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About Programs That Work™

 

Stunning developments in healthcare have taken place over the last several years, but many of our widely accepted interventions and strategies in mental health and behavioral medicine have been brought into question by research evidence as not only lacking benefit, but perhaps, inducing harm. Other strategies have been proven effective using the best current standards of evidence, resulting in broad-based recommendations to make these practices more available to the public. Several recent developments are behind this revolution. First, we have arrived at a much deeper understanding of pathology, both psychological and physical, which has led to the development of new, more precisely targeted interventions. Second, our increased understanding of developmental issues allows a finer matching of interventions to developmental levels Third, our research methodologies have improved substantially, such that we have reduced threats to internal and external validity, making the outcomes more directly applicable to clinical situations. Third, governments around the world and healthcare systems and policymakers have decided that the quality of care should improve, that it should be evidence based, and that it is in the public’s interest to ensure that this happens (Barlow, 2004; Institute of Medicine, 2001).

Of course, the major stumbling block for clinicians everywhere is the accessibility of newly developed evidence-based psychological interventions. Workshops and books can go only so far in acquainting responsible and conscientious practitioners with the latest behavioral healthcare practices and their applicability to individual patients. This new series, Programs That Work™, is devoted to communicating these exciting new interventions to clinicians on the frontlines of practice.

The manuals and workbooks in this series contain step-by-step detailed procedures for assessing and treating specific problems and diagnoses. But this series also goes beyond the books and manuals by providing ancillary materials that will approximate the supervisory process in assisting practitioners in the implementation of these procedures in their practice.

In our emerging healthcare system, the growing consensus is that evidence-based practice offers the most responsible course of action for the mental health professional. All behavioral healthcare clinicians deeply desire to provide the best possible care for their patients. In this series, our aim is to close the dissemination and information gap and make that possible.

This facilitator guide is designed to be used by therapists conducting the parent component of the Coping Power Program. Coping Power is a proven intervention aimed at teaching parents how to manage their children’s aggressive behavior. Over the course of two school years and 16 weekly group meetings, parents are taught skills for combating misbehavior and reinforcing positive behavior. Parents practice various discipline techniques, as well as strategies for decreasing the stress associated with parenting an aggressive child.

This comprehensive guide uses an easy to follow session-by-session format to systematically deliver the intervention to parents. It provides the facilitator or group leader with detailed procedures for working with parents, including sample dialogues, role-play exercises, and homework assignments.

David H. Barlow, Editor-in-Chief,

Programs That Work™

Boston, Massachusetts
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Chapter 1Introductory Information for Parent Group Facilitators

 

Background Information and Purpose of This Program

The Coping Power Program is based on a contextual social-cognitive model of childhood aggression (Lochman & Wells, 2002a; Lochman, Wells, & Murray, 2007), which is a risk marker for later adolescent substance use and delinquency and can usefully serve as a conceptual framework for cognitive-behavioral intervention. This model indicates two relevant sets of potential mediators of adolescent antisocial behavior: (1) child-level factors (e.g., Tremblay & LeMarquand, 2001), including children’s poor social-cognitive and decision-making skills, poor self-regulation, perceived peer context, and poor ability to resist peer pressure, and (2) contextual factors, including poor parental caregiver involvement with, and discipline of, the child (e.g., Wasserman & Seracini, 2001). It is assumed that broader contextual risk factors, such as the level of neighborhood violence (Luthar, 1999), affect these mediational processes and children’s subsequent behavior. The Coping Power Program, based on this model, is provided primarily to preadolescent and early adolescent aggressive children and their parents.

The Coping Power Program includes a child component, consisting of a 34-session group intervention, and a coordinated 16-session parent component; both of these are designed to be delivered over a 16- to 18-month period of time. On the basis of outcome research (Lochman & Wells, 2004), we strongly recommend that the Coping Power parent and child components be used together, since the best effects are achieved through a combination approach. Nevertheless, the components can be used alone with appropriate attention to minor adaptation.

The Coping Power Program is often delivered near the time of children’s transition to middle school. Intervention can begin in the year prior to the middle-school transition (typically fifth grade) and continue into the first year in middle school (typically sixth grade), although the program is generally developmentally appropriate for children from the middle elementary school grades through the middle years of middle school, and can be used to cover grades 3 to 7. Use with younger or older children requires further adaptation. The Coping Power Program has been delivered to target children who have been identified by teacher and parent ratings of children’s aggressive behavior as being relatively high in aggressive behavior problems, as well as to children who meet diagnostic criteria for oppositional defiant disorder and conduct disorder. The Coping Power child and parent components have been developed to be delivered in tandem, with certain topics designed to come up at common times in the parent and child groups. However, as previously mentioned, the child and parent groups can be conducted individually and separately with minor modifications.

This guide provides therapists with an overview of the Coping Power Program with an emphasis on the parent component; a companion guide provides an overview of the child component. Parent component group sessions can take place at children’s schools, in neighborhood community settings such as community recreation centers or neighborhood libraries, or at mental health outpatient clinics. The program has been offered primarily in group session format, although we have used the program in individual parent sessions with relatively minor adaptations. Parent group sessions are designed to last 50–75 minutes. The group sessions usually include six to eight parents or parent pairs. The Coping Power parent component addresses the parenting domains identified in prior studies as being related to child disruptive behavior.

Disorder or Problem Focus

Some children fall outside the normal or typical variations of externalizing behaviors (Lochman, Barry, Powell, Boxmeyer, & Holmes, 2008). Within this group of disruptive children, aggression is a frequent and particularly concerning complaint. Aggression is one of the most stable problem behaviors in childhood with a developmental trajectory toward negative outcomes in adolescence, such as drug and alcohol use, truancy and dropout, delinquency, and violence (Lochman & Wayland, 1994; Lochman, Powell, Whidby, & Fitzgerald, 2006). Children’s aggressive behavior patterns may escalate to include a wide range of severe antisocial behaviors in adolescence (Loeber, 1990), and this negative antisocial trajectory may even continue into adulthood in the form of antisocial personality disorder.

Childhood aggressive behavior can thus have serious and negative implications for a child’s future. The negative effects are not limited to the aggressive individual, however, as aggressive behavior by definition has the potential to cause harm or injury to others. In today’s schools, aggressive bullying, which may be verbal, physical, or psychological, is increasingly being recognized as a serious problem (Rigby, 1996). Bullying is a deliberate act with the intent of harming the victims (Farrington, 1993). Examples of direct bullying include hitting and kicking, charging interest on goods and stealing, name calling and intimidation, and sexual harassment. Other forms of bullying that are more indirect (i.e., relational bullying) include spreading rumors about peers and gossiping (Ireland & Archer, 2004).

Children who display high levels of aggressive behavior often exhibit additional externalizing behaviors and may meet criteria for a disruptive behavior disorder diagnosis such as oppositional defiant disorder (ODD) or conduct disorder (CD; American Psychiatric Association, 2000).

Conduct disorder is defined as follows:

[image: image]A repetitive and persistent pattern of behavior which violates the rights of others or major age-appropriate societal norms or rules. These behaviors fall into four main groupings: 1) aggressive conduct that threatens physical harm to other people or animals; 2) nonaggressive conduct that causes property loss or damage; 3) deceitfulness and theft; 4) and serious violations of rules. Three or more characteristic behaviors must have been present during the past 12 months.

Oppositional defiant disorder is defined as follows:

[image: image]A recurrent pattern of negativistic, defiant, disobedient, and hostile behavior toward authority figures that persists for at least 6 months and is characterized by the frequent occurrence of at least four of the following behaviors: losing one’s temper, arguing with adults, actively defying or refusing to comply with request or rules of adults, deliberately doing things that will annoy other people, blaming others for one’s own mistakes or misbehavior, being touchy or easily annoyed by others, being angry and resentful, or being spiteful or vindictive.

Although not an explicit part of the diagnosis, aggression may accompany the characteristic pattern of negativistic, hostile, and defiant behavior associated with a diagnosis of ODD. More severe disruptive behaviors including aggression towards people or animals, destruction of property, theft, and deceit are associated with CD. Prevalence rates for these diagnoses are estimated to be from 2% to 16% of the general population for ODD and from 1% to more than 10% for CD (American Psychiatric Association, 2000). It is noteworthy that some researchers are beginning to identify psychological features that are linked to subsequent psychopathy (Barry et al., 2000; Pardini, Lochman, & Frick, 2003; Pardini, Lochman, & Powell, 2007). These youth, who display manipulation, impulsivity, and remorseless patterns of interpersonal behavior, are usually referred to as “callous” or “unemotional” and are considered to be conceptually different from youth diagnosed with CD (Cleckley, 1976; Hart & Hare, 1997). Children who display associated narcissistic features are also at risk for heightened rates of externalizing behavior problems (Barry et al., 2007).

Symptoms associated with ODD are age inappropriate, usually appearing prior to 8 years of age and no later than adolescence (American Psychiatric Association, 2000). These symptoms include angry, defiant, irritable, and oppositional behaviors and are usually first manifested in the home environment. The diagnosis of ODD should only be made if these behaviors occur more frequently than what would be typically expected of same-aged peers with a similar developmental level. CD symptoms such as fire setting, breaking and entering, and running away from home are more severe and may become evident as early as the preschool years, but these behaviors usually occur beginning in middle childhood to middle adolescence. Less severe symptoms (e.g., lying, shoplifting, and physical fighting) are observed initially, followed by intermediate behaviors such as burglary; the most severe behaviors (e.g., rape, theft while confronting a victim) usually emerge last (American Psychiatric Association, 2000). It is particularly important for those who provide services to children and adolescents to be aware of the symptoms of ODD and to provide intervention, because ODD is a common antecedent to CD. Furthermore, a significant subset of those individuals diagnosed with CD, particularly those with an early onset, subsequently develop antisocial personality disorder (ASPD; American Psychiatric Association, 2000). See Table 1.1 for DSM-IV-TR diagnostic criteria for ODD and CD.


Table 1.1 Diagnostic Criteria for Oppositional Defiant Disorder and Conduct Disorder



	DSM-IV-TR Diagnostic Criteria for ODD

	DSM-IV-TR Diagnostic Criteria for Conduct Disorder




	A pattern of negativistic, hostile, and defiant behavior lasting at least 6 months, during which four (or more) of the following are present:

1.Often loses temper

2.Often argues with adults

3.Often actively defies or refuses to comply with adults’ requests or rules

4.Often deliberately annoys people

5.Often blames others for his or her mistakes or misbehavior

6.Is often touchy or easily annoyed by others

7.Is often angry and resentful

8.Is often spiteful or vindictive

	A repetitive and persistent pattern of behavior in which the basic rights of others or major age-appropriate societal norms or rules are violated, as manifested by the presence of three (or more) of the following criteria in the past 12 months, with at least one criterion present in the past 6 months:

Aggression to People and Animals

1.Often bullies, threatens, or intimidates others

2.Often initiates physical fights

3.Has used a weapon that can cause serious physical harm to others (e.g., a bat, brick, broken bottle, knife, gun)

4.Has been physically cruel to people

5.Has been physically cruel to animals

6.Has stolen while confronting a victim (e.g., mugging, purse snatching, extortion, armed robbery)

7.Has forced someone into sexual activity

Destruction of Property

8.Has deliberately engaged in fire setting with the intention of causing serious damage

9.Has deliberately destroyed others’ property (other than by fire setting)

Deceitfulness or Theft

10.Has broken into someone else’s house, building, or car

11.Often lies to obtain goods or favors or to avoid obligations (i.e., “cons” others)

12.Has stolen items of nontrivial value without confronting a victim (e.g., shoplifting, but without breaking and entering; forgery)

Serious Violation of Rules

13.Often stays out at night despite parental prohibitions, beginning before age 13 years

14.Has run away from home overnight at least twice while living in parental or parental surrogate home (or once without returning for a lengthy period)

15.Is often truant from school, beginning before age 13 years




	There are no separate codes based upon age of onset for ODD.

	CD, Childhood-Onset Type: Onset of at least one criterion characteristic of CD prior to age 10 years

CD, Adolescent-Onset Type: Absence of any criteria characteristic of CD prior to age 10 years

CD, Unspecified Onset: Age of onset is not known




	There are no specified levels of severity for ODD.

	Mild: Few if any conduct problems in excess of those required to make the diagnosis and conduct problems cause only minor harm to others

Moderate: Number of conduct problems and effect on others intermediate between “mild” and “severe”

Severe: Many conduct problems in excess of those required to make the diagnosis or conduct problems cause considerable harm to others







In terms of gender, ODD is more prevalent in males than in females prior to puberty, though the rates are fairly equal after puberty. ODD symptoms are typically similar in males and females, with the exception of males exhibiting more confrontational behavior and having more persistent symptoms (American Psychiatric Association, 2000). Rates of CD diagnoses, particularly the childhood-onset type, are more common in males than in females. According to the American Psychiatric Association (2000), males with CD usually evidence symptoms such as “fighting, stealing, vandalism, and school discipline problems” and females usually engage in “lying, truancy, running away, substance use, and prostitution.”

Childhood disorders rarely occur in isolation, so comorbidity issues are important to consider when treating children within clinical populations (Hinshaw & Lee, 2003). ODD and CD are often observed in conjunction with attention-deficit/hyperactivity disorder (ADHD), academic underachievement and learning disabilities, and internalizing disorders (e.g., depression and anxiety disorders). Among youth with CD and ODD, 50% also have a diagnosis of ADHD (Hinshaw & Lee, 2003). Furthermore, the hyperactive-impulsive subtype of ADHD is more closely associated with aggression than the inattentive subtype. ODD in conjunction with ADHD increases the likelihood for the development of early-onset CD symptoms (Hinshaw, Lahey, & Hart, 1993; Loeber, Green, Keenan, & Lahey, 1995). Children with disruptive behaviors are at a greater risk for school dropout and thus becoming part of a deviant peer group in their neighborhood. Moreover, children with both conduct problems and depressive symptomatology are more likely to engage in substance use as adolescents than those children with conduct problems alone.

Diagnostic Criteria for Oppositional Defiant Disorder and Conduct Disorder

In Table 1.1 we list the DSM-IV-TR criteria for ODD and CD.

Development of This Treatment Program and Evidence Base

A series of research studies have been conducted with the Coping Power Program and its predecessor, the Anger Coping Program. In addition to case studies (Boxmeyer, Lochman, Powell, Yaros, & Wojnaroski, 2007; Lochman, Boxmeyer, Powell, Wojnaroski, & Yaros, 2008), which have indicated how the program can be used and adapted with individual cases, efficacy, effectiveness, and dissemination studies described in this section have provided the evidence base for the Coping Power Program.

Earlier Outcome Research With the Anger Coping Program

The Coping Power Program was developed from earlier intervention research conducted by Dr. Lochman and his colleagues with the Anger Coping Program, starting with initial positive behavioral changes found in an uncontrolled pilot study (Lochman, Nelson, & Sims, 1981). The Anger Coping Program, unlike the later Coping Power Program, only had an intervention component for children, with no parent component. In a subsequent controlled study, 76 aggressive and disruptive fourth- to sixth-grade boys were randomly assigned to anger coping–goal setting (AC-GS), anger coping (AC), goal setting (GS), and an untreated control condition (UC) groups (Lochman, Burch, Curry, & Lampron, 1984). The boys in the AC and AC-GS groups reduced their independently observed disruptive-aggressive classroom behavior and had reduced parent ratings of aggression, while the boys in the GS and UC conditions became worse on these measures by the 1-month follow-up.

The improvement on the parents’ ratings indicated that the interventions’ effects had generalized out of the school setting. Secondary analyses indicated that certain subject characteristics significantly predicted intervention outcome. Within the two cognitive-behavioral conditions, the boys who demonstrated the most behavior change had the poorest initial social problem-solving skills (Lochman, Lampron, Burch, & Curry, 1985). In another study of child characteristics that predict child-only intervention outcomes, Lochman, Coie, Underwood, and Terry (1993) found that a social relations program that included cognitive-behavioral and social-skill training components adapted from the Anger Coping Program had significant impact at post-intervention and at 1-year-follow-up only with aggressive-rejected children and not with rejected-only children.

A long-term, 3-year follow-up study of the preventive effects of the Anger Coping Program found that, in comparison to the untreated aggressive group, the boys in the Anger Coping Program had significantly lower rates of marijuana and drug involvement and lower rates of alcohol use, and they maintained their previously noted improvements in self-esteem and social problem-solving skills (Lochman, 1992). In all of these areas, the Anger Coping boys functioned in the same range as that of the nonaggressive boys at follow-up. However, there were no longer-term preventive effects on delinquency, and the classroom behavioral improvements faded. Only a subset of Anger Coping boys who had received a second-year booster intervention maintained their reductions in passive off-task classroom behavior, a result suggesting that a longer intervention period might be necessary to enhance the maintenance of overt classroom behavioral change. These findings were encouraging, especially because of the longer-term reduction in substance use for the Anger Coping children, and led to the inclusion of the Anger Coping Program as a promising, empirically supported intervention for aggressive children in critical reviews of the intervention literature (e.g., Brestan & Eyberg, 1998; Greenberg, Domitrovich, & Bumbarger, 2001; Leff, Power, Manz, Costigan, & Nabors, 2001). This series of Anger Coping studies indicated the need for a broader, multicomponent intervention to have more lasting impact on serious antisocial outcomes, thus the development of the Coping Power Program.

Coping Power Program: Efficacy Study

The Coping Power Program described in this chapter includes a child component and a parent component. It was derived from the social-cognitive contextual model described in greater detail later in the chapter. In an initial efficacy study of the Coping Power Program, Lochman and Wells (2002a, 2004) randomly assigned 183 aggressive boys (60% African-American, 40% white non-Hispanic) from Durham, NC, to one of three conditions: a cognitive-behavioral Coping Power child component, combined Coping Power child and behavioral parent training components, and an untreated control group. The two intervention conditions took place during fourth and fifth grades or fifth and sixth grades, and intervention lasted for 1.5 school years. Screening of risk status took place in 11 elementary schools and was based on a multiple-gating approach using teacher and parent ratings of children’s aggressive behavior. The at-risk boys were in the top 22% of boys according to teachers’ ratings of all the students in their classrooms.

Analyses of outcomes at 1-year follow-up indicated that the intervention cells (child component only; child-plus-parent components) showed reductions in children’s self-reported delinquent behavior and in parent-reported alcohol and marijuana use by the child and improvements in their teacher-rated functioning at school during the follow-up year, in comparison to the high-risk control condition (Lochman & Wells, 2004). The Coping Power intervention effects on lower rates of parent-rated substance use and of delinquent behavior at 1-year follow-up than for the control condition were most apparent for children and parents who received the full Coping Power Program with both the child and parent components. In contrast, boys’ teacher-rated behavioral improvements in school during the follow-up year appeared to be primarily influenced by the Coping Power child component. Mediation analyses, using path analytic techniques, indicated that the intervention effect for both of the intervention cells on the delinquency, parent-reported substance use, and teacher-rated improvement outcomes at 1-year follow-up were mediated by intervention-produced improvements in children’s internal locus of control, parents’ consistency in disciplining their children, children’s attributional biases, children’s person-perception skills, and children’s expectations that aggression would not work for them (Lochman & Wells, 2002a).

Coping Power Program: Effectiveness Studies

Given these positive findings from the efficacy study, the next research questions examined whether the Coping Power Program has similar positive effects in other settings and with personnel who are more equivalent to typical school and agency staff. Several types of effectiveness and dissemination studies have been conducted with the Coping Power Program, including studies described later of intervention effects on children’s aggressive behavior and problem-solving skills among aggressive deaf children (Lochman et al., 2001) and among children with CD and ODD in Dutch outpatient clinics (van de Wiel et al., 2007; van de Wiel, Matthys, Cohen-Kettenis, & van Engeland, 2003; Zonnevylle-Bender, Matthys, van de Wiel, & Lochman, 2007).

In an extensive effectiveness study, the effects of the Coping Power Program (the combined child and parent components) as an indicated preventive intervention directed at high-risk children were compared with the effects of a universal, classroom-level preventive intervention (Lochman & Wells, 2002b). A total of 245 male and female aggressive fourth-grade students (78% African-American) were randomly assigned to one of four conditions. Children were selected from 17 elementary schools in Durham, NC. A greater proportion of these schools were in the inner city and in high-poverty areas than was the case for the prior efficacy study. Intervention began in the fall of the fifth-grade year and was delivered by personnel more equivalent to counselors and social workers in school settings who had higher case loads and less opportunity for home visits. At post-intervention, the three intervention conditions (Coping Power alone; Coping Power plus classroom intervention; classroom intervention alone) produced lower rates of substance use than in the control cell (Lochman & Wells, 2002b). Children who received both interventions displayed improvements in their social competence with peers, and their teachers rated these children as having the greatest increases in problem-solving and anger-coping skills. The Coping Power Program also produced reductions in parent-rated and teacher-rated proactive aggressive behavior and increases in teacher-rated behavioral improvement. A 1-year follow-up of this sample replicated the findings of the prior efficacy study.
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