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Conduct Problems and Level of Social Competence in
Head Start Children: Prevalence, Pervasiveness, and

Associated Risk Factors

Carolyn Webster-Stratton'? and Mary Hammond!

The purpose of the current project was to determine the prevalence of conduct problems,
low social competence, and associated risk factors in a sample of 4-year-old low-income
children (N = 426) from 64 Head Start classrooms in the Seattle area. Conduct problems
and social competence were assessed based on a combination of teacher reports, parent
reports, and independent observations of children interacting with peers in the classroom
and with parents at home. We examined the relative contribution of a variety of risk factors,
including maternal history and socioeconomic background, current levels of stress and social
support, mothers’ emotional state, and parenting competence in relation to “pervasive” (i.e.,
at home and school) and “nonpervasive” conduct problems and low social competence. Find-
ings indicated similar risk factors for conduct problems and for low social competence, with
an ordered increase in the number of risk factors from normal to “nonpervasive™ to “per-
vasive” groups. Harshness of parenting style (i.c., slapping, hitting, yelling) significantly dis-
tinguished between the three groups for low social competence and conduct problems.
Positive affect, praise, and physical warmth from mothers were positively related to social

competence but unrelated to conduct problems.
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Results of epidemiologic studies have indicated
that oppositional defiant disorder (ODD) and early-
onset conduct disorders (CD) among young children
are more common than was once thought (Campbell,
1995; Landy & Peters, 1991; Richman, Stevenson, &
Graham, 1982). Studies have reported that 7-25% of
preschool children meet the diagnostic criteria for

ODD, with the highest rates found in low-income -

welfare families (Offord, Alder, & Boyle, 1986; Of-
ford, Boyle, & Szatmari, 1987). These findings are
troubling because “early onset” conduct problems in
the preschool years are fairly stable and are predic-
tive not only of later problems in school but also of
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serious health and behavioral problems in adoles-
cence—drug abuse, depression, juvenile delinquency,
and school dropout (Campbell, 1991; Campbell,
Breaux, Ewing, Szumowski, & Pierce, 1986; Egeland,
Kalkoske, Gottesman, & Erickson, 1990; Rabiner,
Keane, & Mackinnon, in press; Rose, Rose, & Feld-
man, 1989; Wadsworth, 1976; White, Moffit, Earls,
& Robins, 1990). Campbell’s review (1991) of a se-
ries of longitudinal studies of hard-to-manage pre-
schoolers reveals a surprising convergence of find-
ings. At least 50% of preschool children with
moderate to severe conduct problems continued to
show some degree of disturbance at school age, with
boys doing more poorly than girls. Of those with con-
tinuing behavior problems, 67% met the diagnostic
criteria for ADHD, ODD, or CD at age 9. Moreover,
Eyberg (1992) pointed out that this percentage may
be an underestimate because many of the most dys-
functional families were lost to follow-up.
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Research suggests that certain family risk fac-
tors put children at particular risk for developing
conduct problems (defined as high rates of aggres-
sion, noncompliance, and negative affect) and low
social competence (defined as low levels of prosocial
behaviors, compliance with peers, and positive af-
fect). The following factors affecting families have
been associated with antisocial outcomes in chil-
dren: low socioeconomic status (SES); high levels of
negative life stress; parental history of abusive back-
grounds, criminal activity, substance abuse, and psy-
chiatric illness; and high levels of marital discord,
depression, parent isolation, and lack of support
(Farrington, 1992). Children whose parents are in-
consistent in their discipline, physically abusive,
highly critical, and hostile or lacking in warmth (Pat-
terson & Capaldi, 1991; Patterson & Stouthamer-
Loeber, 1984; Reid, Taplin, & Loeber, 1981) are also
at greater risk for conduct and social problems, as
are children whose parents are disengaged from
their children’s school experiences and provide little
reinforcement for prosocial behavior (for review, see
Webster-Stratton, 1990). Moreover, the risk of a
child developing conduct problems and poor social
adjustment increases exponentially with each addi-
tional risk factor (Coie et al, 1993; Rutter, 1980).

Poverty is probably one of the most powerful
risk factors for poor outcome in children because
of its related aggregation of risk factors such as un-
employment, -crowded living conditions, high life
stress, low education, high mobility, health prob-
lems, and so forth (McLoyd, 1990). Offord et al.
(1986) found that low income was one of the most
significant risk factors for conduct disorder, but that
it had its effect on young children, not on adoles-
cents. Moreover, they showed that rates of conduct
disorder were significantly higher for children from
low-income welfare families than for children from
low-income nonwelfare families (Offord et al.,
1987). Compared to the literature focused on
maladaptive outcomes of poverty on antisocial be-
havior, less attention has been focused on the proc-
esses related to the socialization of social compe-
tence in children living in poverty.- ’

In attempting to understand the processes
through which economic hardship affects children’s
early social adjustment, the Head Start population
is an ideal population on which to focus, because
it represents a population of economically disad-
vantaged families on welfare with preschool chil-
dren. Since these children are enrolled in a pre-
school program, we can readily observe their peer

Webster-Stratton and Hammond

interactions as well as obtain information from
teachers and parents regarding their behavioral ad-
justment. At present, we know comparatively little
about the prevalence of conduct problems and poor
social competence in Head Start children, because
prior research with this population has been con-
cemned primarily with academic readiness and cog-
nitive development as the child outcomes of inter-
est (Hubbell, 1983; Zigler & Styfco, 1993).
Moreover, those Head Start centers which have
been concerned with assessment of the children’s
behavioral and social adjustment have relied on
teacher report data—often using nonvalidated
measures lacking normative data for this age group,
making it impossible to determine what percentage
of children’s behaviors are outside the normal
range. Rarely have assessments included stand-
ardized parent reports of child behavior and social
problems or observations of parent-child interac-
tions at home. Nor has research used direct obser-
vation of Head Start children’s social interactions
with peers and behavioral misconduct as a means
of assessment. Yet the classroom and the home are
potentially rich sources of information regarding
the behavior and social skills of this population.
How pervasive are conduct problems and low social
competence in this high risk population? What per-
centage of preschool children who have behavior
problems at home have the same problems at
school? This would be important to understand
since the literature has suggested that those chil-
dren who exhibit conduct problems across settings
from home to school (pervasive) are at higher risk
for continuing on the trajectory towards delin-
quency and drug abuse than children whose con-
duct problems are present in only one setting (non-
pervasive) (Kazdin, 1985).

In addition to our general lack of awareness re-
garding the prevalence and pervasiveness of conduct
problems and low social competence in this popula-
tion, little is known about the particular risk factors
associated with these problems in this economically
disadvantaged population. For example, there are
many children enrolled in Head Start who, despite
living under conditions of extreme economic adver-
sity, are well behaved and socially and academically
competent. Which risk factors distinguish between
those economically disadvantaged families whose
children show good social and behavioral adjustment
from those whose children exhibit early onset con-
duct problems and low social competence? For chil-
dren with pervasive problems (vs. nonpervasive) are
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the risk factors different or merely greater in num-
ber? Reviewers (McLoyd, 1990) noted that there has
been little research examining the relations between
preschool conduct problems and the risk correlates
of poverty, or the relative importance of the multi-
variate predictors. For example, what are the char-
acteristics of families in this disadvantaged popula-
tion (or combinations of characteristics) that may
protect children from developing conduct problems?
Which ones can foster social competence? A final
. question to be asked is whether the risk factors for
conduct problems are identical to those for low social
competence or whether they are different? If identi-
cal, then conduct problems and social competence
are reverse sides of the same coin; if different, the
relationship is more complex than is usually assumed.
The purpose of the current project was to de-
termine the prevalence of early onset conduct prob-
lems, low social competence, and the associated risk
factors in a sample of 426, 4-year-old children from
64 Head Start classrooms in the Seattle area. We
also sought to understand the relative combination
of risk factors associated with conduct problems and
low social competence in this socioeconomically dis-

advantaged population. Family risk factors associ- -

ated with poverty such as high negative life stress,
low education, isolation, depression, mothers’ child-
hood abuse history, and parenting competence (e.g.,
Daro, 1988; Gecas, 1979; Hawkins, Catalano, &
Miller, 1992; Kazdin & Kolko, 1986; McLoyd, 1990;
Ogbu, 1978; Rutter & Giller, 1983; Trickett, Aber,
Carlson, & Cicchetti, 1991) were examined in rela-
tion to children’s behavior and social skills. In ad-
dition, we were interested in understanding whether
children whose conduct problems and poor social
competence were pervasive (i.c., occurred both at
home and at school) differed in terms of their risk
factors from those children whose conduct problems
and social problems were nonpervasive (i.c., oc-
curred in only one setting). We compared these two
groups (pervasive and nonpervasive) with a group
of socially well-adjusted Head Start children to ob-
tain some understanding of protective factors. In ad-
dition to family risk factors we also examined gender
(boys vs. girls) and ethnicity (Caucasian vs. minority)
factors in relation to pervasiveness of problems. We
assessed children’s social competence and conduct
problems by means of detailed observations of so-
cialization processes including children’s interac-
tions with peers and teachers at school, interactions
with parents at home, and parent and teacher re-
ports on standardized measures.
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METHOD
Participants
Eight Head Start centers (64 classes) were cho-
sen from the Puget Sound Head Start district. These

eight centers were chosen to represent a variety of
ethnic groups. All of the children, mothers, and

" teachers were assessed in the fall of 1993 and 1994,

approximately 2-3 months after they had enrolled in
the Head Start program. Because the majority of
families were headed by single mothers, the number
of fathers in our sample was small. Therefore, fathers
were not included in this analysis.

The population originally signing up for the study
consisted of 542 families (approximately 85% of the
families enrolled in these Head Start centers). About
10% of the sample could not speak English and were
not included in the present study. During baseline as-
sessments, 116 families (21%) withdrew from the
study. Data from prior years indicated that this Head
Start district normally experienced approximately 20-
25% dropout after initial enrollment; thus our overall
dropout rate reflects normal attrition. Only 2 families
identified the assessment as their reason for dropping
out. Other reasons included new jobs, scheduling con-
flicts, moving to a shelter, housing changes, and fam-
ily crises (e.g., death, fire, loss of housing).

Our final sample (i.c., those completing baseline
assessments) consisted of 426 families. Study children
included 224 (53%) boys and 202 (47%) girls, with
a mean age of 56.53 months (SD = 4.26). Of these,
406 (95%) of the children were living with their bio-
logical mother, 4 (1%) lived with foster parents, and
16 (4%) with grandparents or other relatives. Study
parents included 426 mothers; of these, 233 (55%)
were single. Of the 193 partnered couples, 69 fathers
participated in the study at baseline (69 mother-plus-
father couples). The mean age of mothers was 29.42
(SD = 6.30) years and of fathers was 31.68 (SD =
7.20) years. Approximately 37% of the children rep-
resented minority groups (17% African American,
6% Hispanic, 4% Asian, 4% Native American, and
6% combination). Average yearly income was ap-
proximately $10,000 with 86% reporting they were
receiving financial aid. Study families had an average
of 2.49 children in the home (SD = 1.17).

Procedures

Families were assessed via multiple assessment
methods: home interviews with mothers regarding
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their family background, emotional status, and level
of support; mother and teacher reports of child con-
duct problems and social competence; and inde-
pendent observations of children’s social interactions
at home with parents and in the classroom with peers
and teachers.

Home Observations. The interactions between
mothers and their children were observed in the
home setting. Each dyad was observed for 30 min on
one occasion and every effort was made to observe
families around the same time of day (not at meal
times or evenings). Observations were conducted
when all family members were in view of the ob-
server; no telephone calls could be made, and no visi-
tors could be present. Aside from these changes in
family routine, parents were told to do what they
would normally do at that time.

Classroom Observations (MOOSES). During the

fall of the Head Start year, each child was observed

on two different days for 30 min in structured and
unstructured situations (e.g., playground vs. teacher-
directed tasks). The event-based behaviors used were
collected continuously during each half-hour session.
A computer observation coding system developed by
Tapp, Wehby, and Ellis (1993) was used to code the
data. Observers went into the classroom and play-
ground with portable laptop computers which were
encased in a hamess, allowing them to move freely
around the area. We revised the coding system for
appropriate use with preschoolers and consistently
obtained 80% interrater reliability. Reliability was
calculated based on agreements divided by agree-
ments plus disagreements.

Measures

Measures for the present study were chosen with
the goal of defining conduct problems and social
competence by multiple measures reported by mul-
tiple agents (teachers, parents, and independent ob-
servers). We were interested in both conduct prob-
lems and social competence as outcome domains
because we believed that an absence of conduct
problems did not necessarily mean a child was so-
cially competent. Since in most cases we have used
well-established, standardized measures that are
commonly referred to in the literature, we describe
them only briefly here. However, in the case of ob-
servational measures, measures that we adapted, and
measures which are less well established, we provide
additional reliability and validity information.
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Child Social Competence and Conduct Problems at
Home

Child Behavior Checklist. The parent form of the
CBCL (Achenbach & Edelbrock, 1991) consists of
118 items dealing with behavior problems. For this
study, the Externalizing subscale was the primary vari-
able of interest in regard to conduct problems. The
children were too young for the Social Competence
score to be relevant. The CBCL has established
norms; intraclass correlations were .98 for interpareat
agreement and .84 for test-retest reliability.

Eyberg Child Behavior Inventory. The ECBI
(Boggs, Eyberg, & Reynolds, 1990; Robinson, Ey-
berg, & Ross, 1980) is a 36-item behavioral inventory
of child conduct-problem behavior for children 2-16
years. This inventory has been shown to correlate
well with independent observations of children’s be-
havior and to differentiate clinic-referred and non-
clinic populations. Reliability coefficients for the
ECBI scales range from .86 (test-retest) to .98 (in-
ternal consistency). The response format gives two
scores: a Total Problem score, which is an indicator
of the total number of behavior problems; and an
Intensity score, which indicates the frequency with
which the conduct problems occur. In this study the
Total Problem score was used.

Social Competence Scale-Parent. This instru-
ment, the P-COMBP, developed by the Conduct Prob-
lem Prevention Research Group (K. Biermann, per-
sonal communication, 1995), consists of 12 items
which assess parents’ perceptions of their child’s so-
cial competence, including prosocial behaviors and
emotional regulation. Examples of items include,
child is helpful to others, listens to others, shares
things with others, works out problems with friends
or siblings on own, can calm self down, is good at
understanding other’s feelings, can give suggestions
without being bossy and so forth. A total social com-
petence score is derived from this parent measure.
Internal consistency was acceptable (a = .86).

Independent Observations at Home—Dyadic Par-
ent-child Interactive Coding System Revised. The
DPICS-R (Robinson & Eyberg, 1981) is a widely re-
searched observation measure developed specifically
for recording social interactions of children and their
parents in the home. Four summary variables (three
representing conduct problems) were derived from
the child categories to represent conduct problems
and social competence: (a) Total Negative Behaviors
(sum of whine + cry + physical negative + smart
talk + yell + destructive); (b) Noncompliance; (c)
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Negative Affect Valence; and (d) Positive Affect and
Warmth. For the negative affect valence score, the
coders paused every 5 min to rate the child’s verbal
and nonverbal behaviors on a valence scale ranging
from 1 (exuberant affect) to 5 (unrestrained negative
affect). The DPICS-R has been the focus of many
psychometric investigations, showing that the behav-
ioral measures are justified on content grounds, and
that parent reports of behavior coincide satisfactorily

with the DPICS-R scores. In a recent study compar-

ing a referred sample of parents and children with
conduct problems with a matched comparison group
of parents with behaviorally normal children we
showed that the DPICS-R discriminated (p < .01)
between the two groups on all the child variables
(Webster-Stratton & Lindsay Woolley, 1997).

Observers. Our highly trained staff observers
(n = 6) had extensive experience using the DPICS-R
system for approximately 3 years before starting this
project. The four newly hired observers had approxi-
mately 3 months of training (3045 hr of practice
with videotapes) and established 80% reliability with
at least two precoded videotapes before being ready
for further training in the home setting with one of
our experienced, reliable observers. To become “re-
liable,” the observer must have achieved an interob-
server agreement rate of at least 75% with a reliable
observer on two consecutive observations. To count
as agreement, events must be coded correctly by sub-
ject matter and coding categories and in the proper
sequence. Reliability checks with standardized video-
tapes were done on a weekly basis and checked dur-
ing weekly observer meetings as well as for 15% of
home observations. Reliability checks for home ob-
servations were selected randomly. Intraclass corre-
lations coefficients as a measure of interrater reliabil-
ity for DPICS child summary scores were .87 for total
negative behaviors and noncompliance, .79 for nega-
tive affect valence, and .73 for positive affect and
warmth. Observers were blind to whether the fami-
lies were in the experimental or control conditions
and were assigned equally to observe families repre-
senting both conditions.

Coder Impressions Inventory. The CII was
adapted from the Oregon Social Learning Center’s
Impression Inventory and consists of 72 items per-
taining to either the parent, the child, or their inter-
action. After coding the parent—child interactions on
home observations according to DPICS-R, the
coders completed the CII inventory recording their
impressions of child behavior and parenting style.
The CII has two behavior scales for children’s con-
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duct problems: (a) overall poor conduct (no alpha
as it is a single item); and (b) child misbehavior and
negative affect (e.g., noncompliance, irritability, sad-
ness, aggression, shouting) (o = .74). There was one
behavior scale for children’s social competence: (c)
child positive affect and prosocial behavior (physical
and verbal affection, cooperation) (@ = .67). These
alphas were derived from this study. (See below for
description of parenting variables.)

Child Social Competence and Conduct Problems at
School

Social Competence Scale-Teacher The T-COME, a
25-item measure completed by classroom teachers,
was developed by the Conduct Problem Prevention
Research Group (Bierman, personal communication,
1995). It includes all items on the parent version (de-
scribed above) concerned with tolerance of frustration,
peer relationships, and communication skills/empathy
plus additional items pertaining to academic compe-
tence. A total social competence score is derived based
on the 19 social competence items excluding the aca-
demic items. We obtained good internal consistency
(a .98). Correlation with mother report of social com-
petence was .23 (p < .002). This rather low correlation
between mothers and teachers is not surprising given
that mothers rarely have opportunities to see their
children interacting in large group settings.

Teacher Preschool Socio-Affective Profile. The
PSP (La Freniere & Stroufe, 1985), a 30-item meas- -
ure, designed specifically for teachers of preschoolers
and normed on Head Start children, is composed of
three 10-item scales balanced for positive (compe-
tence) and negative (problem) behaviors. It has two
factors related to conduct problems and social com-
petence: angry-aggressive and social competence.
The interrater reliability of the two factors were uni-
formly high (.86 and .85, respectively) with good in-
ternal consistency ( .89 and .95, respectively).

Teacher Report of Conduct Problems. The TRF
(Edelbrock & Achenbach, 1984) includes many of
the same problem behaviors that parents identify on
the CBCL. It omits CBCL items that teachers would
not ordinarily be able to identify, and includes addi-
tional items identifiable only by teachers. The TRF
consists of teachers’ ratings of academic perform-
ance, four general adaptive characteristics, and 112
behavior problems. In this study we were interested
in the behavior problem items constituting the exter-
nalizing summary score. Because of the young age
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of the children, we did not utilize the academic and
social scores. The TRF has been shown to have good
validity, and test-retest reliability correlations have
ranged from .90 (1 week) to .74 (4 months).

Teacher Observation of Classroom Adaptation-
Revised. The TOCA for the classroom (Werthamer-
Larsson, Kellam, & Oveson-McGregor, 1990) was re-
vised by the Conduct Problem Prevention group to
include teachers’ reports of children’s conduct prob-
lems in terms of authority acceptance (yelling, fight-
ing, lying, breaking rules, aggression) and social con-
tact (being liked, friendly self-reliance). The 16 items
of TOCA-R are rated on a 6-point scale ranging
from 0 (never) to 5 (almost always) by the teacher,
yielding one school readiness score with good inter-
nal consistency (o .92).

Teacher ADHD Checklist. The ADHD checklist
(DuPaul, 1990) is a 14-item rating scale, taken from
the DSM-III-R, developed to assess the presence of
attention deficit hyperactivity disorder. The ADHD
checklist yields one factor and has adequate reliabil-
ity (as and test-retest .90). It has been shown to dis-
criminate ADHD children from normal children
(Barkley, 1996). The score is derived from the num-
ber of symptoms rated 2 or higher on a scale ranging
from 0 (not at all) to 3 (very much).

Teacher Aggressive Rating Scale. The AGG
(Dodge, Price, Bachorowski, & Newman, 1990) is a
6-item scale developed by Coie and Dodge for teach-
ers to rate proactive and reactive aggression in chil-
dren. The AGG has good internal consistency (o .93)
and has been shown to discriminate children with
conduct problems from normal samples (Webster-
Stratton & Lindsay Woolley, 1996).

Independent Observations of Child in Classroom.
The MOOSES (Tapp er al, 1993) behaviors coded
included (a) total negative behaviors (including non-
compliance to teacher statement or peer requests,
verbal and physical aggression, and disruptive behav-
jors); (b) noncompliance with teacher; (¢) physical
and verbal aggression with peers; and (d) total posi-
tive behaviors (child compliance to teacher or peer
statements, positive initiation to peers). For our so-
cial competence variable we computed ‘the ratio of
positive behaviors to negative behaviors.

Social Health Profile. This measure is a revised
version of TOCA (Werthamer-Larsson et al, 1990)
designed to be completed by the school observers af-
ter observing the child on two different occasions in
the classroom. Consisting of 41 items, it yields 4
subscales: cognitive competence, social contact,
authority acceptance, and poor school readiness. We
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were interested only. in the poor social contact and
authority acceptance subscales as measures of social
competence. Our analysis for these two subscales in--
dicated acceptable internal consistency (as .95, .84).

Risk Factor Measures
Parental Risk Factors

Interview Regarding Background Factors. During
a home interview information was obtained regard-
ing the mother’s background risk factors including a
family history of abuse, criminal activities, drug
abuse, and psychiatric problems. These questions
were asked rather directly, such as, “have you every
had a history of,” and were usually answered in a
yes or no format. We also assessed for other demo-
graphic/background risk factors, including low edu-
cation (less than high school), minority, single or un-
partnered, younger than 19 years of age when first
child was born, and history of homelessness.

Matemal History. A childhood parenting experi-
ences measure was adapted from a 161-item ques-
tionnaire called Assessing Environments III (Berger,
Knutson, Mehm, & Perkins, 1988). The measure was
originally designed to assess childhood experiences of
physical punishment and environmental charac-
teristics indicative of an abusive family. It has 15
scales, 3 of which were used in this study. The Severe
Physical Punishment scale (6 items) asks respondents
about experiences being kicked, punched, choked, se-
verely beaten, hit with objects, tied up, and any ac-
tions requiring medical attention. The Harsh/Strict
Discipline scale (21 items) asks respondents about ex-
periences of being spanked, called bad names, feeling
mistreated, hit with parents’ hands, punished harshly,
injured by discipline (no medical attention sought),
and feeling mistreated, disciplined unreasonably, and
unsupported by parents. The third scale, Negative
Family Atmosphere (14 items), asks respondents
about parental arguments, marital problems and di-
vorces, disagreements regarding child rearing, moth-
ers’ depression, fathers’ problems with police, and
discipline inconsistency. Internal consistency for
these scores was good (as .76, .92, and .86). In stud-
ies by (Berger et al, 1988), the three scales demon-
strated test-retest reliabilities of .84 to .85. We also
added a fourth score, Sexual Abuse as a Child, which
was a single item rated on a 4-point scale. For analy-
sis, these four maternal history variables were di-
chotomized into low versus high risk where “high”
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was indicated by scores of 1 or more items under
Severe Physical Punishment, 13 or more items (>
60% of items) under Harsh/Strict Discipline, 9 or
more items under Negative Family Atmosphere, and
any item under Sexual Abuse as a Child.

Family Stress and Support

Life Experience Survey. The LES (Sarason, John-
son, & Siegel, 1978) is a 57-item measure that asks
respondents to rate their positive and negative life
experiences over the previous year. It has been found
to have adequate test-retest reliability (6 week, .56~
.88). For the purposes of this study, we used the total
number of negative life events.

Support Scale (SUPPORT). This 20-item ques-
tionnaire developed by (Procidano & Heller, 1983)
. assesses parents’ perceptions of support from family
and friends. These scales measure the quality of
emotional support received. The mothers were asked
to respond “yes,” “no,” or “don’t know” to 20 state-
ments referring to their family and to 20 similar
statements referring to their friends. It has been
shown to be internally consistent and to measure
valid constructs separate from each other. It is cor-
related inversely with symptoms of distress, psycho-
pathology, and low social competence. Alphas for the
family scale and friends scale were .96 and .92, re-
spectively, indicating good internal validity.

Mother Emotional State

Feelings Questionnaire. The CES-D Depression
Scale (Radloff, 1977) consists of 20 items and has
been shown to provide a reliable and valid index of
self-reported depressive symptoms (our o = .90).

Brief Anger-Aggression Questionnaire. The BAAQ
(Maiuro, Vitaliano, & Cohn, 1987) is a brief six-item
measure developed for assessment of anger levels.
Four studies with 401 men have indicated respectable
internal consistency (. = .82), test-retest reliability
(r = .84), construct validity and criterion validity
(.89) (our a = .75).

Parenting Competencies

Parenting measures assessed specific parenting
skills (e.g., number of critical statements) as well as
parenting style (supportive) and discipline style, by
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means of parent reports as well as independent ob-
servations at home. We also assessed parent involve-
ment in their children’s education. '

Parent Interview Regarding Discipline Style and
Techniques. This interview, adapted from the Oregon
Social Learning Center’s (OSLC) prevention project,
was revised by our project for use with parents of pre-
schoolers. It contains two different sections. The first
section, Discipline Style and Techniques, comprises
parent-rating scales and open-ended questions which
are coded for specific discipline techniques and com-
prise three summary scores: (a) harsh discipline style
(7 items on a 3-point scale, including slapping, hitting,
yelling, whipping, prolonged confinement); (b) consis-
tency (16 items on a 4-point rating scale, including
consistency in follow through, predictability of parent
responses, level of parental discouragement, confi-
dence in parenting); (c) appropriateness of limit set-
ting techniques (13 types including nonviolent ap-
proaches such as ignore, time-out, warning of
consequences, distraction, redirection); and (d) moth-
ers’ report of child abuse or involvement with Child
Protective Services in the past or present. For the
third score parents were asked how they would re-
spond to the following child misbehaviors: arguments,
hitting another child, hitting parents, arguing with
peers, lying, and stealing. The parents’ responses were
recorded verbatim and then scored according to the
Parent Daily Discipline Interview Coding System
(DDI). The DDI coding system (Webster-Stratton &
Spitzer, 1991) consists of 38 items grouped into three
categories: (a) appropriate limit-setting techniques
(13 items defined as nonviolent approaches such as
ignore, time-out, warning of consequences, with-
drawal of privileges, distraction, redirection, monitor-
ing, separating children, grandma’s rule); (b) physical
negative discipline techniques (10 items defined as
slapping, hitting, kicking, shaking, spanking, pushing,
soap in mouth, and dragging); and (c) verbal negative
discipline techniques (15 items defined as yelling,
shouting, fighting, threatening physical punishment,
rejecting, humiliating, and criticizing). Interrater reli-
abilities were obtained for 20% of the home obser-
vations, with two raters scoring the parents’ responses.
Intraclass correlation coefficients for the summary
scores were .93 for physical negative techniques, .94
for verbal negative techniques, and .97 for appropri-
ate limit setting techniques. The second section of the
parenting interview was concerned with Positive Parent
Involvement in School and consisted of one summary
score (INVOLVE—M) comprising four items reflect-
ing the mother’s involvement in school activities,
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including helping in the classroom, attending parent
meetings, participating in social events at school, and
talking with the teacher. Internal consistency for par-
enting variables was moderate to good, ranging from
53 (positive involvement in school) to .62 (harsh) to
.83 (consistent discipline). We did not expect particu-
larly high alphas because in some cases the variables
had very few items and because our constructs were
based on our definitions of consistency, harsh style,
or involvement.

Parent-Teacher Involvement Questionnaire (IN-
VOLVE-T). This 32-item scale, derived from the
OSLC interview, was revised for our use to evaluate
teachers’ perceptions of parents’ involvement in their
children’s education and frequency of contact with
teachers and school. There were 8 items rated on a
5-point scale such as “parent encourages positive at-
titude,” “parent has same goals for child as school,”
and “parent feels education is important.” Internal
consistency was good (o .93).

Dyadic Parent-Child Interactive Coding System
Revised. The DPICS-R (Robinson & Eyberg, 1981)
is described above. We utilized three separate sum-
mary variables from the parent behavior categories:
(a) Total Positive Affect, Praise, and Physical Posi-
tive; (b) Total Criticisms; and (c) Total Negative Af-
fect Valence. For the negative affect valence, coders
paused every 5 min to rate the parent’s verbal and
nonverbal behaviors on a scale ranging from 1 (ex-
berant affect) to 5 (unrestrained negative affect). A
high score is negative. Intraclass correlations coeffi-
cients as a measure of interrater reliability for DPICS
mother summary scores were .70 for positive affect,
praise and physical positive, .77 for total critical
statements, and .91 for negative affect valence.

Coder Impression Inventory. The CII, described
above for the child behavior scales, has a parent in-
ventory that assesses three dimensions of parenting
style: (a) nurturing/supportive, consisting of 13 items
including acceptance, appreciation and respect, posi-
tive encouragement, patience, verbal and physical af-
fection; (b) harshicritical, consisting of 11 items in-
cluding lack of acceptance, condemnation and
disregard, criticisms, sarcasm, neglect and lack of ac-
knowledgment of child’s abilities; and (c) discipline
competence, 13 items including the parent’s ability to
gain compliance through a variety of discipline tech-
niques, clear limit-setting, realistic expectations, con-
sistent followthrough, and general confidence. Inde-
pendent observers rate parents on a Likert scale
ranging from no basis and did not occur to multiple
examples. Our analysis indicated that each scale dem-
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onstrated acceptable interitem reliability, with a
Cronbach’s alpha of .91, .88, and .84 for the three
scales. Interobserver reliabilities ranged from .75-.96.

RESULTS

First we examined the prevalence of conduct
problems and low social competence as reported by
parents and teachers and as observed at home and
in classrooms by independent raters. To determine if
there were gender or ethnicity effects we conducted
ANOVAs with two factors: gender (boys vs. girls) and
ethnicity (Caucasian vs. minority). Next we describe
this group of children by categorizing them into nor-
mal, borderline, and clinical ranges. To do this we util-
ized published normative data and established cutoff
points for the parent and teacher reports. For the in-
dependent observational data (where there are no es-
tablished normative data) we compared (ANOVA)
the Head Start population of 4-year-olds with a
matched clinic sample of children of the same age
who had been diagnosed with Oppositional Defiant
Disorder or Conduct Disorder on the DPICS-R.

Child Conduct Problems and Social Competence
at Home

Based on mother reports on the Eyberg Child
Behavior Inventory (ECBI), 41% of the children had
conduct problems above the cutoff point for normal;
23% were in the clinical range (Robinson ef al, 1980).
The mean number of total problems according to the
ECBI was 9.52 (SD = 7.43) and the intensity score
was 112.30 (SD = 29.38). (See Table I for percentage
of subjects in normal, borderline, and clinical ranges
and Table II for means and standard deviations.)

The child behavior problem on the ECBI iden-
tified most often as a problem by mothers (49%) was
refusing to obey unless threatened with punishment.
This was followed by other oppositional behaviors
such as whining, interrupting, getting angry when
does not get own way, screaming, acting defiant, sass-
ing, tantruming, and refusing to go to bed or do
chores. Over one third of the mothers were con-
cerned about arguments, dawdling, verbal and physi-
cal fights with siblings, and refusing to eat. Behavior
problems that were identified less often included
wetting the bed (11%), poor table manners (15%),
short attention span or distraction (15%), and rest-
lessness (23%) (Table III).
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Table L Percentage of Children in Normal, Borderline, and Clinical Range for .
Conduct Problems and Poor Social Competence at Home and at School

Normal  Borderline  Clinical
range range range
Conduct problems
Mother reports
Externalizing (CBCLY* 70.0 8.1 219
Total problems (ECBI)* 59.1 183 226
Home observations (DPICS-R)
Total negative behaviors® 616 23 101
Noncompliance® 64.7 285 6.7
Negative affect valence? 84.9 - 151
Teacher reports ‘
Externalizing (TRF)’ 84.7 73 80
Angry/aggressive (PSP)* 80.1 - 19.9
ADHD symptoms’ 915 - 85
Aggressive attributions (AGG)Y 89.3 83 24
Classroom observations (MOOSES) .
Physical aggression with peers - 76.9 11.8 113
Verbal aggression with peers 723 124 153
Noncompliance with teacher 844 83 73
Total negative with teacher & peers 516 17.7 30.6
Social competence
Mother reports
Social competence (P-COMP) - 75.7 13.7 106
Home observations (DPICS-R)
Ratio compliance/noncompliance’ 829 - 171
Teacher reports
Social competence (PSPY 925 - 153
Anxious/withdrawal (PSP)* 85.7 - 143
Social competence (T-COMP)* 889 9.7 15
Poor school readiness (TOCA-R)/ 86.7 63 70
Classroom observations
Poor social contact (SHP) 747 - 253

CBCL—Published cutoff scores >63 clinical; borderline >60-63; ECBI-above 15

clinical and above 10 borderline.

bTotal negative—clinical >1 per minute; borderline >1 every 2-3 minutes.
“Noncompliance~clinical >1 every 3 minutes; borderline >1 every 10 minutes.
4Clinical = more negative than neutral/positive.

PSP above 85th percentile. Clinical 285th percentile for gender.

fEight or more symptoms.
$Borderline = 13-16; clinical >16.

hFast Track Normative Data <17 clinical; borderline 17-20.

iCompliant less than 1/3 time.
IClinical 215th percentile for gender.
kBorderline = 13-22; clinical <13.
!Borderline = 29-34; clinical 234.

Based on mother reports on the CBCL, 30% of
the children were above the cutoff T scores for ex-
ternalizing problems; 22% were in the clinical range
(i.., a T score above 63, or the 90th percentile).

On the social competence measure completed
by mothers (P-COMP), 24% of the children were be-
low the normal range, indicating these mothers per-
ceived their children as having few prosocial behav-
jors. Normative data for this measure were based on

the Fast Track normative sample of kindergarten chil-
dren, where a score of less than 21 was in the clinical
or borderline range for social competence (Bier-
mann, personal communication, 1995).

Home observations of child behavior confirmed
the mother report data. Children exhibited noncom-
pliant, oppositional and aggressive behaviors at a
mean rate of 12.71 (SD = 12.93) per 30 min (i.c.,
one negative behavior every 2 to 3 min); 33% of
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Table II. Mother Reports and Independent Observations of Child
Social Competence and Conduct Problems at Home (N = 426)

Variable M SD

Conduct problems
Child externalizing behaviors (CBCL)" 5504 990
Child total behavior problems (ECBI) 952 1743
Child intensity of behavior problems (ECBIY 11230 2938
Total child negative behavior® 946 11.03
Child noncompliance? 324 353
Negative affect valenceh< 277 042
Misbehavior/negative affect (CIT® S 145 043
Overall poor conduct (CII)® 328 130

Social competence
Child social competence (P-COMPY 2572 145
Positive affect and warmth® 1428 1437
Prosocial behavior (CIT)® 226 048

“Mother reports.
bHome observations.
“Valence-high score is unrestrained negative affect.

Table III. Percent of Parents Reporting Each ECBI Behavior as
“Currently a Problem” at Baseline and Mean Intersity Rating
(N = 426)

Intensity
Variable % Yes M
Refuses to obey until threatened with 48.7 3.67
punishment
Whines 45.0 3.9
Interrupts 439 4.20
Gets angry when doesn't get own way 409 4.10
Yells or screams 39.9 3.69
Verbally fights with siblings 39.7 349
Acts defiant when told to do something 39.1 3.46
Refuses to go to bed on time 384 384
Physically fights with siblings 36.6 291
Sasses adults 354 3.03
Refuses to do chores when asked 413 3.4
Easily distracted 14.8 3.4
Short attention span 140 3.16
Poor table manners 150 2.68
Wets bed 10.9 1.98
Difficulty concentrating 10.7 263
Steals 76 137

children were in the moderate to high range for
child negative behaviors (i.e., more than one every
3 min) and 35% were in the moderate to high range
for noncompliance (i.e., more than 1 every 10 min).
In terms of behaviors related to social competence,
15% of children were observed to have a high nega-
tive affect valence and 17% had a ratio of compli-
ance to noncompliance of less than .67. These cutoff
points were based on ranges of our clinic population
of over 600 children (ages 3 to 5 years) diagnosed
with ODD/CD.
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For the variables in Table II, we conducted
ANOVAS with two factors: gender and ethnicity. Re-
sults indicated significant main effects for ethnicity.
There were no main effects for gender, nor were
there any significant gender by ethnicity intcractions.
Main effects for ethnicity indicated that minority
mothers reported significantly fewer behavior prob-
lems than Caucasian mothers according to the
CBCL, F(1, 393) = 830, p < .01, the ECBI intensity
score, F(1, 390) = 545, p < .05; and the ECBI
problem score, F(1, 390) = 10.60, p < .01 Minority
mothers also reported significantly higher levels of
social competence in their children on the P-COMP
compared with Caucasian mothers, F(1, 391) =
10.11, p < .01. Independent home observations of
child conduct problems and social competence re-
vealed no ethnicity differences.

Child Conduct Problems and Social Competence
at School

Results from teacher reports of externalizing
problems on the TRF indicated that 15% of the chil-
dren were above the normal cutoff T scores for ex-
ternalizing problems; 8% were in the clinical range
(i.e., a T score above 63, or the 90th percentile). Ac-
cording to teacher reports on the PSP, 20% of the
children were in the high range on the angry-aggres-
sive subscale of the PSP (according to LaFrenier and
Dumas norms with 4-year Head Start children; La
Freniere & Stroufe, 1985); 8.5% exceeded the DSM-
III-R cutoff for a diagnosis of ADHD; and 11% were
in the moderate to high range for proactive and re-
active aggression on the AGG measure. (See Table
IV for means and standard deviations of teacher re-
ports and classroom observations and Table I for per-
centages of children in normal, borderline and clini-

_ cal ranges.)

Independent classroom observations of conduct
problems corroborated teacher reports: 11% of the
children were in the high range for physically aggres-
sive behaviors with peers (i.c., 3 or more physically
aggressive outbursts in 60 min); 7% of children were
in the high range for noncompliant behaviors in re-.
sponse to teacher requests (i.c., 3 or more in 60 min);
and 31% of the children were in the high range for
negative behaviors (i.c., 6 or more disruptive behav-
ior, physically aggressive, verbally aggressive, non-
compliance to teacher, negative response to teacher
or peer every 60 min).
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Table IV. Teacher Reports and Independent Observations of
Social Competence and Conduct Problems in the Classroom

Variable M SD

Conduct problems
Externalizing (TRF)* 4897 9.48
Angry/aggressive (PSP)’ 2,05 1.14
Number of symptoms (ADHD)*® - 1.82 331
Aggressive behaviors (AGG)* 444 524
Noncompliance with teacher? 0.74 1.59
Physical aggression with peers? 0.97 181
Verbal aggression with peers” 112 169
Total negative (with teacher and peers)? 4.69 4.80

Social competence
Social competence (T-COMP)* 46.78 17.82
Social competence (PSP)* 4.03 1.06
Poor school readiness (TOCA-R)** 1473 1165
Total positive (with teacher and peers)’ 56.03 19.57
Poor authority acceptance(SHPY 024 034
Poor social contact (SHP 1.68 124

*Teacher reports.

bAttention Deficit Hyperactivity Disorder.

“Proactive and Reactive Aggression.

YMOOSES computer observation system by independent raters;
frequency in 60 min.

*Teacher observation of classroom adjustment—a high score is

poor.
fSocial Health Profile—a high score is poor.

Results from teachers’ reports of social compe-
tence indicated that 15% of children were in the clini-
cal range on the PSP social competence subscale. On
the other two teacher measures of social competence
and school readiness, the -COMP and TOCA-R, 11
and 13% of the children were in the borderline to
clinical range for social competence, respectively.

Classroom observations of social competence
found children exhibiting high rates of positive inter-
actions with peers and teachers at a mean rate of
56.03 (SD = 19.57) in 60 min and low rates of nega-
tive inferactions with peers and teachers at a mean
rate of 4.69 (SD = 4.80) in 60 min. The overall mean
ratio of positive interactions to total interactions
(M = 0.93, SD = 0.06) indicated that an average of
93% of all interactions were positive: 20% of the
children showed relatively low ratios' of positive in-
teractions with less than 89% of their interactions be-
ing positive. According to classroom observations of
social competence on the Social Health subscales,
25% of the children had poor social contact with
peers.

For the variables in Table IV, we also conducted
ANOVA with two factors, gender and ethnicity. Re-
sults indicated significant main effects for gender.
There were no significant main effects for ethnicity,
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nor were there any gender by ethnicity interactions.
Main effects for gender indicated that teachers re-
ported boys to have more problems with anger
(PSP), F(1, 317) = 18.19, p < .001; more hyperac-
tive symptoms (ADHD), F(1, 407) = 19.85, p <
.001; more negative attributions (AGG), F(1, 407) =
12.06, p < .01; less social competence (T-COMP and
PSP), F(1, 409) = 34.19, p < .001, and F(1, 317) =
16.42, p < .001; lower school readiness (TOCA-R),
F(1, 409) = 33.63, p < .001, compared with their re-
ports of girls. Independent observations indicated
that boys were significantly more noncompliant with
teachers (MOOSES), F(1, 368) = 6.56, p < .05, and
had more difficulties with authority acceptance
(SHP), F(1, 374) = 5.44, p < .05, compared with ob-
servations of girls.

Risk Factors
Maternal History and Background

During the interviews with mothers we asked
about particular background risk factors. Twenty-one
percent of the mothers had their first child when they
were a teenager; 16% had lived in a shelter at some
time with their children; 30% of mothers (and 45%
of fathers/partners) had a history of substance abuse
and/or criminal activity; 14% of mothers had a his-
tory of psychiatric illness. In addition, 24% of moth-
ers had less than a high school education; 26% were
of a minority ethnic group; and 55% were single or
unpartnered.

Approximately 29% of the mothers had experi-
enced childhood histories of harsh/strict discipline in
the severe range on the Parent History Environments
III interview (Berger et al, 1988) (i.e., endorsing
more than 60% of the items), 31% were in the severe
range for Negative Family Atmosphere, and 25% for
severe physical abuse (i.c., abuse requiring medical
attention). Twenty-six percent reported they had
been sexually abused as a child.

Stress and Support

On the LES, the average number of stressful life
events over the past year (i.e., events which were per-
ceived negatively by mothers) was 4.00 (SD = 3.51).
When asked about emotional or social support, 29%
of mothers reported minimal to no support from
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Table V. Family Stress and Support and Mother
Emotional State

Variable .M SD

Mother emotional state .
Depressed mood (CES-D) 1656 11.02

Anger (BAAQ) - 732 39
Family stress and support

Family support 13.59 5.65

Friends support” 1535 4.56

Negative life events (LES) 4.00 3s1

family and 16% minimal to no support from friends.
(See Table V for means and standard deviations.)

Mother Emotional State

Of the mothers 42% reported moderate depres-
sion symptoms, scoring 17 or more on the CES-D;
and 27% were above the normal cutoff point for an-
ger on the BAAQ measure (Table V).

Parenting Competencies

Independent observations indicated that moth-
ers exhibited a mean rate of 20.19 criticisms (SD =
17.71) per 30 min; 62% of mothers were in the mod-
erate to high range for this variable (i.e., more than
one criticism every 3 min). On a separate CII, coders
rated 35% of mothers in the moderate to high range
for harsh/critical style (i.e., lack of engagement, sar-
casm, lack of acceptance, neglect). Mothers’ own re-
ports corroborated the independent coder findings:
53% of mothers reported they “sometimes” or “fre-
quently” used harsh discipline practices (slapping,
hitting, screaming, hitting, prolonged confinement)
and 38% reported they “sometimes” or “frequently”
were inconsistent in their discipline (Table VI).

Pervasive and Nonpervasive Conduct Problems

We were interested in knowing the proportion
of children whose conduct problems were pervasive
(i.e., clinically significant at home and school) versus
the proportion whose conduct problems were non-
pervasive (i.e., clinically significant at home or
school, but not both). Children were categorized as
having conduct problems at home if their behavior
fell outside the normal range based on either mother
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Table V1. Mother Reports and Independent Observations of
Parenting Competence and Discipline Style

Mor

Variable" % SD
Mother reports of discipline (LIFT)

Harsh discipline style 123 039

Inconsistent style 134 060

Appropriate limit setting techniques® 413 198
Mother report of positive reinforcement (LIFT) 353 0.72
Child abuse/CPS involvement 19.7%
Coder impression of discipline (CII)

Nurturing/Supportive 244 048

Harsh/Critical 146 049

Discipline competence 222 043
Mother observations (DPICS)?

Positive affect, praise, physical positive 2239 1631

Total critical statements 20.19 1771

Negative affect valence” 285 044
Involvement in school

Positive involvement (INVOLVE-M) 310 103

Parent involvement in child’s education

(INVOLVE-T) 251 092

“Appropriate discipline defined as nonviolent approaches (e.g,
warning of consequences, Time-Out).

bNumber in 30 minute observation.

“Valence = a high score (5) represents unrestrained negative
affect and low score is positive and exuberant.

reports (CBCL Externalizing T score >-59) or inde-
pendent observations in the home (DPICS deviant
plus noncompliant behaviors > 14 in 30 min). Chil-
dren were categorized as having conduct problems
at school if their behavior fell outside the normal
range based on either teacher reports (TRF Exter-
nalizing T score > 59) or independent observations
at school (MOOSES total negative behaviors > 5 in
60 min). Using these criteria, 48% of the children
were classified as having conduct problems at home
and 35% as having conduct problems at school. The
final classification indicated that 19% had pervasive
conduct problems and 45% had nonpervasive prob-
lems; 36% had normal conduct at home and school.

Risk Factors Related to Pervasiveness of Child
Conduct Problems

We next sought to determine the differences
among the three groups of children (normal, non-
pervasive, and pervasive conduct problems) on the
parental risk factors. Four categories of parental risk
factors were used: maternal history and background,
family stress and support, mother emotional state,
and parenting competence. For analysis of differ-
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ences among the three groups on the three parental
risk categories with continuous variables (family
stress and support, mother emotional state, and par-
enting competence), we conducted an overall multi-
variate analysis of variance (MANOVA) for each pa-
rental risk category. When the multivariate F for the
category was significant (a = .05), we conducted uni-
variate ANOVAs for the parental risk factors within
the category, followed by the Newman-Keuls range
test for pairwise comparisons among the three con-
duct problem groups. For analysis of differences
among the three groups on the family history and
background risk category, which comprises dichoto-
mous variables, ANOVA was used to test overall dif-
ferences among the three conduct problem groups
on the number of history and background factors.
When this F was significant, we conducted 2 % 3-
group chi-square analyses for each of the parental
risk factors within the category, followed by 2 X 2-
group chi-square analyses for pairwise comparisons
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problems—are presented in Tables VII and VIII and
are summarized below.

Maternal History and Background

The following background risk factors were exam-
ined for their association with child conduct problems:
(a) mother’s childhood history of severe physical pun-
ishment, harsh/strict discipline, negative family atmos-
phere, and sexual abuse; and (b) mother’s demo-
graphic/background factors including substance abuse
and/or criminal activities, psy jatric illness, homeless-
ness, teenage parenthood, less than high school edu-
cation, and single parent status. The number of his-
tory/background risk factors was also computed.

The overall ANOVA to test differences among
the three conduct problem groups (normal, nonper-
vasive, and pervasive) on the number of maternal
history and background risk factors was significant,

F(2,416) = 741,p < .001. Chi-square tests for the
individual risk factors revealed significant differences
on three of the history/background factors (see Table

among the three conduct problem groups.
Differences among the three groups of chil-
dren—normal, nonpervasive, and pervasive conduct

Table VIL Family History and Background Factors, Stress and Support, and Mother’s Emotional State by Pervasiveness of Conduct

Problems
Nonpervasive . -
Normal (N) (NP) Pervasive @) ynivariate s““‘ﬁ““mup ¢
Mother variables Mor% SD Mor% SD Motc% SD tests®  differences
Family history and background
Past family history
Severe physical punishment 19.2% 28.2% 30.7%
Harsh/strict discipline 26.0% 28.7% 373%
Negative family atmosphere 253% 328% 34,7%
Sexually abused 149% 30.6% 34.7% 1447  PNP>N
Mother’s background
Substance abuse/criminal history 19.2% 33.9% 39.0% 1230F P,NP>N
Psychiatric illness ' 124% 129% 18.4%
Ever lived in shelter 145% 172% 125%
< 19 years at firstborn 19.9% 25.7% 16.0%
Low education 23.0% 242% 24.7%
Single/unpartnered 41.1% 543% 69.1% 10.42¢ P>NPN
Number history/background risk factors 214 1.65 272 1.85 3.01 1.89 1414 PNP>N
Family stress and support
Negative life events (NLES) 34 337 425 361 4.46 349
Support from family 14.02 5.46 13.76 5.60 1236 6.12
Support from fricnds 15.64 4.12 15.11 503 1534 428
Mother emotional state
Depression (CES-D) 1427 9.78 1778 1147 1882 1145 534¢ . PNP>N
Anger (BAAQ) 6.64 iso - 17 4.00 751 4.19 33 NP>N
4Chi square for dichotomous variables and ANOVA for continuous variables.

bp < .05.
? < 0L
’p < 001,
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Table VIIL. Parenting Competencies by Pervasiveness of Conduct Problems

Nonpervasive

. Significant
Normal (N) (NP) Pervasive (P) Univariate  group
Mother variables Mor% SD Mor% SD Mor% SD tests’  differences
Home observation (DPICS-R)
Critical statements 1391 1248 2156 1730 2880 2204 2136 P>NP>N
Negative affect valence? 272 036 289 04 301 049 13.81¢ P>NP>N
Positive affect, praise, physical positive 2409 1650 222 1613 2002 1637
Coder impressions of discipline style (CH)
Nurturing/supportive 257 039 242 049 228 052 1132 N>NP>P
Harsh/critical discipline 125 029 147 050 182 056 4162 P>NP>N
Discipline competence 233 035 220 043 206 049 1152 N>NP>P
Mother report of discipline (LIFT)
Harsh discipline 116 038 125 038 135 039 642  PNP>N
Inconsistent discipline 120 054 137  0.60 155 063 9.29 P>NP>N
Appropriate limit setting 38 192 437 208 4.01 180
CPS involvement 135% 21.4% 263% 6.04  P>N
Involvement in school ’ :
Positive involvement in school (INVOLVE-M) 3.18 101 3.09 106 296 103
Involvement in education (INVOLVE-T) 249 082 249 098 258 094
“ANOVA.
High = negative.
:p < .05.
P < 01
‘p < .001.

VII). Mothers of children with pervasive and non-
pervasive conduct problems were significantly more
likely to have been sexually abused in childhood and
have a higher rate of substance abuse/criminal activ-
ity compared to mothers of children with normal
conduct. There was also a higher percentage of single
mothers for children with pervasive conduct prob-
lems than in the other two groups.

Stress and Support

Two risk factors were looked at in regard to their
association with child conduct problems: (a) mothers’
perceived degree of support from friends and family
perceived by the mother; (b) number of total negative
life events over the past year (e.g., unemployment,
death, divorce, moves, etc.) reported by mothers.

The overall MANOVA to test differences among
the three groups of children (normal, nonpervasive,
and pervasive) on the family stress and support vari-
ables was nonsignificant, F(6, 692) = 1.67.

Mothers’ Emotional State

The two factors that were examined in regard
to their association with child conduct problems were
(a) mother depression and (b) mother anger.

The overall MANOVA to test differences
among the three risk groups of children was signifi-
cant F(4, 778) = 3.23, p < .05. ANOVA tests re-
vealed significant main effects for both the depres-
sion and anger risk factors (see Table VII).
According to Newman-Keuls range tests (p < .05)
pairwise differences showed mothers of children
with pervasive conduct problems and those with
nonpervasive problems reported significantly more
depression than mothers of children with normal
conduct and mothers of children with nonpervasive
problems reported more anger than mothers of chil-
dren with normal conduct.

Parenting Competencies

The following risk factors were examined jin re-
gard to their association with child conduct prob-
lems: (a) mother parenting behaviors (DPICS-R)—
criticisms, negative affect valence, and positive
affect/praise; (b) harsh/critical versus nurturing disci-
pline styles and discipline competence as observed
(CII); (c) inconsistent or harsh discipline versus ap-
propriate limit setting techniques, as determined
based on parent report (LIFT); (d) involvement with
Child Protective Services (CPS); and (e) parent in-
volvement with school as reported by parents and
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parent involvement in child’s education as reported
by teachers (INVOLVE-M and T). (See Table VIIL)

The overall MANOVA examining differences
among the three groups of children on parenting
competencies was significant F(24, 724) = 441,p <
.001. ANOVA and chi-square analyses indicated sig-
nificant main effects for eight of the parenting vari-
ables: harsh discipline (reported) and inconsistent
discipline (reported), CPS involvement, observed
mother critical statements, negative maternal affect,
harsh maternal discipline style, nurturing and sup-
portive parenting style, and discipline competence.
Newman-Keuls range tests (p < .05) showed ordered
differences among the pervasive, nonpervasive, and
normal groups for six of the factors, with each risk
group of children revealing harsher and less suppor-
tive discipline which was less consistent, less compe-
tent, and more critical and negative in affect. The
pervasive conduct problem group had a significantly
greater percentage of mothers involved in CPS as
compared with normal conduct children. The only
variables that did not show significant differences
among the three groups of children were for involve-
ment in school and observed positive affect.

In addition to examining parental risk factors re-
lated to the pervasiveness of child conduct problems,
we were also interested to examine the effects of two
child risk factors: gender (girls vs. boys) and ethnicity
(Caucasian vs. minority). Chi-square analyses showed
that the percentage of children with pervasive con-
duct problems was not significantly different for girls
(22%) compared to boys (17%), nor for Caucasian
children (20%) compared to minority children
(17%).

Risk Factors Related to Pervasiveness of Low
Child Social Competence

The analysis procedures for examining relation-
ships between parental risk factors and social com-
petence problems at home and school were the same
as those described above for conduct problems. Four
measures of social competence problems were used:
mother reports of social competence (P-COMP),
home observation of child positive affect (DPICS-R
negative affect valence with scores reversed so that
a high score denoted positive affect), teacher reports
of social competence (T-COMP), and classroom ob-
servations of behaviors with teachers and peers
(MOOSES).
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The procedures for examining differences
among the three groups (normal, nonpervasive, and
pervasive social competence problems) on the paren-
tal risk factors were the same as those described
above for conduct problems. Children were catego-
rized having social competence problems at home if
their behavior fell outside the normal range based
on either mother reports (P-COME, social compe-
tence < 21) or independent observations in the
home (DPICS, negative affect valence > 3). Chil-
dren were categorized as having social competence
problems at school if their behavior fell outside the
normal range based on either teacher reports (T-
COMRP social competence < 23) or independent ob- -
servations at school (MOOSES, ratio positive behav-
jors < .89). Using these criteria, 32% of the children
were classified as having social competence problems
at home and 25% as having social competence prob-
lems at school. The final classification indicated that
12% had pervasive social competence problems, 34%
had nonpervasive social competence problems, -and
54% had normal social competence both at home
and school.

Differences among children with normal, non-
pervasive, and pervasive social competence problems
on variables in the four family risk categories are pre-
sented in Tables IX and X.

Maternal History and Background

The overall ANOVA to test differences among
the three social competence groups (normal, nonper-
vasive, and pervasive) on the number of maternal
history and background risk factors was significant,
F(2, 416) = 523, p < 0L Chi-square analyses for
the individual risk factors revealed significant differ-
ences on four of the history/background factors (see
Table IX). As was found for conduct problems, moth-
ers of children with nonpervasive social competence
problems were significantly more likely to have been
sexually abused in childhood, to have had a history
of severe physical punishment, and to have a higher
rate of substance abuse/criminal activity than moth-
ers of children in the normal category. Although the
trend was in the predicted direction, the difference
between pervasive and normal groups was nonsigni-
ficant on all family background variables except
mother psychiatric illness. A significantly greater per-
centage of mothers of children in the pervasive cate-
gory had a history of psychiatric iliness than did
mothers of children in the normal category.
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Table IX. Family History and Background Factors, Stress and Support, and Mother’s Emotional State by Pervasiveness of Social
Competence Problems

Nonpervasive .
Normal (N) (NP) Pervasive B yoivariate s"‘“n'f;‘“
Mother variables Mor% SD Mor% SD ‘Mor% SD tests*  differences
Family history and background
Past family history
Severe physical punishment 20.6% 328% 256% 653 NP>N
Harsh/strict discipline 25.2% 358% 30.2%
Negative family atmosphere 215% 35.8% 27.9%
Sexually abused 195% 34.1% 27.9% 9.39° NP>N
Mother’s background
Substance abuse/criminal history 233% 39.4% 2719% 10.58° NP>N
Psychiatric illness 10.7% 14.8% 25.6% 6.82° P>N
Ever lived in shelter 17.6% 125% 122%
< 19 years at firstborn 22.7% 21.2% 18.7%
Low education 21.8% 262% 26.5%
Single/unpartnered 53.0% 53.8% 633%
Number history/background risk factors 231 1.73 293 1.86 267 1.92 5.23¢ NP>N
Family stress and support
Negative life events (NLES) 372 339 459 335 355 34
Support from family 13.88 559 13.17 5.70 13.59 593
Support from friends 1526 453 1560 436 15.03 540
Mother emotional state
Depression (CES-D) 1548 1067 1823 1126 1686 1143
Anger (BAAQ) 7.03 3.4 794 390 6.78 435
“Chi square for dichotomous variables and ANOVA for continuous variables.
bp < .05.
‘p < 0L

Table X. Parenting Competencies by Pervasiveness of Social Competence Problems

Nonpervasive Significant
Normal (N) (NP) Pervasive (P) Univariate  group
Mother variables Mor% SD Mot% SD Mor% SD tests®  differences
Home observation (DPICS-R)
Critical statements 1629 1408 2289 1955 3073 2113 1687 P>NP>N
Negative affect valence? 274 036 294 048 310 044 1930¢  P>NP>N
Positive affect, praise, physical positive 2470 17.06 2081 1577 1690 1236 5.73¢ N>NP,P
Coder impressions of discipline style
Nurturing/supportive 255 040 235 053 223 050 1480¢ N>NPP
Harsh/critical discipline 131 036 156 057 181 056 28.01¢ P>NP>N
Discipline competence 230 038 215 047 204 041 1129  N>NPP
Mother report of discipline (LIFT)
Harsh discipline - 116 037 133 038 135 041 1097 P,NP>N
Inconsistent discipline ‘ 124 054 151 065 138 059 952¢ NP>N
Appropriate limit setting 400 195 426 202 423 203
CPS involvement 17.0% 2.1% 22.7%
Involvement in school
Positive involvement in school (INVOLVE-M)  3.20 1.01 298 1.04 2.95 1.10
Involvement in education (INVOLVE-T) 252 088 251 0.93 242 1.05
‘ANOVA.
PHigh = negative.
p < .01

é < 001
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Stress and Support

The overall MANOVA to test differences among
the three groups of children on these stress and sup-
port variables was not significant, F(6, 692) = 1.00.

Mother Emotional State Risk Factors

The overall MANOVA to test differences among
the three groups on depression and anger variables
was not significant, F(4, 778) = 2.06.

Parenting Competencies Risk Factors

The overall MANOVA to test differences among
the three groups of children in terms of their mothers’
parenting competencies was significant, F(24, 724) =
3.81, p < .001. ANOVA tests indicated significant
group differences for eight parenting variables: harsh
discipline (as reported), inconsistent discipline (as re-
ported), observed mother criticisms, and negative af-
fect, positive affect, nurturing/supportive parenting
style, harsh/critical discipline and parenting compe-
tence. According to Newman-Keuls’ tests (p < .05)
pairwise differences between the three groups
emerged for criticisms, negative affect and harsh dis-
cipline, with “pervasive” greater than “nonpervasive,”
which was greater than “normal.” The mothers of
children categorized as socially normal were signifi-
cantly higher in positive affect, praise, nurturing/sup-
portive behavior, and discipline competence than the
other two nonpervasive and pervasive groups. There
were no differences among groups on CPS involve-
ment or parent involvement in school.

In addition to examining parental and family risk
factors related to the pervasiveness of child social
competence problems, we were also interested in ex-
amining the effects of two child risk factors: gender
(boys vs. girls) and ethnicity (Caucasian vs. minority).
Chi-square analyses showed that the percentage of
children with pervasive social competence problems
was not significantly different for girls (10%) com-
pared to boys (13%), nor for Caucasian children
(11%) compared to minority children (12%).

Relationship Between Social Competence and
Conduct Problems

o assess the extent of association between social
competence and conduct problems, we created a
2 x 2 table where the categories for social compe-
tence and conduct problems were dichotomized into
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normal versus nonpervasive/pervasive (i.c., normal at
home and school vs. problems at school and/or
home). For the majority of children (71%), there was
a correspondence between social competence and
conduct problems: 40.3% were in the “normal” cate-
gory for both, and 31.0% were in the “nonperva-
sive/pervasive” category for both. For approximately
299% of the children, there was a discrepancy between
their level of social competence and their level of con-
duct problems; 23.5% had conduct problems (at
home and/or school) but showed a normal level of
social competence (at home and/or school) while
5.29% showed low social competence (at home and/or
school) but were in the normal category for conduct
(at home and school). We used the phi coefficient as
one measure of association between social compe-
tence and conduct problems. The phi coefficient was
47, xX(1) = 93.73, p < .001, indicating approximately
229% shared variance between social competence and
conduct problems.

We used the odds ratio as another measure of
association, which may be a more appropriate meas-
ure in 2 X 2 tables in cross-sectional studies (Fleiss,
1981). Of the children with conduct problems, .63.2%
showed low levels of social competence and 36.8%
had normal social competence. In this sample, the
odds that a child with conduct problems had low so-
cial competence were 1.7. Of the children with low
social competence, 88.5% had concurrent conduct
problems and 11.5% had normal conduct. In this
sample, the odds that a child with low social compe-
tence had concurrent conduct problems were 7.7. Al-
though we cannot infer cause and effect, the differ-
ence between these two odds ratios makes it appear
most likely that-social competence problems are an-
tecedent to conduct problems.

DISCUSSION

This study yields. important descriptive informa-
tion regarding the prevalence of conduct problems
and low social competence in Head Start children in
the Seattle area, and helps define risk factors influ-
encing the development of early-onset conduct prob-
lems and low social competence. Results suggest that
base rates of aggressive and disruptive behaviors (as
reported by mothers and teachers and as observed at
home and school) are notably higher for this low-
income population than for the general population of
preschoolers as previously reported in epidemiologi-
cal studies of aggressive behavior (Campbell, 1990;
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Crowther, Bond, & Rolf, 1981; Earls, 1980). Base
rates of behavior problems in preschoolers have
ranged from 7 to 14% in general community samples
(Achenbach & Edelbrock, 1991; Earls, 1980; Rose et
al, 1989). Yet whether one looks at mothers’ reports
of conduct problems on standardized measures or in-
dependent observations of discrete child aggressive
and oppositional behaviors in the home, approxi-
mately 23-33% of the children in this population have
rates of aggressive behaviors in the clinical range. The
actual rate varies with different measures. Teachers’
reports of conduct problems at school yield somewhat
lower rates: 15-20% of children fall in the clinical
range. However, independent observations of class-
room behavior found that approximately 30% of chil-
dren had high rates of aggressive and noncompliant
behaviors with peers and teachers, suggesting that
teachers may be underestimating the problem.

A similar picture emerges from assessment of
children’s social competence. Based on mother re-
ports, 24% of the children in this population are be-
low the normal range for social competence. In home
observations, 15% of the children had low positive
affect during their interactions with mothers. At
school, teachers report 15% of children in the be-
low-normal range for social competence; inde-
pendent observations found low ratios of positive to

negative interactions with peers for 20% of the chil-.

dren. These data appear to corroborate the findings
of epidemiologic researchers that children on welfare
have significantly higher rates of conduct problems
and social skills difficulties than children from more

advantaged populations (Farrington, 1991; Goldberg, -

Roghmann, McInerny, & Burke, 1984).

Turning now to the family-related risk factors in
this population, beginning with maternal history,
family support, and mothers’ emotional state, again
25-42% emerges as a significant figure. Approxi-
mately 30% of mothers reported a history of harsh
and critical parenting during their childhoods, 26%
having experienced sexual or physical abuse as chil-
dren, and 29% reported a lack of support from fam-
ily or friends. About 42% of mothers had depressive
symptoms in the moderate to severe range, and 27%
reported anger levels in the moderate to severe
range. These data confirm other studies indicating
that poor women with child-rearing responsibilities
are at high risk for depression (Conger ef al, 1992;
Hall, Williams, & Greenberg, 1985).

In regard to parenting risk factors, mothers’ self-
reports in interviews as well as independent obser-
vations at home revealed that 35-53% of the mothers
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were in the “frequent” range for harsh and inconsis-
tent discipline and 62% were in the “high” range for
critical behaviors with their children. These findings
confirm the research of others who have documented
that as a family’s socioeconomic situation worsens,
parents exhibit less nurturant behavior, more incon-
sistent discipline toward their children and more re-
liance on physical punishment and coercion to gain
obedience (Conger et al, 1992).

Risk Factor Analyses

These data concerning the prevalence of con-
duct problems, low social competence, and associ-
ated risk factors in this Seattle sample give validity
to the assumption that children in Head Start are at
higher risk for conduct problems and social difficul-
ties. This implication of the data holds true regard-
less of the setting (home or school), the assessment
tool (i.e., teacher report, parent report, or inde-
pendent observation), or the outcome measure (con-
duct problems or low social competence).

When comparing the conduct problem groups on
four categories of risk factors, only stress and support
did not differentiate significantly between groups. A
greater percentage of mothers with children in the
pervasive and nonpervasive conduct problem groups
reported histories of sexual abuse, substance abuse,
criminal history, and depressive symptoms, as com-
pared to mothers whose children were categorized as
normal. The differences were more striking for par-
enting risk factors than for maternal background,
stress level or emotional state, with mothers in the
pervasive category showing significantly more critical
statements, negative affect, harsh discipline, and in-
consistent discipline on home observations than
mothers of the children with nonpervasive conduct
problems. There was an ordered decrease in harsh-
ness of parenting style from the pervasive to nonper-
vasive to normal groups. Conversely, mothers of chil-
dren in the normal group were significantly more
nurturing/supportive and competent in their parent-
ing than mothers of children in the nonpervasive
group; and the mothers of children in the nonperva-
sive group were more nurturing and competent than
mothers of children in the pervasive group. These
findings suggest that parenting competence, nurturant
behavior and low negativism (at least on the part of
mothers) may operate as protective factors against the
development of conduct problems in this high risk
population. These data confirm the findings of
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numerous investigators (including those conducting
research with diverse cultural groups) which indicates
that a harsh, punitive parenting style (Eron, Hues-
mann, & Zelli, 1991; Farrington, 1992; McCord, 1977)
as well as lack of parental warmth and involvement
(Olweus, 1980) may be two risk factors for aggressive
behavior in children. '

Next we looked at the differences between the
social competence groups on the risk factors. As with
the conduct problem groups, risk factors associated
with maternal history and background and parenting
competencies significantly differentiated between
groups. However, the risk factors associated with
mother emotional state, which were significant for
conduct problem groups, did not significantly differ-
entiate between the social competence groups. The
only factors distinguishing between the social com-
petence groups that were not defining factors for the
conduct problem groups were () a maternal history
of psychiatric illness (this was significantly more com-
mon in the pervasive group than the normal group);
(b) maternal positive affect, praise, and physical
warmth (lower in the nonpervasive and pervasive
groups than the normal group); and (c) history of
severe physical punishment (significantly higher for
the nonpervasive group than the normal group). As
we found for conduct problems, the parenting risk
factors (harsh and critical discipline) differentiated
between groups, with the levels increasing from nor-
mal to nonpervasive to pervasive groups. Stress, sup-
port, and maternal emotional state did not signifi-
cantly differentiate between the social competence
groups.

Several findings are worth highlighting in re-
gard to risk for conduct problems and low social
competence. First, for both conduct problems and
low social competence, a mother’s history of sexual
abuse, substance abuse, or criminal activity are sig-
nificant risk factors. A mother’s history of psychiat-
ric illness emerged as an important risk factor for
low social competence, but not for conduct prob-
lems. Maternal depression and anger were risk fac-
tors for conduct problems, but not for low social
competence. Contrary to what is often assumed, a
family’s stress level (including financial stresses) and
lack of social support did not emerge as important
risk factors for either conduct problems or social
competence. These data suggest a rather complex
interplay between the specific type of parental psy-
chopathology and its impact on children’s social de-
velopment, and may seem to raise more questions
than they provide answers. For example, what can
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explain the fact that stress and lack of support did
not emerge as important risk factors in this popula-
tion? Prior research has shown that families who are
stressed, isolated, and unsupported have higher
rates of aggressive parenting and children with con-
duct problems (Garbarino, 1976; Patterson, Reid, &
Dishion, 1992; Wahler, 1980). We hypothesize that
the presence of social support and low levels of
stress would be related to supportive parenting be-
havior and to social competence in children. We can
offer no compelling explanation for these findings.
Tt is possible that our measures of social support and
levels of stress were not sensitive measures for this
population. Perhaps when dealing with a sample all
of whom are economically stressed, this variable
ceases to be significant in itself; rather, it may be
its interaction with some other variables (i.c., paren-
tal behavior) that determines the child’s eventual
developmental outcome. For example others have
suggested that poverty and financial stress have in-
direct effects and are mediated by maternal coping
resources (McLoyd, 1990). Other stresses may be re-
duced for this sample due to the child care and
other resources they receive by virtue of their par-
ticipation. And perhaps support is not an important
variable for this sample because families enrolled in
Head Start experience a high level of support from
family service workers and teachers.

On the other hand, when we looked at parenting
competence as a risk factor, the picture was clearer.
Parenting competence significantly distinguished be-
tween our three groups of subjects: As the degree of
parenting competence decreased, the risk of conduct
problems and/or low social competence increased.
The only inconsistency in our findings regarding par-
enting competence as a risk factor was that positive
affect, praise, and physical warmth from mothers
were positively related to social competence but un-
related to conduct problems. These findings highlight
the importance of positive parenting behavior as a
protective factor in social adjustment and corrobo-
rate the results of other studies that have found
harsh discipline and incompetent parenting to be as-
sociated with conduct problems, delinquency, and
antisocial behavior (Loeber, Green, Lahey, &
Stouthamer-Loeber, 1989; McCord, 1991). These
findings also suggest that parents’ (or mothers’) posi-
tive affect, praise, and physical warmth toward their
children may be critical to the development of chil-
dren’s social competence.
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Relationship Between Social Competence and
Conduct Problems

One interesting finding from this study concerns
the theoretical relationship between low social com-
petence and conduct problems. It is often assumed
that these are closely related issues, perhaps even dif-
ferent terms for the same phenomenon. Yet we
found approximately 22% shared variance between
social competence categories and categories of con-
duct problems, suggesting that they are not opposite
sides of the same coin. We also found that the odds
of having problems in both areas were higher for
children with low social competence than for chil-
dren with conduct problems, suggesting that social
competence problems may be antecedent to conduct
problems. While social competence does not guaran-
tee normal conduct, the odds are high that a child
with low social competence will have concurrent con-
duct problems. Furthermore, our data regarding risk
factors suggest that parenting competence and posi-
tive behavior (observed positive affect, praise, and
physical positive behaviors) are more relevant to so-
cial competence, while maternal emotional state (de-
pressed mood and anger) is more relevant to conduct
problems. We hypothesize from these data a possible
unfolding chain of events that may progress as fol-
lows: Low mother positive affect and warmth at
home leads to a mother’s failure to reinforce appro-
priate social skills in her child and results in low so-
cial competence. The child’s low social competence,
in turn, contributes to his reliance on more aggres-
sive and impulsive ways of solving problems with his
peers which contributes not only to social difficulties
at school but also to his mother’s escalating anger,
depression and sense of failure as a parent.

Implications

A consistent finding among epidemiological re-
searchers is the relation between low SES, early-on-
set conduct problems, and low social competence
(Farrington, 1991). Less is known about the specific
processes by which socioeconomic disadvantage con-
tributes to child conduct problems. By studying this
population, we were able to determine more specific
aspects of SES which may contribute to particular
children developing social problems and aggressive
behavior.

What have we learned about the process
through which low SES leads to conduct problems
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and low social competence? These data suggest that,
of all the risk variables we examined, the parenting
variables—discipline strategies, affect, and degree of
warmth—are- the most potent mediators of the ef-
fects of poverty in regard to child socioemotional
outcomes. Parenting is even more important than
stressful life events and lack of social support. We
postulate that because parents are the primary so-
cialization agents for young children, they have the
ability to buffer, through effective and positive par-
enting, the effects of poverty and the accompanying
stresses. We have seen that in this economically dis-
advantaged population, at least two thirds of the
mothers who were experiencing considerable stress
and negative life events had children whose social
functioning was in the normal range; as parents these
women were competent in their discipline, noncriti-
cal, nurturing, and low in negative affect. But in ap-
proximately one third of the families, the children ex-.
hibited social and aggressive behaviors which placed
them at considerable risk for ongoing problems. This
is the group of mothers with histories of sexual
abuse, physical abuse, drug abuse, criminal activity,
or psychiatric illness. We hypothesize that this type
of history leaves a parent more vulnerable to the
stresses of poverty, a vulnerability that becomes ex-
pressed in disrupted parenting behavior. This disrup-
tion involves hostile exchanges with children, incon-
sistent discipline and a negative reinforcement
mechanism which contributes to the development of
child conduct problems and poor social competence.
The process of how harsh discipline promotes child
aggressive behavior through coercive cycles has been
well documented by Patterson’s theoretical model
(Patterson et al, 1992) and others. These findings
join a growing body of evidence suggesting that the
effects of SES on children’s behavior are mediated
by parenting skills (Conger et al, 1992; Patterson,
DeBaryshe, & Ramsey, 1989).

Limitations of Study and Need for Future
Research

Numerous caveats must be emphasized regard-
ing this study due to its correlational nature. It could
certainly be argued that a child’s conduct problems
or low social competence affect parenting behavior
and subsequently parents’ psychological status. Cer-
tainly prior research attests to the effects of child be-
havior on parental behavior and the reciprocal ef-
fects in parent-child interactions (Bell, 1979;
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Patterson et al, 1992). The results in this study do
not enable us to draw conclusions regarding the re-
ciprocal effects of child conduct and parenting and
the relationship of both factors to poverty. Future re-
search needs to utilize causal modeling statistical
strategies in order to define family and parenting
processes that mediate the effects of economic hard-
ship on children’s developmental outcomes. For ex-
ample, we could test hypotheses such as poverty
leading to maternal depression and anger, which
leads to negative parenting, which in turn leads to
conduct problems and low social competence in chil-
dren. This study is only a beginning step in defining
the factors involved in those processes.

A second limitation of the study has to do with
selected locale of the sample studied. We do not

know if these prevalence data drawn from the Seattle,

area Head Start centers generalize to other Head
Start centers elsewhere in the country. To understand
how representative these data are of the Head Start
population as a whole, it would be necessary to ex-
amine a large national sample from different geo-
graphic locations and different ethnic groups. Nor
can we conclude that the population enrolled in
Head Start is representative of other families living
in poverty or families on welfare who have not
sought out Head Start. For example, it could be ar-
gued that Head Start attracts the most motivated
among poor families. The risk factors for a non-Head
Start population living on welfare may be quite dif-
ferent. Future research should provide a matched
group of families of preschoolers living on welfare
who are not enrolled in Head Start. However, it
should be noted that in this district, only 50% of
families who apply for Head Start are offered a
placement in Head Start because of budget restraints
and a limited number of classrooms. Those selected
for Head Start are judged to be most at risk in terms
of number of children and level of poverty.

A third limitation of our study has to do with
our analysis of the data by ethnic group. Since the
minority families in this study were a diverse group
(6 different Asian groups, Hispanic, African Ameri-
can, Native American, and various combinations), we
did not have a large enough sample of any one mi-
nority group to conduct analyses by specific groups.
A large prevalence study that expands the minority
population would permit analysis of differences in
children’s conduct problems and social competence
by minority group. Although we are uncomfortable
in combining minority groups into a single category
for analysis, we think the findings are worth present-
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ing in terms of their possible implications for future
research. Our results indicate that minority mothers
underreport behavior problems and overreport social
competence in their children as compared to Cauca-
sian mothers’ reports on these variables. However,
these mother report differences in child behaviors
were not corroborated by independent and detailed
observations of the children’s social behaviors either
at home or at school. In fact, there were no ethnicity
differences found for any observational variables or
for any teacher-report measures. We hypothesize that
these minority mothers may be more reluctant to ad-
mit or acknowledge child behavior problems to “out-
siders” and researchers because of their values re-
garding family privacy or, on the other hand, because
they may have different attitudes and values regard-
ing aggressive and social behaviors. Nonetheless, it
is important that future researchers as well as those
clinicians screening for at risk children appreciate
these differences in mother-report measures and in-
clude either observational measures or reports by
teachers along with parent reports as part of their
assessment package. )

A fourth limitation of the study has to with our
failure to examine father variables. Although we did
collect father data whenever available, we did not
have a large enough sample within each of the three
child groups to conduct meaningful analyses. We are
continuing to collect father data in a newly funded
Head Start study and hope eventually to have
enough data from fathers to be able to assess both
father and mother risk factors and their impact singly
and in combination on children’s conduct. problems
and social competence.

One important contribution of this study is that
we assessed children’s conduct problems and social
competence across settings using report and obser-
vational data at an early age. However, it is impor-
tant now to continue to follow these families fre-
quently over the primary school years in order to
determine whether the same factors predict later de-
velopment or maintenance of conduct problems and
low social competence and whether the degree of
pervasiveness of a child’s problems is more predictive
of ongoing problems.

Potential Implications for Head Start—Strengthen
Protective Factors

Nonetheless, despite these limitations we believe
these data describing the mothers’ backgrounds, the
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parenting processes, and the high rate of conduct
problems and low social competence in the children
are an important beginning step to help us under-
stand how to best assist Head Start families. These
data argue for the importance of offering prevention
and family-centered parenting programs to these
high-risk families: teaching effective nonviolent, posi-
tive parenting skills in order to prevent the escalation

of conduct problems and to strengthen preschoolers’.

social competence. Currently we are evaluating the
effectiveness of our clinic-based parent training pro-
gram as a community-based prevention intervention
for Head Start parents. The results are highly prom-
ising (Webster-Stratton, 1998, in press) and suggest
that by offering training to parents of young pre-
school children we may be able to reduce conduct
problems and prevent the trajectory leading to anti-
social behavior and delinquency in adolescence.

The finding that almost half of the mothers had
depressive symptoms and such a high percentage of
parents had experienced physical and sexual abuse
as children also deserves comment. The mental
health needs of Head Start mothers may easily be
overlooked given their multiple needs for services
such as housing, child care, job training, and educa-
tion. However, screening for depressive symptoms,
past history of sexual and physical abuse, psychiatric
illness, and drug abuse may help to identify sub-
groups of mothers and their children at greatest risk
for long term negative outcomes. These parents need
help not only with strengthening parenting skills but
also with general interpersonal relationship skills, de-
pression management and coping skills. For example,
by treating depression or some other psychiatric ill-
ness we may also be able to increase maternal re-
sponsiveness to children and involvement in schools
and enhance their relationships with others (Conrad
& Hammen, 1993).

Finally these data argue for the importance of
Head Start teachers being well prepared to work with
parents to directly train children in problem solving
and social skills in the classroom and to give consis-
tent encouragement regardless of children’s per-
ceived troublesomeness. Unfortunately, data indicate
that just as these disadvantaged families are at high
risk for child conduct problems and low social com-
petence, they are also less likely to receive mental
health services and parenting programs than are ad-
vantaged families (McLoyd, 1990). With more
Americans falling into poverty (Strawn, 1992) more
attention needs to be drawn toward strategies for
promoting and supporting optimal parenting behav-
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jor and promoting parents’ mental health in this
population.

Since the beginning of Head Start, it has main-
tained a commitment to mental health as an integral
part of its goals for children. Translating this vision
into practice, however, has been problematic through-
out Head Start history (Cohen, Solnit, & Wohlford,
1979). There are at least three possible reasons for
this difficulty. First, mental health services have been
defined narrowly as therapy for parents and children,
typically involving referrals to individual outpatient
treatment, day treatment, or placement in residential
settings. Second, there has been reluctance for teach-
ers to label more troubled children as having behav-
joral problems for fear of stigmatizing the children
and their families. Third, Head Start research has
highlighted the importance of its preschool program
for directly strengthening children’s academic success
but comparatively less rescarch attention has been
paid to evaluating its potential indirect impact in
terms of strengthening parenting processes and par-
ents’ mental health as another means to promoting
children’s social competence. Because of these three
reasons, children with emotional and behavioral prob-
lems in Head Start are underidentified and parents
are not usually trained to be involved in the treatment
process for their own children. Parent training that is
currently offered is usually one-shot workshops rather
than comprehensive ongoing programs providing on-
going support and training. Nor are teachers and fam-
ily service workers usually involved in the treatment
planning for children with conduct problems or
trained in validated curriculum designed to be used
in the classroom not only to reduce conduct problems
but to promote social skills, problem solving, and an-
ger management. In fact, Head Start program Infor-
mation Reports from 1994-1995 suggested that only
two thirds of 1% of Head Start children are identified
as having behavioral disorders that justified treatment
of any sort. As seen in this study, we estimate that a
much larger percentage of children and their parents
could benefit from intervention that is integrated into
all aspects of the Head Start program.
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