
ers and researchers in the field of child anxiety treatment.

THE ROLE OF PARENTS AND THE
FAMILY IN CHILD ANXIETY

A wide range of variables in the literature have been proposed to be
associated with the development or maintenance of childhood anxiety
disorders including biological, familial, social, psychological, and envi-
ronmental factors. The most highly studied variables that emerge from
this literature are parental anxiety (Turner, Beidel, & Costello, 1987;
Weissman, Leckman, Merikangas, Gammon, & Prusoff, 1984), tempera-
mental predisposition to shyness (Kagan, Reznick, & Snidman, 1988),
family interaction variables (Barrett, Rapee, Dadds, & Ryan, 1996; Krohne
& Hock, 1991), and exposure to traumatic and stressful life events (Ben-
jamin, Costello, & Warren, 1990; Goodyer & Altham, 1991). What is clear
from the research literature into factors associated with the development
of child anxiety disorders is that risk is based on a complex interaction
among a broad range of potential risk variables and is complicated fur-
ther by the interactional influences of a broad array of biological, psycho-
logical, social, and situational protective factors. Although we have some
knowledge about the potential influence of specific variables on perpetu-
ating child anxiety disorders, we know very little about causality, making
it difficult to define clear etiological pathways for anxiety disorders in
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childhood. For the purposes of this chapter, we discuss the research and
literature on the influence of parental anxiety and family interaction on
childhood anxiety disorders.

Empirical research has implicated parental anxiety as being a risk fac-
tor for childhood anxiety problems, with evidence supporting both a
hereditability link and environmental influences in mediating this link.
Family aggregate studies indicate children of anxious parents are 2 to 7
times more likely to develop an anxiety disorder than children of nonanx-
ious parents; and among anxious parents, research suggests up to 60% of
their children meet criteria for an anxiety disorder (Capps, Sigman, Sena,
& Henker, 1996; Turner et al., 1987). Parental depression has also been
linked to childhood anxiety (Beidel & Turner, 1997; Kovacs, Gatsonis,
Paulauskas, & Richards, 1989), suggesting more generally that parental
psychopathology may be a risk for anxiety disorders in children and
youths. While these studies do not indicate the relative contribution of
genetic and environmental influences, a study by Thapar and McGuffin
(1995) provided insight into such estimates, suggesting that heritability
may account for approximately 40% to 50 % of anxiety symptoms in chil-
dren and youths. Beyond hereditability, a number of studies have pro-
vided support for the reciprocal relationship between child and parent
interaction characteristics in understanding the development of child-
hood anxiety.

High levels of anxiety in parents have been hypothesized to interfere
with the development of parents’ adaptive coping skills and lead to parent-
child interactions that enhance anxiety (Ginsburg, 2004). It has been postu-
lated that parental psychopathology may exert its effect through social
learning processes, due to the modeling of parental maladaptive coping
strategies (Barrett, Rapee, Dadds, & Ryan, 1996; Gerull & Rapee, 2002; Man-
assis & Bradley, 1994; Rapee, 1997; Shortt, Barrett, Dadds, & Fox, 2001;
Siqueland, Kendall, & Steinberg, 1996). Additionally, parental internalizing
problems may influence the quality of communication and interaction be-
tween parent and child (Krohne & Hock, 1991; Murray, Kempton, Woolgar,
& Hooper, 1993; Rapee, 1997; Tarullo, DeMulder, Martinez, & Radke-
Yarrow, 1994). Moreover, parental anxiety may moderate treatment outcome
in the case of child anxiety. Cobham, Dadds, and Spence (1998) found that
children who had a parent or parents with an anxiety disorder responded
less well to treatment. Southam-Gerow, Kendall, and Weersing (2001) re-
ported that higher levels of maternal self-reported depressive symptoms
were associated with less favorable outcomes following cognitive-behavioral
treatment for anxious youths.

Beyond the influence of parental psychopathology, it has also been
suggested that anxiety in the child may exacerbate distress in parents,
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who then adjust demands, expectations and parenting practices to cope
with this distress, and as a consequence through negative reinforcement,
maintain anxious, avoidant behaviors” in children (Kendall & Ollendick,
2004). It is likely that parenting an anxious child, and dealing with the as-
sociated daily demands of avoidance, reassurance seeking, clinginess,
and tantrums, is likely to affect and influence one’s parenting approach
and interactions with the child. The reciprocal influence of distress on
parents and children with anxiety, and patterns of parent-child inter-
action, are likely to perpetuate and maintain child anxiety. Alternatively,
if parents and children are equipped with positive, coping skills that are
solution focused, families and parent-child interactions can also serve as
protective factors against childhood anxiety.

Research has demonstrated that parent-child interactions, character-
ized by parental overcontrol, overprotection, less granting of autonomy,
and low maternal warmth are associated with increased risk for the devel-
opment of internalizing disorders in children (Dumas, LaFreniere, & Ser-
ketich, 1995; Hudson & Rapee, 2001; Krohne & Hock, 1991; Miller, Warner,
Wickramaratne, & Weissman, 1999; Rapee, 1997; Siqueland et al., 1996).
Studies of anxious adults have also supported a connection between anxi-
ety and parenting styles, with retrospective reports by adults of parenting
styles characterized by low levels of parental warmth and high levels of
control or overprotection (e.g., Arrindell, Emmelkamp, Monsma, & Brik-
man, 1983). Rapee (1997) suggests that maternal overcontrol may maintain
child anxiety insofar as it reinforces a child’s perception of threat and
therefore interferes with opportunities for a child to develop successful
coping mechanisms through encouraging avoidance of potentially threat-
ening situations. In addition to directly controlling the situations their
children encounter, parents may indeed attempt to protect their anxious
children by encouraging avoidance of potentially difficult situations. Bar-
rett, Rapee, Dadds, and Ryan (1996) analyzed the degree to which parents
modeled, prompted, and rewarded anxiety in their children during video-
taped family discussions. The parents of anxious children were found to
be more likely than parents of nonclinic and aggressive children to recip-
rocate avoidant solutions and less likely to encourage prosocial solutions
to ambiguous social situations. Research investigating the influence of
parental anxiety and parent-child interactions on child anxiety has
demonstrated a link in mechanisms of maintenance. What research has
not demonstrated is any causal link between parental psychopathology
and parenting behaviors on child anxiety. The circular influence of
parental anxiety and parent-child interactions on child anxiety highlights
the importance of engaging parents, and families more broadly, in treat-
ments for child anxiety.
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The following sections examine cognitive-behavioral treatment for
childhood anxiety disorders, specifically the role of parents and families
in treatment and the improvement of long-term outcomes for children.

COGNITIVE-BEHAVIORAL TREATMENT OF
CHILD ANXIETY DISORDERS

Randomized controlled trials (RCTs) of CBT for child and youth anxiety
have consistently shown evidence of significant symptom reduction (Bar-
rett, Dadds, & Rapee, 1996; Kendall, 1994; Kendall et al., 1997), leading to
the current recognition of this intervention modality as being “probably ef-
ficacious” (e.g., Albano & Kendall, 2002; Ollendick & King, 1998). More
than 10 years ago, Kendall (1994) published the first RCT of CBT for anxi-
ety disorders in children, examining the efficacy of the now widely used
CBT program Coping Cat (Kendall, 1994). This is an individual child-focused
therapy program that teaches children skills to help them cope with diffi-
cult situations and manage their anxiety. The Coping Cat program is a 16-
session protocol that teaches children affective recognition, relaxation
skills, cognitive-restructuring, exposure and response prevention, and
problem-solving skills. This program relies on therapist instruction of
skills and in-session practice and exposure tasks. Children are also en-
couraged to practice skills through homework activities. In Kendall’s
study, (1994), parents were seen in two additional sessions in which thera-
pists updated the parents on the program and the child’s progress and ad-
dressed any concerns parents raised. In this way, Kendall describes the
role of parents in his treatment as being that of consultants and collabora-
tors for the child’s individual therapy (Barmish & Kendall, 2005). Out-
comes of this trial (Kendall, 1994) were positive, with results indicating
that the program was effective for 64% of the children who participated.
The efficacy of child-focused CBT for child anxiety disorders has been
extended since Kendall’s first trial (1994) with several now published
replication studies (Kendall et al., 1997), and long-term follow-up stud-
ies (Kendall, Safford, Flannery-Schroeder, & Webb, 2004; Kendall &
Southam-Gerow, 1996). Since Kendall’s first RCT for child anxiety
(1994), researchers have espoused the importance of parental involvement
in helping anxious children, and have extended the role of parents in
treatment from the typically more passive role of consultants and collab-
orators, to engaging parents and families as coclients in therapy. Barrett,
Dadds, et al. (1996) conducted the first randomized, controlled trial of
CBT plus family anxiety management training (FAM). In this study (Bar-
rett, Dadds, et al., 1996), FAM involved (a) training parents in contin-
gency management, (b) giving parents better skills to manage their own
anxiety, and (c) training parents in problem solving and communication
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skills. Barrett, Dadds, et al. (1996) randomly assigned 79 children (aged 7
to 14 years) to either child only CBT, CBT + FAM, or a wait-list condition.
At posttreatment, 61% of children in the child only CBT group were di-
agnosis free compared with 88% of children in the combined treatment
and less than 30% in the wait-list condition. At 12-month follow-up, the
relative superiority of CBT+FAM was maintained. However at a long-
term follow-up, conducted 5 to 7 years after completion of treatment,
child only CBT and CBT+FAM were equally effective, with 87% and 86%
of participants in these respective groups diagnosis free (Barrett, Duffy,
Dadds, & Rapee, 2001).

Interestingly, in Barrett, Dadds, et al.’s (1996) family treatment study,
age and gender appeared to moderate the effectiveness of the additional
parent component. Specifically, younger children (ages 7 to 10 years) and
girls who completed the CBT+FAM condition were more likely to be diag-
nosis free than their peers in the child only CBT condition. For boys, and
children aged 11 to 14 years, the child alone CBT was as effective as
CBT+FAM at posttreatment and at follow-up. Barrett, Dadds, et al. (1996)
suggested that enhancing parenting skills and involvement in child anxi-
ety management may be important for younger children, but for older
children individual work may be sufficient to reduce anxiety, possibly be-
cause of the growing need for autonomy that occurs during adolescence.

Since Barrett, Dadds, et al.’s (1996) family treatment trial, several
controlled treatment trials have included active parental involvement
(Barrett, 1998; Cobham et al., 1998; Manassis et al., 2002; Mendlowitz
et al., 1999; Nauta, Scholing, Emmelkamp, & Minderaa, 2003; Shortt, Bar-
rett, & Fox, 2001; Silverman et al., 1999; Spence, Donovan, & Brechman-
Toussaint, 2000). These trials have varied in the delivery of treatment
(individual versus group treatment), and in the number or format of par-
ent sessions. Barmish and Kendall (2005) completed a review and meta-
analysis of nine controlled treatment trials for child anxiety that included
parents as coclients. Barmish and Kendall identified that within these tri-
als, the majority included parents for 10 to 12 sessions. Trials varied in
whether parents were involved in the therapy process separate from the
child or cojointly in child sessions. Parental involvement generally fo-
cused on three major therapeutic strategies: (1) removing parental rein-
forcement of child anxiety behavior, (2) training parents in self-anxiety
management and encouraging parents to model coping behaviors, and (3)
family problem solving focused on reducing family conflict (see Barmish
& Kendall, 2005).

Barmish and Kendall (2005) concluded, based on their review of con-
trolled trials and the respective effect sizes yielded for CBT plus parental
involvement versus CBT alone, that the evidence to date is inconclusive
on whether parental involvement as coclients in therapy is a superior
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treatment for anxious children, than CBT alone. Effect ranged from
small, to midsize, to large, across studies for both CBT alone and CBT
plus parental involvement (Barmish & Kendall, 2005). Overall, effect
sizes for parental involvement appeared to be larger than CBT alone.
However, the great variability in effect sizes across studies and the
equally large variability in methodologies across studies make any defi-
nite conclusion impossible to make at this stage. When the results of the
controlled trials conducted to date for child anxiety are taken together,
the combined research evidence supports CBT plus parental involvement
as a probably efficacious treatment, across both individual and group
based delivery (Manassis et al., 2002), with parental involvement possi-
bly being particularly important for children versus youths (Barrett,
Dadds, et al., 1996), for children diagnosed with separation anxiety dis-
order, due to the central role parents play in this disorder, and in the case
where parental psychopathology exists (Cobham et al., 1998).

A number of the treatment trials conducted to date with parental in-
volvement have involved group-based CBT (Barrett, 1998; Flannery-
Schroeder & Kendall, 2000; Manassis et al., 2002; Mendlowitz et al., 1999;
Shortt, Barrett, & Fox, 2001). Barrett (1998) evaluated the first controlled
trial of group CBT family-based intervention for childhood anxiety disor-
ders. Sixty children ranging from 7 to 14 years old were randomly allo-
cated to 3 treatment conditions: group CBT (GCBT), group CBT plus family
management (GCBT+FAM), and wait-list control (WL). At posttreatment,
56% of children in the GCBT, 71% of children in the GCBT+FAM, and 25%
of children in the WL no longer met criteria for any anxiety disorder diag-
nosis. At 12-month follow-up, 65% of children in the GCBT group and 85%
of children in the GCBT+FAM were diagnosis free. At posttreatment and
follow-up, comparison of the GCBT and GCBT+FAM conditions revealed
that children in the GCBT+FAM condition showed significant improve-
ments on measures of diagnostic status, parents’ perception of their ability
to deal with the child’s behavior, and change in family disruption by
child’s behavior. These results suggest that CBT family interventions for
childhood anxiety disorders can be effectively administered in a group for-
mat. In support of the findings from Barrett, Dadds, et al.’s (1996) earlier
study, the addition of a family management component led to more favor-
able outcomes.

Since Barrett’s (1998) group-based treatment study, authors have pub-
lished group outcome trials for child anxiety including parental involve-
ment in therapy with similar outcomes (Shortt, Barrett, & Fox, 2001), and
with results demonstrating no significant difference between individual
and group-based treatment modalities (Flannery-Schroeder, & Kendall,
2000; Manassis et al., 2002). Group interventions have always been a
promising treatment alternative in psychotherapy, due to the obvious
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cost, time, and labor effectiveness of treating multiple clients in one ses-
sion. For child anxiety, groups offer more than just resourcefulness, pro-
viding a therapeutic process that appears to foster treatment gains. While
studies of therapeutic process are lacking in this field, clinical experience
of working with anxious children in group therapy provides insight into
the possible mechanisms that make group therapy so appealing and effec-
tive. In working with groups of children, the experience of anxiety is nor-
malized, a support network within the group is formed for each child,
individual motivation appears to increase in overcoming fears, and chil-
dren can acquire and practice new skills in a safe and interactive environ-
ment that fosters supportive peer learning through experiential group
exercises. Since a number of controlled trials have now demonstrated the
comparable effectiveness of group CBT to individual CBT, group-based
delivery of treatment including parental involvement has become the fa-
vored mode of treatment delivery for anxious children and youths. One
evidence-based treatment program for child anxiety disorders that in-
cludes parental and family involvement is the FRIENDS program (Bar-
rett, Lowry-Webster, & Turner, 2000a, 2000b), now in its fourth edition
and called FRIENDS for Life (Barrett, 2004, 2005). (The use of the word
friends as an acronym is discussed in detail later in this chapter.) This
program comprises two components, including child-focused CBT,
adapted from Kendall’s Coping Cat (Kendall, 1994), and a comprehensive
family training component first developed in Barrett, Dadds, et al.’s
(1996) individual family treatment study. The FRIENDS for Life program
has been validated as being effective as an individual treatment program
(Barrett, Dadds, et al., 1996), as well as a group treatment (Barrett, 1998;
Shortt, Barrett, & Fox, 2001), and more recently as a school-based preven-
tion program for child and youth anxiety and depression at an indi-
cated/selective level of prevention (Barrett, Moore, & Sonderegger, 2000;
Barrett, Sonderegger, & Sonderegger, 2001; Barrett, Sonderegger, &
Xenos, 2003; Bernstein, Layne, Egan, & Tennison, 2005; Dadds, Spence,
Holland, Barrett, & Laurens, 1997; Dadds, Spence, Laurens, Mullins, &
Barrett, 1999), as well as at a universal level (Barrett, Farrell, Ollendick, &
Dadds, in press; Barrett & Turner, 2000; Lock & Barrett, 2003; Lowry-
Webster, Barrett, & Dadds, 2001; Lowry-Webster, Barrett, & Lock, 2003).

THE FRIENDS FOR LIFE PROGRAM:
CHILD TREATMENT OUTLINE

The child component of the FRIENDS for Life program (Barrett, 2004,
2005) originated with the development of the Coping Koala program (Bar-
rett, Dadds, et al., 1996), an Australian adaptation of Kendall’s Coping Cat
program (Kendall, 1994). The program later became FRIENDS when it
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was adapted for group treatment delivery (i.e., Barrett, 1998; Shortt, Bar-
rett, & Fox, 2001). The FRIENDS for Life program (4th ed.; Barrett, 2004,
2005) includes two developmentally tailored workbooks for use with
either children (Barrett, 2004) or youths (Barrett, 2005; the program also
consists of leader’s manuals), and can be run in both group and individ-
ual settings. The program consists of 10 weekly sessions and 2 booster
sessions. Each session is designed to run for approximately 1 to 1.5 hours.
The initial 10 sessions are conducted weekly for optimal effectiveness,
and the booster sessions are conducted 1 month and 3 months following
completion of treatment. The booster sessions provide additional oppor-
tunities for children to practice the skills learned in the previous sessions
and to facilitate the generalization of these skills when coping with situ-
ations encountered in everyday life.

The program utilizes the acronym FRIENDS to help children remem-
ber the strategies they can use to effectively manage their anxiety. The
FRIENDS acronym (4th ed.; Barrett, 2004, 2005) stands for:

Feelings.

Remember to relax. Have quiet time.

I can do it! I can try my best!

Explore solutions and coping step plans.
Now reward yourself! You've done your best!
Don’t forget to practice.

Smile! Stay calm for life!

The word friends also highlights the major objectives and themes of the
program, which encourages children to (a) think of their body as their friend
since it tells them when they are feeling worried or nervous by giving them
special clues (physiological and somatic symptoms); (b) to be their own
friend and to look after their body through affective regulation activities,
as well as reward themselves when they try hard; (c) to make friends, build-
ing empathy skills and compassion for others, and finally; (d) to talk to their
friends when they are in difficult or worrying situations, or when their
friends and family members are in difficult situations, so that they build,
extend, and strengthen their social support networks. The FRIENDS pro-
gram has six important components that are based on skill acquisition:

1. Psychoeducation regarding feelings

2. Understanding of the physical manifestation of anxiety and how to
use relaxation skills

3. Cognitive restructuring and positive self-talk

4. Problem-solving skills and graded exposure for achieving goals and
facing fears
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The importance of self-rewards for trying hard and achieving goals
Relapse prevention and ways to maintain skills for life. The two
booster sessions are designed to facilitate generalization of skills
and help children to apply the skills to challenging situations.

Tables 5.1 and 5.2 summarize the session by session content for both the

child

and youth programs.

Table 5.1
Outline of FRIENDS for Life—For Children

Session
Number Content of Session—Major Learning Objectives

1

10

Build rapport and introduce group participants
Establish group guidelines
Normalize anxiety and individual differences in anxiety reactions

Affective education and identification of various emotions
Introduce the relationship between thoughts and feelings

F: Feelings (Identify physiological symptoms of worry)
R: Remember to relax. Have quiet time. (Use relaxation activities
and identify pleasant activities to do when feeling worried or sad)

I: 1 candoit! | can try my best! (Identify self-talk, introduce helpful
green thoughts and unhelpful red thoughts)

Attention training (look for positive aspects in all situations)
Challenge unhelpful red thoughts

E: Explore solutions and coping step plans (introduce coping step
plans/graded exposure to fear hierarchies, setting goals, and
breaking problems into small steps)

Problem-solving skills (Six stage problem-solving plan)

Coping Role models

Social support plans

N: Now reward yourself. You’ve done your best!

D: Don’t forget to practice (practice the FRIENDS skills)

S: Smile. Stay calm for life! (Reflect on ways to cope in difficult
situations)

Generalize skills of FRIENDS to various difficult situations
Coach others in how to use the FRIENDS coping skills

Use new skills for maintenance of the FRIENDS strategies
Prepare for minor setbacks that may occur

Booster 1 Review FRIENDS strategies and prepare for future challenges

Booster 2  Review FRIENDS strategies and prepare for future challenges




Table 5.2
Outline of FRIENDS for Life—For Youth

Session
Number

Content of Session—Major Learning Objectives

1

10

Booster 1

Build rapport and introduce group participants
Establish group guidelines
Normalize anxiety and individual differences in anxiety reactions

Enhance self-esteem in self and others
Recognize individual strengths

Affective education
Introduce the relationship between thoughts and feelings
Friendship skills

F: Feelings (Identify physiological symptoms of worry)

R: Remember to relax. Have quiet time. (Use relaxation activities and
identify pleasant activities to do when feeling worried or sad)

I: 1 candoit! | can try my best! (Identify self-talk; introduce helpful,
optimistic thoughts and unhelpful, pessimistic thoughts)

Attention training (environmental, intrapersonal, and interpersonal)
Challenge unhelpful thoughts

E: Explore solutions and coping step plans (introduce coping step
plans / graded exposure to fear hierarchies, setting goals, and
breaking problems into small steps)

Coping Role models

Social support plans

Conflict and communication styles: assertive, aggressive, passive
CALM: conflict resolution plan

Six stage problem-solving plan
N: Now reward yourself. You’ve done your best!
Think like a winner—focus on positive aspects in every situation

D: Don’t forget to practice (practice the FRIENDS skills)

S: Smile. Stay calm for life! (Reflect on ways to cope in difficult
situations)

Generalize the skills of FRIENDS to various difficult situations
Coach others in how to use the FRIENDS coping skills

Skills for maintenance of the FRIENDS strategies
Prepare for minor setbacks that may occur

Review FRIENDS strategies and prepare for future challenges

Booster 2 Review FRIENDS strategies and prepare for future challenges

144
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THE FRIENDS FOR LIFE PROGRAM: PARENT AND
FAMILY TRAINING OUTLINE

FRIENDS for Life includes a family skills component that involves par-
ents in each stage of skill acquisition and provides parent training in anx-
iety management. In the current edition of FRIENDS (Barrett, 2004,
2005), two structured parent sessions are outlined in the leader’s manu-
als. The reasoning behind condensing the parent and family skills train-
ing into two sessions in the current leader’s manual is to facilitate its use
as a prevention program in schools. In the majority of cases, it may be dif-
ficult to attract parents to parent information or training evenings within
the school environment; hence, condensing the protocol into two compre-
hensive sessions for schools met the practicalities of this context of inter-
vention. In treatment settings, however, involvement of parents in every
session is the preferred process of therapy. Generally, individual or group
child-focused sessions run for 1 to 1.5 hours (in the case of larger groups),
and then parents join the group with children and youths for the last 30
minutes of the session. This process may vary to meet the needs and pref-
erences of the groups. Youth groups tend to run best by having the parent
group sessions separate from the youths, due to the increased desire for
autonomy and independence in adolescence. The typical size of an effec-
tive group is between 6 and 10 children, which allows adequate time for
everyone in the group to share ideas. When running group interventions,
it is often helpful to offer every family the opportunity for at least one in-
dividual session during the course of the therapy to raise personal issues
for discussion and guidance. The private session is usually best timed
after Session 5, when children and youths have identified individual
goals and have begun working on graded exposure to fears. The use of co-
facilitators in group therapy is very helpful, both to manage the group
process by offering reinforcement to children who are trying their best
and to assist children with any reading or writing difficulties.

The underlying philosophy of the FRIENDS program empowers fami-
lies to make positive change in their lives and values the unique knowl-
edge and experiences that parents, siblings, and children and youths
with anxiety bring to the group. A collaborative team approach is empha-
sized in which the therapist, parent/s, siblings, and the child work to-
gether with a shared goal of increasing both the child’s and parent’s
confidence and coping skills. The family component of the FRIENDS pro-
gram is aimed at empowering everyone in the family to recognize their
skills and strengths, and to use these skills to help each other become
braver and more confident. The family therapy component is not focused
on the child, but on how the entire family can learn positive, proactive
coping skills to overcome fears and challenges, and make positive choices



146 INTERNALIZING DISORDERS

in life. Each session involves homework activities for the children and
youths to work on. These homework activities are discussed jointly with
children and parents (generally youths and parents separately), and are
termed “family homework.” Parents are encouraged to work with the
child and involve siblings on all these activities and are instructed to take
responsibility for any written recording that may be required to remove
the focus from reading and writing to experiential learning.

There are three major underlying components of family training in the
FRIENDS program when used as a clinical intervention:

1. Parenting strategies including attending to and reinforcing coping,
approaching behaviors in children, and parents modeling appropri-
ate coping behavior to children

2. Self-awareness of own stress and anxiety and appropriate manage-
ment of these experiences

3. Awareness of at-risk times in child, coaching children in how to use
strategies to cope, and reinforcing and rewarding appropriate at-
tempts to cope.

In each parent session, the general format remains the same: First, the
skills of the child’s treatment are reviewed, and then strategies for how
parents can help children use these skills are discussed. Following this,
the therapist discusses how families can practice these skills at home to-
gether, shifting the focus from the child working toward positive change,
to the entire family working as a team toward change. The following sub-
sections describe how parents and siblings are actively engaged in this
family training, focusing on each of the major steps taught to children
and youths in the FRIENDS program.

F: FEELINGS

This is the first skill taught in the treatment program. It involves affective
education, focused on understanding feelings in oneself, as well as in oth-
ers. The focus is on both empathy building and awareness of one’s own
emotional responses. This part of the program teaches children to identify
physiological and behavioral indicators of anxiety. Children are taught
that their body gives them special clues when they are feeling nervous or
scared, such as butterflies in the stomach, heart racing, red face, and
shaky knees. This is an important component of therapy as many young
people with anxiety have difficulty making the connection between the
physical symptoms of anxiety and the situations that scare or worry them.
Children who feel sick every Monday morning before school believe they
are unwell and will be unable to cope with facing school. These children
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are unlikely to be feeling sick from an illness, but rather are experiencing
body clues, or physiological arousal associated with anxiety, possibly as a
result of worry about something associated with school. It is both empow-
ering and normalizing for children to recognize anxiety symptoms as
their body’s normal response to worry and stress, and to feel confident
that they can repair these feelings through effective relaxation strategies
that are taught under the R component of the program.

Family Training

Parents and siblings are encouraged to focus on their physiological re-
sponses to fear and anxiety and on learning the skills of anxiety awareness.
In addition, examples are shared with families on accepting individual dif-
ferences, particularly in response to feelings, and how important it is to
normalize and validate each other’s personal emotional responses to situa-
tions in life. A scenario may be presented to the group such as “you are
asked to give a talk in front of your class/colleagues,” and then group mem-
bers are asked to think how they would respond to that situation. They are
asked: What would you think? How would you feel? What might you do in
that situation? This discussion illustrates individual differences in percep-
tions, as well as in actual coping strategies. It is important to highlight that
all responses are normal and acceptable. Examples of validating a child’s
emotional response are provided: “I can see you feel very scared about talk-
ing in front of your class. That is okay, I would feel scared, too. We could
practice together, and then you might feel more confident and brave.”

R: REMEMBER TO RELAX. HAVE QUIET TIME

The second strategy covered in the FRIENDS program builds on the first.
Children are taught that they can feel more calm and brave if they repair
their body clues, improving their performance by practicing relaxation
exercises. Children are encouraged to think of relaxation as a skill like
riding a bike that needs to be practiced regularly before they can really
enjoy it and notice the benefits of it. Relaxation strategies taught in the
FRIENDS program include diaphragmatic breathing, progressive muscle
relaxation, and visualization. The fourth edition of the FRIENDS pro-
gram coaches children and youths in an “athletes game” relaxation exer-
cise, whereby children are taught to manage anxiety and nerves like
athletes do before a race. Children are coached to prepare their minds
and bodies to be calm and in control and to perform their very best before
doing something difficult (e.g., class oral presentation, musical recital,
running race), through practicing breathing, muscle relaxation, and visu-
alization. Along these lines, children are also encouraged to engage in
regular exercise, as a preventive approach to stress and anxiety. Engaging
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in enjoyable activities, and having regular periods of quiet time, particu-
larly when feeling worried or sad is another way to help children cope
with their worries. Quiet time involves doing some activity that the child
enjoys, without pressure or competition, that is calming, and that does
not involve stimulation from technology (e.g., computer games, TV, or
PlayStations).

Family Training

Families are encouraged to learn relaxation strategies as well, and to
practice these strategies regularly as a family. Families are asked to make
a weekly family schedule for relaxation, with each family member taking
an important role in planning and coaching the rest of the family through
relaxation activities on scheduled days. The program strongly emphasizes
the importance of quiet time, as a preventive measure for stress and anxi-
ety in children, youths, and parents. Parents are encouraged to ensure
the family has regular periods of quiet time, whereby everyone in the
family can regulate their stress and achieve relaxation. Examples of quiet
time activities include lying on the grass under a tree, listening to quiet
music at home, going for a walk along the beach or in the forest, giving
someone in the family a massage or tickle, cuddling on the sofa or bed,
floating in the pool, reading stories, writing poems, drawing pictures.
Quiet time should be supported and practiced by all family members; at-
tempts should be made to turn off television sets and computers, and to
put telephones on silent or divert calls to message bank. A discussion on
the importance of reinforcing and encouraging relaxation practice in chil-
dren, as well as parental modeling of relaxation and quiet time, is impor-
tant in this session. Parents are encouraged to focus on preventing
emotional distress and misbehavior through providing and modeling ad-
equate quiet time, and relaxation activities, and by spending quality time
with each child in the family, as well as the family as a whole unit. Par-
ents often feel overwhelmed in parenting and destitute of any time to in-
vest as quality time with their children. Parents are supported and
encouraged to look for opportunities for spending minimal but quality
time with their child; for example, walking to the local shops with their
child instead of driving, allowing time to talk, washing the car or water-
ing the garden with their child, riding a bike alongside the child to school,
or simply reading a story to the child at bedtime.

I: 1 Can Do IT! I CaN TRy My BEesTt!

This step introduces the cognitive strategies of the program. The
FRIENDS program teaches children to become aware of their inner
thoughts or self-talk and learn to pay attention to this inner dialogue.
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Children are taught that their inner thoughts are the control center of
their bodies; what they think will determine how they feel and that in
turn will influence how they behave and cope in any given situation.
Self-talk is described in terms of two kinds—green helpful thoughts and
red unhelpful thoughts. Children are taught that green helpful thoughts
make us feel good, happy, and brave. Red unhelpful thoughts make us
feel sad, worried, scared, or unhappy. Children are encouraged to iden-
tify negative-self talk, or red thoughts, and to challenge these thoughts,
and come up with alternative green helpful ways of thinking. Children
are taught two major processes: (1) awareness of their self-talk; and (2)
flexibility in their thinking—the ability to move from thinking red
thoughts and feeling red feelings, to thinking positive, powerful green
thoughts, and feeling braver, happier, and more confident. Under I in
FRIENDS, children are also taught attention training strategies. Chil-
dren and youths are encouraged to always look for and pay attention to
the positive aspects, or safety signals, in every situation. In the youth
version, this activity goes into more detail, with teenagers trained to
look for, and pay attention to, positive aspects and safety cues at an in-
terpersonal, intrapersonal, and environmental level within a situation. A
teenager starting at a new school may be trained to focus on the positive
cues of smiling faces (interpersonal cue), people who say hello (interper-
sonal cue), their positive green thoughts of “I can cope, I will make
friends” (intrapersonal cue), their own smiling face (intrapersonal cue), the
beautiful fountain at the school (environmental cue) and the great sporting
facilities (environmental cue).

Family Training

Parents are encouraged to become aware of their own cognitive style and
aware of how they model optimism or pessimism to their children
through their own individual responses to stress and challenges. Fami-
lies are encouraged to use positive, powerful green thoughts to help them
cope in difficult situations, and to notice and reward each other for trying
to think in helpful ways. Parents can assist children to use more positive
thoughts through encouraging children with positive prompts, called en-
couragers in the FRIENDS program, such as “you can do it, you have done
it before!,” “you can be calm and brave,” “just try your best, that is all you
can do,” and “remember your past successes!” Parents, as well as chil-
dren, are encouraged to notice when they hear unhelpful or worrisome
thoughts in other family members or in their friends, and to actively
challenge this person by using questions. A child might notice their par-
ents saying, “I am never going to get this work finished!” The child could
help the parent challenge negative thinking through asking questions
such as “have you ever not finished your work on time?” “Is it really true
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that you will never finish?” or “Did you get through all your work the
last time you felt like this?”

The concept of reciprocity is discussed with families throughout the
program—parents and children are encouraged to find ways to support
each other and reinforce or reward each other for trying—whether it is
through practicing relaxation, being solution focused, and approaching
challenges, or through using positive thinking. While it is important for
parents to model brave, positive, and confident coping to their children,
and attend to desirable behaviors in their children, it is equally important
for children to notice when parents are trying hard, working hard, and
being supportive, and for children to recognize this and reinforce this
through acknowledging parents’ efforts; for example, saying, “Thanks
Mom and Dad for helping me practice for my exam—is there something I
can do to help you?” Children are encouraged to help their friends, par-
ents, and siblings when they notice them feeling tired, sad, or worried.

E: EXPLORE SOLUTIONS AND COPING STEP PLANS

The fourth step of FRIENDS aims to teach children and youths ways to
solve problems in difficult or worrying situations. FRIENDS teaches chil-
dren several positive, proactive plans: (a) a problem-solving plan, (b) a
coping step plan, (c) coping role models and support team plans, and (d) in
the youth program, a conflict resolution plan. First, the Six Block Problem-
Solving Plan involves thinking through six steps to solve a problem:

What is the problem—Define it!

Brainstorm—Ilist all possible solutions.

List what might happen for each solution.

Select the best solution based on the consequences.

Make a plan for putting this solution into practice and do it!
Evaluate the outcome in terms of strengths and weaknesses, and if it
did not work return to Step 2 and try again.

NG W

The second plan for dealing with anxiety-provoking situations is the
coping step plan. The coping step plan involves children constructing a
graded exposure hierarchy that they implement during the remainder
of the program—it involves exposure and response prevention (ERP) to
feared situations. In ERP, children are systematically exposed to a se-
ries of fear-eliciting situations or stimuli and instructed to not engage in
any avoidant behavior to reduce the resulting increases in anxiety. Ex-
posure and response prevention progresses in graded fashion with less
distressing symptoms addressed first, followed by more difficult expo-
sures as treatment progresses. If individual therapy is being delivered,
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exposures are typically developed and initially practiced in the therapy
session (it is not possible to do in-session ERP with a group of children);
however, most treatment gains accrue from ongoing practice in the nat-
ural environment—be it home or school or with friends. The most com-
monly proposed mechanism for the effectiveness of ERP is that with
repeated exposures, associated anxiety dissipates through autonomic
habituation. In addition, as children realize that the feared conse-
quences are not going to occur, their expectations of harm disappear,
which reduces anxiety even further (Foa & Kozak, 1986).

In implementing the step plan, children are encouraged to use the
strategies covered in previous sessions (e.g., relaxation, deep breathing,
and thinking helpful thoughts) to assist them as they climb each step.
Children are encouraged to identify coping role models in their life—peo-
ple they know or fictional characters who cope well in challenging situa-
tions. Children are taught to think of their coping role models when in
challenging situations and to think what their role model might do to
cope in that situation. Along similar lines, the FRIENDS program also
teaches children to identify people in their life who could form their cop-
ing support team—a team of people who care about us and who could
help us in both good and bad times. Children are encouraged to look be-
yond their families and immediate friends and consider all possible sup-
port people in their life, including teachers, coaches, neighbors, friends,
and siblings. Children are encouraged to strengthen their own support
teams through being good support people to others. CALM is a conflict
resolution plan that is introduced in the youth program, and teaches
teenagers in conflict situations to (C) calm down when in a conflict situa-
tion, as it is difficult to focus on solutions when very upset; (A) actively
listen to what the other person wants; (L) list their own needs in the situ-
ation; and (M) make a solution that is based on a compromise between
both persons’ needs.

Family Training

Parents are coached in how to assist their child develop a coping step
plan, based on a fear hierarchy, and how to support their child using the
coping step plan to face their fears. Parents are provided with examples of
coping step plans and are given the following rules to ensure the coping
step plan is successful for their child:

¢ Ensure the child identifies a clear, specific, and achievable goal.

¢ Ensure the steps are small enough to be achievable.

* Ensure the steps allow the child to practice the activity regularly—
exposure and response prevention work through repeated exposure
to feared situations, preferably on a daily basis.
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® The steps should gradually become more difficult as the child pro-
gresses through the step plan, approaching the goal.

¢ The child should be coached and encouraged to use the FRIENDS
plan when trying to climb each step (e.g., breathe and think “I can
do this!”).

® The child should not climb the next step until feeling completely
calm and confident on the current step.

An example of a coping step plan is provided in Table 5.3.

All family members are taught how to use the problem-solving and
coping step plans, so that everyone can practice focusing on solutions and
also setting goals and working toward outcomes. Parents and siblings are
encouraged to identify their own goals (they may be based on fears or on
more general challenges in life), and to use the coping step plan to break
their goal down into small steps and work toward reaching their goal with
practice. It is important for parents to encourage their anxious children to
approach situations by modeling appropriate approach behaviors. Chil-
dren and teenagers respond to events as they have seen their parents re-
spond to them. Parents are encouraged to be positive role models for
children by approaching difficult situations rather than avoiding them,
encouraging their child to do the same, and by using positive self-talk to
help them cope. Children “live what they learn,” so it is important that
parents engage in behaviors that approach situations in a positive, proac-
tive manner. When things do not go as planned, parents are encouraged to

Table 5.3
A Coping Step Plan

Fear: Staying away from home for school camp

GOAL Go to school camp!!
Step 6 Stay at a friend’s house for two nights
Step 5 Stay at a friend’s house overnight
Step 4 Stay at a friendis house until late at night—

P Mom and Dad pick me up
Step 3 Stay overnight with a friend in a tent in my backyard
Step 2 Stay at grandparents’ house overnight without Mom or Dad

Step 1 Stay at grandparents without Mom or Dad until after dinner
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engage the entire family in a problem-solving activity to work out accept-
able solutions to the problem. To meet the emotional needs of children and
adolescents, it is important for parents to accept their children for who
they are, and to spend quality time talking and listening to them. Parents
can encourage children or teenagers to approach situations by discussing
with them their concerns, and the future situations they may face. When
parents talk and listen to their children, they are helping them feel sup-
ported and understood. Parents should be active in helping their children
explore plans they can use for coping, identify and problem-solve poten-
tial difficulties, and help them practice these plans in a safe and sup-
ported environment.

In encouraging children and youths to extend and strengthen their
support networks, it is important for parents to welcome their child’s
friends into their homes, respect them for who they are, and expect their
respect by setting clear and specific limits on their behavior. Parents are
encouraged to become involved in their child’s life through mentoring
positive friendships with peers. Parents can help children to improve
their social competence by modeling good social skills (eye contact),
thinking positively, being aware of and interested in things going on at
home and at school, and using problem-solving skills to deal with chal-
lenges and conflict. Spending quality time getting to know their children
will help parents recognize when something isn’t right. Parents can also
assist in building their child’s social support team by encouraging other
safe adults to be involved in their child’s life, and to welcome their own
adult friends into the home, spending quality time with the children at
home, not just as friends of the parents.

FRIENDS takes the positive, preventive approach to parenting, which
focuses on building strengths in children and providing them with ade-
quate quiet time and quality time to help regulate emotional distress, but
it is also important for parents to have confidence in parenting strategies
for dealing with misbehavior and conflict. Discipline and clear bound-
aries are critical for children and youths. FRIENDS addresses some of
these parenting strategies and emphasizes making careful plans, model-
ing, explaining, making rules, and giving consequences for misbehavior
and conflict. When setting boundaries, parents need to make sure (a) that
they are clear and specific in their instructions and avoid giving multiple
instructions in one request, (b) that both parents are consistent with in-
structions and ally together at all costs in front of the child, (c) that they
check for understanding from the child by asking “tell me what you have
heard me say,” and (d) that they are prepared to back up their decision or
instruction with action and a consequence if their child breaks the rules
or bends the boundaries. The following tips are useful for parents in man-
aging misbehavior:
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® Set realistic limits and expectations of your child’s behavior.

* Praise your child enthusiastically for behaving appropriately.

¢ Respond to misbehavior immediately, consistently, and decisively.

® Respond to misbehavior by describing what the child has done
wrong.

® Respond to misbehavior by telling the child what would have been
more acceptable.

* Model your expectations of the child.

¢ Remain calm but firm when speaking to a child who has misbehaved.

¢ Deal with the problem yourself rather than threatening someone
else’s action.

® Act quickly with a consequence (withdrawal of privilege), rather
than threaten to act.

¢ Try to prevent problems by spending time building your relation-
ship with your child.

¢ Listen and talk to your child and spend time with your child doing
activities that your child enjoys.

N: Now REWARD YOURSELF. YOU HAVE DONE YOUR BEsT!

The fifth step of FRIENDS teaches children to evaluate their performance
in terms of partial success and to set reasonable, achievable goals. Chil-
dren are encouraged to reward themselves whenever they try their best
(e.g., after studying for an examination or entering a singing competition
at school. Children are encouraged to think of activity rewards to do with
their family and friends, rather than rewards that involve purchasing ma-
terial possessions or always relying on unhealthy food rewards. Learning
to self-reward facilitates children’s independence and teaches children to
evaluate their own performance in terms of partial successes.

Family Training

All family members are encouraged to notice brave and confident behav-
iors of each other (or friends), and to acknowledge and reward any ap-
proach behavior that is noticed. Parents in particular are encouraged to
attend to the positive and approach behaviors of their anxious children.
Attending to positive behavior means giving praise or attention to chil-
dren for engaging in desirable behaviors, such as approaching difficult or
worrying situations and acting in brave ways. Attending to positive be-
havior reinforces it and increases the likelihood that the positive behavior
will be repeated. Attending to positive behavior may be as simple as ac-
knowledging a child’s efforts: “Lucy, I noticed you practicing your shoot-
ing for basketball! It’s really great to see you try—that will certainly help
you for the game on Saturday. I'm really proud of you!” In addition, par-
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ents can reinforce their child or teenager with signs of affection, such as
offering a hug or kiss, or by spending quality time doing the things the
child enjoys. Hence, parents are coached to “catch their child being brave”
and offer reinforcement immediately. In line with this, parents are also
coached to ignore complaining or avoidance behaviors, since the simple
act of attention acts as a powerful reinforcer that encourages the misbe-
havior or avoidance. Therefore, parents are taught that when they notice
complaining, avoiding, or misbehavior, to first acknowledge the behavior
for what it is (e.g., “ You are feeling nervous and trying to get out of school
today—that seems like worry to me!”) and second, to prompt the child to
use the FRIENDS plan (e.g., “You know what you need to do—practice
your breathing, tell yourself you can do it, and get ready for school—of
course you can do it”). If the complaining or avoidance continues, parents
are encouraged to walk away, or simply change the topic. In summary,
parents are coached to (a) acknowledge and validate all feelings, (b) redi-
rect the child to use their FRIENDS plan, (c) shift the focus, and (d) ig-
nore complaining and reinforce any attempt at coping.

D: DoN’T FORGET TO PRACTICE

The sixth step of FRIENDS reminds children that the skills and strategies
learned in FRIENDS need to be practiced on a regular basis. Children are
encouraged to role-play difficult situations with family and/or peers. For
example, if a child has a class talk to do, then role-playing in front of
members of the family will allow the child to practice presentation skills
as well as FRIENDS skills to help in coping with this situation. Children
are encouraged to coach someone else through a challenging situation (a
group member or a family member), using the FRIENDS plan. This rein-
forces the child’s learning and provides an opportunity for developing
empathy and being a supportive friend.

S: SMILE! STAY CALM FOR LIFE

This last step reminds children that they can stay calm because they have
effective strategies for coping, and through the experience of the program
they have managed anxiety and overcome challenges using the positive,
proactive coping skills taught in FRIENDS. This step also encourages
children to plan ahead for challenging situations and to identify how
they can use their FRIENDS plan to help them cope. Children and youths
are encouraged to always evaluate their performance and coping behav-
iors when faced by challenges, so that they can learn from their experi-
ences and identify new skills, or different approaches to use next time
they are in a similar situation.
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Family Training for “D” and “S”

Families are encouraged to always review challenging situations, as well
as positive life events as a family, focusing on what everyone in the family
did well, what each person may have had difficulties with, and how each
person could try to be more confident and proactive next time around. As
children with anxiety tend to focus on future problems and worry in ad-
vance, parents should always talk about upcoming challenges with chil-
dren and teenagers, focusing on the positive aspects of the situation. They
can prepare the child by discussing how to use FRIENDS to cope with any
potential difficulties. Parents can assist their child by role-playing those
situations, so that the child can practice using the FRIENDS skills in a
controlled and safe environment. Families should regularly use the
FRIENDS strategies, so that everyone continues to practice skills and
build confidence. Parents should also encourage their children to support
and help other friends and family members who may be feeling worried,
sad, or upset by coaching them in using the FRIENDS plan to be more
brave, confident, and happy. So that children continue to develop new
skills, acquire mastery of fears, and increase in confidence, parents should
urge them to try new activities while using their coping skills to manage
the normal fear that everyone experiences to some degree when trying
something new.

CONCLUSION

Cognitive-behavioral treatment for child anxiety disorders that involves
parents in treatment is an effective treatment intervention, with durable
outcomes (Barrett, Duffy, et al., 2001; Kendall et al., 2004; Kendall &
Southam-Gerow, 1996). Treatment studies evaluating CBT plus parental
involvement show favorable outcomes; however, the evidence to date is
not clear in supporting a uniform superiority of CBT plus parental in-
volvement, compared with CBT alone (Barmish & Kendall, 2005). It seems
to be clear from the literature to date, that parental involvement is clini-
cally the preferred model of treatment for child anxiety, with outcome
data supporting possible benefits of this treatment over child-focused
CBT for younger children, and for children who have parents with
psychopathology (Barmish & Kendall, 2005).

To date, parental involvement has focused on involving parents in
child CBT treatment. On closer examination of the treatment trials con-
ducted, this typically only involves mothers in the majority of studies
and in the majority of treatment sessions within studies. It seems to be a
universal experience across studies and clinics that it is exceedingly dif-
ficult to gain involvement of both parents in therapy. The following rea-
sons are frequently given: (a) Treatments are offered during working
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hours, (b) other siblings need to be cared for at home by the other parent,
(c) there are competing extracurricular demands of other siblings (e.g.,
one parent is taking brother to soccer practice at the same time as ther-
apy), and (d) fathers are absent from the child’s home during the week
because of work commitments or separation of parents. Because children
exist within the context of a family and are greatly influenced by all fam-
ily members, it is important for family treatment to engage and involve
all family members; including fathers and siblings. Frequently, family
involvement tends to overlook siblings; however research by our team
has demonstrated the negative effects that anxiety disorders have on sib-
lings, and the potential significance and benefits of involving siblings in
therapy (Barrett, Fox, & Farrell, in press; Barrett, Rasmussen, & Healy,
2001; Fox, Barrett, & Shortt, 2002). Family involvement in therapy, includ-
ing parents and siblings, increases the social support for the child with
anxiety, enhances consistency in contingency management, and encour-
ages greater practice of skills and generalization of skills because every-
one is using the same strategies and approach in managing stress and
anxiety. The likelihood of family attendance can be increased by offering
after-hours appointments for families, including weekend sessions. Cli-
nicians should also ensure that families are aware in advance that all
members are expected to attend; strongly reinforce fathers and siblings
who come to sessions, and provide specific homework tasks for every
family member so that they feel their presence is valued and worthwhile;
and offer a room where parents and siblings can wait comfortably (ide-
ally with snacks and tea and coffee) and chat with other families while
they wait for completion of the child group session.

The FRIENDS for Life program is a positive, family based, treatment
and prevention/resilience program for all children. The philosophy of
the program is on building skills and setting goals, and on families
working together to achieve positive behavioral change at a family level;
it is not just focused on the child with anxiety. The approach of this pro-
gram is on empowering children and families to make positive choices
in life to overcome fears and to build confidence. The program has a
strong preventive approach to parenting and to managing anxiety by
using positive coping skills to prevent escalation of anxiety and depres-
sion. Parents and children are coached in having a balanced life charac-
terized by plenty of quiet time; adequate sleep, diet, and exercise; and an
abundance of family quality time spent talking and listening to each
other and focusing on solutions and positive aspects of every situation.
