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Abstract

The present study was an exploratory investigation ofthe efficacy and acceptability ofa

parent-teacher mediated intervention program for young boys demonstrating externalizing

behavior problems. A primary purpose ofthe study was to compare the efficacy ofthree

indirect models of service delivery: a highly individualized behavioral consultation model

(BC); group videotape therapy with minimal consultation (GVT); and a self-administered

videotape therapy (VT) program. A second purpose was to investigate the acceptability and

satisfaction with these programs as evaluated by parents. More specifically, the relationships

between treatment acceptability and outcome as weil as factors influencing parent treatment

acceptability were examined. Thirty preschool and elementary school children., their parents,

and teachers were assigned to one ofthree intervention conditions (BC, VT, and GVT). A

total of37 parents (29 mothers, 7 fathers, 1 grandmother) participated in the delivery of

intervention services over an 8 to 10 week period. An A-B research design was used to

analyze the effectiveness ofconsultation. Outcome variables included parent and teacher

ratings of social skills and problem behaviors as weil as direct observations. Results

indicated that children's target behaviors improved trom baseline to treatment in aIl three

intervention conditions. Pretest and posttest parent treatment acceptability was assessed via

rating scales, and at the end of the prograrn parents also completed a satisfaction

questionnaire. During the intervention phase, a brief semi-structured interview was used to

assess parental perceptions ofacceptability. High acceptability and satisfaction ratings were

reported by parents in all three intervention conditions. There was partial support indicating

a relationship between treatment effectiveness and acceptability but there was little evidence

of an association between parental perceptions ofproblem-solving skill, parenting

competence, and acceptability. The original contributions as weil as the implications of tbis

research are discussed.
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Résumé

Cette étude pilote avait pour but d'examiner l'efficacité de trois programmes d'intervention

indirect pour des garçons ayant des troubles de comportements, ainsi que l'attitude des

parents envers ces programmes. Premièrement, l'efficacité de trois modèles de service

indirect ont été comparés: un modèle très individualisé de la consultation de comportement

(BC}, la thérapie par vidéo avec visionnage individuel (VT)~ et la thérapie par vidéo avec

visionnage en groupe combinée avec la consultation de comportement (GVT). De plus,

cette étude avait pour but d'examiner l'attitude des parents et l'efficacité des programmes

ainsi que les facteurs influençant l'attitude des parents ont été examinés. Les parents et les

enseignants de 30 garçons d'âge préscolaire et primaire ayant des troubles de

comportements, furent assignés à un des trois modèles d'intervention (BC, VT, et GVT).

Trente-sept parents (29 mères, 7 pères, et 1 grand-mère) participèrent aux programmes

d'intervention pour une période de 8 à 10 semaines. Une méthode de recherche "A!B" a été

utilisée pour déterminer l'efficacité des trois différents modèles de consultation. Pour cette

étude, le progrès de chaque enfant de la phase pré-intervention à la phase post-intervention

face à son comportement ciblé, ses habilités sociales, et ses comportements externes furent

utilisés comme indices d'efficacité. Les résultats ont démontré refficacité de trois

programmes d'intervention. L'attitude des parents à été mesurée a l'aide de questionnaires

remplies à la phase pré-intervention ainsi que à la phase post-intervention. De plus, un bref

entrevue a été utilisé pour évaluer l'attitude hebdomadaire des parents. Les évidences

préliminaires démontrent un niveau élevé de satisfaction et de d'acceptation de la part des

parents pour les trois modèles de service indirect. L'hypothèse suggérant une relation entre

l'attitude des parents et l'efficacité des programmes a été partiellement appuyée. Les

résultats sont discutés et analysés en vue des implications pratiques et théoriques.
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CHAPTER 1

Introduction

Stalement ofthe PrQblem

Children with behaviQral difficulties are ofserious concem to parents and educators.

Prevalence rates cited in European, Australian, and North American studies indicate that

3 to 10% ofchildren exhibit serious and persistent conduct problems (Sholevar & Sholevar,

1995). Recent Canadian statistics indicate that up to 12% ofschool-aged children are in

need of special education services due to behavior problems that interfere with their

academic performance (Dworet & Rathgeber, 1996). Moreover, in Canada, children with

behavior problems are underserved across provincial systems ofeducation and receive less

attention than in the early 1980s (Dworet & Rathgeber, 1990). The situation is particularly

serious in Quebec where future cuts in professional support ta teachers and students are

anticipated despite the fact that tbis province has one ofhighest prevalence rates ofbehavior

problems in Canada (Dworet & Rathgeber, 1996). In Quebec, approximately 2% of

students at the elementary and high schoollevels and 12% ofkindergarten children have

been identified as having behavior problems (Dworet & Rathgeber, 1996). In fact, children

with behavioral difficulties constitute the second largest category ofstudents with special

needs (19.3%) in the province (Ministère de l'Éducation du Québec, 1999).

Behavior problems exist along a continuum, varying from extemalizing syrnptoms

such as aggression, hyperactivity, impulsivity, and noncompliance to more intemalizing

symptoms such as anxiety, depression, fear, and social withdrawaJ (Achenbach &

Edelbrock, 1978). Children who exhibit chronic extemalizing behaviors are at risk for

academic failure, parental abuse, peer rejection, as weil as legal and psychologicaJ problems

during adolescence and adulthood (Kazdin, 1987; Otford & Bennett, 1994; Quay & Hogan,

1999). The long-terro outcomes associated with externalizing behaviors are at considerable

financial and emotional costs to children, their families, and the communities in which they

live (Beitchman, Inglis, &. Schachter, 1992a). Children with intemalizing behaviQrs are a1so

at risk for peer rejection and later emotional problems (Ollendick & King, 1994). While

intemalizing problems in and of themselves may have slightly less ofa negative impact Qn
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children, their families, and the community than do extemalizing problems (Beitchman,

Inglis, & Schachter, 1992b), comorbidity of intemalizing syrnptoms with extemalizing

problems is not uncommon (Ollendick &. King, 1994). Thus, children with intemalizing

disorders are also ofconsiderable concem to society (Beitchman et al., 1992b).

Given the potentially serious outcomes associated with childhood problem

behaviors, researchers advocate remediation programs that target early intervention across

multiple contexts such as the home, school, and community (e.g., Pri~ 1995; Tremblay,

LeMarquand, & Vitaro, 1999; Webster-Stratton &. Herbert, 1994). For example, a central

assumption underlying family-based interventions such as behavioral parent training is that

child aggression and noncompliance are acquired and maintained through sociallearning

processes within the family (Wells, 1995). Results from a recent survey ofover 22,000

Canadian children and their families indicate that parenting style is the strongest predictor of

aggressive behavior in children (Stevenson, 1999). More specifically, mothers and fathers

who used ineffeetive, inconsistent, and aversive parenting practices were more likely to

have a child with behavior problems than parents applying techniques in a positive and

consistent manner. In tbis study, other family characteristics such as single parent status,

low socioeconomic status, and a higher number of siblings witbin the family were also found

to be associated with behavior problems in children.

However, a more thorough understanding ofchild development and

psychopathology dietates consideration offactors beyond the family environment

(Bronfenbrenner, 1986). Bronfenbrenner asserts that child development research has

focused primarily on microsystems such as child-centred processes and has ignored

mesosystems and exosystems. Mesosystems are social milieus outside of the family where

children interact such as day cares, peer groups, and schools. Exosytems refer to the

elements in a parent's world affecting a child's development such as parental employment,

support networks, and community life. Rather than continuing to emphasize the insular and

limiting parent-child dyad, he argues that the study ofchild development must also be

expanded to include the effects ofmesosystems and exosystems. Within such a framework,

researchers and clinicians are increasingly acknowledging the role of social context in
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understanding and treating conduct problems (Bigelow, 1989~ Prinz, 1995). Consequently,

intervention efforts aimed at children with behavior problems are focusing on the

development ofeffective home and school partnerships (Cole, 1990, 1996; Kramer, 1990~

Sheridan, Kratochwill, & Elliott, 1990; Webster-Stratton, 1993). For exarnple, Webster­

Stratton (1993) argues that strong family and school ties are particularly important in the

treatment ofconduct problems because the negative teacher-parent relationships that may

develop as a result ofchildren's social and academic difficulties only serve to exacerbate a

child's acting-out behaviors.

The need for effective interventions that cao be implemented across home and

school environments parallels the current movement within psychology to document

empirically supported treatments. For example, in the clinical chiId psychology field, the

American Psychologjcal Association has established a task force aimed at identifying

effective psychosocial interventions for children and adolescents with mental health needs

(Lonigan, Elbert, & Johnson, 1998). In response to tbis calI for more effective and wide­

reacbing interventions, school psychologists are increasingly being called upon to work with

families as weil as teachers in providing effective psychological services (Bartell, 1995;

Christenso~ 1995; Cole, 1996~ Kramer, 1990). As such, indirect models of service delivery

are gaining prominence as school psychology responds to the challenge ofworking with

parents and teachers. Intervention approaches such as parent training and consultation have

been proposed as ways to increase parent-teacher collaboration (Cole & Siegel, 1990~

Kramer, 1990~ Zins, Kratochwill, & Elliott, 1993).

Parent training represents an intervention approach that has been used to modify

children's behavior problems at home and school. Programs based on behavioral prirlciples

and social leaming concepts, known as behavioraI parent training, have been heralded as the

most promising interventions for children with conduct problems (Brestan & Eyberg, 1998;

Kazdin, 1987; McMahon & Wells, 1989). Numerous literature reviews and meta-analytic

studies have documented the effectiveness ofbehavioral parent training in reducing

undesirable child behaviors, increasing prosocial behaviors, and improving parenting

practices (e.g., Dumas, 1989; Graziano & Diament, 1992~ Kramer, 1990; Serketich &
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Dumas, 1996; Webster-Stratton & Herben, 1994; Wells, 1995). Materials originally

developed for parents such as Webster·Stratton's (1982b; 1992b) videotape therapy

program have a1so been successfuUy used in the classroom within a consultation framework

to help teachers change children's problem behaviors (e.g., Kratochwill, Elliott, Loitz,

Sladeczek, & Carlso~ 1999).

In the field of school psychology, consultation has emerged as an effective service

delivery approach for children with behavior problems (Cole & Siege~ 1990; Erchul &

Martens, 1997; lins et al., 1993). This is particularly the case in the United States, where

consultation has been an irnponant feature within school psychology for almost twenty five

years (Sladeczek & Heath, 1997). In Canada, the emergence ofconsultation in schools has

been slower and less well researched, but consultation research and practice is gaining

prominence within Canadian systems ofeducation (Cole, 1996; SIadeczek & Heath, 1997).

A variety ofconsultation models have been developed, and the behavioral consultation

model pioneered by Bergan (1977) and later refined by Bergan and Kratochwill (1990) has

been shown to be a particularly successful framework through which to remediate children's

behavior problems (Alpen & Yammer, 1983; Mannino & Shore, 1975; Medway & Updyke,

1985; Sheridan, Welch, & Orme, 1996). Behavioral consultation represents a collaborative

problem-solving approach between a consultant (e.g., a school psychologist) and a

consultee (e.g., a teacher) in order to bring about behavioral change in another party (e.g., a

child). The behavioral consultation framework has been expanded beyond teachers to

include parents in the consultation process (Sheridan, 1993), and funher refinement of this

model has resulted in an approach that allows consultants to work simultaneously with

parents and teachers known as conjoint behavioral consultation (Sheridan & Kratochwill,

1992; Sheridan, Kratochwill, & Bergan, 1996).

Conjoint behavioral consultation (CBC) was developed in response to the growing

acknowledgement of the mutual influence ofboth home and school on children's academic

and social development (Sheridan et al., 1990). The advantage ofthis approach is that

services typically provided separately to families through parent training and to educators

through school·based consultation cao now be combined (Zins et al., 1993). There is an
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expanding literature base on the effectiveness ofCBC (Sheridan., 1997; Sheridan,

Kratochwill et al., 1996), and a number ofstudies have investigated cac as a framework

for treating children's intemalizing and extemalizing behavior problems (e.g., Kratochwill et

al., 1999; Sheridan et al., 1990; Sheridan & Colto~ 1994; Siadeczek, 1996). However,

these studies have typically used small sample sizes and have not directly evaluated CBC in

relation to other types of intervention approaches such as behavioral parent training. A

criticism ofthe behavioral consultation Iiterature as a whole bas been the lack ofresearch

comparing tbis model to other intervention approaches (NoeU & Witt, 1996). Thus, there is

a need to compare cac with other treatment modalities.

Intervention research centred around children and adolescents has primarily focused

on treatment outcome issues such as the efficacy ofan intervention in relation to no

treatment or in comparison to other intervention approaches (Kazdin & Kendall, 1998).

However, in addition to documenting changes in behavior, the acceptability ofprocedures

and satisfaction with the intervention are also important considerations in treatment

outcome research (Kazdi~ 1977; Kazdin & Kendall, 1998; Peterson & Bell·Dolan, 1995).

Referred to as "social validity," Wolf(1978) was one of the first to argue that treatment

goals, procedures, and outcomes needed to be socially relevant and significant. In the

consultation literature there has been an emphasis on the acceptability of treatment

procedures, and treatment acceptability represents a critical component ofan intervention's

effectiveness (Ellion & Busse, 1993, Elliott, Witt, & Kratochwill, 1991; Gresham & Lopez,

1996; Sheridan, Kratochwill et al., 1996). The issue oftreatment acceptability is one of

practical and ethical importance for researchers and clinicians (Kratochwill & Van Somere~

1985; Reimers, Wacker, & Koeppl, 1987; Schwartz & Baer, 1991; Witt & Elliott, 1985).

As Wolf (1978) notes, '1f the participants don't like the treatment, they may avoid it, or run

away, or complain loudly ... thus, society will be less likely to use our technology, no

matter how potentially effective and efficient it might be" (p. 206). From an ethical

standpoint, it is aJso necessary to detemûne whether participants view the procedures they

are implementing to be fair and acceptable (paget, 1991; Wolf: 1978).

Social validity research in the parent training literature has primarily focused on
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parents~ reponed satisfaction with an intervention. Typically~ satisfaction with a program is

assessed by having parents complete a questionnaire at the end of treatment. While there is

evidence to suggest that overvall~ behavioral parent training is considered an acceptable and

fair approach to dealing with children's conduct problems (Calven & McMaho~ 1987;

McMahon & Forehand~ 1983; Webster-Stratton, 1989), these ratings may be overinflated.

Since ratings are solicited at ooly one point in time (i.e., following completion ofthe

program), parents who are dissatisfied with a treatment and do not complete the program

are not surveyed. Thus, current assessment practices in the parent training literature May

obscure the actual acceptability and satisfaction associated with these programs.

Within the consultation literature, the traditional approach to investigating

treatrnent acceptability has involved large sample, quasi-experimental studies employing

analogue rather than naturalistic methods (Calven & Johnston, 1990; Ecken & Shapiro,

1999; Elliott, 19881, 1988b). TypicaUy, in these studies participants are asked to read

fictitious cases and rate hypothetical treatment plans as to their acceptability and perceived

effectiveness. From such studies a sizeable knowledge base into the factors that influence

treatment acceptability has emerged. For example~ the personality characteristics of the

rater, the severity of the problem, and the type of treatments proposed have been shown to

influence the acceptability ofbehavioral interventions (Calvert & Johnston, 1990; Elliott,

19881, 1988b). However, one limitation of tbis research is the extent to wbich results

gathered through analogue methodology are applicable to clinical populations actually

engaged in treatment (Eckert & Shapiro, 1999). More specifically, there has been little

research into the factors that influence parents' perceptions ofthe procedures they are

asked to implement during the course ofan intervention.

Another limitation of the treatment acceptability literature bas been the focus on

comparing the acceptability of specific behavioral procedures such as reinforcement or lime

out rather than assessing the acceptability ofvarious service delivery approaches through

which behavioral interventions are implemented (Sheridan, 1993). Previous survey research

indicates that school psychologists in Canada and the United States consider conjoint

behavioral consultation to be an acceptable fonn ofservice delivery (Illsley, Sladeczek, &
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Fi~ 1999; Sheridan & Stec~ 1995) as do parents and teachers (Freer & Watson, 1999).

However, there has been little naturalistic investigation comparing the acceptability of

various consultation approaches in aetual treatment studies involving children. Moreover,

there bas been a lack of research focusing on the efficacy and acceptability ofbehavioral

consultation in Canada (Sladeczek & Heath, 1997). Given the identified need for services to

treat children with behavior problems in Canada, there is a heightened importance attached

to such an investigation.

Aims Qf the Present Study

The present study is an explQratory investigation ioto the efficacy and acceptability

ofa parent-teacher mediated intervention program for children demonstrating behavioral

problems. This investigation is part ofa larger research project comparing the efficacy of

videQtape therapy and behaviQral consultatiQn being conducted at McGilI University under

the direction ofDr. Ingrid Sladeczek.

One goal of this study was tQ investigate the efficacy ofconjoint behavioral

consultation and videotape therapy in treating children with behavior problems. A second

gQal of tbis investigation was to explore the relationship between treatment outCQme and

parent acceptability ratings. A third aim ofthis study was to explore sorne of the factors that

may influence parent ratings ofacceptability 50ch as the mode of service delivery (varying

levels ofconsultation and videotape parent training) as weil as perceptions of parental

prQblem-solving skills and parenting competence. In the next chapter, models fQr working

with parents and the social validity literature in behavioral intervention research are

reviewed as a means ofproviding a ratiQnale for the hypotheses ofthis study.



•

•

•

Parent Treatment Acceptability 17

CHAPTER2

Literature Review

The first part of tbis chapter provides an overview of the various models that have

been developed for working with parents. The principal aim ofthis section is to review the

effectiveness ofvideotape parent training and conjoint behavioral consultation in the

treatment ofchildren with behavior problems.

The second part of tbis chapter addresses the imponance of social validity in

intervention research. Construets such as treatment acceptability and consumer satisfaction

are defined and discussed. The main goal ofthis section is to review the literature on

treatment acceptability and consumer satisfaction with a particular emphasis on the factors

that influence parental perceptions oftreatment acceptability and satisfaction.

Parent Edycation

Parent education is defined as Ua systematic and conceptually based program

intended to impart information., awareness, or skills to the participants on aspects of

parenting" (Fine, 1980, p. 5-6). The objectives ofparent education are to provide parents

with information about child development, improve communication skills, foster a greater

sense of self-awareness, and improve the overall quality of family life (Fine, 1980).

However, in reality, parent education programs typically supply parents with a great deal of

general information and place little emphasis on actual skill development or individual

problems (Sheridan, 1993).

Parent education should not be confused with parent therapy, parent training, or

parent consultation (Brown, Pryzwansky, & Schulte, 1991; Dembo, Sweitzer, & Lauritzen,

1985; Fine, 1980; Medway, 1989; Sheridan, 1993). Although the terms are often used

interchangeably in the literature, parent education is conceptualized as a rubric under which

specifie approaches to working with parents are subsumed such as parent therapy, parent

training, and parent consultation (Medway, 1989; Sheridan, 1993). Parent therapy, parent

training, and parent consultation are more specific in their focus and usually involve trained

professionals who teach parents actual skilIs (Fine, 1980; Sheridan, 1993). In the present

Iiterature review, parent training and consultation approaches are presented as different
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models for working with parents. However7 in practice it is often difficult to keep the

boundaries between parent education, training, and consultation completely separate

(Dembo et al., 1985; Sheridan, Kratochwill et al., 1996). At their core, ail ofthese

approaches involve parents and professionals in a child's treatrnent, and it is not uncommon

for intervention programs to combine parent training and parent consultation approaches

(Sherid~ KratochwiU et al., 1996).

Approaches to Parent Trainina

Parent training, also referred to as parent management training, is a form of parent

education that emphasizes irnparting specifie skills to parents in order to improve

parent-child interactions and overall family functioning (Dembo et al., 1985). In contrast to

parent education, the parent training model is more focused on individual participants and

seeks to provide parents with detailed knowledge as weil as specifie skills they can use with

their children (Sherid~ 1993).

Traditionally, the parent training literature bas been classified into three general

categories: reflective, Adlerian, or behavioral (Dembo et al., 1985; Medway, 1989). The

reflective or humanistic approach is based upon Rogers' (1951) client-centered approach to

therapy. Refleetive programs teach parents better communication skills and emphasize

acceptance ofchildren's feelings. One ofthe more renowned humanistic parent training

programs is the Parent Effectiveness Training (PET) program (Gordon, 1975). PET teaches

parents how to aetively listen to their children and how to resolve contlicts using a

humanistic approach. Adlerian-based programs are based on the theoretical work ofAlfred

Adler (1930) and teach parents about the motives underlying child behavior and the need

for cooperative family environments. An example ofan Adlerian-based program is

Dinkmeyer and McKay's (1976) Systematic Training for Effective Parenting (STEP)

program. The STEP program encourages parents to explore why behavior problems

develop by focusing on issues involving power7 attention, revenge, and feelings of

inadequacy as underlying motivations for misbehavior. Behavioral parent training programs

are based on behavioral principles and sociallearning theory. These programs aim to teach

parents basic behavioral concepts such as the use ofreinforcement and time-out procedures
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as weil as a repertoire of skills they can use to reduce undesirable behavior (e.g.,

aggression) or increase desirable behaviors (e.g., social skills) in their children.

Reviews of the Iiterature provide moderate support as to the effectiveness ofparent

training programs (Dembo et al., 1985~ Medway, 1989). Treatment outcomes are typically

measured with respect to change along one or more of the following dimensions: parents'

attitudes about their parenting practices~ children's perceptions regarding their misbehavior;

observed parenting behaviors~ and observed child behaviors (Dembo et al., 1985). In a

review of27 parent training studies, an overall etrect size of .90 for these treatment

outcornes was reported (Medway, 1989). Medway (1989) also reported that parent training

is equally as effective in changing parental attitudes and behavior (ES = .76) as weil as chiId

attitudes and behaviors (ES = .80). However, Dembo and colleagues (1985) reviewed 48

parent training studies and came to slightly ditrerent conclusions. A1though the behaviorally­

based programs reviewed in their study provided solid evidence of positive change in

parenting attitudes, parenting behaviors, and child behaviors, the evidence for other parent

training approaches was less convincing. Despite changes in parenting attitudes following

completion of Adlerian programs, there was little evidence ofaetual behavior change in

children (Dembo et al., 1985). Results were mixed for retlective programs with ooly sorne

of the studies having reported changes in parental attitudes about childrearing. Moreover,

none of the reflective programs provided outcome measures based on actual parent or child

behaviors (Dembo et al., 1985).

Il is difficult to ascertain whether one parent training approach is more effective than

another for a number ofreasons (Dembo et al., 1985; Medway, 1989). One problem is that

direct comparison ofparent training approaches is confounded by ditferences in group

composition, group leader charaeteristics, and treatment outcome measures that are not

controlled for across studies (Medway, 1989). A second problem is that there have been

relatively few studies comparing different parent training approaches, and of these, results

have been mixed (Dembo et al., 1985; Medway, 1989). However, the research evidence

does suggest that the effectiveness ofan approach is very much related to the intended goal

of the intervention (Dembo et al., 1985~ Medway, 1989). If the goal ofa particular
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intervention is to change parent or child attitudes, then a refleetive or Adlerian approach

May be the program ofchoice; ifhowever, the goal is to improve behavior, then behavioral

parent training May oiTer the best results (Medway, 1989).

BehaviOral parent trajnioa Behavioral parent training programs are quite

heterogeneous with respect to their content and focus (Briesmeister & Schaefer, 1998;

Dembo et al., 1985; Medway, 1989). However, Miller and Prinz (1990) argue there are

fundamental elements shared by aIl behavioral parent training programs which include: (a)

accurately identifying problem behavior; (b) emphasizing prosocial behaviors as opposed to

antisocial behaviors; (c) recording and documenting incidents ofbehavior; (d) administering

tangible and social reinforcers, such as praise; (e) avoiding the use of punishment

procedures that are physical or violent; (t) communicating clearly to children using

developmentally-appropriate language; and (g) leaming to anticipate and solve future

problems. Teaching methods include direct instruction, discussion, role-playing, modeling,

and coaching, and these strategies can be presented through written, oral, and video media

(Wells, 1995). AIthough several programs for families ofchildren with conduct problems

have been developed, what follows is a brier review ofthree of the most renowned and

researched intervention programs.

One ofthe earliest and Most influential approaches to behavioral parent training was

undertaken by Patterson and colleagues at the Oregon Social Learning Center (Patterson,

1982; Patterson, Reid, Jones, & Conger, 1975). A 2Ü-hour program was developed for

parents of children between the ages of 3 and 12 with conduct problems. At the 51art ofthe

program, parents read material on parenting skills and complete homework assignments and

tests. Group leaders teach parents how to identify problem behaviors, monitor child

behavior, reward appropriate behaviors, reduce inappropriate behaviors, as weil as how to

negotiate and resolve problem situations. Parents practice new skills by carrying out an

intervention prograrn with their own child that is supervised by a therapist.

This program was modified and expanded for use with parents ofadolescents with

conduct disorders (Webster-Stratton, 1993). In contrast to the 20 hours of training in the

preadolescent program, parents in the adolescent program complete 45 hours of instruction.
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In the adolescent program, there is more emphasis on close supervision and identification of

behaviors that contribute to delinquency such as drug use or breaking curfew. Sînce the

program is intended for families ofadolescents exhibiting delinquent behaviors, parents are

also taugbt about legal issues and how to report criminal behaviors to the appropriate

authorities.

Another well-known behavioral program was developed by Forehand and McMahon

(1981). This program targets parents ofyoung children between 2.5 and 8 years with

conduct problems. The program is carried out in two phases: in the tirst phase, parents learn

how to reinforce their child's prosocial behaviors. Parents are instrueted how to use verbal

and physical rewards to encourage prosocial and desirable behaviors and are taugbt to

ignore minor inappropriate behaviors. They are also instructed to limit the questions and

criticisms they direct at their childre~ described as "nattering" (Forehand & McMahon,

1981). During the second phase, parents are taugbt how to give their children effective

commands and how to deal with noncompliance using rime-out procedures. The

instructional methods used in tbis prograrn include role-playing, modeling, and coaching.

Parents are fitted with a type ofhearing-aid known as a "bug-in-the-ear" device that a1lows

therapists to provide immediate feedback to parents as they play with their children in a

clînie setting.

A third parent training program developed for families ofyoung children with

conduct problems is the Parent alld Child Video Series (Webster-Stratton, 1982b, 1992b).

This approach incorporates elements from both the Patterson (1982) and the Forehand and

McMahon (1981) parent training programs and is based on research from the problem­

solving and parent-child communication literatures (Webster-Stratto~ 1993). The Webster­

Stratton program has been shown to be an effective treatment for children with behavior

problems (Brestan & Eyberg, 1998). Two versions ofthis program have been developed,

the BASIC and ADVANCE series (Webster-Stratton, 1982b, 1992b).

In the BASIC program (Webster-Stratton, 1982b), parents complete 26 hours of

training over 13 sessions. Topics center around play, the use ofpraise and punishment, Iirnit

setting, and management ofproblem behaviors. A unique feature oftbis program is the use
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ofvideo as an instructional method. Over 250 short vignettes 1-2 minutes in length are used

to model skills to parents. These vignettes showcase mothers and fathers ofvarying ages,

cultures, socioeconomic backgrounds, and temperaments in a variety ofsituations. Parents

are a1so provided with handouts and homework assignments to be completed between

sessions.

The BASIC program has been shown to be an effective intervention for reducing

children's problem behaviors. In a series of studies, Webster-Stratton has reported positive

treatment outcomes for large samples of children between the ages of 3 and 8 whose

parents used the program to decrease their child's conduct problems (e.g., Webster­

Stratton, 19821, 1984, 19851, 1985b, 1990, 1992a). The results ofthese studies indicated

decreased acting-out behaviors as rated by parents and independent observers. In addition

to examining the question ofefficacy, Webster-Stratton a1so investigated the issue ofcost

effectiveness involved in participating in a parent training program and tested three different

treatment fonnats: individual administration ofvideotape therapy; group administration of

the videotape series supplemented by discussion, and discussion ooly. In the self­

administered program, parents watch the tapes and do assignments on their own at home. In

the group administration with discussion, a small group (8-12 parents) watches the tapes

and participates in weekly sessions led by a therapist. In the third format, therapists lead a

group discussion on the content covered in the videotapes but without the benefit of the

videotape vignettes. Comparisons ofthe three administration formats with a control group

indicated similar treatment outcomes for ail three experimental groups measured

immediately following treatment and at one-year follow-up (Webster-Stratton,

Hollinsworth, & KolpacoH: 1989; Webster-Stratton, KolpacotI: & Hollinsworth, 1988).

Although there is an added advantage to the individually administered prograrn since it costs

less to administer, subsequent research has suggested a possible interaction effect with the

type ofclientele using the program. In a study ofhighly stressed families completing the

individually administered program, a number ofvariables were negatively related ta

treatment outcome such as parental depression, mothers' marital status, maternai

socioeconomic status, maternai age, and paternal perceptions (Webster-Stratton, 1992a).
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The ADVANCE program (Webster-Stratton, 1992b) was developed in response to

mounting research evidence that in addition to ineffective parenting skills, Many parents of

chi1dren with behavior problems a1so exhibit marital problems, psychopathology, and

heightened levels ofstress (Webster-Stratton & Herbert, 1994). The AnVANCE series

builds on the tirst program and consists ofa 28-hour program administered through six

additional videotapes presented in conjunction with therapist-Ied discussion groups. The

program is aimed at teaching parents how to improve anger management skills, coping skills

for handling depression, communication sialis, and problem-solving strategies for improving

interactions between parents.

A study comparing the BASIC and ADVANCE programs indicated that parents

who completed the BASIC program followed by the ADVANCE program enhanced their

problem-solving and communication skills and reported increased satisfaction with their

parenting sialis compared to parents who completed ooly the BASIC program (Webster­

Stratton, 1994). However, there were no differences reported between the treatment groups

with respect to reponed and observed changes in child behaviors or with respect to parental

self-report ratings ofmarital satisfaction, anger management, or stress levels. Spaccarelli,

Cotler, and Penman (1992) also investigated the use of the ADVANCE program for parents

ofchildren with behavior problems. After completing the videotape training program,

parents in the experimental group received problem-solving training while parents in the

control condition participated in extra discussion sessions. Parents in the experimental

group demonstrated more improvements in their attitudes about their child's behaviors and

reported a greater decrease in problem behaviors than control parents.

Assessioa Treatment Outcomes in Behayjoral Parent Trainina In parent training

research, multiple outcome measures are used to evaluate program effectiveness. Several

criteria are used to judge the efficacy ofbehavioral parent training programs such as

changes in child behaviors as observed or rated by parents and independent observers,

changes in parenting behavior as observed by independent raters, and changes in attitudes

about parenting expressed during and following program completion (Dembo et al., 1985;

Graziano & Diament, 1992). Numerous literature reviews and meta-analytic studies have
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consistently documented the effectiveness ofbehavioral parent training in reducing

undesirable behavior and increasing prosocial behaviors in cbildren as weil as improving

parenting praetices (e.g., Dumas, 1989; Graziano & Diament, 1992; Kramer, 1990;

Serketich & Dumas, 1996; Webster-Stratton & Herbert, 1994; Wells, 1995). In faet,

Webster-Stratton's (l982b, 1992b) videotape therapy program is recognized as one oftwo

intervention approaches that meet the American Psychological Association's criteria for

well-established treatments for children with conduct problems (Brestan & Eyberg, 1998).

However, other indices oftreatrnent outcome are equally important for documenting

the effectiveness ofbehavioral parent training approaches such as the maintenance of

treatment effects, generalization oftreatment gains across settings and populations, and

satisfaction ratings (McMahon & Forehand, 1983; Webster-Stratton & Herbert, 1994;

Wells, 1995). A recent meta-analytic review of 16 outcome studies indicated that the

long-tenn effectiveness of parent training remains inconclusive (Serketich & Dumas, 1996).

For example, despite evidence oftreatment gains persisting 1 to 4 years after program

completion (e.g., Forehand & Long, 1988; Webster-Stratton, 19821, 1990; Webster­

Stratton et al., 1989; Webster-Stratton, 1990) there are also data to suggest that not aIl

treatment gains are maintained and that sorne parenting skills diminish over time (Kramer,

1990). One implication ofthese findings is that follow-up training, often in the form of

"booster sessions'" may be necessary to ensure longer maintenance of treatment gains

(Kazdin., 1987).

With regards to the issue ofgeneraIizability, there is alse little evidence that

behavior changes demonstrated in one context readily generaIize or transfer to other

settings (Kramer, 1990; Webster-Stratton & Herbert, 1994). While sorne studies have

demonstrated generalization effects from the clinic setting to home or school settings (e.g.,

Peed, Roberts & Forehand, 1977; Webster-Stratton., 1984), others have failed to

substantiate tbis daim (e.g., Briener & Forehand, 1981). Such results have led to

suggestions that treatment services be provided conjointly and simultaneously across

settings such as at home and school (e.g., Patterson et al., 1975; KTamer, 1990; Webster­

Stratton., 1993). In a simiJar vein, the extent to which these programs are suitable for
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populations other than children with conduet disorders has been questioned since the

majority ofthe parent training research has focused the reduetion ofextemalizing behaviors

such as noncompliance and aggression (Graziano & Diarnent, 1992; Serketich & Dumas,

1996).

Despite the documented success of parent training in treating families ofchildren

with conduct problems, there are also indications that parent training is not ofequal benefit

to all farnilies and children (Dumas, 1989; Miller & Prinz, 1990; Wells, 1995). Sorne

children fail to malee any treatment gains, while other farnilies drop out before completing

the entire program. Infonnation is often gathered from parents to assess the extent to which

they are satisfied with the treatment program, and these data consistently demonstrate that

panicipants report parent training to be an acceptable and fair approach for dealing with

children's conduct problems (Calvert &McMaho~ 1987; McMahon & Forehand, 1983;

Webster-Stratto~ 1989). However, because satisfaction ratings are often collected at the

end of treatment, it is difficult to obtain an accurate reflection of parental satisfaction since

the opinions ofparents dropping out have not been assessed. The finding that drop-out

rates among parent training programs may be as high as 28% (Forehand, Middlebroo~

Rogers, & Streffe, 1983) as weil as Kazdin's (1990) observation that attrition is related to

problem severity raises questions as to parents' actual satisfaction with such programs. This

has propelled sorne researchers to investigate variables that May be related to parent

dropout rates as weIl as those that influence satisfaction ratings ofbehavioral parent training

(Frankel & Simmon ID, 1992; Furey & Basili, 1988; Heffer & KeUey, 1987; Miller &

Kelley, 1992).

Thus, in an effort to limit attrition and increase program efficacy, the focus of

intervention efforts have been expanded. For example, there are programs that target

personal and marital adjustment in arder to improve family system and parent-child relations

(Webster-Stratton & Herben, 1994; Wells, 1995). This approach is exemplified in Webster­

Stratton's (1992b) AnVANCE videotape therapy program which supplements parent

training with an emphasis on the parenting dyad and parents' ability to cape with stress. A

second example is the reframing ofbehavior problems within a social context (Bigelow,
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1989~ Prinz, 1995) and the use of social skills training as an adjunet to behavior

management components ofparent training programs (Dumas, 1989~ Kazdin, 1987). A

third means of improving treatment success among families ofchildren with behavior

problems has been the focus on collaboration and the expansion ofservices across home

and school settings to include teachers, psychologists, and the child's peers (Kramer, 1990;

Miller & Prinz, 1990; Prinz, 1995~ Webster-Stratton, 1993). For exarnple, consultation

approaches involving parents and teachers as active participants in the treatment process

have recently been advocated as a means through which to modifiy children's behavior

problems (Cole, 1990; Sheridan & Kratochwill, 1992; Sheridan, 1997). Within such a

framework, Webster-Stratton's (1982b) videotape series has been succesfully paired with

school consultation models that emphasize collaboration and problem solving between

parents and teachers (Kratochwill et al., 1999). The next section ofthis chapter reviews the

use ofconsultation in the treatment ofchildren's behavior problems.

Models ofConsultation

Consultation is broadly defined as an indirect model of service delivery that involves

interaction between individuals who are seeking to assist a third party undergo change (Zins

et al., 1993). Consultation differs from therapy in that the consultant does not work directly

with the client but with a consultee who then implements an intervention with the client

(e.g., a child). What distinguishes consultation from other fonns of service delivery such as

parent training is the emphasis on the voluntary and coUaborative nature of the problem­

solving process between the consultant and consultee (Erchul & Martens, 1997~ Zins et al.,

1993). Severa! approaches to consultation have been developed, ail ofwhich share such

common elements as an emphasis on problem-solving, a focus on collaboration, and the

need for voluntary participation (Zins & Erchul, 1995). Three predominant consultation

models have emerged: mental health, organizational, and behavioral consultation (Henning­

Stout, 1993~ Zins & Erchul, 1995).

The mental health field was the tirst to pioneer the use ofconsultation as a model of

service delivery (Henning-Stout, 1993). Although consultation was tirst used by Lightner

Witmer a century ago, Gerald CapIan (1970) is credited with developing a mental health
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approach to consultation (Henning-Stout, 1993). Caplan's work emphasized four main

themes: client...centered consultation which focuses on ways in which consultees can rernedy

client difficulties; consultee-centered consultation which addresses the intrapsychic barriers

that impede consultees from working effectively with a client; program...centered

administrative consultation as weil as consultee-centered administrative consultatio~ both

ofwhich emphasize the role oforganizational features and structures that affect

consultation. Caplan's emphasis on child...centered consultative practices and administrative

concems served as the impetus for the later development ofthe organizational and

behavioral approaches to consultation (Henning-Stout, 1993).

Organizational consultation is based upon principles of social and

industrial-organizational psychology (Henning-Stout, 1993; Illback & Zins, 1993). The

focus oftbis approach is on the interaction between individuais and their social environment

(Henning-Stout, 1993). This interaction is studied by understanding an organization's

structure in terms of its philosophies, procedures and programs, organizational processes

such as planning, communicatio~ and decision making as weil as behaviors within an

administrative setting (IlIback & Zins, 1993). Interventions applied within such a framework

involve making structural changes to the organization to best serve clients.

Bebavioral Consultation

The behavioral approach to consultation was first developed by Tharp and Wetzel

(1969) and later refined by Bergan and colJeagues (Bergan, 1977; Bergan & Kratochwill,

1990). The theoretical underpinnings of the model are derived from principles ofbehavioral

and cognitive psychology (Bergan, 1995). The model is based on the tenet that behavior is

learned through events and interactions that occur in the environment. Principles ofc1assical

and operant learning are applied in order to change discrete and observable problem

behaviors. The model put fonh by Bergan and Kratochwill (1990) also places an emphasis

on cognitive problem solving as a means ofchanging the antecedent, sequential, and

consequent conditions that shape and maintain behaviors. Behavioral consultation involves

the use ofbehavior therapy and modification techniques drawn from a variety of theoretical

approaches, including cognitive-behavioral therapy, applied behavior analysis, and social
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learning theory (Kratochwill, Sheridan, & Van Someren, 1988). Although the framework

developed by Bergan and Kratochwill (1990) is not the only conceptual model ofbehavioral

consultation, it represents the most well-developed and operationalized form ofbehavioral

consultation (Noell & Witt, 1996).

The behavioral consultation framework put forth by Bergan and Kratochwill (1990)

consists ofa problem-solving process between a consultant and consultee that occurs across

four loosely structured stages: problem identification; problem analysis; treatment

irnplementation; and treatrnent evaluation. The four stages of the model are implemented

through a series ofsemi-struetured interviews between the consultant and consultee.

Suggested questions for consultants are provided by Bergan and Kratochwill (1990), and

structured interview manuals have aIso been developed (Sheridan, Kratochwill et al., 1996).

The purpose of the problem identification phase is to specify the behavior problem

to be addressed during the consultation process. There are several steps within the problem

identification stage. First, the consultant and consultee define the goals ofconsultation.

These goals must be clearly defined and weil specified. Second, the consultant and

consultee select measures that adequately operationalize the behaviors of interest. Examples

ofassessment measures include standardized tests, rating scales, work samples, and

naturalistic observations. Third, data on the behaviors of interest need to be col1ected to

establish a baseline ofmeasurement. Together, the consultant and consultee decide which

behaviors to assess, how they will be recorded (e.g., duration or frequency measures), who

will observe the target beha'.iors, and the length ofthe observation period. Following data

collection, the observations are usually summarized and displayed in a useful and simple

format such as a line graph. Following visual presentation of the data., the consultant and

consultee compare the behaviors to the performance objectives established at the beginning

of the problem identification phase. In tbis way, a preliminary definition ofthe problem to

be addressed during consultation is developed.

During the Prob/em Identification Interview (PlI), the consultant asks the consultee

a series ofquestions that are intended to elicit discussion ofthe objectives to be addressed

during the consultation process (e.g., "What would be an acceptable level ofthis behavior at
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home or schooIT'). The consultant and consultee also work together during the PlI to

establish criteria and procedures for the measurement oftarget behaviors. Effective

communication between consultant and consultee during the problem identification phase is

critical since research has shown that poorly conducted problem identification interviews

jeopardize the effectiveness of the entire consultation process (Bergan & Tombari, 1976;

Tombari & Bergan, 1978).

The purpose of the neX! meeting, the Prohlem Analysis 11Iterview (pAl), is to

identify the factors contributing to the target behaviors and develop an intervention plan.

The consultant and consultee examine the data coUected during the problem identification

phase and attempt to identify the antecedent conditions precipitating the target behavior and

the consequent conditions that may be maintaining the behavior. Sequential conditions such

as situational events or environmental conditions that may be contributing to the target

behavior are also examined. Once the conditions surrounding the target behavior are

discussed, a treatment plan is devised. It is important that the planned intervention be

viewed as effective and acceptable by the consultee. Ifthe consultee feels that the

behavioral techniques to be used in the plan are unacceptable, compliance with the

treatment plan willlikely he poor which willlead to diminished treatment outcome (Elliot et

al., 1991 ~ Reimers et al., 1987; Witt & Elliott, 1985).

During the treatment implementation phase, the intervention plan developed during

the PAlis put into action by the consultee. The consultant is responsible for assembling any

materials needed to carry out the plan and providing training if the consultee does not have

the requisite skills ta properly implement the plan. The intervention may last a few days or

continue for several weeks.

Finally, the Treatment Evaluation Interview (TEl) is condueted to determine the

impact of the intervention plan and decide whether the intervention should continue or be

terminated. Adequate time for program implementation must be provided prior to

evaluating the effectiveness ofthe intervention. Questions during the interview centre

around whether the goals have been attained, the degree to which the plan was effective,

and what the future course ofaction will be. It is also important to assess the extent to
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which the plan was implemented as originally designed. The consultant and consultee

conclude the interview by discussing the ways in which treatment effects cao be rnaintained

and generalized across other behaviors, persons, or settings.

Severalliterature reviews and meta-analytic studies have deemed behavioral

consultation to be an effective mode of service delivery (Alpert & Yammer, 1983; Mannino

& Shore, 1975; Medway & Updike, 1985; Sheridan, Welch et al., 1996). Moreover,

behavioral consultation represents the most widely used and investigated model of

consultation (Erchul & Martens, 1997; Sheridan, Welch et al., 1996; Zins et al., 1993).

However, a number ofmethodological shortcomings have been identified in behavioral

consultation research. For example, the lack of standardized procedures makes it difficult to

evaluate program effectiveness, ensure proper training ofconsultants, and demonstrate the

psychometrie properties ofbehavioral consultation (Kratochwill et al., 1988). In addition.,

MOst studies have been descriptive rather than experimental in nature and do not provide

sufficient information regarding process issues such as verbal interactions (Gresham &

Kendall, 1987; Gutkin., 1993). To address these limitation., it has been proposed that future

research use a combination of small-n Methodologies, multivariate research designs, and

case studies (Gresham & Noell, 1993; Gutkin, 1993; Kratochwill et al., 1988). There are

also a number of problems Iimiting the use ofbehavioral consultation in actual practice such

as inadequate training of consultants and consultees; the impact ofconsultant-consultee

relationships on treatment outcome; proper identification of target behaviors; and

understanding the effect oftreatment acceptability on treatment integrity (Kratochwill et al.,

1988; Kratochwill & Van Someren., 1985).

In addition to these limitations, the fundamental assumptions underlying behavioral

consultation have been questioned in an effort to stimu)ate new avenues of research within

the field (NoeIl & Witt, 1996). NoeU and Witt propose that behavioral consultation should

be compared with other forms of service delivery and that traditional means ofevaluating

treatment outcomes should he expanded. Although these criticisms were aptly rebutted in a

in a rejoinder article (KratochwiU, Bergan., Sheridan, & Elliott, 1998), this dialogue has

served to reinforce the notion that additional behavioral consultation research is needed. A



•

•

•

Parent Treatment Acceptability 31

new generation of inquiry is needed that goes beyond addressing simple questions such as

whether or not a particular model is effective. This line of research is aimed at a more

intricate and sophisticated level ofanalysis to evaluate the processes and mechanisms

underlying consultation as well as the application of these intervention approaches in

broader contexts (Kratochwill et al., 1998). The continued success ofbehavioral

consultation will depend, in part, on the extension and application ofthe model beyond the

school context to include families and other childcare providers. The development ofparent

consultation as weU as conjoint behavioral consultation represent two such approaches.

parent bebavioral consultation The use ofbehavioral consultation is not restricted

ta educational settings; it has long been theoretically acknowledged that behavioral

consultation can be a useful model for working with families (Bergan & Duley, 1981). In

contrast to parent training, parent consultation exchanges breadth of information for a

greater emphasis on skill development and individualized attention in order to resolve

specifie problems (Sheridan, 1993). However, the use ofparent-only behavioral

consultation has been slow ta evolve and has remained limited (Brown et al., 1991; Cobb &

Medway, 1978; Kratochwill et al., 1988; Sheridan, 1993). One possible explanation is that

the boundaries between parent training and parent consultation procedures are often

blurred, and as a result there is considerably less research that can be considered as parent­

ooly behavioral consultation (Brown et al., 1991; Derobo et al., 1985; Sheridan, 1993;

Sheridan, Kratochwill, et al., 1996).

Parent-ooly behavioral consultation has been used to address children's academic

deficits as weil as behavioral problems. For example, one study examined the impact of

behavioral parent consultation and school system variables on kindergarten children's math

and reading achievement (Bergan, Reddy, Feld, Siadeczek, & Schwarz, 1991). School­

related variables of interest included the socioeconomic level of the school, teachers'

expectancies of leaming outcomes, and teachers' sense ofefficacy. Consultation services in

the form oftelephone contacts were provided to halfof the parents in the sample using the

behavioral consultation model developed byBergan and Kratochwill (1990). As part ofthe

consultation process, parents established goals for their child's math and reading
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achievement and implemented an intervention plan based on the selection of family activities

from a workbook on leaming opportunities. The results indicated that children whose

parents had participated in consultation evidenced higher scores on reading and math

measures at the end ofthe summer. Furthermore, consultation had a greater effect on

leaming than did the socioeconomic level of the school or teacher expeetancies.

Two other studies have investigated the use ofacademic interventions implemented

through parent behavioral consultation. In one study, two families whose children were

experiencing homework difficulties participated in an intervention program within the

context ofbehavioral consultation to increase homework completion and accuracy (Loitz &

Kratochwill, 1995). The intervention plan consisted ofproviding parents with a self-help

manual containing strategies for helping children with homework problems. One child

demonstrated increased homework completion and greater assignment accuracy in math but

did not improve in spelling. The second child~s completion rate and accuracy for writing

assignments did not improve, although the weak treatment effects may have been due to the

brevity of the intervention phase (7-14 days). Homework was aise the focus ofa study that

used parent behavioral consultation and parent training to improve assignment completion

and accuracy (Rhoades & Kratochwill, 1998). During the intervention phase, in addition to

the behavior management system developed by the consultant and parent consultees, a five­

week parent training program was also provided.This program consisted ofdidactic

teaching of skills, use ofa manual, and weekly discussions with the consultant. Results

revealed that homework completion and accuracy increased, and homework problems were

rated by parents to be less severe foUowing treatment.

Parent behavioral consultation bas also been used to help children with behavior

problems. In one study, parent behavioral consultation combined with behavioral skills

training was used with four children aged 6 to 9 years who were demonstrating compliance

problems (Rotto & Kratochwill, 1994). FoUowing completion ofthe problem analysis

interview, parents were trained in differential attending (i.e., praising appropriate behaviors

and ignoring inappropriate behaviors), instruction giving, and time-out procedures. This

study used multiple outcome measures to determine the effect of the intervention program
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on parenting skills and a variety ofchild behaviors such as ignoring parent requests, talking

back, arguing, tantrums, and lying. Results indicated that the intervention was effective in

improving parenting skills. Independent observers notOO increases in compliant behavior in

both the home and clînie settings, and parents rated ehildren as having less extemalizing

problems following treatment. These gains were maintained at follow-up four weeks later.

Despite the paueity of research in this ar~ results from the parent behavioral

consultation literature suggest that parents play an important role in treating ehildren's

aeademic and social problems. Increasingly, educators and psychologists are recognizing

that consultation with parents is an important and effective means of serving children who

are at risk for social and academic failure (Cole, 1990; Fine & Gardner, 1994; Sheridan,

1997). As a result, school psyehologists are inereasing their skill repertoire and working

more closely with families and teachers (Bartell, 1995; Christenson, 1995). One illustration

of tbis role expansion within the behavioral consultation literature has been the development

ofconjoint behavioral consultation (Sheridan, 1993; Sheridan & Kratochwill, 1992;

Sheridan, Kratochwill et al., 1996).

Conjoint bebavioraJ consyltation Conjoint behavioral consultation (CBC) represents

an expansion ofBergan and Kratochwill' s (1990) model ofbehavioral consultation

(Sheridan et al., 1990). cac is defined as "a systematic, indirect fonn ofservice delivery, in

which parents and teachers are joined to work together to address the academic, social, or

behavioral needs ofan individual for whom both parties bear sorne responsibility" (Sheridan

& Kratochwill, 1992, p. 122). Despite the utility of the Bergan and Kratochwill model, two

major limitations are inherent in the traditional behavioral consultation approach (Sheridan

& Kratochwill, 1992). First, the restriction ofbehavioral interventions to the school setting

is a short-sighted remediation strategy. Failure to examine behaviors within the family

system as weU as the interaction between the two settings where children spend most of

their time (home and school) may seriously limit the etTectiveness ofany intervention

attempt. Second, events occurring in the home may affect behaviors exhibited in the

classroom (and vice versa). Limiting the examination ofantecedent, consequent, and

sequential conditions ofa particular behavior to one setting, as is typically the case in



•

•

•

Parent Treatment Acceptability 34

school-based behavioral consultation, distorts an accurate functional analysis ofa target

behavior. For example, a child's misbehavior in the c1assroom may have been triggered by

an event occurring outside of the school, such as something that happened earlier that day

at home. In order to reduce the disruptive behavior at school, it may be necessary to enlist

the parent's help in changing the precipitating event.

cac was developed in response to the growing acknowledgement of the mutual

influence ofboth home and school 00 academic and social developmeot, and the approach

constitutes an attempt to bridge the distance between these settings (Sheridan et al., 1990).

More recently, the conceptual framework underlying this model has been expanded to

include systems beyond home and school that may be significant in a child's life such as

extended family, c1ergy members, and legal authorities such as probation officers (Sheridan.,

1997). In addition to the behavioral priniciples upon which the Bergan and Kratochwill

(1990) model was founded, CBC is also derived from systems theory and ecology theory

(Sheridan., 1997; Sheridan, Kratochwill, et al., 1996). Systems theory holds that pathology

results from dysfunctional patterns of interaction between the elements in a system

(Minuchin., 1974). Minuchin's (1974) original conceptualization of systemic interaction was

limited to families, but bis structural perspective has since been applied to school and other

community settings (e.g., Bronfenbrenner, 1986; Fine & Holt, 1983). As its aim., ecology

theory is interested in studying the interactions between individuals and systems with the

environment that are known as ecosystems (Bubolz & Sontag, 1993). Bronfenbrenner bas

been a pioneer in applying ecology theory to human development (Bubolz & Sontag, 1993).

As stated earlier, Bronfenbrenner (1986) argued that a comprehensive understanding of

chiId development must include mesosystems such as hospital settings, daycares, and

schools as weIl as exosystems such as parent employment, support networks, and

community life.

The influence of systems and ecology theory on the traditional approach to

behavioral consultation has several advantages (Sheridan & Kratochwill, 1992). In contrast

ta teacher-only and parent-only consultation., cac considers the interacting systems within

a child's life, namely home and school. This joint involvement of school and home forces
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can be used to collect comprehensive data on behaviors occurring across various time

frames and settings which in tum may result in increased generalization and maintenance of

treatment effeets (Sheridan, 1997; Sheridan &. Kratochwill~ 1992).

The same four-stage, interview-based, collaborative process used in the aergan and

Kratochwill (1990) model forms the basis ofCaC. However, one important difference is

that the consultant carries out joint interviews with a cbild's parents and teachers. During

the Conjoint Prohlem Identification Interview (CPII), the consultant, parent, and teacher

agree upon which behaviors to target and decide upon data collection procedures to record

behaviors across settings. During the COlljoint Problem Ana/ysis Interview (CPAI), the

problem behavior is analyzed in terms of the antecedent, sequential, and consequent

conditions across settings which are then used to plan an appropriate intervention. The

treatrnent implementation phase involves having parents and teachers put the plan into

action and continue data collection at home and school. During the Conjoint Treatment

Eva/uatioll Interview (CTEI), the baseline and treatment data are reviewed in order to

determine whether the intervention has been successful. Parents and teachers are asked to

share their ideas as to the success or failure ofthe plan, and decisions about continuing or

terminating treatrnent are made.

cac is a relatively new fonn ofbehavioral consultation, and research into the

processes underlying tbis framework and treatment outcomes gained through tbis approach

is beginning to accumulate (Sheridan, 1997; Sheridan, Kratochwill, et al., 1996). The

majority of the research to date has focused on the effectiveness of the model in producing

changes in client and consultee behavior, and there is mounting evidence that cac is an

effective means through which to address behavioral as weil as academic problems in

children (Sheridan, 1997; Sheridan, Kratochwill, et al., 1996). A number ofcase studies

have ilIustrated the effectiveness ofthe cac approach in addressing behavior problems in

young children such as tantrums, aggression, and bedtime fears (e.g., Sheridan & Colton,

1994; Sheridan, Kratochwill, et al., 1996; Siadeczek, 1996). In additio~ two recent large

scale studies employing quasi-experimental and experimental research designs have

documented the effectiveness ofCRC (Kratochwill et al., 1990; Sheridan, Colto~ Eagle,
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Cow~ & Richard~ 1999).

The earliest quasi-experimental study ofcac was carried out with socially

withdrawn children (Sheridan et aI.~ 1990). In tbis study, CBe was compared to teacher­

only consultation as a means of implementing strategies to increase the social interactions of

four withdrawn children. Two children participated in a conjoint consultation condition

where parents and teachers served as joint consultees, and two children were assigned to

the teacher-ooly consultation condition. A social skiUs treatment package was used to foster

social interactions with peers, and the intervention plan in both conditions was identical

except that parents were not actively promoting prosocial behaviors in the teacher-only

condition. The findings of the study supported the prediction that cac would result in a

generalization of treatment effects at home and school. Although the number ofsocial

initiations in the classroom increased across both treatment conditions, there was a

differential effect for prosocial behaviors in the home. The two children in the cac
condition were observed to engage in more initiation behaviors than children in the teacher­

ooly condition.

The Sheridan et al., (1990) study served to demonstrate the utlitity of the behavioral

consultation approach for withdrawn children, an area that has received little empirical

attention. The study also expanded the use of behavioral consultation from a teacher-ooly or

parent-only focus to include joint consultees in different settings. However, methodoJogicaJ

shortcomings ofthe study limited the extent to which results were generalizable due to the

Jack ofmatching for age, gender, or target behaviors across groups and the difficulty in

getting parents to carry out the treatment plan properly.

cac has also been used to deliver behavioral interventions for children with

Attention Deficit Hyperaetivity Disorder (ADHD). In one study, parents and teachers of

four children (2 boys, 2 girls) between the ages of 7-13 years diagnosed with ADHD

implemented interventions through conjoint behavioral consultation to reduce

noncompliance and aggression (Johnson, 1994). Teacher and parent reports ofbehavior as

weil as independent observations indicated positive changes in target behaviors. However,

tbis study was limited by its small sample size and the lack ofa control group. A more
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sophisticated research design was used in a study ofcac as a means of enhancing peer

relationships for three boys with ADHD (Colton & Sheridan, 1998). With the assistance of

a consultant, parents and teachers implemented a social skills training program using such

strategies as coaching, role play, home-school communication notes, and positive

reinforcement. Direct observation, teacher and parent ratings ofbehavior, and self­

monitoring strategies were used to document behavior change, and ail treatment outcome

measures indicated increased cooperative interactions with peers. One strength of tbis sudy

was its use ofa multiple baseline design which is a more powerfu1 means ofdetecting

treatment effects than other research designs (Barlow, Hayes, & Nelson, 1984).

cac has a1so been used to address academic problems in children and adolescents.

In one study, the use ofhome notes between parents and teachers to improve math

homework completion was facilitated through cac (Galloway & Sheridan, 1994). In tbis

study, six children in grades 1 and 2 who were experiencing difficulty completing math

assignments were assigned either to a home note-only condition or to a condition where the

home note was used within the context ofcac. Home notes are written messages between

parents and teachers about a child's school behavior. Children in the cac condition

demonstrated greater gains in the accuracy of assignment completion as compared to

children in the home note-oruy condition. In a study involving junior high school students,

cac was used to introduce a structured homework completion program to improve math

homework completion and accuracy (Weiner, Sheridan, & Jenson, 1998). A multiple

baseline design involving five students, their parents, and teachers was used to implement an

intervention program consisting of self-monitoring procedures, mIes for homework

completion, and reinforcement strategies. Following treatment, four of the five students

demonstrated an improvement in homework completion and accuracy rates increased.

Three of the five students maintained these gains one month later.

In a series ofstudies, Sheridan and her colleagues have examined cac as a way to

facilitate inclusion practices for children and adolescents with disabilities in the regular

education classroom (Sheridan, Colton, Fenstermacher, &. Lasecki, 1996; Sheridan et al.,

1999). In this project, chiJdren previously classified as having a specifie disability such as
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intellectual handicaps, behavior disorders, ADHD, leaming disabilities, or considered at-risk

for academic failure were targeted. Through consultation with parents and teachers, specifie

academic and social behaviors to be changed were identified such as work completion,

assignment accuracy, off-task behavior, aggression, noncompliance, peer interactions, and

tantrums. Behavioral interventions were used such as self-monitoring, home-notes, and

token economies that were introduced and monitored by consultees. Results from

preliminary analyses of53 cases indicated significant changes in target behaviors across

settings (Sheridan et al., 1999).

In another study investigating ways in which to support inclusion practices in regular

education classrooms, CBC was compared with teacher-only and parent-only consultation

as a means of remediating academic problems among students with leaming disabilities

(Colton & Sheridan, 1999). Six elementary school students, their parents, and teachers

participated in an academic intervention program consisting of individual tutoring sessions

to improve basic math and reading siriUs as well as rewards for positive effon and

achievement. Students in ail three groups showed improvements in their reading and math

achievement following treatment, and gains persisted at a 2- and 4-week follow up.

The largest and ooly tmly experimental investigation to date ofCBC as an effective

mode of service delivery was a five-year study ofchildren with intemalizing and

externalizing behavior problems (Kratochwill et al., 1999). A sample of 123 preschool

children who attended Head Start programs were randomly assigned to either an

experimental or control condition. A CBC framework was used to introduce an intervention

program carried out over two phases. During the first two years of the project (Phase 1),

parents and teacher consultees implemented behavioral strategies (e.g., ignoring, timeout)

through a manual-based approach. In the third, fourth, and fifth years of the study (phase

2), parents and teachers irnplemented strategies based on Webster-Stratton' s (1982b;

1992b) videotape training program. Pretest and posttest parent and teacher ratings on

standardized measures revealed no statistically significant differences when large scale,

between-groups analyses were carried out. However, use ofsmall-n statistics such as effect

sizes and reliability ofchange indices indicated stronger behavior change in the manual-
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based group than the videotape or control group. The videotape group demonstrated only

slight improvement when compared with the control group.

SummaO' and CritiQue

The research evidence presented in tbis section demonstrates the utility of parent

education approaches to address children ~s behavior problems. Although parent

consultation and parent training are perhaps best treated conceptuaJly as separate models of

parent educatio~ in practice both ofthese approaches are often combined in intervention

programs (Dembo et al., 1985; Sheridan, 1993; Sheridan, Kratochwill, et al., 1996). There

is ample evidence that behavioral parent training and consultation are effective ways in

wbich to deliver interventions to children. However, in the past, the primary aim ofparent

education research has been to demonstrate the overall effectiveness of training programs,

and in so doing, process issues have largely been ignored (Sheridan, 1997; Sheridan,

Kratochwill, et al., 1996). For example, the impact ofverbal communication patterns,

consultee characteristics, training and expertise, as weil as treatment acceptability have

largely been ignored within the CBC literature (Sheridan, Kratochwill et al., 1996). The

issue of treatment acceptability is one of practical and ethical importance for researchers

and clinicians and has become a hallmark feature ofbehavioral intervention research (Elliott,

19881, 1988b; Schwartz & Baer, 1991). However, when treatment acceptability has been

considered within the context ofconsultation framework, researchers have done little other

than to report whether an intervention was rated as fair and acceptable. Increasingly,

researchers are interested in exploring ways in which to enhance treatment outcomes and

investigate the impact of treatment acceptability in relation to parent training and

consultation (Kramer, 1990; Sheridan, Kratochwill, et al., 1996; Webster-Stratton, 1989).

The remainder of tbis chapter will therefore focus on the significance oftreatment

acceptability and consumer satisfaction in parent education research.

Social Validity and Parent Education

An important consideration in all clioical research is the extent to which the

interventions being tested impact on participants' lives (Kazdi~ 1977; Wolt: 1978). Wolf

(1978) coined the tenn "social validity" to refer to judgments concerning the social
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importance of intervention programs on three related levels. First, the goals of the treatment

must be socially significant, indicating the extent to which the behaviors targeted for change

are socially important and relevant. Second, treatment procedures must be evaluated as

sociaUy appropriate. Third, the effects of the treatment must he socially important, or in

other words, be ofmeaningful clinical significance. Woffs (1978) treatise was originally

directed at the field ofapplied behavior analysis, but it has become an imponant

consideration in the mental health and school psychology literatures as weil (Lebow, 1982;

Shapiro, 1987). For example, the acceptability oftreatrnent procedures has become a

prominent feature of reseach ioto developmental disabilities, early childhood special

education, and consultation (Gresham & Lopez, 1996; Miltenberger, 1990; Paget, 1991;

Rasnake, 1993). In a recent meta-analysis ofconsultation research conducted between 1985

and 1995, 37% ofthe studies reviewed included social validation procedures and 67% of

the behavioral consultation studies assessed social validity (Sheridan, Weich., et al., 1996).

Despite the importance attributed to ail three aspects of social validity, the focus of social

validation research bas centered on the appropriateness of treatment procedures and to a

large extent has eclipsed considerations regarding the goals and effects of treatments

(Gresham & Lopez, 1996; Rasnake, 1993).

Social validation ofan intervention program requires a comprehensive assessment

involving the prirnary recipients of the intervention, the indirect consumers affected by the

program, and members in the community (Schwartz & Baer, 1991). The implication for

parent education is that perceptions regarding a program's relevance, acceptability, and

effectiveness must be assessed by ail participants which May include parents and teachers as

weil as children themselves. In the parent education literature, there has been an emphasis

on exploring the appropriateness of treatment procedures as weil as the social importance of

treatment outcomes which are referred to in the literature as treatment acceptability and

consumer satisfaction (Kramer, 1990).

Treatment Acceptabjljty and Consumer Satisfaction

Treatrnent acceptability and consumer satisfaction are related concepts subsumed

under the rubric ofsocial validity (Calvert & Johnston, 1990). Treatment acceptability is
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defined as ')udgments by laypersons, clients, and others ofwhether treatrnent procedures

are appropriate, fair, and reasonable for the problem or client" (Kazdin, 1981, p. 493). The

acceptability of a proposed intervention is important for a number of reasons. Of primary

consideration is the ethical dimension embedded within the idea of treatment acceptability.

From an ethical and legal standpoint, participants in intervention programs have the right ta

exercise their option to consent to treatment and express their opinions as to whether

procedures are fair and acceptable (paget, 1991 ; Wolf, 1978). Second, treatment

acceptability is aIso related to the integrity with which treatments are implemented which

ultimately has an impact on the effectiveness ofan intervention (Win & Elliott, 1985; Wolf,

1978). Participants who do not like the treatment May drop out completely or May modify

the program ta suit their personal preferences. Ifa treatment is not implemented as intended

or is abandoned in its entirety, the potential benefit ofthe treatment becomes questionable.

Two models oftreatrnent acceptability have been proposed. The first model,

developed by Win and Ellion (1985), emphasizes the reciprocal relationships between four

elements: (a) treatment acceptability; (b) treatment use; (c) treatment integrity, and (d)

treatment effectiveness. This model holds that treatment selection is guided by initial

judgments about acceptability which impact on the use ofa treatment which in tum affects

the extent to which procedures are implemented as intended, ultimately playing a role in

deternining the effectiveness ofa treatment. Moreover, if the intervention is judged to be

effective, it is hypothesized that initial impressions of acceptability will be enhanced.

Reimers et al., (1987) expanded this model and maintained that initial impressions of

acceptability are rnediated by the level ofknowledge and understanding one has about a

proposed treatment prior ta its implementation. Therefore, if a proposed treatment is not

weil understood, compliance with the program and its effectiveness will be compromised.

Although the validity ofboth models remains largely untested, they serve as a useful

heuristic for guiding research on treatment acceptability (Calvert & Johnston, 1990; EIlion,

1988a). Research into treatment acceptability has focused on a diverse range oftopics,

including the influence ofchild and teacher variables on treatment acceptability ratings, the

relationship between pre and posttreatment ratings ofacceptability and effectiveness, as weil
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as the measurement ofthe construet oftreatrnent acceptability itself(Elliott et al., 1991).

Treatment acceptability is typically measured by asking participants to rate

statements as to the faimess and expected effectiveness ofprocedures on a Likert-type scale

(Elliott:r 1988~ Gresham & Lopez, 1996). The first treatrnent acceptability measure was

developed by Kazdin (1980b) based on a pilot study involving coUege students, but a

number of treatment acceptability instruments have since been devised and used with

specific populations such as teachers and parents (e.g., Elliott & Von Brock Treutin~ 1991;

Tarnowski & Simonian, 1992; Witt & Manens, 1983). One measure, the Children 's

Intervention Ratillg Profile (Witt & Elliott, 1985) was specifically developed to assess

children's perceptions, a1though treatment acceptability trom a child's perspective has been

largely ignored in the literature (Elliott, 1988a; Elliott & Busse, 1993).

The traditional approach to investigating treatment acceptability involves large

sample, quasi-experimental studies employing analogue methodology (Calvert & JoOOstoo,

1990; Eckert & Shapiro, 1999; Ellion, 1988a, 1988b). This research paradigm was

pioneered by Kazdin who began sampling university undergraduates and asking them to rate

the acceptability ofhypothetieal treatment recommendations for fietitious case studies (e.g.,

Kazdi~ 1980a, 1980b). There are several advantages cited in favor of the analogue

approaeh: it allows for more experimental control over extraneous variables; permits

manipulation ofvariables of interest; and May be more cost and time effective

(Miltenberger, 1990). However, a major disadvantage of the analogue method is its

questionable ecological validity (Calvert & JoOOstoo, 1990; Miltenberger, 1990; Reimers,

Wacker, Cooper, & De Raad, 1992a). On this point, eritics have questioned the

applicability ofhypothetical case studies to actual practice and the extent ta which

acceptability ratings from college students generalize ta other populations (Calvert &

Johnston, 1990; Miltenberger, 1990; Reimers et al., 1992a). By virtue ofbeing simulated

cases with a restricted number of treatment options, analogue methods have been decried as

limiting the extent to which such information is applicable to naturalistic settings (Eckert &

Shapiro, 1999).

However, there is Httle research evidence available to evaluate such a claim. Reimers
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and colleagues (1992a) bave conducted the only study to date directly comparing analogue

and naturalistic treatment accepability ratings provided by a sarnple of40 parents seeking

treatment for children's acting out behaviors. Prior to beginning treatment, parents were

asked to rate the acceptability of three interventions (positive reinforcement, time out,

medication) after reading a hypothetical vignette ofa child with either a mild or severe

behavior problem (noncornpliance). In-deptb assessrnents of the aetual child seeking

services were then conducted, followed by a presentation of trealment recommendations

(praise, differential reinforcernent, token econony). Parents then raled the acceptability of

these interventions for their own child. The results revealed similar levels ofacceptability for

both the analogue and naturalistic recommendations.

In a related vein, the extent to which findings from samples ofcollege students

generalize to other populations bas a1so been questioned. For example, the Treatmel1l

Eva/llation lllvelltory (TEl; Kazdin, 1980a) was the tirst treatrnent acceptability instrument

to be developed. This measure was piIoted using university students, causing sorne

researchers to criticize the TEl as being too difficuIt for other populations to complete, such

as parents oflow socioeconomic status or with limited educational background (Kelley,

Heffer, Gresham, & Elliott, 1989; Reimers et al., 1992a). The research evidence to date on

this point has been mixed, making it difficult to determine whether such a claim is valid

(Calvert & Johnston, 1990~ Miltenberger, 1990~ Rasnake, 1993). For example, although

there have been studies documenting acceptability ratings that vary as a function of the rater

(e.g., Calvert & Johnston, 1988 as cited in Calvert & JoOOstoo, 1990; Kazdin, French, &

Sherick, 1981; Kazdin, 1986), other findings have not revealed inter-rater differences (e.g.,

ElIiott, Turco, & Gresham, 1987; Kazdin, 1984; Waas & Anderson, 1991). In recent years,

there bas been an increased focus on studying treatment acceptability among teachers and

parents although the use ofanalogue methodology remains standard practice in the field

(Miltenberger, 1990; Reimers et al., 1992a).

The basic rationale driving researcb on treatment acceptability is the premise that

choice oftreatment, compliance witb treatment, and treatment outcomes are affected by

judgments as to the suitability and fairness ofan intervention (Calven & JoOOston, 1990). In
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addition ta examining the acceptability oftreatment procedures, Wolf (1978) a1so argued

that the effects ofa particular treatment a1so need ta he socially valid. Consumer

satisfaction is the term used to refer to participants' perceptions regarding treatment

outcome as weil as satisfaction with treatment procedures (McMahon & Forehand, 1983).

In the parent training literature, consumer satisfaction is often assessed following treatrnent

(Calvert & 10OOstoo, 1990; Calven & McMahon, 1987). Similar to the acceptability

literature, rating scales are commonly used to assess consumer satisfaction (Lebow, 1982;

McMahon & Forehand, 1983).

However, an important distinction between measurement practices in the

acceptability and satisfaction literatures is the emphasis placed on the empirical validation of

treatment acceptability measures. Researchers have made concerted efforts ta demonstrate

the reliability and validity ofvarious treatment acceptability instruments (e.g., Kazdin,

1980a, 1980b; ElIiott & Von Brock Treuting, 1991~ Tarnowski & Simoni~ 1992~ Witt &

Martens, 1983). In contrast, satisfaction questionnaires typically used in parent training

research appear to have been developed and used based on face validity, with a seeming

disregard for the psychometrie properties of these instruments (MeMahon & Forehand,

1983). For example, a commonly used consumer satisfaction measure is the Paren/'s

Consumer Salisfactioll Questionnaire (PCSQ), an instrument developed by Forehand and

McMahon (1981) to assess the acceptability and effectiveness of their behavioral parent

training program. This rating scale assesses four aspects ofsatisfaction: (a) overal1

satisfaction with the program; (b) the extent to which the teaching program was useful and

easy ta implement~ (c) the difticulty and usefulness associated with specifie aspects of the

program; and (d) satisfaction with the therapist. This rating scale has been used to evaluate

parent training programs in severa! studies, including other parent training programs (e.g.,

Calvert & MeMahon, 1987; Furey & Basili~ 1988; McMaho~ Tiedemann, Forehand, &

Griest, 1984; Webster-Stratton, 19858, 1989; Webster-Stranon et al., 1988, 1989). A

similar approaeh was followed in the development of instruments to assess satisfaction with

consultation sueh as the Consultatioll Services Questionnaire (CSQ~ Zins, 1984) and the

Consul/allt Eva/uation Form (CEF; Erchul~ 1987). These instruments have been widely
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used in consultation research (e.g.~ Colton & Sherid~ 1999; Sheridan et al.~ 1999;

Sheridan, Colton, et al., 1996). In other consultation studies, the PCSQ and CSQ have been

combined and used to assess parent satisfaction with consultation services (e.g., Kratochwill

et al., 1999; Rotto & Kratochwill, 1994).

A1though satisfaction with services provided through parent training or parent

consultation is commonly included in research documenting the effectiveness of these

approaches (Calvert & Johnston, 1990; Sheridan, Welc~ et al.~ 1996)~ little systematic

investigation ofthe factors intluencing post-treatment acceptability bas been carried out

(Webster-Stratton, 1989). In tbis regard, more attention has been paid to the factors

inf1uencing the acceptability of school and c1assroom..based interventions as typically

evaluated by teachers or college students. In the next section oftbis chapter, the teacher and

parent-based literature into treatment acceptability and consumer satisfaction are reviewed.

factors inf1yencina teacher treatment aeeeptability Much of the treatment

acceptability researeh bas focused on identifying the factors that affect judgments about the

faimess and appropriateness ofbehavioral interventions (Elliott, 19881, 1988b;

Miltenberger, 1990; Rasnake, 1993). Moreover~ the majority ofthese studies have focused

on the acceptability ofclassroom behavioral interventions as rated by college

undergraduates or teachers (Calvert & Johnston, 1990; Elliott~ 1988b; Ellion & Busse,

1993). In a review ofthe school-based intervention üterature, a number ofvariables that

influence teacher evaluations of treatment acceptability were identified such as psychologist

characteristics, teacher characteristics, child characteristics, and treatment issues (Elliott,

1988b).

In tenns ofpsychologist characteristics, studies have indicated that teachers are

more likely to rate interventions favorably when psychologists have involved teachers in the

consultation process and have not played an expert role. For example, in one study,

collaborative interactions between teacher and psychologist were rated as the preferred

mode ofcommunication (Babcock &. Pryzwansky, 1983). Similarly, teachers who watched

a collaborative problem-solving interview identifying a child's problems rated tbis scenario

as more acceptable than a vignette where the psychoIogist taId the teacher what to do
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(Rhoades & Kratochwill, 1992). When developing actual treatment recommendations,

teachers are more likely to endorse interventions that are developed collaboratively with

psychologists (Kutsick, Gutkin., & Witt, 1991). In this study, teachers were presented with

case studies and told that the cases had been prepared in one ofthree ways: (a)

collaboratively between psychologist and teacher; (b) alone by a psychologist; or (c) alone

by the child's teacher. Treatment recommendations developed through coUaborative means

were rated as more acceptable.

The terminology used by psychologists also plays a role in teacher ratings of

behavioral interventions (Elliott & Busse, 1993). For example, treatment recommendations

that were labeled as "pragmatic" were judged to be more acceptable to teachers than

identical sets of recommendations that were labeled "behavioral" or "humanistic" (Witt,

Moe, Gutkin, & Andrews, 1984). However, these preferences appear to be mediated by

teachers' theoretical orientation and familiarity with the techniques. In a study ofteachers

who used behavioral modification strategies in the classroom, behavioral interventions were

rated as more acceptable than those labeled humanistic or pragmatic (Hall & Wahrman,

1988). In additio~ teachers prefer technical terminology over everyday language when

discussing behavioral interventions (Rhoades & Kratochwill, 1992). In tbis study,

consultants interviewed teachers about a child's behavior problems and used either technical

terms (e.g., reinforcement, extinction) or ordinary language (e.g., praise, stopping

behaviors). Teachers in the technicallanguage condition rated the proposed interventions as

more acceptable, and during debriefing the teachers indicated that the use ofnontechnical

language by the psychologist was perceived as patronizing and assumed a lack of

knowledge about behavior modification on the teacher's part.

Other studies have aIso demonstrated the relationsbip between teacher

characteristics such as knowledge about behavior modification and general teaching

experience and perceptions oftreatment acceptability (Calvert & Johnston, 1990; Elliott,

1988b). For example, in a study carried out by McKee (1984 as cited in Elliott, 1988b),

elementary school teachers with varying amounts ofknowledge about socialleaming

principles were asked to rate the acceptability offour interventions. Teachers with a greater
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understanding ofsociallearning theory as measured on a pretest measure rated ail

interventions as more acceptable than teachers in the low knowledge group. Similarly, Clark

and Elliou (1988) found a significant relationship between teachers' knowledge of

behavioral principles and acceptability ratings in their comparison oftwo social skills

training programs. However, there appears to be an inverse relationship between years of

teaching experience and the acceptability ofa proposed treatment (Witt, Moe, et al., 1984;

Witt & Robbins, 1985). In both ofthese studies, teachers with more years ofteaching

experience were more harsh in theiT ratings ofbehavioral interventions than newly trained

teachers. These findings may be explained by cohort effeets refleeting training differences as

weil as differing amounts ofexposure working with behavior problem children (Calvert &

Johnston, 1990; Elliott, 1988b).

Child-related charaeteristics such as type ofbehavior problem and severity have a1so

been cited as important factors influencing acceptability judgments. Numerous studies have

demonstrated a positive relationship between problem severity and acceptability; the more

problem severity increases, the more acceptability ratings of a treatment increase (Calvert &

Johnston, 1990; Elliott, 1988b; Reimers et al., 1987). Although Elliott's (1988b) review

indicated that teacher ratings vary as function of the type of symptoms displayed by a child,

most of the research has focused on comparing different aspects ofsimilar acting-out

behaviors such as aggression and obscene language. In fact, little attention has been paid to

comparing the acceptability of interventions for intemalizing versus extemalizing problems

(Calvert & Johnston, 1990). To a lesser extent, there is also evidence to suggest that other

child characteristics are important such as gender or personality variables. In one study,

teachers were asked to read one of six vignettes that varied by ADHD symptomatology

(i.e., inattentive type, hyperactive-impulsive type, combined type) and student's gender.

They were then asked to assess the acceptability ofvarious interventions (e.g., daily report

card, response cost, medication, classroom lottery) using both quantitative and qualitative

methods (pisecco, Huzinec, Curtis, & Mathews, 1999a; Pisecco, Huzinec, Curtis, &

Mathews, 1999b). Results revealed an interaction effect between the type of intervention

and gender; medication and response oost techniques were rated to be equally acceptable
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for males while response cost was rated as more acceptable than Medication for females. In

another study ofteachers asked to rate the acceptability of interventions proposed for a

child with behavior problems, interventions were rated as more acceptable when used with a

child ofaverage as opposed to below average intelligence (Martens & Meller, 1989). In this

investigation, there was aise an interaction etfeet between a child's intelligence and

popularity rating; teachers rated interventions as less acceptable for popular children with

below average intelligence.

Treatment issues have also been shown to have an impact on acceptability such as

the type of intervention proposed, expectations surrounding treatment etfectiveness, and the

time required to implement an intervention (Elliott, 1988b, Reimers et al., 1987). Numerous

studies have consistently documented that interventions considered to be positive in nature

(e.g., praise, token economies, differential reinforcement) are rated as more acceptable than

reductive procedures (e.g., time out, spanking, electric shock) (Elliott, 1988b; Reirners et

al., 1987). Treatments that are perceived to be effective are also rated as more acceptable

(Clark & Elliott, 1988; Kazdin, 1981). In a study by Kazdin (1981), vignettes describing a

child's misbehavior and proposed solutions were accompanied by descriptions of the

treatment's demonstrated efficacy. Although tbis knowledge did not influence acceptability

ratings, treatments reported to have more adverse side effects were rated to be less

acceptable than those with fewer side effects. Interestingly, however, knowledge of a

treatment's effectiveness May have the greatest impact on acceptability when the behavior

problem is mild in nature. In a study ofspecial education teachers asked to rate the

acceptability of three interventions, effectiveness information had more ofan impact on

treatment acceptability when the problem was described as mild rather than as severe (Von

Brock & Elliott, 1987). The authors speculated that teachers May he more willing to learn

about and experiment with validated techniques when problems are mild. When problems

are severe they May rely more on past experiences and personal judgments as to which

treatments will be effective.

Time aise has an effect on acceptability since the more time it takes for a teacher to

implement treatment, the less likely it is to be perceived as acceptable (Elliott, 1988b;
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Reimers et al., 1987). However, tinte-related factors aIso interact with the issue ofproblem

severity (Witt, Martens & Elliott, 1984). In the study by Witt and coUeagues, teachers rated

treatments that varied as a function of the tinte required for implementation (e.g., ranging

from less than 30 minutes to 1 hour per day), problem severity (low, medium, high), and

type of intervention (positive versus reductive). The results indicated that, in general,

teachers prefered more time-efficient interventions; however, when faced with a severe

behavior proble~ interventions that required more time to implement were considered

more acceptable.

Other variables May aIso affect treatrnent acceptability ratings such as the rater

evaluating the treatment (CaIvert & Johnston, 1990~ Miltenberger, 1990). However, rater

effects have not been consistently documented in the literature. For example, researchers

comparing parent and child perceptions ofpsychotherapy and behavioraI interventions

reponed no differences arnong raters (Kazdin, 1984a). Similarly, in another study,

comparison between the acceptability ratings of fifth-grade children, teachers, and school

psychologists yielded no between-group differences (Elliott et al., 1987). Yet there is other

evidence to indicate that the person evaluating the intervention is important to consider. For

example, CaIvert and Johnston (1988 as cited in CaIvert & Johnston, 1990) studied

mothers' and university students' acceptability ratings and found that students were more

conservative in their evaluation ofproposed behavioral interventions than mothers. In two

studies ofhospitalized children aged 7-13 years, their parents, and hospital staff: children's

acceptability ratings were lower than those ofparents and hospitaI personnel (Kazdin et al.,

1981; Kazdin, 1986). Another anologue study compared teacher and parent evaluations ofa

variety of interventions to reduce children's behavior problems such as reinforcement, time

out, and contractuaI agreements (Norto~ Austen, AlIe~ & Hilto~ 1983). The results

indicated that teachers rated ail proposed treatments as more acceptable. In a more recent

study (Waas & Anderso~ 1991), college freshmen and two groups ofelementary school

students (i.e., second and fifth grade) were asked to rate the acceptability and perceived

effectiveness of three interventions for a child described as having behavior problems at

school. The proposed treatments were a token economy system in the classroom,
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counselin~ and placement in a special education class. The university students and fifth

graders were more negative in their evaluations than were the second graders. In response

to such evidence, the need to study treatment acceptability among groups other than

teachers, such as psychologists, children, and parents bas been acknowledged (Ellion &

Busse, 1993; Miltenberger, 1990).

Factors influencioa parent acceptabj)jty and satisfaction In contrast to the

abundance of literature on the acceptability of school-based interventions, there bas been

considerably less investigation into the factors influencing parent ratings of treatment

acceptability. However, to facilitate comparison with the preceding section ofthis literature

review, Elliott's (1 988b) conceptual framework for classifying treatment acceptability

research ioto such categories as psychologist characteristics, parent characteristics, child

characteristics and treatment issues will be used. The bulk of the parent treatment

acceptability literature bas focused on parent and child charaeteristics as weU as treatment

issues. There has been virtually no research conducted on the effect ofpsychologist or other

consultant variables on parent ratings ofacceptability such as the amount of involvement or

the type ofjargon used by psychologists.

Investigations into the relationship between treatrnent acceptability and parent

characteristics have largely focused on demographic variables such as socioeconomic status

(SES), race, gender, and marital status. Two studies examined the impact of SES on

acceptability ratings (Heffer & Kelley, 1987; Tamowski, Simoni~ Park, & Bekeny, 1992).

In the Heffer and Kelly study, low and middle income mothers ofyoung children with

conduct problems were asked to rate the acceptability ofpositive reinforcement, response

cost, time out, spanking, and Medication. The results revealed an interaction effect between

incorne level and acceptability; low income mothers rated response cost and positive

reinforcement to be more acceptable than did middle incorne mothers. SES was also a

variable ofinterest in the study by Tarnowski and colleagues (1992) where mothers of

children with behavior problems rated the acceptability ofa variety of interventions (token

economy, time out, and Medication as weil as combinations ofthese treatments). However,

SES was not found to have an impact on treatment acceptability ratings.
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Two studies by Tamowski and colleagues (Tamowski, Simonian, Bekeny, & Park,

1992; Tarnowski, Simonian, Park, et al., 1992) examined the influence ofrace on treatment

acceptability. Both studies compared Afiican American and Caucasian mothers'

acceptability ratings for interventions proposed for a child exhibiting either acting-out

problems (Tarnowski, Simonian, Park, et al., 1992) or depressive syrnptoms (Tarnowski,

Simonian, Bekeny, et al., 1992). Acceptability ratings varied as a function ofrace in the

study using the profile of the depressed child; African American mothers rated aU

interventions strategies as less acceptable than Caucasian mothers (Tarnowski, Simonian,

Bekeny, et al., 1992). However, race was not found to be significant in a methodologically

similar study for an acting-out child (Tamowski, Simonian, Park, et al., 1992).

Parent gender and marital adjustment have also been examined in relation to

treatment acceptability. In one study, 69 parents were asked to evaluate several treatment

options (e.g., positive reinforcement, time out, response cost, spanking, medication) for a

boy described as having behavior problems (Miller & Kelley, 1992). Forty-one of the

couples were classified as maritally distressed, while 28 couples reported no marital

problems. Results indicated no main effects for either marital status or gender although

fathers rated spanking and medication as more acceptable than mothers. Compared to the

non-distressed group, maritally distressed parents rated positive reinforcement to he less

acceptable but found time out to be more acceptable. This suggests that distressed parents

favor interventions that remove the child from the environment, perhaps because marital

disagreements May also occur in response to or as a precursor to a child's acting-out

behavior. Similar results regarding the effect ofparent gender have also been reported

(Phares, Ehrbar, & Lu~ 1996). In this analogue study of 200 parents, fathers rated the use

ofdiscipline strategies such as behavioral contingencies as more acceptable than mothers,

who preferred individual and family therapy as treatment options.

Other than limited demographic research, there has been little investigation of

treatment acceptability in relation to parent characteristics. A recent study by Reimers,

Wacker, Cooper, and DeRaad (1995) examined the effect ofparental attributions on

acceptability ratings. Fifty-eight parents about to begin treatment at an outpatient clinic for
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their child ~s behavior problems were asked to complete an attribution scale measuring the

extent to which they viewed their child's difficulties to be the result ofphysical factors (e.g.,

health problems, genetic predisposition, personality traits) or environmental factors (e.g.,

stressfullife events, the child's fiiends, home environment). The child was then assessed by

the clinic staff: and behavioral recommendations were presented to parents. Prior to

beginning treatment parents rated the acceptability ofthe interventions, and results revealed

that parents who viewed their child's difficulties to be the result ofenvironmental factors

rated the treatment proposai to he more acceptable than parents who attributed their child's

problems to more internal factors.

There is a1so sorne indirect evidence to suggest that parent personality

charaeteristics MaY be related to trealment acceptability. In the consultation literature,

Stenger, Tollefson, and Fine (1992) found a relationship between teacher perceptions of

problem-solving ability and willingness to participate in school-based consultation. Iwo

hundred and sixty-five teachers completed a problem-solving inventory and a questionnaire

that probed years of teaching experience, frequency ofcontact with school psychologists,

perceptions about training differences between psychologists and teachers, and whether or

not they had participated in consultation over the last school year. Perceptions of high

problem-solving ability were found to reliably predict teacher requests for consultation

services. Problem-solving ability has been associated with parenting skills. Spaccarelli,

Coder, and Penrnan (1992) tested the effects ofproblem-solving training used as an adjunet

to behavioral parent training for parents ofchildren with conduet problems. After

completing Webster-Stratton's (1992b) videotape training program, parents in the

experimental group received problem-solving instruction while parents in the control

condition participated in extra discussion sessions. Compared to the control group, parents

in the experirnental group demonstrated more improvement in their attitudes about their

child's behavior and reported a greater reduction oftheir child's problems.

Problem-solving has a1so becn studied in relation to parent discipline issues

(Shorkey, McRoy, & Armendariz, 1985). In their study of40 mothers, scores on a self­

report problem-solving questionnaire were associated with attitudes about punishment
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procedures. Mothers who perceived themselves to be less proticient problem-solvers

indicated that they were more likely to use more intense punishrnent procedures than

mothers who felt they were better problem solvers. These studies suggest that parents'

beliefs about their problem-solving skills may play an important role in their participation in

and satisfaction with parent training and consultation services.

Beliefs about one's parenting skills may also influence acceptability ratings. Parental

self-efficacy, defined as perceptions about one's sense ofcompetence as a parent, has been

associated with parent-child interactions. Parents with low levels of self-efticacy have been

shown to cope less effectively with children's behavior problems than parents with a higher

degree ofparenting competence (Gibaud-Wailston & Wandersman, 1978 as cited in

Johnston & Mash, 1989~ Mash & Johnston, 1983). Self-efficacy has aIso been demonstrated

to play a role in the extent to which parents become involved in their child's leaming

(Hoover-Dempsey, Bassler, & Brissie, 1992). For example, Hoover-Dempsey and

associates asked parents ofyoung children to complete a self-etlicacy measure and provide

infonnation about their level of involvement in school-related activities. Modest correlations

were reported between level of parent self-efficacy and the number ofhours spent

volunteering at school, the number of hours spent participating in educational activities with

their children, and the number oftelephone contacts with teachers. Taken together, these

results suggest that the extent to which parents feel confident and satisfied with their

parenting role may have an effeet on their participation in collaborative intervention

endeavors involving teachers.

A number ofchild-related characteristics have received considerable attention in the

parent treatment acceptability literature. Although the evidence from the teacher literature

indicates that acceptability ofbehavioraI treatments increases with problem severity, results

iTom parent studies are more ambiguous. Sorne studies have indicated that problem severity

is not related to parent treatment acceptability (Hobbs, WaIle, & Hammersley, 1990;

Tamowski, Simonian, Bekeny, & Park et aI., 1992; Tamowski, Simonian, Park, et al.,

1992). In one study, treatment options presented for a child described as having a severe

behavior problem were rated more favorably than for the child with milder symptoms
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(Frentz & Kelley, 1986). In other research, parents ofchildren with severe behavioraI

difficulties proposed interventions as less acceptable when compared to parents ofchildren

exhibiting milder problems (Reimers et aI., 19921., Reimers, Wacker, Cooper, &

DeRaad,1992b). Although severity per se was not investigated in a study comparing parents

ofchildren with behavior problems to those without any conduet problems, there were

differences both groups' ratings (Miller & KeUey, 1992). For instance, parents of the

children with behavior problems rated medication more favorably than parents ofchildren

with no such difficulties. Results such as these suggest that past ideas about problem

severity which were based largely on analogue evidence May not be applicable to clinical, in

vivo situations. Problem severity May play a very different role in influencing treatment

acceptability among parents ofchildren with actuaI problem behaviors.

Similar to the teacher·based literature, there is evidence that the type ofbehavior

problem displayed by a child affects parent ratings ofacceptability. Although one study

failed to report differences in acceptability ratings in relation to problem type, ail of the

profiles depicted acting.out behaviors such as tantrums, noncompliance, aggression and

hyperactivity (MiItenberger, Parrish, Rickert, & Kohr, 1989). Thus, it is not surprising that

no effect of problem type was found since aU of the behaviors were consistent with

extemalizing symptomatology and were not indicative of substantially different behavior

problems. Discrepant acceptability ratings from two studies evaluating interventions for a

child with depression (Tarnowski, Simonian, Bekeny, et al., 1992) versus a chiJd with

disruptive behaviors (Tamowski, Simonian, Park, et al., 1992) aIso suggest that

acceptability varies as a function ofsymptomatology. In another study, parents were

specificaIly asked to rate interventions proposed for a child with either an intemalizing or

externalizing behavior problem. For the extemalizing case, parents endorsed behavioral

strategies while family or individuaI therapy and Medication were rated as more acceptable

for the intemalizing case (phares et al., 1996). However, it is interesting to note that in the

Phares study, parents also perceived intemalizing problems to be more severe than the

extemalizing symptoms, which suggests that problem type i:; confounded with issues related

to problem severity.
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Research comparing various disabilities aIso suggests that parents rate interventions

differently, depending on the type ofdifficulty their child exhibits. In one study, parents of

children with autism, parents ofchildren with other disabilities, and parents ofnondisabled

children were asked to rate the acceptability oftreatments for self-injurious behavior. The

results indicated that ratings differed as a function ofthe child's problem (pickering &

Morgan, 1985). Reinforcement was rated as the Most acceptable among parents ofchildren

with autism, while parents ofchildren with other disabilities rated timeout as more

acceptable. Similar results were obtained when parents ofchildren with cancer and parents

ofhealthy children were asked to rate interventions ta treat noncompliance issues in cancer

cases (Miller, Manne, & Palevsky, 1998). Parents of the children with cancer rated punitive

strategies (e.g., response cost, time out) to be Jess acceptable than the other group of

parents.

Age and gender variables revealed ta the child being treated may also be relevant to

the discussion at hand. In a study ofparents and teachers asked to rate the acceptability of

interventions for disruptive behaviors of!Wo children aged 5 and 10, aIl of the behavioral

procedures proposed for the younger child were rated as being more acceptable (Norton et

al., 1983). In a similar study, parents were asked ta rate the interventions proposed for a 6

and 15 year-old child with behavior problems (phares et al., 1996). BehavioraI strategies

were rated as more acceptable for the younger child, while other approaches such as

Medication and psychotherapy were rated as more acceptable for the adolescent. Bath of

these studies aIso investigated the effect ofgender on treatment acceptability ratings,

aIthough researchers found few differences in relation to the child's gender. However, it is

important ta keep in mind the prevaIance statistics indicating males outnumber females with

respect ta extemaIizing problems while the opposite is true for more intemaIizing behaviors

(Beitchman et al., 19928, 1992b; Sholevar & Sholevar, 1995).

Treatment isssues have been investigated with respect to parent treatment

acceptability. As in the teacher-based Iiterature, parents generally perceive positive

procedures such as reinforcement to be more acceptable than reductive procedures such as

punishment (CaIven & McMahon, 1987; Heffer & Kelley, 1987; Jones, Eyberg, Adams, &
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Boggs, 1998; Miller & Kelley, 1992; Miltenberger et al., 1989). Moreover, behavioral

strategies are preferred over other types ofinterventions such as Medication (Tarnowski,

Simonian, Park, et al., 1992; Tamowski, Simonian, Bekeny, et al., 1992). Another

potentially significant factor is whether differences in treatment fonnat affect parental

perceptions ofacceptability. Calvert and McMahon (1987) asked mothers ofchildren with

conduct problems to evaluate a behavioral parent training package presented in one of three

ways. The amount ofinformation provided to parent was manipululated such that one third

of the sample received a description ofthe program with a rationale as to why a particular

procedure was useful, one third received only an outline ofthe program with no rationale,

and the final third received the description and rationale as weil as an exarnple ofa parent

explaining the rationale to a child. The mothers who received the description and the

rationale provided the highest acceptability ratings for the parent training program. Results

such as these support Reimers and colleagues' (1987) argument that a complete

understanding ofthe proposed intervention is an important consideration when assessing

treatment acceptability since the additional information about the treatment provided in the

Calvert and McMahon (1987) study enhanced the acceptability ofthe intervention.

Two studies have examined the relationship between perceived treatment

etfectiveness and acceptability by asking parents ofchildren with behavior problems to rate

the acceptability ofan intervention (Hobbs et al,. 1990; Reimers & Wacker, 1988). In the

study by Hobbs and colleagues, mothers were asked to rate the acceptability ofa brief,

I-hour training session on how to administer one of three treatments (praise, time out, and

praise) to their children. Results indicated that maternal ratings were higher for treatments

presented as being more effective and having fewer adverse side effects. In the Reimers and

Wacker study, parents seeking services for their child's behavior problems were asked to

rate the acceptability of proposed interventions immediately after they were explained to

parents and one month following the clinic visit. A1though effectiveness was not

significantly correlated with acceptability ratings prior to treatment, upon follow-up a

significant positive correlation was reported between effectiveness and acceptability. This

study underscores the importance ofcontinuing to assess treatment acceptability once an
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intervention has been implemented (Reimers & Wacker, 1988).

ln the parent training literature, there bas been limited investigation of the factors

influencing satisfaction ratings following treatment. Webster-Stratton's (1989) comparison

of three versions ofher videotape training series program failed to detect any effect of SES

or family income on satisfaction ratings. This is in contrast to results from other studies

where parents of lower SES rated parent training to be less acceptable (Furey & Basili,

1988; Webster-Stratton, 1985a). However, the methodology in the Furey and Basili study

was somewhat unorthodox in that they considered changes in child behavior as indicators of

parent satisfaction, and it is questionable whether behavior change alone should be

considered as a measure of satisfaction. Webster-Stratton (1985b) investigated the effects

offather involvement on parent training outcomes and compared participants ofa

behavioral parent training program where halfof the sample included fathers who were

involved in the training. Not only did father involvement result in greater treatment gains,

but satisfaction ratings at one year foUow-up were higher for the father-involved sample.

Dnly !Wo studies have examined the impact ofproblem severity on satisfaction, both of

which found that parents who rated their children as having less severe behavior problems

also indicated greater satisfaction at 1- and 6-month follow-up (Reimers et al., 1992a;

1992b).

There is evidence that treatment issues are germane to the study ofparent treatment

acceptability. A number of studies, both analogue and naturalistic investigations, have

indicated that intervention format is an important consideration. For example, parents

completing a parent training program based on socialleaming principles as weil as

behavioral techniques were more satisfied than parents taught ooly about behavioral

techniques (McMahon et al., 1984). These differences in satisfaction were still maintained at

2-month follow-up. In other studies, the issue ofindividual versus group fonnats has been

investigated. For example, in a study comparing individual versus group parent training,

parents in an individualized program were more satisfied than parents .who participated in a

group (Eyberg & Matarazzo, 1981, as cited in McMahon & Forehand, 1983). However,

other findings suggest that parents prefer group fonnats that pennit discussion and feedback
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over self-administered programs. In two separate studies, Webster-Stratton (1989;

Webster-Stratton et al., 1988) compared the effectiveness and acceptability ofthree formats

ofher videotape parent training series: individual administration; group discussion with

videotherapy; and group discussion ooly. Mothers perceived the group discussion and

videomodeling fonnat to be more satisfYing, useful, and less difficult to use than those in the

other conditions. These group differences in satisfaction were still evident at one year later.

Parents commented that the self-administered prograrn was limited by a lack ofpersonal

contact and feedback from the therapist. In a subsequent study, Webster-Stratton (1990)

incorporated a consultation component into the individual format. She compared the

standard self-administered program with a self-administered program that permitted parents

to calI a therapist whenever they wished and meet with the therapist once during the

program and at the end to discuss any questions or concems. The results indicated no

differences in satisfaction ratings a1though there were differences related to effeetiveness

issues. Less posttreatment deviance in parent-child interactions were reported for

participants in the self..administered plus consultation group than in the self-administered­

ooly group or control group.

Results from survey research indicates that different models of service delivery are

evaluated differently with respect to treatment acceptability. In a study by Sheridan & Steck

(1995), over 450 school psychologists in the United States were asked to rate the

acceptability of four types ofservice delivery (direct service, teacher-ooly consultation,

parent-ooly consultation, and conjoint behavioral consultation). Results revealed that

conjoint behavioral consultation was rated as the most acceptable model of service delivery.

These findings were replicated in a similar study ofover 300 Canadian school psychologists

who were asked to rate the acceptability ofthese approaches (Illsley et al., 1999). Parents

and teachers have also been polled as to their perceptions of these four models of service

delivery, with both of these groups rating conjoint behavioral consultation as the most

acceptable means through which to address student problems (Freer & Watson, 1999).

SUDUDm and CritjQue

Social validity is an important component ofintervention research, and considerable
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attention has been paid to the constructs oftreatment acceptability and consumer

satisfaction. Models oftreatment acceptability hold that initial judgments ofacceptability

play a role in the selection oftreatment procedures and affect the eventual outcome of an

intervention (Reirners et al., 1987; Witt & Elliott, 1985). However, the treatment

acceptabilty literature has been constrained by its focus on analogue methodology and the

measurement of treatment acceptability by teachers or university students. The relationship

between treatment acceptability and treatment outcome is also not weil understood.

Although the importance ofongoing assessment oftreatment acceptability prior to, during,

and following treatment has been stressed (e.g., Reimers & Wacker, 1988; Schwartz &

Baer, 1991), there has been little research documenting the acceptability of interventions

throughout the course of treatment. A1so, few studies have investigated the the factors that

influence treatrnent acceptability in clinical intervention research. For exarnple, parental

perceptions oftreatment acceptability and satisfaction are not weil understood. Previous

research suggests that parent charaeteristics such as SES, marital adjustment, race, and

beliefs about self-efficacy and problem-solving skills may influence pre and posttreatment

acceptability ratings. Child issues such as the severity ofa behavior and the type ofproblem

May also have an effect on parent acceptability ratings. Finally, treatment issues such as the

type of intervention used and the format through which treatments are delivered to parents

may also influence acceptability ratings. However, given the questionable ecological validity

of these findings due to the analogue methodology upon which these studies were based,

more naturalistic investigation ioto the factors that influence parental perceptions of

acceptability is needed.

Research Questions and Hxgotheses of the Present Stydy

This study is part ofa larger research project investigating the effeetiveness of

home and school consultation in the treatment ofyoung children with mild to moderate

behavior problems. The consultation approaches tested in this study exist along a continuum

of indirect service delivery with varying degrees ofcollaboration between a consultant and

parent and teacher consultees. Three indirect models ofservice delivery were compared: (a)

a highly individualized behavioral consultation model (Be); (b) group videotape therapy
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with minimal consultation (GVT); and (c) a self-administered videotape therapy program

(VT).

The present study represents a preliminary and exploratory anaIysis of the

effectiveness and acceptability ofthese intervention approaches as rated by parents. One of

the primary goals of this study was to examine the impact oftreatment methods on

children's behaviors at home and al school. A second goal of tbis investigation was to

document the acceptability of treatment procedures prior to, during, and foUowing

treatment. A final aim ofthis study was to explore sorne of the factors affecting treatment

acceptability and consumer satisfaction judgments made by parents participating in the

study. In arder ta address each ofthese goals, the following hypotheses were explored:

Predictjon # J. II was predicled lhal childrel1 in allthree inlervention conditions would

demol1strate positive improvements in the behaviors targetedfor change.

One aim oftbis study was to provide further empirical evidence supporting the use

ofvideotape parent training and conjoint behavioral consultation in the treatment of

cbildren's behavior problems. Previous investigations have demonstrated the efficacy of

self-administered videotape training programs for parents ofchildren with behavior

problems (Webster-Stratton, 1990, 1992a; Webster-Stratton et al., 1988, 1989). Other

research indicates that conjoint behavioral consultation is also effective for children with

behavior problems (e.g., Johnson, 1994; Kratochwi11 et al., J999; Sheridan et al., 1990;

Sheridan, Kratochwill, et al., 1996). Based on tbis research, it was expected that ail of the

children panicipating in the study would demonstrate significant behavioral improvements.

Prediction #2" lt was predicted that children in the GVTcondition wou/d evidel1ce greater

positive changes in behavior thall chi/dren in either the Be or VI groups.

The design of the present study aIIowed for a direct comparison of intervention

approaches based on varying degrees ofconsultation. Other than the study by Kratochwill

and colleagues (1999), there is little research comparing difTerent levels of consultation. It is

reasonable to expect that the three intervention approaches used in tbis investigation will
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vary with respect to their etTectiveness in reducing problem behaviors and increasing social

behaviors. The videotape therapy condition combined with group discussion may result in

the greatest degree ofchange because parents and teachers are able to learn skills modeled

in videotaped vignettes and discuss these strategies with a behavioral consultant as well as

other parents, a1Jowing for more learning and feedback opportunities.

Prediction #3· It was hypothesized thol a positive relationship exists belWeen treatment

outcome andparentalperceptions ofacceptability and satisfaction.

Models of treatment acceptability (Reimers et al., 1987; Witt & Elliott, 1985) posit

a link between treatment eifectiveness and acceptability. However, d~e to the almost

exclusive reliance on the analogue method in treatment acceptability research, there has

been little investigation ofthe relationship between these two variables in clinical research

and practice. Research conducted by Reimers and bis colleagues (1992a; 1992b, 1995) has

offered preliminary evidence as to the association between treatrnent effectiveness and

acceptability ratings which provided a rationale for the expectation that positive treatment

outcomes would be correlated with greater posttreatment acceptability and satisfaction

ratings.

Prediction #4. II was hypolhesized thal intervention condition has an impact on pare"t

rotillgs oftreotment acceptability and satisfaction.

Within the treatment acceptability literature, it bas been commmon practice to

evaluate the acceptability ofdifferent behavioral intervention strategies such as time out,

positive reinforcement, and medication (Calvert & Johnston, 1990; Elliott, 1988; Reimers et

al., 1987). Notwithstanding findings from survey research, the ways in which such

treatments are delivered have not been examined with respect to their acceptability. Each of

the three interventions used in this study employed similar behavior management techniques

such as time out, ignoring, and praise but differed in the manner in which they were

presented to and implemented with parents and teachers. In essence, three levels of

consultation services were compared: the traditional conjoint behavioral consultation model;
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minimal consultation involving group discussion and videotape therapy; and no consultation

since parents and teachers self-administered the videotape training package. In addition to

exploring which approach yielded the largest treatment gains (prediction #2), it was also

important to investigate which condition parents considered to he the most socially valid.

However, it is difficult to prediet which intervention approach will gamer the greatest

acceptability and satisfaction ratings since there is conflicting evidence in the parent training

literature as to whether parents prefer self-administered versus group-based intervention

programs (e.g., Webster-Stratton, 1989; Webster-Stratton et al., 1988; McMahon &

Forehand, 1983).

Prediction #5' It was hypothesized that a positive relationship exists hetween parelltal

perceptions ofparenting competence andproblem-solving abilities andparent treatmelll

acceptability ralings.

Previous research suggests that beliefs about one's parenting skills and satisfaction

with the parenting role are important considerations in any collaborative endeavor between

home and school. Parents' perceptions regarding parenting competence and self-efficacy

have been demonstrated to be influential in a parent's ability to cope with their child's

behavior problems (Gibaud-Wallston & Wandersman, 1978 as cited in Johnston & Mas~

1989; Mash & Johnston, 1983) as weil as in predicting the level of parent involvement in

school-related activities (Hoover-Dempsey et al., 1992). Perceived problem-solving ability

has also been shown to be an important factor in determining teacher participation in the

consultation process (Stenger et al., 1992), and other research evidence indicates that

parental perceptions ofproblem-solving ability are associated with parenting skills (Shorkey

et al., 1985; Spaccarelli et al., 1992). In keeping with these results, it was expected that

higher ratings ofparenting competence and problem-solving ability would be associated

with greater treatment acceptability ratings.
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CHAPTER3

Method

Research DesiiD

A quasi-experimental research design involving both group and single-subject

methodology was used in tbis study. Given the individualized nature ofconsultation,

large-Il, between-group designs commonly used in psychological research are difficult to

implement and are not considered to be the favored means ofdocumenting treatment

outcomes (Gresham & Noell, 1993; Gutkin, 1993). To gain a deeper understanding of

consultation processes, interactions and outcomes, the use ofa small-Il or single subject

research design is recornmended (Gut~ 1993; Busse, Kratochwill, & Elliott, 1995).

Small-n methodology is considered a powerful means through wbich to document treatment

outcomes since the client being studied serves as bis own control (peterson & Bell-Dolan,

1995). By comparing behavioral observations coUected prior to an intervention (referred to

as the baseline phase) with observations occuring during the intervention phase, changes in

behavior serve as indicators ofa treatment's effectiveness (Barlow et al., 1984).

This reliance on pre and posttreatment comparisons is referred ta as time-series

methodology (Barlow et al., 1984). Time-series methodology involves repeated behavioral

measurement over time, and one powerful time-series design is the combined-series multiple

baseline (Barlow et al., 1984). A multiple baseline consists ofa coordinated series of

treatment phase changes that take place at different points in time (Barlow et al., 1984). In

this way, experimental subjeets serve as their own controls which strengthens the power of

tbis research design to detect treatment efFects. Despite attempts to implement multiple

baseline procedures in this study by staggering the start of the intervention phase across

participants, use oftbis design was not possible due to logistical reasons. Rather, another

fonn oftime-series design was used, the A-B design. The A-B design is the most basic of

time-series designs with A representing a baseline period and B representing the

intervention phase. White such a design is an adequate means ofcontrolling for threats ta

internal validity (i.e., the extent ta wbich the intervention is responsible for producing an

effect), tbis type of design does not address threats ta extemal validity, (i.e., the extent to
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which results can be generalized across subjects or settings) (Gutkin, 1993). However,

extemal validity with this design can be enhanced by replicating treatment effects across

subjects or environments (Barlow & Herse~ 1984). In the present study, a single-subject A­

B repeated measures design across multiple subjects and settings was used to examine the

impact ofconjoint behavioral consultation and videotape therapy on children's behaviors.

Qualitative methodology was used to supplement the quantitative findings regarding

treatment acceptability. Although not standard praetice in child clinical psychology research,

qualititative methodology is viewed as a means ofcomplementing quantitative approaches

(Krahn, Hohn, & Kime, 1995). The qualitative approach emphasizes a phenomenological

perspective, meaning that the goal underlying this research paradigm is to describe and

understand the phenomenon or event being studied (Bogdan & Biklen, 1998; Lincoln &

Guba, 1985). This method ofinquiry involves the use ofa variety of research tools and

techniques (e.g., interviews, observations, field notes) to gather data. Intepretation is then

carried out through an inductive means ofanalysis nom which prominent themes or ideas

emerge (Glaser & Strauss, 1967; Lincoln & Guba, 1985). A1though qualitative techniques

have not been commonly used in treatment acceptability research, this methodology has the

potential for providing additional insight into the variables that affect the acceptability of

interventions (e.g., Pisecco et al., 1999b). In the present study, open-ended interviews were

used to obtain treatment acceptability information from parents.

Participants

Children

Participants in this study included children with extemalizing behavior problems,

parents, teachers, and behavioral consultants. Children with suspected behavioral difficulties

and their families were recruited from English-speaking, Montreal-area preschools and

elementary schools. A total of36 male children between the ages of 3 and 10 years old

demonstrating significant extemalizing behavior problems (e.g., noncompliance, off-task

behavior, aggression) were eligible for participation. Identification ofbehavioral difficulties

was accomplished through the use ofstandardized rating scales completed by parents and

teachers. In order to participate in the study, at least one score on the Child Behavior
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Checkiisi (CBCL; Achenbach, 1991a), Teacher's Report Form (TRF; Achenbach, 1991b),

or Social Skills Rating System (SSRS; Gresham & Elliott, 1990) had to he significant. Thus,

one of the following criteria was necessaJY: (a) a standard score at least 1 standard devation

above the mean on the Problem Behaviors scale of the SSRS; (b) a standard score at least 1

standard deviation below the mean on the Social Skills scale orthe SSRS; or (c) aT-score

in the Clinical range on the Externalizing or Total Problem scales ofthe CBCL or TRF.

These screening measures are fully described in the next section of this chapter.

Of the 36 boys and their families who were eligible for the study, in four ofthe cases

parents declined to participate and treatment services were condueted with teachers only. In

two additional cases, parents and teachers withdrew trom the progr~ and services were

discontinued. Thus, the final sample ofparticipants analyzed in this study consisted of30

children, their parents, and their teachers.

Demographie information about the child sample was obtained trom screening

instruments (e.g, TRF, CBCL, SSRS) as weil from a history questionnaire created for this

study. The history questionnaire asked parents about family composition, major events tha!

had occurred over the last year, previous medical or psychiatric diagnoses, as weil as

interventions and medications that children had received. In four ofthe cases, demographic

infonnation was not obtained. Data for the remaining 26 children are presented in Table 1.

The mean age ofthe children prior to treatment was 5.96 years. Six of the children had been

previously diagnosed with a medicaJ or psychiatric condition or disorder, and of these, three

were taking Ritalin on a daily basis at the time of treatment. Three of the children and their

families had consulted with professionaJs for help with their child's behavior problems in the

past, although none were receiving psychological services other than those provided in the

present study.
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Table 1

Cbild Dernowphic Data

Item Number Percentage of Sample

Average Age (in monlhs)

Prior to treatment 71.6 (SD = 20.9)

Following treatment 77.2 (SD = 20.9)

Previolls Comorhid Diagnoses

Allergies 3.8%

Attention Deficit Hyperactivity Disorder 3.80/0

Fine/Gross Motor Delay 3.8%

Global DeveIopmentai Delay 1 3.8%

• Seizures 3.8%

Speech and Language DeIay/Irnpairment 2 7.7%

Previous Professionallllvolvemellt

Social Worker 3.8%

Psychiatrist 2 7.7%

Parents

•

Ail of the parents of the children eligible for the study were invited ta participate. In

ail, 37 parents completed the program. Within the Be group, 17 mothers and 3 fathers

acted as consultees. Within the GVT condition, 6 mothers, 2 fathers, and 1 grandmother

(who had legally adopted the child) acted as consultees. Six mothers and 2 fathers

participated in the VT group. The majority of participating parents were married mothers

with one or two children. This demographic information is presented in Table 2.
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Table 2

Parent DernoiJ1lphic Data

Item

Participa"t

Mother

Father

Grandmother

Number

29

7

Percentage ofSample

78.4%

18.90/0

2.7%

Afarital StaluS

Married 18· 690/0

Divorced 7 7%

Separated 3.8%

• Number ofChi/dren

6 23%

2 15 57.7%

3 4 15.3%

4 3.8%~

• In two cases, the child's biological parents had divorced and the custodial parent had

subsequently remarried.

•

Sorne of the parents reponed major life events they believed to have had an impact

on their child. Two ofthe children in the sample were adopted, one ofwhom was sick at

birth and adopted from a foreign country. Two ofthe married parents reported a history of

marital problems. In one family, there was history ofmaternai depression, and in another

case two recent deaths in the child's extended family had occurred.
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Teachers

Teachers of the children identified with behavior problems were also active

participants in the study. Ali of the teachers were female and taught in regular education

classrooms. Within the BC and GVT conditions, 17 and 6 teachers acted as consultees,

respectively. Within the VI group, 7 teachers participated.

Consultants

Eight female graduate students from the Behavioral Consultation Laboratory at

McGilI University served as consultants. Consultants were specifically trained in the use of

consultation and videotape therapy through a variety ofapproaches, including: (a)

completing graduate level coursework in school consultation~ (b) independent reading of

relevant consultation and parent training researc~ (c) attending workshops reviewing

theoretical and applied aspects of the treatment procedures~ (d) conducting mock interviews

until a proficiency level of85% was reached; and (e) aetual case experience conducting

consultation with parents and teachers. AlI interviews were audiotaped and reviewed by the

director ofthe research project, Or. Ingrid Siadeczek, to ensure the integrity of the

interview process.

Measures

This study employed a variety ofassessment instruments and procedures. Multiple

fonns ofassessment (e.g., behavior rating scales, self-report questionnaires, and interviews)

were carried out across multiple raters (e.g., parents and teachers) at different phases ofthe

study (e.g., screening, pre-intervention, intervention). A summary of the assessment

procedures used throughout the study is presented in Table 3. Table 4 indicates the

measures or techniques completed by participants. Detailed descriptions for each of these

measures are in the sections that follow.
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Table 3

ASsessment Methods and Tools Used in Each Phase of the Study

Screening

CBCUTRF

SSRS

Preintervention

BIRS

PSI

CPD

ePAI·

Intervention

DOB

TAP

Postintervention

CBCLffRF

SSRS

BIRS

PTeSQ

•

•

PSOC CTEI·

HQ

DOB

• For Be and GVT conditions only.

BIRS == Behavior Intervention Rating Scale; CBCL == Chi/d Behavior Checklist;

CPII == Conjoint Problem Identification Interview; CPAI == Conjoint Problem Analysis

Interview; eTEI == Conjoint Trealment Evaluation Interview; DOB == Direct Observations;

HQ == History Questionnaire; PSI =Problem Solvillg Invelltory; PSOC =Parentillg Sense

ofCompetence Scale; PTeSQ = ParelltiTeacher Consultation Services Questiollnaire;

SSRS == Social Ski/ls Rating System; TAP = Treatmellt Acceptabi/ity Probe; TRF =

Teacher 's Report Form.
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Table 4

Partjcipants RespoDsjble for CompletiOi Assessment Methods and lools

Measure Parent Teacher Consultant

Behavior Intervention X X
Ratillg Scale

Child Behavior Checklist X

Conjoint Problem X X X
Identification Interview

Colljoillt Problem X X X
Anai)'sis Interview

Conjoint Treatment X X X
Evaluationlllterview

Direct Observations X X

History Questionnaire X• ParenlTeacher Consullation X X
Services Questionnaire

Parellting Sense of X
Competence Scale

Problem Solvillg I"ventory X

Social Skil/s Rating System X X

Teacher's Repon Form X

Trearment Acceptahility Probe X X

ChiId Behavior Checklist

The Child Behavior Checklist (CBCU4-18; Achenbae~ 1991a) is a paper and

peneil rating scale assessing the competencies as weil as the behavioral and emotional

problems ofchildren between 4 and 18 years as rated by parents or guardians. Competence

items on the CBCU4-18 consist of a series ofquestions evaluating a child ~s involvement in

• leisure aetivities~ peer interactions, and academic perfonnance (e.g.~ "Please list the spons



•

•

•

Parent Treatment Aceeptability 71

your child most likes to take part inn, L'How Many close friends does your ehild have?, L'Has

your child repeated a grade?").

The behavioral and emotional portion ofthe CBCU4-18 consists of 113 items

comprising eight syndrome scales: Withdrawn, Somarie Complaints, AnxiousIDepressed,

Social Problems, Thought Problems, Attention Problems, Delinquent Behavior, and

Aggressive Behavior. Parents are asked to rate their ehild's behavior over the last six

months on a 3-point Likert scale ranging from 0 (Not True) to 2 (Very or Often True).

Sample items inelude L'Gets in Many fights", L'Refuses to talk" and L'Day dreams or gets lost

in hislher thoughts." Scale scores are grouped together into Extemalizing and Intemalizing

clusters, with Delinquent and Aggressive Behavior scales comprising the Extemalizing

grouping. Scores on the Withdra~ Somatie Complaints, and AnxiousIDepressed scales

comprise the Intemalizing cluster.

The CBCU4-18 yields percentile ranks and T-scores based on a mean of 50 and

standard deviation of 10. On the Competence scale, a T-score one standard deviation below

the mean (T= 40) signaIs academie and adaptive functioning within the borderline range.

Scores below 37 are eonsidered to be in the Clinical range. Total Problem scores as weil as

Extemalizing and Intemalizing scores between 60 and 63 are in the borderline range. A

score above 63 is eonsidered in the Clinical range. On the eight scales, T-scores ranging

between 67-70 are in the Borderline range; scores above 70 are in the Clinical range.

The psychometrie properties of the CBCL/4-18 indicate good reliability and validity

(Aehenbach, 1991a). Normed separately for males and females oftwo different age groups

(4-11 years and 12-18 years), the CBCIJ4-18 was standardized on over 2300 ehildren and

adolescents. One week test-retest reliability aeross ail sarnples was .89. Inter-rater reliability

by eomparing parent and interviewer ratings ranged from .93 to .96. Inter-parent (mothers

and fathers) agreement was lower, ranging from .44 to .91. With respect to content validity,

the CBCU4-18 has been suecessfuIly used to discriminate elinieal from nonreferred ehild

samples. Construet validity was demonstrated by comparing the CBCIJ4-18 with other

standardized behavior scales with correlations ranging between .52 and .88.

A downward extension ofthe CBCU4-18 was developed to assess the behavior
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problems ofchildren between the ages of2...3, known as the Child Behavior Checklistl2-3

(CBCU2...3; Aehenbae~ 1992). This instrument consists of99 emotional and behavioral

items that comprise six syndrome scales: Withdrawn, Somalie Complaints,

AnxiousIDepressed, Sleep Problems, Destructive Behavior, and Aggression. Scale scores

are grouped together ioto Extemalizing and Intemalizing c1uster scores and also yield a

Total Problems score, aU ofwhich are expressed in T·scores and percentiles. The cut·off

scores for the CBCU2...3 are similar to those for the CBCU4-18. The psychometrie

propenies of the CBCU2...3 have been adequately demonstrated (Achenbac~ 1992). Scale

scores were derived from principal components analyses on parent ratings of 546 ehildre~

and the instrument was standardized on 368 nonreferred children and their families. One

week test-retest reliability for the entire sample was .91. Inter-parent reliability was .60 for

the 3-year-old sample and .67 for the 2-year.old sample.

Teacher 's Report Eorm

The Teacher's Report Eorm (TRF; Achenbach, 1991b) is an adaptation ofthe

CBCL for use with teachers and school personnel. The TRF assesses the competencies and

behavioral and emotional problems ofschool...aged children. Competence items penain to a

child's academic achievement and adaptive functioning at school. For example, teachers rate

items related to the child's school performance, how hard the child is working, how weU the

chiId is behaving, and how much the child is learning compared to same-age peers.

As with the CBeL, the 113 behavioral items on the TRF are grouped into eight

syndrome scales: Withdrawn, Somatie Complaints, AnxiousIDepressed, Soeial Problems,

Thought Problems, Attention Problems, Delinquent Behavior, and Aggressive Behavior.

Teachers are asked to rate the student's behavior within the last two months on a 3-point

Liken scale (0 =Not True, 1= Somewhat or Sometimes True, 2 = Very or Often True).

Sample items include asking whether the pupil is "Unhappy, sad, or depressed", ~'Not liked

by other pupils", and "Hears sounds or voices that aren"t there." Scores on the Depression

and Aggressive scales comprise the Extemalizing cluster, while scores on the Withdra~

Somatic Complaints, and AnxiousIDepressed scales comprise the Intemalizing cluster. Cut­

off scores and interpretation ofthe TRF are identical to those for the CBCL.
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The psychometrie properties of the TRF indicate good reliability and validity

(Achenbac~ 1991b). The TRF was standardized on over 1300 children and adolescents and

normed separately for males and females. Two week test-retest reliability coefficients

ranged between .82 and .99. Inter-rater reliability among teachers ranged from .24 to .81.

With respect to content validity, the TRF bas been successfully used to discriminate clinical

populations from nonreferred child samples. The construct validity of tbis instrument has

been demonstrated through comparisons with other teacher rating scales, yielding

correlation coefficients between .63 and .83 (Achenbach, 1991b). Blind classroom observer

ratings were aIso significantly correlated with scores on an earlier version of the TRF

(Achenbach, 1991b).

Social Skills Rating System

The Social Sialis Rating System (SSRS; Gresham & Elliott, 1990) consists ofnorm­

referenced rating scales designed to assess the social competence and adaptive functioning

ofchildren in home and school settings. The SSRS uses multiple raters ta evaluate the

frequency and perceived importance of social behaviors across three developmentallevels:

preschool (ages 3 to S), elementary (grades K ta 6), and secondary (grades 7 ta 12). Parent

and teacher forms exist at each level, and a student self-report scale is aIso available for

children at the elementary and secondary levels. In the current study, ooly the parent

(SSRS-P) and teacher (SSRS-T) versions of the preschool and elementary forms were used.

The SSRS-P consists of49 items at the preschoollevel and SS items at the

elementary level which comprise two main scales: Social Skills and Problem Behaviors. The

Social Skills scale is comprised offour subscales: Cooperation, Assertion, Self-Contro~ and

Responsibility. Parents are asked to rate their child's behaviors across each of these

domains on a 3-point Likert scale with respect to frequency (1 =Never, 2 = Sometimes, 3 =
Very Often) and perceived importance (1 =Not Important, 2 = Important, 3 = Critical).

Sample items on the Social SiriUs scale include: ''Waits tum in games or other aetivities"

and "Attempts household tasks before asking for help." At the elementary level, the

Problem Behaviors Scale consists of two subscales: Internalizing and Externalizing

problems while an additional Hyperactivity subscale is included in the Problem Behaviors
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scale on the preschool version. Items on the Problem Behaviors scale are rated with respect

to their frequency (1 = Never, 2 = Sometimes, 3 = Very Often) and include such statements

as "Acts sad or depressed" or "Has temper tantrums."

The SSRS-T is intended for teachers and school personel who have had the

opponunity to observe a child's classroom behavior for at least two months. The teacher

version consists of40 items at the preschoollevel and 57 items at the elementary level. The

SSRS-T is comprised ofthree sca1es: Social Sirills, Problem Behaviors, and Academie

Competence. The Social Skills scale consists of three subscales: Cooperation, Assertion,

and Self-Control. The Problem Behaviors scale consists ofInternalizing and Externalizing

problems at the preschool and elementary levels with an added Hyperactivity Scale on the

preschool fonn. Item fonnat and content on the SSRS-T are similar to the parent form in

that the frequency and perceived importance ofbehaviors are rated. However, the

Academie Competence scale is unique to the teacher version in that a child's school

perfonnance (e.g., L1n mathematics, how does this child compare with other students?") is

rated on a 5-point Likert scale (e.g., 1 = Lowest 10%~, 5 = Highest 10%).

Ratings on the SSRS are reported in percentile ranks and standard scores with a

mean of 100 and standard deviation of 15. Scores related to the frequencies of behavior on

the Social Sirills and Problem Behaviors scales are also categorized in tenns of levels

designated as Fewer, Average, and More. For example, a child whose score on the Social

Skills scale faIls one standard deviation below that ofthe standardization sample is said to

have more social skills deficits in comparison ta the normative group, while a child whose

score is more than one standard deviation above that of the standardization sample is said to

exhibit fewer social skills deficits than the normative group. Similarly, ratings on the

Academie Competence scale can be described in tenns ofBelow Average, Average, and

Above Average by comparing an individual's score to that of the standardization sample.

Due to ils strong psychometrie properties, the SSRS is considered one of the most

comprehensive social skills assessment instruments (DeMaray, Ruffalo, Carlson, Busse,

Oison, McManus, & Leventhal, 1995). The SSRS manual (Gresham & Elliott, 1990)

reports internai consistency reliability coefficients between .73 and .95. Four-week test-
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retest correlations ranged between .65 and .93. A1though inter-rater reliability among

parents~ teachers, and students is low (between .24 and .32 on the Social Skills scales),

according to the authors the SSRS was intentionally developed to ensure differential ratings

across raters and settings (Gresham &. Ellio~ 1990). Evidence as to the construet and

content validity of the SSRS is substantial (DeMaray et al., 1995). High correlation

coefficients between this measure and the CBCL a1so demonstrate the criterion validity of

the SSRS (Gresham & Elliott, 1990).

Semi-struetured Interviews

BehavioraJ interviews As previously described, conjoint behaviora1 consultation

occurs through a series of semi-struetured interviews conducted between consultants and

parent and teacher consultees (Sheridan & Kratochwill, 1992). In the present study,

behavioral interviews were condueted with parents and teachers using the conjoint

behavioral consultation interview questions and guidelines that have been developed

(Sheridan, Kratochwill et al., 1996). Consultants and consultees completed the Conjoint

Problem Identification Interview (CPU) and the Conjoint Problem Analysis Interview

(CPAI) to specify target behaviors, determine treatment objectives, and identify

environmental conditions to be altered. A third interview, the Conjoint Treatment

Evaluation Interview (CTEI) was conducted following the treatment phase to discuss the

overall effectiveness of the intervention plan and improve maintenance and generalization of

treatment etTects.

Treatmenl Acce.ptabililJ' Probe Interviews provide important descriptive data

regarding participants' perceptions ofphenomena and events (Bogdan & Bilden, 1998). For

tbis reason, a briefinterview was developed to assess parents' acceptability judgments

throughout the intervention phase of the study. The Treatment Acceptahility Probe (TAP)

consists oftwo open-ended questions: "Do you like the intervention procedures you are

being asked to implement with your child?" and "Do you think the intervention is a good

way to handie your child~s behavior problems?" The interview questions were designed to

solicit information regarding treatment acceptability trom parents and are based on items

featured in empiricaUy validated treatment acceptability measures such as the Treatmenl
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Evaluatiolllnventory (Kazdin, 1980a), the Intervention Rating Profile - J5 (Martens, Witt,

Elliott, & Darveau~ 1985), and the Behavior Intervention Rating Scale (Von Brock &

Elliott, 1987). On a weekly basis during the intervention phase of the study, consultants

contacted parents via telephone or in person to complete the TAP. Consultants orally asked

parents both questions and recorded their responses verbatim. A copy ofthe TAP interview

protocol is provided in Appendix A.

Direct Observations

Direct behavioral observations of the children participating in the study were

coUected by teachers and parents as prescribed by the behavioral consultation process

(Bergan & Kratochwill, 1990). During the PlI, consultants and consultees specified the

behaviors to be targeted for change (e.g., aggressive outbursts) and consultees were then

asked to collect data (e.g., number ofaggressive outbursts per day) during the pre­

intervention and intervention phases of the study. These behavioral observations served as

outcome measures documenting the effectiveness of the intervention.

Behavior Inten1elltioll Ratjllg Scale

The Behavior Intervention Rating Scale (BIRS~ Von Brock & Elliott, 1987) is a

24-item questionnaire measuring the acceptability of treatrnent procedures. Fifteen of the

iteIi15 on the BIRS are derived from the IRP-15 (Martens et al., 1985), a treatment

acceptability measure originally developed for teachers. Statements are rated on a 6-point

Likert-scale ('10]" = Strongly disagree to 10'6" = Stronglyagree) and all ofthe items are

summed to yjeld an overall treatment acceptability score. The range ofpossible scores is

between 24 and 144 wherein higher scores are indicative ofgreater treatment acceptability.

Factor analysis results suggest that the BIRS is comprised ofthree factors:

Acceptability, Effectiveness, and Time to Effectiveness (Elliott & Von Brock Treuting,

1991). The Acceptability factor consists offifteen items that address the extent to which

treatment procedures are considered fair and appropriate (e.g., c;'This would be an

acceptable intervention for the child's problem" and "1 like the procedures used in the

intervention"). The Effectiveness factor consists ofseven items penaining to the expected

level ofchange as well as the maintenance and generalization of these effects (e.g., "Overall,
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the intervention would be beneficial to the child" and ''Other behaviors related to the

problem behavior are also likely to be improved by the intervention"). The Time to

Etrectiveness factor consists of two items relating to the rate at which an intervention

results in change (i.e., "The intervention wouId Quicldy improve the child's behavior" and

uSoon after using the intervention, the teacher wouId notice a positive change in the

problem behavior ").

There is psychometrie support for the reliabilty and validity of the BIRS. The

internai consistency ofthe measure has been demonstrated with alpha coefficients ranging

between .87 for the Time to Effectiveness factor and .97 for the entire scale (Von Brock &

Elliott, 1987; Elliott & Von Brock Treuting, 1991). In the literature, it is common practice

to validate treatment acceptability measures using the Semanlic Differentiai (SO; Osgood,

Suci, & Tannenbaum, 1957), a personality measure with demonstrated reliability and

validity (e.g., Kazdin, 19801, 1980b; Martens et al., 1985; Witt & Martens, 1983). A

comparison between the BIRS and the SD yielded a coefficient of .78 for the Acceptability

factor; .76 for the Effectiveness factor; and .52 for the Time to Etrectiveness factor (Ellion

& Von Brock Treuting, 1991). With respect to construct validity, results from factor

analysis revea1ed that the three factors accounted for over 73% of the variance (Ellion &

Von Brock Treuting, 1991).

The BIRS was originally devised to assess the acceptability ofclassroom behavioral

interventions, and tbis measure has been used in several studies with teachers (e.g., Colton

& Sheridan, 1999; Clark & Elliott, 1988; Ellion & Von Brock Treuting, 1991; Von Brock

& Elliott, 1987). However, the BIRS has also been adapted and used with parents engaged

in the consultation process by making minor wording changes (e.g., replacing the word

student with child). For example, the BIRS has been used with parents to document the

acceptability of interventions delivered through conjoint behavioral consultation (e.g.,

Colton & Sheridan, 1998; Galloway & Sheridan, 1994; Sheridan, Colton et al. 1996;

Weiner et al., 1998). The BIRS bas also been adapted and used to evaluate Canadian and

American school psychologists' acceptability ofdifferent service delivery models such as

conjoint behavioral consultation, parent-only consultation, teacher-only consultation, and
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direct services such as social skills training (llisley et al., 1999; Sheridan & Steck, 1995). A

copy of the BIRS used in the current study is included in Appendix 8.

Parellt Teacher Consul/QÛm, Services Questionnajre

The ParentTeacher Consultation Services Questionnaire (PTCSQ) assesses parent

and teacher perceptions ofthe consultation process foUowing treatment implementation.

The PTCSQ consists of four sections. The first pan asks respondents to evaluate the overall

treatment program by rating Il statements on a 7-point Likert scale. The descriptive anchor

points for each item varies according to the type ofquestion. For example, the anchor

points for the statement ~'At this time, 1 believe the treatment will continue to have a

positive outcome" range !Tom Strongly Disagree (1) to Strongly Agree (7). Possible

responses for another item, 'Would you recommend the program to a friend or relative?",

range from Strongly Not Recommended (1) to Strongly Recommended (7).

The second section of the instrument asks respondents to complete five questions

pertaining to the difficulty and usefulness of the instruetionaJ strategies and materials used in

the intervention (e.g., instructions, homework assignments). Difficulty items are rated on a

7-point Liken scale (1 =Extremely Difficult, 7 =Extremely Easy) as are usefulness items

(1 =Extremely Not Useful, 7 =Extremely Useful).

The third section of the PTCSQ is comprised of6 questions assessing the benefits of

the intervention program. For example, this section consists of such statements as '1 am

able to see the problem situation in great depth" and '1 am able to interaet more effectively

with my child" that are rated on an 8-point Liken scale ranging from 0 (Don't KnowlNot

Applicable) to 7 (Strongly Agree). The fourth section assesses the qualities of the

consultant believed to be important to the consultation process such as knowledge about

behavior principles and children, supponiveness, flexibility, and helpfulness. Respondents

are asked to rate 14 items about the consultant (e.g., "Is a good listener", "Easy to work

with") on an 8-point Liken scale (0 = Don't Know/Not Applicable, 7 = Strongly Agree).

Total scores on the PTCSQ may range between 21 and 287, with higher scores reflecting

greater satisfaction.

The PTCSQ is an amalgamation of two questionnaires that were developed to
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assess satisfaction with psychological services. The first two sections ofthe PTCSQ pertain

to overall program and teaching format and were adapted from the Parent Consumer

Satisfaction Questionnaire (PCSQ; Forehand & McMahon, 1981). The PCSQ was

designed to evaluate parent training programs, and it bas been used in several studies to

assess satisfaction with behaviorally-based training programs (e.g., Calvert & McMahon,

1987; Furey & Basili, 1988; McMahon et al., 1984; Webster-Stratton, 19858, 1989;

Webster-Stratton et al., 1988, 1989). The remaining sections orthe PTCSQ were derived

from a measure developed by Zins (1984) to assess satisfaction with consultation services

provided by school psychologists. The PTCSQ has been used in previous research to assess

parent satisfaction with consultation services (e.g., Kratochwill et al, 1999; Rotto &

Kratochwill, 1994). A copy of tbis instrument is provided in Appendix C.

The psychometric properties of the PTCSQ have yet to he determined. However,

tbis instrument has been successfully used ta evaluate parental satisfaction with behavioral

consultation in at least two separate studies (Kratochwill et al., 1999; Rotto & Kratochwill,

1994). Furthermore, since the PCSQ, one of the predecessors ofthis measure, is considered

to have adequate face validity (McMahon & Forehand, 1983), an argument cao also be

made as to the validity of the PTCSQ.

Pare11li11K Se11se ofCompelence Scale

The Parenting Sense o/Compete11ce Scale (pSOC; Gibaud-Wallston &

Wandersman, 1978) is a 16-item measure designed to assess parenting self-efficacy.

Although originally devised for parents of infant children, the language ofthe PSOC has

been modified for use with parents ofolder children (Johnston & Mash, 1989). Self­

perceptions regarding parenting skills are rated on a 6-point Likert scale ranging from 1

(Strongly Agree) to 6 (Strongly Disagree).

The PSOC yields a total scale score calculated by surnming the 16 items. The

possible range oftotal scores is between 16 and 96 with higher scores being indicative of a

greater sense ofperceived parenting competence. The PSOC also yields two subscale

scores which Gibaud-Wallston and Wandersman (1978) referto as Skill-Knowledge and

Value-Comforting and which Johnston and Mash (1989) have renamed Efficacy and
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Satisfaction. The Efficacy subscale retlects the extent to which parents feel they have the

necessary skills for effective parenting. This subscale consists of seven items that includes

such statements as '~onsidering how long 1have been a father or a mother, 1feel

thoroughly familiar with this raIe" and "1 meet my own personal expectations for expertise

in caring for my chiJd." The Satisfaction subscale taps a parent's level ofcomfort in the

parenting raIe. This scale consists ofnine items that includes such statements as "A difficult

problem in being a parent is not knowing whether you're doing a good job or a bad one"

and "Being a parent makes me tense and anxious." Scores on the Efficacy subscale range

from 7 to 42 while scores on the Satisfaction subscale range from 9 to 54.

The reliability and validity ofthe PSOC have been empirically substantiated. The

internai consistency ofthis measure bas been demonstrated with an alpha coefficient of .79

reported for the total scale (Johnston & Mash, 1989). Alpha coefficients for each ofthe

scales ranged from .75 ta .82 on the Satisfaction scale and from .70 to .76 on the Efficacy

scale (lohnston & Mash, 1989). Six-week test-retest reliability coefficients for the total

scale and the subscales varied between .46 and .82 (Gibaud-Wallston & Wandersman,

1978). With respect to concurrent validity, significant correlations between the PSOC and

other self-esteem measures have been reported (Johnston & Mash, 1989; Gibaud-Wallston

& Wandersman, 1978). Construct validity of the PSOC bas been demonstrated through the

use offactor analysis to confinn the two Efficacy and Satisfaction dimensions ofparenting

self-esteem measured on this instrument (Johnston & Mash, 1989). A copy ofthis

instrument is provided in Appendix D.

Problem Sa/viuz /twen1OQJ

The Problem Solv;ng lnventory (pSI; Heppner, 1988) is a paper and pencil measure

ofperceived problem-solving ability. The PSI consists of35 statements rated on a 6-point

Likert scale (1 = Strongly Agree, 6 =Strongly Disagree). A total score ofperceived general

problem-solving ability is derived from summing ail items, and the possible range ofscores

on the scale is between 32 and 192. Low scores are indicative ofperceptions ofeffective

problem-solving skills.

In addition to a general problem-solving scale, this instrument is comprised ofthree
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scales: Problem-Solving Confidence, Approach-Avoidance Style, and Personal Control. The

Problem-Solving Confidence scale consists of Il items assessing feelings of self-assurance

(e.g., "1 trust my ability to solve new and difficult problems"). Scores on this subscale range

between Il and 66. The Approach-Avoidance Style scale consists of 16 statements

penaining to attitudinal and behavioral reactions (e.g., "1 have a systematic method for

comparing alternatives and making decisions"). Possible scores on this subscale range

between 16 and 96. The Personal Control scale consists oftive items relating to a sense of

feeling in emotional and behavioral control when faced with a problem-solving task (e.g.,

"Sometirnes 1get so charged up emotionally that 1am unable to consider Many ways of

dealing with my problems"). Possible scores on this subscale range between 5 and 30.

Psychometrie data suggest that the PSI is a reHable and valid measure of self­

perceived problem-solving ability (Heppner, 1988). Alpha coefficients for the total scale and

the three subscales ranged from .72 to .91 for a sample ofuniversity undergraduates

(Heppner, 1988) and trom .10 to .82 among elementary school teachers (Stenger et al.,

1992). Test-retest coefficients for the total scale and the three subscales ranged between .83

and .89 after two weeks and trom .44 to .65 after two years (Heppner, 1988). The validity

of this measure has been demonstrated by comparing PSI scores ta other reports of self­

perceived problem-solving skill (Heppner, 1988).

Procedure

This study consisted offour phases: Screening, Preintervention, Intervention, and

Postintervention. The screening phase was the sarne for aU participants regardless of

treatment condition although procedures for the preintervention, intervention, and

postintervention phases varied by condition. Each ofthese phases is described in the

sections that follow.

Screenina Phase

Schools who had agreed ta participate in the study were randomly assigned to one

ofthree intervention conditions: Behavioral consultation (Be), self-administered videotape

training (VT) or group videotape training (GVT). Each school was then provided written

information regarding the intervention services to be offered in that setting. Occasionally,
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further verbal explanations were provided at teacher and parent committee meetings to

explain the nature of the project.

Initial referrals ofchildren with suspeeted behavior problems were obtained trom

teachers and principals within each of the schools, and parents were sent a screening

package consisting of the CBCL, the SSRS-P, and a consent fonn. Fol1owing the retum of

the parent screening consent fomt and questionnaires, teachers were asked to sign a consent

form and complete the TRF and SSRS-T (see Appendix E for examples of the consent

fooos). In accordance with the selection criteria outlined in the previous section, children

whose behavior was rated to be in the clinically significant range by either a parent or

teacher were eligible for the study. For ethical reasons, intervention services were oifered to

ail children selected for inclusion in the study. Once children were identified as having a

significant behavior problem, written consent for services was obtained from parents and

teachers.

Preintervention Phase

Parents were asked to complete the PSI and the PSOC in order to assess parental

beliefs about their problem-solving and parenting abilities. The CPII with the parent,

teacher(s), and behavioral consultant was then held to identify the problem to be targeted

for change and establish data collection procedures for home and school observations.

During the pre-intervention phase, parents and teachers were asked to record a baseline of

the behavior to be targeted during the intervention. T0 ensure reliable statistical analyses, a

minimum offive data points during the baseline was collected.

Approxirnately one week after the CPII, participants in the Be condition completed

a second interview, the CPAI, to review baseline data, analyze factors that may be

precipitating or maintaining the behavior, and devise a treatment plan for the child. Parents

and teachers were also instructed to continue col1eeting observational data. Participants in

the VT and GVT groups did not complete a second interview but continued to colleet

observational data. Prior to entering the intervention phase, parents in ail three conditions

were asked to complete the BIRS in order to assess pretreatment acceptability. At this time,

parents were also asked to complete the history questionnaire to provide additional
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demographic information about themselves and their child (see Appendix F for a copy of

this instrument).

Intervention Phase

The length of the intervention phase for the three conditions (BC, VT, GVT) ranged

between 8 and 10 weeks. Throughout the intervention phase, parents were asked to

continue collecting observational data. Consultants contacted parents on a weekly basis via

telephone or in person to monitor treatment progress. During these contacts, observational

data, and responses on the TAP were obtained from parents. AU information reponed to

consultants was recorded verbatim and kept in a confidential notebook.

Yideotape tberapy Webster-Stratton's videotape therapy program (1982b, 1992b)

consists ofnine videotapes and a parent manual. Each videotape contains a series ofbrief,

unrehearsed vignettes depieting parent-child interactions. These interactions illustrate how

to implement behavioral strategies properly and etfectively (alluded to as '1)oing it right"

vignettes) and demonstrate the incorrect use ofthese techniques (referred to as "Doing it

wrong" vignettes).

The series is comprised offour programs: (a) Play; (b) Praise and Rewards; (c)

Effective Limit Seltillg", and (d) BandlingMisbehavior. The Play program consists oftwo

videotapes, and the tirst tape contains 25 vignettes instructing parents how to play with

their child. Topics include recognizing children's abilities and needs, encouraging creative

play, fostering self-esteem, and handling boredom. The second videotape contains 22

vignettes teaching parents how to help their children learn. Material in this video builds on

the content covered in the previous tape and relates to teaching children how to solve

problems, deal with fiustratio~ and foster language development.

The P,aise and Rewards program consists oftwo videotapes. Part 1 teaches parents

how to praise their children effectively through 26 vignettes that focus on improving the

impact ofpraise, learning how to deal with children who reject praise, and understanding

the effects of rewards. Part 2 contains 15 vignettes designed to teach parents about tangible

rewards such as stickers and point systems that cao be used to reinforce a variety of

behaviors.
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The third program, Effeclive Limiting Setlillg, consists ofthree videotapes. The tirst

tape teaches how to set limits through 34 vignettes that instruct parents to identifY

important rules, issue reminders about rules, and avoid unnecessary or unclear demands.

The second tape addresses helping children to accept limits and consists of 19 vignettes on

how to increase compliance and respond to children who test the rules and ignore

inappropriate responses. The last videotape instructs parents how to deal with

noncompliance through the use of time-out and ignoring strategies.

The fourth program, Bandling Misbehavior, consists ofthree parts contained in two

videotapes. The fust tape reviews ignoring and limit setting and strategies for dealing with

tantrums, hitting, and swearing are presented. The second videotape teaches parents about

penalties, punishments, and preventive approaches. Thirty-one vignettes iIIustrate how to

explain time out to children and how to decide on punishment strategies such as losing

privileges or natural consequences. Seven vignettes relate to encouraging sharing and

cooperative behaviors, using props such as puppets to teach prosocial behaviors, and

promoting assertive language in children.

The self-administered version ofthis program involves individual viewing of ail nine

videotapes, reading and answering discussion questions immediately after viewing the tape,

and receiving homework assignments (Webster-Stratton et al., 1988). The order of

presentation outlined in Webster-Stratton's studies (e.g., Webster-Stratton et al., 1988,

1989) was fol1owed in the present study. Parents began by watching the Play tapes,

followed by the Praise Qnd Rewards, Effective Limil Setling and Band/ing Mishehavior

programs. Parents were given a new videotape to watch each week and were provided with

handouts and homework assignments that accompanied the tape.

Behavioral consultation This condition involved the implementation ofan

individualized intervention program developed and agreed upon by the consultant and

consultees through a series ofinterviews. In the current study, treatment manuals created

and used in the study by Kratochwill and associates (1999) were used to design the

individual treatment plans that were discussed during the CPAI.

The treatrnent manual for extemalizing problems consists of three sections: Skill



•

•

•

Parent Treatment Acceptability 8S

Selection and Goal Setting Activities, Peer Activities, and Child Management. The purpose

ofthe Skill Selection section is to increase children's social skills. The manual outlines

several steps on selecting a behavior targeted for improvement (Tell-Explain-Show-Do) as

weil provides guidelines for praeticing these skills. The Peer Aetivities section is designed to

encourage chiIdren to interaet positively with peers both at home and at school. The third

section of the manual reviews child management techniques such as differential attending

such as rewarding positive behavior, ignoring misbehavior, instruction giving, and time-out

procedures. Similarly, the manual for intemalizing problems consists ofthree parts: Skill

Selection and Goal-Setting Activities, Peer Activities, and Positive Reinforcement designed

to increase social behaviors using the same Tell-Explain-Show-Do procedures. Home and

school versions ofthese manuals have been developed and successfully used in other

behavioral consultation research (e.g., Rotto & Kratochwill, 1994; Kratochwill et al., 1999).

Although the exact nature of the program varied with respect to the problem

behavior targeted for change, intervention plans generally focused on the reduetion or

elimination ofproblem behaviors (e.g., aggression or noncompliance) using the strategies

outlined in the treatment manuals. During the course of the program, revisions or

modifications to the program were made as necessary.

Group videotape therapy This condition consisted oftwo components: a group

viewing and discussion of the Webster-Stratton (1982b; 1992b) videotape series as weil as

access to a behavioral consultant for specific assistance regarding their child. Each wee~

smaU groups (3 to 6 parents) gathered at their chiId's school to watch a video and

participate in a discussion led by the consultant who funetioned as a group facilitator.

Consultants led discussions by providing questions and topics outlined in the guide

accompanyjng the Webster-Stratton series. Consultants were also available to answer any

questions or concems parents had regarding their child.

Postintervention Phase

During this phase ofthe study, treatment outcome and acceptability data were

obtained from all parent and teacher participants. Specifically, treatment outcome was

assessed via the CBCL, TRF, and SSRS. Treatment acceptability was measured using the
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BIRS and satisfaction was assessed via the PTCSQ. Additionally, the consultants and

consultees in the Be and GVT conditions participated in the eTEI to evaluate the

etrectiveness of the intervention.
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CHAPTER4

Results

Pata Analysjs

As discussed in previous chapters, consultation research is best served through the

use ofseveral evaluation criteria (Busse et al., 1995; Gresham & Kendall, 1987; Gresham &

Noell, 1993). Consequently, a number ofevaluative methods were used in the present study

to document treatment effectiveness and acceptability. In addition, tbis study employed bath

a group design and a small-n design, two typical research designs in consultation research

(Grehsam & NoeU, 1993). Accordingly, the methods used to analyze treatment outcome

and acceptability reflect both of these approaches.

Data analysis occulTed on three levels. First, parametric and nonparametric statistics

traditionally employed in group designs were used. The premise underlYing tbis approach is

the detection ofdifferences between groups, and these methods were applied to compare

the three interventions tested in tbis study. However, since the focus ofbehavioral

consultation research is on documenting individual behavior change, statistical methods

typically applied ta larger, between-groups samples are not suitable for small-n research

designs (Busse et al., 1995; Gresham & Lopez, 1996; Kazdin, 1984b). For example,

analyzing the differences between and within groups is considered inappropriate due to a

violation of the assumptions that underlie analysis ofvariance techniques (Kazdin, 1984b).

Moreover, while these methods are Adequate for addressing the statistical significance of

treatment effects, they do not necessarily represent clinically meaningful changes in behavior

(Busse et al., 1995; Gresham & NoeU, 1993). For these reasons, statistical approaches

considered appropriate in single-n research such as effect sizes and reliable change indices

were used to examine behavioral changes occurring as a result ofthe intervention program.

Finally, qualitative analyses were carried out using information provided by 18 of the

families panicipating in the study. Four parents in the VT condition, nine parents in the BC

condition, and five parents in the GVT condition provided additional treatment acceptability

data obtained trom verbal responses to questions on the TAP and written responses to an

open-ended question on the PTCSQ (i.e., "How could the program be improved to help you
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MoreT'). Data were analyzed using the constant comparative method developed by Glaser

and Strauss (1967), a technique ideally suited for anaIyzing multiple sources ofdata

(Bogdan & Bilden, 1998). The constant comparative method is a recursive data anaIysis

procedure that allows for categories to emerge through a continuous process ofexamining

and classifiying data with similar themes. First, uoitization ofthe data was accomplished

through identifying units ofmeaning contained within parent responses. Doits ofmeaning

represent a single construct or idea and May vary in length from a few words to an entire

paragraph (Lincoln & Guba, 1985). Second, these units were then read by the author and an

independent researcher experienced in qualitative research rnethods and soned according to

their content. As recommended by Strauss (1987), coding procedures were used to develop

core categories and subcategories of results.

Treatmeot Qutcome

Prediction #1

It was predicted that children in all three conditions (e.g., BC, VT, GVT) would

demonstrate positive changes in the behaviors targeted for intervention. Effect size statistics

and reliable change indices were used to test the prediction that consultation is an effective

framework through which to address children's extemalizing behavior problems.

The effect size (ES) statistic is a quantifiable means ofevaIuating treatment

effectiveness in consultation research (Busse et al., 1995; Gresham & Noell, 1993). Effect

sizes are calculated for single-subject data by subtracting the average number of target

behaviors observed during the baseline phase from the average number of target behaviors

observed during the treatment phase divided by a measure ofvariance, usually the standard

deviation of the baseline phase (Busk & Serlin, 1992). This is expressed in the following

fonnula:

•
x -XES- ~~~e~ banh~

SDbase/me

However, in circumstances where the standard deviation for baseline data cannot be

(1)
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computed due to a lack ofvariance during tbis phase, an aggregate measure of the standard

deviation is recommended by pooling the data from the baseline and treatment phases (Busk

& Serlin, 1992). Thus, the ES calculated in this situation is expressed as:

ES Xtreatme", - Xbase/me

SDpooled

(2)

•

•

The effect size statistic may be interpreted in standard deviation units as expressed

in a z-score distribution. Effect sizes may range from zero (signaling no observable effect)

to one or greater. Positive effect sizes result when there are higher incidences ofbehavior

observed during the treatment phase then during the baseline phase. Conversely, negative

effect sizes are generated when there are higher incidences ofbehaviors reported during the

baseline phase than during the treatment phase. Ihus, effect sizes greater than +1 (or less

than -1) indicate a change ofone standard deviation from pretest to posttest.

Conventionally, effect sizes of± .40 are considered to be significant (Fomess, Kavale,

Blum, & Lloyd, 1997).

In the present study, effect sizes documenting changes in target behaviors were

computed for individuaJ participants across home and school settings. Case description data

(e.g., age of the child, target behaviors, intervention condition) and effect sizes are

presented in Table 5.
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Extemaljzioa Seales

Case Age· Target Behavior Intervention ES ES RCI Rel Rel Rel Rel Rel
Home School eBel eBeL eBeL eBeL TRF TRF

Total Extemal Total Extemal Total Extemal
Mother Mother Father Father

43 Noncompliance Be -.30 .04 -3.76 -1.34 NA NA 1.61 1.61

2 86 Aggression BC -.02 -1.10 -1.45 -2.14 NA NA NA NA

3 88 Noncompliance VT -1.21 NA -3.76 -2.67 NA NA NA NA

4 57 Noncompliance Be -.04 NA -.29 -1.07 NA NA NA NA

5 110 Noncompliance VT -.24 1.32 -.29 -.80 NA NA NA NA

6 67 Prosocial Skills Be .45 -.06 -2.89 ~2.68 -4.34 -3.48 .54 .80

7 71 Aggression aVT -.78 NA -.87 -.80 NA NA NA NA
~

8 71 Noncompliance aVT .01 NA NA NA NA NA NA NA ~
::2-9 64 Aggression aVT -1.16 NA NA 4.82 6.65 4.82 NA NA ~

i10 74 Tantrumming VT -.58 -1.06 -2.02 -1.61 NA NA .54 -.27 3
ft

II 69 Tantrumming VT -.46 NA -2.02 -1.34 NA NA -4.28 -4.28
:J-
~

12 42 Noncompliance BC -.73 -1.75 -8.10 -6.42 NA NA -4.28 -4.01 n
ft
"0-13 35 Noncompliance Be -.56 -1.98 -1.73 -.54 NA NA NA NA 1»
sr.

14 76 Noncompliance Be -.84 -5.15 NA NA NA NA NA NA
~.

15 67 Noncompliance aVT -.13 -.13 -2.60 -2.68 NA NA NA NA
\0
0
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Case Age· Target Bchovior Intcrvcntion ES ES RCI RCI RCI RCI RCI Rel

Homc School eBeL eBeL CBeL CBeL TRF TRF
Total External Total Extcmol Total Extemol

Mother MOlher Fnlher Falher

16 88 Noncompliancc VT -.45 NA NA NA 1.45 -3.21 -.27 .50

17 67 Aggression BC -.56 -.19 -4.92 -3.75 -4.63 -3.75 1.07 .54

18 43 Noncompliance BC -2.10 -.18 -1.16 -1.61 NA NA NA NA

19 63 Tantrumming Be 1.77 1.16 NA NA NA NA -2.94 -2.68

20 74 Socially Inappropriate BC -5.31 -1.97 -.29 -1.61 NA NA -4.82 -5.35

21 78 Socially (nappropriatt BC -.12 -.40 2.60 2.14 NA NA NA NA

22 66 Noncompliance Be -.51 -1.24 -2.60 0 NA NA NA NA
~

23 36 Aggression BC -.68 -.66 -3.47 -3.74 NA NA NA NA ~a
24 117 OfT-task BC -.24 -.53 .29 -.27 NA NA NA NA ~

2S 70 Aggression BC -.10 -.RO -2.02 -1.87 NA NA NA
ii

NA ...
3
n

26 96 Impulsivily BC -.39 -.52 -.29 1.34 NA NA NA NA ='...
)-

27 S5 Noncompliance VT -.1 () -1.46 -1.16 .53 NA NA .27 .75 R.a...
28 109 Noncompliancc aVT -3.27 -.03 .29 -.27 NA NA NA NA ~
29 72 Aggression aVT 2.85 NA -.29 -.53 NA NA NA NA

~.

30 93 Aggression VT -1.04 NA -2.31 -.53 NA NA NA NA \0

• Pretreatment age expressed in months. OC = Oehavioral Consultalion~ COCL = Child Behavior Che(.'kli,f." Externalizing seale

and Total seale; ES = EfTeet size; GVT = Group Videotape Therapy; NA = Scores Not Available, RCI = Reliable Change Index;

TRF = Teachert.~ Report Form, Extemalizing seale; VT = Videotape Therapy.
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As reflected in Table 5, the majority of the effect sizes were negative, reflecting decreases in

behavior from baseline to treatment. These results are in the expected direction since the

goal of the intervention in aIl but one case was to reduee or eliminate problem behaviors

such as aggression or noncompliance. In the home setting, improvements were reponed in

86°A, ofcases, with 46% ofthe parent sample reporting behavioral changes equal to or

greater than haIfofa standard deviation. At school, improvements in target behaviors were

reported in 86% ofcases, with 57% ofthe teacher sarnple reporting changes equal to or

greater than halfofa standard deviation. Across aU intervention conditions, effect sizes for

home behaviors ranged from -5.31 to 2.85, with a Mean ES of -.59 (SD = 1.34). Across all

intervention conditions, effect sizes for school behaviors ranged from -5.15 to 1.32 with a

Mean of-.94 (SD = 1.27).

Notwithstanding the utility ofeffect sizes in documenting statistically significant

changes in target behaviors, eritics have argued that effect sizes do not address the ex"tent to

which these changes are clinieally significant (Jacobson, FoUette, & Revenstor( 1984;

Jacobson & Truax, 1991; Nunnally & Kotsche, 1983). In other words, has there been

meaningful change as a result of the intervention? This eriticism led to the development ofa

statistic known as the reliable change index (RCI; Christenson & Mendoza, 1986; Jacobson

et al., 1984) which speaks to both the clinicaI and statistical significance ofbehavioral

change.The Rel is computed by dividing the difference between the means of the baseline

and treatment phases by a standard error ofdifference which is expressed as:

x -xRC/=_2__1

Sdiff

(3)

where Xl = a participant's pretest score, Xl = that participant's posttest score and Sdiff is the

standard error ofdifference between the two test scores expressed as:

•
(4)
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The standard error ofmeasurement (SE) is calculated using the standard deviation and the

reliability ofthe measure. This fonnula is written as:

(5)

•

•

where SI = standard deviation of the data during the baseline phase and r = reliability of the

observation scores.

In this way, the degree ofsignificant behavioral change cao be determined for each

participant. An RCI greater than ± 1.96 is considered unlikely ta occur without actual

change (p < .05), and this cutoff score can be used as a critical value to indicate that a

reliable degree ofchange resulted from a particular intervention (Jacobson & Truax, 1991).

Originally stemming from applications in the psychotherapy Iiterature, the RCI bas been

shown to be a valid means of identifying clients who make reliable improvements in therapy

(Lunnen & Ogles, 1998). The RCI has also been proposed and used as a measure of

treatment outcome in consultation research (e.g., Gresham & Lopez, 1996; Gresham &

Noell, 1993; Kratochwill et al., 1999).

ln the present study, Re indices for each participant were calculated to detennine

changes in problem behaviors as rated by parents and teachers on the CBCL and TRF fram

pretest to posttest. These results are presented in Table 5. In 27 ofthe 30 children or 90%

of the sample, significant RC indices (RC ~ 1.96) were indicated. Thus, in the majority of

cases, a reüable degree ofchange was reponed in children's behaviors fram pretest to

posttest.

The majority ofthe RC indices were negative, reflecting decreases in problem

behaviors from baseline to treatrnent. Across aIl intervention conditions, the Rel for

behavior problems as rated by mothers ranged from -8.10 to 2.60, with a mean of-1.90

(Sn =2.07). For fathers, the RCI for behavior problems ranged from -4.63 to 6.65 with a

Mean of-.22 (Sn = 5.37). The RCI for maternai ratings ofextemalizing behavior problems

ranged from -6.42 to 4.82, with a Mean of-1.13 (Sn = 2.09). Patemal extemalizing

problem ratings varied from -3.75 to 4.82 with a Mean of-1.40 (Sn =4.15). The RCI for

teacher ratings ofoverall problems ranged from -4.82 to 1.61 with a Mean of-1.31 (Sn =
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2.49). With respect to externalizing problems, the RCI for teacher ratings ranged from -5.35

to 1.61 with a mean of -1.24 (SD = 2.57).

RC indices for each participant were also computed to determine changes in social

sialis and problem behaviors as rated by parents and teachers on the Social Skills (5S) and

Problem Behaviors (PB) subscaJes of the SSRS. These results are displayed in Table 6.

Significant Re indices were reported with respect to changes in social skills or probJem

behaviors in 28 of30 cases or 93% of the sample. Thus, in the majority ofcases, children

made significant gains as indicated by changes in parent and teacher ratings of social skills

and problem behaviors trom pretest to posttest.

As retlected in Table 6, the majority of the RCI scores for the Problem Behaviors

scale of the SSRS were negative and retlect decreases in extemalizing behaviors (e.g.,

aggression) trom baseline to treatment. The maternai RCI ranged trom -3.58 to 2.79, with a

mean of -.65 (SD = 1.41). The RCI for paternal ratings ranged trom -.80 to 2.15 with a

mean of .14 (SD = 1.19). The teacher Rel ranged trom -3.18 to 1.04 with a Mean of -.99

(SD = 1.24).

In contrast, RCI scores for the Social Skills (SS) scale of the SSRS were generally

positive in nature, refleeting gains in prosocial behaviors (e.g., cooperation, self-control).

Across ail conditions, the RCI for the SS scale score on the SSRS as rated by mothers

ranged from -3.66 to 9.15, with a mean RCI of 1.46 (SD = 2.47). For fathers, the Rel on

this scale ranged from -.65 to 4.18 with a Mean of 1.36 (SD = 2.15). For teachers, the RCI

on the SS scale ranged trom -.78 to 5.10 with a Mean of 1.61 (SD = 1.92).
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'II le and pfoblem' f the SSRS Social Ski s scaTable 6 . fons and Reliable ChaDlle Imbces fo0' ofConsultation Case Descnp 1Summa

8ehaviofs seale

Case Age· Target Behavior Inter\'cntion RCI RCI RCI RCI RCI RCI
SSRS SSRS SSRS SSRS SSRS SSRS

55 PB S5 PB S5 PB
Mother Mother Fathcr Father Teacher Tcacher

43 Noncompliance BC -.39 -1.04 NA NA -.78 -.32

2 86 Aggression BC NA NA NA NA .97 -2.24

3 88 Noncomplioncc VT 3.27 -.64 NA NA NA NA

4 57 Noncompliance BC .92 -2.87 NA NA NA NA

5 110 Noncompliance VT -.65 -.40 NA NA NA NA

6 67 Prosocial Skills BC 3.27 0 3.14 -.80 -.26 -.08

7 71 Aggression GVT 3.14 -.48 NA NA NA NA ."

~
8 71 Noncompliance GVT 0 -.64 0 -.64 NA NA :3--t
9 64 Aggression GVT 4.18 2.15 4.18 2.15 NA NA

~
10 74 Tantnamming VT -.26 -.88 NA NA 1.05 .OS 3

R
:3-Il 69 Tantrumming VT 3.01 -1.43 NA NA 4.57 -2.15 >(')
(')

12 42 Noncompliance BC 4.44 -2.79 NA NA 1.18 1.04 R
~-1»

13 35 Noncompliancc BC 1.31 0 NA NA NA NA g
~'

14 76 Noncompliance Be NA NA NA NA -.61 -1.53
\l)
Vl

15 67 Noncompliancc GVT .39 -1.20 NA NA NA NA
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Case Agc· Targct Rchav ior 1ntcn'cnt ion RCI RCI RCI Rel Rel Rel

SSRS SSRS SSRS SSRS SSRS SSRS
SS PB SS PB SS PB

Mothcr Mothcr Fathcr Fathcr Teachcr Teachcr

16 88 Noncompliancc VT 1.31 -.RO -.65 .24 .49 -2.83

17 67 Aggrcssion BC -.26 -.24 .13 -.24 -.13 .32

IR 43 Noncompliance BC .13 -1.67 NA NA I.M3 -.56

19 63 Tantrumming Be NA NA NA NA 5.10 -.64

20 74 Socially Innppropriate BC -3.66 -.64 NA NA 2.74 -1.83

21 18 Socially Innppropriate Be -2.35 1.67 NA NA LOS -.96

22 66 Noncomplinncc BC 1.17 -2.47 NA NA NA NA ."
~

23 36 Aggrcssion Be 3.26 -1.28 NA NA 4.63 -3.IR fta
24 117 OfT-task Be .?R -.23 NA NA NA NA

..-)

~25 70 Aggrcssion Be 2.35 -56 NA NA NA NA
R

26 96 Impulsivity Be I.R3 .12 NA NA NA NA
a
>

27 5S Noncompliancc VT 3.01 2.79 NA NA 2.44 0 ]
28 109 Noncompliancc GVT -.39 -.RO NA NA NA NA ~
29 72 Aggrcssion GVT .39 -.32 NA NA NA NA

~.

\0

30 93 Aggrcssion VT 9.15 -3.58 NA NA NA NA 0\

• Pretreatment age expressed in months. Be = Behavioral Consultation~ CBCL := ('lrild Helra"ior ('hec:klisl, Externalizing

seale and Total scale~ ES = Effect Sile~ GVT = Group Videotape Therapy~ Rel = Reliable Change Indcx~ SSRS SS -= SOCÜl/

Skill... Rali"K Sy.."em, Social Skills scale~ SSRS PB = Social Skill... Rati"K Sy.ftem, Problem Behaviors scale~ VT = Videotape

Therapy.



•

•

Parent Treatment Acceptability 97

Prediction #2

It was predicted that children in the GVT condition would demonstrate greater

positive changes in behavior than children in either the BC or VT groups. In addition to

documenting treatment effects for single participants, effect sizes can also be aggregated

across individual cases into an overall effect size for group comparisons (Busse et al.,

1995).

In the present study, a mean effect size for each intervention condition was

calculated across home and school, and these results are presented in Table 7. In the Be

condition, home etTect sizes ranged from -5.31 to 1.77 (M= -.66, SD = 1.40). School effect

sizes for this condition ranged from -5.15 to .04 (M= -1.10, SD = 1.26). In the VT

condition, home etTect sizes ranged from -3.27 to -.10 (M= -.90, SD = 1.10). School effeet

sizes for this condition ranged from -1.46 to 1.32 (M =-.31, SD = 1.24). In the GVT

condition, home effect sizes ranged from -1.16 ta 2.85 (M = .03, SD = 1.49).

Table 7

Mean Effeet Sizes Across Settjnas and Intervention Conditions

BC

n M (SO)

VI

fi M (SO)

GYT

n M (SO)

Home Effect Size

School Effeet Size

17 -.65(1.40)

16 -1.10(1.26)

7 -.90(1.10) 6 .03(1.49)

4 -.31(1.24) NA

•
BC = Behavioral Consultation; GVT = Group Videotape Therapy; VT = Videotape

Therapy.
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Similarly, Mean RC indices were calculated for each intervention condition using

parent and teacher ratings on the CBCU4-18, TRf, and SSRS. There is evidence of

reported behavioral irnprovement among children in all three groups. On at least one of the

scales, significant behavioral changes were reported by parents and teachers in ail three

intervention conditions. For example, in the BC condition, a significant RCI was reponed

for overall behavior problems (M = -2.30, sn = 2.49) and extemalizing difficulties

(M= -1.81, sn = 2.09). In the VT group, a significant RCI indicated changes in social skills

as reported by teachers (M = 2.14, SD = 1.82). In the GVT condition, a significant RCI

retlecting changes in parental ratings oftheir child's social skiUs was reported (M =2.68,

SD = 3.19). The Mean RC indices for each condition are presented in Table 8.

Between-groups comparisons were condueted using nonparametric statistics to test

for differences between intervention conditions on each ofthe dependent variables.

Nonparametric tests were selected over parametric tests based on their recommended use

when sample sizes are small as weU as established praetice in consultation research (Busse

et al., 1995; Schill, Kratochwill, & Elliott, 1998). The Kruskal-Wallis test comparing home

and school effect sizes for the three intervention groups did not reach significance at the .05

level. Similarly, results from a three-sample Kruskal-Wallis test comparing Re indices for

improvements in social skills and problem behaviors were not significant al the .05 level.
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Table 8

Mean Reljable Chanae Indices Across Ratini Scales. Raters and Intervention Conditions

BC VT GVT

Variable n M(SD) n M(SD) n M(SD)

Home

eBeL (T) 17 -2.30 (2.49) 7 -1.07(1.73) 6 -.40(4.01)

CBeL (E) 17 -1.81(2.09) 7 -.42(1.89) 6 .85(3.17)

SSRS (PB) 16 -.77 (1.23) 8 -.24(1.31) 8 -.32( 1.84)

SSRS (SS) 16 1.00(2.12) 8 1.08(1.78) 8 2 .68(3.19)

School

TRF (T) 6 -1.47(2.87) 4 -1.07(2.17) NA

• TRF (E) 6 -1.52(2.88) 4 -.82(2.34) NA

SSRS (PB) Il -.91(1.21 ) 4 -1.22(1.49) NA

SSRS (SS) Il 1.43(2.01 ) 4 2.14(1.82) NA

Nole. BC = Behavioral Consultation; eBeL (E) = Child Behavior Checklist, Extemalizing

scale~ eBeL (T) = Child Behavior Checklist, Total scale~ GVT = Group Videotape

Therapy; SSRS (PB) = Social Skilfs Raling System, Problem Behaviors scale~ SSRS (SS) =

Social Slalls Rating System, Social Skills sca1e; VT = Videotape Therapy.

Treatment Acceptability and Satisfaction

•

Predictjon #3

ft was hypothesized that a positive relationship existed between treatment outcome

and parental perceptions of acceptability and satisfaction. Two sets ofanalyses were carried

out to test tbis prediction. The first set ofanalyses was conducted to assess parents'

acceptability and satisfaction ratings as measured on the BIRS and the PTeSQ. Total Mean
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scores, standard deviations, and the range ofscores for the eotire sample are presented in

Table 9. Pretest as weU as posttest mean scores indicate that parents rated intervention

procedures as acceptable and were satisfied with the intervention program. The pretest

Mean item score on the BIRS was 4.26 whiJe the posttest Mean item score was 4.12 out of

a possible 6. On the PTCSQ, the mean item score was 5.99 out ofa possible 7.

Table 9

Mean AcceptabilitY and Satisfaction Ratinas by Parents

Variable n M Range

BIRS (pretest) 15 102.40- 12.66 61 to 118

BIRS (posttest) 26 99.08& 13.40 66 to 122

PTCSQ 26 236.69b 27.56 162 to 271

• Note. BIRS = Behavior Intervention Rating Scale; PTCSQ = Parent/Teacher Consultation

Services Questionnaire.

& Possible total scores on the BIRS range between 24 and 144.

b Possible total scores on the PTCSQ range between 21 and 287.

The second set ofanalyses examined the relationships between treatment

effectiveness, acceptability, and satisfaction. To identitY the relationships between treatment

outcome and treatment acceptability, Pearson correlation coefficients were computed using

home and school effect sizes, reliable change indices, and posttreatment ratings on the BIRS

and PTCSQ. The correlation coefficients for home treatment outcomes and parent ratings

are displayed in Table 10.

•
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Table 10

Pearson Correlations Hetween Treatment Qutcome Aeçeptabjljty and Satisfaction

Variables for Parents

Variable HES SSRS SSRS eBeL eBeL BIRS BIRS PTeSQ
(SS)RCI (PB)RCI (T) Rel (E) Rel (Prelest) (posttest)

HES

SSRS (SS)Rel .16

SSRS (PB) Rel .06 -.16

eBeL (T) Rel -.17 -.20 .52**

eBeL (E) Rel .004 -.01 .60** .90**

BIRS (Pretcst) -.19 -.23 -.89** -.17 -.21

BIRS (posttest) -.24 .12 -.36 -.26 -.28 .82**

PTeSQ .08 -.32 .01 -.14 -.36 .46 .54**

• Note. BIRS =Behavior Intervention Ratillg Scale; eBeL (T) Rel = Chi/d Behavior

Checklist, Total Scale Reliable Change Index; CBCL (E) RCI = Child Behavior CheckliSl,

Extemalizing Scale Reliable Change Index; RES = Home Effect Size; PTCSQ =

Parellt'Teacher Consultation Services Questionnaire; SSRS (PB) Rel =Social Skills

Rating System, Problem Behaviors Scale Reliable Change Index; SSR5 (S5) Rel = Social

Skills Rating System, Social Skills Scale Reliable Change Index.

•p < .05

••p < .01

•

Results indicate significant positive relationships between treatment outcome

variables such as the degree ofchange in problem behaviors reported using the S5R5 and

CBeL (r = .s2,p < .01; r = .60, P < .01). Similarly, changes in problem behaviors reported

on the two scales of the eBCL were highly correlated (r = .90,p < .01). As refleeted in

Table 10, there were significant associations between acceptability and satisfaction ratings.

A significant positive correlation was found between pretest and posttest ratings of
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treatment acceptability (r = .82, P < .01). There was also a significant positive relationship

between ratings ofposttest treatment acceptability and satisfaction (r = .54, P < .01).

Finally, a significant correlation was found between pretest acceptability ratings and the

degree ofbehavioral change reported on the SSRS (r = -.89, P < .01). This negative

association is due to the inverse relationship between the two variables since negative Rel

scores are indicative ofgreater behavioral improvement. No other treatrnent outcome

measures were significantly related to acceptability or satisfaction ratings.

Correlations were also computed between school treatment outcome variables and

parent reports ofacceptability and satisfaction. These correlation coefficients are presented

in Table 11. Similar to findings in the home environment, there were significant associations

between treatment outcome variables in the school setting. Improvements in specifie

behaviors targeted for change were significantly correlated with the degree ofbehavioral

change reported by teachers on standardized rating scales (r = .85, P < .01; r = .81, P <

.05). Results also indicated significant positive relationships between treatment outcome

variables such as the degree ofchange in problem behaviors reported using SSRS and the

TRF (r = .73, P < .05; r = .69, P < .05). Similarly, changes in problem behaviors reported on

the two scales ofthe TRF were highly correlated (r = .97,p < .01). However, there were no

significant associations between school treatment outcome variables and parent

acceptability and satisfaction ratings.
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Table Il

Pearson Correlatjons Between School Treatment Outcome Measures Parent Acceptability

and Satjsfaction variables

Variable SES SSRS SSRS TRF TRF BIRS SIRS PTCSQ
(SS)RCI (PB)RCI (T) RCI (E) Rel (Pretest) (posttcst)

SES

SSRS (SS)RCI .08

SSRS(PB) RCI .20 -.36

TRF(T) RCI .85·· -.73* .28

TRF (E) RCI .81· -.69* .24 .97*·

BIRS (Pretest) .13 -.22 -.24 -.29 -.41

BIRS (Posttest) -.006 -.16 -.04 -.48 -.58 .82**

PTCSQ .04 .11 .02 -.34 -.50 .46 .54··

JVote. BIRS = Behavior Intervelltion Ratillg Scale; SES = School Effect Size; PTCSQ =

Parent Teacher Consultation Services Questiollnaire; SES =School Effect Size; 5SRS

(PB) RCI = Social Ski//s Raring System, Problem Behaviors Scale Reliable Change Index;

5SRS (5S) RCI = Social Ski/ls Rating System, Social Skills Scale Reliable Change Index,

TRF(E) = Teacher's Report Form, Externalizing Scale; TRF(T) = Teacher's Report Form,

Total Scale.

•p < .05

••p < .01

prediction #4

Both quantitative and qualitative analyses were used to examine the impact of

intervention condition on parent ratings of treatment acceptability and satisfaction

Quantitative ratings ofacceptability and satisfaction as measured on the BIRS and PTCSQ

across the three intervention conditions (i.e., BC, VT, GVT) are presented in Table 12.

Although statistical comparisons could not be carried out due to the Iimited size ofthe
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sample, there appear to be few differences between the groups with respect to treatment

acceptability and satisfaction.

Table 12

Mean Acceptability and Satisfaction Ratinas Across Intervention Conditions

n

BC

M(SO) n

VI

M(SD)

GYT

n M (SD)

Pretest Acceptability (BIRS) 10 105.4 (6.5) 5 96.4 (19.9) NA

•

•

Posttest Acceptability (BIRS) 15 98.8 (13.0) 8 98.5 (16.4) 3 102 (10.3)

Satisfaction (PTCSQ) 16 244.6(18.5) 8 232.1(31.1) 2 191(41.0)

Note. BIRS = Behavior Intervention Rating Scale; BC = Behavioral Consultation; GVT =

Group Videotape Therapy; PTCSQ = Parellt:Teacher Consultation Services

Questiollnaire; VT = Videotape Therapy.

• Possible total scores on the BIRS range between 24 and 144.

b Possible total scores on the PTCSQ range between 21 and 287.

Qualitative methods were used to further anaIyze parent perceptions ofacceptability

and satisfaction in relation to the three intervention conditions. Using the constant

comparative method (Glaser & Strauss, 1967), two core categories emerged fram the data

reflecting either positive or negative features of the intervention programs. Within each of

these core categories, a variety ofrelated thernes were evident. These themes were then

examined in relation to the three intervention conditions in order to detect similarities and

differences between the groups.

During the weekly contact with parents in which consultants asked about the

acceptability ofthe intervention procedures, there was considerable variability among

respondents as to the quantity and type of feedback they provided. Sorne parents, when
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asked whether they liked the procedures and ifthey were working simply said ''yes''. Other

parents elaborated on their responses and provided constructive criticism about the

intervention programs. Overall, the majority ofthe remarks made by parents were positive

in nature and were consistently positive trom week to week. Even the parents who reported

sorne negative experiences with the program also commented on positive features ofthe

intervention.

Positive Features of Interventions AlI ofthe parents who were asked weekly about

the acceptability of the procedures during the intervention phase ofthe study made at least

one or more positive statements regarding the program. Their comments centered around

the following themes or ideas: (a) general satisfaction with the program and materials; (b)

reinforcement ofexisting knowledge and use ofbehavioral strategies; (c) increased

awareness and skill acqusition ofnew strategies; (d) positive effects attributed to the

intervention; and (e) generalized use ofstrategies. Each ofthese themes will be elaborated

on and discussed in relation to the type of intervention program the parents followed .

Feelings ofgeneral satisfaction with the program were commonly reported among

parents in two of the intervention conditions. Although none of the participants in the GVT

condition made explicit reference to any ofthe materials used in the program, six of the

parents in the VT and Be groups made reference to feelings of satisfaction that were related

to the ways in which strategies were presented to them. Even as early as the second week of

treatment, the six parents reported enjoying the program and found it easy to follow. For

example, in the Be condition, one mother liked the program because implementing the

strategies was not disruptive to her family's schedule, and she appreciated that she was able

to use the strategies in a subtle way. When asked ifthe intervention procedures were

working, she replied,

Ilhink so. He doesn '1 real/y know whal we are doing. 1don '1 wanl him 10 Ihink we
are doing Ihis because he is a ball kid Ilike lhallhere are no great changes il1 the
routine (Week 2).

Another mother also commented on the ease with which she was able to implement the

intervention with her son. She attributed tbis to the assistance provided by the consultant

which she perceived as a valuable source of support. At the end of the program she
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reported,

Jfound the program easy ta fo/low. lhanks ta my consultanl. [The consultant]
guided us each week so thal 1 neverfell /osl. A/sa, the support was immeaslIrab/e.

Another parent in the Be condition also cited the consultant as an important aspect of the

intervention. This mother appreciated the individualized nature of the consultation process.

When asked how the program couJd be improved, she remarked, '1 don't think there is

more to do. 1appreciated [the consultant's] help. 1also think the personal touch was very

helpful.n Three parents in the VT condition also commented on the ease with wbich they

able to use the videotape series. One mother appreciated the self-administered aspect ofthe

videotape therapy program because she was able to stop the cassette and rewind it at her

leisure. Another mother stated that videos were "simple and easy to use." One father in tbis

condition also remarked, "Yes, it' s not difficult to do, but it is something that everybody

appreciates and you get a better response. It showed me things 1was doing wrong."

Parents also perceived the intervention program as having a reinforcing effeet on the

behavior management skills already in their repertoire. Since similar behavior management

strategies were presented in the three groups, it was not surprising that ail of the parents

reported liking the program because it was based on techniques they were using or had used

prior to the start of the intervention. In this way, sorne of the parents felt the program was a

good way to review or remind them how to respond to their child's behavior. For example,

as one father in the GVT group commented, "Most of it 1already do. 1use these strategies

but watching the tapes brings back something 1had forgotten" (Week 3). Five of the

parents made specific mention ofa particular technique with which they were already

familiar. These parents cited instruction giving, praising, applying consequences, and

ignoring as strategies they were already using with their child.

In addition ta serving as a review, eight parents reported that they became more

aware of their parenting practices over the course of the program. In sorne cases this

increased awareness led them ta be more critical of their own behavior toward their

children, particularly among those participating in the VT and GVT conditions. For

example, after the fifth week oftreatment a mother in the VT group stated, "The tape has

shown me what 1have been doing wrong and bas allowed me to use more precise and
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simple commands which are more effeetive~~. A father participating in the GVT group

remarked, "After watching the tape about praise and how you need to be careful not to take

it away by criticizing, it made me think. 1realize 1do that and 1have to be carefur'(Week

3).

Other parents reported that in addition to heightening their awareness about their

own behavior, their participation in the program also taught them new skills. For example,

one mother in the GVT group reported that the program gave her "new ideas", and another

parent in tms group said "1 am leaming things 1didn't know.n Sorne parents were very

explicit in how the program had improved their knowledge and their ability to implement a

particular skill. For example, a mother in the VT condition changed her perceptions

regarding lime out after watching videotaped demonstrations and discussing the use of tbis

technique. She shared that prior ta the program she had thought that time out was 'lOchild

abuse, but now 1 see how it works. 1 wouJd never have thought ofdoing that [tinte outr'

(Week 4). A mother in the GVT group also commented,'IOI was already using time out but

now 1know what to do when he refuses ta go to the time-out chair'~ (Week 6). As parents

becarne more a\\'are of their own behavior and learned new skiIJs, they perceived changes in

the way they thought about their child's difficulties and reported that they had begun to

modify their interaction patterns with their cbildren. For example~ one mother in the GVT

group said that the program "makes me stop to look at what 1am doing rather than always

focusing on what [MY son] is doing" (Week 2). Dy the end of the fourth week oftreatment~

when asked ifshe feh the intervention was effective, this mother spoke ofher cbiJdren in the

following way,

Yest what 1 /ike is that 1 take more lime 10 praise Ihem, kiss them, and hug Ihem. 1
am more c01lscious ofthe good Ihillgs they do ralher than a/waysfocusillg 011 Ihe
negative (Week 4).

A father in the VT group also shared that he had changed bis parenting praetices and that he

and bis son had both 1010ned down" their behavior. One mother in the GVT condition feh a

sense ofsense ofempowerment and greater confidence in her parenting skills soon after

beginning the program. For example, as tbis parent reported, '1 started giving him

consequences myself instead ofwaiting for bis father to get home" (Week 1).
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Another positive feature cited by parents was the perceived positive impact of the

program. AlI ofthe parents in the three intervention groups reported seeing improvements

in their child's behavior which they attributed to their participation in the program.

Decreases in such behaviors as hitting, noncompliance, shakin& and toileting accidents were

reported by parents as they progressed through the intervention phase. One parent

remarked that others had noticed changes in her child. Two other parents reported that their

relationship with their child had improved since beginning the program. As one parent in the

GVT remarked, "There's less friction."

Sorne ofthe parent responses indicated that they feh the use of a specific technique

had resulted in positive behavioral changes with their child. For exarnple, six of the parents

across all three groups stated that the use of reinforcers such as praise, stickers, points, and

coupons had produced changes in their child's behavior. When asked whether the

intervention procedures were working, a mother in the Be condition responded, "Without

question. 1believe that the praising is very efficient, and it is the reason why he's

improving'" (Week 7). Another mother felt that reinforcing appropriate behaviors was

effective: "Yes, 1think attention and rewarding works. [He] gets happy when 1tell [him] he

was a good boy. He cuddles me when 1 tell [hirn] he's good "(Week 4). Parents in each of

the three groups also reported that ignoring was effective with their son, and another three

parents remarked that time out was a useful strategy. As one mother in the GVT condition

related,

II was difficull 10 do tim eOUI, but he stayed quiel for the lasl 30 seconds and when
he came ouI he said Hl do" 't wonl to go to lime out agai" ", so 1guess il is a good
punisher since he really doesn 't /ike it (Week 4).

In fact, sorne of these strategies were perceived to be so effective that parents did not feel

they needed to use other measures. For example, one mother in the GVT condition prefered

to reinforce her son's positive behavior by awarding her son time to play videogames rather

than focusing on negative behavior. She stated,

1didll 't need 10 use lime ouI this week. 1 rea/ly enjoy using Ihe COUpollS - the
leacher gives COUpollS 10 he;"g home for good behvavior al the end ofthe week. lt
is exchallgedfor an extra 30 mimltes ofSega (Week 6).
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Similarly, a mother in Be group cornmented that her son "listened to my commands. He

needed no time away" (Week 7). 5uch statements suggest that punitive methods may not be

viewed as acceptable as more positive strategies and were used ooly as a last resort.

Another indicator of the positive nature ofparents' acceptability ratings was their

willingness to use the strategies with other children. Four ofthe parents indicated that the

strategies worked so weil with the child targeted for intervention that they were going to

apply these to the child's siblings as well. For example, a mother in the GVT group and a

father in the VT condition reported that they were already using sticker charts with their

other children as a way ofreinforcing positive behavior. Another mother in the GVT

condition reported that she was using ignoring with her older son because of the positive

etfecls she had seen with her younger son. A mother in the VT group was now using sorne

ofthe strategies shown in the videotapes with her 2-year-old daughter. In the words ofone

parent six weeks after beginning the BC program, "Things are better with [my son]. 1 think

it works with [my son] better now. 1think it works with any childrens [sic]."

Neiative or AmbiiUoys Eealyres of Interventions Thirteen ofthe par~nts who were

asked questions about the acceptability of the intervention procedures made al least one

negative reference ta aspects of the program. These comments centered around the

following themes: (a) lack oftime for implementation; (b) questionable effectiveness; (c)

difficulty implementing the program; (d) inappropriate materials; and (e) the need for

additional services. Each of these themes will be discussed in relation to the type of

intervention program used.

One of the negative themes to emerge was related to the timing and length ofthe

intervention phase. Time also represented an important difference between the three

intervention groups. In the VT and GVT conditions, no parents made any comments related

to the issue of tirne, but four of the parents in the Be condition cited a lack of time as a

limitation ofthe program. For example, one parent felt that the program was initiated too

late in the school year. Another parent stated that it was difficult to determine whether the

procedures were working because "it takes lime to change bis behavior." Comments such as

these suggest that changes in behavior were not immediate, and one implication from these
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remarks is that the intervention phase was not long enough for parents to see improvements

in their child's behavior. Because the study was conducted during the school year, in sorne

cases the length ofthe intervention phase May have been constrained by such events as the

end ofthe academic year. For example, when asked how the program could he improved,

one rnother replied,

1feit our particular projecl wasfar too rushed 10 really gellhe results and long
term results we were hopingfor. 1 would have appreciated a longer amOUllt oftime
to implement each skill and il would have heen more effective for hoth myselfand
mychild
Closely tied to tbis theme was the issue ofefficacy and whether parents perceived

the intervention program as resulting in positive changes in their child's behavior. At least

one parent in aIl three conditions expressed concern as to whether the intervention was

having the desired effeet. For example, when asked whether she liked the procedures she

was asked to irnplement with her son, a mother in the GVT group replied, "1 don't know. It

seems that when 1 ignore things get worse. He just won't stop wbining" (Week 5). Another

parent in this group responded to tbis question by saying "Sornetimes it works, sometimes it

doesn't." A similar comment was made by a parent in the BC condition who, after the

second week oftreatment said "1 don't know if it [rewarding] really made a difference."

Another negative aspect reported by parents was the extent to which they were able to

implement the procedures appropriately and consistently. In the Be and GVT conditions,

three parents found it difficuit to use sorne of the intervention strategies. In particular, these

parents encountered difficulty with the ignoring technique a1though for ditrerent reasons.

One mother in the GVT group was opposed to using tbis strategy and stated that "ignoring

is not what 1like to do because then you encourage them to ignore you when you talk to

them." A mother in the BC condition initially had trouble using ignoring with her son

because it did not seem to work. After Week 2, she reponed, "1 find it hard to ignore. 1

couldn't get through to him. He persists and persists - he doesn't get the relationship."

Positive reinforcement was also difficult for this mother to use, and she found it hard to

praise and reward her son. At the end ofWeek 2, she aIso stated,

1ji"d il very difficultlo he positive, l'm a/ways negalive with him. II 's hard to
compliment. Jfeellike ..Why do 1 have to compliment? .. He is Ilever posilive or
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Ilever complimenls olhers.
For this mother, it was difficult for her to discem which behaviors were deserving of

attention. This is reflected in her statement three weeks later, "1 find it hard to know when

to reinforce, when to ignore. 1do feel as though 1am leaming" (Week 5). Another parent in

the GVT condition also expressed concem that she was not using ignoring appropriately.

For other parents, their difticulties were not with a particular technique or strategy

but in applying procedures in a consistent fashion. Three parents reported it was hard for

them to use the interventions consistently. As one mother in the Be condition stated on two

separate occasions,

Il's very hard hecallse, due 10 Ihe weather, 1cali 't he consistenl. l'm doing 100

mllch al once, makil1g dillller alla supervis;Ilg the IWO chi/dre" (Week 7). 1 thi"k il
[illterventionJwould he effeclive, bUI il 's summertime and 1find il much harder. 1
ca,,'/ keep as close ail eye 011 him when he's outside (Week 9).

A parent in the VT group, when asked if the program was an acceptable way to deal with

her son's difficulties said, "Yes, but he's been sick, and l've been busy. l'm trying my best

to implement the~ but it is hard to be consistent" (Week 4). In both ofthese examples,

busy schedules and a lack of time were cited as reasons why they were unable to implement

strategies consistently.

A fourth negative theme focused on the appropnateness of the intervention materials

used by parents. The reader will recall that participants in the VT and GVT groups watched

the Webster-Stratton series while parents in the Be condition read and followed a manual­

based program. The content of the materials in ail three groups was similar in that they

relied on commonly used behavior management strategies but differed in their mode of

presentation. In two conditions that relied on videotapes (i.e., VT and GVT), four of the

parents criticized the videotapes. For example, both the mother and father ofa

7-year-old boy questioned whether the videotape therapy program was appropriate for their

son since the vignettes in the videos featured young preschool children. Another parent in

this condition was more ambivalent in her comments about the videotape series. While she

positively referred to the information contained in the tapes, she was more critical of the

way in which the material was presented. When asked if she liked the intervention

procedures she was being asked to use, she replied, "Yes, but it's boring, ail the time the
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same people in the tapes. But what they say is very good, but the kids are cute." Another

criticism raised by a parent in the GVT group was that the videos did not portray realistic

situations. None of the parents in the BC group commented negatively about the treatment

manuals used in the study.

The last set ofnegative statements centered around the need for additional services.

Two parents in the Be condition expressed a desire for more support and services from the

consultant. In one case, a parent felt the program could be irnproved by providing more

explanations and examples about the slrills presented in the treatment manuals. In the other

case, after the tirst week of treatment the parent was unsure whether the program could

adequately meet her son's needs. She stated, "Weil, he seems to like the attention, but he

needs more than tbis. 1think it is a good start." At the end of the treatment phase several

weeks later, tbis mother was asked how the program could be improved. She responded by

saying that the program could be strengthened by having more contact with the consultant,

either through additional interviews or being asked more questions. This parent also felt that

it was important to have a better understanding ofhow weil the program was being

fol1owed at school.

A similar sentiment was echoed by another parent in the GVT group who said that

the existing program was not a sufficient solution ta her son's problems. When asked if the

intervention was a good way to deal with her son's difficulties she stated, "Yes, but 1don't

think it is enough to work with the parents. 1think the children should have a group where

they are taugbt social skills." As reflected in the above statement, tbis mother was not so

much criticisizing the existing program but feh it could have been supplemented with a

more direct mode ofservice delivery 50ch as a social skills group where the children were

taugbt prosocial behaviors.

Prediction #5

The degree to which parent perceptions ofparenting competence and problem­

solving abilities were associated with ratings of treatment acceptability and satisfaction were

examined using Pearson correlations. Correlation coefficients for these variables are
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presented in Table 13. No significant associations were found between parent charaeteristics

such as perceived competence and problem-solving slrilIs and social validity measures such

as acceptability and satisfaction ratings.

Table 13

Pearson Correlations Between Acceptability Ratjnis Satisfaction Ratiois Perceived

Parentini Competence, and Problem-sQlvioa Skills

Variable BIRS BIRS PTCSQ PSOC PSI

(pretest) (posttest)

BIRS (pretest)

BIRS (postest) .82**

PTCSQ .46 .54*·

PSOC .11 .09 .12

PSI -.46 -.06 .12 .10

Note. BIRS =Behavior Intervention Rating Scale; PSI =Prohlem So/ving [nventory;

PSOC =Parellting Sense ofCompetence Sca/e; PTCSQ = ParelllTeacher Consultation

Services Questionnaire.

*.p < .01
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CHAPTER5

Discussion

Tbis study is an exploratory investigation of the efficacy ofa parent-teacher

mediated intervention program for young children experiencing extemalizing behavior

problems. More specificaUy, tbis study examined the effectiveness and acceptability ofthree

consultation approaches in reducing children's inappropriate behavior and increasing

positive behavior across home and school settings. Both quantitative and qualitative

methods were used to examine: (a) changes in specifie behaviors targeted for intervention;

(b) behavioral change in relation to varying levels ofconsultation; (c) the relationship

between treatment outcome and parent treatment acceptability; (d) parent treatment

acceptability and satisfaction in relation to varying levels ofconsultation; and (e) factors

influencing parent treatment acceptability ratings such as perceptions ofparenting

competence and problem-solving abilities. This chapter is organized according to the results

pertaining to each ofthe major predictions ofthe study. As weil, the implications and

original contributions to knowledge stemming from tbis investigation are discussed. Finally,

the limitations of the current studyand future directions for research are presented.

Chanies in Behaviors Tacieted for Intervention

In the present study, a behavioral consultation framework was used to target and

remediate children's inappropriate behaviors across home and school environments.

Observational and self-report data from parents and teachers supported the prediction that

cbildren's behaviors would improve ftom the baseline to the intervention phase aeross both

settings. Effect sizes calculated for the observational data revealed that parents and teachers

reponed improvements for the specifie behaviors targeted for change in over 85% ofthe

cases. Compared to baseline behaviors recorded prior to implementation ofthe intervention

plan, children displayed fewer extemalizing problems such as noncompliance, aggression,

and off-task behavior during the intervention phase. In approximately halfof these cases, a

moderate to large effeet size was reported, indicating a significant degree ofbehavior

change across home and school settings.
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The use ofstandardized behavior rating scales supplemented observational data and

indicated the extent to wbich behavioral changes were viewed as clinically significant and

meaningful. Reliable change indices calculated for the behavior ratings provided by parents

and teachers also supponed the prediction that children's behaviors would improve trom

pretest to posttest. The results indicated that in 90% ofthe cases, a meaningfuJ and

clinically significant degree ofbehavior change was reported in at least one domain (i.e.,

problem behaviors or social skills) byat least one rater (i.e., parent or teacher).

These findings are consistent with previous literature reviews indicating that

behavioral consultation is an effective mode ofservice delivery (Alpert & Yammer, 1983;

Mannino & Shore, 1975; Medway & Updike, 1985; Sheridan, Welch, et al., 1996). In

particular, the results ofthis study add to a growing literature supponing the use of

behavioral consultation with parents and teachers to enhance children's social and academic

development. The positive treatment outcomes reported in the current investigation were

comparable to other studies that have examined the efficacy ofconjoint behavioral

consultation in addressing children's behavior problems (e.g., Colton & Sherid~ 1998;

Kratochwill et al., 1999; Robertson, 1996; Sheridan et al., 1990; Sheridan et al., 1999;

Sladecze~ 1996).

One interesting finding in the present study was that overall, teacher effect sizes

were larger than parent effect sizes, suggesting a greater degree ofbehavioral change in the

school environrnent compared ta the home setting. It is possible that there were significant

differences between parents' and teachers' skillieveis and previous experience using

behavior modification techniques. By virtue oftheir training and experience in working with

large groups ofchildren, it may he that teachers are more familiar with the behavioral

strategies used in this study than parents. This added experience and knowledge may have

resulted in more positive treatment gains at schoo! than at home.

It is also noteworthy that the aggregated Reliable Change Indices calculated for

teachers and parents in tbis study failed to reach the critical value of 1.96. Although the

magnitude ofbehavior change was in the predicted direction and reflects decreases in

problem behaviors and increases in social skills, statistical significance was not obtained.
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Two factors must be kept in mind when considering this finding. First, standardized rating

scales assess a variety ofbehaviors that are represented by total subscale scores. It is

possible that these measures were not sensitive enough to detect small albeit important

changes in one or two critical behaviors. The children in this study May have demonstrated

irnprovements in the behavior targeted for intervention without exhibiting a significant

degree ofchange with respect to overall social-emotional adjustrnent. Second, the small

sample size may have aIso contributed to this finding. For example, in the study by

KTatochwill et al. (1999), the RC indices across treatment groups and raters were higher;

however their sample was aIso larger than the one used in the present study. FinaIly, the

importance of examining the degree ofbehavior change reported for individual children

must aIso be reiterated. Reliance on descriptive statistics such as group means obscures the

effect ofan intervention for a particular client (Gresham & Noell, 1993). From this

perspective, it is significant that marked improvements were reported for almast every child

in this study in at least one behavioraI domain.

ln examining the effect size and RCI data reported for each case, it is evident that

sorne children demonstrated tremendous improvements in target behaviors while other

children's behaviors deteriorated over the course ofthe intervention. The large standard

deviations reported for the effect size and Rel means across raters and behavioral domains

aIso speak to the issue of individuaI differences which are obscured within a group design.

Although it is not c1ear as to why sorne children improved and others deteriorated, the

results reinforce the individualized and persona1ized nature of the consultation process. The

focus ofconsultation research has primarily centered on documenting the efficacy of

interventions, and considerably less attention has been paid to the interpersonal and

relational aspects ofthe consultation process (Kratochwill et aI., 1988; Sherid~

Kratochwill et al., 1996). Personality charaeteristics ofconsultants and consultees as weil as

their interpersonal interactions are considered to be important variables that are believed to

influence consultation outcornes (Kratochwill & Van Someren, 1985). For example,

Kratochwill and coUeagues (1988) suggest that a number offaetors may affect the

relationship between the consultant and consultees such as the level ofcongruence among
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panicipants' theoretical orientations, the consultant's previous training and experience,

expected outcornes, and personality styles of the participants. Therefore, in the present

study, one could speculate that these reiational processes rnay have affected treatment

outcornes in specific cases. Such an interpretation bighlights the need for consultation

research to go beyond outcome data and explore the underlying relational processes and

interactions within consultation that may affect overall outcomes in individual cases

(Sherid~ Kratochwill, et al., 1996).

In addition to supporting existing research regarding the etfectiveness ofconjoint

behavioral consultatio~ tbis study also extends the literature in tbis area. The majority of

behavioral consultation research has employed case study and small-n methodologies

(Gresham & Noell, 1993). Although such research methods yield valuable information

about consultatio~ group designs that measure the efficacy ofbehavioral consultation on a

large scale are also needed (Gresham & Noell, 1993). The conjoint behavioral consultation

literature is replete with case studies and single-n researc~ and it has been suggested that

future consultation research use a combination of smalI-n methodologies, multivariate

research designs, and case studies (Gresham & Noell, 1993; Gut~ 1993; Kratochwill et

al., 1988). However, until very recently, there have been few large scale studies ofconjoint

behavioral consultation. The present study is one ofooly three studies to date that have

examined the efficacy ofconjoint behavioral consultation with large groups of cbildren,

their familles, and teachers. Although the findings in this study are largely consistent with

the results reported by Sheridan and her associates (1999) and Kratochwill and bis

colleagues (1999), there are a1so important differences between the three studies which are

deserving of mention.

Sheridan and her colleagues (1999) are investigating the use ofcac as a means of

supporting inclusion praetices for children with disabilities in mainstream education

classrooms in the United States. Overall, preliminary treatment outcome data are similar to

the results ofthe current investigation in that positive changes in children's behavior were

reported by parents and teachers. However, one interesting difference between the two

studies is related to behavioral changes demonstrated at school versus at home. Whereas the
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BC overall eirect size for school behaviors was larger than the home effect size reported in

this study, home eifect sizes were larger than school effect sizes in the Sheridan study.

Methodological differences between the two studies may account for these findings. For

example, the type ofchildren studied and the behaviors targeted for change were very

different. In the Sheridan investigation, CBC was used with children demonstrating a variety

ofacademic and social difficulties. In addition to children with behavior problems, students

with leaming disabilities, ADHD, or those identified as being at risk for future difficulties

were also included in the study. As weIl, a wide range ofbehavior was targeted for

intervention in this study such as work accuracy, reading and math skills, stealing,

masturbation, tardiness, and encopresis. There may have aIso been differences in the

severity ofthe problems displayed by the children in both of these studies, although severity

data were not included in the results reported by Sheridan and colleagues.

Kratochwill and associates (1999) recently completed a five year study examining

the use ofconjoint behavioral consultation for children with internalizing and externalizing

problems. Similar to the results of tbis investigation, children in the Kratochwill study

demonstrated positive changes in behavior in both home and schools senings from pretest

to posttest. However, although the behaviors targeted for change in both studies were

similar (i.e., aggression, off-task behavior, noncompliance), the etrect sizes reported in the

Kratochwill study were not as large as those in the present investigation. Again,

methodological differences between the two projects may help to explain such findings.

Participants in the Kratochwill study consisted ofpreschool children attending Head Start

programs in the United States while the current study employed a sample ofprimarily

elementary school children attending public school in Canada. The samples aIso differed

with respect ta race and SES; more of the children in the Kratochwill study came from

single parent homes, were below the poverty line, and identified themselves as being part of

a visible minority (e.g, Afiican Americans, Hispanics, Southeast Asians).

The extent to which such demographic variables affect consultation outcomes have

not been extensively studied (Sheridan et al., 1999). However, there is evidence to suggest

that intervention outcomes are affected by socioeconomic factors. For example, in the
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Sheridan et al., (1999) study, effeet sizes among families with one or more indicators of

socioeconomic disadvantage (e.g., minority status, single parent status, low income leve~

use of languages other than English in the home, low maternal education) were smaller than

for families with no disadvantage indicators. Other research also illustrates the impact of

family charaeteristics on treatment outcomes. In a study of59 families, Webster-Stratton

(1992a) reported that aJthough aIl children whose parents participated in a self-administered

videotape therapy program demonstrated improvements in behavioral functioning,

outcomes were poorer for those familles with one or more of the foUowing risk factors:

single parent status, parental depression, low socioeconomic status, and life stress.

BehaviQra1 Chanac in Relation tQ Yaryjoa Levels ofConsultation

In addition to examining the efficacy ofconsultation for cbildren with behavior

problems in multiple settings, another goal oftbis study was to compare three indirect

models of service delivery that varied with respect to the level of consultation services

provided. Three intervention approaches were exarnined: a highly individualized behavioral

consulation model (BC); minimal consultation provided through a group videotape therapy

fonnat (GVT); and a self-administered videotape therapy program (VT). The aggregated

effect size and RCI data from tbis study indicated that in aIl three intervention conditions,

parents and teachers reported improvements in children's behaviors from baseline to

treatment. These findings are consistent with previous research documenting the suecess of

conjoint behavioral consultation and videotape therapy for children with conduet problems

(Brestan & Eyberg, 1998; Sheridan, Kratoehwill, et al., 1996; Kratochwill et al., 1999;

Webster-Stratton, 1992).

Aecording to Kazdin and Kendall (1998), identification ofeffective psychological

interventions requires both identical and conceptual replication. Identical replication studies

involve the use ofthe same methods and procedures in an effort to reproduce previously

documented results, white conceptual replication studies are guided by the same hypotheses

but use different measures or methods. The present study contained elements ofhoth types

of replication. The Be condition used in this study was similar to previous studies that have

used conjoint behavioral consultation as a framework for addressing a variety ofcbildren's
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behavior problems. For example, the manual-based approach used in this study was similar

to other consultation research that has used treatment manuals to instruet participants about

behavior modification strategies (e.g., Kratochwill et al., 1999~ Robertson, 1996~ Rotto &

Kratochwill, 1994; Siadeczek, 1996). The self-administered VT condition used in this study

was based on Webster-Stratton's videotape series, a program wbich has been demonstrated

to be an effective intervention for parents ofchildren with conduet problems (KratochwilI et

al., 1999; Webster-Stratton, 1992a; Webster-Stratton et al., 1988, 1989). Similar to the

current study, tbis program has also been used effectively with teachers to address

children's behavior problems at school (Kratochwill et al., 1999).

However, the GVT condition used in the present study was a unique approach that

consisted oftwo components: weekly group viewing and discussion ofWebster-Stratton's

videotapes as weU as access to a consultant to respond to consultees' questions. Although

Webster-Stratton and colleagues (1988, 1989) used a group administration format with her

videotape progr~ there was an important difference in the way services were delivered to

parents in those studies and in the current investigation. In the Webster-Stratton research,

groups ofparents watched videotaped vignettes and then participated in a therapist-Ied

discussion about the techniques presented in the tapes. In these studies, the therapists

functioned as group facilitators. In the present study, a more individualized intervention

program was embedded within the group context; the consultants conducted interviews

with parents and teachers prior to the first group meeting to identify behaviors they wished

to modify, charted individual behavior change, and had the opportunity to discuss issues

with consultees on a weekly basis. In tbis way, the therapist leading the group funetioned as

a consultant who answered questions about the videotapes and encouraged a problem­

solving process to address specific behavioral concems.

Although it was hypothesized that children in the GVT condition would demonstrate

the most behavioral change, tbis prediction was not supported. In examining the Mean effect

sizes and Rel for each intervention group, the degree ofbehavioral change in the GVT

condition was modest at best, with the exception of reported social skills improvements.

However, the small parent sarnple comprising the GVT condition limits the extent to which
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this format can be compared to the BC and VT groups at the present time. There were too

few participants per intervention group to permit parametric statistical analyses, and results

from nonparametric analyses revealed that the three groups did not differ with respect to the

degree ofbehavioral change reported by parents.

However, in examining home and school effect size data in each of the intervention

conditions, one could argue that the efficacy of a particular intervention may be related to

the setting in which the program is implemented. For example, in the BC condition, a larger

effect size was reported for observed school behaviors than for home behaviors while in the

VT condition a larger effect size was reported for observed home behaviors. This pattern of

results suggests that a minimal consultation approach using videotape therapy may be more

effective at home than at school. At school, it may be more advantageous to use a more

highly individualized, manual-based approach with teachers. Clearly, more comparative

research ofthis nature is needed.

This investigation is in keeping with other recent studies comparing different

intervention formats used within a consultation framework (e.g., Kratochwill et al., 1999;

Schill et al., 1998). This Hne ofinquiry is particularly germane to the field ofbehavioral

consultation since scholars in the field have acknowledged that the behavioral consultation

model can be implemented in a variety ofways and should be compared to other

intervention approaches (Kratochwill et al., 1998; Noell & Witt, 1996).

Treatment Qutcome and Treatment Acceptability

Social validity is an important feature of all clinical research (Kazdin, 1977; Peterson

& Bell-Dolan, 1995; Wolt: 1978). The present investigation sought to examine the social

significance of intervention procedures and outcomes associated with a parent-teacher

mediated program for children experiencing behavior problems. The results indicated that

parents perceived the intervention procedures as acceptable, effective, and ofbenetit to the

child. The findings aIso revealed that parents were satisfied with the level ofconsultation

services they received. Thus, there is considerable evidence that the interventions used in

the study were considered to be acceptable and satisfaetory by parents. These findings are

consistent with previous research and add to the growing literature documenting the social
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validity ofinterventions for children based on either a conjoint behavioral consultation or

videotape therapy approach (e.g.~ Freer & Watson, 1999; Kratochwill et aL. 1999; Sheridan

& Steck, 1995; Sheridan et al., 1999; Webster-Stratton., 1985, 1994; Webster-StrattoR et

al., 1988, 1989).

Contrary to expectation., there was little direct evidence ofa relationship between

treatment acceptability and outcome. Although significant correlations were reported for

acceptability and satisfaction ratings as weil as among treatment outcome measures, ooly

one ofthe indicators ofbehavioraI change was significantly related ta pretest acceptability.

Namely, parental perceptions oftreatment acceptability prior to the start of the intervention

phase was related to changes in problem behaviors as measured on the SSRS. It is

important to note that tbis study represents the first attempt to directly investigate the

relationship between treatment outcome and acceptability. Although theoretical models of

treament acceptability posit a link between treatment acceptability and outcome, there bas

been little investigation ofthis issue in clinical practice (Reimers et al., 1987; Witt & Elliott,

1985). The limited empirical support for the association between treatment outcome and

acceptability has come from two analogue studies. In the study by Hobbs and colleagues

(1990), mothers' acceptability ratings were higher for treatments described as more

effective with fewer adverse side etfects. In a study by Reimers and Wacker (1988), parents

seeking treatment for their child's behavior problems rated the acceptability and

effectiveness ofproposed interventions made following a clinic visit with their child.

FoUow-up one month later revealed a significant positive correlation between effectiveness

and acceptability subscale ratings on a treatment acceptability questionnaire completed by

parents. However, in the Reimers and Wacker (1988) study there was no systematic

intervention put in place, and parents were ooly asked to rate the perceived effectiveness of

the recommendations made to them.

The results of the present study suggest that in clinical practice, the relationship

between treatment outcome and acceptability is more complex than previously

hypothesized. Although acceptability and satisfaction ratings were not significantly

correlated with the majority of treatment outcome indicators, posttreatment acceptability
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scores were significantly related to satisfaction ratings. The moderate correlation between

posttreatment acceptability and satisfaction ratings 50ggests that these are related but not

identical constructs. Recall that acceptability questionnaires 50ch as the BIRS ask

respondents to rate the fairness and acceptability of intervention procedures while the

PTeSQ assesses consultees' level of satisfaction and perceived benefits associated with the

intervention. It is reasonable to speculate that the eifectiveness and overall success ofa

particular intervention contributes to judgments of satisfaction. If satisfaction is viewed as

an indicator of treatment outcome as weIl as acceptability, then the results of this study

provide partial support for the association between the acceptability and effectiveness ofan

intervention.

It is also noteworthy that there was a significant positive correlation (r = .80)

between pretest and posttreatment acceptability ratings. This high degree of association

suggests that acceptability judgments among the parents surveyed in this study changed

little over the course ofthe intervention. Upon examination of the Mean scores on the

BIRS, it appears that acceptability ratings were high prior to the start of the intervention

phase and did not change dramatically over the course of treatment. These results suggest

that posttreatment acceptability ratings may be more affected by initial judgments of

acceptability than by treatment outcome. Thus, ifa parent initially considers treatment

procedures to be acceptable, tbis perception will tend to persist even when outcome data

are not entirely positive.

Reimers and colleagues (1987) argued that acceptability judgments are shaped by

participants' understanding and knowlege of intervention procedures prior ta their

implemention. A study by ealvert and McMahon (1987) demonstrated that parents who

were given more information about a particular intervention such as a description of the

procedures as weIl as the rationale underlying the approach were more likely ta rate the

intervention as acceptable. Given the consultation framework used in the present study

wherein parents and teachers met with consultants to discuss the development and

implementation of intervention plans, parents' solid understanding of the treatment

procedures MaY have contributed to their perceiving the interventions as acceptable prior to
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aetually using them. Their participation in the consultation process may have fostered a

sense ofownership and responsibility that maintained their favorable impressions regarding

acceptability and satisfaction issues, irrespective of treatment outcome.

Treatment Acceptability and Satisfaction in Relation to Consultation

The present research examined acceptability and satisfaction in relation to differing

levels ofconsultation, and it was predicted that acceptability and satisfaction ratings would

vary according to intervention condition. The results indicated little difference in

acceptability and satisfaction scores across the three intervention conditions. AU parents,

regardIess ofgroup membership, rated the interventions as acceptable and were generally

satisfied with the program. This finding was unexpected since previous research bas

indicated that the type of intervention program has an impact on parent satisfaction ratings.

For example, Webster-Stratton (1989) reported greater satisfaction ratings among parents

who participated in a weekly discussion group after watching her videotape series compared

to parents in a self-administered or group discussion-ooly conditions. There is other

evidence to indicate that parents prefer individual training programs over group parent

training programs (McMahon & Forehand, 1983).

These contradietory resuJts as weIl as the qualitative information anaIyzed in the

present study suggest that the question ofoverall acceptability may not be as critical as

understanding the features associated with a particular intervention deemed by parents as

more or less acceptable. Although the majority ofcomments were favorable across all three

intervention conditions, parents in each of the groups aIso acknowledged negative aspects

of the program they hàci completed. For example, parents in the BC condition found the

treatment format to be highly acceptable, and they appreciated the individualized nature of

the services they receivOO from their consuJtant. However, sorne of these parents also felt

that the intervention was not long enough or had started too late in the school year to be of

maximum benefit to them. Such criticisms were not reported by parents in the two other

groups although the duration of the intervention phase was similar across all three

conditions. It may he that treatment effects in the Be group were not as immediate as in the

other two conditions which 100 BC parents to express the desire for continued intervention
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services. In the VT and GVT conditions, parents appreciated the ease and simplicity of

watcrung a videotape each week. They feh that the vignettes were useful ways to illustrate

what they were doing wrong with their children and teach them how to improve their

parenting skills. However, sorne of the parents in these two groups criticized the videotape

program, questioning whether it was appropriate for older children, and commenting that

the vignettes seemed somewhat artificial and unrealistic. Thus, the qualitative data indicate

that ail interventions were evaIuated as having both positive and negative aspects.

The results of this study also reinforce the idea that although parent training and

parent consultation are conceptually considered by sorne as different intervention

approaches (e.g., Brown et al., 1991; Dembo et al., 1985; Medway, 1989), in practice it is

often difticult to view them as entirely separate (Sheridan, 1993; Sheridan, Kratochwil~ et

al., 1996). The content presented in cach of the intervention conditions in this study was

similar which may explain why there were few absolute differences between the groups with

respect to acceptability and satisfaction.

Factors Influencini Parent Treatment Acceptability

As discussed in literature review on treatment acceptability, there is considerable

research into the factors intluencing teachers' treatment acceptability ratings in analogue

situations (Elliott, 19881, 1988b). Less is understood about the factors that affect parent

acceptability ratings. In tbis study, it was predicted that parent characteristics such as

perceptions oftheir problem-solving skills and parenting competence would be related to

ratings oftreatment acceptability. However, there were only weak associations between

problern-solving skill, parenting competence, and ratings ofacceptability and satisfaction.

These findings may be the result ofthe small sample size in tbis study; investigating these

variables with a larger sample size may have yielded different results. However, it may be

that these parent characteristics are not linked with social validity judgments for

consultation based interventions. Although perceived problem-solving ability bas been

shown to be an important factor in detennining teacher participation in consultation

(Stenger et al., 1992), problem-solving skills may not be an important variable for parents

involved in consultation. The parents in tbis study generally perceived themselves as
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efficient problem solvers and felt confident about their parenting competencies prior to

beginning the intervention. It is possible that parents who do not view themselves as

proticient problem solvers with competent parenting skills would be unlikely to participate

in an intervention program that emphasizes a coUaborative problem-solving process.

As indicated by the results in a study by Reimers and coUeagues (1995), parental

attributions into their causes ofthe child's behavior problems may play a critical role in

affecting acceptability. Their results revealed that parents who considered their child's

behavior problems to be the result ofgenetic rather than environmental causes rated

behavioral interventions as less acceptable. Attributions were not investigated in the current

study, and other parent charaetistics May play a secondary role in influencing acceptability

judgments. One could speculate that ifparents believe that their child's difficulties were

caused by internai factors rather than environmental conditions, then other factors such as

the parents' beliefs about their own problem-solving and parenting skills may not be as

relevant as these attributions. Another possibility is that parental charaeteristics as a whole

play a smaller role relative to other factors in influencing acceptability such as child

characteristics (e.g., severity ofthe problem, age, gender) and treatment issues such as the

type of interventions being proposed and implemented. However, the lack ofextensive

research in this area makes it difficult to interpret the results of the present study.

OriiÏnal ComribytiQDS to Knowledae

This study advances the conceptual understanding ofconjoint behavioral

consultation and videotape training and also makes a significant contribution to issues in

clinical praetice. Although there bas been considerable research iota the use ofconsultation

in the treatment ofchildren's behavior problems, there is still a need for further research

documenting the efficacy ofconjoint behavioral consultation (Sheridan, 1997; Sheridan,

Kratochwill et al., 1996). The present study represents one ofthe few large scale studies of

conjoint behavioral consultation ever conducted. The incorporation ofa small-n

methodology within a group design also provided for a detailed exploration ofconsultation

outcomes. Moreover, the consultation literature has been criticized for a lack of research

comparing behavioral consultation to other intervention approaches (Noell & Witt, 1996).
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This investigation was conceptualized as a means ofcomparing three intervention

approaches based on a behavioral consultation approach. This study is unique in that a

range ofconsultation services varying a10ng a continuum of indirect services were

investigated and compared.

Another significant contribution ofthis study was the focus on issues ofsocial

validity. There has been little systematic investigation of social validity in child c1inical

psychology research (Kazdin & Kendall~ 1998~ Peterson & Bell-Dolan, 1995). Although

Wolfs (1978) and Kazdin's (1977) seminal works on the importance ofsocial validity in

clinical psychology were tirst presented over twenty years ago, child and adolescent

intervention research has primarily centered on treatment outcome issues (Kazdin &

Kendall, 1998). The present study 50ugbt ta examine issues of parent treatment

acceptability and satisfaction within the context ofa naturalistic intervention study. This is

significant because the majority of social validity research consists ofanalogue studies of the

acceptability ofschool-based treatment procedures. Critics have questioned the applicability

of hypothetical case studies to aetual practice and the extent to which acceptability ratings

collected from college students generalize to other populations (Calvert & Johnsto~ 1990;

Eckert & Shapiro, 1999~ Miltenberger, 1990; Reimers et al., 1992a). Relatively little of the

treatment acceptability research has focused on parental perspectives, and the present study

represents an attempt to increase the knowledge regarding parents' participation and

satisfaction with consultation-based procedures.

The methodology used to investigate treatment acceptability and satisfaction also

represents another original contribution to the literature. Traditionally, paper and pencil

rating seales have been used to assess perceptions ofacceptability at a fixed point in time~

typically prior to the implementation ofan intervention. This practice has been strongJy

criticized since it provides limited infonnation and is removed from the context of the aetual

intervention (Gresham & Lapez, 1996). In the present study, attempts were made to

minimize tbis criticism on several fronts. For example, more than one measure of

acceptability and satisfaction was used. Pretreatment as weil as posttreatment acceptability

ratings were coUected from parents in an effort to better understand the treatment
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acceptability construet. An innovative rneans ofassessing treatment acceptability was also

piloted in tbis study through the use of the Treatment Acceptability Probe (TAP).

Interviews have been suggested as alternative ways ofeliciting treatment acceptability

infonnation (Gresham & Lopez, 1996), and the TAP was developed to assess treatment

acceptability using a briei: semi-struetured interview. The administration ofthe TAPon a

weekly basis allowed for continuai assessment of treatment acceptability judgments

throughout the intervention phase of the study. Finally, tbis is the only research to date to

have used qualitative methodology to explore treatment acceptability within the context of

an actual intervention study. A qualitative approach is particularly relevant in studies that

seek to investigate and understand the persona! experiences ofparticipants (Krahn et al.,

1995). Analysis ofparent responses on the TAPin the present study elicited important

information about the negative and positive features of the programs parents used with their

children and served to shed light on the quantitative findings regarding treatment

acceptability and satisfaction.

Implications ofFjndjnis

Tbere are a number of theoretical and practical implications that can be drawn from

tbis investigation. First, this study has both research and applied implications that are

relevant to the treatrnent ofchildren with behavioral difficulties. Given the research

evidence docurnenting the serious and long-term outcornes associated with cbildhood

conduct problerns, there is a need to identify effective interventions for these children

(Brestan & Eyberg, 1998). Trends in treatment practices increasingly emphasize early

intervention efforts across multiple settings (Prinz, 1995; Tremblay et al., 1999; Webster­

Stratton & Herbert, 1994). The present research targeted young boys who were identified

by their teachers and parents as experiencing extemalizing behavior problems. Significant

decreases in children's problem behaviors and increases in prosocial behaviors were notOO

following the implementation of interventions aimed at helping parents and teachers change

the ways in which they interacted with cbildren displaying challenging behaviors. Tbis

research reinforces the importance of social leaming theory and early intervention to

address children with significant behavior problerns (Tremblay et al., 1999). If interventions
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of this son can serve to quell the onset of serious emotional and behavior aldifficulties, then

such programs can serve a preventative function and minimize the likelihood oflater, more

costly interventions such as special education services and police involvement.

The implications for consultation research and practice a1so deserve mention. Both

outcome and process issues are important goals ofconjoint behavioral consultation

(Sheridan, 1997). The present study focused on treatment outcomes and an important

aspect of the consultation process, treatment acceptability. This research adds to the

empirical evidence documenting the efficacy and acceptability ofconjoint behavioral

consultation and provides further support for a collaborative and problem-solving process

aimed at children experiencing behavioral difficulties. Ali three of the intervention programs

investigated in tbis study can be effectively implemented by school psychologists to improve

home and school collaboration. With a shifting emphasis on intervention, consultation, and

family involvement within school psychology (BanelI, 1995; Christenson, 1995; Cole,

1990), practitioners in the schools need to avail themselves ofeffective intervention

approaches that involve both parents and teachers in cbildren's academic and social

development. This issue is ofparticular significance in Canadian school psychology, where

consultation research and practice has remained limited relative to its prominence in the

United States (Sladeczek & Heath, 1997).

Sheridan has discussed the need to '''streamline the consultation process" (1997,

p. 131). She proposed modifying established behavioral consultation procedures such as

finding ways to shonen consultation interviews or to prime consultants to think about

problem behaviors prior to the first interview. The results ofthis study suggest that it May

be feasible to modify the interview process prescribed by the behavioral consultation model.

The three conditions examined in tbis study represented varying levels ofconsultation

services which ranged from self-administered videotape therapy to minimal consultation in a

group format to a highly individualized intervention program. A1though consultees in aIl

three groups participated in the initial Prohlem Idelltijicatio1l1l1terview, problem analysis

interviews were conducted ooly in the BC condition. Since ail three of the intervention

approaches were demonstrated to be effective and acceptable ways of addressing children's
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behavior problems at home and at school, tbis suggests that it may be possible to change or

streamline the consultation process without comprising treatment outcome. This bas

important implications for both consultees and consultants since reducing the amount of

meeting and preparation time required for a particular child without jeopardizing treatment

gains represents a more cost-effective intervention approach.

Another methodological implication stemrning from tbis research is the need for

multi-dimensional assessment in clinical practice, particularly with respect to social validity

issues. AJthough it is standard praetice to use multiple measures to assess treatment

outcome from severa! perspectives (e.g., parents, teachers, and children) across ditferent

domains (e.g., behavior problems, social skills deficits) in various settings (e.g., home and

school) using an assortrnent ofmethods (e.g., observations, interviews, rating scales), social

validity research has suffered from a Jack of such diverse measurement. Consultation

research has typicaUy relied on treatment acceptability rating scales as the ooly means of

documenting the social validity of interventions (Gresham & Lopez, 1996). In tbis study,

more than one approach to measuring social validity was used. Both treatment acceptability

and satisfaction questioMaires were used to elicit information about parents' perceptions of

the interventions they were asked to use with their children. However, such measurement

practices do little to infonn the clinician as to what is working as the intervention is in

progress. In clinical practice and naturalistic settings, asking parents to complete a paper

and penciJ questionnaire every week to assess treatment acceptability is a cumbersome and

time-consuming task. The use of a briet: semi-struetured interview to continually assess

parents' acceptability with the intervention program constitutes a more authentic and

relevant assessment approach. The interview probe developed and used in tbis study

appears to be a concise and quick means ofgathering important social validity information

that can be used to inform treatment decisions.

Finally, it is important to note the practical significance ofthe acceptability and

satisfaction results presented in tbis study for clinicians. Interventions that are developed

and perfected under controlled experimental conditions are of limited valued if they are not

readily transferabJe to naturalistic settings. The parents in the present study perceived the
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behavioral interventions they were asked to use with their children as acceptable, useful, and

beneficiaI. In this way, the findings provide psychologists with important information that

they can use in their work with educators and families.

Limitations and future DirectioQs for Research

The limitations ofthis study are discussed within the context ofproposaIs for future

research investigating the etfectiveness and acceptability ofconjoint behavioral consultation

and videotape therapy. The results presented in this study are the preliminary findings from

a project examining the efficacy ofconjoint behavioraI consultation and videotape therapy

for boys with extemalizing problems. It must be acknowleged that the labour-intensive

nature ofclinical research often prec!udes the use of rigid experimental procedures.

Although sample size is not a consideration in single-n research, from a group design

perspective the small sample represents a limitation of tbis study. The types ofquantitative

analyses that could be conducted were constrained by the limited number ofparticipants in

each of the groups. Similarly, the use ofan aIl male sample exhibiting acting-out behavior

problems limits the extent to which these results generalize to other populations, although

there has been other research documenting the efficacy of consultation and videotape

therapy with girls as weIl as for children with internalizing behavior problems (Kratochwill

et al., 1999; Sheridan et al., 1990; Webster-Stratton et al., 1988, 1989).

It is imperative that future consultation research continue to employ both group and

single-n methodologies in arder to examine efficacy and social validity issues. Although the

children in tbis study demonstrated positive behavior changes, the extent to which these

changes can be attributed solely to the interventions are limited by the lack ofan

experimental control group or multiple baseline design. Use ofeither of these

methodological contrais would have allowed for a stronger test ofthe efficacy of the

intervention approaches under investigation. Although these experimental conditions were

attempted, their implementation was not possible for logistical reasons. FinaIly, it is aIso not

yet known whether these treatment gains will be maintained. Follow up assessment of

treatment effects across home and school settings is an important component of tbis study,

although these data are not yet available.
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Clearly, there is a need for continued exploration of treatment acceptability and

satisfaction in applied research. In the child psychology literature, intervention research bas

primarily centered around ~ffectiveness issues as they relate to outcome data (Kazdin &

Kendall, 1998). However, an important consideration in treatment outcome research is the

enent to which intervention procedures are viewed by participants as acceptable and

socially valid (Elliott & Busse, 1993; Kazdin & Kendall, 1998; Peterson & Bell-Dolan,

1995). This study was an initial exploration of the relationsbip between treatment outcome

and acceptability, two ofthe central constructs in existing treatlnent acceptability models.

The interventions tested in tbis study were deemed to be both effective and acceptable.

Although tbis research was not intended as a direct test of treatment acceptability models,

the results suggest that issues oftreatment efticacy, acceptability, and integrity are critical

avenues to explore. If interventions are not considered to be socially relevant or acceptable,

clients will be less Iikely to use them, wbich ultimately threatens their usefulness and

effectiveness (Witt & Elliott, 1985; WoU: 1978). In order to further elucidate the

relationships between these variables, investigation oftreatment acceptability and

satisfaction must occur within the context ofactual intervention studies. Other than limited

findings extrapolated from analogue studies, little is understood about the factors that

influence treatment acceptability in c1inical practice. This is particularly the case for parents

and children whose perceptions ofacceptability and satisfaction have been largely

overlooked in the behavioral consultation literature (Ellion & Busse, 1993).

Best practices dietate that a combination of social validation methods be used to

determine the acceptability ofan intervention (Gresham & Lopez, 1996; Gresham & Noell,

1993; Kazdin, 1977). First, in order to accurately capture judgments as to the faimess and

acceptability of treatment procedures, it is imperative that more authentic assessment

practices be developed. Existing treatment acceptability questionnaires can be used in

conjunction with other assessment approaches such as semi-struetured interviews and

treatment integrity evaluations (Gresham & Lopez, 1996) in arder to investigate the social

validity of interventions. Thus, there is a need for the development ofa psychometrically

sound yet relatively simple means ofmeasuring treatment acceptability. The development



•

•

•

Parent Treatment Acceptability 133

and use of the TAPin the present study represents a positive step in that direction.

However, in future studies it will be necessary to validate the use of tbis instrument with

larger samples ofparents. Should tbis measure prove to be an expedient and useful

assessment tool with parents, its use May be expanded to other populations such as teachers

and children.

Modification of social validity measurement practices underscores the need for

multidimensional assessment of tbis construct. Multidimensional assessment of treatment

acceptability and satisfaction requires the integration of information obtained through

multiple sources (e.g., rating scales, direct observations, interviews) from different

informants (e.g., parents, teachers, cbildren) as weU as at various points in time (e.g., prior

to, during, and foUowing treatment). There has been little research directly comparing the

perspectives ofvarious participants involved in an intervention program. Given the

identified need for services in Canadian systems ofeducation (Dworet & Rathgeber, 1990,

1996), it is incumbent upon researchers to develop and test early intervention programs for

children with behavior problems that represent not only effective but acceptable models of

service delivery for all those involved.
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Appendix A

Treatrnent Acceptability Probe

Interview protocQ)

Subject Number: _ Date: ----------

•

1. Do you like the intervention procedures you are being asked to implement with your

child?

2. Do you think the intervention is a good way to handle your child's behavior problems?
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Appendix B

Behavior Intervention Rating Sca/e
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PARENT-TEACHER INTERVENTION PROJECT

.-ou have just c:ompleted &Il iaterveation ProlnID identir. for the Parent-Teac:her Intervention Proj.:ct (PTlP).
leue evaluate the interveDtion by circliDI the aumber whicb but describes YJlJI[ a.reemeat or disaareemeDt with

eaeh suremeDt. Pleue aaswer each questiOD.

s....... Slicbcty 5Uptl, 5croqjy
D....... D"'" DiAcne Acrw Act- Acne

l. This wu aD acceptable iDterventioD for IDY 1 2 3 4 S 6
child's problem behavior.

2. Most parents would fiad this interveation 2 3 4 S 6
appropriate for behavior problems iD additioa
to the ODe described.

3. Tbe iDtervention wu efrective iD chaDaiD' DlY 1 2 3 4 5 6
child's problem bellavior.

4. 1 would sUllest the use oC dUs iDterveDtioD ta 1 2 3 5 6
other pareDu.

s. My child's behavior problem wu severe 1 2 3 4 6
eDoulh ID warruc use oC dûs iDterveDtioD.

6. Most pareDCS woald fiad Ibis iatervention 1 2 3 5 6
suitable for the behavior problem described•

• The iaterveDtioD did JUIl result iD aeptive side- 1 2 3 5 6
effeca for my child.

1. The intervention would be apprapriate for a 1 2 3 5 6
varier)' of childreD.

9. The interveatioD wu • fair way ta haDdle illY 1 2 3 5 6
child's problem behavior.

10. 1liked the procedure used iD the iDterveahoD. 1 2 3 4 S 6

Il. The interventioD wu a.oocI ftY to haDdle my 1 2 3 4 S 6
child's behavior problem.

12. Overall, the iaterveatioD wu beaeficial for my 1 2 3 5 6
child.

13. The iateneatioa Quickly improved DlY child's 1 2 3 5 6
behavior.

14. The interveDtioD produced • IutïDI 1 2 3 S 6
improvemeal ia ID' child's bebavior•

•
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s..... Su,tatly sup&ly -......D..... D..... D...... Aer- Act- A..-

_S. The iDterveDtioD improvecl my child', behavior 1 2 3 4 5
~..

6
to the poiDt that il W'ould Dot Doticeably
deviate (rom other childreD's behavÎor.

16. IiIIoD aCter usiDI the iaterveatioll9 1 Doticed 2 3 4 6
• positive chaale ia Dly child's problem behavior.

17. My child's behavior remaiaed ac aD improved 1 2 3 6
level evea aCter the illrervelltioa wu dis-
coabDued.

II. UsiD. the iaterveatioD Dot oaly ÏIIIproved IDY 2 3 5 6
child9s behavior iD the lloIDe9 but aIso iD
other seniDIS (e.l., othe, hOID.).

19. Whea coIDpariDIIDY child with. well-bebaved 2 3 , 6
peer beCon ad aCter .. oC the iDte"eDâo~

my childts aad peer's bebavior W'II more a1ike
aCter usilll the ÏDterveDtÎoDl.

20. The iDterveatÎoD produced eDoul1l improvelDeat . 2 3 , 6
iD IDY cbildts bebavior 10 the bebavior DO
101lier wu a problem.

21. Other behavion related 10 the problem behavior 1 2 3 5 6

e aIso were improvecl by the mlerveDûoD•

•
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Appendix C

ParentlTeacher Consultation Services Questionnaire
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PARE~T-TEACHER INTERVENTION PROJECT

Parent Consultation Services Questionnaire

Thank you for your participation in the Parent-Teacher Intervention Project (PTIP). Your cooperation
has been greatly appreciated. The following questionnaire is pan of an evaluatioD of the PTIP. The
information obtained will belp us evaJuate and improve the program; therefore, it is imporwlt ma you
respond as honesuy as possible.

Overall Program

Please circle the response that best expresses your feelings.

1. The major problem that originally prompted me ta seek tteatment for my cbild is presently

l.Iiplly
wo",

2. My child's problems tbat have been tteated during my participation in the program are DOW

; oGIÎCICnblY
*0.. WOlW

die....
3. My child's problems tbat bave DOt been treated durinl my panicipatioD are

co""""" slilbdJ lM lIiIbdY .....,

• w... wonI ... -- ~ ~ ~

4. My feelings DOW about my cbild's progress are that 1 am

Viry d...... l.Iilblly Ilipdy V.CY
di....6ed r... dÎlM&ilfied lIIUInl lltiatied .ü(ed IlliliW

s. Ta what degree bas the tteaanent program belped with other leneral persona! or family CODcerDS

nOl directly related ta your child?

6. At mis time9 1 believe that the treatment will coDtinue to bave a positive outcome.

,. 1 fee! the approach to tteatinl my child's behavior problems iD me home by usÏDI tbis type of
manuaJ-based parent program is

•
very

apprapnas.



Would you recommend the prolraID ta a friend or a relative'? •recoftllDladcd

8.

~. How confident are you in manaling your cbild's cutrent bebavior problems in the home on your
own?

coddea
IOmewbil
confi4cœ

10. How confident are you in your ability ta manqe fiIDIB bebavior problems of your child in the
home usinl wbat you leamed from this program?

Il. My 'Jverall feeliDI about the treaDDent proJWll for my cbild and family is

TeachiP, fOrmal

We would lite to kDow how djfficult eacb of tbe followiDl types of teaebiD, bas beeD for you ta follow.
ln addition. we would lite ta let your ideas of how lIHfIIl eadl of the iDstruetioaal stralelÏes were for •you. Please circle the response tbat mast close1y describes your opiDioa.

1. Instructions froID the CODSultaDt

DjfficullY:
uucmcIy euy IOmewbI& acuual IOmcwbM dif&cul utremclyeu., euy dillicull difficull

Usefulness:
auemcly DOC IOmcwbIc ncuuaI somcwtlll UMfuI extreme1'l
nal Uleful UMftal DOt UlCfuI UlCful UlCful

2. Treaaneœ medlods or stills demoastnled by the coasuJtaat

Difficulty:
edrancly cuy JOmcwhIl nunI IOmcwhIl dif6cu1l ememcl'l

cuy .., dillicd ditlicull

Usefulocy:
alralldy nat IOmewtII& acuual lOmcwbIl uaclul edl'CmC1'1
not ueful UlCftaI ,. UICftd UMM UMM
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• 3. Use of skills in the home with your child

DifljcylLY:
nuemcly euy SOmcwft&l ncuuU somewhat dilficult . extrandy

euy euy dif6cult diftic:uk

Usefulness :
extremcly nOC somewtw ncUlnl somcwtw usefut catremely
not useful uxfUl not UJCfuj uscful uscNJ

4. The bome assignments you were asked ta complete

DifficultY:
e:ltremely euy somcwtw ncutra1 somcwtw dif6cull cztrcmc1y

euy cuy dillicuJl dif6cuk

Usefuloess:
enremely nOC somcwtw neUltI1 somcwbal UlCfUl cxuemcly
not UJCfUl UlcfUl IlOt Uleful UlCful lIteM

s. The manual you were asked ta read

Djffiçylty:
eurancly euy somcwU& lICUIn1 lO1DC'MbI& difkull CXII'aIIdy

euy euy diflicult dillicull

• UsefulpCS$:
=rancly DOC somcwb&l acu&n1 IOmcwbIl ucfUJ eurcmcly
nol ueful UJeM IlOt UlCt\a1 UlCfuI UlCflal

PatODI OpjDioD

How could the prolf3lD be impmved to help !ml more?



Parent Benefjg

For eacb of the following statements~ circle the number wbich MOst accurately retleets the beneflts you
have received as a result of working witb the consultant. •

o = Don't Know or Not Applicable
1 = Sttongly Disagree
2 =Somewha Disagree
3 = Disagree

4' = Neutnl
S = Agree
6 = Somewbat Agree
7 =StroDgly Agree

1. 1am able ra see the problem situatioD in greath deptb.

o 2 3 4 s 6 7

2. 1 am able te see other ways of dealing with a problem mat 1 badn't thougbt of before.

o 2 3 4 s 6 7

3. 1 tiDd myself tryiDl out some of my OW1l ideas.

o 1 2 3 4 s 6 7

4. 1fee! encouraged ta mate my own decisioDS reprdiD, the maaqement of my chlld's problems.

o 1 2 3 4 s 6 7

S. 1am able te ïnteract more effeaively witb my child.

o 1 2 3 4 s 6 7

6. Did you implement any of the Stralelies you learned duriDa consultation and training sessions?

No Yes (Specify wbich ones:

(a> If yes, bow successful were they:

Uasuccessful 1 2 3 4 S 6 7 Successful

(b) If DO, wby DOt? _



o=Don°t Know or Not Applicable
l =SuoDaly Disagree
2 =Somewhat Disaeree
3 = Disacree
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4 = Neutra!
5 = Agree
6 = Somewbat Agree
7 = SttoDgly Agree

7. How confident are you in your ability te solve similI[ probleg of your cbild·s in the future?

Not at aU 1 2 3 4 5 6 7 Very Confident

The CQDSultIpt

For eacb of the followÏDI statements. please cirae me number wbicb most aecurately ret1edS your
perception of tbe coasultaDt you worked witb during the coasuitatioD aDd trainiDg sessions. Use die same
0-7 sca1e listed above.

1. Easy ta wort witb

0 1 2 3 4 S 6 7

2. Know1edleable about the behavior of individual cbildren

0 1 2 3 4- S 6 7

3. Establisbed a 1000 reladoDSbip witb parents

0 1 2 3 4- S 6 7

4. A good 1istener

0 1 2 3 4 S 6 1

S. Offered useful iDformatioa

0 1 2 3 4- S 6 1

6. Seemed flexible iD bislher ideas

0 1 2 3 4 S 6 7

7. Helped ideatify usefuI reaources

0 1 2 3 4 S 6 7



o= Doa't ICDow or NOl Applicable
1 = SUODlly Disagree
2 = Somewbat Disagree
3 = Disa,ree

4 = Neuual
S = Agree
6 =Somewbat Agree
7 = StroDlly Agree

8. Viewed role as a faciliwor ratber man an expen

0 1 2 3 4 S 6 7

9. Respec:ted vaiues wbich were different

0 1 2 3 4 S 6 7

10. Understood important aspectS of problems broupt up

0 1 2 3 4 S 6 7

11. Worked weil with teachen

0 1 2 3 4 S 6 7

12. Provided moral support

0 1 2 3 4 S 6 7

13. Appeared iDterested in my coacems

0 1 2 3 4 S 6 7

14. Offered a valuable service

0 1 2 3 4 S 6 7

lbaDk you!
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AppendixD

Parenting Sense ofCompetence Sca/e



Date: -----------
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Seing A Parent (Form M)

• Name: _

Listed bdow are a number of statements. Please respond to each item. indicating your agreement
or disagr~ementwith each statement.

1. The problems of taking care of a child are easy ta solve once you know ho" your actions
affect your child. an understanding [ have acquired.

Strongly Agree Agree Mildly Agree Mildly Disagree Disagree Strongly Disagree

2. Even though being a parent could be rewarding.. [ am frustrated now while my child is al
his/her present age.

3. [go to bed the same way 1 wake up in the moming - feeling 1 have not accomplished a whole
lot.

4. 1 do not know what il is, but sometimes when 1 am supposed to be in control.. 1 feel more like
the one being manipulated.•

Strongly Agree

Strongly agree

Strongly Agree

Agree

Agree

Agree

Mildly Agree

Mildly Agree

Mildly Agree

Mildly Disagree

Mildly Disagree

Mildly Disagree

Disagree

Disagree

Disagree

Strongly Disagree

Strongly Disagree

Strongly Disagree

5. My mother was better prepared to be a good mother than [ am.

Strongly Agree Agree Mildly Agree Mildly Disagree Disagree Strongly Disagree

6. [would make a fine model for a new mother to follow in order to leam what she would need
to know in order to be a good parent.

7. Being a parent is manageable~ and any problems are easily solved.

•

Strongly Agree

Strongly Agree

Agree Mildly Agree

Mildly Agree

Mildly Disagree

Mildly Disagree

Disagree

Disagree

Strongly Disagree

Strongly Disagree
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8. A difficult problem in bc:ing a parent is not knowing whether you are doing a good job or a
bad one.

Strongly Agree Agree ~tildly Agree Nfildly Disagree Disagree Strongly Disagree

9. Sometimes 1 feel Iike 1 am not getting anything done.

Strongly Agree Agree rvtildly Agree tvlildly Disagree Disagree Strongly Disagree

10. [ meet my own personal expectations for expenise in caring for my child.

Strongly Agree Agree Mildly Agree Mildly Disagree Disagree Strongly Disagree

Il. If anyone can find the answer 10 what is troubling my child, 1 am the one.

12. My talents and interests are in other areas, not in being a parent.

•

Strongly Agree

Strongly Agree

Agree

Agree

Mildly Agree

Mildly Agree

Mildly Disagree

Mildly Disagree

Disagree

Disagree

Strongly Disagree

Strongly Disagree

13. Considering how long 1 have been a mother, [ feel thoroughly familiar with this role.

Strongly Agree Agree Mildly Agree Mildly Disagree Disagree Strongly Disagree

14. If being a mother of a child were ooly more interesting, [ would be motivated to do a better
job as a parent.

Strongly Agree Agree Mildly Agree Mildly Disagree Disagree Strongly Disagree

15. 1 honestly believe [ have ail the skills necessary to be a good mother to my child.

16. Being a parent makes me tense and anxious.

•

Strongly Agree

Strongly Agree

Agree

Agree

Mildly Agree

Mildly Agree

Mildly Disagree

Mildly Disagree

2

Disagree

Disagree

Strongly Disagree

Strongly Disagree
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PARENTAL CONSENT FOR SCREENING PARTICIPATION

\Ve are interested in helping young children who are having trouble interacting with other
:hildren, their parents. or their teachers. These children may benefit from our program.
the Parent-Teacher Intervention Project (P-TIP). The purpose of chis program is to help
children who are experiencing social and/or academic difficulties. The Social Ski Ils
fating System (SSRS) and the Child Behavior Checklist (CBCL) are questionnaires that
help us to identify children that may benefit from our services. If the assessment
indicates that your child could profit from the P-TIP. he or she may become involved
with the project with your approval.

This program is being conducted by Dr. Ingrid Siadeczek and a group of advanced
graduate students in School Psychology, from the Depanment of Educational and
Counselling Psychology, at McGill University. Panicipation is voluntary. and you and
your child may withdraw from the praject al any time, without penalty or loss of benefit
to you or your chi Id. The confidentiality of your identity. as weil as your child's, will he
protected in any repens of the project. AIl information obtained on children is rnaintained
in secure files and no infonnation is released to any pany without your written consent.
No child is identified in any report of the project.

At this time, we are interested in identifying children who, from the parent's
perspective, may benefit from this program. To do this we are asking you to take 30
minutes to complete the parent version of the SSRS and the CBCL. Based on your
ratings, we may ask YOUf child's (eacher to fill out the SSRS and the Teacher Repon
Form (the teacher version of the CBCL). By signing below, you are agreeing to
participate in the screening or identification process, and giving us pennission ta contact
your child's teacher at a later date.

If YOUf child qualifies for this praject. an advanced graduate student in school psychology
will meet with you and YOUf child's teacher to discuss specific difficulties your child is
having, suggest ways to improve your child's behaviour, and evaluate the effects of the
pr",gram. At this point, you will decide whether you would like to panicipate in the
second phase of this study in which an advanced graduate studer.! in school psychology
will serve as a consultant with you an~or your child"s teacher. The bcnefit of your
participation is that you wil11eam skills to help your chi Id.

If you agree to panicipate in the screening or assessment phase of the project please sign
the attached fonn. If you have any questions regarding the project, please contact one of
our consultants at (S 14) 3984908.

Sincerely,

Ingrid E. Siadeczek, Ph.D.
• Project Director
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PARENT CONSENT FOR SCREENING PARTICIPATION

1acknowledge being informed of the goals, benefits, risks and procedures of the
screening phase of the Parent-Teacher Intervention Project. and agree to participate. 1
understand that confidentiality of my identity. as weil as the identity of my child will be
protected in any discussion of repons of this project. 1also understand that r may
withdraw al any time with no penalty or 105s of benefit to me or my chi Id.

ChiId'5 name

•

Parent Signature

Home telephone number :

Worlc telephone number:

Date



•

•
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PARENT CONSENT FOR PARTICIPATIO~

Dear Parent,

The purpose of this 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 specifie behavioural concems with children at home or in
the c1assroom. The project is specifically designed to serve children with behaviour
problems

This program is being conducted by ur. Ingrid Sladeczek and a group of advanced
graduate students in School Psychology, from the Department of Educational and
Counselling Psychology, al McGill University. The research has received approv::l1 from
the McGill University Ethics Committee and involves minimal risk ta panicipants

The specific goals of the project are: (a) to provide consultative services to parents and
teachers, thereby encouraging a cooperative problem-salving venture between the two;
(b) to wark collaboratively with parents and teachers to address specific behaviaural
difficulties of children; and (c) to implement an effective behavioural program to
remediate the difficulties exhibited by the nominated children. Panicipating parent(s) will
be asked to assist in program implementation al various levels. Among the
responsibilities of the parent are the following.

1. Assist in monitoring your chi Id' s progress by completing questionnaires, priar la and
at the conclusion of treament.This will require approximately an hour and a half of
your time.

2. Meet with the consultant and your child's teacher(s) ta discuss your child's possible
inclusion in the program , review the program procedures in greater detai1. and enlist
cooperation and participation of the teacher.

3. Meet with the consultant for regular interviews. in which specifie concems can be
discussed. treatrnent goals, and objectives can he established and program procedures
can be evaluated.

If you agree to participate, please sign the attached fonn. Parents should he aware that not
ail children nominal~d for services will qualify, but ail who qualify will receive services.
but sorne al a later date. If you have any questions regarding the project, please contact
one of our consultants at (514) 398-4908.

Sincerely,

Ingrid Sladeczek. PhD.
Project Director



•
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PARENT CONSENT FOR PARTICIPATION

Ingrid E. Siadeczek, Project Director

r acknowledge being informed to my statisf~ction of the goals. benefits. risks, and
procedures of the Parent-Teacher Intervention Project. Ir is my understanding that the
procedures wi Il involve:

1. Interviews and meetings with myself. the consultant. and my child's teacher(s);

2. The completion of various questionnaires prior and following treatment to provide
infonnation about my child's progress and my involvement in the treatment program:

3. Regular phone interviews with the consultant.

l understand that confidentiality of my child's identity is assured. and will not be repoIted
in any formai discussion or publication of the project. 1aIso understand that 1or my child
may withdraw from the program at any lime without penalty to me or rny child

Student's Name

•

Parent Signature Date



•
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PARE~T COl\'SEST FOR PARTICIPATIOl\i

Dear Parent,

The purpose of chis document is to review the responsibilities of the parent(s) participating in the
Parent-Teaeher Intervention Project. The projeet is designed to assist parents and teachers who
have specifie behavioural concems with children at home or in the classroom. The project is
speeifically designed ta serve children with behaviour problems

This program is being canducted by Dr. Ingrid Sladeczek and a group of advanced gradu:lte
students in School Psychology, from the Department of EducJrional and Counselling
Psychology, al McGill University. The research has received approval from the McGill
University Ethics Committee and involves minimal risk to participants.

The specifie goals of the projecl are: (a) to pravide 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 behaviaural difficulties of children;
and (c) to implement an effective behavioural program to remediate the difficulties exhibited by
the children. Participatiog 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 several questionnaires. prior to and
at the conclusion of treatment. This will require approximately an hour and a half of your
time.

2. Meet with the consultant and your child's teacher(s) to discuss your child's inclusion in the
program , review the program procedures in greater detail. and enlist cooperation and
participation of the parent.

3. Leam to use the treatment program for your child's behaviours. The training consists of a
video-based program for parents and teachers. The program includes handouts and nine
video cassettes divided ioto 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 chilci r:"~agement concepts by displaying
brief scenes of parents interacting with children in various situations. Parents should have
access to a VeR to facilitate the treatment program.

If you agree to panicipate. please sign the attached form. Parents should be aware that not ail
children nomi1UJled for services will qualify. However. ail who qualify will receive services. but
sorne at a later date. If you have any questions regarding the project, please contact one of our
consultants al (514) 398-4908.

Sincerely.

Ingrid Siadeczek. Ph.O.
Project Director
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PARENT CONSENT FOR PARTICIPATION

Ingrid E. Sladeczek, Project Director

1 acknowledge being informed to my satisfaction of the goals, benefits, risks, and procedures of
the Parent-Teacher Intervention Project. It is my understanding [hat 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
infonnation about my child's progress and my involvement in the treatment program:

3. The teaching of ski Ils using a videotape program that contains four main techniques
including: (a) Play, (b) Praise and Rewards, (c) Effective Limit Setting, and (d) HandIing
Misbehaviour;

4. Having access to a VeR [0 facilitate involvement in treatment implementation

1understand that confidentiality of my child's identity is assured, and will not be reponed in any
fonnaI discussion or publication of the project. 1aIso understand that 1or my chiId may
withdraw from the program at any time without penalty to me or my child.

Child's Name

•

Parent Signature Date
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PARENT CONSE~TFOR PARTICIPATIO~

Dear Parent.

The purpose of this document is to review the responsibilities of the parentes) participating in the
Parent-Teacher Intervention Project. The project is designed to assist parents and leachers who
have specifie behaviouraI concems with children at home or in the c1assroom. The project is
specifieally designed to serve children with behaviour problems

This program is being conducted by Dr. Ingrid Siadeczek and a group of advanced graduate
students in School Psychology, from the Oepanmenl of EducationaI and Counselling
Psychology. at McGill University. The research h3S received approvaI from the McGill
University Ethics Committee and involves minimal risk to participants.

The specifie goals of the project are: (a) l.0 provide consultation services [0 parents and teachers.
thereby encouraging a cooperative problem-solving venture between the two; (h) to work
collaboratively with parents and teaehers to address specifie behavioural diffieulties of children;
and (e) to implement an effective hehavioural program to rernediate the difficulties exhibited by
the children. Panicipating parents will he asked [0 assist in program irnplernentalion 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.

2. Meet with the consultant to discuss your child's inclusion in the prograrn, review the
program procedures in greater detail.

3. Meet with other parents and a consultant for weeldy sessions wherein a video-based program
serves as a vehicle for discussion of dealing effectively with children's problem behaviours.
More specifically, the program inc1udes handouts and nine video cassettes 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 rememher, while the videotapes
illustrate essentia) 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 panicipate, please sign the attached form. Parents should he aware that not ail
children nom;1Ulled for services will qualify. However, ail who qualify will receive services, but
sorne al a later date. If you have any questions regarding the project. please contact one of our
consultants at (514) 3984908.

Sincerely,

Ingrid Sladeczek, Ph.D.
Projcct Director
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PARENT COSSENT FOR PARTICIPATION

Ingrid E. Siadeczek, Project Director

1acknowledge being infonned [0 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);

2. The completion of various questionnaires prior and following trealment to provide
information about my child's progress and my involvement in the treatment program;

3. The teaching of skiIls using a videotape program that contains four main techniques
including: (a) Play, (h) Praise and Rewards. (c) Effective Limit Setting, and (d) HandIing
Misbehaviour;

4. Having access to a VeR to facilitate involvement in treatment implementation

1understand that confidentiality of my child's identity is assured, and will not he reported in any
formai discussion or publication of the project. 1also understand that my child or myself may
withdraw from the prograrn at any time without penalty to my child or me.

Child' s Name

•

Parent Signature Date
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Appendix F

History Questionnaire
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HISTORY QUESTIONNAIRE

Name of Child: _

Name of parentlguardian completing this questionnaire: _

Your relationship to this child: o Mother o Father

o Guardian 0 Other (please specify): _

1. Vv110 is currently living in the home?

Name Indicate whether brother/sister. 'ather. mother. grandparent. etc.

2. Have there been any recent major events in the home (e.g., birth of a chifd, divorce. a

mave ta another town)? 0 No 0 Yes

If SO, please explain:



OVes
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3. Is your child currently taking medication prescribed by a physician? 0 No

Ifso,name~em~ication:~~~~~~~~~~~~~~~~~~~~~~~

\Nny was the medication prescribed?

4. Is your child currently receiving other services for his/her behavioural or social

difficulties? 0 No 0 Ves If sa. please describe:

5. Is there any other information regarding your child or your family history that you would

like to share?

,
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Appendix G

Ethics Approval Certificate




