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Ninety-cight parents experiencing significant difficulties in managing their own
anger in their interactions with their preschool-aged children were randomly as-
signed either to an enhanced group-administered behaviordl family intervention pro-
gram based on the Triple P—Positive Parenting Program that incorporated attributional
retraining and anger management (EBFT) or a standard behavioral family intervention
program (SBFI) that provided training in parenting skills alone. At post-intervention,
both conditions were associated with lower levels of observed and parent-reported
disruptive child behavior, lower levels of parent-reported dysfunciional parenting,
greater parental self-efficacy, less parental distress, relationship conflict and similarly
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514 SANDERS ET AL.

high levels of consumer satisfaction. EBFI showed a significantly greater shori-term
improvement on measures of negative parental attributions for children's misbehay-
ior, potential for child abuse and unrealistic parental expectations than SBFI, At
6-month follow-up both conditions showed similarly positive outcomes on all mea-
sures of child abuse potential, parent practices, parental adjustment, and child be-
havior and adjustment; however, EBF! continued o show greater change in negative
patental attributions, Implications for tailoring carly-intervention programs to the
needs of parents at risk.of child maltreatiment are discussed.

As in thost Western countries child abuse is a major social and health issue
in Australia, with over 25,000 substantiated cases of maltreatment each year
{Australian Institute of Health and Welfare [ATHW], 2000). Child maltreat-
ment, in its broadest sense, can be defined as “a failure to protect the child
from harm and a failure to provide the positive aspects of a parent-child rela-
tionship that can foster development™ (Wekerle & Wolfe, 1996, p. 492). From
1998 to 1999, parents (including natural, step-, and de-facto parents) accounted
for 82% of alf the persons believed to be responsible for perpetrating the sub-
stantiated cases of maltreatment in Australia (ATHW, 2000).

The consequences of child maltreatment are both immediate and far-reaching,
Severe physical and health concerns may stem directly from the abusive
experience and include brain damage and death (James, 1994a}. A variety of
psychiatric problems may also develop over time, including anxiety and depres-
sive disorders (Haugaard, Reppucci, & Feerick, 1997); aggression and vio-
lent behavior (TTaugaard et al., 1997); self-harming behavior (National Research
Council [NRC], 1993); and suicidal ideation (Silverman, Reinherz, & Giaco-
nia, 1996). Other sequelae include cognitive delays and leamning difficulties
(Haugaard et al., 1997); poor social relationships {Haugaard et al., 1997); and
substance abuse (NRC, 1993). Finally, the cycle of violence may continue
with the intergenerational transmission of maltreatment once the victim reaches
adulthood (NRC, 1993).

The literature on the prevention of child abuse has emphasized the impor-
tance of parenting skills intervention to address the deficits in child manage-
ment skills often found in abusive parents (Black, Heyman, & Slep, 2001).
These deficits include the use of coercive and punitive parenting strategies
that intensify and perpetuate child behavior problems, and increagse the like-
lihood of child maltreatment in the family. Behavioral family interventions
(BFI), based on social learning principles, are increasingly considered an
essential component of child abuse prevention and treatment interventions
(Chalk & King, 1998).

BFIs are among the most extensively evaluated interventions available to
assist children with conduct problems (Brestan & Eyberg, 1998). Typically,
parents are taught to increase positive interactions with children and to
reduce coercive and inconsistent parenting practices. A variety of different
delivery formats have been demonstrated to be effective, including individu-
ally administered face-to-face programs (e.g., Forehand & McMahon, 1981},
group programs {e.g., Webster-Stratton, 1990), telephone-assisted programs
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(e.g., Connell, Sanders, & Markic-Dadds, 1997), and self-directed programs
(e.g., Markie-Dadds & Sanders, 2002). The success of BFI highlights the
importance of including parenting interventions in any comprehensive pre-
ventive intervention designed to prevent child maltreatment as abusive parents
often report significant conduct problems in their children. '

Although there is less parent training research with maltreating parents,
available evidence suggests that parent training leads to improvements in
parenting competence and behavior, and that these changes are an tmportant
aspect of minimizing the risk for further abusive behavior, reports to protec-
tive agencies, and visits to hospital (James, 1994b). While parenting interven-
tions appear to be helpful for maltreating families, they may only address part
of a much larger problem with family interactions (Azar, 1997). The complex
nature of child maltreatment and the multiple needs of parents have led many
investigators to argue for more comprehensive interventions, rather than relying
solely on parenting skills training (Azar, 1997). Two areas that have received
particular attention include targeting parents’ negative attributions for child
behavior and parents’ anger-control deficits (Whiteman, Fanshel, & Grundy,
1987). These cognitive and affective factors differentiate between maltreating
parents.and other parents (Stern & Azar, 1998).

There is some evidence showing a relationship between parents’ dysfunc-
tional attributions and negative -outcomes for children (Bugental, 2000). Paren-
1al attributions are proposed to mediate the relationship between child mis-
behavior and parental response to this behavior (Slep & O’Leary, 1998).
Maltreating parents tend to hold distorted beliefs and unrealistic expectations
regarding the developmental capabilities of children, the age-appropriateness
of child behaviors, and their own behavior when interacting with children
(Black et al., 2001). These cognitive distortions have been linked to parents
attributing hostile intent to their child’s behavior, which in turn has been
linked with overreactive and coercive parenting (Bugental, 2000); angry feelings
in parents (Slep & O’Leary, 1998); child behavior problems (Slep & O’Leary,
1998); and the use of harsh punishment (Azar, 1997). Moreover, experimen-
tal manipulation of parents’ atiributions has shown that attributing responsi-
bility and intent to children for their misbehavior has a direct influence on
over-reactive parenting, parental anger, and negative affect in children (Slep
& O’Leary, 1998). Hence, family interventions with maltreating parents may
be enhanced through cognitive-behavioral strategies that specifically focus on
changing parental attributions, by identifying dysfunctional interpretations
and by providing active skills training to help them challenge these interpre-
tations (Sanders & McFarland, 2000).

Parental anger has been associated with poor parental adjustment, child
behavior problems and adjustment difficuitics (Renk, Phares, & Epps, 1999},
and the use of physical punishment and coercive discipline strategies (Thomp-
son et al., 1999). When combined with a tendency toward hostile attributions,
parents’ deficits in anger control may increase the risk of using physical pun-
ishroent that is excessive or severe in nature {Whiteman et al., 1987). Parenital
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deficits in anger control, both alone and when combined with parental stress,
have been found to be positively correlated with an increased potential for child
abuse (Thompson et al., 1999). Hence, cognitive-behavioral skills training
aimed at increasing parental seif-efficacy in the regulation of anger and nega-
tive emotion (Stern & Azar, 1998) may help maltreating parents from losing
emotional control and harming their children and be better able to implement
more positive child-management skills.

The interrelatedness of negative parental attributions, parental anger, and
inadequate parentmg practices suggests that an integrated approach that con-
currently targets improving parenting skills, changing parents” interpretations
of their child’s behavior and their own parenting behavior would be useful.
Such an approach should improve parents’ regulation of their own negative
emotions, preventing overarousal and reducing the risk that parents may harm
their children. Studies have indicated that families who received ‘integrated
interventions, targeting multiple risk factors for maltreatment, did equally
well (Egan, 1983) or significantly better (Whiteman et al., 1987) than those
families given an intervention that targeted one factor alone (e.g., anger man-
agement). Other studies targeting parental attributions and regulation of neg-
ative emotion have also revealed encouraging results (e.g., Kolko, 1996).

Despite the promise of concurrently targeting parenting skills and other
risk factors, it is unclear what contribution the adjunctive interventions make
over-and-above the effects of standard behavioral family interventions. There
is also conflicting evidence in the broader behavioral family intervention lit-
erature on whether adjunctive interventions significantly improve outcomes
for parent or child in high-risk families (see Sanders, 1999). A range of meth-
odological limitations have been evident in family intervention research with
abuse populations, including inadequate research designs and inadequate
assessment protocols; small sample sizes; lack of statistical power to detect
treatment effects; and a failure to include adequate child outcome measures
(Chalk & King, 1998).

The present study sought to extend the child maltreatment literature by
conducting a randomized controlled trial evatuating the effects of an enhanced
group behavioral family intervention (EBFT) for parents at risk of child mal-
treatment that specifically targeted parents’ negative attributions regarding
their child’s and their own behavior and parents’ anger-control deficits. This
Intervention was compared to a standard-care group parent training interven-
tion (SBFI), which has been extensively used both as an early preventive inter-
vention and as a treatment for conduct problem children (Sanders, 1999).
Methodological limitations in previous research were addressed by including
specific measures to assess parents’ negative attributions and anger, a ran-
domized group design, employing a credible standard-care parenting inter-
vention, and multimodal and multi-informant assessment.

We chose to use a well-established group behavioral family intervention
program {Group Triple P) as a “standard care” or treatment-as-usual comparison
condition, rather than either a wait-list or nonintervention control or placebo
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control condition for several reasons. First, it allowed the effects of specific
targeting of attributions and parental anger to be judged against a credible,
empirically supported parenting intervention that is widely used in early inter-
vention, primary care, and child mental health services in Australia as a pre-
ventive early intervention. Second, local community child health services that
use Triple P as a routine preventive intervention wished to determine whether
the intervention would be appropriate for families where there was a risk of
child maltreatment. Third, prior research has already demonstrated that the
group form of BFI used here is more effective than no intervention and wait-
list control conditions with other populations (Zubrick et al., in press) and other
studies have established the individually administered variants as more effec-
tive than nonintervention controls (Sanders, Markie-Dadds, Tully, & Bor,
2000). The standard program offered has been thoroughly evaluated with var-
ious populations and has proven to be a powerful intervention with high cred-
ibility for nonmaltreating parents where behavior problems exist with pre-
adolescent children (Sanders, 1999).

Although such a decision raises some methodological issues, we believed
it was unethical to withhold treatment from families where there was a signif-
icant risk of child maltreatment and a readily available alternative, which,
though not specifically tested with a child abuse population, represented the
best avaitable alternative treatment. The alternative of randomizing families
to usual child protection services was not feasible as not all participating fam-
ilies had reached the threshold for child abuse notification. Furthermore,
these concerns are mitigated to some extent by the fact that dysfunctional pat-
terns of pareni-child interaction tend to be fairly stable, particularly where
children experience significant conduct problems in association with parental
adjustment difficulties.

‘The group format of Triple P was selected as a cost-effective method of
intervention that offered parents a way of reducing social isolation, increas-
ing support, and provided additional learning experiences through sharing
information and ideas and through modeling positive behaviors (Chalk &
King, 1998).

We predicted that compared to SBFI parents receiving EBFI would show
significantly greater improvements across a variety of areas of child, parent,
and family functioning compared to the SBFI comparison group. EBFI con-
dition weuld be associated with greater reductions in parents’ negative attri-
butions for children’s behavior, would show a significantly greater reduction
in the risk factors for child maltreatment at postintervention (i.e., parental
expression of anger; parental maladaptive cognitions; and potential for child
abuse), significant improvements at postintervention.on observed and parent-
reported indicators of parental adjustment, including similar outcomes for
observed and parent-reported child negative behaviors and significantly
greater levels of consumer satisfaction associated with the EBFI condition at
postintervention. We predicted that these outcomes would be maintained
at 6-month foliow-up and there would be reduced levels of subsequent
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notifications for EBFI families compared with SBFI families at 6-month
follow-up and fewer relapses in the postintervention period.

Method
Farticipants

Participants were 98 families with a child aged 2 to 7 years. Recruitment of
participants for the intervention occurred through the referral of clients from
Families, Youth and Community Care Queensland (FYCCQ; the mandated
child protection authority in the State of Queensland), family doctors, com-
munity child health services, and from sself-referrals following media out-
reach about the project (including newspaper articles and radio interviews).
The outreach strategy specifically targeted parents who were concerned about
their anger or that they would harm their child rather than concerns specifi-
cally about child behavioral problems.

Parents had to meet the following selection criteria: (a) parent had received
at least one notification to the FYCCQ for potential abuse or neglect of their
children (the case need not be substantiated); and/or (b) parent expressed
concerns regarding difficulty in controlling their anger in relation to their
child’s behavior, and scored within an elevated range on three selecied sub-
scales of the State-Trait Anger Expression Inventory (STAXI; Spielberger,
1996); Anger Expression (indication of the frequency of expressed anger);
Trait Anger (the tendency to express anger without provocation); and Anger-
Out (the frequency of anger expressed toward others or objects in the envi-
ronment). Families that were, at time of screening, receiving intensive ongoing
family therapy or psychotherapeutic intervention targeting parenting or child
behavior were excluded from participation, as were families who had a child
or parent with a significant intellectual impairment. No families had to be
excluded on these grounds. Families who did not meet eligibility criteria were
referred when appropriate to other services in the community.

Participating parents were predominantly female and married with at least
two children. The participants’ mean age was 34 years. Approximately half
of the sample of participants had completed their secondary education. The
mean age of children selected as the target for intervention was 4.4 years,
with equal representation of male and females (see Tables 1 and 2).

Measures

Family background interview. Families meeting inclusion criteria under-
went a semistructured standardized interview (Sanders, Markie-Dadds, &
Turner, 2000) that elicited information about their presenting problems and
concerns about their child’s behavior; characteristics of personal and family
situations (e.g., level of education, financial difficulties, history of illness, drug
use, and criminal activity); and characteristics of family of origin (e.g., psy-
chiatric illness, drug use, family violence, and discipline styles).

Observation of child behavior. Child disruptive behavior was assessed using
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TABLE 1
DeMOCRAPHIC CHARACTERISTICS OF SAMPLES (DESCRIPTIVES)

SBFI (n= 48) EBFl(n=50)
Variable M ) M SD
Child’s age (months) ' 5371 19.32 52.84 1785
Mother's age (years) 3329 5.35 33,68 558
Father's age (years) 3532 634 3645 7.14
Age of participating parent (years) 3333 537 34.18 6.34
Number of children in family 1.92 0.87 2.38 131
Years together as a couple 7.8 393 9.38 491

Note. SBFI = Standard group parent training; EBFI = Enhanced behavioral family intervention.

a 30-minute video-recorded home observation. The observation was divided
into two 15-minute tasks recorded consecutively: (a) Free play task: The par-
ent and child were asked to remain in the same room and “do as they would
normally do” in that part of the house. Once an observation commenced,
observers did not interact with families and placed themselves in an unobtru-
sive position within the home to reduce any reactivity effects; and (b) Parent
busy task: A research assistant discussed with the parent a number of issues
relating to the parents’ participation in the program with the target child in

TABLE 2
DEMOGRAPHIC CHARACTERISTICS OF SAMPLES {CATEGORICAL VARIABLES)
SBFI EBFI

Variable (%) (%)
Female parent participant 92 94
Married couple 73 66
Target child is female 52 48
Participant did not complete secondary education 44 60
Participant’s primary occupation is home duties 58 55
Annual family income is less than $25,000 (AUD) 25 3
Family is experiencing financial difficulties 34 25
Contact with statutory authority for suspected abuse or neglect 4 6
Participant currently uses illicit drugs 6 6
Participant currently abuses alcohol (>-40g/day) 6 0
Family of originissues for participant

Psychiatric illaess in {family T 66

Arguting between parents 33 68

Physical harm between parents 11 29

Participant received “belting” as discipline 45 50

Participant received harsh discipline “often” 19 22

Note. SBFI = Standard group parent training; EBF] = Enhanced behavioral family intervention.
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the room. Topics of discussion included current concerns about the family
and goals for change.

Observation sessions were coded in consecutive 10-second time intervals,
using the Revised Family Observation Schedule (FOS-R; Sanders, Waugh,
Tully, & Hynes, 1996). The FOS contains 12 categories for child behaviors
and observed affect (e.g., noncompliance, aggression). The FOS-R can reli-
ably discriminate between behaviorally disturbed and nondisturbed families;
has shown reliability and discriminant validity; and is sensitive to the effects
of behavioral interventions on children with behavior problems {(Sanders &
Christensen, 1985; Sanders, Markie-Dadds, Tully, et al., 2000).

Two trained observers coded the interactions. Each rater coded a selection
of interactions from each of the three assessment phases (i.e., pre-, post-, and
6-month follow-up). All coders were blind to the intervention conditions of
participants, stage of assessment, interactions used for reliability checks, and
the specific hypotheses being tested. Interrater agreement was assessed show-
ing a satisfactory level of reliability (.73).

Measures of Risk of Maltreatment

Parent’s Attributions for Child’s Behavior (PACBM; Pidgeon & Sanders,
2002). The PACBM assesses parents’ attributions for children’s behavior.
The Blame and Intentionality subscale was employed to assess parents’ ten-
dencies to attribute blame and mal-intent to their children’s actions. After
reading a written scenario parents were asked to imagine their own child in
the situation and to indicate how strongly they believed that their child’s
actions would result from different causes (1 = strongly disagree; 5 =
strongly agree). This subscale has an adequate internal consistency reliability
(o = .83).

State-Trait Anger Expression Inventory (STAXI; Spielberger, 1996). The
STAXI provides a concise measure of the experience and expression of
anger. The STAXI contains six scales and two subscales (State-Anger,
Trait-Anger, Angry Temperament, Angry Reaction, Anger-In, Anger-Out,
Anger Control, and Anger Expression). The measure has demonstrated sat-
isfactory psychometric properties, with test-retest reliability ranging from
S8 to .75,

Parental Anger Inventory (PAl; Hansen & Sedlar, 1998). The PAI assesses
anger experienced by parents in response to child-related situations. It yields
a problem score and an intensity score (parent asked to rate how much a situ-
ation makes them feel angry). The PAI has moderate reliability for the Prob-
lem and Intensity scales (r = 84 and r = 91), internal consistency, and cor-
relates moderately with other measures of anger and child behavior (e.g.,
Eyberg Child Behavior Inventory),

Child Abuse Potential Inventory (CAPI; Milner, 1986). The CAPI assesses
the respondent’s attitudes, feelings, and beliefs about parenting and is used to
provide a measure of high-risk behavior for child abuse. The abuse subscale
of the CAPI was used to assess the extent of physical abuse to children.
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Reported accuracy of the CAPI in classifying abusing parents is 80% to 90%
of referred cases.

Parent Opinion Questionnaire (POQ; Azar & Rohrbeck, 1986). An 80-item
instrument designed to measure parents’ unrealistic expectations of chil-
dren’s behavior, the POQ contains six subscales: Self-Care; Family Respon-
sibility and Care of Siblings; Help and Affection to Parents; Leaving Chil-
dren Alone; Proper Behavior and Feelings; and Punishment. The POQ has
test-retest reliability of .85 on the total score and distinguishes between mal-
treating and nonmaltreating parents.

Parenting Measures

Parenting Scale (PS; Arnold, O’ Leary, Wolff, & Acker, 1993). The PS mea-
sures three dysfunctional discipline styles in parents: laxness (permissive dis-
cipline); overreactivity (authoritarian discipline, displays of anger, meanness,
and irritability); and verbosity (overly long reprimands or reliance on talking).
The PS demonstrates adequate internal consistency for the total score (o = 84),
Laxness (a = .83), Overreactivity {o = .82), and Verbosity (a = 63) scales,
and has good test-retest reliability (r = .84, .83, .82, and .79, respectively).

Farent Sense of Competence (PSOC; Gibaud-Wallston & Wandersman,
1978). This measure assesses parental feelings of competence across two
dimensions: satisfaction with their parental role and feelings of efficacy as a
parent. The total score, Satisfaction factor, and the Efficacy factor show a sat-
isfactory level of internal consistency (o = .79,.75, and .76, respectively).

Parental Adjustment Measures

Depression-Anxiety-Stress Scales (DASS; Lovibond & Lovibond, 1995).
Assesses symptoms of depression, anxiety, and stress in adults. It contains
high internal consistency reliability for the Depression (o = .91), Anxiety (o =
81), and Stress (o = .89) scales, and good discriminant and concurrent validity.

Parent Problem Checklist (PPC; Dadds & Powell, 1991). The PPC rates
parents’ ability to cooperate and work together in family management. Tt
explores the extent to which parents disagree over rules and discipline for
child misbehavior, the amount of open conflict over child-rearing issues, and
the extent to which parents undermine each other’s relationship with their
children. It has moderately high internal consistency (o = .70) and high test-
retest reliability (¢ = 00).

Measures of Child Behavior

Eyberg Child Behavior Inventory (ECBI; Eyberg & Pincus, 1999). A mea-
sure of parental perceptions of disruptive behavior in children aged 2 to 16
years, including a measure of intensity of behavior and the number of behav-
iors that are a problem for parents, the ECBI has high internal consistency
for both the Intensity (r = 95) and Problem .(r = 04) scales and good test-
retest reliability.

Parent Daily Report Checklist (PDRC; Chamberlain & Rezd 1987). The
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PDRC is a checklist of 45 problem child behaviors used as 2 home monitor-
ing form where parents record whether the behaviors occur each day over a
7-day period. Two scores are generated: the Total Behavior score (sum of all
occurrences of problem behaviors) and the Target Behavior score (sum of
all behaviors identified by parents as problematic). The target behavior score in
particular shows strong interparent reliability (» = .89) and validity (r = 48).

Measures of Parenting Contexts for Child Behavior Problems

Home and Community Problem Checklist (HCPC; Sanders & Dadds,
1993). The HCPC is 2 29-item checklist of 15 spec1ﬁc situations in the home
(e .g., bedtime, getting dressed) and 14 situations in the community (e £., Visit-
ing friends or relatives, going shopping) in which the parents experience diffi-
culty in managing their child’s behavior. The measure derived from the scale
used in the present study was the total number of problem settings the parent
reported their child to be difficult. The measure has adequate internal consis-
tency (@ = .91) and is change sensitive to the effects of parenting interventions,

Client Satisfaction Questionnaire {CS(@). The questionnaire evaluates the
quality of service provided by the program, the meeting of family needs, and
allows parents to comment on any aspect of the program. The CSQ has high
internal consistency (o = .96}, an item total correlation of .66 and inter-item
correlations of 30 to .87 (Sanders, Markie-Dadds, Tully, et al., 2000).

Design

A 2 X 3 repeated-measures randomized group comparison design was
employed. Experimental factors were two different intervention conditions:
an-enhanced group behavioral family intervention (EBFI) versus a standard
group behavioral family intervention (SBFI). Families were assessed at three
time periods: preintervention, postintervention, and 6-month foliow-up.

Procedure

Immediately following screening, and prior to randomization, families
completed a set of parent-report measures; a 90-minute semistructured inter-
view;.and a hore observation of parent-child interaction. Families completed
parent-teport measures and participated in a home observation immediately
following treatment cessation and at 6-month follow-up. A brief standardized
interview was also conducled at follow-up to re-assess the family situation,
eliciting information about recent child behavior, contact with the Queens-
land Department of Families and Community Care, contact with medical and
health practitioners, school behavior, and parent health issues.

Intervention Conditions

SBFI. Families assigned to the SBFI intervention received four group
sessions -of parent training (2 hours’ duration each). Upon completion of
the group sessions, parents participated in four individual telephone consul-
tations (15 1o 30 minutes’ duration each). Parents also received a copy of
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Every Parent’s Group Workbook (Markie-Dadds, Turner, & Sanders, 1997),
which contains the key leaming principles of the program and exercises to be
completed in and between sessions. The program involved teaching parents
17 core child-management strategies. Ten of the strategies ave designed to pro-
mote children’s competence and development (e.g., praise; engaging activi-
ties; incidental teaching) and 7 strategies are designed to help parents manage
misbehavior (e.g., setting rules; logical consequences; quiet time; time-out).
In addition, parents were taught a planned activities routine 1o enhance the
generalization and maintenance of parenting skills. Planned Activities Train-
ing involved teaching parents how to anticipate and prepare for high-risk
situations — for ¢xample, when children are tired or bored — and to plan age-
appropriate activities for these situations along the lines described by Sanders
and Dadds (1982). Consequently, parents were taught to apply parenting
skills 10 a broad range of target behaviors in both home and community set-
tings with the target child and all relevant siblings. Parents learned to set and
monitor goals for behavior change and to enhance their skills in observing
their child’s and their own behavior. Active training methods such as model-
ing, rehearsal, practice, feedback and goal setting were used to teach specific
parenting skills throughout the program within a self-regulatory framework
{as described by Sanders, 1999). The SBFI intervention typically takes 8
weeks to complete.

EBFI. The EBFI consisted of the aforementioned SBFI strategies plus the
addition of four sessions addressing risk factors associated with child abuse
and neglect. The families in this condition received four group sessions of
parent training (2 hours’ duration each); four sessions targeting the additional
risk factors (2 hours’ duration each); and four subsequent individual tele-
phone consultations (13 to 30 minutes” duration each). As with the SBFI condi-
tion, parents received a copy of the Every Parent’s Group Workbook (Markie-
Dadds et al., 1997). In addition, parents received a workbook that outlines the
principles taught in the additional modules (focusing on attributions and
anger management),

In these additional sessions, parents were taught a variety of skills aiming
to challenge the beliefs they hold regarding their own behavior and the
behavior of their child, and to change any negative practices they currently
use in line with these beliefs. Parents were also introduced to a variety of phys-
ical, cognitive, and planning strategies to manage their anger. As with the
standard parent training component, the concept of planning ahead in high-
risk situations was addressed and parents developed their own coping plans
for these events. The EBFI typically took 12 weeks to complete,

Session 1B (understanding causes of parent behavior) provided the first of
the adjunctive interventions examining negative parental attributions. The
session was designed to help parents identify the effect of negative ot harsh
discipline practices on children, to identify the causes of their own negative
behavior toward the child, and how to prevent anger escalation and nega-
tive parenting practices through challenging and disputing irrational thoughts
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and replacing them with more rational thoughts. Session 5 introduced parents
to the emotion of anger, its physical effects, and provided parents with a vari-
ety of techniques and strategies for becoming physically and mentally
relaxed. Session 6 introduced cognitive therapy as it applies to anger manage-
ment and included catching unhelpful thoughts, developing alternative coping
stalements in arousing situations, and challenging thoughis that lead to aggres-
sive responses. Session 7 completed the anger management intervention by
providing a review of the previous anger management sessions, identifying
high-risk anger situations, and developing coping plans {0 manage anger in
these situations. As with the SBFI intervention, the program concluded with
the four individual telephone consultations with one of the group facilitators.

Treatment Integrity

Fourteen practitioners {12 female and 2 male) were trained and supervised
in the delivery of the interventions (1 clinical psychologist; 8 psychologists
completing postgraduate training in psychology; 2 psychelogists; 2 social
workers; and 1 teacher). Practitioners were not aware of the intervention
groups to which families had been assigned prior to completion of the pre-
intervention assessment phase. Each group ‘was allocated one facilitator and
one co-facilitator. Facilitators led the group through the majority of treat-
ment sessions, while the role of the co-facilitator was to check protocol
adherence, videotape each session, assist with group exercises and activities,
and lead selected sections of the treatment plan under the guidance of the
facilitator.

Detailed written protocols specifying the content of each session, in-session
exercises to complete, and homework tasks were developed for both the SBFI
and EBFI conditions. Analysis of protocol adherence checklists in each con-
dition occurred to ensure that practitioners covered all the content material
specified. Interrater reliability checks were conducted with a high level of
agreement between the coder and the practitioners on content covered in each
session (r = .94, p = 001). As a further check on protocol adherence, a
research assistant viewed 15 randomly drawn videotapes of group sessions in
each condition and coded the presence or absence of curriculum content item
specified in the protocol for that condition, This revealed a high mean level of
adherence to the protocol steps specified in the manuals for each condition
(EBFI, M = 9873, SD = 2.68; SBFI, M = 98.75,5D = 2.29).

Results
Preliminary Analyses

To examine the comparability of the samples of families in each condition,
a series of Univariate Analysis of Variance (ANOVA) was used on parent-
report and observational data. There were no significant differences between
conditions on any measure at pre-intervention, indicating that randomization
had produced two groups that were well matched prior to intervention on all
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key outcome measures used to evaluate the effects of intervention. Further-
more, the two samples selected were well matched on all demographic and
family background variables.

Attrition

Of the 98 families commencing the trial, 86 (88%) completed their respec-
tive interventions. Eight of the families that dropped out of the study were from
the EBFI condition; 4 of the families were from the SBFI condition. Two (2%)
of the 86 completers were uncontactable at the postintervention assessment,
and a further 2 (2%) families were uncontactable at 6-month follow-up.

Statistical Analyses

Analyses of intervention effects consisted of 2 (condition: SBFI vs. EBFI) X
3 (time: preintervention, postintervention, and follow-up) repeated measures
MANOVAs. Where significant omnibus effects or interactions were found,
subsequent univariate repeated measures ANOVAs and pairwise comparisons
were used to locate the source of significant differences between conditions
and across time. As we wished to examine the extent of clinically reliable
improvement over time associated with each condition, main effects for time
were followed up even wher¢ interaction effects were nonsignificant using the
clinically reliable change index as described by Jacobson and Truax (1991).

In view of the large number of statistical comparisons conducted, we have
adopted a conservative alpha level of .01 across all analyses to control for the
potential inflation of Type 1 error.

Short-Term Intervention Effects

It was hypothesized that, when compared with SBFI, the EBFI condition
would result in significant improvements across a variety of areas of family
functioning. These areas included risk factors associated with child maltreat-
ment (parental blame and intentional attributions and parental unrealistic
expectations, behavior, and affect); parenung practices, parental adjustment
and child behavior. Findings appear in Table 3.

In both the SBFI and EBFI treatment conditions, parents showed signifi-
cant improvements from preintervention to postintervention across all of the
indicators of risk potential for child abuse (e.g., global anger and parental
expression of anger, parental blame and intentional atiributions, parental unre-
alistic expectations and potential for child abuse). Furthermore, at postinterven-
tion families in the EBFI condition showed significant additional improve-
ments compared to SBFI families on parental potential for child abuse (as
measured by the CAPI), parental blame and intentional attributions for child
aversive behavior {as measured by the PACBM) and parental unrealistic
expectations regarding child behavior (as measured by the POQ). No group
differences were observed at postintervention on the measures of parental
and global anger.

Across all measures of parenting (e.g., parenting style, parental satisfaction,



TABLE 3
INTERVENTION Errects: HoME OOBSERVATION AND PAReNT REPORT oF KEY RISK FACTORS FOR CHILD MALTREATMENT, PARENTAL:

ADIUSTMENT, PARENTING PRACTICES, AND CHILD BEHAVIOR AT PRE-, PosT:, AND 6-MonTH ForLow-Up

SBFL(x = 39) _EBFI(n=35)
Pre Post 6MFU Pre Post 6MFU N
M(SD) M{SD) M (SD) M(SD) M(SD) M (5D) Cond. Time Interact
Blamé and Interitionality
Attributions _ _

Ambiguous situations 3.89 (0.86) 357 (081) 3.64(0.94) 359 (0'.77) 3.21(1.22) 2.85 -(0-.8'2-) 4.27 'IS-BQ*** 6.42%*

Intentional situations 448 (0.82) 4,12 {0.89) 4.24(0.77) 4.29 {0.30) 35307 32B(D96) T1.19%¥%  2457%%% 7 7REEk
Potential for Abuse _ 0.57 41.73%%*  4.4]%%
POQ 4.26 (3.00) 347 (2.65) 279 (1.92) 4.79 (3.16) 226240 235(t6ly 054 29 63*%*  506%F
CAPI 187,61 {83.33) 13224 (87.36) 110.76 (93.04) 231.21 (96.19) 122.15 (89.87) 118.76(9558) 053 68,320k 4 BowE
Global Anger 056 2542%+*+ (.85
STAXI _

Angry temperament 01.03(922) 72.51(2207) 7295(1866) 9364 (7 A4y 73.61(1763) 6705 (20.97) 0.02 67-.55*’_** 202

Anger out 01.23(8.48) 58.21 (25.28) 59.23(24.38) 92,08 (6.00) 5417 (24.49) 53.47(21.33) 0.69 131,03%%= '0._92

Anger control 8.51 (6.15) 4200 (20.69) 42.95(30.85) 12.86(15.18) 50.86(29.99) 42.95(30.85) 191 86.10%%* 0.27

Angry expression 9556 (5.74) 59.13(2901) 58.92(2874) 93.72(11.09) 50.92(32.56) 4925(3094) 2.20 9587+ 220
Parental Anger 0.73 25.72%%% (.76
PAI

Problem 25.53(7.55) 16.95 (9.98) 16.66 (10.08) 27.39(9.62) 18.94(10.39) 15.67(11.50) 024 4903%+% 115

Intensity 130,79 (38.00) 99.53 (31.16) 101.08(33.18) 130.22(2742) 96.97(2668) 93.17(2883) 042 46,34¥% (146
Parental Adjustment _ _ _ 0.82 13.03%%% 043
PPC 6.70 (4.12) 4.81(3.10) 4.70{3.74) 7.14 (4 A8) 5.34(4.13) 441 (359 007 12.34%%% 040
DASS 3237 (18.01) 1878 (16.18) 19.11(15.68) 3966 (23.17) 2338 (13.89) 22.76(21.48) 1.66 24 58%%% 029
Parenting 1.87 26,30+ 1.87
| o 3.73 (0.63) 2.58(0.73) 287 (0.75) 3.71{0.62) 2.55 (0.80) 269069 022 128.63%%* 0.64
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Satisfaction 3000639 3700(746) 37.06(7.74 2832(6.32) 38.14(730) 3836(6.33) 003

Efficacy 22.79(6.51) 2844(6.73) 2826(7.15) Z2.18(702) 3057 (602) 3021{542) 065
Child Behavior 193
ECBI

Intensity 136.15(25.70) 108.88 (2797) 110,53 (26.10) 137.30(31.32) 109.65 (25.71) 105.00 (23.50) 0.01

Problem 18.18 {6.85) 11.35(7 537} '1.0.-'82 {770y 1839 (8.61) 8.65(7.83) 843(6.90) 023
PDR 9.01(533)  524(4.15) 4790393 1097(572)  578(341)  5.83 (4.36)
Observed positive child

behavior (%) 7582(16.08) 83.55(11.40) 83.33(17:01) 76.24 (16.63) 85.16(10.89) 84.16(9.69y 037

Observed negative
child behavior (%) 24.18(1606) 1645(1140) 1667(1701) 23.75(16:63) 14.84{10.89) 1583(9.69) 037

Child Behavior Settings 0.44
HCPC
Home Problems 6.53 (2.66) 334 (2.86) 3.05(2.38) 714267 364 (2.64) 336(298) 072

Community Problems  3.11 (2.20) 1.71 (2.12) 1.47 (1.96) 367(2.72) 2.11(1.69) 1.47(161) 065

82,60+
58.15%%*

12.90%=#

47 57%%%

49.7gxwx
36,8455

7 68%*

7.68%*
27.22%%%

Gdh FOAH
34 5%k

242
217

1.05

0.63

1.33
0.57

032

0.32
047

0.13
0.72

Nore. SBFI = Standard group parent training; EBFI = Enhanced behavioral family intervention; ANCOVA = Analysis of Variance; MANOVA = Multivari-
ate Anelysis of Variance; Pre = preintervention; Post = postintervention; 6MFU = 6-month follow-up; ECBI = Eyberg Child Behavior Inventory;
PDR = Parent Daily Record (Mean Problem Score); PS = Parenting Scale (Total); PSOC = Parenting Sense of Competency; STAX] = State-trait
Anger Expression Inventory (selected subscales listed); PAI = Parental Anger Inventory; POQ = Parent Opinion Questionnaire (total score); CAPI =
Child Abuse Potential Inventory (abise score); PPC = Parent Problem Checklist; DASS = Depression Stress and Anxiety Scale (total score); HCPC =

Home and Community Problem Checklist.
ik p < 01; ¥k p < 001,
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and efficacy) families in both conditions displayed significant improvements
{rom pre- to postintervention. There were no significant group or interaction
effects on these measures.

From pre- to postintervention parents in both conditions showed a signifi-
cant decrease in parental distress and parental conflict, but there were no con-
dition or interaction effects.

On all measures of child behavior (ECBI, PDR, observed negative child
behavior, and observed positive child behavior} both groups displayed significant
improvement from pre- to postintervention; however, no significant condition
or interaction effects were obtajned.

Parents in both groups reported a significant decrease in the number of
parenting and child care situations in which they experienced problem behav-
ior both in the home and in the community. There were no condition or inter-
action effects. :

It was hypothesized that EBFI participants would display greater levels of
satisfaction with the intervention they received. A univariate ANOVA revealed
that participants in both the SBFI (M = 86.87, SD = 17.08) and EBFI (M =
89.44, 8D = 15.74) conditions reported similarly high levels of consumer
satisfaction, F(1, 77) = 0.48.

Long-Term Intervention Effects

Findings from the 6-month follow-up appear in Table 3. The results indi-
cated that families in both conditions maintained all observed postinterven-
tion gains. In addition to this outcome, significant effects were found on three
outcome measures.

A significant interaction and a main effect for time were observed for
parental blame and intentional attributions in both ambiguous and intentional
situations (measured by the PACBM) and parental unrealistic expectations .
regarding child behavior (measured by the POQ). Despite there being a sig-
nificantly greater improvement made by the EBFI participants at postinter-
vention on the POQ measure, SBFI participants had caught up to their EBFI
counterparts so that there was no significant difference observed between the
conditions at follow-up.

A main effect for time was observed for parents’ angry temperament (mea-
sured by the STAXT). Here, the general trend was for EBFI participants to
continue to impreve from postintervention to follow-up compared with the
SBFI participants. However, pair-wise comparisons undertaken to inspect this
main effect were nonsignificant.

Clinically Reliable Change

Three separaie criteria were used to assess the clinical significance of
change in children’s behavior: the Reliable Change Index (RCI; Jacobson &
Truax, 1991), a 30% reduction in observed child disruptive behavior (Webster-
Stratton, Hollinsworth, & Kolpacoff, 1989), and a normative comparison
approach ‘which involved calculating the proportion of children whose behavior
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TABLE 4
FREQUENCY aND PERCENTAGE OF CLINICALLY RELIABLE CHANGE FOR CHILDREN'S
ProBLEM BEHAVIOR FrROM PRE- TO POSTINTERVENTION

N (%).for each condition Contrasts (x2)

SBHFI EBFI SBFI vs EBFI

RCI> 196

ECBI 3846 3420 - 0223
RCi> 196

PDR 3947 54 .84 1.620
30% reduction

Observed negative child behavior (%) 44,19 5428 0.788
Moved below clinical cutoff (<131)

ECBI 75.00 5926
Moved beyond clinical cutoff (<<8.43) .

PDR 6111 6956

Note. SBFI = Standard group parent training; EBFI = Enhanced behavioral family intérven-
tion; RCI = Reliable Change Index; ECBI = Eyberg Child Behavior Inventory; PDR =
Parent Daily Report Checklist.

was normalized following intervention (Barkley, Edwards, Laneri, Fietcher,
& Metevia, 2001).

Short-term changes. Using the three different criteria to calculate reliable
change at postintervention, overall there was a similar proportion of children
whose behavior had reliably improved in each condition (EBFI = 47.7%;
SBFI = 41.55%) (see Table 4).

Using the normative comparison approach there was a similar proportion
of children whose behavior had moved from the clinic to the nonclinic range
in the EBFI and SBFI.

Long-term changes. At follow-up, there were no significant differences in
reliable change across conditions when mothers” ECBI or PDR scores were
used to compute RCT or when the 30% reduciion criterion was used (see
Table 5). Using the normative comparison method, there were no significant
differences between conditions in the proportion of children in the nonclinic
range at 6-month follow-up,

Subsequent notifications. It was hypothesized that the EBFI families
would have significantly fewer notifications for child maltreatment at follow-
up. In fact, only one family had contact with FYCCQ in the 6 months
between the postintervention and follow-up periods.

Discussion

Despite the evidence showing a relationship between attributions, parental
anger, and child maltreatment, this is the first study to our knowledge to have



530 SANDERS ET AL.

TABLE 3
FREQUENCY AND PERCENTAGE 0F CLmNiCALLY RELIABLE CHANGE FOR CHILDREN'S
ProBLEM Besiavior FrROM PREINTERVENTION TO 6-MonTH FoLLow-Up

N (%) for each condition Confrasts (x2)

SBHI EBFI SBF1 vs EBFI

RCI > 1.96

ECB} 333 370 0.190
RClL > 1.96

PDR 5641 48.27 0442
30% reduction

Observed child negative behavior- (%) 46.15 52.94 0335
Moved beyond clinical cutoff

ECBI1 57.00 72.00
Moved beyond clinical cutoff (%)

PDR 60.00 63.64

Note. SBFI = Standard group parent training; EBFI = Enhanced béhavioral family interven-
tion; RCI = Reliable Change Index; ECBI = Eyberg Child Behavior Inventory; PDR =
Parent Daily Report Checklist.

examined whether specific targeting parental attributions and anger enhances
clinical outcomes for either parent or child in parents at risk of child maltreat-
ment because of significant anger-management problems. In general, the
findings attest to the clinical utility of behavioral family intervention with this
population. Parents participating in both variants of Triple P interventions
showed significant improvements in a wide range of indices of family functien-
ing, with families receiving the enhanced version showing greater improve-
ment on two key indicators of abuse potential in the short term.

Parents in both SBFI and EBFI conditions showed a reduction in dysfunc-
tional attributions, with EBFI participants showing a significantly greater
reducticn in their potential for child abuse (CAPI scores) and unrealistic
expectations (POQ scores). However, on measures of anger experience or
expression, parents in both interventions showed similar reductions. Both
SBFI and EBFI participants performed equally well on parent and child mea-
sures of behavior and adjustment and reported comparably high levels of
consumer satisfaction with their respective interventions.

Farmnilies in both conditions maintained all treatment gains at 6-month follow-
up. EBFI participants did perform significantly better than the SBFI partici-
pants on one outcome measure, the PACBM. EBFI participants showed a sig-
nificantly greater reduction in negative attributions than parents in SBFI. The
specific targeting of parents’ attributions was successful in reducing parents’
tendencies to blame and attribute mal-intent to their children both in situa-
tions that were ambiguous with respect to the child motives and in situations
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where children’s behavior was more apparently deliberate. This generalized
shift in both parenting situations ‘toward more benign explanations of their
children’s actions showed that the cognitive mechanism hypothesized to shift
in angry parents did indeed change in the predicted direction.

Only one family in the study received contact with any child protection
services for child maltreatment in the follow-up period.

Previous research jnto interventions for maltreating or at-risk families have
indicated that standard parenting interventions might not be enough to meet
the complex needs of these families. The results of the present study suppost
this assertion to some degree. Although the EBFI condition was associated
with significantly greater improvements on measures of negative parental
atiribution compared with standard parent training, at postintervention SBFI
families had also improved significantly on many measures. The differences
between conditions on the attributional measure maintained from postinter-
vention to follow-up.

However, we failed to find superior longer-term benefits for children. It is
possible that both the standard and enhanced parenting interventions incorpo-
tated elements that shifted parental attributions, albeit with different degrees
of specificity. While the enhanced condition systematically trained parents to
modify negative attributions for their own and their child’s negative behaviors
(training which was absent from the standard comparison condition}, parents
in the standard condition may have had seme incidental exposure to attribu-
tional iraining as well. For example, in a standard group Triple P, once a sup-
portive environment is established within-group socialization processes may
lead parents to prompt and reinforce each other for generating constructive
alternative explanations for a child’s actions (e.g., escalation traps) and attri-
butions of blame or mal-intent are not modeled or reinforced by group leaders.
Over time parents may be incidentally shaped by the group process to report
fewer destructive blame-oriented attributions and to focus more positively on
actions the parent can take to prevent probiem behaviors.

The present study extends the limited empirical base of BFI as an interven-
tion for child maltreatment (James, 1994b; Wekerle & Wolfe, 1993} by show-
ing that the two variants of BFT were both associated with a range of positive
changes in parental risk factors linked to child maltreatment. The main find-
ing that the enhanced Triple P intervention produced more consistent changes
across the full range of child measures, parent’s cognitive, affective, and
parenting measures and family outcome variables was encouraging. How-
ever, these additional effects need to be interpreted with some caution as our
decision not to vse a no-treatment controf condition reduced our capacity to
rule out maturational effects or regression to the mean as an explanation of
improvements. On the other hand, using a high-strength, standard-care com-
parison condition was a strength. Our rationale in using such a comparison
condition was to provide a faidy fongh test of the additive benefits of the
enhanced intervention. Further, we believed it was necessary to use an exist-
ing empirically supported comparison condition and to deliver it as close as
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possible to how it is delivered in health services in the community. This
seemed a better approach to testing the hypothesized benefits of enhance-
ments to existing BFI intervention strategies. Furthermore, to withhold treat-
ment from an at-risk-of-abuse sample is ethically questionable. A similar
stratepy was used in other studies testing adjunctive treatments for clinically
depressed parents (e.g., Sanders & McFarland, 2000). It is possible that the
enhanced intervention might be even more effective with nonresponders after
an initial trial of a standard parent training intervention,

The results of the present study need to be interpreted with some caution.
Although all participating families were assessed to be at risk of child mal-
treatment on the basis of anger-management concerns and coercive parenting
practices, the majority -of the sample had not been formally notified for child
maltreatment. Although formal notification to child protective services is a
very crude index of abusive parenting, the nature of our recruitment strategy
means the present results cannot be simply generalized to abuse populations
recruited through other means (e.g., clinical referral from child protection
agencies). Nevertheless, as a preventive strategy for high-risk parents, the
~ findings are more directly relevant. Furthermore, within the multilevel system
of parenting and family support services advocated in the Triple P population
model, active outreach to the community is seen as essential to normalizing
participation in parenting programs. Each family received individual tele-
phone consullations after participating in groups. While such an approach is
readily accepled by parents and allows for tailoring of session content, for
families without access to telephones (a small minority of people in Austra-
lia), these (€lephone consultations could be conducted as face-to-face inter-
views either at home or in a clinic session. Also, the amount of therapist con-
tact necessarily differed across the two conditions, introducing a potential
confound; that is, the EBFI had four extra sessions of therapist contact, How-
ever, it is not possible to add adjunctive interventions without increasing
either session length or the number of sessions. We chose not to artificially
extend the amount of parenting skills training in the SBFI condition to match
the amount of exira therapist contact in the EBFI condition as this would have
introduced anether confound, namely, differing amounts of time devoted to
basic parenting skills training.

The present findings have several implications for early-intervention pro-
grams for families at risk of child maltreatment. Rather than trying to design
more complex parenting interventions addressing parental attributions and
anger management, families can be provided with a less intensive interven-
tion in the first instance (e.g., the SBFI intervention delivered to families in
this trial). During this initial phase of intervention, particular attention needs
to be paid to engaging parents and maintaining their involvement as such parents
have been shown to be at increased risk of dropping out of treatment. Subse-
quent to families receiving this standard parenting intervention, reassessment
could occur to gauge any shift in the risk factors for maltreatment (e.g., coercive
parenting practices, negative attributions, excessive anger, and unreasonable
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expectations). Based on this assessment, practitioners can identify the risk
factors that are still evident and provide a customized .adjunctive interven-
tion(s) that specifically targets the risk factor. This conclusion is consistent
with the findings of other trials evaluating adjunctive interventions combined
with individually administered versions of Triple P with parents of children with
conduct problems (e.g., Sanders et al., 2000).
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