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Abstract 

The primary objective of the present study was to examine the effectiveness of 

problem-solving consultation and videotape therapy in reducing externalizing behavior 

problems in children with developmental delays. Multiple measures were used to 

determine intervention efficacy (e.g., observations ofparent-child interactions, recorded 

frequency of childrens' behavior, and ratings from responses on standardized parent 

questionnaires). A second objective was to explore the relationship between parent and 

child behavior, The researcher evaluated the quality of parent-child interactions, in terms 

of childrens' behavior problems (e.g., compliance) and parents' skills (e.g., praise), prior 

to and following participation in the intervention program. The relationships between 

parent adjustment variables (e.g., parent stress and depressive symptoms), externalizing 

behavior problems in children, and the quality of parent-child interactions were assessed. 

Parent adjustment was measured by self-report with standardized questionnaires that 

evaluated parent stress and depression. The twelve-week intervention program was 

provided to 22 children, parents, and teachers. A multiple-baseline research design was 

used and standardized measures were completed by parents at pre- and postintervention. 

There was a significant improvement in childrens' targeted behavior problems, 

and parents showed an increase in positive parenting skills (e.g., more frequent use of 

praise and fewer critical statements) following participation in the intervention program. 

The relationships among parent adjustment, parent-child interactions, and childrens' 

behavior problems were less apparent. High levels of parent depressive symptomatology 

were significantly related to lower levels of praise at pre intervention, and high levels of 

parent stress were positively related to childrens' reported problem behaviors at 

• postintervention. 
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• 
Resume 

Le premier objectif de la presente etude etait d'examiner l'efficacite de la 

consultation utilisant un systeme de resolution des problemes avec la therapie base sur des 

videos pour la reduction des problemes de comportement chez les enfants avec un retard 

developpemental. Des mesureS multiples oilt ete utili sees pour determiner l'efficacite 

d'intervention (par exemple, observations des interactions de parent-enfant, la frequence 

enregistree du comportement des enfants et les estimations des reponses de parent sur les 

questionnaires normalises). L'investigateur a evalue la qualite des interactions de parent­

enfant, specifiquement en termes de problemes du comportement desenfants (par 

exemple : conformite) et les competences de parents' (par exemple, eloge), avant et apres la 

participation au programme d'intervention. Le rapport entre les variables d'ajustement 

emotionnel de parent (par exemple, effort de parent et symptomes depressifs), les 

problemes de comportement chez les enfants et la qualite des interactions de parent-enfant 

ont e16 evalues. L'ajustement emotionnel de parent a ete mesure par rapport individuel avec 

des questionnaires normalises qui a permis d'evaluer la depression et l'angoisse de parent. 

Le programme d'intervention de douze semaines a ete fourni a22 enfants, parents, et 

professeurs. Un protocole experimental de multiple ligne de base a ete employe et des 

questionnaires normalises ont ete utilises avant et apres l'intervention, les questionnaires 

ont ete remplis par les parents. 

II y avait une amelioration significative des problemes du comportement des 

enfants et les parents ont montre une augmentation des qualifications positives (par 

exemple, une utilisation plus frequente de l'eloge et moins rapports critiques) apres 

participation dans Ie programme d'intervention. Les rapports parmi l'ajustement 

• emotionnel de parent, les interactions de parent-enfant et les problemes du comportement 
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• 
des enfants etaient moins evidents. Des niveaux eleves de la symptomatologie depressive 

de parent ont ete notablement lies aux niveaux plus bas de l'eloge avant l'intervention et 

des niveaux eleves de l'angoisse de parent ont ete directement lies aux problemes de 

comportements des enfants apres l'intervention . 

• 
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Statement of Original Contribution 

Developmental delays are characterized by functional limitations in several major 

life activities such as self-care, mobility, learning, language, and economic self-

sufficiency (Larson, Laki, Anderson, Kwak, Hak-Lee, & Anderson, 2001). The daily life 

challenges that accompany these chronic deficits are associated with an increased risk of 

social-emotional and behavioral difficulties (Baker, Blacher, & Olsson, 2005; Paczkowki 

& Baker, 2007). In the absence of intervention, early-onset behavior problems often 

increase in severity, resulting in difficulties that persist throughout the life span (Emerson, 

2003; Feldman, Hancock, Rielly, Minnes, & Cairns, 2000; Hebert, 2000; Hellings & 

Schroeder, 1999). 

Parents of children with developmental delays experience stressors which are 

beyond the typical parenting role (Hodapp & Zigler, 1993; Hudson, Matthews, Gavidia-

Payne; Cameron, Mildon, Radler, & Nankervis, 2003; Oelofsen & Richardson 2006; 

Pelchat, Bisson, Ricard, Perreault, & Bouchard, 1999). The presence of behavior 

problems in children with developmental delays compounds the challenges of parenting a 

special needs child (Feldman et al., 2000; Floyd & 'Gallagher, 1997; Hancock, Rielly, 

Minnes, & Cairns, 2000; Roberts, Mazzuchelli, Taylor, & Reid, 2003). In fact, researchers 

have shown that behavior problems in .children were perceived by parents as more 

stressful than the diagnosis of the developmental delay (Baker, Blacher, Crnic, & 

Edelbrock, 2001; Baker, McIntyre, Blacher, Cmic, Edelbrock, & Low, 2003; Fidler & 

Hodapp, 2000; Floyd & Gallagher, 1997). Due to disruptive behavior problems, families 

may require respite-care to cope with increased care-giving dem.ands (Roberts et al., 

2003), the support of mental health care professionals to assist with behavior-management 

• (Hudson et al., 2003; Matthews, Gavidia-Payne; Cameron, Mildon, Radler, & Nankervis, 



Consultation for Children with Developmental Delays 12 

• 
2003), and specialized remedial services to address deficits in developmental skills 

(Eisenhower, Baker, & Blacher, 2005). These additional needs result in increased time 

and financial demands. Unlike parents of typically developing children who can envision 

their child becoming self-sufficient and independent in adulthood, these parents are faced 

with an adjustment of developmental expectations for their children that accompanies an 

on-going grieving process (Seligman & Darling, 1997; Pelchat et al., 1999). In adulthood, 

their child will likely require some external support and supervision to function 

effectively in daily life (Hudson et aL 2003), and many parents experience uncertainty 

about the care of their adult child when they are no longer able to oversee their needs 

(Knowlton & Mulanax, 2001). 

In view of the challenges which accompany the dual diagnosis of developmental 

delays and behavior problems, providing supportive services to these children, their 

families and educators is an integral component of the mental health care role. An 

important area of investigation in the realm of family intervention literature is the 

evaluation of various intervention approaches designed to remediate childrens' behavior 

problems and to provide parents with behavior-management skills. Researchers have 

consistently demonstrated the merits of problem-solving consultation (Guli, 2005; 

Sheridan, Clarke, Koche & Edwards, 2006; Sheridan, Eagle, & Doll, 2006; Wilkinson, 

2005) and videotape therapy (Webster-Stratton, 1981, 1982a, 1989, 1990a, 1990b, 1990c, 

1994, 1996; Webster-Stratton, Kolpacoff, & Hollinsworth, 1988; Webster-Stratton & 

Hanunond, 1988, 1997; Webster-Stratton & Reid, 2003; Webster-Stratton, Reid, & 

Hanunond, 2004) as effective interventions for the. reduction of behaviour problems in 

children. Few studies have combined problem-solving consultation with videotape 

• therapy as an intervention for children with developmental disabilities and concomitant 
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behavioral problems (Sladeczek, Saros, Steinbach, Viola, & Blidner, 2002; Viola & 

Sladeczek, 2002). A primary purpose ofthe present study was to expand on the limited 

research regarding the efficacy of conjoint problem-solving consultation and videotape 

therapy for parents of children with developmental delays and behavior difficulties. 

Secondly, it was of interest to determine whether the intervention program would 

successfully reduce targeted externalizing behavior problems at horne and increase 

positive parenting behaviors ( e.g., praise). 

Traditionally, the gains associated with interventions have been evaluated by a 

reduction of child symptoms (Fenning, Baker, Baker, & Crnic, 2007; Kazdin & Wassell, 

2000) rather than by multiple outcome measures which include parent variables. There are 

many psycho-social systems which influence development in children, the most 

significant of which is the interplay between parent-child behaviors. Researchers and 

theorists view the parent-child relationship as a dynamic, reciprocal process which can be 

understood through the framework of a transactional model, rooted in ecological theory 

(Bronfenbrenner, 1977, 1979; Minuchin, 1974; Minde & Minde, 2002). Of interest in this 

study were the relationships between children's externalizing behavior problems and 

parent adjustment (e.g., stress and depressive symptomatology). Parent stress often 

contributes to an increase in child behavior problems, and child behavior problems 

escalate parenting stress (Baker et ai., 2001,2003; Coplan, Boker, & Cooper, 2003; 

Friedrich, Wilturner, & Cohen, 1985). Few studies have examined the relationships 

between parenting behaviors and child behaviors when the child has a developmental 

disability (Fenning et ai., 2007; Paczkowski & Baker, 2007). The relationship between 

developmental disabilities and increased risk for psychopathology are not clearly 

• understood and family functioning in this population has been informed by the literature 
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on families with typically developing children (Fenning et aI., 2007). Further research is 

necessary to gain a better understanding of the mutual influence of parent-child behavior 

in an effort to identify effective intervention programs for children with behavior 

disorders and developmental delays, and their families. 

In sum, by addressing the interrelationships between children's behavior, parent 

adjustment, and the quality of parent-child interactions this study extends beyond the 

traditional focus of consultation researchers. Their efforts have typically concentrated on 

evaluating child-outcome variables with typically developing children (Noell et aI., 1996; 

Paczkowski & Baker, 2007). Although Webster-Stratton has considered parent-child 

interactions and parent adjustment in relation to childrens' behavior problems, her 

intervention programs have not targeted children with developmental delays (Webster­

Stratton, 1990, 1992). This study uniquely contributes to the intervention literature by 

examining parent adjustment variables in relation to behavior problems in children with 

developmental delays following participation in a conjoint problem-solving intervention 

program with videotape therapy . 

• 




Consultation for Children with Developmental Delays 15 

• 
Chapter I 

Introduction 

Introduction and Statement ofthe Problem 

The primary objective of the present study was to examine the effectiveness of 

problem-solving consultation and videotape therapy for parents with children with 

developmental delays and behavior difficulties, and specifically for reducing externalizing 

behavior problems. A second objective was to examine the relationships between parent 

adjustment (stress and depressive symptoms), children's externalizing behavior problems, 

and the quality of parent-child interactions following participation in the proposed 

intervention. 

Children with developmental delays have functional limitations in areas of major 

life activity such as self-care, mobility, learning, language, and economic self-sufficiency 

(Larson, Lakin, Anderson, Kwak, Hak-Lee, & Anderson; 2001). Children with 

developmental delays evidence elevated risk of behaviour and social-emotional problems 

(Emerson, 2003; Feldman et aI., 2000; Herring, Gray, Taffe, Tonge, Sweeney, & Einfeld, 

2006; Paczkowski & Baker, 2007; Tonge, 1999) in comparison with children of normal 

intellectual functioning. Mental health problems among individuals with developmental 

delays have been observed to increase in severity over time in the absence of treatment 

(Borthwick-Duffy, 1994; Borthwick-Duffy & Eyman, 1990; Epstein, Cullinan, & 

Polloway, 1986; Myers, 1987; Reese, Hellings, & Schroeder, 1999; Roberts et aI., 2003; 

Russell & Forness, 1985). In fact, behavior problems in childhood have been associated 

with adjustment problems in adulthood, suggesting that there are long-term implications 

throughout the life span. In a longitudinal study of 976 children with behavior problems 

• such as conduct disorder and oppositional disorder, approximately 60% developed 
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chronic or additional psychiatric disorders in adulthood (Kim-Cohen, Caspi, Moffitt, 

Harrington, Milne, & Poulton; 2003). These findings emphasize the need to develop 

effective intervention programs to remediate behavior problems in children. 

There are inherent challenges associated with parenting children with 

developmental delays related to issues such as the chronic burden of care, family 

adjustment, social stigma or isolation, specialized educational needs, increased financial 

demands, and in some cases, concerns regarding physical health (Roberts et aI., 2003; 

Seligman & Darling, 1997). The presence of behavior problems in children has been 

perceived by parents as more stressful for them than the developmental delay (Baker et 

aI., 2001, 2003; Fidler & Hodapp, 2000; Floyd & Gallagher, 1997). 

The relationship between parenting and children's behavior is interactive and 

complex (Baker et aI., 2003; Coplan et aI., 2003; Hastings & Taunt, 2002). Parents of 

behaviorally challenging children have been identified as experiencing significant 

adjustment problems, including elevated stress and depressive symptomatology (Civic & 

Holt, 2000; Elgar et aI., 2003; Herring et aI., 2006; Podolski & Nigg, 2001). Conversely, 

stress and depressive symptoms among parents have been identified as contributing 

factors to the development of behavior problems in children (Baker et aI., 2005; McLoyd, 

1990; Webster-Stratton, 1998; Paczkowski & Baker, 2007). 

Our knowledge of the mutual influences between parenting and children's 

behavior (Bowen, 1978; Minuchin, 1974) underscores the importance of developing 

comprehensive and effective intervention programs which target the remediation of 

behavioral and social-emotional problems in children with developmental delays. Parents 

need specialized mental health services to assist them to effectively manage their 

• children's behavior problems and to cope with ensuing stressors. Despite this necessity, 
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children with developmental delays and their families are relatively underserved by 

• 	 professional and community resources, in part, due to limited resources in the health care 

and educational systems (Baker, Blacher, Crnic, & Edelbrock; 2002; Tonge, 1999). 

Developmental delays refer to deficits which are significantly below the normative 

average in cognitive functioning, social-emotional development and communication skills 

(Larson et aI., 2001; Merrell & Holland, 1997). The characteristics of developmental 

delays tend to overshadow identification of emotional and behavior problems, thus 

complicating the diagnostic process (Jopp & Keys, 2001). During the past decade, there 

has been greater recognition of social-emotional and behavior problems among 

individuals with developmental delays (Dykens, 1998; Emerson, 2003; Glick, 1998; 

Roberts et aI., 2003; Roberts et aI., 2006; Stavrakaki, 1999; Tonge, 1999). Depression, 

anxiety, adjustment disorder, and behavior problems are more commonly diagnosed in 

individuals with developmental disabilities than in. earlier decades (Baker et aI., 2002; 

Emerson, 2003; Stavrakaki, 1999). The consequences of psychiatric and behavioral 

problems among youth with developmental disabilities exacerbate personal challenges for 

the individual and have serious implications for parents and school staff (Baker et aI., 

2002; Tonge, 1999; Paczkowski & Baker, 2007). Parents of children with developmental 

delays are challenged by the difficulties related to managing daily life activities, time 

constraints, and long-term care considerations for their children (Mandelco, 2002) and 

given that disabilities generally last a lifetime, deal with an ongoing process of adaptation 

(Roberts et aI., 2003; Seligman & Darling, 1997; Olsson & Hwang, 2001). In school 

settings, behavior problems among children with developmental delays are associated 

with limited learning capacity (Carr, Taylor. & Robinson, 1991; Roberts et aI., 2006), 

• increased demands for teacher attention, and disruption in class routines (Brigham, 
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Bakken, Scruggs, & Mastropieri, 1992; Hudson et aI., 2003; Janzen, Cormack-Centre, 

Wilgosh, & McDonald, 1995). Externalizing behaviors such as aggression and 

interpersonal social-emotional difficulties in children with developmental delays prompt 

caregivers to seek professional help due to behavior management problems (Borthwick­

Duffy & Eyman, 1990; Roberts et aI., 2006). In the field of psychology there has been an 

increasing recognition of the importance of developing intervention programs that support 

youth, parents, and educators. Nonetheless, there is a scarcity of intervention literature 

which fully addresses behavioral and emotional difficulties among children with special 

needs (Baker et aI., 2002; Feldman et aI., 2000; Feldman & Werner, 2002; Fenning et aI., 

2007; Merrell & Holland, 1997; Roberts et aI., 2003). The advantages of indirect service 

delivery models such as consultation are underscored by shortages in mental health 

resources in community-based settings, and budgetary cuts in the public education system 

(Cole, 1997). 

The American Psychological Association recently outlined three areas of critical 

need for school psychologists: to provide comprehensive services with specific goals to 

improve students' social-emotional functioning, to increase parenting skills, and to 

promote mental health services in schools (Short & Palomares, 2003). Problem-solving 

consultation is an applied and empirically based collaborative intervention which 

responds to these priorities by providing a method for assisting parents and teachers to 

evaluate and remediate behavior problems among youth (Reddy, Tiles, & Rubel, 2000; 

Sheridan & Kratochwill, 1992). Consultation is defined as an indirect or direct service in 

which parents, school psychologists, and teachers engage in a collaborative problem­

solving process to improve the emotional, behavioral, academic, and medical needs of 

• school-age children (Reddy et aI., 2000). 
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The evolution of problem-solving consultation originated from a mental health 

consultation model developed by Gerald Caplan in 1949 (Caplan, 1995; Caplan, Caplan, 

& Erchul~ 1995) as a process of interaction between a consultant, who is a specialist, and 

a consultee, who is the person seeking assistance, to deal with a problem in which the 

specialist has expertise. Consultation originated as a cost-efficient and effective 

intervention to provide parents and teachers with a method of improving care-giving 

abilities through a proactive approach to problem-solving with clinic-referred children. 

Mental health consultation provides greater outreach of services than traditional direct 

models of service delivery and offers consul tees the opportunity to improve their 

knowledge and skills to deal with a range of home and school related problems in children 

(Cox, 2005; Guli, 2005; Sheridan, 1993; Sladeczek & Illsley, 2001). 

Caplan broadened the scope of mental health consultation to include four 

categories that differentiated demands placed on the consultant within the framework of a 

didactic behavioral approach rather than a predominantly psychodynamic approach 

(Caplan, Caplan, & Erchul, 1995). The four types of consultation are: client-centered case 

consultation, program-centered administrative consultation, consultee-centered case 

consultation, and consuItee-centered administrative consultation. The major focus of 

client-centered case consultation is to assist the consultee to determine the most effective 

treatment for the client. Program-centered administrative consultation is a type of 

consultation in which the consultant is requested to solve problems in the administration 

of programs or policies. The main objective of consultee-centered case consultation is to 

identifY the nature of the consultee work related difficulty and to develop strategies to 

resolve these issues. Finally, consultee-centered administrative consultation is most often 

• designed to provide professional development to groups of consultees in the work place . 
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In Caplan's mental health consultation model, the consultant shared responsibility for 

client outcome and had a direct role in intervention (Kerwin, 1995). A primary goal of the 

consultant was to increase the consultee's understanding of the presenting problems in a 

non-hierarchical relationship which improved the consultee's knowledge and skills 

regarding problem behaviors (Caplan, 1963). Mental health consultation was the 

foundation for behavior consultation, conjointbehavior consultation, and problem-solving 

consultation. 

Initially, behavior consultation efforts focused on assisting teachers to respond to 

the academic and social-emotional challenges of students. Consultation intervention 

enabled children with learning and behavioral difficulties to integrate more successfully in 

educational settings and avoid placement in specialized settings (Bergan, 1995). As such, 

behavioral consultation aims to assist both the consultee and the client to deal with 

specific problems by developing a plan for behavioral change (Reddy et al., 2000). 

Behavioral consultation is a systematic approach encompassing four specific stages of 

intervention. The four stages are: problem identification, problem analysis, plan 

implementation, and problem evaluation. The clear delineation of stages of intervention is 

a methodologically advantageous paradigm for conducting efficacy studies. The 

guidelines for assessment and intervention planning also provide a clinical paradigm that 

can be used by mental-health practitioners to address complex child and family issues 

(Kerwin, 1995). 

Behavioral consultation has been implemented to remediate a wide range of 

social-emotional and behavioral problems among children, with teachers (Dunson, 

Hughes, & Jackson, 1994; Wheeler & Redinius, 1994; Wilkinson, 1997), parents 

• (Gmeinder & Kratochwill, 1998; Sheridan & Colton, 1994), and conjointly with teachers 
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and parents (Cowan & Sheridan, 2003; Kratochwill, Elliot, & Carrington-Rotto, 1995; 

Sheridan, 1997; Sheridan, Kratochwill, & Elliot, 1990; Sladeczek, 1996). Researchers 

examining the effectiveness of consultation have demonstrated that behavioral 

consultation has been successful in reducing disruptive and maladaptive behavior (Cavell 

& Hughes, 2000; Dunson et al., 1994; Wilkinson, 1997), promoting skills in children who 

are socially withdrawn (Sheridan, Eagle, Cowan, & Mickelson, 2001; Sheridan et aI., 

1990; Wayland & Sladeczek, 1999), and alleviating aggression and tantrums at home and 

school (Sladeczek, 1996; Sladeczek, Elliott, Kratochwill, Robertson-Majannes, & Stoiber, 

2001). A meta-analytic investigation of the outcomes in 29 behavioral consultation studies 

over the past 11 years demonstrated significant positive results following behavioral 

consultation with children and adolescents in school, home, and community settings 

(Reddy et al., 2000). 

The main goals of problem-solving consultation are to provide the consultee with 

strategies for improving a child's social-emotional, behavioral, and academic functioning, 

and to enhance the consultee's skills to respond to future problems in the identified client 

or other children (Kratochwill et al., 1995). Problem-solving consultation is concerned 

with primary prevention (e.g., preventing problems from occurring), and secondary 

prevention (e.g., preventing existing difficulties from becoming more serious) (Gutkin, 

1996). To accomplish these objectives, problem-solving consultation encompasses a 

diverse range of assessment and intervention modalities rather than relying exclusively on 

behavioral methodology (Guli, 2005; Gutkin, 1996; Gutkin, 2002; Kratochwill, Elliot, & 

Stoiber, 1995; Sheridan & Gutkin, 2000). Consultation practice has been combined with 

empirically supported interventions to represent this broad methodological approach in 

• which specific interventions are matched with particular problems (Egan, Zlomke, & 
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Bush, 1993; Gmeinder & Kratochwill, 1998; Kratochwill, Elliott, Loitz, Sladeczek, & 


Carlson, 2001, 2003; Sladeczek, 1996; Sladeczek, Saros, Viola, & Blidner, 2002; Viola & 


Sladeczek, 2002). 

Bearing similarities to consultation, Webster-Stratton's parent and teacher training 

program is a mediator-based intervention; that is, an intervention designed to provide 

clients with specific strategies to address different behavioral concerns through problem­

solving and modeling (e.g., videotapes depicting effective and less effective management 

strategies). Mediator-based intervention has effectively provided parents and teachers 

with strategies to decrease behavioral difficulties while promoting the development of 

social skills in children (Webster-Stratton, 1997, 1998, 1999; Webster-Stratton, Reid, & 

Hammond, 2004). Webster-Stratton's videotape modeling intervention for children with 

conduct disorders was recognized by the American Psychological Association as one of 

two interventions, among approximately 80 studies, that meet the criteria for well­

established programs with empirically based evidence (Brestan & Eyberg, 1998). 

Mediator- based interventions and problem-solving consultation share common 

principles, such as problem identification, problem analysis, and goal-directed 

interventions. However, researchers have not recognized the similarities between these 

two approaches (Kazdin, 1997). Recent studies have successfully combined videotape 

modeling with problem-solving consultation to address challenging behaviors in Head 

Start children (Kratochwill et. aI, 2001; Kratochwill et aI., 2003) and children with 

developmental delays (Sladeczek et aI., 2002; Viola & Sladeczek, 2002). 

Traditional parent-training programs (Baker, Heifetz, & Murphy, 1980; Baker, 

Landen, & Kashima, 1991; Clark, Baker, & Heifetz, 1982; Feldman & Werner, 2002; 

• Kashima, Baker, & Landen, 1988; Pelchat, Bisson, Ricard, Perreault, & Bouchard, 1999) 
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and social skills training programs for children with behavior problems (Guglielmo & 

Shick-Tryon, 2001) are limited in their scope. Intervention efforts are typically 

implemented in only one setting, either home or school, and improvement is often 

evaluated on the basis of child-outcome measures alone rather than also considering 

intervention effects on parents and teachers. Although researchers and practitioners 

acknowledge the importance of recognizing the interdependent influences between 

children and caregiver behavior, there are disproportionately few comprehensive 

intervention programs for this particular population (Fenning et ai. 2007; Knowlton & 

Mulanax, 2001; Merrell & Holland, 1997; Seligman & Darling, 1997). 

The triadic nature of consultation services for children (consultant, consultee and 

child) is a defining feature of consultation, imbued within a social ecology systems model 

(Kratochwill et. aI, 2003; Maital & Scher, 2003). Within this framework, a child's 

problem behavior is viewed within a wider context of family, community, and social 

factors rather than occurring in isolation (Kazdin & Wassell, 1999; Kazdin & Whitely, 

2003; Rothbaum & Weisz, 1994; Webster-Stratton et aI., 2004). Likewise, parenting is 

influenced by multiple factors including child variables such as behavior, developmental 

status, and parenting behavior (Minde & Minde, 2002). Mitchell (1983) integrated aspects 

of social ecology theory (Bronfenbrenner, 1979) to explain the reciprocal nature of the 

impact of childrens' disabilities on family functioning. Influences on child-parent 

relationships extend beyond the immediate family to include schools, government 

agencies, socio-economic status, culture, and religion. 

Of interest in this study was the relationship between the quality of parenting and 

children's behavior problems. Patterson, Reid, and Dishion (1992) described a coercive 

• process by which children learn to avoid parental criticism through negative behavior that 
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leads to aversive parenting resulting in cyclical behavior problems. This pattern was 

identified in a meta-analysis of 47 studies investigating the as~ociation between parental 

caregiving and externalizing behavior problems in children (Rothbaum & Weisz, 1994). 

Care giving qualities such as approval, absence of coercive control, guidance, and 

motivational strategies were negatively correlated with children's externalizing behavior. 

Furthennore, externalizing behavior problems in children influenced negative parental 

responses expressing anger and disapproval. These findings emphasized the need to 

develop programs designed to reduce behavior problems in children and assist parents to 

develop effective management strategies. 

A second area of interest in this study was the relationship between parental 

adjustment variables (i.e., parent stress and depressive symptoms) and children's behavior 

problems. Researchers have identified significantly high levels of stress (Baker, Blacher, 

Crnic, & Edelbrock, 2002; Baker, McIntyre, Blacher, ernie, Edelbrock, & Low, 2003; 

Floyd & Gallagher 1997; Webster-Stratton, 1988, 1990, 1998; Webster-Stratton & 

Hebert, 1994) and depressive symptoms (Baker et aI., 2002; Floyd & Gallagher, 1997; 

Hastings, 2002) among parents with children who have significant behavior problems. 

Parents with high levels of stress exhibit highly critical interactions rather than positive 

behaviors towards their children (Webster-Stratton, 1998). In addition, they perceive their 

children's behavior to be more deviant than they actually are according to independent 

observers (Webster-Stratton, 1988, 1998). Investigators have shown that family 

intervention programs for children with behavior problems resulted in reduced parent 

stress (Kazdin & Whitely, 2003) and maternal depression (Webster-Stratton, 1994), 

improvements in children's behavioral and social-emotional functioning, (Kazdin & 

• 
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Whitely, 2003; Webster-Stratton, 1988, 1998,2003), as well as enhancement of the 

quality ofparent-child interactions (Webster-Stratton, 1998, 2003). 

Problem-solving consultation (Kratochwillet al., 1995) and videotape modeling 

(Webster-Stratton, 1997, 1998, 1999) have been shown to improve children's behavior 

and development of pro-social skills (Webster-Stratton, 1998,2004; Kratochwill et al., 

1999, 2003; Sladeczek, 1996) and, elicit more positive parenting practices (Webster­

Stratton, 1998,2004). However, researchers have not evaluated the merits of problem­

solving consultation conjointly with videotape modeling for children with combined 

developmental delays and behavior problems. In fact, few researchers have investigated 

comprehensive interventions for children with developmental delays and ensuing 

significant behavior problems. 

Consultation provides a framework in which therapeutic interventions such as 

cognitive-behavior therapy (Kazdin, Siegel, & Bass, 1992; Kazdin & Whitely, 2003; 

Kazdin & Wassell, 2000) and videotape modeling (Webster-Stratton, 1988, 1990, 1997, 

1998; Webster-Stratton et al., 2004) can be implemented. The objective of this study is to 

investigate the efficacy of a problem-solving consultation approach combined with 

videotape modeling for parents and teachers of children with developmental delays and 

significant behavioral problems. 

Few clinical researchers have examined the impact of parent-training with 

multiple outcome measures, for example, parent adjustment (Kazdin & Whitely, 2003; 

Webster-Stratton 1988, 1998) and the quality of parent-child interactions (Webster­

Stratton 1988, 1998; Webster-Stratton, Reid, & Hammond, 2004) in families with 

children who have problematic behaviors. There are no known existing studies evaluating 

• the impact of conjoint problem- solving consultation combined with Webster-Stratton's 
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consultant-led videotape therapy for children with both developmental delays and 

behavior problems and the effects on parent stress, depressive symptoms, and the quality 

of parent-child interactions. Therefore, a second objective of this study was to examine 

the reciprocal relationship between children's functioning (e.g., externalizing behavior 

problems and social skills deficits), parent adjustment (e.g., parent stress and depression) 

and, parent-child interactions. This goal was evaluated via child-outcome variables (Le., 

improvement in behavioral problems) and parent variables such as stress and depressive 

symptoms as well as observations of parent-child interactions. In sum, the present study 

contributes to our understanding of children with developmental delays with the goals of 

improving children's behavior/social-emotional functioning, examining parent stress and 

depressive symptoms, and enhancing the quality of parent-child interactions . 

• 
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Chapter 2 

Literature Review 

This chapter will provide an overview of the evolution ofmental health 

consultation during the past two decades with a focus on models of behavioral 

consultation, conjoint behavioral consultation, and problem-solving consultation. Second, 

a summary of the literature focusing on parental stress and depressive symptoms in 

parents of children with developmental delays and behavior problems will be examined. 

Third, the effectiveness ofparent-teacher videotape therapy for the treatment of conduct 

problems in children and adolescents will be reviewed. Finally, the existing literature on 

parent-training programs for the remediation of behavior problems in children with 

developmental delays will be explored. Each section of the literature review will be 

followed by a summary and critique. 

Consultation 

Behavioral consultation. Caplan's seminal work on mental health consultation 

provided a blueprint for the evolution of behavior consultation (teacher consultation, 

parent consultation, conjoint behavior consultation, and problem-solving consultation). In 

1949, while working with a small clinical staff, Gerald Caplan coordinated the mental 

health services for 16,000 immigrant children in residential institutions (Caplan, Caplan, 

& Erchul, 1995). A traditional client-therapist format for service delivery was not feasible 

due to the excessively high number of referrals, leading to the genesis of a consultation 

approach. The consultant's primary goal was to help clients by increasing the consultee's 

understanding of the problem and teaching the consultee skills that could be generalized 

across situations with other clients (Kerwin, 1995). This indirect service delivery model 

• was a cost effective way ofproviding consultees ofclinic-referred children with the 
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opportunity to develop strategies to accurately identify and manage children's behavior 

problems. The basic principles of Caplan's model of mental health consultation have 

endured over time serving as a foundation for current behavioral consultation practice. 

Mental health consultation and behavioral consultation are distinguished by the former's 

emphasis on changing feelings, attitudes, and perceptions of the consul tee to improve 

interactions with clients. Behavioral consultation applies social learning principles to 

understand environmental influences on the consultee and the client with the goal of 

assessment and the implementation of a behavior change plan (Reddy et ai., 2000). 

Over the past two decades family involvement has not been a key focus of 

consultation practice or research. With increasing recognition of the importance of 

families in promoting the development of children there has been a major change in 

consultation to emphasize working with families (Bergan, 1995; Reddy et aI., 2000; 

Sheridan et aI., 2006; Wilkinson, 2005). Prioritizing the training of educators and families 

and establishing intervention plans through joint decision-making ultimately bridges the 

gap between psychology and education by providing educators and caregivers with the 

tools to deal with behavior problems (Wilkinson, 2005). These collaborative efforts 

enable parents and teachers to obtain the professional support and guidance necessary to 

maintain children in the least restrictive environment, providing an important adjunct to 

special education placements. 

Bergan and Kratochwill (1990) developed four phases of the behavioral 

consultation process with the goals of promoting social, emotional and intellectual 

development and to remediate behavior and learning problems in children and 

adolescents. The theoretical framework of this four'-stage format rests on the principles of 

• behavior therapy, cognitive problem-solving, applied behavior analysis, and social 
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learning theory. The four phases consist ofproblem identification, problem analysis, 

intervention implementation, and intervention evaluation; these stages will be summarized 

in the next section. 

The first phase in behavioral consultation begins with the Problem Identification 

Interview (PH) which is designed to identify the goals to be accomplished through 

consultation. During this interview, the consultant meets with the consultee to specify the 

nature of a child's behavioral problems and to gain an understanding of the antecedent, 

sequential, and consequent conditions which may elicit or maintain the behavior. The goal 

of consultation may be to increase or decrease the desired frequency of a behavior. A 

method for recording baseline data to obtain an objective measurement of the severity and 

frequency of the behavior, as well as ~he conditions in which the behavior occurs, is 

determined by the consultant and consultee (Bergan & Kratochwill, 1990). 

Following a review ofthe information obtained from the Problem Identification 

Phase, the objective of the second phase of behavioral consultation, the Problem Analysis 

Interview (PAl), is to establish a well devised intervention plan. During this interview, the 

baseline data, observations, and the conditions surrounding the child's behavior problems 

(e.g., antecedents and consequences) are analyzed in more depth. The skills and 

conditions needed for the client and consul tee to achieve the consultation goals are 

specified during this interview to develop an intervention plan. Lastly, a method for 

evaluating the effectiveness of the designed plan is determined during this phase (Bergan 

& Kratochwill, 1990). 

Implementation of the intervention is the third phase, during which the consultant 

and consultee jointly agree as to which is responsible for organizing and assigning 

• specific tasks to carry out the agreed-upon intervention plan. The on-going collection of 
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data allows for periodic review of the effectiveness of the plan through weekly contact 

with the consultee, and modifications to the intervention plan may be provided as needed 

(Bergan & Kratochwill, 1990; Sheridan et aI., 2006; Wilkinson, 2006). During the fourth 

phase of the consultation process, the Problem-Evaluation Interview (PEl), the 

effectiveness of the intervention plan is evaluated. Data collected during the intervention 

implementation process is compared to baseline data obtained to evaluate improvement. 

There are three possible outcomes of the problem-evaluation phase: the desired behavioral 

outcomes have been achieved and consultation is terminated, the intervention plan is 

modified if goals have not been attained, and a new problem may be identified leading to 

the development of a new course of action (Bergan & Kratochwill, 1990; Sheridan et aI., 

2006). 

Within the framework of behavioral consultation, several models have emerged, 

specifically, parent consultation, teacher consultation, parent and teacher consultation 

(conjoint BC), and problem-solving consultation. These models will be reviewed and 

critically examined, beginning with parent consultation. 

Parent consultation. The goal of behavioral consultation with parents is to 

promote behavior change by modifying the child's environment through an understanding 

of the antecedent, sequential, and consequent events that influence behavior. Highly 

diverse consultation services are often necessary to assist parents with home support, life 

cycle needs, obtaining community resources, and with everyday routines (Randleman, 

1990; Sladeczek et aI., 2001; Sladeczek & Viola, 2002). Although there has been a long 

standing recognition of the need to expand services to children with developmental delays 

(Dumas, 1984; Wilker, 1981; Sheridan et aI., 2006), to date, consultation research with 

• 
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parents has not targeted this population, focusing more exclusively on behavioral 

problems than children with developmental delays. 

The benefits of parent consultation to remediate children's behavior problems 

have been documented by numerous researchers (Carrington-Rotto& Kratochwill, 1994; 

Gmeinder & Kratochwill, 1998; Rhoades & Kratochwill, 1994). For example, Gmeinder 

and Kratochwill (1998) implemented a short-term, home-based intervention for child 

noncompliance using behavioral consultation and aself-help manual. Training was 

provided for four families of children between the ages of7 and 12. A consultation model 

providing parent-training on behavior-management techniques, derived from a program 

outlining a step-by-step approach to decrease noncompliance, was implemented to 

standardize and augment the intervention process. The participants were screened and 

selected through parent interviews and ratings from behavior checklists. Each family met 

with a consultant for one hour on three occasions. Independen~ observers visited the 

homes twice weekly for the duration of the programto monitor the intervention and to 

ensure treatment integrity. Baseline data was recorded by parents during the intervention. 

A multiple-baseline design across participants was used to evaluate intervention 

effectiveness. Following completion of the program, a 20-week follow-up phase was 

conducted. According to behavior-checklist ratings and independent observer ratings, 

three out of the four children demonstrated a significant increase in compliant behavior 

that was maintained at follow-up. 

Parent-only behavior consultation and competency-based parent-training to 

remediate behavior problems in children were evaluated in a study that included four 

children aged 6 to 9 and six parents ranging in age from 33 to 40 (Carrington-Rotto & 

• Kratochwill, 1994). Parents received training in a variety of behavioral strategies such as 
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time-out, differential attending, and giving instructions. Direct observations were obtained 

at home observations and independent observers at different stages of intervention: 

baseline, postintervention, and follow-up. Parents successfully acquired skills to manage 

their children's behavior problems and the children showed an improvement in 

compliance both at home and in clinic settings. Follow-up ratings indicated that gains 

were maintained after four weeks. 

Rhoades and Kratochwill (1994) examined the effectiveness of a homework 

intervention program for children in grades 4 and 6 (N = 4) exhibiting severe problems 

with homework completion. Children were selected on the basis of criteria which 

reflected failure to complete two or more assignments per week for at least four weeks 

due to poor work habits, rather than problems with their abilities. A multiple-baseline 

design was used in which new participants began treatment once initial students 

demonstrated homework completion rates of at least 80% over a three week time period. 

Parents received training in a manual-based homework intervention program combined 

with behavior-management techniques within a consultation framework. Consultation 

training focused on positive reinforcement techniques, use of regular study times, and 

communication between home and school. Efficacy was evaluated by four parameters: 

intervention outcome, intervention integrity, intervention acceptability and social validity. 

Intervention integrity was monitored by parent completion of daily logs and weekly 

telephone contact with the consultant. High ratings of intervention acceptability and 

intervention integrity were obtained from both teachers and parents. According to parent 

and teacher ratings following the intervention, student work completion rates were 

comparable with typical peers . 

• 
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Although parent-only consultation research has focused on addressing a range of 

difficulties among children, thus far children with developmental delays have not 

typically been a focus of empirical study. One study has examined parent behavioral 

consultation as a means of ameliorating problems with children and adults who have 

developmental disabilities and thereby reducing consultee stress associated with these 

problems (Hundert, 1997). Participants in the study were 41 individuals (20 children and 

21 adults) with developmental disabilities and behaviors that included aggression, delays 

in adaptive functioning and self-injurious behavior. Participants were randomly assigned 

to a control group (N = 20) and a behavioral consultation group (N = 21). The consultants 

met with consultees during three sessions (problem identification, intervention planning, 

and intervention evaluation and review). There was a substantial reduction in problem 

behaviors as well as in consultee stress associated with these problems. Gains were 

maintained after 18 months. There is a need to further investigate problem-solving 

approaches with parents to improve behavioral functioning and to teach parents effective 

management skills. Intervention efforts may help to prevent last-resort options such as 

placement of children in residential community settings (Seligman & Darling, 1997; Short 

& Palomares, 2003). 

Teacher consultation. Aggressive and maladaptive behavior problems in children 

generate significant disruption of classroom routine and negatively impact on the learning 

process (Arco, 2003; Mottram, Bray, Kehle, Broudy, & Jenson, 2002; Wilkinson, 1997). 

Behavioral consultation with teachers has shown to be an effective intervention as well as 

a method of providing educators with the necessary skills to address a range of student 

difficulties (Egan, Zlornke, & Bush, 1993; Dunson, Hughes, & Jackson, 1994; Wilkinson, 

• 1997). In a study that utilized functional assessment, behavioral consultation, and 
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videotape review, Egan, Zlomke, and Bush (1994) demonstrated that aggressive behavior 

in an eight-year-old child with mental retardation and autism could be significantly 

reduced. Aggressive behavior was identified as attention seeking and communicative, 

rather than avoidant. The objectives of the study were to evaluate the efficacy of a school 

psychologist as a behaviora1 consultant, to document the utility of videotape review to 

improve intervention integrity, and to examine the use of functional assessment rather 

than clinical diagnosis as a basis for developing intervention strategies. Information was 

gathered through frequency counts of behavior at baseline and during interviews with 

staff. Target behaviors were monitored throughout the school day and a reliability 

assessment was conducted with the use of videotape review of the child's behavior at 

baseline and during intervention periods. A mUltiple baseline design was used and 

treatment integrity was monitored weekly. The results of frequency data showed that 

aggressive episodes decreased from 72 to 8 episodes per day. 

Wilkinson (1997) examined the benefits of school-based consultation as an 

intervention approach for children exhibiting clinically significant externalizing behavior 

problems in the classroom. The four-stage consultation process (Problem Identification, 

Problem Analysis, Treatment Implementation and Treatment Evaluation) was carried out 

during three formal consultation sessions with teachers of three students between the ages 

of 6 and 9. Target behaviors were observed and teacher checklists were obtained at 

baseline, at the termination of consultation, and at a four-week follow-up. A multiple­

baseline design was used to analyze the efficacy of the intervention. Direct observation 

ratings by teachers indicated that all of the students showed significant mean decreases in 

disruptive behavior from baseline to intervention and two of the three children 

• demonstrated a significant reduction in externalizing behavior. 
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Dunson, Hughes, and Jackson (1994) evaluated the effect of behavioral 

consultation on student and teacher behavior with children exhibiting attention deficit­

hyperactivity disorder. Twenty teachers and 20 students were randomly assigned to 

participate in a behavioral consultation group (N = 10) and a no-treatment control group 

(N = 10). Teacher ratings of students on standardized hyperactivity scales and target 

behavior severity ratings were obtained prior to and following intervention. Significant 

improvement was evidenced among students in the intervention group compared with 

control group students on standardized measures of hyperactivity and on ratings oftarget 

behavior severity. The consultation process was evaluated less positively by teachers with 

high self-efficacy ratings (measured by self-perception checklists) in comparison with 

teachers with low self-efficacy ratings. There were no changes observed in teachers' skills 

(i.e., group instruction, individual instruction, rewarding, neutral, and disapproving) 

following the consultation process. 

Studies examining the effectiveness of behavioral consultation with parents 

(Carrington-Rotto & Kratochwill, 1994; Gmeinder & Kratochwill, 1998; Rhoades & 

Kratochwill, 1994) and teachers (Egan et a1., 1994; Dunson et a1., 1994; Wilkinson, 1997) 

have shown promising results in the remediation of children's behavior problems. 

However, there are limitations in scope associated with intervention efforts which target 

children's behavior problems in a single setting rather than multiple settings because this 

focus fails to address the larger context within which behavior problems occur 

(Kratochwill, Elliott, & Russo, 1995). However, conjoint behavioral consultation 

addresses some of these limitations by considering the broader social setting in which the 

child functions . 

• 
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Conjoint behavioral consultation (CBC). Conjoint behavioral consultation (CBC) 

practice has evolved from both social ecology (Bronfenbrenner, 1977, 1979) and family­

systems theories (Bowen, 1978; Minuchin, 1974) and has utilized the basic principles of 

cognitive-behavior therapy (Cowan & Sheridan, 2003; Sheridan, 1997). Children's 

behavior is seen as complex and variable within and across different settings such as 

home, school, and community (Bergan, 1995; Cowan & Sheridan, 2003; Kazdin, 1997; 

Kratochwill, Elliot, & Carrington-Rotto, 1995; Maital & Scher, 2003; Rothbaum & 

Weisz, 1994; Sheridan, 1997; Sheridan, Kratochwill, & Elliot, 1990; Sladeczek, 1996; 

Webster-Stratton & Hebert, 1994). Parent-teacher collaboration has been linked with 

children's success (Handleman, 1990; Matthews & Hudson, 2001; Sheridan, 1997) and 

conjoint consultation encourages a climate of cooperation and support among parents and 

teachers (Reddy et aI., 2000; Sheridan & Kratochwill, 1992; Wilkinson, 2005). 

Interventions which are carried out in the home and school setting increase the potential 

for generalized gains (Sheridan, 1997; Sheridan & Kratochwill, 1992). Collaborative 

interventions are perceived as helpful to parents and teachers as evidenced by high ratings 

of treatment acceptability following involvement in conjoint behavioral intervention 

(Cowan & Sheridan, 2003). Since treatment acceptability refers to the opinion of 

consumers regarding the fairness, reasonability or acceptability of the intervention; 

consumer satisfaction is an integral component of the intervention process (Cowan & 

Sheridan, 2003; Kazdin, 1980, 1981). 

CBC practice integrates the basic principles of cognitive behavior therapy, 

family-systems and ecology theory (Bowen, 1978; Cowan & Sheridan, 2003; Minuchin, 

1974; Seligman & Darling, 1997; Sheridan, 1997; Turnbull & Turnbull, 1986). 

• Individuals are influenced by the systems in which they live and these influences are 
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reciprocal and interdependent (Sheridan, 1997). More specifically, children and their 

• behavior are viewed as part of several systems which include the family, school, and the 

larger community which, in turn, are interrelated (Kratochwill et al., 1995). 

Family-systems theory, for example, is concerned with communication and 

boundary issues within families and the effects these have on maintaining or changing 

behavior (Minuchin, 1974). Studies have shown increased levels of parent stress in 

families with children exhibiting behavior problems (Hastings, 2002) and have linked 

parenting styles (inconsistency, critical, disengaged) with the development of conduct 

disorders in children (Minde & Minde, 2002; Ogbu, 1978). Patterns ofparental 

overprotection in families with children with disabilities (Seligman & Darling, 1997) 

further exemplify the reciprocal nature of parent-child relationships. Overprotection may 

inadvertently limit the child's capacity for autonomy while simultaneously creating an 

added parental burden of care. The evaluation of parent-child interactions is a crucial 

component in the development of interventions. For example, a reinforcement program 

with clearly defined independent responsibilities allowing and encouraging the child to 

carry out tasks may serve to increase hislher autonomy and ease parental care giving 

demands. 

Ecological theory (Bronfenbrenner, 1977) provides a theoretical framework for 

examining the relationship between individuals and the environment and extends beyond 

the family to systems such as the larger societal context. Within this model, family 

relationships are perceived to be influenced by characteristics such as membership (e.g., 

single parent, two parent families), ideological style (e.g., values and coping behavior), 

employment status and cultural beliefs (Fox et al., 2002; Seligman & Darling, 1997). The 

• effect of social and economic systems on parent-child relationships is substantiated by 
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investigations which have reported a high prevalence of children with behavioral 

disorders in single parent and low-income families (Webster-Stratton, 1990, Webster­

Stratton & Hancock, 1998). In the next section, empirical evidence for the efficacy of 

CBC practice in the remediation of a range of children's difficulties will be presented. 

CBC has successfully been utilized to address children's internalizing-behavior 

problems (Sheridan et al., 1990; Wayland & Sladeczek, 1999). Sheridan et aI. (1990) 

evaluated the effectiveness of a two-phase intervention with behavioral consultation 

services for withdrawn children; a comparison of conjoint behavioral consultation and 

teacher consultation were evaluated. Participants in the study were four elementary 

students (ranging from 9 to 12 years of age) with average cognitive functioning with 

socially withdrawn behavior evidenced by difficulties with initiating peer interaction. 

Two parents (each 31 years of age) and four teachers (mean age of27.5 years) received 

either conjoint consultation (condition 1) or teacher-only consultation (condition 2). In 

both conditions, the behavioral consultation method followed the four-stage consultation 

process (Bergan & Kratochwill, 1990). In the conjoint consultation intervention, parents 

and teachers jointly met to obtain information regarding the child's behavior across home 

and school settings. In the teacher behavioral consultation intervention, information 

focused on school-related concerns. Goal setting, self-report (students monitored their 

own social behaviors), and positive reinforcement procedures were used. In both 

conditions parents and teachers were" provided with intervention manuals outlining 

procedures. On-going assessment data was collected at baseline, intervention 

implementation, intervention evaluation, and follow-up. Child-outcome measures were 

obtained by parent, teacher, and child observations, independent school observers, and 

• multiple assessment measures (behavioral interviews, direct observations, checklists, and 
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rating scales). Intervention integrity was assessed by parent and teacher self monitoring to 

the degree to which they followed the components of the program. A combined series 

multiple-baseline design allowed for comparisons within and between participants. 

Following intervention, parent and teacher ratings of social withdrawal decreased by one 

or more standard deviations and children's social initiation behaviors increased 

significantly. Intervention-integrity ratings indicated that the intervention participants 

followed the program effectively. Both conjoint behavioral consultation and teacher-only 

consultation were successful in the remediation of socially withdrawn behavior problems 

among elementary school age children. 

In a preliminary investigation of the use of CBC as a framework for treating 

children with socially withdrawn behaviors, Wayland and Sladeczek (1999) implemented 

a single-subject experimental AB multiple-baseline design to evaluate the efficacy of 

consultation with five children. Eligibility criteria were based on significant behavioral or 

social emotional difficulties as reported by either parent or teacher. Problem behaviors 

were monitored throughout the intervention; data was collected during baseline and 

intervention phases on measures of social-emotional functioning and observations of 

target behaviors (e.g., temper tantrums). Regular weekly contact with parents and teachers 

was initiated to monitor progress during the intervention. The children demonstrated an 

improvement in the presenting problems; specifically there was a reduction in their 

behavioral difficulties and an increase in their social initiations. 

CBC has been successfully implemented to remediate externalizing behavioral 

. difficulties in children. In a case study of Ken, a three-year-old male with aggressive and 

territorial behavior, Sladeczek (1996) used conjoint behavioral practice to target home 

• problems such as cooperation, assertion, and self-control and school problems which 
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involved social skills deficits (e.g., the ability to play with peers and territorial behavior) . 

Ken responded to a charting system with stickers and positive:attention; overall there was 

a significant reduction in his aggressive behavior, and an improvement in his social skills. 

In a second case study, Robertson (1996) utilized CBC as an intervention to 

address externalizing behavior problems in a four-year-old child exhibiting physical 

aggression. Although the teachers did not report severe behavior problems in the school 

setting, CBC combined with a manual-based treatment program was implemented at 

school, as well as at home, which resulted in an overall reduction of externalizing 

behavior problems. In another case study, CBC was combined with fading and extinction 

procedures as an intervention for a six-year-old boy with an inability to sleep in his own 

bed at night due to irrational fears of monsters and spiders and exaggerated story telling 

which became disruptive at school (Sheridan & Colton, 1994). An AB design with 

follow-up was used to evaluate the effects of intervention with direct observations from 

his teacher and parent, and information obtained from consultation interviews. At a one­

month follow-up with teacher and parent, the intervention objectives had been maintained 

both at home and at school (e.g., the child was sleeping in his own bed and not telling 

stories at school). 

During a four-year investigation (Sheridan, Eagle, Cowan, & Mickelson, 2001) the 

effects of CBC were evaluated with 52 students (Kindergarten to grade nine) with a range 

of disabilities and all were identified at risk for academic failure. The objective of the 

researchers was to evaluate the efficacy of CBC across home and school settings in view 

of variables such as age and severity of the problem. Thirty graduate students were 

extensively trained in consultation methods and followed the four stage problem-solving 

• model with parents and teachers. The assessment methods consisted of direct observation 



Consultation for Children with Developmental Delays 41 

• 
of target behaviors at both home and school. Effect sizes and multiple regression analyses 

indicated that older clients with less severe symptoms and younger clients with more 

severe symptoms demonstrated significant improvements following CBC at school but 

not at home. According to ratings from teachers and parents, intervention acceptability 

and integrity ratings were favorable. 

In the first large-scale, extended program to evaluate CBC, Kratochwill et al. 

(2003) implemented a self-administered manual and videotape parent-teacher training 

program to address children's behavioral difficulties over a five-year period. Participants 

involved in the study were 125 preschool children attending a Head Start program, having 

been previously identified as exhibiting significant externalizing or internalizing behavior 

problems. During the first two years of the project, consultation was combined with a 

manual-based intervention program and for the last three years of the project consultation 

was combined with a videotape based intervention. A total of21 participants comprised 

the no-treatment control group of the two-phase intervention over the five-year period. 

Different data collection methods were used to reliably evaluate children's 

problem behaviors. Each child's target behaviors and social interactions were measured 

by direct observations from parents, teachers, and independent observers. Multi-method 

evaluations were obtained through behavioral interviews, rating scales, checklists, and 

observations. To measure each child's progress with respect to target behaviors, goal 

attainment scaling (GAS) was completed on a weekly basis during the intervention phase. 

Data regarding intervention integrity were collected partially during the first two years of 

the study and for all cases during the last three years of the study. The consultation 

interviews followed the four-phase model outlined by Bergan and Kratochwill (1990) and 

• were conducted with the teacher and parent conjointly. The results indicated that there 
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were only marginal improvements between the videotape groups in comparison with the 

control group. Despite this, intervention acceptability by both parents and teachers was 

high. The children in the control group may have benefitted from involvement in the Head 

Start program and the support staff available to assist them to manage behavior problems 

which may partly explain the findings. As well, single case analyses were not conducted, 

thus small yet significant or socially valid changes may have been overlooked. 

Thus far, investigations of CBC have primarily focussed on child-outcome 

variables, with the exception of Illsley and Sladeczek (2001) who examined the effects of 

CBC on both children's behavior as well as on parents' interactions with their children. 

Following an intervention comprised of CBC with videotape therapy, parents 

demonstrated an improvement in skills such as, increased use of praise and decreased 

commands and critical statements toward their children with associated gains in 

behavioral functioning. 

Although there have been many studies examining CBC with children exhibiting 

externalizing behavior problems, few have targeted the remed~ation of externalizing 

behavioral difficulties and social skills deficits in children with developmental delays. 

One study to date has implemented a combined intervention approach using CBC and a 

self-help manual program for children with developmental delays and behavior problems 

(Viola & Sladeczek, 2002). Parents and teachers of six children attending a school for 

students with developmental disabilities participated in the consultation intervention. 

Target behaviors such as noncompliance and aggression were observed by parents and 

teachers at baseline and during intervention. Outcome measures consisted of behavior 

checklists, parent and teacher observations and direct observations of parent-child 

• interactions. Participation in the intervention program resulted in improvements in the 
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children's social skills, externalizing behavior problems, as well as observed benefits in 

parent interactions (e.g., parents used more praise and made fewer critical statements). 

In summary, a review of the conjoint behavior consultation literature and research 

strongly supports the feasibility of implementing this approach with children exhibiting a 

range of difficulties as well as to assist parents and teachers to respond to these 

challenges. The framework of conjoint behavior consultation theory and practice has 

continued to evolve, leading to the refinement of the consultative problem-solving model. 

The goals of both CBC and problem-solving consultation are to promote the social­

emotional progress and educational succ~ss of children. Problem-solving consultation 

draws upon a variety of intervention approaches which extend beyond traditional 

cognitive-behavior principles thus differentiating somewhat from CBC (Bergan & 

Kratochwill, 1990; Kratochwill, Ellliot, & Stoiber, 2002; Shtdeczek, Kratochwill, 

Steinbach, Kurnke, & Hagermoser, 2003). 

Problem-solving consultation. Gutkin (1996) described problem-solving 

consultation as a dynamic process between the consultant and the consultee; establishing a 

positive working relationship through good communication is considered an integral 

component of the consultation intervention. Sheridan and Gutkin (2000), provide a 

conceptual model for consultation p~aCtice that rests on the principles of ecological 

theory. Departing from the medical model's focus on child pathology, problem-solving 

consultation views behavior within the context of the family, school, and community. 

Bergan and Kratochwill (1990) outlined several distinctive features of the consultative 

problem-solving model. Firstly, the consultee is viewed as an active participant in the 

consultation process; parents or teachers are involved in defining the problems, designing 

• intervention plans, and evaluating intervention effectiveness. A second feature of the 
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model encourages consul tees to acquire problem-solving skills through their active 

involvement in the consultative process. Third, it provides a wide range of psychological 

principles that guide interventions to promote socialization among youth, with an 

increasing emphasis on teaching social and academic skills. Fourth, consultative problem-

solving decisions are based on direct observation of client behavior, thus allowing 

decision making to rely on empirical evidence. Fifth, behavior is perceived as a function 

of interactions between the client and the environment (parents and teachers) within an 

ecological framework. As such, achieving behavior change in both the consultee and the 

client are important goals of the intervention plan. Last, evaluation is focused on goal 

attainment and the effectiveness of the intervention plan rather than exclusively on 

individual characteristics of the client. 

Consultative problem-solving maintains the conventional four phases of the 

consultation process in conjoint behavioral consultation outlined by Bergan and 

Kratochwill (1990). An initial stage of establishing a good working relationship with the 

consultee and client is an added component of problem-solving consultation resulting in 

five formal phases (Sladeczek et aI., 2003). In contrast to working with teachers and 

parents individually, problem-solving consultation incorporates working with teachers 

and parents conjointly in groups. This provides greater opportunities to share information 

and exchange ideas within a supportive milieu, as well as to increase the potential for 

consistency in approaches across home and school settings. 

Summary and critique. CBC has proven to be a successful and cost-effective 

intervention for the alleviation of a wide array of difficulties in youth ranging from 

internalizing behavior problems (Sheridan et aI., 1990; Wayland & Sladeczek, 1999) to 

• externalizing behavior problems (IUsley & Sladeczek, 2001; Kratochwill et aI., 2003; . . 
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Robertson, 1996; Sheridan et aI., 2001; Sladeczek, 1996). Critical reviews of empirical 

consultation research have reported significant positive changes at the level of the 

consultee, client and system level (Mannino & Shore, 1975; Medway, 1979; Medway & 

Updyke, 1985; Reddy et aI., 2000). 

Consistent with current advances in the intervention literature (Rothbaum & 

Weisz, 1994; Sheridan, 1997) consultation applies both social ecological and family­

systems approaches to working with children (Bronfenbrenner, 1979; Hartman, 1978; 

Minuchin, 1977). Social-emotional and behavior problems are examined within the 

context of home, school, and community settings and the relationship between individuals 

in these setting are considered influential, mutually reciprocal, and interdependent. The 

consultation process recognizes parents as active participants in the intervention process, 

gives parents and teachers the opportunity to acquire problem-solving skills, and provides 

a variety of proactive strategies to effectively manage children's behavior problems. 

Furthermore, there is increasing empirical evidence linking involvement in parent-training 

with the reduction of parent stress (Kazdin & Wassell, 2000; Webster-Stratton et aI., 

2004). In addition, a link was identified between remediation of problem behaviors with 

an improvement of the quality of parent-child interactions (IUsley & Sladeczek, 2001; 

Kazdin & Wassell, 2000; Webster-Stratton et aI., 2004). 

The goals of education are to improve students' social-emotional and academic 

competence, lessen stigmatization of students with disabilities, and ultimately lead to 

greater acceptance of individuals with disabilities in the community (Andrews & Lupart, 

1993; Stainbach & Stainbach, 1985). School-based consultation services fulfils these 

objectives by providing educators with methods of delivering successful classroom 

• interventions, subsequently reducing teacher referrals to special education programs 



Consultation for Children with Developmehtal belays 46 

• 
(Wilkinson, 1997). Educational reform encourages inclusion of all students in regular 

classes through individualized educational objectives (Friend, Bursuck, & Hutchinson, 

1998) therefore, providing teachers with specialized skills to respond to children's 

behavior problems is of high importance. Unfortunately, consultation research has not 

been used extensively with children with developmental delays and behavior problems 

despite the higher prevalence ofbehavioral challenges in this population (Baker et al., 

2003). 

Although showing promising results, studies with small sample sizes limit 

generalization in parent consultation (Carrington et aI., 1994; Gmeinder & Kratochwill, 

1998; Rhoades & Kratochwill, 1994) and teacher-only consultation research (Egan et aI., 

1993; Wilkinson, 1997). Furthermore, consultation studies have targeted changes in 

children's behavior as single outcome measures (Jones, Wickstrom, & Friman, 1997) 

rather than considering other important variables such as parent adjustment and changes 

in interaction between children and caregivers. 

Behavioral consultation intervention has been used in conjunction with a variety 

of intervention modalities (e.g., consultation combined with video-therapy, parent-training 

manuals), different types of dependent and independent variables (single versus multiple 

outcome measures), and a wide range of presenting problems across studies (Reddy et aI., 

2000). Because of this diversity, it has been difficult to evaluate the efficacy of different 

types of consultation (Noell & Witt, 1996; Noell, Grisham, & Witt, 1998; Witt, Grisham, 

& Noell, 1996). 

Researchers such as Witt et al. (1996) have criticized the validity of consultation 

research, specifically, the reliability of consultee verbal descriptions of behavior in the 

• assessment and problem identification stages. Direct observation provides objective 
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• information which is a more reliable measure of intervention outcome as well as the 

integrity with which it is implemented (Wickstrom, Jones, Lafleur, & Witt, 1998). 

Improvements in children's behavior problems measured with direct observation 

postintervention can then be more directly attributed to changes in consultee skills and 

problem-solving abilities acquired during the consultation process. In a large-scale study 

of CBC, high client satisfaction was reflected by favorable perceptions among teachers 

and parents following participation in the CBC intervention (Sheridan & Colton 1994). 

However, in that study, only 70% of consultees reported adhering strictly to the treatment 

protocol, raising concerns regarding treatment integrity. Other variables identified as 

confounding treatment effects include varying amounts of consultation time with parents 

to directly guide program implementation and utilizing only one consultant to provide 

services (Gmeinder & Kratochwill, 1998; Rhoades & Kratochwill, 1994). 

Comparative studies can evaluate varying methods of service delivery such as 

direct intervention, child behavior therapy and behavior analytic approaches (Noell & 

Witt, 1996). The efficacy of consultation research has been challenged due to the absence 

of such studies. Comparisons of this type are necessary given that there have been an 

increase in efforts to combine consultation with well-established intervention programs to 

maximize benefits (Kratochwill et aI., 2003; Sladeczek et aI., 2002). Consultation 

methodology (e.g., formal stages of the consultation process) provides an excellent 

framework for the systematic implementation of a variety of indirect and direct service 

delivery interventions (Bergan & Kratochwill, 1990; Kratochwill, Sladeczek & Plunge, 

1995). Webster-Stratton's parent-training program is an example of a recognized 

mediator-based training program for parents and teachers. In the present study the 

• combined interventions of problem-solving consultation and Webster-Stratton's videotape 
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• therapy program were implemented to remediate children's behavior problems. The 

program was offered conjointly to parents and teachers in an effort to maximize the 

benefits of the intervention within an ecological framework. This perspective views the 

child as part of a larger social system; parents are primary caregivers to children and the 

relationship between children and parents are mutually influential. In the next section, 

parent adjustment variables will be reviewed in relation to the development and 

maintenance of behavioral challenges in children. 

Parent Stress and Depressive Symptomatology 

Researchers have investigated the reciprocal relationship between parenting 

adjustment variables and problematic behavior in children (Baker, Blacher, Crnic, & 

Edelbrock, 2002; Baker, McIntyre, Blacher, Crnic, Edelbrock, & Low, 2003; Bell & 

Chapman, 1986; Floyd & Gallagher 1997; Hastings, 2002; Rothbaum & Weisz, 1994; 

Seligman & Darling, 1997). Parent stress and depressive symptomology have been 

identified as having a significant impact on childrens' behavior (Baydar, Reid, & 

Webster-Stratton, 2003; McLoyd, 1990; Webster-Stratton, 1998). Such variables have· 

been associated with an increased risk in the development ofconduct problems in children 

(McLoyd, 1990; Webster-Stratton, 1998). Furthermore, negative parenting practices such 

as harsh and ineffective discipline, as well as non supportive and nonresponsive parenting 

behaviors, have been identified as risk factors for antisocial tendencies and social skills 

deficits in children (Baydar et aI., 2003). Conversely, problematic behavior in children has 

been associated with increased parent stress and dissatisfaction in parenting (Podolski & 

Nigg, 200 I). These studies are illustrative of the reciprocal influence between parent and 

• 
child behavior, consistent with the ecological framework that guides the present study . 
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• Researchers investigating parent adjustment have focussed primarily on two target 

populations: parents of children with behavior problems (Carter, & Schwab-Stone, 1996; 

Floyd, & Gallagher, 1997; Hutchings, Appleton, Smith, Lane, & Nash, 2002; Kazdin & 

Whitley, 2003; Webster-Stratton & Hammond, 1988; Webster-Stratton & Hammond, 

1990; Webster-Stratton, 1992), and parents of children with developmental delays and 

concomitant behavior problems (Baker, Blacher, ernie, & Edelbrock, 2001; Baker, 

McIntyre, Blacher, Crnic, Edelbrock, & Low, 2003; Bisson, Ricard, Perreault, & 

Bouchard, 1999; Briggs-Gowan, Bristol, Gallagher, & Schopler, 1988; Dyson, 1997; 

Feldman, Hancock, Rielly, Minnes, & Cairns, 2000; Feldman & Werner,2002; Flynt, 

Wood, & Scott, 1992; Friedrich, 1979; Glidden & Schoolcraft, 2003; Gowen, J ohnson­

Martin, Goldman, & Appelbaum, 1989; Hermann & Marcenko, 1997; Kobe & Hammer, 

1994; Olsson & Hwang, 2001; Orr, Cameron, & Day, 1991; Pelchat et al., 1999; Roach, 

Orsmond, Barratt, 1999; Saloviita, Italinna, & Leinonen, 2003; Shapiro, 1989). 

Although researchers have addressed depressive symptomatology and stress 

simultaneously (Feldman & Werner, 2002; Webster-Stratton & Hammond, 1988; Kobe & 

Hammer, 1994; Olsson & Hwang, 2002; Pelchat et al., 1999; Shapiro, 1989; Webster­

Stratton, 1992; Webster-Stra~on & Hammond, 1990) others have examined stress (Baker, 

McIntyre, Blacher, Crnie, Edelbrock, & Low, 2003; Baker, Blaeher, Crnie, & Edelbrock, 

2001; Dyson, 1997; Floyd & Gallagher, 1997; Flynt, Wood, Scott, 1992; Kazdin & 

Whitley, 2003; Orr, Cameron, & Day, 1991; Roach, Orsmond, Barratt, 1999; Saloviita, 

Italinna, & Leinonen, 2003), and depression (Briggs-Gowan, Carter, & Schwab-Stone, 

1996; Bristol, Gallagher, & Schopler, 1988; Feldman, Hancock, Rielly, Minnes, & Cairns, 

2000; Friedrich, 1979; Glidden & Schoolcraft, 2003; Gowen, Johnson-Martin, Goldman, 

• & Appelbaum, 1989; Hermann & Marcenko, 1997; Hutchings et al., 2002; Olsson & 
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Hwang, 2001) separately. In the next section depressive symptomatology and stress will 

be reviewed separately. 

Depressive symptomatology and childrens' behavior problems. Depression is 

often considered to be a normative response to certain life situations, and symptomatology 

may vary considerably in both intensity and duration from one individual to another 

(Glidden & Schoolcraft, 2003). The prevalence of depression in the general population 

has been estimated to be as high as 10% in men and women with characteristics such as 

poverty and lack of education increasing the risk for depression (Riolo, Guyen, Greden, & 

King, 2005). Among women, incidence rates have been cited to be as high as 10% to 20% 

at any given time (Kringlen, Torgersen, & Cramer, 2001), and approximately one third of 

all women have experienced depression at some point in their lives (Kendler & Prescott 

1999). Researchers have identified a mutually influencing interaction between problem 

behaviors in children and depressive symptomatology in parents. The effects of 

depression on parenting and the impact of children's behavior problems on depression in 

parents are of empirical and clinical relevance for family intervention researchers and 

mental-health practitioners. 

Depressive symptomatology in parents has been associated with behavior 

problems in children (Briggs-Gowan, Carter, & Schwab-Stone, 1996; Civic & Holt, 2000; 

Elgar et al., 2003; Elgar, Mills, McGrath, Waschbusch, & Brownridge, 2007; Langrock, 

Compas, Keller, Merchant, & Copeland, 2002; Lee & Gotlib, 1991). In Civic and Holt's 

(2000) study, depressed mothers reported a high frequency of adjustment problems in 

their children (e.g., temper tantrums and social problems). Typical behaviors of depressed 

parents such as negativity, unpredictability, and low levels of support have contributed to 

• the development of externalizing and internalizing behavior problems in children 
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(Langrock et aI., 2002). In their study of clinically depressed parents of typically 

developing children (N = 101) parent depression was associated with frequent stressors 

for the child, resulting in high rates of anxiety, aggression, and depressive 

symptomatology in the children. Depression compromises parental capacity (e.g., ability 

to praise and set limits) and the ability to accurately assess children's behavior. For 

example, maternal depression has been implicated in generating elevated perceptions of 

children's behavior problems (Briggs-Gowan et aI., 1996; Webster-Stratton & Hammond, 

1988, 1990). Briggs-Gowan etal. (1996) found that this relationship was limited to 

mothers' reports of their daughters' externalizing problems. The effects of maternal 

depression on children's adjustment may become chronic and persistent, as suggested in a 

follow-up study of clinically depressed mothers (N = 12) who had participated in a 

treatment program (Lee & GotIib, 1991). Even with an improvement in the mothers' 

depressive symptomatology, the children continued to exhibit internalizing behavior 

problems, although externalizing behavior problems had improved significantly. 

The evidence that depression in mothers and emotional-behavioral problems in 

children are often concurrent (Elgar et aI., 2003, 2007; Reid et aI., 2007) is an important 

concern for family practitioners and researchers. The causal nature of this relationship 

remains somewhat unclear, indicating the need for further research to examine the 

specific factors which contribute to and alleviate depression among mothers with children 

who have difficult behaviors. 

Parent stress and childrens ' behavior problems. Stress has been associated with 

increasing vulnerability to illness and contributing to a greater risk in the development of 

disease (Suinn, 2001). Elevated stress levels have been identified among parents of 

• children who exhibit challenging behavior (Webster-Stratton & Hammond, 1988, 1990; 
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• Podolski & Nigg, 2001). In their study of children aged 7 to 11 years (N = 66) with 

Attention Deficit Hyperactivity Disorder, Podolski and Nigg (2001) found that 

oppositional conduct problems and aggressive behavior problems significantly increased 

parent role distress (i.e., dissatisfaction related to parenting or parenting performance) 

among mothers and fathers. Hyperactivity did not contribute to parent-role distress and 

inattention contributed to maternal stress only. 

Stress and depressive symptomatology often coexist in parents of children 

displaying behavior problems and have therefore often been addressed simultaneously as 

measures of parental adj ustment. Theorists such as Patterson (1982) have proposed that 

the effects of maternal depression on children' s behavior are cumulative; depression leads 

to negative perceptions of child behavior, followed by increased criticism and commands, 

and resulting in heightened levels of child deviance. Webster-Stratton and Hammond 

(1988, 1990) found that elevated maternal stress was a predictor of depression in mothers. 

FUl1hernlOre, in their study of 46 depressed and 49 non depressed mothers, they concluded 

that depression and life stress contributed significantly to parental reports of child 

deviance (Webster-Stratton & Hammond, 1990). 

In summary, parents of children exhibiting behavior difficulties often experience 

high levels of stress and depressive symptomatology which are associated with, and may 

be precipitated by the development of behavior problems in children. Maternal parenting 

is compromised by depressed mood, leading to or exacerbating child maladjustment. In 

the following section, factors mediating parent adjustment variables will be examined. 

Factors mediating parent adjustment. Researchers have investigated mediating 

variables which impact on parent adjustment (i.e., stress and depressive symptomatology) 

• in families with children who have behavior disorders. Webster-Stratton (1990) 
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categorized stressful factors which can disrupt parental functioning and subsequently 

influence children's adjustment by creating negative parent-child interactions and 

increased stress. These factors are extrafamilial stressors (e.g., low socio-economic status, 

unemployment. stressful life events, daily hassles), intraparental stressors (e.g., marital 

status, marital conflict), and child stressors (e.g., conduct problems, difficult 

temperanlent). Their impact on parents may be exacerbated by factors such as community 

isolation, a non-supportive family system, mental health problems, and childhood history 

of abuse or neglect. Conversely, certain factors such as community support, supportive 

family systems, psychological well-being and nurturing childhood experiences may buffer 

the effects of stress (Judge 1998; Suarez & Baker, 1997). Many of these variables have 

been examined simultaneously due to their coexistence and cumulative effects. 

Extrafamilial and intraparental stressors such as low socioeconomic status or 

marital status, substance abuse, and other mental health problems place parents at higher 

risk for depression (Baydar et aI., 2003). In a study by Webster-Stratton and Hammond 

(1990), the combined effects of low socio-economic status and single-mother status 

contributed significantly to mothers' critical and negative behaviors with their children at 

posttreatment, indicating the potential long-term implications of these variables. Feldman 

et al. (2000) also found that parent unemployment was correlated with behavior and 

socio-emotional problems in children. 

Researchers investigating the impact of marital status on parent adjustment have 

documented the benefits of spousal support in mediating stress, depression, and the 

stressors associated with managing behavioral problems in children. Beckman (1983) 

found that single mothers experienced more stress than mothers in two-parent families, 

• and spousal support has been identified as a mediating factor in decreasing stress and 
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depression among mothers and, to a lesser extent, among fathers (Krauss, 1993; 

McKinney & Peterson, 1987). The combined effects of single mother status and 

depression in mothers both correlated with negative perceptions of child adjustment as 

well as with teacher reports of increased child behavior problems (Webster-Stratton, 

1992). Suarez and Baker (1997) found that the impact of children's behavioral difficulties 

was perceived as less stressful among parents with supportive spousal versus non­

supportive spousal relationships. In sum, supportive marital relationships have been 

identified as an important resource for parents of children with behavior problems. 

Social support has mediated the effects of parent adjustment (Scorgie, Wilgosh, & 

McDonald, 1996). Mothers ofpreschool children with disabilities utilized social support 

more than mothers of children without disabilities, and relied more on their spouses for 

support (Flynt, Wood, & Scott, 1992). Judge (1998) found that the use of social supports 

(informational and emotional) was highly associated with family strengths. In contrast, 

wishful thinking, self-blame, distancing, and self-control were negatively related to family 

strengths. Hermann and Marcenko (1997) determined that the amount and quality of 

respite indirectly affected parental depression via parents' perceptions of the adequacy of 

baby-sitting and the time the parent had to him or herself. Both quality and frequency of 

respite use were related to the perceived helpfulness of the parent social network. The 

strongest predictor of depression was the parents' perception of time resources, which was 

influenced by the amount of care the child required, the adequacy ofmoney, and baby­

sitting resources. Similarly, Feldman, Hancock, Rielly, Minnes, and Cairns (2000) found 

that behavior problems were negatively correlated with family social support (e.g., 

• 
spousal support, respite) . 
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Models of stress and coping have proposed that positive perceptions may serve as 

a mediating variable to moderate the impact of stress (Dyson, 1997; Folkman & 

Moskowitz. 2000; Hastings, Allen, McDermott, & Still, 2002; Orr, Cameron, & Day, 

1991; Suarez & Baker, 1997). For example, a parent may perceive that certain discipline 

strategies will improve his or her child's behavior problems, thus enabling a positive 

attitude and feelings of control (Hastings & Taunt, 2002). Positive reframing (thinking 

about problems as challenges that might be overcome) was associated with lower levels of 

parent distress and lower levels of child misbehavior among parents of 66 children 

exhibiting oppositional and aggressive behavior problems (Poldolski & Nigg, 2001). 

Saloviita, Italinna, and Leinonen (2003) reported that the single most important predictor 

of parental stress was a negative definition of the situation (e.g., seeing the situation as 

catastrophic). In mothers, the negative definition was associated with the behavior 

problems of the child while, in fathers, it was connected with the perceived social 

acceptance of the child. Problem-solving coping, in comparison with emotion-focused 

coping was associated with decreased psychological distress (depressive 

symptomatology) among 69 mothers of physically disabled children (Miller, Gordon, 

Daniele, & Diller, 1992). These studies are consistent with a cognitive-behavioral model 

of stress (Lazarus & Folkman, 1984) which explains that coping is a function ofthe 

interaction of a stressor, personal resources for coping, cognitive appraisal of the stressor 

and coping responses. 

Children with behavior problems, developmental delays and parent adjustment. 

Stressors experienced by parents with children who exhibit challenging behaviors and 

factors which mediate stress were discussed in the previous section. Although there are 

• common themes, it is important to devote a separate section of the literature review to 
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address the implications of this combined diagnosis for children and their families . 

Families with children who exhibit challenging behaviors experience numerous 

challenges beyond the normative tasks that are typically associated with parenting 

(Oelofsen & Richardson, 2006). Dually diagnosed children with developmental delays 

have not been a primary focus of investigation or remedial efforts by family intervention 

researchers (Roberts et aI, 2003) and much of our understanding of family process in this 

popUlation has been informed by the literature which deals with typically developing 

children (Fenning et aI., 2007). These parents are faced with unique stressors related to 

the chronic burden of care, concerns regarding the child's capacity for future 

independence and self-fulfillment, an increased need to develop social networks and 

community resources, repercussions related to social stigma, and negotiating care-taking 

tasks within the family (Baker et aI., 2002; Eisenhower et aI., 2005; Feldman et aI., 2000; 

Fenning et aI., 2007; Fox et aI., 2002; Hastings & Beck, 2004; Herring et aI., 2006; 

Hudson et al., 2003). 

Beyond the functional limitations in adaptive skills that accompany a diagnosis of 

a developmental delay, children are at an increased risk for developing behavioral and 

social-emotional difficulties (Emerson, 2003; Feldman et al., 2000; Roberts et aI., 2006). 

Clinically significant internalizing and externalizing behavior problems in preschool age 

children with developmental delays were reported to be three times higher than non­

delayed peers (Baker et aI., 2003). The high prevalence of behavior difficulties among 

children with developmental disabilities is likely the result of a complex interaction 

between biological and environmental factors (Feldman et aL 2000). 

Challenging behaviors can impede progress at school and limit opportunities for 

• effective participation in the community. Difficulties at school and within community 
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contexts create additional stresses for families by exacerbating existing concerns for the 

child's capacity to function effectively outside of the home and relations between parents 

and the school or community may become strained (Pearson et aI., 2000). As a last resort, 

when behavior becomes unmanageable, there is an increased risk for placement outside of 

the home for the child (Borthwick-Duffy & Eyman, 1990; Roberts et aI., 2003). Behavior 

problems have a pervasive impact on the, entire family system involving accommodations 

of roles, routines, and activities, all of which have been associated with compromised 

parenting skills, and diminished parent adjustment (Fox et aI., 2002). Elevated stress and 

depressive symptomatology are often associated with dependency and management issues 

for both mothers and fathers (Feldman et aI., 2000; Herring et aI., 2006). Parents have 

concerns regarding long-term care due to their child's chronic limitations and on-going 

need for supervision (Dyson, 1997; Floyd & Gallagher, 1997), while simultaneously 

dealing with the challenges of carrying out daily life routines that can be met with 

noncompliance, oppositional behavior, and in some cases aggression (Fox et aI., 2002) on 

the part of the child. 

Our knowledge of the causal nature influencing the interaction between parent­

adjustment and child behavior problems in this population is limited by an absence of 

empirical research (Paczkowski & Baker, 2007; Roberts et aI., 2003). Parent stress (Baker 

et aI., 2002; Hastings & Beck, 2004; Lloyd & Hastings, 2008) and depressive 

symtomatology in parents (Baker et aI., 2005; Feldman et aI., 2000) have often been 

identified among these parents. Investigators have provided a transactional model to 

explain the mutually escalating relationship between parent stress and children's behavior 

problems (Baker et aI., 2001,2003; Friedrich, Wilturner, & Cohen, 1985). In a study of 

• 205 preschool children with and without developmental delays, Baker et aI. (2003) found 
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that high parenting stress contributed to an increase in child behavior problems over time, 

and frequent behavior problems contributed to an increase in parent stress. Hassall, Rose, 

and McDonald (2005) investigated the relationship between parental cognitions, child 

characteristics, family support, and parenting stress. Parent stress in mothers was 

associated with children's behavior problems and mothers with greater social support 

experienced less stress. 

Cognitive theories of depression (Clarke & Beck, 1999) implicate chronic stress as 

a contributing factor in the development of depression, which raises concern regarding the 

cumulative effects of stress on parent adjustment. Depressive symptomatology in parents 

has been linked to the stress associated with care-giving demands. In a study comprised of 

young children with or at risk for developmental delay, maternal depression and perceived 

burden of care were positively correlated to children's behavior problems (Feldman et aI., 

2000). Similarly, researchers have indicated that parental perceptions of time resources 

and the burden of carrying out care-giving tasks were strong predictors of depression 

(Gowen, Johnson-Martin, Goldman, & Appelbaum, 1989; Hermann & Marcenko, 1997). 

Family resources such as social support, financial income, and marital status may 

buffer the effects of child behavior problems. Feldman et al. (2000) examined the 

prevalence of behavior problems and their relationship to child, parent, and family factors 

in 76 children with or at risk for developmental delay. The participants consisted of 49 

boys and 27 girls who ranged from 2 to 3-years in age. Three questionnaires were used to 

evaluate child behavior problems (Child Behavior Checklist, Reiss Scales for Children's 

Dual Diagnosis, and Child Behavior Management Survey). Parent characteristics were 

measured by self-report questionnaires that assessed parent stress, social support, parental 

• coping strategies, parental depression, parental knowledge of behavioral principles and 
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techniques, parental self-efficacy, and the quality of the home environment and mother­

child interactions. The results reflected significant positive correlations between child 

behavior problems and the mother's perceived burden of care, maternal depression, 

paternal illness, family disharmony, and financial stress. Child behavior problems were 

negatively correlated with family social support and income, two-parent family, maternal 

employment, and paternal education. The causal nature of these interactions remains 

unclear given that the data was analyzed exclusively through an examination of 

correlations. 

Parent adjustment among mothers and fathers has been shown to vary across 

studies. Researchers have suggested that maternal stress was associated with care-giving 

demands and paternal stress was associated with the diagnosis of developmental 

disabilities in children with Down's syndrome (Roach, Orsmond, & Barratt, 1999). 

Similarly, Floyd and Gallahgher, (1997) reported stress in mothers related to dependency 

and management issues and stress in fathers related to the child's difficult behavior, and 

concerns about the future. Parent stress was more consistent across both parents when the 

child demonstrated significant behavior problems. In contrast, Dyson (1997) reported no 

differences between mothers and fathers in stress responses to developmental disabilities 

(Dyson, 1997). Mothers are often the primary participants in research studies and it is 

therefore difficult to make definitive statements regarding differences in parent 

adjustment (Fenning et aI., 2007). Marital status may be a mediating factor in parent 

adjustment as single mothers of children with disabilities were found to have a higher risk 

for depression than mothers living with a partner (Olsson & Hwang, 2001). 

Parent adjustment may also vary as a function of the nature of the child's disability 

• and behavior problems. Characteristics such as distractibility, and demandingness were 
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associated with parent related factors such as competence, depression, health problems, 

and role restriction (Roach, Orsmond & Barratt, 1999). In a study comparing mothers of 

children with developmental delays to mothers of children with spinal bifida, Singh 

(2000) found that mothers of children with developmentally delays perceived that they 

experienced more mental health difficulties and worried more about their children. These 

mothers also perceived their children to have more behavioral and emotional difficulties 

than mothers of children with spinal bifida. Eisenhower et al. (2005) studied the 

syndrome-specific behavior problems in 215 preschool children who were diagnosed with 

Down's syndrome, autism, cerebral palsy, or developmental delays. Mothers of children 

with autism reported more parenting stress that') mothers in any other group even after 

accounting for differences in cognitive level and severity of behavior problems. Fidler and 

Hodapp (2000) examined whether stress levels differed in sixty families with Down's 

syndrome, Williams syndrome, and Smith-Magenis syndrome. The children ranged in age 

from 3 to 10 years. The strongest predictor of family stress was child behavior problems 

in Smith Magenis syndrome, age in Down's syndrome, and both variables were 

significant predictors in Williams syndrome. The observed differences in family stress can 

serve as a diagnostic tool for practitioners by assisting them to anticipate various family 

situations based on specific syndromes, and to identify parents in need of interventions 

aimed at stress reduction. 

Three main themes, relating to the ways that problem behaviors affected families, 

were outlined in a qualitative investigation with a culturally diverse group of 20 families 

(Fox et aI., 2002). These themes related to the difnculty of coming to terms with the 

child's disability, the importance offamilial and social support, and the pervasive impact 

• that problem behavior had on all are.as of family functioning. Parents expressed feeling 
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overwhelmed by their child's constant need for superyision and the frustration that they 

experienced in response to the ineffectiveness of traditional discipline techniques (e.g., 

time-out, spanking, reprimanding). This study emphasized the need to provide families 

with comprehensive, effective problem-solving strategies which address behavior 

problems in home and school environments, the importance of developing intervention 

plans that are individualized for each child, and the benefits of social support (e.g., parent 

to parent and professional support). Problem-solving consultation and videotape therapy 

are able to meet these needs. 

Summary and critique. The nature ofthe interaction between children's behavior 

problems and parent adjustment is complex and bidirectional (Baker, Blacher, Cmic, & 

Edelbrock, 2002; Baker, McIntyre, Blacher, Crnic, Edelbrock, & Low, 2003; Bell & 

Chapman, 1986; Floyd & Gallagher 1997; Hastings, 2002; Rothbaum & Weisz, 1994; 

Seligman & Darling, 1997). The stressors associated with parenting tend to increase 

significantly among parents of children with developmental delays (Dyson, 1997; Roach 

et al., 1999) and more so among parents of children with concomitant behavior problems 

and developmental delays (Baker et al., 2001, 2003). Higher levels of parent stress have 

also been associated with syndrome-specific diagnoses such as autism in comparison with 

developmental delays and Down's syndrome (Eisenhower et aI., 2005). 

Although the literature on parent adjustment has been informative, the majority of 

studies have methodological flaws which limit their generalizability and reliability. One 

limitation is the issue of representativeness of the sample due to recruitment as self­

selection bias is a potential issue inherent in studies utilizing surveys for recruitment 

(Olsson & Hwang, 2001). Researchers have often drawn from narrow sectors of the 

• population, such as middle-class families (Dyson, 1997; Gowen, Johnson-Martin, 
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Goldman, & Appelbaum, 1989), two parent families (Dyson,1997; Flynt, Wood, Scott, 


1992; Gowen et aI., 1989; Roach, Orsmond, & Barratt, 1999), Caucasian families (Bristol, 


Gallagher, & Schopler, 1988), male children (Bristol et aI., 1988), and clinic referred 

children (Kazdin & Whitley, 2003). Studies have focussed predominantly on mothers 

(Elgar, Curtis, McGrath, Waschbusch, & Stewart, 2003; Gowen et aI., 1989; Singh, 2000) 

rather than fathers or both parents. An important limitation of the aforementioned studies 

rests on the absence of a careful analysis of parent and family relations. For example, 

marital conflict in a two-parent family may create more stress than in a single parent 

family with support from extended family or community services. 

A second important methodological limitation in the investigative literature is a 

reliance on single informant measures such as parent report (Elgar et aI., 2003; Fidler, & 

Hodapp, 2000; Langrock et aI., 2002; Kazdin, & Whitley, 2003; Singh, 2000) rather than 

multiple ratings, and objective measures such as direct observation (Dyson, 1997; Judge, 

1998; Langrock et aI., 2002; Lee & Gotlib, 1991; Saloviita, Italinna, & Leinonen, 2003). 

Many of the studies are also limited in generalizability by small sample size (Fidler & 

Hodapp, 2000; Lee & Gotlib, 1991; Pelchat et aI., 1999; Podolski & Nigg, 2001). In 

addition, evaluation measures have often been administered at a single point oftime in the 

absence of follow-up measures (Olsson & Hwang, 2001; Roach et aI., 1999; Saloviita et aI., 

2003). A final limitation of the literature which addresses stress and depressive 

symptomatology is the use of cross-sectional research designs (Flynt et aI., 1992; Hermann 

& Marcenko, 1997; Langrock et aI., 2002; Podolski & Nigg, 2001) rather than longitudinal 

studies. As a result, it is difficult to monitor the long-term effects of parent adjustment on 

children's development and the course of their behavioral difficulties . 

• 




Consultation for Children with Developmental Delays 63 

• 
This study examined the relationship between parenting behavior, children's 

behavior and parent adjustment following participation in an intervention program which 

was designed to remediate problem behavior and promote positive parenting. The scope 

of the study extends beyond the focus of traditional family intervention research by 

examining parent and child behaviors, and examining improvement on the basis of 

multiple ratings and direct observations, providing greater reliability than single 

instrument measures alone. 

Parent-Training 

The prevalence ofpreschool~aged children with mild,:to-moderate behavior 

problems has been estimated to be as high as 10% to 15% (Barlow & Stewart-Brown, 

2000). Externalizing problems comprise approximately one third or more of all clinic 

referrals for children and adolescents. Disruptive behavior in children is the single most 

common reason for referral to child mental health services (Neary & Eyberg, 2002). In the 

absence of intervention programs, behavior problems may become chronic, within 

individuals, within families, and across generations (Barlow & Stewart-Brown, 2000). 

The high prevalence ofbehavior problems in children with developmental delays, and the 

persistence of these difficulties underscore the need to develop and evaluate effective 

treatment programs which provide mental health services to families and children with 

challenging behavior. 

Parent-training researchers have focussed predominantly on families with typically 

developing children (Hastings, 2002; Kazdin, 1997; Kazdin & Wassell, 2000; Minde & 

Minde, 2002; Neary & Eyberg, 2002; Russell & Matson, 1998). Therefore, this review 

will begin with an examination of existing parent-training programs for children without 

• developmental disabilities, followed by a review of specialized parent-training programs. 



Consultation for Children with Developmental Delays 64 

• 
Parenting behavior plays an important role in the development and maintenance of 

children's behavior problems (Barlow & Stewart-Brown, 2000; Minde & Minde, 2002; 

Patterson, 1982). The relationship between children's behavior and parenting is 

considered to be interrelated and multifactorial (Minde & Minde, 2002). For example, 

child disorders are often influenced by parent, family, and contextual factors such as 

parent stress, family conflict and lack of parent nurturing (Kazdin & Wassell, 2000). 

Recent investigations have demonstrated that parenting behaviors accounted for 30% to 

40% of the variance in child anti-social behavior (Barlow & Stewart-Brown, 2000). 

Specifically, family factors such as depression, parent-conflict and anger are risk factors 

in the development of externalizing behavior problems in children (Neary & Eyberg, 

2002). These may influence parenting behavior which, in tum, has a direct impact on 

children's behavior. For example, parents of children with conduct disorder tend to 

engage in ineffective child-rearing practices that silstain and escalate child dysfunction 

(Kazdin, Siegel, & Bass, 1992). 

Since the 1960s, researchers have reported a myriad of child problems that can be 

modified by parents who have been trained to use behavior~inodification techniques 

(Barlow & Stewart-Brown, 2000). Problems such as tantrums, noncompliance, 

hyperactivity, inattentive behavior, and disruptive behavior have been targeted by 

intervention programs (e.g., Baker, 1996; Barlow & Stewart-Brown, 2000; Harris, 

Alessandri, & Gill, 1991; Kazdin, 1997; Lutzer & Steed, 1998). In general, behavioral 

strategies are based on two main principles, reducing positive reinforcement for 

inappropriate behavior while increasing reinforcement for appropriate behavior, and 

making punishment contingent on inappropriate behavior, while using consequences that 

• are more predictable and immediate such as token economies, and time-out procedures 
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(Barkley, 2000). Training may be administered in group or individual formats, although 

researchers have often regarded the group format as more advantageous due to the greater 

time and cost efficiency as well as the therapeutic potential for establishing a support for 

parents, many of whom may feel stigmatized and isolated. 

Parent~management training (PMT) is an example of a group-format parent~ 

training program which has been utilized to address conduct problems in children and 

adolescents (Kazdin, 1997; Kazdin & Wassell, 2000; Kazdin & Whitley, 2003). PMT is 

based on the principles of social learning theory that have been adopted to develop 

prosocial behavior and to decrease conduct problems. Identification ofantecedents, 

behaviors, and consequences (ABCs) are considered primary components ofPMT, 

bearing similarity to the problem identification phase of the consultation model (Bergan & 

Kratochwill, 1990). The goal of PMT is to assist parents and children to acquire skills in a 

progressive manner, building on more complex interactions when simple skills have been 

mastered. The intervention is typically offered to the parent, through a consultative 

approach; parents are trained to identify problem behaviors and address issues such as 

homework completion and rule following behavior through role~playing techniques. 

Videotaped materials (Webster~Stratton, 1996) have facilitated the dissemination of 

social-learning and behavioral principles and procedures to groups of parents. Kazdin 

(1997) advocates multimodal interventions such as PMT combined with problem-solving 

skills training (Webster-Stratton, 1996) for youth with conduct problems as these children 

and their families often present multiple difficulties, and no single method of intervention 

adequately addresses the scope and range of their challenges. 

PMT alone and PMT combined with cognitive problem-solving skills training 

• (PSST) for the child were utilized in a study comprised of250 children (aged 2 to 14 
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years) with conduct problems (Kazdin & Wassell, 2000). Parents were trained 

individually in the PMT - alone format for approximately 16 sessions; practice, feedback, 

and shaping were used to develop parent skills. In the PMT and PSST combined format, 

parents received the same training as in the PMT alone with the added component of 

children receiving individual sessions which focused on the acquisition of problem-

solving skills through practice, modeling, role-playing, and social reinforcement 

techniques. Although the two approaches were not compared, overall, the results indicated 

that children in both groups demonstrated large improvements in more appropriate 

behaviors at home. Parent functioning also improved in both groups, as reflected by 

decreases in depressive symptomatology and stress. 

Kazdin and Whitley (2003) evaluated a problem-solving (PPS) intervention 

designed to augment the effects of combined PMT and PSST for 127 children (aged 6 to 

14 years) with aggressive and antisocial behavior. The PPS intervention focused on 

decreasing specific stressors which were identified by parents. During approximately five 

PPS sessions, parents were trained to find adaptive solutions, coping strategies, and use of 

resources to assist with stressful situations (e.g., relationship with a partner). Role­

playing, shaping, feedback, praise, and practice were used to develop effective parent 

skills. The researchers randomly assigned families to groups (PMT-PSST-PPS combined 

or PMT-PSST combined). Children in both groups showed significant improvement; 

however, the added component of PPS resulted in even greater improvements on child­

outcome measures. Parents in both groups showed improvement however, a significantly 

greater reduction of stress and depressive symptomatology was observed among parents 

who received the added component ofPPS. The aforementioned research programs have 

• 
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yielded encouraging results, yet have not specifically focussed on special popUlations 

such as children with developmental delays. 

The emergence of parent-training programs for special populations began in the 

1980s, complementing public education laws in North America by mandating services for 

children with special needs. This development resulted in increased funding for 

educational and clinical research to establish empirical documentation of efficacy of these 

services (Baker, Heifetz, & Murphy, 1980; Baker, Landen, & Kashima, 1991; Clark, 

Baker, & Heifetz, 1982; Feldman, & Werner, 2002; Kashima, Baker, & Landen, 1988; 

Knowlton & Mulanax, 2000; Marcus, Swanson & Vollmer, 2001; Roberts, Mazzucchelli, 

Taylor, & Reid, 2003; Russell & Matson, 1998). 

Baker (1980, 1982, 1988, 1991) pioneered investigative studies in the area of 

parent-training for parents of children with developmental delays. Parents as Teachers, 

developed by Baker, Landen, and Kashima (1989) was based on behavioral principles 

designed to increase skills among children aged 3 to 13 and to provide parents with 

applied behavior-analysis techniques. The program provided parent-training sessions (10 

sessions) covering a range of topics which included self-care and behavior-management 

issues. These research intervention programs consisted of parent-training in group and 

individual formats as well as home based settings through behavioral training with 

manual-based, media-video, and lecture methods (Baker, Heifetz, & Murphy, 1980; 

Baker, Landen, & Kashima, 1991; Clark, Baker, & Heifetz, 1982; Kashima, Baker, & 

Landen, 1988). Parents reported a preference for group training fomlats, and indicated the 

need for ongoing outside support to maintain improvement over time (Baker et aI., 1980). 

Consistent with consultation-research princi ples, Baker (1991) obtained information from 

• 
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parents to define problems behaviors as well as implementing assessment interviews at 

the beginning, middle and end of treatment to evaluate gains and adjust treatment plans. 

More recently, Marcus et al. (2001) evaluated the effects of parent-training for 

four children between the ages of 3 and 5 with developmental delays and severe 

externalizing behavior problems such as tantrums and aggression. Individualized 

intervention procedures based on behavioral principles were evaluated by the 

experimenters for each child (e.g., differential negative reinforcement, differential 

reinforcement of alternative behavior). Baseline data were gathered from interviews, 

direct observation, and functional analysis. Parents were trained using role-play 

techniques, modeling and written protocols. The children's behavior improved as a 

function of the parents' appropriate use of behavioral strategies; follow-up indicated that 

children's inappropriate behavior increased in direct relation to a breakdown in treatment 

integrity. 

Parent-training has also been offered to families with school-age children with 

developmental delays. Feldman and Werner (2002) evaluated the effects of behavioral 

parent-training (BPT) on families with children with developmental delays and behavior 

disorders. The participants comprised 36 children; the mean age of the children in the 

treatment group was 11.33, and the mean age for the wait-list groups was 10.76. 

Informants were 34 mothers, one father, and one grandmother. BPT consisted of 1 to 2 

hour weekly home visits with a behavior consultant for a period oftime which ranged 

from 3 to 6 months. The consultants conducted comprehensive functional assessments 

(care-giver interviews, descriptive analyses) and prepared individual treatment plans. 

Parents who had participated in BPT reported fewer child behavior problems, less stress 

• 
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related to care-giving demands, and greater child and family quality of life compared to 

wait-list parents. 

The aforementioned studies investigated the benefits of parent-training with 

mothers, however, the role of fathers as intervention agents for children with 

developmental delays has not been typically targeted for research. Russell and Matson 

(1998) implemented a parent-training program in a study with three fathers and their 

developmentally delayed children, ranging in age from 2 to 4 years. A multiple-baseline 

across fathers' behaviors was utilized for participants to evaluate effects of parent-training 

on fathers' target behaviors. Target skills consisted of appropriate consequences (e.g., 

time out and ignoring), con-ect positive action, and clear instructions. The child behaviors 

of interest were compliance and inappropriate behavior. Specific skills targeted for the 

children consisted of learning simple commands such as corning when called and adaptive 

skills such as dressing and toileting .. Parenhtraining resulted in an increase in target 

behaviors and concurrent positive changes in child compliance and appropriate behavior. 

Summary and critique. A review of the literature on parent-training highlights the 

success of intervention programs for the reduction of children's behavioral difficulties and 

associated gains in the development of prosocial skills. This s<;!ction shall summarize 

some of the methodological limitations associated with parent-training studies. 

Traditionally, PMT and PSST research (Kazdin & Wassell, 2000; Kazdin & Whitley, 

2003) have targeted typically developing children, therefore limiting generalization of 

effects to children with developmental delays. Furthermore, the absence of control groups 

in these studies raises concerns regarding treatment efficacy (Kazdin & Wassell, 2000; 

Kazdin & Whitley, 2003). Many important child-outcome variables have also been 

• neglected in PMT programs (e.g., peer relations, social competency, and academic 
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functioning) and outcomes have been evaluated on the basis of subjective measures with 

single informants such as parent report rather than objective measures (e.g., direct 

observation) with multiple informants (Kazdin, 1997; Kazdin & Whitley, 2003). Finally, 

small sample sizes (Marcus, Swanson & Vollmer, 2001; Russell, & Matson, 1998) have 

limited the generalization of findings. 

In spite of these limitations, the literature on parenting training highlights the 

benefits of working with families to develop behavior management skills and to remediate 

behavior problems in children. Programs that target parents and children conjointly are 

consistent with an interactional perspective on family relations (Bronfenbrenner, 1997). 

The reciprocal nature of parent -child interactions in the maintenance of challenging 

behaviors in children (Hastings, 2002, Kazdin, 1997; Kazdin & Wassell, 2000; Minde & 

Minde, 2002; Neary & Eyberg, 2002) exemplifies the need to provide parents with 

effective management strategies. Clinicians have advocated for treatments that address 

both parent and child functioning since child focused interventions overlook parenting 

practices that may contribute to child dysfunction (Kazdin et aI., 1992). Combined 

interventions are considered to have greater therapeutic benefits because single treatment 

modalities may be insufficient to address the multiple factors associated with 

externalizing behavior problems (Kazdin, 1997). 

Webster-Stratton has developed a parent mediated intervention program which has 

been both empirically supported and recognized as a form ofconsultation which provides 

indirect service delivery to parents combined with social skills training for children with 

conduct difficulties (Kratochwill, Bergan, Sheridan, & Elliot, 1998). The next section 

shall provide an overview of her intervention program . 

• 
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Webster-Stratton 's Approach to Parent and Teacher Training 

The Incredible Years Training Series (Webster-Stratton, 1982b, 1992, 1998, 1999) 

received accreditation as the 1997 winner of the United States Leila Rowland National 

Mental Health Award for outstanding prevention programs (Webster-Stratton, 2000). This 

multicultural intervention program uses video-cassette vignettes, group discussion, and 

rehearsal techniques for parents living with children with behavioral difficulties. The 

program has been adapted for children ages 2 to 10 and is designed to reduce, prevent, and 

treat conduct problems and increase pro social behaviors. The basic parent-training 

program is a series of 10 videotaped programs (BASIC), consisting of over 250 vignettes 

(1-2 minutes in length) which model parenting skills, and are shown by a group leader to 

groups of parents (8 to12 parents per group). After each vignette, the group leader 

animates a discussion of the themes illustrated in the video, and encourages parents to 

problem-solve, role-play, and rehearse parenting skills (Webster-Stratton, 1991, Reid, 

Webster-Stratton, & Hammond, 2007). Parents are provided with homework exercises to 

use at home with their children. The videotapes illustrate examples of both positive and 

negative parent-child interactions to create a therapeutic environment in which parents are 

given permission to make mistakes and to reinforce the view that parenting is a learned 

skill. The ADVANCE parent-training series contains thirty new videotape vignettes that 

represent families from a broader range of cultural backgrounds (Reid et aI., 2007). 

The specific content of the basic parenting program includes play skills, praise, 

incentives, limit-setting, ignoring skills, time-out, and natural and logical consequences 

(Webster-Stratton & Hancock, 1993). The program begins with an emphasis on the 

importance of regular play with children as a way of creating a positive home 

• environment and helping children to feel loved. As· Webster-Stratton and Herbert (1993) 
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explained, children's misbehavior creates negativity in the parent-child relationship and 

positive experiences in play serve to build relationships and reduce conflict. Second, 

parents of children with behavior problems find it difficult to praise as a result of stress 

and anger towards their children, thus the importance of teaching parents a variety of 

ways to acknowledge appropriate behavior in their children (Webster-Stratton & 

Hancock, 1993). Incentives or tangible rewards motivate children and can be used to 

encourage positive behavior. In the BASIC program, parents are taught to define the 

desired behavior, choose effective rewards, and carefully monitor the behavior. The third 

parenting skill, limit-setting, is particularly relevant since children with externalizing 

behavior problems are noncompliant approximately two thirds of the time, creating power 

struggles and negative interactions between parents and children (Webster-Stratton & 

Herbert, 1993). Limit-setting strategies help parents to learn effective methods of 

discipline (e.g., warnings, following through on consequences), to establish age-

appropriate expectations, and to balance the need for parent authority and autonomy in the 

child. Webster-Stratton and Hancock (1993) noted that one of the most difficult skills for 

parents to implement is ignoring because children with challenging behavior exhibit 

irritating behaviors such as whining and tantrums at a higher frequency than same-aged 

peers. During the training sessions, parents learn that ignoring is a skill and a form of 

discipline that often reduces the frequency of irritating behaviors. Time-out is the next 

skill which parents are taught to implement in response to extreme behaviors such as 

hitting and fighting. Many parents use ineffective methods of discipline such as spanking, 

yelling, and criticizing when their children behave in an aggressive or noncompliant 

manner (Webster-Stratton & Herbert, 1993). The authors explained that parents 

• inadvertently reinforce negative behavior when they use ineffective disciplinary measures 
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that increase the likelihood that the behaviors will re-occur. In contrast, time-out removes 

the child for a short period of time from all sources·ofreinforcement, thereby reducing the 

probability that the behavior will re-occur. Finally; the skill of providing natural and 

logical consequences in response to misbehavior is explained with the rationale that 
, ' 

, .. 
children learn from mistakes when they become accountable for their actions. Parents 

tend to overreact to behavioral problems when they are experiencing stress, anger or 

depression in their own lives (Webster-Stratton & Hancock, 1993). Natural and logical 

consequences help parents to avoid negative, punitive, and ineffective patterns while 

teaching children to become more independent and autono'mous (Reid et aI., 2007; 

Webster-Stratton & Herbert, 1993). 

The efficacy ofWebster-Stratton's training program has been documented by the 

results of over 25 years of applied research with parents, teachers, and children with 

challenging behaviors (e.g., Reid et aI., 2007; Webster-Stratton, 1981, 1982a, 1989, 

1990a, 1990b,1990c, 1994, 1996; Webster-Stratton, Kolpacoff, & Hollinsworth, 1988; 

Webster-Stratton & Hammond, 1997; Webster-Stratton & Hammond, 1988; Webster-

Stratton & Reid, 2003; Webster-Stratton, Reid, & Hammond, 2004). Outcome studies 

conducted with over 600 children, whose parents participated in the BASIC program, 

have demonstrated the effectiveness of the program in significantly reducing children's 

behavior problems, enhancing parent-child interactions, and improving parents' attitudes 

(Webster-Stratton & Hancock, 1993). The BASIC program was implemented with over 

500 Head Start families (Webster-Stratton, 1998). Parents who received the training 

showed significant improvement in their parenting skills as did the social competency of 

their children when compared with a control group. In a similar study, following a 12­

• week parent-training program, mothers had significantly lower negative parenting (e.g., 
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critical statements) and higher positive parenting (e.g., praise) than control mothers. In 

addition, their children showed fewer conduct problems at home than control-group 

children. The format of parent-training programs has ranged from self-administered 

videotape therapy to group-discussion videotape therapy, and group discussion without 

videotape therapy (Webster-Stratton, Kolpacoff, & Hollinsworth, 1988; Webster-Stratton, 

1989). In a 2-year study, Reid et al. (2007) implemented the Incredible Years Program 

with approximately 500 elementary school children. Mothers in the combined parent and 

classroom condition showed more nurturing behavior, and significant reductions in 

critical parenting than mothers in the classroom intervention alone condition. Children in 

the combined intervention program showed significant improvement in externalizing 

behaviour problems compared with children in the classromn intervention alone 

condition. Teacher reports indicated that children in both intervention programs showed 

fewer externalizing behaviour problems; interestingly, there were no differences between 

the classroom intervention and combined program according to teacher reports. In sum, 

these comparative studies have shown that all intervention modalities resulted in a 

reduction of behavior problems, and improved parenting skills in comparison with the 

control groups. However, combined parent and teacher training programs may produce 

more significant changes for mothers and children than classroom intervention programs 

alone. 

Summary and critique. Parent-training is particularly useful for families with 

children who exhibit challenging behaviors (Webster-Stratton, 1981, 1982a, 1989, 1990a, 

1990b, 1990c, 1994, 1996, Webster-Stratton, Kolpacoff, & Hollinsworth, 1988; Webster­

Stratton & Hammond, 1997, 1988; Webster-Stratton & Reid, 2003; Webster-Stratton, 

• Reid, & Hammond, 2004). Webster-Stratton's intervention program provided parents with 
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a widened repertoire of skills and gives them an opportunity to respond effectively to their 

children. This program has been implemented primarily with children exhibiting conduct 

problems, rather than developmental delays. 

In spite of the overall success of parent-training programs in producing significant 

changes in parent and child behaviors, there is evidence that some families do not respond 

to intervention. In long-term follow-up studies, 30% to 40% of treated parents have 

reported that their children continue to have behavior problems in the clinical range, as 

have 25% to 50% of their teachers (Webster-Stratton, 1990a). Parent and family 

characteristics such as marital distress, spouse abuse, lack of a supportive partner, 

maternal depression, and high life stress are associated with relapses and fewer 

intervention gains (Webster-Stratton & Hammond, 1988, 1990). The present study 

extends beyond Webster-Stratton's target population of at risk, and typically developing 

children by including children with diagnosed developmental delays. 

Research Questions 

The basic components of this study were derived from the conceptual framework 

of problem-solving consultation and videotape therapy. The primary objective of this 

study was to determine whether participation in the intervention program would result in 

an improvement in childrens' externalizing behavior problems at home. A second goal of 

this study was to examine the relationship between parent adjustment (e.g., parent stress 

and depressive symptomatology) and children's externalizing behavior problems. A third 

goal of this study was to evaluate whether parent stress and depressive symptomatology 

were associated with the quality of parent-child interactions. In order to address these 

objectives, this study explored the following questions . 

• 




Consultation for Children with Developmental Delays 76 

• 
Question 1 

Will there be an improvement in each child's target behaviors following 

participation in the conjoint problem-solving consultation and videotape therapy 

intervention program, as measured by the frequency of behavior problems reported by 

parents from baseline to intervention? 

Question 2 

Will parent and child participation in the intervention program have a positive 

impact on parent-child interactions (e.g., more praise, fewer critical statements, more 

compliance) from pre intervention to postintervention? 

Question 3 

Will there be an association between parent adjustment (i.e., depressive 

symptomatology, parent stress) and parent-child interactions (e.g., praise, critical 

statements, compliance) from preintervention to postintervention? 

Question 4 

Will there be an association between depressive symptomatology in parents, 

children's externalizing behavior problems, and children's social competency at baseline 

and following participation in the intervention program. 

Question 5 

Will there be an association between parent stress levels, children's externalizing 

behavior problems, and children's social competency at baseline and following 

participation in the intervention progranl . 

• 
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Chapter 3 

Method 

The data examined in the present research are part of a larger project being 

conducted at the Problem-Solving Consultation Laboratory at McGill University. This 

larger study has examined the effectiveness of conjoint behavioral consultation and group 

videotape therapy as an indirect service delivery model for children with developmental 

disabilities and behavioral problems. An integral component of the present study was to 

examine not only the effectiveness of conjoint behavioral consultation and group videotape 

therapy on improvement of children's behavior problems, but the quality of parent-child 

interactions, and both parent stress and depressive symptomatology prior to and following 

parent-training. This study focused on parent and child-outcomes, while the larger study 

addresses teacher as well as parent and child-outcomes. 

Participants 

Children. Twenty-seven children, mnging in age from 4 to 10 participated in the 

present study (see Appendix E for further information regarding the diagnosis of 

developmental delays in each child). The eligibility criteria for children to be included in 

the intervention program were mild to moderate cognitive disabilities (indicated by IQ 

levels between 55 and 70) and associated delays in adaptive functioning (e.g., self-care, 

community skills). The children demonstrated externalizing behavior problems as identified 

by parents using standardized rating scales such as the Child Behavior Checklist (CBCL, 4­

18; Achenbach, 1991) and Social Skills Rating System (SSRS; Gresham & Elliott, 1990). 

Eligibility was determined on the basis of a child receiving (a) a standard deviation or more 

• 
(15 points) below the mean (i.e., a score less than 85) for social skills on the SSRS 

(Gresham & Elliott, 1990), or (b) a standard deviation or more (15 points) above the mean 



Consultation for Children with Developmental Delays 78 

• 
(i.e., a score greater than 115) for problem behavior on the SSRS, or (c) a score within the 

Clinical Range on the Externalizing. or Total Problem scales of the Child Behavior 

Checklist (CBCL; Achenbach, 1991). Descriptions of these measures will be provided 

below. 

Parent and teacher consultees. Children were identified by parents or teachers 

(sometimes both) as well as the school psychologist as demonstrating behavioral problems 

at the beginning of the school year. In addition, information sessions were provided by the 

researchers at school-team meetings for the recruitment of teachers and children selected on 

the basis of teacher referral. The school psychologist initiated referrals of children who 

were functioning within the mild-moderate range of disability, and exhibiting behavior 

problems at home and at school. The parents of prospective children candidates were 

contacted by the school psychologist, the principal investigator of the larger study, and 

graduate students from the McGill Problem-solving Consultation Laboratory to provide 

information regarding the nature of the study. These parents were also sent a screening 

package that included measures such as the CBCL in order to determine their eligibility for 

the study. 

In total, 28 parents participated in the intervention over a period of 3 years, with 19 

mothers and 9 fathers acting as consultees. The average duration of the intervention 

program was approximately 12-weeks. The majority of parents were married and had two 

children, and the ethnic composition was predominantly Caucasian. A summary of this 

demographic infom1ation can be found in Table 2. 

Within a few weeks of intervention, five parents withdrew; the intervention program 

was provided only to the teachers in these cases. The five parents who discontinued 

• participation did so for a variety of reasons; for example, one mother was unable to attend 
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the group sessions due to scheduling conflicts with her academic courses. The remaining 

four families were experiencing considerable stressors such as marital discord and 

caretaking demands. In the end, children participating in this study included 17 boys and 5 

girls, aged 5 to 11 years (with a mean age- of 7.8 years) , the breakdown of which is 

consistent with investigations citing a higher frequency of externalizing behavior problems 

in boys than in girls (Beernink, Swinkels, & Buitelaar, 2007; Epstein, Cullinan,Bursuck, 

1985). Demographic information on this sample was gathered from a background 

questionnaire (see Appendix A) and is presented in Table 1. Nine of the children had been 

previously diagnosed with a medical or psychiatric disorder. Additionally, 11 ofthe 

children were taking medication on a daily basis at the time of intervention. 

Consultants. Consultants for the present study consisted of six graduate students (5 

female; 1 male) from the Problem-solving Consultation Laboratory at McGill University. 

The consultants had all been trained and had previous experience in providing consultation 

to parents of children with behavioral difficulties. Their training included (a) graduate-level 

coursework in the theory and practical applications of consultation, (b) individualized 

readings ofrelevant literature in the areas of consultation and parent-training, (c) study of 

the videotape parent-training series and manuals (Webster-Stratton, 1989a), (d) conducting 

mock interviews (Conjoint Problem Identification Interviews) until a criterion of 85% 

proficiency was reached based on the Consultation Objective Checklist (COC; Kratochwill 

& Bergan, 1990), and (e) actual clinical experience providing consultation services to 

parents of children with behavior problems. 

The consultants conducted three behavioral interviews, developed intervention 

plans collaboratively with the parents, oversaw the implementation of the intervention plan, 

and administered standardized measures. Interviews were audio-taped, and all components I 
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of the intervention process were reviewed and supervised by the principal investigator of 

the larger study, in order to ensure intervention integrity. See Table 3 for more detail on the 

assessment methods used in each phase of the study. 

Measures 

A variety of assessment measures and procedures were employed in this study. 

Several forms of assessment (e.g., self-report questionnaires, behaviour-rating scales, 

interviews, and direct observations) were completed at different phases of the process 

across multiple raters (e.g., parents, teachers, researchers). These instruments and 

procedures are the following. 

Social Skills Rating System (SSRS). The SSRS (parent version; Gresham & Elliott, 

1990) was administered to evaluate children's social competency and problem behaviors at 

home. The SSRS is a 55-item questionnaire which comprises two primary scales: Social 

Skills and Problem Behaviors. The SSRS was standardized on 4,170 children and 

adolescents on the basis of self-report and by ratings of 1,027 parents. The internal 

consistency reliability coefficient for the Scale is .73 and the correlations between the SSRS 

and other behaviour-rating measures such as the Child Behavior Checklist Achenbach & 

Edelbrock, 1989) ranges between .59 and .77 showing adequate criterion-related validity 

(Gresham & Elliott, 1990). 

Parent forms are available for three different age groups: preschool (ages 3 to 5), 

elementary (grades K to 6), and secondary (grades 7 to 12). The parent version of the 

elementary form was administered because the age range of children was 4 to 10. The 

SSRS was completed by parents prior to and after intervention to evaluate children's social 

skills and problem behaviors . 

• 
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Table 1 


Child Demographic Data 

Demographic Measures 

Average Age of Sample (in months) 

Child's Gender: 

Male 

Female 

Previous/Comorbid Diagnoses: 

Allergies 

Asthma 

Attention Deficit Hyperactivity Disorder 

Encephalitis 

Epilepsy 

Obsessive Compulsive Disorder 

Tourette Syndrome 

Seizures 

Number 

94 

17 

5 

4 

2 

"I 
.) 

1 

1 

1 

1 

1 

Percentage of Sample 

77% 

23% 

18% 

9% 

13.6% 

4% 

4% 

4% 

4% 

4% 

• 
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Table 2• Parent Demographic Data 

Demographic Measures 	 NL1l11ber Percentage of Sample 

Participants 

..	Mother Only 11,)'" 59% 

Father Only 3 13.6% 

Mother and Father 6 27.2% 

Marital Status 

]\1arried 16 72.72% 

Divorced or Separated 6 27.27% 

Number of Children 

L "' 9% 

2 15 68.1% 

,) 
.., 

3 13.6% 

4 2 9% 

Ethnicity 

Caucasian 18 82% 


African-American 4 18% 


• 
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• The Social Skills scale of the SSRS consists of five subscales: Cooperation, 

Assertion, Self-control, Responsibility, and Empathy; the Problem Behaviors scale of the 

SSRS consi~ts nft\vo subsca1es: Tnternaliz~ng and Externalizing. On the Social Skills scale~ 

parents rate their children's behavior across these domains using a 3-point Likert scale (1 = 

never, 2 = sometimes, 3 = very often) and perceived importance (1 = not important, 2 = 

important, 3 = critical). The Social Skills scale contains questions such as Cooperates with 

;family memhers wi/ho/lt heing asked to do so and Asks permission before using another 

fOl17iil' J77cmhers' property. On the Behavior Problems scale, ratings are based on the 

frequency of occurrence of a range of behaviors (1 = never, 2 = sometimes, 3 = very often), 

for exanlple, ['-igftfs lvith GillerS aIle .i4CfS sur.J or cieprcssc(i. 

Results on the SSRS are reported in terms of percentiles and standard scores with a 

mean of 100 and a standard deviation of 15. Frequency scores on both scales are also 

categorized in comparison to the normative group. The categories include Fewer, Average, 

and !'v10fC_ and indicate hO\\7 the child c\:fmparcs to sanlC age peers ,vith respect to social 

skills deficits and problem behaviors. Thus, a child whose score on the social skills scale 

falls one standard deviation below the normative group would be classified as having more 

social skills deficits than an average child of the same age. 

Child Behavior Checklist (CBCL). In order to assess the behavioral and emotional 

functioning of the children, parents were also asked to complete the Child Behavior 

Checklist (CBCLl4-18; Achenbach, ] 991 ) at pre- and postintervention. The CBCL is a 

. • I . I' ,. ., J' • 1 C . P bl B h . 

• 
questIOnnaire WlliCfllS GlVlUeu mto two mam scaleS, ompetence ana ro em el aVlOrs. 

The Competence items pertain to children's involvement in leisure activities (e.g., spOlis or 

hobbies), peer interactions (e.g., number of close friends), and academic performance (e.g., 

reading). The Problem Behavior scale consists of 113 items in eight subscales: Withdrawn 
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• (e.g., would rather be alone than H'ith others), Somatic Complaints (e.g., stomach aches or 

cramps), Anxious/Depressed (e.g., nervous, highstrung, or tense), Social Problems (e.g., 

liO! liked h.:v other kir!{l') ... Thought Problell1s (e.g.~ C011/llsed nr SCC111S to he in a ..fog), 

Attention Problems (e.g .. can't :·;i! sfill. restless. or hyperactive ), Delinquent (e.g., sets 

fires), and Aggressive Behavior (e.g., crue!t)'. bullying. or meanness to others). Groups of 

these subscales form two broader cluster scores: Externalizing (Aggressive and Delinquent) 

and Internalizing (Withdravill. Somatic complaints, and Anxious/Depressed). Parents rate 

their children's behavior on a 3-point Likert scale (0 = not true, 1 = somewhat true or 

sometimes true, 3 = very true or often true) based on behavior during the last six months. 

Results obtained from ratings on the CBeL are reported in percentiles and T-scores 

(mean of 50: SD of 10). On the broad Problem Behaviors scales (Total, Externalizing, and 

Internalizing), scores above 63 are considered to be in the Clinical range. On the eight 

subscales, scores above 70 are considered to be in the Clinical range. 

The CHCL v.,ras standardized Oil 0\'Cr 2,000 children and adolescents, separately for 

males and females, and for two di fferent age groupings (4 to 11 years and 12 to 18 years). 

The manual (Achenbach, 1991) indicates that test-retest reliability following one week was 

.89 across all samples. Inter-parent (mothers compared to fathers) reliability ranged from 

.44 to .91, while inter-rater reliability (parents ('omp3red to interviewer) ranged from .93 to 

.96. Construct validity was demonstrated by comparing the CBCL to other behavioral 

measures, with correlations ranging from .52 to .88. The CBCL has also been used to 

" ,. t' d" ," 1"" . I'd'Glscnmmate reIerre' irom nOl1reierred C iild.l'el1, Geiiionstratmg content vall Ity. 

Parenting Stress Index. The Parenting Stress Index--Short Form (PSI/SF; Abidin. 

1995) was completed by parents to evaluate the magnitude of stress in the parent-child 

system before and after participation in the intervention. The PSI/SF is a 36 item, 5-point, I 
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• self-repoti rating scale developed for parents of children 12 years old or younger. The 

PSI/SF is a direct modification of the full length PSI, and can be completed in less than 10 

nlinutes. /\.11 oftlle itetllS on the shoti forn1 are also on the long forn1, and are \vorded 

identically. The majority of items are rated on a Likert scale (1 = Strongly Disagree, 2 = 

Disagree,3 = Not Sure, 4 = Agree, 5 = Strongly Agree), although there are a few items that 

prompt the respondent to use a different response format (e.g., For the next statement, 

choose your response from the choices" 1" to "5" below). Examples of items include: Ilcel 

trapped by my re$ponsibilities as a parent and My child seems to cry or(ifss more often 

than most children. 

The PSI yields three subscales: Parental Distress (PD), Parent-Child Dysfunctional 

Interaction (P-CDI), and Difficult Child (DC), as well as a Total Stress score, and a 

Defensive Responding score. The Defensive Responding scale evaluates the degree to 

which respondents attempt to minimize indications of problems or stress in the parent-child 

system and present themselves in a favorahle light. The Total Stress score provides a 

measure of the overall level of parenting stress experienced by the respondent. The Parental 

Distress scale (PO) provides ameasure of the distress that the respondent is experiencing in 

their parental role. The Parent-Child Dysfunctional Interaction scale (P-CDI) examines 

perceptions of the respondents regm·ding the extent to which their child does not meet their 

expectations as a parent. and the extent to which their interactions with their child is not 

reinforcing to them as a parent. The Difficult Child (DC) scale contains items pertaining to 

behavioral characteristics of thc child that can make them casier or more difficult to 

manage. 

Raw scores on the scales are converted into percentile scores. Percentile scores at or 

above 85 are considered to be Clinically Significant. Defensive Responding raw scores I 
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• below 10 are considered Clinically Significant. The test-retest reliability of the PSI is 

estimated to be between .68 and .84; while the internal consistency reliability is estimated 

to be between .80 and .91. In terms of validity, the Total Stress scale on the full length PSI 

is correlated at .94 with the Total stress scale on the PSI/SF. Abidin (1995) indicated that 

there is not yet an independent body of research supporting the validity of the PSI/SF, but 

because it is a direct derivative of the long form of the PSI, it is probable that it will share 

in the established validity of the full-length version. 

Beck Depression Inventory. In order to assess depressive symptomatology in 

parents, the Beck Depression Inventory (BDI-II; Beck, Steer, & Brown, 1996) was 

administered before and after intervention. The BDI-II is a 21-item self-administered 

measure designed to evaluate the severity of depression in adults and adolescents. It was 

developed on the basis of criteria for pepressive disorders outlined in the DSM-IV and 

requires approximately 5 to 10 .minutes to complete. Items are rated on a 4-point scale 

ranging from 0 to 3 in terms of severity of symptoms. Respondents are asked to rate items 

based on how they have been feeling during the past 2 weeks. An example of an item is 

Past Failure. For this item, respondents would choose "0" (l do notfeellike afailure) to 

"3" (lfeelI am a completefailure as a person). The BDI-II yields a total score, which can 

be divided into 4 categories: minimal range (0 to 13), mild depression (14 to 19), moderate 

depression (20 to 28), and severe depression (29 to 63). The 21 depressive symptoms 

evaluated on the BDI-II comprise the following: negative mood, pessimism, sense of 

failure, self-dissatisfaction, guilt, punishment, self-dislike, self-accusations, suicidal ideas, 

crying, irritability social withdrawal, indecisiveness, body image change, work difficulty, 

insomnia, fatigability, loss of appetite, weight loss, somatic preoccupation, and loss of 

libido. I 
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• The internal consistency of the BDI-II is high in both clinical (.92) and nonclinical 

(.93) populations (Beck, Steer, & Brown, 1996). The BDI-II has been found to discriminate 

differentiated according to diagnosis, with individuals who had more serious depressive 

disorders (e.g., major depression) obtaining higher scores than those with less serious 

disorders (e.g., dysthymia), (Beck, Steer, & Brown, 1996). The test-retest reliability of the 

BOT-II was determined on the basis ofa subsampleofoutpatients who completed the 

questioilllaire approximately one week apart. The initial mean BDI-II total score of20.27 

(SD = 10.46) and the second mean BDI-II total score of 19.42 (SD = 10.38) were 

C0111parable. 

Dyadic Parent-Child Interaction Coding System (DPICS). To evaluate parenting 

variables through direct observation. the Dyadic Parent-Child Interaction Coding System 

(DPICS; Eyberg & Robinson, 1992) was used. Observational data were collected before 

and aftcr intervention through videotaped recordings of parent-child interactions. 

The DPIeS was standardized on 42 families, and was found to have good reliability 

(Eyberg & Robinson. 1992). Interrater reliability was measured by correlating the 

frequency of each behavior coded over 244 observations by two coders. The mean 

reli,~bility i~')r parent beh,wiors w8s Q1, and for child behaviors was .n In terms of 

validity, the DPIeS was used to correctly discriminate between 94% of normal and 

conduct-problem families (Eyberg & Robinson, 1992). 

'1'1 f'rlf"-'''-' . ,. r"\f.... I' ,. d I 'I 1 • l '1ne Ur 1\....0 conslsts or L"-:i target oenaVlOrs ror parents an C1ll1dren occurnng dunng 

three standard situations, each of ,;vhich lasts for five minutes, and they are structured 

around play and cleaning up. These situations took place in a room containing a toy box 

filled with developmentally appropriate toys (e.g., Mr. Potato Head, building blocks, I 
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• crayons), as well as a table and chairs. During the first five minutes (Child-Directed 

Interaction), children were able to choose the activity and the parent was instructed to 

chose the 8etivity and were instructed to helve their child play along with them according to 

the parent's rules. Tn the third five minutes (Clean Up). the parents were instructed to tell 

their child to clean up without any help from the parem. For the purpose of this study, five 

summary variables from the parent categories (Total Praise. Total Critical Statements. Total 

No-Opportunity Commands. Total Warnings. and Total Grandma's rule), and one child 

summary variable (Total Child Deviance) were examined. 

Graduate students froBI the Problell1-So1\/ing COllsultatiol1 Laboratory at l'lIcGill 

University were trained to use the DPICS to code the videotapes of parent-child 

interactions. Coders were required to attail1 at least 80% interrater reliability on practice 

tapes prior to coding the actual data used in this study. 

The present study consisted of four phases: Screening. Preintervention, Intervention, 

and Postintervention. 

Screening phase. Children experiencing behavioral difficulties were initially 

referred by teHchers, the school social worker, or the school psychologist. PHrents of these 

children were then sent a screening package consisting of a description of the study, a 

consent form, the CBCL, and the SSRS. Following the return of the consent form and 

behavioral measures, teachers \vere asked to complete the teacher versions of the eBCL, 

the Teacher Report Form (TRF; Achenbach, 1991), and SSRS (Gresham & Elliott, 1990). 

• 
Selection criteria were as follows: (a) a score of at least one standard deviation below the 

mean on the Social Skills sub scale of the SSRS on either the parent or teacher version of 
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• the SSRS, (b) a score of at least one standard deviation above the mean on the Problem 

Behaviors subscale of either the parent or teacher version of the SSRS, (c) a score that was 

~\:'ith1n the ;';'C~11nical Range~~ on the CBCI; or 'rRF. ()r:ce eligibility "vas deternlined~ 

children \\ere randomly assigned to the experimental condition or a wait-list control 

condition. These criteria are consistent with Webster-Stratton's screening method for The 

Incredible Years parent-training program (videotape therapy), and continue to be used in 

her recent research (e.g .. Reid et al.. 2007). 

Written consent for intervention \vas ohtained from all parents, and parents of 

children assigned to the control condition were informed as to the approximate length of 

tilTle tiley 'Yvotlld \vait prior to receiving seryices. l'he pare11ts ill tile "vait-list control 

condition were asked to collect data on their children's target behaviors until they began the 

intervention. A multiple-baseline design was utilized (Kazdin & Tuma, 1982). Intervention 

was provided to the wait-list control group after positive changes in the behavior of 

children in the experimental group vvere ohserved. fmprovement in the hehavior of children 

in the experimental group was identified by the frequency data provided by parents. The 

wait-list group collected data during the baseline phase. prior to participating in the 

intervention program. 

Prdnlervenf;on phase. Parents were asked to complete the PSI and BDI-II during 

this phase in order to evaluate their levels of stress and depressive symptomatology prior to 

intervention. They were also asked to participate in the DPIeS along with their child to 

directly assess parent-child interactions before participating in the intervention. The first 

interview (CPH) was conducted with the parent, teacher, and behavioral consultant to 

• 
identify the behavior problem to be targeted for modification and to determine an 
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• appropriate method for collecting data (e.g .. frequency) on target behaviors (e.g., temper 

tantrums). 

Parents and teachers \vere then 3~ked to collect and record baseline data on the 

target behavior for approximately one to two \\eeks. At least five data points were required 

during baseline in order to ensure statistical reliability. Following this period of baseline 

data coliection, the second interview (CPAI) took place. During this interview, the baseline 

data were reviewed. and conditions that may have he en precipitating, maintaining, or 

contributing to the behavior were examined. Once the consultant and consultees had a 

better understanding of the target behavior, they worked collaboratively to develop an 

i11tervel1tiol1 plan. 

Intervention phase. Parents and teachers simultaneously implemented the 

intervention in both the home and classroom. The intervention was based on the 

individualized plan determined through the interviews, as well as skills taught through 

manuals and a group-based videotape therapy program, both of which are descrihed below. 

Parents were asked to continue to collect observational data on the target behavior 

throughout the intervention phase. Consultants also contacted the consultees on a weekly 

basis to monitor progress, collected observational data, and discussed modifications of the 

plan when deemed necessary ..Additionally, treatment integrity was evaluated during these 

contacts. Parents were asked to rate on a scale from 1 (never) to 10 (always) the extent to 

which they had implemented the interventions and techniques as agreed upon or taught. 

Behavioral interviews. Consultation '"vith parents occurred during three behavioral 

interviews, the Coni oint Problem Identification Intervie\v (CPIT), the Conjoint Problem 

Analysis Interview (CP AI). and the Conjoint Treatment Evaluation Interview (CTEI), as 

outlined by Sheridan, Kratochwill, and Bergan (1993). During the first interview (CPII), the I 
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• consultant and consultees identified and operationalized the problematic behavior and 

collaborated on the development of a procedure to record the frequency of the child's 

problenlutic beha~llor (e.g.., tel11per tantrunls). During this inter\.rie\v~ the child's behavior 

was explored in terms of antecedent situation and consequences; the severity and frequency 

of the problem behavior and goals for behavioral change \Vere discussed. As suggested by 

Sheridan, Kratochwill, and Bergan (1996) an agreed-upon method of collecting baseline 

data \/vas determined during this intervie\v. Shortly after the CPII, a second interview 

(CPAT) was held which involved assessment of the problem through analysis of the 

baseline data. Specifically, the problem behavior was explored using the baseline data in 

order to determine the frequency of the behavior and to identify the nature of the behavior 

(i.e., events occurring prior to, during, or following the behavior, and the setting in which 

the behavior occurred). The information gathered from this interview provided a guideline 

to establish intervention recommendations which were developed collaboratively by the 

consultant and cOTIsultces. 'The nlcasurcmcnt of the frequency of the target hcha"v1or \vas an 

ongoing process of the preinterventionand intervention phases, which represented an 

empirical measure of the severity of the behavior and the success of the intervention. 

Treatment integrity. Regular weekly telephone contact between the consultant and 

the consultee WRS !11Rintained to monitor:behavioral changes and to modify the intervention 

as needed. During the telephone follovv-up with parents and teachers, the implementation of 

the intervention was assessed to ascertain treatment integrity. On a scale of 1 (never) to 10 

(alvvays), parents and teachers were asked to rate the degree to which they implemented the 

intervention strategies. Treatment integrity \Vas 87% during the course of the intervention, 

• 
v,hich indicated close monitoring and proper implementation of the program . 
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• Following intervention, the Conjoint Treatment Evaluation Interview (CTEI) was 

held to assess the outcome of the intervention and to determine whether or not the child's 

beha'vior had inlpro'ved sufficiently to tenninate treatment or \vhether continued 

interventions or modifications were necessary. In the present study, the intervention was 

terminated for all of the parents and children in the intervention program during this final 

phase. 

Infervention manlla/s. Intervention manuals designed and used by Kratochwill and 

Elliott (1992a. 1992b) were used to supplerncnt the individuali7.ed intervention plans. 

Relevant sections or skills from the manuals were selected by the consultant and consultees 

durillg tIle CPl\~I based on ti1e nature of t11e c11iid s difficulties a11d tile be11avior seiected to a 

be targeted for change. The consultant then revievved or taught the selected skills during the 

same interview. The manuals consist of four sections: Skill Selection and Goal Setting. 

Peer Activities, Child Management, and Positive Reinforcement. The Skill Selection and 

Goal Setting section 1;:; designed to assist vv'ith the selection of the target behav~lor~ and to 

help the child develop appropriate behaviors or skills by using a four-step model: Tell (the 

child is told about the skill and why it is important), Show (the skill is modelled for the 

child by the group leader), Do (the child is encouraged to practice the skill), Goal-setting 

and practice (goills R!'e set to hilve the child prilctice the skill on R regu!R!' bRSis in different 

settings). The purpose of the Peer Activities section is to teach parents strategies to help 

their children increase positive interactions with peers at horne and school through 

structured play time. The Child lvlanagement section outlines behavioral techniques, such 

as instruction giving, differential attending, positive reinforcement of appropriate behavior, 

ignoring inappropriate behavior, and time-out procedures. The Positive Reinforcement 

I 

http:individuali7.ed
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• section is designed to teach parents how to reward children for positive behavior, and 

parents are encouraged to include their child in the reward selection. 

f'T;(icotC''l7C thero]]}}, Parents rnet in group~_; on 3 ,;veek!y basis along vVl_th a consultant 

to \ieyv and discuss \'ideos from \\ebster-Strattoll's (1982b) Parent and Child Series. 

Consultants facilitated a discussion. and answered questions during and following the 

videotape viewing. The series encompasses four programs (a) Play, (b) Praise and Rewards, 

(c) I-:ffective Limit-Setting, and (d) Handling Misbehavior. Each videotape is 

approximately 25 minutes in length and the whole series took just under four hours to view-. 

Vignettes were utilized to demonstrate to parents models of both effective and ineffective 

interactions bet\Veell parents and cllildrell. 

The Play program consists of two videotapes. The first is entitled How to PTay lvilh 

a Child and it sho\',s 25 vignettes of parents and children interacting in play situations. This 

tape covers important issues for successfully playing with children, such as recognizing 

chl1drcn~s ah11itics and needs") encouraging crc2ti"v'ity") nurturing self-cstccin~ and dealing 

with children' s boredom. The second videotape builds on the skills taught in the first, and is 

entitled Helping Children Learn. It consists of 22 vignettes, and focuses on how parents can 

teach children to problem solve and handle frustration, as well as how parents can build 

self.-esteem and promote language development through play situations, 

The Praise and Rewards program also consists of tvvo videotapes. The title of the 

first is The Art ofEffective Praising and consists of 26 vignettes. This videotape teaches 

, " I' • ',. , 1 '1-1 . t 1 I • 1 , ' parents now to succesSIUl1Y use praise to motl"'vate tlieH" eli1 aren, and alSO dealS Wltli [elated 

topics such as how to handle children who reiect praise. The second is entitled Tan~;ble 

Rewards and consists of IS vignettes. It builds on the first and teaches parents about 

tangible reward systems, such as sticker or token systems. I 
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• The Effective Limit-setting program comprises three videotapes. The first, How to 

Set Limits contains 34 vignettes. This videotape focuses on establishing clear rules, and 

(1'vniding unnecessar)r or unclear dernands. The secon,d is entitled l-!elping (~hil{ireJ1 Learn 

to Acccpl Limits and consists of 19 vignettes. This tape covers issues related to children 

who test rules or limits, and teaches parents when and how to respond to these situations. 

The third videotape in this program is Dealing with lYoncompliance and has 9 vignettes. It 

covers time-out and ignoring procedures. 

The fourth program, Handling Misbehavior, includes 3 sections divided onto 2 

videotapes. The first section, "Avoiding and Ignoring Misbehavior" contains 14 vignettes. 

It builds 011 tIle previolls progranl, revie\?v'illg igllorillg aiid li111it-settillg, and preSelltS 

strategies for handling difficult behaviors, such as hitting or temper-tantrums. The title of 

the second section is "Time out and other penalties" and consists of 31 vignettes. This tape 

reviews time-out procedures and losing privileges, and instructs parents on how and when 

These demonstrated to parents how to model or teach appropriate prosocial behaviors, as 

well as how to encourage cooperation and the use of assertive language in their children. 

The intervention phase was approximately three months in duration. 

Postintervenfion phase. Following intervention, parents completed the same 

measures that were obtained at the screening or preintervention phase. These included the 

CBCL SSRS, PSI, BDI; they also participated in a postintervention DPICS. In addition, a 

:final interview was held to examine the effectiveness of the intervention, and to decide 

whether the individualized plan should continue, end, or be modified . 

• 
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• Table 3 

Assessment Methods Used During Each Phase ofthe Investigation 

Preintervention Intervention Postintervention 

Social Skills Conjoint Problem Direct Observations Social Skills 
Rating Form Identification Rating Form 
(SSRS) Interview Weekly Telephone (SSRS) 

(CPII) Contact 

Child Behavior Conjoint Problem Child Behavior 
Checklist Analysis Intervic:w Checklist 
(CBCL) (CPAI) (CBCL) 

Direct Observations Beck Depression 
Inventory (BDI-II) 

Dyadic Parent-Child Dyadic Parent -Child 
Interaction Coding Interaction Coding 
System (DPIeS) System (DPICS) 

Direct Observations Parenting Stress 
(Baseline) Index (PSI) 

Parenting Stress Conjoint Treatment 
Index (PSI) Evaluation Interview 

(CTEI) 
Beck Depression 
Inventory (BOI) 

• 
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• Table 4 

Parent DPICS Variables 

Summary Variables 

Total Praise 

Total Critical Statements 

Total No-Opportunity 
Commands 

Total Warnings 

Total Grandma's Rule 

Description 

The total number of times a parent expresses a 
favorable judgment on an activity, product or attitude of 
the child. These judgment can be nonspecific 
verbalizations, unlabelled praise (e.g., great!), specific 
verbalizations, or labelled praise (e.g., that's a terrific 
house you made). 

'The total number of verbalizations that find fault with the 
activities, products. or attitudes of the child (e.g., you're 
being naughty, that's a sloppy picture.) 

The total number of commands that the child is given no 
opportunity to comply with a command (e.g., command is 
vague, behavior requested is not within the child's 
competence, parent quickly repeats the command, parent 
issues the command while child is already doing requested 
action, parent does the requested behavior for child). 

The total number of statements that include a command 
accompanied by a negative consequence for 110n­
compliance (e.g., If you do that one more time, I'm going 
to take that toy away). 

The total number of commands that specifies a positive 
consequence if the child complies (e.g., if you clean up the 
toys .. then you ca11 have a chocolate)~ 

,V()/e, Adapted from Eyberg, S. M. & Robinson. E. A. (1992, September). Dyadic parenf­
child interaction coding system: A Inanual . 

• 
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• 
 Table 5 


Child DPICS Variables 

" ,. r _ • _ 1 1:::urnrrtary varlaOles 

Total Child Deviance 

Cry 

Whine 

Yell 

Smart Talk 

Destructive 

Physical negati ve 

Noncompliance 

Description 

The sum of the frequency of\:vhine/cry/yeIL physical 
negative, smart talk, destructive and noncompliance 
ratings. 

Inarticulate utterance of distress at or below the loudness of 
normal conversation (e.g., fake crying, whimpering, 
sniffling) . 

Words uttered by the child in a slulTlng, nasal, high­
pitched, falsetto voice 

A loud screech. scream, shout, or loud crying 

Impudent or disrespectful speech (e.g., you're stupid, why 
should I?) 

Destroys, damages, or attempts to damage any object (e.g., 
throws ball at \\all, bangs head against the wall, attempts to 
remove a non-removable part from a toy) 

Bouily aUacK or atlelllpi to attack another person, such as 
hitting. pinching. biting. and kicking 

Child does not obey a direct or indirect command (e.g., 
ignoring the parent engaging in an incompatible, refusing 
to obey) 

Child obeys, begins to obey, or attempts to obey a direct or 
indirect parclltai c0111rnand \vitl1in three SCCOl1ds 

No/c. Adapted from Eyberg. S. M. & Robinson. E. A. (1992. September). Dyadic parenf­
child interaction coding system: A manual . 

• 
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• Chapter 4 

Results 

This study provided a comprehensl\!e intervention_ \v1t11 individualized 

consultation. group te8ching formats for parents and teachers. and social skills training for 

children. The basic components of this program were derived from the conceptual 

fi:amework of problem-solving consultation and videotape therapy. Multiple indices of 

children's behavior with objective measures (e.g., direct observations from parents of 

children's behavior, combined with empirically based measures) were examined to 

evaluate the clinical impact of the intervention. 

The efficacy of the illter\/elltion progrull1 ·vvas deternlined 011 the basis of botl1 

single-n and group methodology. An evaluation of single-participant data was conducted 

through the use of a multiple baseline research design, each child served as his own 

control subject (Richards, Taylor, Ramasamy, & Richards, 1999). A multiple baseline 

design has clinical ad\/antagcs in conlp8rison \vith a control group dcsign_ All participants 

\vere able to benefit from participation in the intervention program, and involvement in 

the study was particularly important for the referred families because of the inclusion 

criteria (significant externalizing behavior problems). Baseline data were collected and 

the intervention phase was initiated only when there were a sufficient number of 

measurements obtained to reflect stability of a pattern of behavior for each child 

(Richards et aI., 1999). Comparison of each child's behavior at baseline and during 

intervention provides an ll1dex ot the effectiveness otthe intervention. Consistent with a 

multiple baseline across pmiicipants design (Richards et a1.. 1999), baseline data for the 

intervention group and the wait-list control group were collected simultaneously. When 

• stable improvement was observed in the target behavior for the experimental group, the 
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• intervention with the wait-list control group was implemented. Following is an explicit 

delineation of the research questions addressed by the current study. 

Question 1 

Will there be an improvement in each child's target behaviors following 

participation in the conjoint problem-solving consultation and videotape therapy 

intervention program, as measured by the frequency of behavior problems reported by 

parents from baseline to intervention? 

This question was addressed by examining changes in the child's problem 

behavior as measured by parent frequency data (recording the frequency of behavior 

problems). The effectiveness of the consultation-intervention program was assessed first 

by a significance test (t-test) and then calculated through the use of effect size (ES) 

statistic at the level of each individual participant. Data for the baseline and intervention 

phases are presented graphically for each child. 

For each child, a I-test was performed on the frequency of the observed target 

behavior at both the baseline and postintervention phase. Because the number of 

observations tended to be much smaller at baseline compared to the postintervention 

phase, the number of baseline observations was compared to the same number of 

observations collected at the end of intervention (Cohen, 1988). For example, if eight 

observations were collected at baseline, the last eight observations after the interventions 

were chosen. These two sets of numbers were then compared in a t-test unique to each 

child. 

The ES statistic (Cohen, 1988) is a quantitative means of evaluating intervention 

• 
effectiveness in consultation research (Busk & Serlin, 1992; Busse, Kratcho wi 11, & Elliot, 

1995; Gresham & Noell, 1993). The ES takes into account the lack of independence in the 
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• data, typical of successive observations of the same pmiicipant. There are different ways 

to calculate effect size and various methods are more appropriate for some data sets than 

for others. One method, called mean baseline reduction (or ~!fBIJR) is calculated by 

subtracting the mean of the treatment observations from the mean of baseline observations 

and then divided by the mean of the baseline observations, and multiplying the result by 

100 (e.g., Lundervold & Bourland, 1988). A second method, called percentage of 

nonoverlapping data (PND), is measured by calculating the percentage of intervention 

data points that do not overlap with the highest or lowest baseline data point. The 

percentage of zero data (PZD) is a third method which is measured by locating the first 

treatll1ellt data POillt t11at reac11es zero U11d calculating tIle percelltage of treat111ellt data 

points that remain at zero including the first one. The PZD method measures the degree of 

behavior suppression and was not the most suitable method of data analysis for the current 

investigation. The primary objective of the consultation intervention program was a 

reduction of some prohlem hchaviors (e.g., whining, not listcning to commands). 

Complete suppression of problem behaviors was not expected and rarely OCCUlTed. In 

addition, the PND and PZD methods tend to be overly sensitive to the effect of outliers in 

the data. A fourth approach is the use of linear-regression methods. These techniques 

generally remove the trend from repeated observation by calculating predicted values (or 

a trend) based on the data collected at baseline. Predicted values are then subtracted from 

observed data and the results saved as "detrended" data which are then regressed on 

treatment data and time factors (e.g., Allison, Faith, & Franklin, 1995). Regression 

methods, although more statistically sophisticated, are not appropriate when dealing with 

• 
small number of data points (as is the case with some paJiicipants in the current 
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• 
investigation) because the results either cannot be calculated because of insufficient data 

or are unreliable. 

The method utilized most extensively to calculate effect size in unrelated data sets 

(i.e., the assumption is made that each data point is independent of the others) is Cohen's d 

(Cohen, 1988). The effect size is computed by dividing the difference between the baseline 

and intervention phase means by the standard deviation of the baseline phase. This 

approach has also been widely used for single-case research (Busk & Serlin, 1992; Glass, 

1976) in parent and family intervention research (Carlson & Christenson, 2005), and was 

the method chosen for the current study~ This method overlaps considerably with the 

MBLR method mentioned ab6ve but it additionally takes into account the variance of the 

observations, not just their mean difference. 

Thus, the effect size used in the current study is expressed in the following fonnula: 

M intervention - M baseline 

Po.') = ---,-..:....-.----­

SD baseline 

Where 

f? ?
/}{fX- - (2.: X) ­

SD=/ -­
N (N - 1) 

However in circumstances where the standard deviation of baseline cannot be computed 

due to the lack of variance during the baseline phase, an aggregate measure of the 

standard deviation is recommended by pooling the data from baseline and intervention 

phases (Busk & Serlin, 1992). The ES used in this situation is expressed by: 

/v! intervcntion- ivI baseline 

• 
ES = -------­
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• Separate effect sizes evaluating the change in target behavior at home were 

computed for each child who showed a statistically significant (-test value between 

baseline and intervention observations (see Table 6). Effect sizes were not calculated for 

children \\hose I-tests were not significant. The advantage of using an effect size 

measure is that effect size can be interpreted as standard deviation units expressed in z-

scores (Gresham & Nodi, 1993). In the current study, effect sizes are negative when 

there has been a reduction in the target behavior (e.g., noncompliance, hitting, swearing) 

and the effect sizes are positive when there has been an increase in a specific behavior 

(e.g., social interactions). According to Cohen (1988), effect sizes can be labelled as 

"'small" effect sizes if d =. 20, "medium" if d falls around at or above d = .50 and "high" 

if d fei! at .80 or above. 

The results of the I-test are presented in the first four columns of Table 6. The 

second column presents the t-statistic, followed by the number of observations for that 

particular child and the p value olthe I-statistic. Sixteen out orthe 22 students (73%) 

had statistically significant {-tests, meaning that there was a significant difference 

between the baseline observations and the corresponding number of observations prior at 

the end of the postintervention period. 

The second 10:::! column ofToble 6 ShO'NS the effect size calculated for each child 

with a significant I-test and the last column shows the effect size label according to 

Cohen's criteria. As can be seen, for many participants, effect sizes show large 

• • 1 b 1 • .... -; l' . . 1 • ,. 1 

• 
Improvements 111 tne -enavlOr trom oasellne to mterventlOn pl1ases. Accordmg to tnc 

criteria, 14 out of all 22 students (64%) showed large effect sizes (d fell at .80 or above), 

and were therefore considered to have sh 0 \1'. 11 significant improvements in their 

behaviors from baseline to intervention phases. Furthermore, lout of 22 students (4.5%) 
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• demonstrated moderate improvements and only 1 student showed a minimal degree of 

improvement. Figures 1 to 22 shows data for the baseline and intervention phase 

presented graphically for each child The effect si;;:e is not provided for children for 

whom the! \'alue was not significant at p < ,05, 

• 
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• Table 6 

Significance Test and Effect sizes o/Target Behaviors and their Label according to 
Cohen's (1988) Class{{;cation 

Child I value Number of I) value Effect Size Labelled 
obser\/atiollS 

1 2.50 7 .047 - 1.0812 High 
2 1.53 8 .170 

3.24 	 7 .018 - 1.1621 High 
3.21 	 8 .015 - .9977 High 
5.61 	 8 .001 - 1.5029 High 
3.09 	 20 .006 - 1.0944 High 

14 <: ,001 - 1.8060 High 
10.75 	 21 <.001 - 1.7720 High 

n 	 ./ nn1 
-; 5.98 21 ........... \J\) 1 - 1.0537 High 


n/1110 2.34 11 .v"t 1 .7436 Medium 
11 2.58 17 .020 - .4296 Small 
12 0.89 7 .407 
13 4.77 14 <.001 - 1.1886 High 
14 1 0.00 6 < .001 - 3.6742 High 
15 11.50 5 <.001 - 3.6610 High 
16 8.10 18 <.001 - 1.0268 High 
17 2.21 6 .078 
18 4.00 5 .016 - 2.3935 High 
19 -4.36 15 .001 1.2403 High 
20 -2.00 ,) 

"I .184 
n ,.,c21 -U.J.J 26 .729 

22 1.43 16 .173 

Note: Effect sizes are indicated only for children for whom t-test values were significant 
atp < .05 . 

• 
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Figure 4: Child 4's noncompliant behavior (ie, tantrum 
or walking away) 
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ES = -1.5029 [High] 

Figure 5: Child 5's swearing, narne calling or verbal 
out lashes 
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Figure 6: Child 6's noncompliant behavior (i.e., not 

Dad\, Observations following directions) • 
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• 	
Baseline Intervention 
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Figure 7: Child 1's defiant behavior (i.e., verbal 
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Figure 9: Child 9'5 noncompliant behavior (i.e., not 
Daily Observations listening) 
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Figure 10: Child I O's noncompliant behavior (Le., 
Daily Ob~crvations tantrums> 5 minutes) 
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Figure II: Child 11'5 inappropriate behavior 

Daily Observations outside the home (i.c .. yells at ot1ler children. 
moaning loudly, whining) 
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Figure 12: Child 12'5 verbal aggression 
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• Year 2 

Baseline Intervention 
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Figure 13: Child \3's defiant behavior (e.g., taking 
sibling's belongings) 
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, Figure 14: Child 14's noncompliant behavior
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Figure 16: Child 16's noncompliant behavior (i.e., 
puts lingers back in mouth within 2 minutes asked 
to t~k" tbpm Ollt) 
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• Year 3 

Baseline Inten'ention 
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Figure 18: Incidence of Child 18 saying "Yeah 
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Figure 20: Child 20's assertiveness (e.g., not 
allowing friends to take away toys from him) 
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Figure 21: Child 21 's non-compliant behavior (i,e" 
not listening) 
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Figure 22: ChiJd 22's non-compliant b~havior (i.e" 

• 
Dally Observat Ions tantruming) 
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• Ollestio/1 2 

Will parent and child participation in the intervention program have a positive 

impact on parent-child interactions (e.g., more praise, fewer critical statements, more 

cnrnpl ~ ancc) f~-on-, prctrcatirlcnt to pos1trcatnlcnl? 

To address this question. t\>\IO strategies were used. First change scores were 

calculated on the DPICS variables previously specified and the percentage of participants 

showing improvements were tallied (see Table 7). Second, the pre- and postintervention 

~core~ \\ere analyzed via {-tests to delerrnin·:.: \\l;ether there \.vere significant changes in 

the frcquenc; or behaviors from pre- to poslintec\cl1tion. 

Change score analysis/or parent variahles. For the Praise variable, preintervention 

scores (frequency of parents' uSe of Praise) were subtracted from the postinterventiol1 

scores (fi'equency of parents' use of Praise). As can be seen in the results presented in 

Table 7, the majority of parents. approximately 85%, showed an increase in the frequency 

of Praise from pre intervention levels to postintervention levels during videotaped 

observations in play \,;vith their children. i\l)proxirnateiy 15~/o of parents si1o\\led a 

decrease in the frequency of Praise from preintervention levels to poslintervention levels 

during videotaped observations of play with their children, 

For the use of Critical Statements, the postintervention score was subtracted from 

the preintervention score. /\pproxin1ately 54~/o of parents sho\ved a decrease i11 the 

frequency of their use of Critical Statements from pre- intervention to postintervention. 

Approximately 38% of parents did not exhibit any change in their use of Critical 

Statements from preintervention to postintervention. Eight percent of parents showed an 

• increase in their use of Critical Statements from preintervention to postintervention . 
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• Table 7 

Percentage ofParents Showing Change in the Frequency ofDPICS Observed Parent and 
Child Variables/ollowing Intervention. 

DPIes Improvement No change Deterioration 

Paren! Hlriahles 

Praise 84.6 0 15.4 

Critical Statements 53.8 38.5 7.7 

1 C" A ,"," 1No-Opportunity 61.5 I "' ,,+ L_1. I 

Commands 

Warnings {\ 
v 100 0 

Grandma's Rule 0 100 0 

Child variables 

Total Deviance 53.8 30.8 15.4 

C0111pliance 53.8 0 46.2 

Noncompliance 53.8 7.7 38.5 

Note. N= 13 . 

• 
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For the use of No-Opportunity Commands, the postintervention score was• subtracted from the preintervention score. Approximately 62% of parents showed a 

decrease in the freQuency ofthcir usc 0fl'~()-()nn()rtllnitv Commands fron1 nrcintcrvcntion 
;. ..' l i.. ..' .i. 

to postintervention. Approximately 15% c f parents did not exhibit any change in their use 

ofNo-Opportunity Commands from preintervention to postintervention. Approximately 

23% of parents showed an increase in the frequency of their use ofNo-OpportWlity 

Com11l:'lnds from preintervention to postintervention. 

For the use of Warnings and Grandma' s Rule commands, the postintervention 

score was subtracted from the preintervention score. An absence of observed incidences 

ill tIle parents -, use of \Varllillgs or Gralldll1a ~ s Rule COll1111allds eitller ill tIle 

pre intervention or postintervention phase, resuited in a value of zero for all of the parents. 

Change score analys';s for the child variables. To examine whether participation in 

the consultation intervention program would reduce children's deviant behavior and 

increase children's comnliant behavior. chanrre scores were calculated for each of the 
.1' 'v 

three child variables observed: Total Deviance. Compliance, and Noncompliance. 

For the child's Total Deviance behavior. including behaviors such as, whining, 

crying, yelling, and destructive actions, approximately 54% of children showed a decrease 

in the frequency of their deviant behavior from preintervention to postintervention. 

Approximately 31 % of children did not exhibit any change in the frequency of deviant 

behavior from preintervention to postintervention. Approximately 15% of children 

1 J' • 1 ~ J • . . .fh" bi ~ snoweu an ll1crease 111 tne lrequency 0 11 en ueViant e laVWf trom premterventwn to 

postintervention 

For the child's compliant behavior (Compliance). the preintervention score was 

• subtracted from the postintervention score. Approximately 54% of children showed an 
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• increase in the frequency of their compliant behavior from preintervention to 

postintervention, whereas 46% of children showed a decrease in the frequency of their 

cOillpliant beha\Tlor from preintcrvcntion to postintcf\/cntion. 

For the child's noncompliant behavior (Noncompliance), the postintervention 

score was subtracted from the preintervention score. Approximately 54% ofchildren 

showed a decrease in the fi:equency of their noncompliant behavior from pre intervention 

to pnstintervention. Approxi111(lteJy 8% of chi loren did not exhibit any change in the 

frequency of their non-compl iant behavior from preintervention to postintervention. 

Approximately 38% of children showed an increase in the frequency of their 

11011C0111piiu11t be11uv'ior frOil1 preillterve11tioll to postillterve11tioll. 

T-test anaiyses on the parent and child variahles. To determine whether the 

consultation intervention program had a significant impact on the observed frequency of 

behavior of parents and children during the videotaped interactions, a series of paired t-

tests ,A/ere performed 011 the pre- and postintervention scores. 

Table 8 presents the average values for the parent and child variables pre- and 

postintervention. There were no observed incidences of Warnings and Grandma's Rules 

commands either in the pre- or postintervention period. Although these two variables 

\A/ere inch.,ded in Table 8_ no !-test c!!1alyses were performed. As can be seen in Table 8, 

apart from the variable of Compliance, all other variables show·ed a change in the 

hypothesized direction between pre- and postintervention. 

r 1 - ('" T'l' . 1 • 1 • ,1 • • r: 1 • rot'" •

lor tne parents use 01 rralse, {-test analyses ll1UlCaLea a slgnmcant Clllierence il1 

the fi-equency of this behavior from the pre- to the postintervention period (t (12) = -2.76; 

• 
J7 = .017). The postintervention means showed that parents increased the frequency of 

Praise given to their children compared to the preintervention period. 
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• For the parents' use of Critical Statements, f-test analyses did not indicate a 

significant difference from pre- to postintervention in the frequency of Critical Statements 

(: (12) ~ 1.S2 .. ]? == .Oc)4)~, I'Jo-Opportunit).T Cornrnands (t (12) ~ 1.76~j'? == .104). Franl pre-

to postintervention I-test analyses did not indicate a significant difference in the frequency 

of child deviance (t (12) = 1.56~ P= .144), child Compliance from pre- to postintervention 

(I (12) = 0.36,p = .725), and child Noncompliance from pre- to postintervention (t (12) = 

0,21, p = ,835) . 

• 
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• Table 8 

Average Mean Values/or the Observed Frequency ojDPICS Variables/or Parents and 
Child at Pre- and Postintervention. 

Preintervcntion Postintcrvcntion 

Parent variables 

Praise 10.23* 14.08* 

Critical Statements 1.23 0.38 

1 ,1 r'"' 1::l'~u-(!pport1)nit; COI1irnands _:>, ! ..' 1.~O 

Total Deviance 5.92 4.23 

Compliance 20.23 19.15 

Noncompliance 6.31 6.08 

Nole. N = 13. *This pair of means is significantly different at p < .05 . 

• 
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• Questiol7 3 

Will there be an association between parent adjustment (i.e., depressive 

syrnrtnnlatology~ parent stress) and If8rent-child ~ntcractions (c.g.~ praise, critical 

statements. compliance) from preintervention to postintervention? 

Two sets of correlations were perfonned in order to address this question. The first 

set of correlations were performed between parent adjustment measures (Beck Depression 

Inventnry <lnc1 the Pilren1;n~ ~tress Tndex) ,mc] the pmenl and child variables of the DPTC~ 

at preintervention. The second set of correlations \·vere performed betvveen parent 

adjustment measures (Beck Depression Inventory and the Parenting Stress Index) and the 

parent U11d child ,,!ariables of tlle DF'IC:S at postinterve11tioll. 

Preinlervention correlations. Results on the preintenention scores are presented 

in Table 9 for the parent adjustment measures (Beck Depression Inventory and the 

Parenting Stress Index) and the parent-child interaction measures (DPIeS). As indicated 

in the previous section., there \:vere no ObSCf\ied 1 ncidences in rJarents" usc of "Jv'arning,s 

or Grandma's Rule commands; thus, there was no variance and con'elations could not be 

computed. Significant correlations are indicated by an asterix. 

Higher levels of parent depressive symptomatology were associated with lower 

levels of the observed frequency of parent use of Praise at preintervention. Parent stress 

levels \\jere not significantly correlated with the quality of parent-child interactions at 

pre intervention. As can be seen in Table 9, other con'elations between variables such as 

No-Opportunity Commands were not statistically significant. 

• 
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• Table 9 

Pearson's correlations between scores on the depression (ED!) and the parenting stress scales 
(PSI) and scores on the DP!CS at preinlerventiol1. 

BD! a PSI h 

DPICS Subscales BDT PD c P-CDI d DC e 

Parent variables 

Praise -.81 * -.63 -.13 .14 

P = .050 p = .132 P = .778 p = .769 


Critical Statements .49 .63 .20 -.67 

p = .326 17=·127 P = .664 17 = .097 


7<::' 7/il'Jo-opportunity Comn1ands . -' ." -.09 -.62( 

P = .089 p = .059 p = .849 p = .137 

Child variables 

Total Deviance .31 .02 .36 .44 

p = .556 p = .974 p = .420 p = .317 


Compliance -.10 .20 .44 -.22 

p = .R56 17 = .674 17 = .321 p = .631 


Noncompliance .76 .60 .02 -.10 

p = .077 17=·151 P = .967 p = .825 


Note. a N = 6. b N = 7. C Parental Distress. d Parent-Child Dysfunctional Interaction. e Difficult 
Child. 
*p < .0) . 

• 
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• The results in Table 10 indicate that there 'vas a positive correlation betYl/cen the scores 

on the Parental Distress scale of the PSI and the children's observed Total Deviance (i.e. sum of 

the fi'equency of crying, whining, noncompliance) at postintervention, Interestingly, this 

correlation 'vas close to zero at preinter,'ention. Depressive symptomatology in parents was not 

signifi.cantly correlated with the quality of parent-child interactions at postintervention . 

• 
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Table 10• Pearson's correlations belll'een scores on the depression (ED!) and the parenting stress "cales 
(PSI) and scores on the DPICS at post intervention 

BDI a 

r......-... C
DPlCS Subscaies BDI YIJ P-CDI d DC e 

Parent variables 

Praise -.70 -.11 .14 .47 
p==.I23 p == .858 p == .822 p == .422 

Critical Statements NA r. NAt NAt NAt 

i'Jo-Opportunity.C0111nlands .... 30 N./\. 
t NAt NAt 

p = .559 

Child variables 

)'"'T ota 1 Deviance ._J .88* .63 -.32 

P == .657 p == .051 p == .258 p = .597 


Compliance -.51 .08 .25 .68 

P = .299 jJ = .893 p = .679 p = .208 


Noncompliance .31 .36 .09 -.34 

p = .545 P = .552 p = .887 p= 577 


Note: a N = 6. b N = 5. C Parental Distress. d Parent-Child Dvsfunctional Interaction. e Difficult 
Child. r Not Applicable: con·elation could not be computed due to a lack of variance in at least 
one of t11e variables. 
*17 < .05 . 

• 
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• Question -I 

Will there be an association between depressive symptomatology in parents, children's 

externalizing. behavior problems, and children's social competency at baseline and following 

participHtiOll in the intervention program? 

This question was measured by the following instruments: CBCL, SSRS, and BDI. A 

series of correlations were performed between the parent's score on the BDI and 

Externalizing domain score of the CnCL and the Problem Behavior subscales score on the 

SSRS. Two sets of correlations were performed.rhe first set of correlations was performed 

\vith scores collected prior to the consultation intervention program. and the second set of 

correlations was performed with the second set of scores collected following participation in 

the consultation intervention program (see Tables 11 and j 2). Results on the preintervention 

:-;cOJCS showed no statistically significant correlatiuns between the parents' scores on the BDI 

and the Externalizing scales of the CBCL or Problem Behavior subscales of the SSRS at pre-

or postintervention. 

\Vi]] there be an association between parent stress lewIs, children's externalizing 

behavior problems, and children's social competency at baseline and following participation 

in lht: inlt:rvt:ntion program? 

This question was measured by the following instruments: CBCL SSRS. and PSI. A 

series of correlations were performed between the parent's score on the PSI and Externalizing 

domain score of the CBCL and the Problem Behavior subscales score on the SSRS. Two sets 

of correlations \vere calculated. T\\/o sets of correiations \Vere calculated. The first set of 

• correlations was calculated with scores collected prior to the consultation intervention 

program. and the second set of correlations was performed \vith the second set of scores 
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• 	 collected follovving participation in the consultation intervention program (see Tables 11 and 

12). Results on the pre intervention scores indicated that there were no statistically significant 

correiations between the parents' scores on the PSI and the Externalizing scaies of the eBeL 

nr the Pr<:~blem Behavior subscales of the SSRS at preintervention. However, parent stress on 

the Difficult Child subscale of the PSI was positively correlated with parenfs perception of 

their child having problem behaviors. as measured by the SSRS. The other two scales of the 

PSI, Parental Distress and Parent-Child Dysiunctional Interaction were not significantly 

correlated with any other subscales orthe CBeL or SSRS . 

• 
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• Table 11 


Pearson's correlations between scores on the BD!, PSI CBCL and SSRS at preintervention. 


BDI a 

P-CDI d DC e 

CBCL Scales 

Externalizing -.27 -.24 -.21 -.23 

P = .395 P = .438 p = .491 p = .445 


SSRS scales 

Social Skills .31 .53 .24 -.05 

J7 == .323 p = .062 P = .430 f/ 

f1 == Q71
.u I ~ 

Problem Behaviors -.38 -.36 -.22 .07 

p = .225 p = .231 p = .477 p = .826 


Note. aN = 12. b N = 13. C Parental Distress. d Parent-Child Dysfunctional Interaction. e Difficult 
Child. 
*p < .05 . 

• 
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• Table 12 


Pearson's correlation behl'een scores on the BDI, PSI, CBCL and SSRS at postinterventiol1. 


BDI a PSI b 

P-CDI d DC e 

CBeL scales 

Externalizing .12 .27 .22 .60 
t:'~""p ---" .710 p-=- .446 P - ...}.).) p = .064 

SSRS scales 

Social Skills -.36 -.08 -AI -048 
12",",­1) = .257 Fl' == .VJ.,/ P = .238 p = .158 


Problem Behaviors .31 .50 .23 .69* 

p = .331 p=.141 p = .523 p= .029 


Note. a N = 12. b N = 10. c Parent~l Distress. d Parent-Child Dysfunctional Interaction. e Difficult 

Child. 

':'p < .05 . 


• 
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• Chapter 5 

Discussion 

The purpose of this study was to evaluate the efficacy of problem-solving consultation 

and videotape therapy for parents of children with developmental delays and externalizing 

behavior difficulties. A primary 9bjective of the study was to ascertain \vhether participation in 

the intervention program would result in an improvement in target behaviors that were 

identified by parents as problematic at the assessment phase. A second goal of the study was to 

examine more complex relationships betvveen parent-child interactions, parent adjustment, and 

children's externalizing behavior problems. 

The next section will focus on a discussion of the following areas (a) children's targeted 

behavior problems, (b) parent-child interactions, and (c) the relationship between parent 

adjustment (i.e~, paj"ent stress and depressive symptomatology) and parent-child interactions. 

An examination of the limitations of the study, directions for future research, and implications 

for mental health providers will follow. 

In the present study, the majority of children (73%) demonstrated a significant 

improvement in externalizing behavior problems according to parent observations of the 

fre4uency oflarget behaviors al pre- and posureatment. The remaining six childr~n show~d a 

change in the frequency of their target behavior in the desired direction. These results provide 

support for previous research documenting the effectiveness of problem-solving consultation 

(Gull. 2005; Kratochwill et aL 2003; Sheridan. Clarke, Koehe, & Edwards. 2006; Sheridan. 

Eagle, & Doll, 2006), and \:idcotapc therapy (Reid ct a!., 2007; \Xiebster-Stratton et aI., 2004) in 

• the remediation of behavior problems among typieaily developing children. More imponantly, 

the findings are consistent with results of the fevv investigations that have examined the benefits 
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• of this combined intervention among children with developmental delays and behavior 

problems (Illsley & Sladeczek, 2001; Viola & Sladeczek. 2002). The reduction of children's 

targeted behavior problems can be understood within the social-ecological framework that 

guides consultation research and practice (e.g .. Bronfenbrenner, 1979). This perspective views 

child's behaviors as embedded within the context of their environment (e.g., home, school, and 

community), thus relationships between individuals in these settings are considered mutual and 

interdependent. following the tenets of social-ecological theory, the four phaSeS ofthe 

problem-solving format used in this study prOVIded a highly individualized assessment and 

intervention plan in collaboration with parents to promote positive behavior change in children. 

Parents were active participants in selecting target behaviors, establishing goals, implementing 

an agreed--upon intervention plan~ ccdlt'cting data 10 rnonitor the intervention effectiveness, and 

pmblem-solving as necessary to address additional needs (Sheridan et aL 2006). 

Consistent with the ecological approach underlying problem-solving consultation. 

researchers have shown that children demonstrate greater behavioral gains when interventions 

are applied across j,oth the home and school setting (\lI/ilkinson. 2005). Evidence for the 

effectiveness of interventions that are offered conjointly has been conveyed by the findings of 

Webster-Stratton's videotape therapy program. In a study with at-risk children, greater 

improvemenlS in eXlernalizing behavior probiems were evidenced among children in the parent 

and teacher condition in comparison with classroom intervention alone (Reid et al.. 2007). In 

this study. similar behavioral improvements were demonstrated in children's classroom 

behavior (Karagiannakis, Sladeczek, Madden, & Saros, 2004). 

• • L' ' ., , .". , , , • '(' 1 .• 1 r-
i\/lcaSUrcs 01. Cl1llCrcn S DcnaV10r prOblC111S \\:Tcrc otJtalllCCl Trom illtL.tlple sources or 

• 
information. In addition to the recorded frequency of target behaviors at home, parents 

completed standardized behavioral checklists that measured externalizing behavior problems 
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• and social competency at pre- and postintervention. Webster-Stratton has consistently reported 

significant behavioral improvements on the CBCL following videotape therapy (c.g., Reid et 

aI., 2007; Webster-Stratton & Hammond, 1997; Webster-Stratton et aI., 2001). Contrary to 

expect8t iolls b8sed on her findings, the children in this study did not evidence significant 

changes in their behavior on these outcome measures. One explanation for this finding is 

related to sample differences characterized by the diagnosed developmental disabiHties of the 

children in this study in comparison with the lypically devdoping children in Webster­

Stratton's research programs. As measurcs of behavioral change. the CBCL and SSRS may not 

have hecn sensitive enough to detect small improvements in the children's behavior. 

Developmental delays are often accompanied by a myriad of social-emotional and 

behavioral difficulties (Baker el ai., 2002; Feldn1an et al., 2000; Larson et aI., 2001). Tllese 

delays are represented by deficits in the development of adaptive skills such as self-direction, 

social skills. and academic progress (Larson et aL 2001). Given the numerous areas of 

functioning affected by developmental disabilities, it is possible that some difficulties persisted 

beyond those which 'Nere targeted by parents prior to the intervention. Furthermore, 

developmental disabilities are characterized by deficits in cognitive functioning which impede 

learning potential. In the present study children may have required a longer duration of training 

Lo integraLe lhe skills provided by Lhe 12-week, once-a-week inlervention program. An 

extended training period may have resulted in significant generalized behavioral improvement 

on standardized rating scales. The present study indicated that following pariicipation in the 

intervention program, children showed a significant reduction in the externalizing behavior 

• 
etTectiveness of the combined consultation and videotape therapy process. A second area of 
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• exarninatinll in this stud: . .,' extended beyond the focus of children"s behavior prohlems to the 

more complex relationship between parent and child interactions. 

Parent-Child inleractions 

Snc~8i-learn1ng and ecologicai theories conceptuCl!ize parent and child behavior as 

mutually influential and interactive (Bronfenhrenner. 1979: Patterson et al.. 1992). Prohlem­

solving consultation researchers emphasize the importance of this relationship by involving 

,. l' b' . , , . '. . , . . (S' 'dl'parents mfel:t y m enaVlOfal evalUatwn, mlervenlwn plannmg, ana mlerventlOn nen an et 

examine intervention efficacy. In contrast. 'vVehster-Stratton's research on videotape therapy 

has consistently examined parent-child interactions with respect to behaviors such as praise, 

criticisll1, nonco111pliance, and c0l11plia11ce as 111casures of treatn1.C11t OUtC0111C (\~lebster-Strattol1 

)~- H;:;mmnnn 1qcn· Rpid pj;:;1 ')nnT) Thp nrp,pnt ,tildv p,nlnrpd ,hI" imn;:;rt nftl1P -- ---.---------~ . ., - ... :: ------ -- ----- -- _. /. r------- ------./ ---r-----· ---- ----1---- --- ---­

intervention program on the quality of parent-child interactions through an analysis of direct 

observations at pre- and postintervention using a IS-minute, semi-structured play observation. 

l\ range of positive Zlud 11egati've parent and child behaVIors \vas evaluated during the three S~ 

minute intervals of parent directed play, child directed play, and clean-up (e.g., praise, critical 

statements, compliance, tantrums). Based on Webstcr-Stratton's extensive research on 

videolape therapy with behaviorally difficult, typically devdoping children, it was expected 

.1, ; 1 1"1 1 tIl " - • . '. ,. .. 11 • 
UidL paJt:lIl:::i allu l:IillUrell WULlIU lleIIIOll~lralt: all lllL:ft:ast: III PUSlll \Ie 1l1ll:TaUtlJ1lS IlJlIOWlllg 

participation in the intervention program. 

In this study parents were observed to demonstrate significantly more frequent use of 

praise at posttreatn1el1t than at pretreatnlel1t. These findings are only partially COllsistent \vith 

positive parenting behavior such aspraise, appropriate limit setting, and significant reductions • 



• in critical parenting \vere associated 'v'vith heha\:joral inlprovenlents in children~ such as less 

noncompliance (Reid et al.. 2007; Webster-Stratton et aL 2004; Webster-Stratton & 

Hammond, 1997). In the current study, gains in positive parenting were not associated with an 

increased frequency of chiidren -s compiiance during observed i!1teractions with parents 

following intervention. Children"s target hehavior problems significantly improved on 

measures of daily recorded frequency data though these changes were not reflected during the 

brief observation period. It is expected that parent" s increaseu use of praise was related to these 

suggests that parents acquired skills to relate more positively to their children, thus generalizing 

a key component of Webster-Stratton' s training program. 

Pare11ts often use il1effective 111etll0ds of discipline such as criticizing and yellil1g \Vhe11 

thpir chilr1;·Pll >1rf' llnil('nmn1i>1nt (\Vph,tf'r-Str>lttnil /& Tbrnmnnrl 1qqT\ P>1ttf'r,nll f't >11 (1 qq')l------ ----~-.---- ---- ----------1--------,,· ------ -.-------- -- --._----------"? -- - -/" - ---------- _. ~.-. ,-- --/ 

described a coercive process by which children learn to avoid parental criticism through 

negative behavior that leads to aversive parenting resulting in cyclical behavior problems. This 

pattern \:vas idel1titied il1 a 111eta...al1alysis of 47 studies investigating the associatiol1 betvveen 

parental caregiving and externalizing behavior problems in children (Rothbaum & Weisz. 

1994). Caregiving qualities such as approval, absence of coercive control, guidance" and 

motivational strategies were negalively correlated with children"s externalizing behavior. In 

,1' ,1 ,1 l' • , 1 ,. (~. 1 ,1 ,1 , 1 

lillS SlLiUY pdlelliS Sliuweu ciil llicredse III liie llelfueilCY lji pIdlse dllU lllefe Wd:-i <:1 LrellU lUWdJUS 

using fewer critical statements even though their children's observed compliance did not 

statistically improve during these observed interactions. 

The nature of the i11C8.SUre used to eyalu::lte parent-child interactions in the present study 

child-outcome measures collected over an extended period of time, in comparison with • 
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• observational data that were collected during t'vvo scheduled sessions at baseline and 

intervention phases of the program. The formal setting in which the observations were 

conducted (e.g., a playroom at a university laboratory), was likely a difficuit transition for the 

chiidren as it was unfamiiiar environment. In \Vebster-Stratton's studies (e.g., Reid et ai., 2007) 

parent-child interactions were evaluated with a home observation rating. Children were 

observed interacting with their parents at home and asked to engage in their normal routine 

rather than assigned structured intervals of time with their children, as was the case in this 

children's behavior. In addition, a control group with typically developing children may have 

led to more definitive results regarding parent-child interactions. 

B'-i conc.ep.tualizil1g pare11t~c11ild i11teractio11S as n1utuall~.)i reciprocal alld il1terdene11dc11t,.J ...... _'. .L 

pcnlnuic>ll thpm'v nrnvirlp;;: >l h>l;;:i;;: [''')1" fllrthpr p;(n1.'j'>ltinn nfthp n>lrpnt-chilrll"phtinn;;:hin Thp-----·0----- ------./ r-- .----- --.--- .--- --------- ---r---------- --. ---. r------- ------- --------------r- ---.~-

association between parent adjustment and parent-child interactions exemplifies the influence 

that family members have on each other's behavior and will be discussed in the next section. 

jJC.lrcnl-chi/c/ inlerclctions {'ll1d parent (l((iustnlcnl 

There is a considerable body of research indicating that parents of children with 

developmental delays and behavior difficulties experience compromised adjustment. The most 

commonly idt:lllifit:d problt:ms among tht:st: part:nls art: t:kvalt:d strt:ss (Bakt:r t:l ai., 2002; 

T T , • 0 -rt. 1 '" 1"'\1"'\'" T 1 lOT T , • "1"'\1"'.0'\ 1 1 • ,,1 I"T"'\ 1 , 

IldSLJIIgS <X DeCK., L\J\J"t; LIlJyU OG lldSllligS, LUUi", dliU uepn::SSive SYIllPlUllldlOIUgy \DilK.er I:l 

aL 2005: Feldman et al.. 2000). 

Depres."dve symptomatology and parent-child interactions. Researchers have shovvn that 

• 
;In'':!lnn{'rl.:-~(~ l'""..n~pl"'lf,--' '~n'p 1(-~<..:'--· 1~1'{.31'f in nrn,ri(~(-... rllll-(llrino '--1nrl ri?.:q,"plnl1 I..'trnnn nncit-i"p hnnr~C' "f~1h 
,-·~>--, ...~!"·t--"·< ........_. j-''--~-'--_~;''J .. ~~ ..... '-~--':-' '~~'-""",.;' "-v' t---:.·v' ~ ~"-o .... "-~--~-"- --'-~' X~'b" ':..;-'-~"-~ ...... .,.... ~ 1;"..-,-~.t-' ..... '" ......-' ... ~b r'--"·~~·1'-L' ..... L-'''j~~''''''''~) " ... ,-~-,-

hehaviorally difficult children (Reid et al.. 2007). In turn. negative parenting practices such as 
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• 	 harsh and ineffective discipline. 'and nonresponsive parenting behaviors. have been identified as 

risk factors for antisocial tendencies and social skills deficits in children (Baydar et aI., 2003). 

Family coping theorists (e.g., Patterson, 1982) proposed that the effects of maternal depression 

on children' s behavior are cumulative; depression leads to negative perceptions of child 

behavior, followed hy increased criticism and commands, and resulting in heightened levels of 

child deviance. In the present study, there was an inverse relationship between depressive 

- , , 1- ,.. 1 '1 1 • • • • S 'fi 'Isymptomatotogy ana tne 4ua lty 01 parent-cm u mleractlOns at premterventlOn. peCllcal y, 

l1igbcr lc Yv'cls of parent dcprcssi,,·~c SYiilptoll1atolog:r-' \\.'·crc associated \vitll1o"vcr l.c·vcls of parent 

praise. This finding is consistent with previous investigations that have shown an association 

between depressive symptomatology and less positive parenting hehavior (Elgar et aI., 2003; 

Floyd L~ Phillippe, 1993; Langrock et aL, 2002). 

salient association between depressive symptomatology and parent-child interactions. Prior to 

participation in the intervention program the majority of parents did not exhibit clinically 

ele\'ated Ie"vets of depressive syn1pto111atology'l vvith the exception oft\vo parents \v110 reported 

experiencing mild depression. Following participation in the intervention program all parents 

scored within the minimal to mild range (i.e., below the clinical cut-off for depression), with 

lht:: t::xct::plion of one part::nt who scort::d within the mild range. The nature of tht:: educational 
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adjustment than commonly identified among porenls vvith similar life circumstances. The 

specialized school provided individualized instruction with a low student-teacher ratio and on­

. . .... .. . " 

Site support serVices (c.g./ SOCIal \\rorkcr:)~ l)sycilClogl 
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parents with professional suppOli, availabil ity of specialized therapy for their child, a long-tem1 

http:Dt:lI.er


• educational progran1 fron1 the age of 4 to 2l~ and vocational training including outreach 

programs to prepare them for the transition to adulthood. 

Social and professional support has been instrumental in alleviating the burden of care 

associated \vitb parenting a child with disahilities ~Fox et a1.. 20(2), while child care-giving 

demands and parent perceptions of limited time resources have heen identified as strong 

predictors of depression (Hermann & Marcenko. 1997). Furthermore, ernic, Friedrich, and 

Greenberg, (1983) proposed that family stress due Lo a child's disability is influenced by 

ccologjcal resources such as social support. In the present stud)-~ dcprc.ssi,,-c synlptoInatolog): 

may have been mediated hy social support and the professional resources provided by the 

specialized school that their children attended. 

.. 1 1 ," ( ... ,1 ,1 • 1 '" ," • 1 1 ".. ,,1 • 1/\. secane cnaraClcrISIlC or Inc parents '\~/rllcn ClSI1l1guIsncCl tnen1 Iron1 parel1ts at nlgner 

to severe depression than mothers living with a partner due to the extra stress of caring for a 

child with disabilities (Feldman et aI., 2000; Olsson & Hwang, 2001). The majority of parents 

of parents in this study \vere 111arl'led (72{!/o)~ and theretore tnarital status may have ser"red as a 

mediating variable to buffer the effects of depression. Definitive statements regarding 

depressive symptomatology are not possible given the correlational nature of the data analyses. 

However, researchers have reported differenliai ralings of depression ranging from clinically 

• • i.... " ••(-,' I r .... 1· 1 1 ().., 1 1 (",,..,, AA'"'"I '\ A 1 
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examination of the complex nature of depressive symtpomatology with multiple measures of 

parent depression may have provided additional information regarding this variable. Lastly, a 

control group \\'ould ha\'e helped to ascertain the influence of 111ediating v-ariables (e.g., 

• 
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• parents. 

Purent stress und purent-child interactions. Eievated stress has been identified as a 

Conl!110n characteristic 1n parents of children Y\i1th developnlentai de1ays and beha'J!or prohlems 

due to the increased care-giving demands associated with managing challenging hehaviors 

(Baker et al.. 2001. 2003). Consistent with these findings, 70% of parents in the current study 

t:xhibiLt:u dinically dt:vaLt:u slrt:ss kvds prior to parlicipaLing in Lilt: inLt:rvt:ntiol1 program. Tht: 

pritjiary SGLirCC ofstrcss arnong parents ~\'~v-as i'elated to perceptions of their C11ild"s difficult 

behavior. followed hy stress in relation to the qual ity of the interactions with their child. 

Following participation in the intervention program, there was a reduction in all sources of 

stress rneasured bjT the parent stress scale \-x/itll the exception of stress deri'ved fron1 parent-c11ild 

1ntpr;1c'1"lc't11, (p (j thr rhild nnp, nnt 111F:pt thp n~rpnt'l, PxllPct::1tlnn,) Thp i11::1inritv nfn::1T"pnt, 
--------------- \-'O'~ ---- ------- ------ ---- ------ ---- 1-------- - ---r-----------/- ---- ----:.1----./ -- r------- ­

continued to evidence stress levels which were in the clinically significant range. The presence 

of persistent stress among parents of children with developmental disabilities and behavior 

problen1s iollo\'ving tamily intervention llas been pre\liously dOClunented ..For excunple, in an 

intervention program designed to increase parenting skills, decrease child-behavior problems, 

and reduce parent stress, Robelis et aI. (2006) found that changes in parent stress were quite 

limited in spite oi'improvements in <.;hi1drl;;n' s behavior and increased positive parenting. Lloyd 

Cl TT " l'"'\AACl'\. • 1,1 • C' " ,1 (-" r 1 '11 
OG na:-;uflg:-; I,L\J\Ji'l) eXaIJllIIeU Lfle liaLure OJ pareIIL :-;ue:-;:-; alIJUJlg lllULIJerS UJ a group UJ CIlliurell 

with intellectual disabilities (i.e. Down's syndrome, Autism, Developmental delays, Cerebral 

Palsy). Among the psychological variables assessed, only acceptance was negatively associated 

. . . • . • • • . ••• • • • • 1 ~

V/ltl1 Blatcrnai stress and depreSSion;. aVOIdant coping and ll1111dtuil1ess \vere 110t assocIated \Vltl1 
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• Tn the current study~ there \i\,:ere no significant associations hetvv'een parent stress and 

parent-child interactions at the preintervention phase of the program. FoIIowing intervention 

elevated parent stress in relation to children's difficult behavior was significantly related to 

parent ratings of children· s problenl behavior. It is .possible that fo1iov./ing intervention parents 

continued to experience stress due to a greater aVvareness of the chronic nature of their child's 

disability and accompanying behavior problems. This is supported by previous researchers who 

have identified behavior problems as generating more stress among parents than the functional 

Gray. Taffe, Tonge, Sweeny, & Einfeld, 2006). Due to the correlational nature of the analyses 

it is not possible to determine causality, and the small sample size further constrained the 

interpretation of the COl1·clational data. Hovv'e\ler, the association e'videl1cea betyveen parent 

,1TP"~ ;:1nrl n7lrpnt--r,hiln 1ntpi·~('tinn, nn1nt, tn thp nepr. fnl' fnrthpr In\/p,ti o::1tlni1 nf thi"-----.-- ._---- r------- ------- --------------- ;------- -- ---- -._-_P --- --p-~---- ---, ----0------- -- ----­

relationship. 

Researchers have implicated stress as a precursor to the development of depression. 

\\iebster--Stratton and Han11TIOnd (19gg~ 1 Y90) found t11at elevated l11aterl1al stress yvas a 

predictor of depression, and stress contributed significantly to parental reports of child deviance 

(Webster-Stratton & Hammond, 1990). Highly stressed parents have relatively poor outcomes 

[or imervention such as fewer gains in pm-enling skilis (Baker el ai., 1991), all of which 

~ • 1 ,. 1 , ,1' , r 1 l' ,. 1 1 • " , • 
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Conclusion 

The diagnosis of developmental delays is characterized by functional limitations in 

. . .. - .. . - - .. . . , . -- . - I - , ~ ~ ~

sC'v'craI i113Jor lIte actr'/ltlcs suell as selt-dlrection, seft-care, ana language (Larson et at, 2GUl) . 

• normative tasks that are typically associated with parenting. There are stressors related to 



• chronic hurden of care. concerns regarding the child's capacity for future independence and 

autonomy, an increased need to develop social networks and community resources, 

repercussions related to social stigma, and negotiating care-taking tasks within the family 

(Baker el aL. 2002: Eisenho\ver et ai., 2005: Feldman et aL 2000; Fenning et a1.. 2007: Fox et 

aI., 2002; Hastings & Reck, 2004; Herring et aI., 2006; Hudson et aI., 2003). 

In the absence of behavior problems, parenting challenges can be met with an increased 

st:nst: of pUl-pOSt: and Loit:ranl:t:, family unity and clost:ness, t:xpanded personal and sOl:ial 

complex interaction between biological and environmental factors (Feldman et al., 2000), 

children with developmental delays are at an increased risk for developing behavioral and 

social-enl0tional difficulties (E.ITlersol1, 2003; Roberts et al.~ 2006). Researc11ers l1ave s11o\vn 

implications for children, parents. and educators (Baker et aI.. 2002; Paczkowski & Baker, 
. , 

2007; Tonge, 1999). In the absenceofinterventiori, early-onset behavior problems often 

increase in se\"erity~ resulting in ditticulties .that per~_~ist throughout the lite span (En1erson~ 

2003; Feldman, Hancock, Rielly, Minnes, & Cairns, 2000; Hebeli, 2000; Hellings & 

Schroeder, 1999). Children \vith developmental delays and their families have traditionally not 

bttn a focus of lh~ rt:starch in family inlt:rvt:11lion lilt:raLur~, and lhtse families remain 

I " 1 1 1 1 [" 1 1 • , 1 , 1 • • , 1 • ,1
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health care and educational systems (Baker ct 31.. 2002; Roberts et al., 2003; Tonge, 1999). 

The present investigation was initiated to further our knowledge of child and parent 

functioning, to expand on the Iirnitcd 1nter'lcntion literatllfC currently available, and to pro\ride 

• 
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remediated children's targeted externalizing behavior problems and thereby underscores the 
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• effectivreness of the strllctllred four-phase process that is central to prohlem-solving 

consultation (Sheridan et aI., 2006). Through an analysis of problem behavior, the development 

of an intervention plan, and careful monitoring of the behavior, all of the children in this study 

improved with respect to target behaviors. The comprehensive nature of the consultation 

process. the active involvement of parents, and the application of the intervention across home 

and school contributed to the reduction of target behavior problems. 

1 . 1 l' 1" b"l' bl I h b . fl' 11Crmaren s extemanzmg e laVlOr pro ems were eva uakG on l e aSlS a mu lip e-

data recorded by parents. the standardized rating scales did not reflect considerable changes in 

children's problematic behavior. Children with developmental delays present numerous 

1 1 • 1 1 • 1 • • 1 1 1 IT'""'" 1 , 11 "r'\ A .-... d 'h .. '.' 1" 1 
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Webster-Stratton's research, standardized rating scales consistently reflected behavioral gains 

following intervention with typically developing children rather than children with 

developnlentul delays. In SUnl., the in.ter\lention IJrogran1 V"ras successfui in ren1ediating targeted 

behavior problems; ho\vever, information obtained from the remaining outcome measures 

showed limited results. The implications of these findings suggest that behavioral difficulties 

amung I.:hikiren wiLh ueveiupmenlal uelays are more e11edively evaluaLeu anu remeuialeu by 
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solving consultation than the group format of videotape therapy (e.g .. individualized 

intervention planning vs. group social skills training). 

'fhc rcIatiol1ship~-; bct\~..ccn childrcn·s externalizing bchayior problc111s, parcnt­
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second area of examination in the present study. The nature of the relationship betvveen 
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• 	 parenting and children's behavioral difficulties is complex and influenced by hoth parent 

characteristics and child characteristics (Coplan, Bowker, & Cooper, 2003). Parents of children 

with deveiopmentai deiays evidence a heightened risk for adjustment probiems which are 

associated \'\ith the presence of ci1iidrens- behavioral problems (Baker et aL 2005: Feldman et 

aL, 2(00). Conversely. children with developmental delays are at an increased risk for social-

emotional and behavioral problems which are beyond the functional limitations associated with 

lhe diagnosis (Baker el al., 2005; Paczkowski & Baker, 2007). 

skills such as praise at preintervention. not (it poslinlcrvention. This finding \\as confirmed by 

previous investigators linking depressive symptomatology in parents of children with 

Gc'..-"el0pnlcntal delays and bcha'/lor IJroblen1s vlith din1inished parenting skills (Feld111al1 et a!., 

Patterson (1982) explained that the presence of a disability generates challenges that expend 

tamily resources. These etTorts weaken the family's capacity to engage in positive behavior due 

increase in child behavior problems, and child behavior problems escalate parenting stress 

(Baker et al.. 2001. 2003: Coplan. Boker. & Cooper. 2003; Friedrich. Wilturner. & Cohen, 

1985). In lht: cUlTt:nl sLmiy, part:nls uemonsLraLt:d a significanL improvement in lht: [re4.ut:ncy 

r' 1.1. (1 , 1" 1 l' , 1 r 1" 1 • ' '- ., 

01 prciise a[]u Llle largeleu eXierllali/,liig fJeriliVJOr prU[ilerllS OJ ClJIIUrefl were sigrIJlICliJlUY 

reduced. 

Problem-solving consultation and videotape therapy have independently shown to be 

cffccti\IC intcf\!Cntions for prolTIoting parel1t skills and alnelioratl11g bcha\;'ior probiel11s i11 

and videotape therapy for families with developmentally delayed children. Preliminary studies• 
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• have shown that this intervention has been beneficial for parents and children (Sladeczek et a!., 

2002; Viola & Sladeczek, 2002). The findings of the current study are promising and highlight 

the clinical benelits of implementing this approach with a special needs population. 

[.,ifni/fi! /(}rl,~ 

This study extends beyond the focus of consultation and videotape therapy intervention 

literature by addressing thc relationship between parent-child interactions and parent 

adjustment among families with dually diagnosed special needs children. The uniqueness of the 

interyention model is a strength of the present study. however there are some limitations that 

are \vorth1' of mention. 

Conducting the clinical research required extensive time, staffing. and financial 

resources. Each family \vas provided \'lith an individualized intervention program involving 

several weekly hours of combined telephone contacts. parent-teacher meetings, and parent 

group sessions. The sample size was relatively small as a consequence of the professional time 

and resources that were required to provide services to each family and further reduced by the 

nurnber of respondents \'vho did not c0111plete the nleasures at post-intervention. This resulted in 

fewer data sets for parents and the interpretation of results was effected by missing data. 

Furihermore. the small sample size reduced the statistical power of the quantitative data 

anaiyses, particularly the resuits lhal were obtained from the correlational data. 

The majority of participants in this study were fi'om two-parent Caucasian families 

which limited the generalizability ofresults to diverse cultures. The interactions between 

family dynamics and culture have been addressed by Cole through consultation research with 

• to enlist the paIiicipation oj' fathers in the intervention program, over half of the respondents 

were mothers and therefore the findings represent a more limited sample. Follow-up data were 
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• 	 not nbtoined and it \vas therefore not possible to e)~amine the long-term maintenance of gains or 

changes in child and parent behavior after the intervention program was terminated. Children 

with developmental delays have detlcits in several areas of functioning, including learning 

potential (Roberts et aL 2006) ..A.lthough parents ctnd children demonstrated behavioral gains 

following the intervention, it is plausible that a longer period of training time may have resulted 

in more significant changes for children and parents. Webster-Stratton's 12-week training 

program was designed for typically developing children with behavior problems rather than 

children with developmental delays. Inconsistent vvitil Webster-Stratton's research (Reid et al.. 

2007: Webster-Stratton et a1., 2001), improvement in child target behaviors were not reflected 

on specific outcome measures such as standardized rating scales (CBCL and SSRS). It is likely 

thaI these measures w'ere not sensitive enough to identify small behavioral changes within the 

three-month period that approximated the time between baseline and postintervention. 

Parent adjustment was examined on the basis of information obtained from self-repOli 

measures with single instruments (e.g., BDl and short form PSI) rather than multiple measures. 

An association between parent stress and child behavior problems was evidenced following 

intervention rather than prior to intervention. A consideration of major life changes, marital 

satisfaction, and extended family and community support (Feldman et aI., 2000; Glidden & 

Schoolcraft, 2003; Htrring tt a!., 2006; Olsson & Hwang, 2001; Pelchat tt ai., 1999) would 

contrihute to a more comprehensive assessment of parent adjustment and parent-child behavior. 

Continued effo11s should be focussed towards an ecological understanding of the complex 

relationship between parent adjustment and child behavior problems. Parent-child interactions 

\vere assessed by information obtained from the DPIeS during tvv"O observation periods at pre­

• and postintervention. In addition to structured observations. multiple observations in a 

naturalistic setting (e.g., home) of longer duration may have yielded a wider spectrum of 
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• parent~child interactions permitting a more informed analysis of intervention effects (e.g" Reid 

et al.. 2007). 

Direclionsj()r Future Research 

Despite the high prevalence of social-e1T!otional problems among children 'hith 

developmental delays, relatively little is known about this dual diagnosis (Baker et aL 2005; 

Paczkowski & Baker, 2007). Moreover, family functioning in this population has been 

understood within the context of literature which has targeted families with typically 

deveioping children (Fenning et aL 2007). In view of the unique challenges experienced by 

parents and their children, future research is needed to more fully explore family functioning 

(e.g., replication of results, long term follow~up). 

Parent-adjustment is compromised in families with developmentaily delayed children 

\7vben behavior problems are present. Although parent stress decreased following participation 

in the intervention program. significantly elevated stress levels persisted in relation to children's 

behavior problems. The results underscore the merits of expanding research efforts to examine 

parenl-Ztdjustnlent 1110re closely· (e.g. 111ultiple rncasures ofparent-adjustn1ent~ the effects of 

social support). Parent stress is difficult to treat even when targeted as a focus of intervention 

(Hastings & Beck, 2004). Future research should cyaluate the benefits ofmulti~element family 

intervention that include: stress reducLion, marital therapy, and problem-solving consultation. 

It is necessary to rcmediate hehavior problems on rdcrral to mental health 

professionals. In the absence of intervention. early~onset behavior problems often increase in 

severity, resulting in difficulties that persist throughout the life span (Emerson, 2003; Feldman, 
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• Ho\vever. preventing behavior problems from escalating through early identification is an 

important area for future research. Feldman et a1. (2000) identified two-year-old children with 
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• signs of increased risk for behavior problems. Increased risk was associated with family 

characteristics such as burden of care, maternal depression, financial stress, and family 

dishclrmony. Efforts to reduce the severity ofhehavioral difficulties among children with 

developmental delays can be accomplished through identifying these families prior to referral. 

Huebner and Gilman (2003) contended that there has been a trend in clinical practice to 

focus primarily on pathology rather than mental health, and that certain aspects of family 

functioning (e.g .. spirituality, cohesiveness) may heip to cope with life stressors. Additional 

factors included a sense of optimism (Baker ct al.. 20(5), and the presence of adequate social 

support networks such as a supportive partner. social support and professional help (Suarez & 

Baker, 1997). Investigations which equaily.t:epresent fathers and mothers are warranted in view 

of the high prevalence of single parent families and the increasingly participatory or primary 

role of fathers in parenting (Feldman et aL 2000). Fathers and mothers have been shown to 

respond differentially to the stress associated with parenting a child with developmental delays. 

For eX~l!Tlple. fGthers reported a greater sense of \\'el1~being than lTIothers irrespective of 

whether or not their child had developmental delays (Baker et aL 2005). Further research to 

identify factors that mediate stress and improve psychological well-being in mothers and 

fathers would assist us to eSLablish inlervention goals which faciliLate coping and adjustment 

among parents. 

Parent stress levels at postintervention. and the persistence of children's behavior 

problems that were not directly addressed during the 12 week intervention program were 

indicative of the need to pro'vide parents \vith on-going specialized rnental heaith services to 

• c1Tecti vel)' manage their chi Idren· s behavior problems. Developing comprehensive and 

effective intervention programs which target the remediation of behavioral and social­
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• emotional problems, promote positive parenting, and improve parent-adjustment are a priority 

for mental-health care providers. 

, , 

implications/or Health-Care Providers 

Parent involvement in the education of students w"ith developmental disabilities has 

become an integral component of service d~livery through participation, information sharing 

and parent training (Knowlton & Mulanax, 2001; Sheridan & Gutkin, 2000). Children with 

behavior problems present a major challenge for school psychologists, educators, and health-

care providers in terms of assuring educational, social-emotionaL and behavioral needs in the 

least restrictive environment. Behavior support plans are implemented through functional 

behavior assessment according to educational policies across North America (IDEA, 1997) 

ho\,,:eveL there are no dear guideiines to quaiify the meaning of a valid assessment plan 

(Sabourin-Ward & Erchul, 2006). This study offers health-care providers with specific 

guidelines to implement a functional analysis of behavior. a behavioral assessment plan, and a 

comprehensive intervention program for parents and children with developmental delays and 

beh<T\!ior problen1s. The goals of education are to in1pro,le students~ social-elTIotional and 

academic competence, lessen stigmatization of students with disabilities, and ultimately lead to 

greater acceptance of individuals with disabilities in the community (Andrews & Lupart, 1993; 

Sheridan & Gutkin, 2000). School psychologists can assist wilh dt:veloping necessary 

community support services through an integrative consultation model that coordinates 

involvement bet\veen home and school. and long-range planning, hO\vever they are often faced 

with the role of crisis intervention (Cole, 1997)" The consultation process empowers parents, 
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• Turnbull and Ruef (1996) interviewed families to identify aspects of service delivery 

that parents perceived helpful for improving family functioning and coping with the on-going 

chailenges of raising a child with developmentai delays. The key components of service 

deli-, cry \\ere incorporated in the present study. rhey included a functional assessment of 

problem behaviors (e.g .. understanding the antecedents and consequences of problem 

behavior), a multi-component support approach (e.g., structuring home routines. enhancing 

communication), and positive behavioral management teclmiques in nonteclmicallanguage 

(e.g.~ \,ideotapes that denl0nstrate parent skii!~). 

This study exemplifies the clinical value oJ'working closely with parents to remediate 

specific behavior problems with empirical methods (e.g .. assessing the frequency of behavior 

through collecting baseline data, observing behaviorai changes during the intervention phase 

and monitoring improvement throughout the intervention). Collaborating with parents and 

carefully monitoring progress increases the likelihood of achieving successful outcomes while 

ensuring accountability and treatment integrity (Carlson. & Christenson, 2005). 

C~onsiSlcnt \\-,itl1 an ecological sy~;lerns perspccli\'e (Bronfenbrenner'l 1979) is the 'vie'\;­

that the experience of one family member can have an impact on the whole family system, just 

as families can be influenced by the larger macrosystem (e.g., school and community). In this 

study there was a reduction in child behavior problems along with more positive parenting 

hehavior. This study supports the findings of previous researchers who have indicated that 

parents of children with behavioral difficulties and developmental delays experience significant 

adjustment problems, such as stress (Baker et aL 2002: Eisenhovver et al., 2005). Although 

parents reported considerabiy iess stress foliowing intervention, these parents continued to 

• experience stress in relalion to their child's difficult behavior even with the resources available 

in the milieu of a specialized school, The focus of mental health professionals needs to expand 
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• beyond child outcome to the family system and to address parent adjustment as an intervention 

objective (e.g .. developing constructive coping strategies. utilizing a supportive social 

network). Previous researchers have identified the effectiveness of psychological variables such 

as acceptance in comparison '.-vitb other strategies such as avoidant coping and mindfulness in 

reducing maternal stress and depression (Lloyd & Hastings. 2008). It is important to continue 

to fine tune clinical interventions to target specific coping strategies that may be of benefit to 

parents. 

In school settings. teacher-only consultation has commonly been the focus of 

intervention for children with behavior problems (Egan. Zlomke. & Bush. 1993; Dunson. 

Hughes. & Jackson. 1994; Wilkinson. 1997). However, teachers, parents, and children 

rlPll'()'l<;tl'at·p'--'.. 0.1.OTeatp!,.. _'A 'oel,pfit·s ur'11el'l n ;1't·.I. ...,1..
p'·1(Pl1t1011 1<:.u "ffeI'PQ' t11rOL'(T'11lb a rOl'lP"P],PI1<:;ve.1.'\0,.''-.1'"'' A...J.l. apnrnQcll1~_' ... ,-,1_ _' ..t'lw'AA .1.'- '- ~.....,,, ,.,..1,,-.1. ....., .. .I,.... _'.a. ...... V'-i. 

(Reid et al.. 2007). Consultation bridges the gap between home and school by addressing 

behavior problems across mUltiple settings, creating links between teachers and parents. and 

combining resources. Such collaboration increases the likelihood of generalizing gains. 

consistency~ and continuity' (\'iilkinson" 2005). This study resu1ted il1 a reductioi1 of children~s 

behavior problems, and an increase in positive parenting, thereby demonstrating the value of 

using problem-solving consultation within community settings. 

In sum, problem-solving consultation is an effective, highly individualized intervention 

that fosters collahoration among parents and teachers, When comhined with videotape therapy 

this intervention approach is a beneficial service delivery method for health-care providers 

working with teachers, parents, and children with behavior problems and developmental delays . 

• 
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• Appendix A: Background Questionnaire 


• 




, 
f;. 

BACKGROUND QUESTIONNAIRE 

FAMILY DATA ~2.'.";.:.'l.·~z: , J Child's Name: _______________---'­
Birth Date: ____________ Age: ______ 
 Sex (circle): 
MF 
Home Address: ________________ Tel:-.J..-C_----I.) 

Person filling out this form (circle): Mother Father Other (Specify): ___________ 


Mother's name: _______________ Age: Education:____ 


Occupation:,__________ Tel (work): (_-J-)______ 
Father's name: Age: Education:______ 

Occupation: Tel (work): (_-J-)______ 

Other's name): ____________ Age: Education:______ 
Occupation: Tel (work): (_-J-)______ 
Relationship to the child: ____________ 

Marital status of parents:-:--_~-------:'-:-:-::---:-------:---------
If separated or divorced, how old was your childe when the separation occuITed:_________ 


eij List all people living in your household: 
;
J 

Name Relationship to the child Age 

1 
1 	 How would you describe your child's relationship with you, your spouse, and your other children? 
.I 

,~i 

1 	 -------------------------------------- ­
i 
.~ 	 Primary language spoken in the home: _______________ 

Other languages spoken in the home: _____________ 
Any significant changes at home in the last year?: ___________________ 



''''''~'~ 

"' .........•.•. '.. 
~l~ 

; 

i 
~ 
.{ 

EDUCATIONAL HISTORY 


Name of current school/School Board: __________________ Current Grade: 

ITst all previous school attended (if applicable): 
School:__________________ When: _____________ 

School: When: _____________ 

School: When: _____________ 

School: When: _____________ 


Place a check next to any educational problems that your child currently exhibits. 

Has difficulty with: readin~ arithmetic:_ speIIing:__ writing: __ 

Has difficulty with other subjects (please list): ____________________ 


Does not like school:-:--:--:--~-_:_ 

Is your child in a special education class? _ 

ffyes,whattypeofclass?~__~:--_____________________ 

Has your child been held back a grade? 

If yes, what grade and why? ___________________________ 

Has your child ever received special tutoring or therapy in school? . 

If yes, please describe? _____________________________ 


SOCIAL AND BEHAVIORAL CHECKLIST 

Place a check next to any behavior or problem that your child currently exhibits. 

__.Has difficulty with speech ___ Has frequent tantrums. 
__Has difficulty with hearing ___ Has frequent nightmares 
__Has difficulty with language ___ Has trouble sleeping (describe) __ 

__Has difficulty with vision 
___. Has difficulty with coordination ___ Rocks back and forth 
__Prefers to be alone ___ Bangs head 
__Does not get along with siblings ___ Holds breath 
__Is aggressive ___ Eats poorly 
__Is shy or timid ___ Is stubborn 
__Is more interested in things than people ___ Has poor bowel movements 
__Engages in dangerous or self-injurious behavior ___ Is much too active 

___ Gives up easily 
__Has Special fears, habits, mannerisms -::-::-:_-:- Is clumsy 

___ Wets bed 
__.Has blank spells ___Bites nails 
__Is impulsive ___ Sucks Thumb 
__.Has daredevil behavior ___ Other (describe): ____ 

DEVELOPMEANTAL MILESTONES 
The following is a list of infant behaviors. Please indicate the age at which your child demonstrated each 
behavior. If you are uncertain about the age, place a ? beside the age. If you do not remember the age, place 
a? next to the item. 
,_Showed a response to mother ___ Rolled over ___ Sat alone 
_Crawled ___ Walked alone ___ Spoke first words 
_Put several words together ___ Dressed self ___ Toilet trained 
_Stayed dry at night ___ Fed self ___ Rode tricycle 



------------------------------------------

DEVELOPMENTAL mSTORY 

Prenatal: How many pregnancies?_ For this child, which pregnancy was it? _____Full-term or 
Premature - .,
Is this child adopted? If yes, when? ___________ 
Medical issues during the pregnancy? If yes, please specify: __-------­

, f 
~\, 

Complications during labor or delivery? ____If yes, please specify: __________ 

Child's health at birth? Breathing problems, need for oxygen, jaundice, medications, hospitalizations, 
feeding or sleeping difficulties, other (specify): ____________________ 

Child's current health: Any significant illnesses? ____________________ 

Does the family have a pediatrician, ifyes, who? _____________________ 

Any major accidents? _______________~---___:__::_-----------
Is your child currently on any medication? If yes, please specify type and dosage. ________ 

MEDICAL HISTORY 

Place a check next to any illness or condition that your child has had. When you check an item, also note 
the approximate date of the illness; " . ' 

Measles _ High Fever Severe headache ________ 
German Measles Convulsions _ Difficulty Concentrating~____ 

_ Mumps_______ _ Allergies________ _ Memory problems ____ 

_ Chicken Pox __------ _ Hay Fever ____ __Broken Bones ______ 

_ Whooping Cough ___ _ Head Injuries ___ _Visual Problems,________ 

_ Diphtheria______ _ Paralysis________ Loss of consciousness___ 

t --scarlet Fever_____ Asthma-:---:--____ Extreme tiredness/weakness ____j _Meningitis______ Tuberculosis,____ _Rheumatic Fever________ 
I­I _Encephalitis________ Dizziness----- _ Bone/joint disease ____ 
1­
~ _Fainting spells____ Heart disease____ __Ezema or hives ________ 
1_Cancer_______ Diabetes________ __Bleeding problems____ 
,,'-i 
l-Anemia,_______ laundice________ _ High blood pressure ____ 

1J!epatitis______ _Ear infections,____________________ 
J_Hospitalization______________________________~ 
> __Other: 

FAMILY MEDICAL HISTORY 
- Place a check next to any illness or condition that any member of the immediate family (sibling, aunts, 

oncles, cousins, grand-parents) has had. When you check an item, please note the member's relationship to 
the child. 



--

condition Relationship Condition Relationship 

__ Alcoholism ___Nervous/Psychological Problems, _____ 


--Cancer 	 ___Depression__________-
-Diabetes ___	Suicide Attempt"--__________ 

___Other____________Heart Trouble ------------- ­-
Thank you 


For taking the time to fill out this questionnaire 
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• Appendix B: DPIeS Data Recording Sheet 


• 




----------------
• DATA RECORDING SHEET 

Observer: 


Date: ________________ 


CDI 


PDI 


CLEAN.;.UP 


Parent Behaviors Total 

Labeled Praise 

Unlabeled Praise 

TOTAL PRAISE 
(Label ed/Unlabeled) 

Critical Statement 

No-Opportunity 

Warnings 

Grandma's Rule 

Direct Commands 

Indirect Commands 

TOTAL COMMANDS 
(DirectlIndirect) 

-

Participant #: _______ 

Child Behaviors Total 
Responded to Ignored 

Whine 

Cry 

Yell 

Smart 

Talk 


Physical 

Negative 


TOTAL CBlLD DEVIANCE 

(Whine/CryN ell/Smart TalkIPhysical 

Negative) 

Noncompliance 

(Child's Response to Commands) 


Compliance 

(Child's Response to Commands) 


• 


http:CLEAN.;.UP
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• Appendix C: Ethics Approval CertifIcate 
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McGill 'University - Faculty of Education
• Research Ethics Board 

ETIDCS REVIEW - AMENDMENT REQUEST FORM 


This fonn can be used to submit any changes/updates to be made to your currently approved research project. 

Explain what these. changes are, and attach any relevant documentation that has been revised. Significant 

changes that have ethical implications must be reviewed and approved by the REB before they can be 

implemented. This form is also to be used for indicating changes to funding and personnel. 


REB File#: ____________________________ 

Project Tide: Problem Solving Consultation for Children with Developmental Delays 
Principal Investigator: Niki Saros 

DepartmcntlPhoueiEmaiI: Department ofEducational and Counselling Psychology (514) 488-1968 
nikisS@videotron.ca 

Faculty Supervisor (for student PI): Dr. Ingrid Sladeczek 

This study is part ofa larger study being conducted by Dr. Ingrid Sladeczek and her students from the 

Behavioral Consultation u.boratory:at McGi1l University. The larger study entitled conjoint Behavioral 

Consultation and Group Videotape therapy for Children with Developmental Disabilities has received approval 

from the McGill University Ethics Committee in 1999. The methodology of the proposed research project 

remains the same as the research project that received approval in 1999. However, two additional measures will 

be added. The Parenting Stress Index (PSI; Abidin, 1995) and the Beck Depression Inventory (SOl-II; Beck, 

Steer, & Brown, ] 996). The PSI is a self-report measure designed to assess parenting stress for parents of 

children 12 years ofyounger. The total questionnaire consists of36 items which are rated on a likert scale (1= 
Strongly Disagree, 2=Disagree, 3= Not Sure, 4= Agree, 5=Strongly Agree). The BD! is a 21 item self­
administered measure designed to evaluate the severity ofdepression in adults and adolescents. Items are rated 
on a 4 point scale ranging from 0-3 in terms of severity of symptoms. Respondents are asked to rate items based 
on how they have been feeling during the past 2 weeks. . 

Principal Investigator Signature: _J-=-_.-<h~_.._!...--_______ Date: Nor~~~ZcoS 

Faculty Supervisor Signature: .b~~ C. ~ Date: '1~ It; 267/J..r­
(for student PI) 


For Administrative Use 

V Expedited Review Full Review 

, -.0hiS amendment request has bee~roVed, _ ( 

Signature ofREB Chaid designate: "'t (~ Date: l)..IZ. C G z..ccS 
~ ) 

• Submit to Carole Grossman, Education Ethics Coordinator, Education Bldg., rm 230, tel:398-7039 fax:398-J527 

(version January/OS) 

O'J'r/ 

mailto:nikisS@videotron.ca


&lcGJu. UNlVERSJ n 

• 
MCGILL UNIVERSITY RECEIVED 

FACULTY OF EDUCATION AUG 1 11999 
Fet;iJIt)I of EducatlO/l 

CERTJFICATE OF ETHICAL ACCEPTABILITY FOR Dean's Office 
FUNDED AND NON FUNDED RESEARCH INVOLVING HUMANS 

The Faculty of Education Ethics Review Committee consists of 6 members appointed by the Faculty of Education Nomine 
appointed member from the community and the Associate Dean (Academic Programs, Graduate Studies and Research) v 
Ethics Review Board. 

The undersigned consrdereci the application for certification of the ethical acceptability of the project entitled: 


Conjoint Behavioural Consyltation and Group Videotape Therapy for Children wth Developmental Disabilities 


as proposed by: 


Applicant's Name Ingrid E. Sradeczek,. Ph.D. Supervisor's Name _________ 


Applicant's Signature , .Inyti( f 4td-,1( b Supervisor's Signature ________ 

.1 

Degree I Program I Course ______ Granting Ageocy __________ 

The application is considered to be: 

A Full Review • An Expedited Review _-'X'::o.-______ 


A Renewal for an Approved Project ___ A Departmental Level Review ~--;-:::::--:-:-==--:­
Signature of Chair, Designate 

The review committee considers the research procedures and practices as explained by the applicant in this application, t 
ethical grounds. 

1. Prof. Evelyn Lusthaus 4. Prof. Lise Winer 
Department of Educational and Counselling Depart nt of Second Language Education 
Psychology 

Signature I date 

2. Prof. John Leide 5. Prof. Claudja Mitchell 
Graduate School of Ubrary and Information Dep ent of Educational Studies 
Studies 1-~~n . , 
Signature I date 

3, Prof. Margaret Downey 
Department of Physical Education 

6. Prof. Kevin McDonough 

Depa~t of u ure ~ in EdlJcatiO~ • 7/7l' 
Signature I date 

7. Member of the Community - To be determined 

Signature J date 

Mary H. Maguire Ph. D. 
Chair of the Faculty of Education Ethics Review Committee , 

• 
Associate Dean (Academic Programs, Graduate Studies anSi Re5ear~ 
Faculty of Education, Room 230 ~ ( 
Tel: (514) 398-703912183 Fax: (514} 398·1527 VI/c...c:.--c.~ 

I Sign re I date .' 
Revised May, 1995 '/. 

eRn: I. L Qn uer ~7 
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• Appendix D: Consent Form 


• 




PARENT CONSENT FOR PARTICIPATION 


• Dear Parent. 


The purpose ofth1s document is to review the responsibilities of the parent(s) participating in the Parent­

Teacher Intervention Project. The project is designed to assist parents and teachers who have specific 
behavioural concerns \vith children at home or in the classroom. The project is specifically designed to 
serve children w·ith behaviour problems 

This program is being conducted by Dr. Ingrid Sladeczek and a group of advanced graduate students in 
School Psychology. from the Department of Educational and Counselling Psychology, at McGill 
University. The research has received approval from the McGill University Ethics Committee and 
invcd'ies minimal risk to pmiicipants. 

The specific goals of the project are: (a) to provide consultation services to parents and teachers, thereby 
encouraging a cooperative problem-solving venture between the two; (b) to work collaboratively with 
parents and teachers to address specific behavioural difficulties of children; and (c) to implement an 
effective behavioural program to remediate the difficulties exhibited by the children. Participating 
parents will be asked to assist in program implementation at various levels. Among the responsibilities 
of the parents are the following. 

1. 	 Assist in monitoring your child's progress by completing questionnaires, prior to and at the 
conclusion of treatment. This will require approximately an hour and a half of your time. 

Meet with the consultant to discuss your child's inclusion in the program, review the program 
procedures in greater detail. 

3. 	 l\1eet yvith other parents and a consultant for weekly sessions wherein a video-based program serves 
as a vehicle for discussion of dealing effectively with children's problem behaviours. More 
specifically, the program includes handouts and nine videocassettes divided into four programs: (1) 
Play, (2) Praise and Rewards, (3) Effective Limit Setting, and (4) Handling Misbehaviour. The 
handouts contain a summary of points to remember, while the videotapes illustrate essential child 
management concepts by displaying brief scenes of parents interacting with children in various 
situations. Parents should have access to a VCR to facilitate the treatment program. 

If you agree to participate. please sign the attached form. Parents should be aware that not all children 
nominated for services will qualify. However, all who qualify will receive services, but some at a later 
date. If you have any questions regarding the project, please contact one of our consultants at (514) 398­
4908. 

Sincerely, 

Ingrid Sladeczek. Ph.D. 
Project Director 

• 




• 	 PARENT CONSENT FOR PARTICIPATION 

Ingrid E. Sladeczek, Project Director 

I acknowledge being informed to my satisfaction of the goals, benefits, risks, and procedures of the 
Parent-Teacher Intervention Project. It is my understanding that the procedures will involve: 

1. 	 Interviews and meetings with myself, the consultant, and my child's teacher(s); 

! 	 The completion of various questionnaires prior and following treatment to provide information 
about my child's progress and my involvement in the treatment program; 

3. 	 The teaching of skills using a videotape program that contains four main techniques including: (a) 
Play, (b) Praise and Rewards, (c) EtIective Limit Setting, and (d) Handling Misbehaviour; 

4. 	 Having access to a VCR to facilitate involvement in treatment implementation 

I understand that confidentiality of my child's identity is assured, and will not be reported in any formal 
discussion or publication of the project. I also understand that my child or myself may withdraw from 
the program at any time without penalty to my child or me. 

Child's Name 

Parent Signature 	 Date 

AudioNideo Recording 

Audio or video recordings are made of the sessions with the consultant. The recordings are used 

for training and research purposes. It is my understanding that the recordings and the information 

therein, shall be held in strict confidence. It is further understood that the tapes will be erased as 

soon as their usefulness for research or supervision purposes is completed. 


I have read and had explained to me the above description of video-taping and audio-taping that 

might occur during the sessions with the consultant. I give my consent for recording of the 

sessions. 


Signature ofteacher 	 Date 

• 
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• Child Sample 

Child 1 
The target behavior for this chid was noncompliant behavior (i.e., refusing to get off the bus). 

His difficulty with transitions extended 10 foilowing routines such as getting dressed in the 

morning and leaving for school on time. He was diagnosed with adaptive deficits in 

comlllunication skills, specifically, oral language, functional academics, and self-care skills. He 

required visual cues to improve comprehension and to reduce tantrums and crying during daily 

living activities. 


Child 2 

The target behavior for this child vvas noncompliant behavior (i.e., not following directions). 

She demonstrated noncompliance when asked to take her medication and was observed to run 

away, tantrum, and cry. This child was diagnosed \\'ith seizure disorder and adaptive deficits in 

the areas of self-direction, self-care, home living skills. socialization, and functional academics. 


Child 3 

The target behavior for this child was noncomplianl behavior (i.e., not following directions). 

His behavior was increasingly noncompliant during unstructured periods oftime during which 

he would disturb siblings, and provoke arguments. His behaviors included spitting, swearing, 

and yelling. This child 'Nas diagnosed withADHD and adaptive deficits in functional 

academics, socialization, leisure skills. and communication. 


Child 4 

The target behavior for this child was noncompliant behavior (i.e., tantrums or walking away). 

She was unmotivated to complete homework. had difficulty with transitions (e.g., getting 

dressed and then brushing her teeth). Her appetite was poor and she often refused to eat. She 

was diagnosed \',ith epilepsy. encephalitis. and adaptive deficits in functional academics, home 

jiving. and seif-direction. 


Child 5 

The target behavior for this child was sV'\earing and name calling. He demonstrated impUlsive 

behavior, exposed his private parts, and was aggressive towards peers (i.e., hitting). He was 

diagnosed with ADHD and adaptive deficits in socialization, functional academics, community 

skills, home living, and self-direction. 


~b.ild Q 
The target behavior for this child was noncompliant behavior (i.e .. not following directions). 

He had difficulty interacting with peers (e.g .. taking turns and teasing). He required frequent 

repetition of instructions. He was diagnosed \vith ADHD and adaptive deficits in self-direction, 

socialization, functional academics, and home living skills. 


Ch.ild 7 

• 
The target behavior for this child was defiant behavior (i.e., verbal threats). He had difficulty 
follovving directions. interacting cooperatively with peers, and often talked to himself. He had 
adaptive deficits in functional academics, communication, and socialization. 
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• Child 8 
The target bchavior for this child was noncompliant behavior (i.e., outbursts, talking back). He 
demonstrated an inability to control his anger and frequently had temper tantrums, and weak 
expressive language skills to communicate his feelings. He had adaptive deficits in 
communication, socialization, selt'-'care, functional academics, and self-care. 

Child 9 
The target behavior for this child was noncompliant hehavior (i.e., not listening). She argued 
with her parents, demanded attention, and did not follow directions. She was diagnosed with 
(lllf:'rgies and had adaptive deficits in self-direction cOlTununity use, and functional academics. 

Child 10 
The target behavior for this child was noncompliant behavior (i.e., tantrums). She demonstrated 
behavior such as screaming. crying, tantrums, and was disruptive at home. She had difficulty 
concentrating and was unable to express her feeling vvhen angry. She had adaptive deficits in 
home-living. communication. flmctional academics. and socialization. 

Child] 1 
The target behavior for this child was inappropriate behavior outside the home (i.e., yelling at 
other children. moaning loudly. whining). She often had emotional outbursts. \vas easily 
frustrated, and bad difficulty completing basic routines at home. She had adaptive deficits in 
communication. socialization, self-direction. and functional academics. 

Child 12 
The tan!ct behavior for this child was verbal <If.'J!rcssion (i.e. swcarin£!:). He \vas argumentative

'- '-'I-.-~; "­

with his parents. used name caliing, and \vas unabie to follow basic routines in the absence of 
connict (e.g., brushing his teeth and getting dressed). He had adaptive deficits in home living, 
COil1!11Unication, functional academics. socialization. self-care. and self-direction. 

Child 13 
The target behavior for this child was defiant hehavior (i.e. t::1king siblings belongings). He 
stole food, had difficulty folllnving directions, and frequently teased his siblings. He had 
adaptive deficits in home-living, functional academics. and self-direction. 

Child 14 
The target behavior for this child was noncompliant behavior during toilet training. He 
demonstrated impulsivity and complained during completion oi' basic home routines such as 
dressing. He had deficits in home-living, self-care. self-direction. and functional academics. 

Child 1 S 
The target behavior for this child was inattentive behavior during homework. He required 
prompts to complete written \vork, yelled and screamed during homework completion, teased 

, I ., --1 d 1 1 l·.n- l' (. ,. d"l' ,.•• LT 

• 
(ltner C 1Uuren, an lac commumcatJOl1 Cllllcu!tles \I.e. SpOKe mau 10 y). riC was ciagnoseu --1 

with Tourette syndrome and had adaptive deficits in communication. socialization. functional 
academics, and self-direction. 
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• Child 16 
The target behavior for this child was noncompliance (i.e. putting fingcrs in his mouth). He 
frequently clapped inappropriately in the community. screamed on the metro. and had prolems 
foilovving a bedtime routine (i.e., stayed up late at night). He had deficits in home li\ing. self­
care. functional academics, and community use. 

Child 17 

The target behavior for this child was the amount of time required to go to bed. He stayed up 
past 10:30 pm nightly. He often provoked his siblings by taking their toys and destroying their 
property He had adaptive deficits in self-care. self-direction. home living. socialization, and 
functional academics. 

Cilild 18 
The target behavior for this child was the frequency of incidences of saying "yeah Mama" or 
~-be carefur-. This child had obsessive behaviors including verbal repetition., and touching light 
switches. He was aggressive towards his siblmgs at home (e.g .. hitting and swearing). He was 
diagnosed with Obsessive Compulsive Disorder and had adaptive deficits in home living. self­
care. self-direction. socialization. communication. and functional academics. 

Child 19 
The target behavior for this child 'Aas daily social interaction with his brother. He had difficulty 
engaging in associative play, sharing with peers. and often had temper tantrums (i.e. throwing 
toys). He had adaptive deficits in socialization, functional academics, self-care, and 
communication. 

Child 20 
The target behavior for this child was assertiveness (i.e.. not allowing friends to take toys away 
from him). He frequently demanded attention frol11 adults, had tantrums, and difficulty with 
peer relations. He had adaptive deficits in socialization .. functional academics. communication, 
and use of leisure time. 

Child 21 
The target behavior for this child was noncompliance (i.e., not listening). He had difficulty 
f~Jllowing routines at home. and required frequent repetition of instructions. He had adaptive 
deficits in home-living, socialization, self-care, and functional academics. 

Child 22 
The target behavior for this child was noncompliance (i.e., tantrums). He screamed, refused to 
wait his turn. hit siblings, and had difficulty verbally communicating his needs. He had 
adaptive deficits in functional academics, socialization, self-direction, and communication . 
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