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ABSTRACT
For low-income families, particularly, parent-
training programs need o be broadened and
offered In communities in order to reduce iso-
lation and strengthen support networks of
families. Such an approach will lead not onty
to better parenting and fewer child-behavior
probiems, but aiso 1o greater collaboration
with schools and more community building
on the part of parents and teachers. The au-
thor describes a parent-training program’s
evolution from an initial goal of improving
parenting skiiis In order to reduce children's
conduct problems and promote their social
competence to the broader goafs of strength-
ening parents’ social support and Increasing
their school and community involvement.
Community-building strategies and processes
embedded in the program designed to pro-
mote group cohesiveness and support net-
works are highlighted.
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ARTICLE

From Parent Training to
Community Building

esearch indicates that ag-

gressive behavior among
children is escalating and occur-
ring among younger and
younger children (Campbell,
1990; Webster-Stratton, 1991).
This trend has disturbing impli-
cations. Early-onset conduct
problems in young children (in
the form of high rates of opposi-
tional defiant aggression and
noncompliance) are predictive of
subsequent drug abuse, depres-
sion, juvenile delinquency, and
antisocial behavior and violence
in adolescence and adulthood
(Kazdin, 1985; Kupersmidt &
Coie, 1990; Loeber, 1990; Mof-
fier, 1993). Acts of murder, rape,
robbery, arson, drunk driving,
and abuse are perpetrated to a
greater extent by persons who
have a history of chronic aggres-
sion stemming from childhood
than by other persons (Kazdin,
1995). Thus the problem of es-
calating aggression among
young children is a concern for

society as a whole, regardless of
ethnicity, economic status, or
community. Conduct disorder is
one of the most costly mental
disorders to society (Robins,
1981). A large proportion of an-
tisocial children remain involved
with mental health agencies
throughout their lives or become
involved with criminal-justice
systems. In other words, every-
one pays in the long run when
these children are left uncared
for and their behavior problems
untreated.

During the past 20 years
various treatment approaches
based on parent-management
training (PMT) have been devel-
oped to address child conduct
problems (Estrada & Pinsof,
1995). The rationale for inter-
ventions targeted specifically at
parenting skills arose from the
considerable body of research
showing that ineffective parent-
ing is a key risk factor in the de-
velopment and maintenance of
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conduct problems (Partterson,
1982; Partterson, Reid, & Dish-
ion, 1992). Studies evaluating
these interventions have shown
that they fairly consistently have
improved parenting skills, re-
duced child conduct problems,
strengthened children’s social
competence, and generally
brought child functioning back
into the normal range for at
least two thirds of the families
treated (Webster-Stratton,
1993a). Research also suggests
that if intervention in parenting
occurs early, when the child is
still in preschool, it is more ef-
fective and more likely 1o pre-
vent a chronic pattern from de-
veloping. In fact, evidence
shows that the younger the
child at the time of interven-
tion, the more positive the
child’s behavioral adjustment at
home and at school (Strain,
Steele, Ellis, & Timm, 1982).
However, research studies have
found that one third of families
fail to respond to PMT (Web-
ster-Stratton, 1993a). Factors
related to treatment failure are
lack of support, poverty, single
parenthood, maternal depres-
sion, and family isolation
(Dumas & Albin, 1986; Web-
ster-Stratton, 1985; Webster-
Stratton, 1995). Families
marked by these risk factors are
more likely to drop out of treat-
ment prematurely, fail to show
changes after treatment, or fail
to maintain changes at follow-
up assessments. '

These risk factors are in-
creasing. Contemporary Ameri-
can society is characterized by
increasing poverty and econom-

ic stratification, family isolation
and alienation, fewer supports
for families, and a declining
sense of community (Sviridoff &
Ryan, 1996). Since the early
1970s when the poverty rate for
children was reduced to 14%,
children’s poverty has become

% A5 American families
become more isolated, they
focus mare exclusively on
protecting their own interests
and lose sight of the need to
advocate as a community for

the needs of all children.®

more widespread. In the 1990s,
it has remained stubbornly at
22%-25% (Huston, McLoyd,
& Coll, 1994). Coupled with
this trend is the increasing num-
ber of single parents, most of
whom are mothers (Hashima &
Amato, 1994), which is relevant
here because socioeconomically
disadvantaged mothers are more
likely to report depression, iso-
lation from family members and
neighbors, and less support
available from informal or for-
mal networks (Garbarino &
Kostelny, 1992). As many ob-
servers of contemporary Ameri-
can society have noted (includ-
ing the authors of Family Ser-
vice America's 1995-1997

strategic plan), regardless of in-
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come, families have tended to
become increasingly isolat?:l
from one another and arg less
likely to assume a broad-based
responsibility for helping and
supporting one another (Put-
man, 1995; Wilson, 1987).
Membership and participation
in community organizations
(e.g., PTAs, sports leagues, and
various volunteer associations)
have declined sharply in recent
years (Putman, 1995). We pos-
tulate that increasing violence
and accompanying fears for
one’s safety and that of one’s
children lead many people to
isolate themselves and become
less involved in their communi-
ties, which in turn results in de-
teriorating social networks, lack
of social support for individuals
and families, and greater isola-
tion. As American families be-
come more isolated, they focus
more exclusively on protecting
their own interests and lose
sight of the need to advocate as
a community for the needs of all
children.

Increasing rates of conduct
problems may be at least par-
tially accounted for by these
alarming trends, given the fact
that poverty, life stress, lack of

- social support, maternal depres-

sion, and family isolation are re-
lated to the onset of conduct
disorders (Hawkins, Catalano,
& Miller, 1992). Indeed, studies
have shown that economic de-
privation combined with a lack
of social support creates an es-
pecially dangerous situation for
children in terms of potential
child abuse (Garbarino 8
Kostelny, 1992). But because
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these are the very risk factors
associated with families who fail
to respond to PMT, we can ex-
pect to see an increasing number
of children with conduct prob-
lems who will not be helped by
our traditional PMT approach.
In response to these find-
ings, PMT has been broadened
in recent years to include ad-
junct strategies such as synthesis
training, whereby parents are
helped to understand how envi-
ronment and stress may con-
tribute to inappropriate and in-
consistent parenting (Wahler,
Cartor, Fleischman, & Lamber,
1993); problem-solving, marital-
communication, and self-control
training designed to help par-
ents cope more successfully with
negative life stressors and with
marital conflict (Dadds,
Schwartz, & Sanders, 1987;
Webster-Stratron, 1994); and
child-focused training designed
to target the child directly for
training in problem-solving and
self-control skills (Kazdin, Es-
veldt-Dawson, French, & Unis,
1987; Webster-Stratton, in
press). Emerging evidence sug-
gests that these adjunct treat-
ment components produce more
enduring improvements in par-
ent and child behavior (Estrada
& Pinsof, 1995). = - .
Those interventions that
have focused on adjuncts to
PMT reflect a shift in focus
from individual change (i.e.,
parenting skills) to within-fami-
ly change (i.e., marital commu-
nication and problem-solving
skills). Yet no further shift to
what might be called interfamil-
ial or extrafamilial change, such

as a family’s need to form
stronger and more supportive
connections with other families
and with the community in gen-
eral, has occurred. For low-in-
come families particularly, PMT
programs need to focus more
broadly on building community
networks and parent support.

As a result of the “buffering™ -

aspects of social support (Cohen.
& Willis, 1985), as the number
of people whom low-income
parents feel they can rely on for
informal assistance increases
and as they feel more satisfied
with their social support, the
more likely they are to be nur-
turing and positive in their par-
enting and the less likely they
are to report problematic behav

® A low-income parents
feel more satisfied with their
social support, the more likely
thev are to be nurturing and

positive in their parenting.®

ior (Hashima & Amato, 1994)
compared with low-income
mothers who feel isolated and
dissatisfied with their social sup-
port (Jennings, Stagg, & Con-
ners, 1991). Few studies have

" investigated the effects of social

support. Treatment approaches

based on the individual counsel-
ing model foster reliance on the
therapist, not on the group, and
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programs that have used a group
approach (Webster-Stratton,
1994) have not indicated
whether fostering supportive so-
cial networks was a primary
goal. In the research literature,
little reference is made to thera-
peutic strategies used to decrease
families® isolation or promote
their involvement or to build a
sense of community, either with-
in the group or the larger com-
munity. Indeed compared with
our well-developed research
methods of measuring changes
in parenting behavior, few stud-
ies report outcome measures
having to do with social net-
works, parents’ sense of support,
or their involvement in their
children’s education or school.
Yert if we are going to develop
more effective interventions tar-
geting such factors as sease of
community, social support, and
involvement, we will need suit-
able outcome measures.

The purpose of this article
is to describe briefly the evolu-
tion of the parent-training pro-
gram at the University of Wash-
ington from the initial goal of
improving parenting skills in
order to reduce children’s con-
duct problems and promote so-
cial competence to the broader
goals of strengthening parents®
social support and increasing
their school and community in-
volvement. An established clinic-
based treatment program—one
that was effective with clinically
referred young children with
identified conduct problems—
was evaluated to determine its
effectiveness as a community-
based, early-prevention program
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in a sample of low-income Head
Start families. The content of the
parent training is not discussed
here (see Webster-Stratton,
1992a; Webster-Stratton & Han-
cock, in press); rather, the com-
munity-building strategies and
processes embedded in the pro-
gram to promote group cohe-
siveness and support networks
are highlighted.

The Parenting Program

Emphasls on Parenting Skills
In developing the Universi-
ty of Washington parenting pro-
gram, we were guided by Patter-
son’s (1982, 1986) seminal
work and theoretical formula-
tions concerning the etiology of
conduct disorders and problem
behaviors. The pioneering re-
search of Patterson and others
found that parents of children
with conduct problems exhibit
_ fewer positive behaviors; use
more violent disciplinary tech-
niques; are more critical, more
permissive, less likely to monitor
their children’s behaviors; and
are more likely to reinforce in-
appropriate behaviors while ig-
noring or even punishing proso-
cial behavior (Patterson, Cham-
berlain, & Reid, 1982; Wahler,
1976). We felt that if we could
improve the parenting skills of
at-risk parents while their chil-
dren were still very young and
the families’ negative interaction
styles were still malleable, we
could improve the long-term
prognasis for these children and
their families.

Accordingly, in 1981, we
developed the Parents and Chil-
dren Videotape Series, a 10-12
week parent-training curriculum
based on four programs that
presented the following topics:

s Program one: How to play
with your child and help your
child learn

u Program two: Using praise
and encouragement to bring out
the best in your child

w Program three: Effective

limit-setting

u Program four: Handling

misbehavior
This content was presented

via videotape in conjunction
with parent-group discussions;
groups of 8 to 16 parents met
weekly for two hours. Heavily
guided by the modeling litera-
ture, programs one through
four attempted to enhance mod-
eling effects by including par-
ents and children of both sexes
and a range of ages, ethniciries,
socioeconomic backgrounds,
and temperaments so that par-
ents would identify with at least
some of the families shown on
the tapes and would therefore
perceive the tapes as relevant.
The decision to use videotape
modeling was based on two fac-
tors: Videotape seemed to hold
enormous potential as a practi-
cal and cost-effective means of
reaching more parents in a
group format (as opposed to in-
dividual therapy), and research
suggested that verbal training
methods (i.e., didactic lectures
and group discussion) are ineffi-
cient methods for inducing be-
havioral changes in parents,
particularly for less formally

“——
159

educated parents (Chilman,
1973). Videotape modeling, on
the other hand, offered promise
as an effective means of influ-
encing behavior and a flexible
training method that could il-
lustrate a variety of situations,
thereby promoting better gener-
alization of the training content
and better long-term mainte-
nance. A more complete de-
scription of the videotape par-
ent-training program and train-
ing manual is available (Web-
ster-Stratton, 1992a; Webster-
Stratton & Herbert, 1994).

Evaluation of Programs
One Through Four

A series of five randomized
studies with more than 500
families of children (three to
seven years of age) with early-
onset conduct problems has
shown this series of programs to
be effective in significantly im-
proving parental attitudes and
parent—child interactions as well
as in significantly reducing par-
ents’ reliance on violent and
critical disciplinary approaches
and reducing child conduct
problems, when compared with
control groups, individual one-
to-one parent training, discus-
sion groups without videotape
modeling, and videotape model-
ing without discussion (Webster-
Stratton, 1981, 1982, 1984,
1990b, 1992b; Webster-Strat-
ton, Hollinsworth, & Kolpacoff,
1989). One-year follow-up as-
sessments indicated that most of
the significant improvements re-
ported immediately posttreat-
ment were maintained. More-
over, two thirds of the entire
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sample showed clinically signifi-
cant improvements (Webster-
Stratton et al., 1989). We also
found that children who were
still maladjusted (according to
teacher and parent reports) at
our three-year follow-up assess-
ment shared the common fea-
tures of a family characterized
by marital distress or single-par-
ent status, maternal depression,
lower social class, high levels of
negative life stressors, and low
levels of social support (Web-
ster-Stratton, 1990a, 1990b;
Webster-Stratton & Hammond,
1990).

Broadening the Programs—
Sodal Support

When we looked at predic-
tors of relapse and the failure of
improvements in child behaviors
to extend beyond the home to
school and peer relationships,
we concluded that our treatment
model was incomplete. Conse-
quently, we developed our fami-
ly videotape programs in 1989
(programs five through seven) to
supplement the original pro-
grams and 1o promote increased
maintenance and generalizability
of treatment effects by address-
ing the effects of marital dis-

tress, stress, depression, poverty,

and lack of social support as”™
predictors of treatment relapse.
We theorized that this broader-
based training, which included
problem-solving and coping
skills, interpersonal-communica-
tion skills, self-control skills,
and understanding ways to
build support, could help buffer
the negative influences of pover-
ty and other life stressors on

parenting skills. Moreover, we
moved from the narrower model
of training in parenting skills to
the broader model of training in
interpersonal skills, which ip-
cluded not only building within-
family support but also
strengthening social support,
which included support within
the parent group. We theorized
that training in interpersonal
support, communication, and
problem solving would decrease
feclings of isolation for parents.

Evaluation of Family-
Focused Programs

In a randomized study
comparing the broader, more
family-focused programs with
the original four-program inter-
vention thac focused on parent-
ing skills, we found significant
improvements in communica-
tion, problem-solving, and col-
laboration skills among parents
who participated in the broader
programs compared with par-
ents who received only the basic
parent-skills training. Moreover,
children of parents who attend-
ed the broader programs
showed significant increases in
the total number of solutions
generated during problem solv-
ing, most notably in prosocial
solutions (as compared with ag-
gressive solutions), in compari-
son with their counterparts, sug-
gesting that promoting parents’
coping skills had secondary ben-

_ efits for children. Parents in the

broader-focused programs also
reported significantly greater
consumer satisfaction than did
parents who did not receive the
added components (Webster-
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Stratton, 1994). Only one fami-
ly dropped out of the family-fo-
cused programs, which attests to
its acceptance by families.
However, some limitations
of the basic parenting-skills
training were not addressed by
the broader programs, namely,
school-related problems. In the
one- and three-year follow-up
assessments, we found that of
the entire group of treated fami-
lies, 25% 10 46% of parents
and 26% of teachers still report-
ed concerns about school-relat-
ed problems such as peer rela-
tionships, aggression, noncom-
pliance, and academic under-
achievement (Webster-Stratton,
1990b). Data from parents
pointed to a need to help par-
ents become more effective in
supporting their child’s educa-
tion and working with teachers

. on their child’s social and acade-

mic problems. Data from teach-
ers revealed a need to help
teachers become more effective
in managing classroom behavior
problems and in collaborating
with parents (Webster-Stratton,
1990b; Webster-Stratton, Kolpa-
coff, & Hollinsworth, 1988).

Extending the Programs—

- School Involvement

A second limitation of the
broader family programs is that

~ they did not build support net-

works for these parents and
children within their natural
communities. The family pro-
grams fostered strong friend-
ships and support among the
parents who pamclpated how-
ever, when formal training
ended, groups had difficulty
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continuing to meet because of
the distances and logistics in-
volved in getting together. We
theorized that optimal interven-
tion should be delivered in the
context of families’ own com-
munities and within existing
networks such as schools, hous-
ing developments, and churches
so that groups could continue to
meet for ongoing support after
formal training ended. When
programs are offered in the
communities where families live
or within their children’s
schools, mutual-support net-
works are more likely to emerge
and become a sustaining force,
thereby increasing parents’ in-
volvement with schools and
building a sense of community
for these parents. We perceived
a distinct advantage in offering
these programs in a more acces-
sible, nonstigmatizing context—
that is, outside a clinic and in
families’ communities. More-
over, a nonclinical program
would have the potential to pre-
vent behavior problems before
they escalared into severe symp-
toms that might lead to an op-
positional defiant disorder on
conduct disorder (ODD/CD) di-
agnosis that would require ex-
tensive clinical treatment.

Evaluation of Prevention
Program

- To pilor our prevention
program, we chose to work with
families enrolled in Head Start
because children in this popula-
tion are at high risk for develop-
ing conduct problems because of
the increased risk factors in so-
cioeconomically deprived fami-

=

lies (e.g., McLoyd, 1990; Trick-
ett, Aber, Carlson, & Ciccherti,
1991). In our study of 426 fami-
lies comprising a multiethnic
group, 42% of the mothers were
experiencing moderate to severe
depression, scoring 17 or higher
on the Depression Question-
naire (Radloff, 1977); 45% had
been physically or sexually
abused as a child; 29% had a

- partner who had a history of
" criminal activity; and 65% were

single parents. Approximately
49% of the population had 4 or
more (of 14) risk factors for
conduct problems (e.g., low ed-
ucation, lived in shelter, psychi-
atric illness, substance abuse,
criminal history, abused as
child, moderate depression,
pregnant as teenager, etc.).
Families were randomly as-
signed to either an experimental
condition in which parents,
teachers, and family service
workers in Head Start partici-
pated in the prevention interven-
tion {called Partrers) orto a
control condition in which par-
ents, teachers, and family service
workers participated in the regu-
lar center-based Head Start pro-
gram. Baseline assessments con-
sisted of school observations,
home observations, parent inter-
views, and teacher and parent
questionnaires. Teachers from
the experimental centers under-
went a two-day training work-
shop designed to familiarize
them with the content of the
parenting program and to learn
ways they could promote collab-
orative relationships with par-
ents. Head Start family service
workers completed a four-day

. :
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parent-group-leader training.
After the parenting program was
completed, 91% of the families
from the experimental centers
(125 of 137) and all of the fami-
lies from the control centers
were reassessed.

Measures for the study
were chosen with the goal of
measuring not only parenting
and child-behavior changes but

" also parents’ involvement with

schools, satisfaction with group
support, and commitment to
give back to their communities.
We used a revised version of the
Parent-Teacher Involvement
Questionnaire (INVOLVE; Web-
ster-Stratton, 1993b), a 32-item
scale derived from the Oregon
Social Learning Center (1993),
with parents of preschool chil-
dren. This questionnaire, con-
ducted as an interview, enabled
us to evaluare the amount and
quality of parents’ involvement
with their children’s education at
home and at school. Both par-
ents and teachers completed this
measure separately. In addition,
parents completed the Parent
Satisfaction and Involvement
with Community questionnaire
(Webster-Stratton, 1993b). This
measure asked trained parents to
rate the program methods and
processes (e.g., use of book,
videotapes, group support, ther-
apist skills, etc.) as well as to in-
dicate whether the parents
would be interested in support-
ing the program in future years
either by going to orientation
meetings to recruit new families,
running day care for families,
participating in groups, or being
trained as a group coleader.
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The results of the short-
term outcome measures were
promising. Independent observa-
tions in the home revealed that
intervention mothers had signifi-
cantly (p < .01) higher rates of
positive affect, praise, and
warm, caring physical touching
behaviors, whereas they had sig-

@ When programs are
offered in the communities
where families live or within
their children’s schools,
mutual-support networks are
more likely to emerge.”

nificantly lower amounts of crit-
icisms, commands, and negative
affect in their interactions with
their children when compared
with control mothers postinter-
vention (baseline data used as
covariates). In addition, inter-
vention mothers were rated sig-
nificantly higher than control
mothers in supportive behaviors
and discipline competence and
significantly lower in harsh and
critical discipline approaches.
Parent reports also indicated
that intervention mothers per:”
ceived their discipline as being
more consistent and that they
used fewer inappropriate strate-
gies. In regard to child-behavior
changes, ANCOVA analysis in-

dicated thar intervention chil-
dren had significantly (p < .01)
lower rates of negative behav-
iors, noncompliance, and nega-
tive affect (valence), as well as
higher positive affect, when
compared with control children
postintervention. According to
the coder-impressions inventory,
they also had significantly (p <
.001) higher levels of prosocial
behaviors and lower levels of
misbehavior than did control
children.

"According to parent reports
of school involvement, the per-
centage of parents attending
parent meetings at school was
significantly higher for the inter-
vention parents (80%) than for
the control parents (62.5%).
Moreover, intervention parents
reported calling or meeting with
their teachers significantly more
often that did parents in the
control condition. ANCOVA
analysis indicated that interven-
tion parents were significantly
more satisfied with their rela-
tionships with their family ser-
vice workers than were control
parents. Individual item analyses
revealed that.intervention moth-
ers reported more satisfaction
talking with family service
workers, felt that the family ser-
vice workers were more person-
ally interested in them, and felt
more comfortable asking ques-
tions and making suggestions to
them, compared with control
mothers. No significant differ-
ence in overall parent satisfac-
tion with teachers was found
between the two conditions. In
summary, these findings suggest
that parents who received train-

~— —
162

ing were more involved in their
children’s education, were more
involved in school activities, and
had formed stronger positive re-
lationships with the family ser-
vice workers who conducted the
parent groups than parents in
the regular Head Start centers
where the weekly parenting
groups were not offered.
Teachers corroborated the
parent-report findings. Summa-
ry scores on teachers’ reports of
parents’ involvement in their
child’s education were signifi-
cantly higher for the interven-
tion mothers than for control
mothers. Specifically, teachers
rated intervention mothers
higher in terms of mutual goals
for their child, positive attitude
regarding education, involve-
ment in their child’s education,
and perceiving education as im-
portant, compared with teacher
ratings of control mothers on
these variables. In addition,
teachers rated intervention
mothers as having significantly
higher total involvement with
teachers and the schoo! than
did the control mothers: talking
more with teachers, attending
more parent-teacher confer-
ences, attending more school
meetings, asking more questions
and making more suggestions
regarding their child, and vol-
unteering more in the class-

_ toom. Teachers in the interven-

tion centers also reported mak-
ing significantly more calls to
intervention parents and send-
ing home more notes to parents
than did teachers from the con-
trol centers. In sum, teachers in
the intervention centers who
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had received the training in the
parent program were more ac-
tive in forming relationships
with parents than were teachers
in control centers. It appeared
that this comprehensive parent-
ing program not only served the
purpose of teaching parents
more supportive skills with
their children, but empowered
parents to be more involved
with their children’s education,
to participate in school activi-
ties, and to meet with their
teachers more often. This had a
reciprocal effect on teachers,
who in turn contacted, commu-
nicated with, and supported
parents more often:

Not only did intervention
parents form stronger connec-
tions with their schools, teach-
ers, and family service workers,
they also experienced the sup-
port of other parents in their
communities. They wanted the
parent groups to continue for
themselves and wanted to make
them available to other parents.
Eighty-eight percent of the par-
ents rated the group support as
“very useful” and requested that
their groups continue as a sup-
port group to assist them during
the kindergarten year. When
asked if they would like to par-
ticipate in the Head Start par-
enting program in some kind of
support role during the follow-
ing year, 81% said they would.
Approximately 38% wanted to
help by recruiting new families,
35% by being trained to con-
duct home interviews with new
families, 34% by providing day
care for childcen so parents
could arrend parent groups, and

26% by being trained to co-lead |

parent groups. This high per-
centage of parents committed
enough to volunteer to give
back to their communities in
various ways suggests that their
sense of isolation from their
communities may have been di-
minished and at least partially
replaced with a new sense of re-
sponsibility, commitment, and
caring for their communities.

Building Support and
Community

Our program has evolved
over the past 15 years from a
parent-training program whose
goals were to reduce conduct
problems by improving parent-
ing skills to one that aims to
strengthen parents’ social sup-
port networks and increase par-
ents’ involvement in their chil-
dren’s schools and communities.
The following describes some of
the therapeutic processes em-
bedded in the parenting pro-
gram thar are directed toward
those goals.

Support Begins
With the Therapist

We operate from the as-
sumption that if parents are
going to learn how to be sup-
portive in their relationships
with one another, they need 2
supportive therapist. The group
therapists not only teach parent-

ing skills, they model a style of

interaction. This modeling re-
quires that the therapists pro-
mote intimacy and assume the
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role of a friend to parents in the
group—that is, the kind of
friend who listens, is reflective
and nonjudgmental, empathizes,
asks for clarification to ensure
that he or she understands what
the parent is saying, helps to
solve problems, and does not
command, instruct, or criticize.
Developing this kind of support-
ive relationship is important in
that the literature suggests that
low-income families are likely to
report professionals as unsup-
portive, critical, and judgmental
toward their lifestyle (Dumas &
Wahler, 1983; Wahler, 1980).
Therapists can also assume
the supportive role of advocate,
particularly in situations in
which communication with
other professionals may have
been difficule. As advocate, the
therapist connects the family
with relevant persons, pro-
grams, and resources. For exam-
ple, the therapist can arrange
and attend meetings between
parents and teachers to help the
parents clarify their child's prob-
lems, agree upon goals, and set
up behavior-management pro-
grams that are consistent from
home to school. It must be em-
phasized that the ultimate goal
of this advocacy role is to
strengthen the parents’ ability to
advocate for themselves and for
their children. The danger of ad-
vocacy is that it can become a
“rescue” role, resulting in the
pareats feeling dependent or
being uncommitted. An example
of this might be the therapist
who makes recommendations to
a child’s teacher without involv-
ing the parents. Our approach
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to advocacy in this situation
would be to offer to accompany
parents to a school meeting but
to say to them, “We want you
to share with the teacher the
strategies that you are trying to
use at home in order to see
whether the teachers might con-
sider setting up a similar pro-
gram at school.” By involving
parents, giving parents responsi-
bility for their own solutions,
and acting with (rather than for)
parents, we both support them
and teach them how to engage
in a collaborative process with
teachers.

A supportive relationship
between therapist and parents is
2 collaborative relationship in
which the therapist does not set
him- or herself up as an expert
who dispenses advice to parents
about how they should parent
more effectively. Rather, collab-
oration implies a reciprocal rela-
tionship based on equal use of
the therapist’s and the parents’
knowledge, strengths, and per-
spectives. A collaborative model
of parent training is nonblaming
and nonhierarchical. The collab-
orative training model acknowl-
edges that expertise is not the
property solely of the therapist;
the parents are the experts con-
cerning their child, their family,
their cultural background, and
their community. The therapist
functions as an expert on child
development, family dynamics
in general, behavior manage-
ment principles, and so forth.

Collaboration implies that
parents participate actively in
setting therapy goals and the in-
tervention agenda. It implies

that parents evaluate each ses-
sion and that the therapist is re-
sponsible for adapting the inter-
vention to meet the family’s
needs. Webster’s New Collegiate
Dictionary defines collaboration
as simply “to labor together™;
the collaborative therapist labors
with parents by actively solicit-

% The ultimate goal
of advocacy is to strengthen
the parents” ability to
advocate for themselves and

for their children.®

I
ing their ideas and feelings, un-

derstanding their cultural con-
text, and involving them in the
therapeutic process by inviting
them to share their experiences,
discuss their ideas, and engage
in problem solving. The collab-
orative therapist works with
parents to adapt concepts and
skills to the circumstances of
those parents and the tempera-
ment of their child. By building
a relationship based on mutual
understanding, the therapist
creates a climate of trust, mak-
ing the group a safe and sup-
portive place for parents to re-
veal their problems and to risk
new approaches.

A noncollaborative ap-
proach is hierarchical, didactic,
and nonparticipative—the thera-
pist lectures, the parents listen.
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The noncollaborative therapist
analyzes, interprets, and makes
decisions for parents without in-
corporating their input. Princi-
ples and skills are presented to
parents in terms of prescriptions
for successful ways to deal with
their children. Homework as-
signments are rigid and given
without regard for the family’s
circumstances. We reject this ap-
proach because research sug-
gests it is likely to lead to a low
level of commitment, increased
dependency, low self-efficacy, in-
creased resistance, higher atri-
tion rates, and poor long-term
maintenance (Janis & Mann,
1977; Patterson & Forgatch,
1985) as well as resentment of
professionals. In fact, if parents
are not given opportunities to
participate they may see no al-
ternative other than to drop out
or resist the intervention as a
means of asserting their control
over the therapeutic process.
They may prefer isolation over
treatment, which perperuates a
sense of inadequacy and creates
dependence on the therapist.
On the other hand, the col-
laborative relationship between
parents and group therapist has
the effect of giving back dignity,
respect, and self-control 1o par-
ents, whose problems, including
poverty, instill low self-confi-
dence and feelings of guilt and
self-blame and may make them
vulnerable (Spitzer, Webster-
Strarton, & Hollinsworth,
1991}. A collaborative ap-
proach is more likely to in-
crease parents’ confidence and
self-efficacy. The essential goal
of collaborative intervention is
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to empower parents so that
they feel confident about their
parenting skills and ability to
respond to new situations that
may arise when the therapist is
not there to help them. Bandura
(1977) calls this strategy
strengthening the client’s “effi-
cacy expectations”—that is, the
parents’ conviction that they
can successfully change their
own and their child’s behav-
iors—and suggests that self-effi-
cacy is the mediating variable
between knowledge and behav-
ior. Parents with high self-effi-
cacy will tend to persist at tasks
until they succeed. Moreover,
this model is likely to increase
parents’ engagement in the in-
tervention. Research (Backeland
& Lundwall, 1975; Janis &
Mann, 1977; Meichenbaum &
Turk, 1987) suggests that the
collaborative process has the
multiple advantages of reducing
attrition rates; increasing moti-
vation, commitment, and a
sense of support; reducing resis-
tance; increasing temporal and
situational generalization; and
giving parents and the therapist
a joint stake in the outcome of
the intervention. This model
has another purpose: Because
we want parents to adopt a
supportive, collaborative, em-
powering approach with their
own children and in their inter-
actions with teachers and their
school community, it is impor-
tant to use this approach with
them in the parent program,
that is, to model the relation-
ship style we wish parents to
use in their relationships with
their children and others. (The

collaborative model is more ex-
tensively described by Webster-
Stratton and Herbert, 1994.)

Group Work~a Basls for
Community Building

The collaborative approach
requires that parents take re-
sponsibility for their own thera-
py goals and for the interven-
tion agenda. Parents’ work be-
gins in the first session when the
therapist asks parents to define
their personal goals for the
training program. The goals for
each parent are posted on the
wall so they can be referced to
throughout the program. Some-
times parents change or add to
their goals during the program.
For example, a parent may start
by defining his or her goal as
“to make my child obey more”
and later add “to control my
anger.” Parents are asked to
write down (as an at-home as-
signment) the child behaviors
they want to increase or de-
crease; these targeted behaviors
(e.g., go to bed ar 8 P.M., not in-
terrupt when parent is on the
telephone, etc.) then become the
focus of parents’ discussion dur-
ing group sessions as well as the
weekly home assignments. This
emphasis on parents’ individual
goals is based on the literature
suggesting that people who have
determined their own priorities
and goals are more likely to per-
sist in the face of difficulties and
less likely to show debilitating
effects of stress (Dweck, 1975;
Seligman 1975). Furthermore, it
is unethical to impose goals on
parents that may not be congru-
ent with their own goals, values,
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or lifestyles and with their
child’s temperament. This prin-
ciple is particularly important in
instances of cultural or class dif-
ferences between the therapist
and the group when assump-
tions arising from the therapist’s
own background or training
may simply not apply.

The parents’ work within
the group is individualized
through weekly assignments.
These homework assignments
include reading a chapter each
week (or listening to it on au-
diotape), tracking specific be-
haviors in themselves or their
child, practicing a particular
parenting skill, or setting up a
chart with their children. Some-
times these home assignments
may be perceived by parents as
an unnecessary burden. Never-
theless, parents need to feel on-
going ownership of the therapy
beyond merely artending ses-
sions. The therapist approaches
this resistance by discussing
with parents the rationale for
the assignments and exploring
with them any difficulties they
may perceive in doing the as-
signments. If a parent perceives
an assignment as too difficult or
too time consuming, the thera-
pist will contract with that par-
ent for what is feasible (in the
parent’s view) for him or her to
accomplish that particular week.
If a parent feels an assignment is
pointless, then the therapist may

‘negotiate an alternative assign-

ment based on the parent’s per-
sonal goals. Because the assign-
ments are designed to provide
practice and review of what is
covered in the group session,
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discussion of the assignments
provides critical feedback to the
therapist. Each week, when par-
ents arrive at group, the thera-
pist returns to them the prior
week’s assignment together with
comments on it and the parents
put in their personal folder the
current week’s assignment and
check off whether they were
able to do the assignment or
meet their personal goal. The

®P arencal self-care is a
foreign concept among
low-income families, who are
so overwhelmed with daily
tasks or so limited by life
circumstances that thev feel
unable to provide for their

personal needs.”

personal folders, in addition to
being a method of self-monitor-
ing, are a private place for per-
sonal communication between
the therapist and parent. The
parents can make comments or
ask questions they do not want
to share with the entire group,
and the therapist can respond
personally and frankly. -
Parents® work within the
group includes concern about
self-care and self-nurturance,
which the supportive relation-
ship with the therapist facili-

tates. We have found the notion
of parental self-care to be a for-
eign concept among low-income
families, who are typically so
overwhelmed with daily tasks or
so limited by their life circum-
stances that they feel unable to
think about providing for their.
personal needs. For instance,
when we talked with them
about taking personal time for
no-cost or inexpensive plea-
sures, we met resistance: “[ can't
take care of myself—I can't af-
ford a sitter and ! can't leave my
children alone to take a walk.”
Or “I can’t go to a movie—I
don’t have a car or any money.”
Or “You've got to be kidding—
I've got enough to do!™ When
this happens, we brainstorm
with the group to come up with
a list of things they can do to
give themselves some relief from
parenting responsibilities.
Another group exercise di-
rected at self-care is to list typi-
cal daily stressors and positive
strategies for handling them.
Discussion on this topic includes
an exercise in which parents list
all possible obstacles to follow-
ing through with their self-care
plan and to think about ways to
counteract some of these obsta-
cles. As participants hear them-
selves express feelings of being
trapped by life’s circumstances
or dismiss their own personal
needs, they begin to identify ~
patterns of devaluing themselves
and discounting the need for
self-care. After they identify this
tendency, they are more likely to
understand its destructive results
and begin to brainstorm ways
they can accomplish this goal.
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When parents value themselves
and regularly act upon that self-
respect, they are able to be more
nurturing with their children
and to build relationships with
others in the group and their
community. Self-care is an im-
portant link between parents’
individual work and their ability
to become involved in their
community.

Developing a Sense of
Community

Our research with clinic
families shows that group train-
ing utilizing videotape modeling
is far more cost effective than is
one-on-one intervention and is
ar least as effective therapeuti-
cally (Webster-Stratron, 1984,
1989). Increased peer support is
another benefit of the group for-
mat and it in turn fosters greater
parental engagement and satis-
faction with the program. Par-
ent groups that are supportive
are an empowering environment
that decreases parents’ sense of
isolation. The group itself be-
comes a new source of support.

The therapist builds within-
group support by encouraging
debate and alternative views and
by trearing all viewpoints with
respect. The therapist keeps the
focus of the group on the par-
ents’ insights (versus therapists’
answers) and reinforces the par-
ents for sharing their reactions
and ideas so that every member
gradually feels comfortable par-
ticiparing in discussions. The
therapist tries to ensure that
parents’ insights and experiences
have relevance for everyone. He
or she may do this by translat-
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ing their stories into common
themes, such as breaking the
family curse of violence or hav-
ing the confidence to parent dif-
ferently from one’s parents. In
addition, the therapist utilizes
the videotapes to stimulate par-
‘ents’ discussion and sharing of
ideas. For example, videotape
scenes show parents interacting
with their children in natural
situations, such as during meal-
times, getting children dressed,
toilet training, handling disobe-
dience, and playing together.
Scenes depict parents respond-
ing in ways that may result in a
child continuing to misbehave as
well as in ways that successfully
end the conflict. The intent of
showing negative as well as pos-
itive examples is to reduce par-
ents’ sense of stigmatization and
guilt about their parenting prob-
lems and to illustrate how par-
ents can learn from their mis-
takes and those of other par-
ents. The videotapes are used to
stimulate group discussion and
problem solving, with parents
sharing their own experiences
and contributing solutions and
ideas based on their own experi-
ences with their children and on
their family’s cultural, class, and
individual background.
Within-group support is fa-
cilitated by group exercises. Sev-
eral times during the program
the therapist draws up a com-
posite list of child behaviors
that parents are working on so
that group members can see the
similarities in their issues as well
as appreciate their differences.
Another exercise is to ask the
group to discuss barriers and

advantages to parenting strate-
gies such as time out. The exer-
cises promote group cohesion as
well as attention to individual
goals, thereby increasing par-
ents’ commitment to and owner-
ship of the program.

A more direct way of build-
ing support systems is by assign-
ing everyone a parent “buddy”
in the second session. Buddies
are asked to call each other dur-
ing the week to talk about how
the homework assignment (e.g.,
praising, limit setting) is going.
Many parents are initially hesi-
tant about making these calls,
but as they experience the sup-
port they receive from these
conversations, they want to con-
tinue making these contacts.
Many fathers state that this is
the first time they had ever
talked to another father about
parenting. This assignment is
carried out every few weeks
throughout the program with
different “buddies” assigned
cach time. If a parent misses a
session, the buddy will call right
away to let the person know he
or she was missed and to inform
the parent about the coming
week’s material. When parents
share solutions with one anoth-
er that they view as appropriate,
the therapist reinforces and ex-
pands on these ideas. This ap-
proach highlights parents’ capa-
bilities, not their deficiencies,
and builds the group’s sense of
community.

In the parent group, par-
ents learn how to collaborate in
problem solving, how to express
their appreciation for one an-
other, and how to cheer one an-
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other’s successes in tackling dif-
ficult problems. They also leamn
to share their feelings of guilt,
anger, and depression as well as
their mistakes or their children’s
misbehaviors. These discussions
are a powerful source of sup-
port. By sharing feelings and ex-
periences the parents discover
their commonality. Feelings of
isolation decrease, and parents
become empowered by the
knowledge that their problems
are normal. This sense of group
support and kinship increases
parents’ feeling of commitment
to the group, as is indicated by
the following comments:

Mother: This group ks all sharing. it's

people who arent judging me, who

are aiso taking risks and saying,

“Have you tried this?” or “Have you
considered you might be off track?”

Father: You know when this pro-
gram ks finished, | will ahways think
about this group In spirit

Promoting Within-
Family Support

Parents often report con-
flicts with partners and grand-
parents about how to handle the
child’s problems, conflicts that
result in stress in relationships
and among individuals. There-
fore, in addition to building
support within the parent
group, the program also empha-
sizes building support within the
family and home. We encourage
every parent in the training pro-
gram to bring a spouse, partner,
close friend, or family member
{such as grandparent) with him
or her to provide mutual sup-
port. Our follow-up studies
(Webster-Stratton, 1985) as well
as those of others have indicated



FAMILIES IN SOCIETY - March/April 1997

that the greatest likelihood of
relapse occurs in families in
which only one person was in-
volved in the intervention.

During parent groups,
partners are helped to define
ways they can support each
other when one is feeling dis-
couraged, tired, or unable to
cope. We help parents general-
ize the principles learned in the
parenting program to relation-
ships in general: the importance
of having fun together; the
value of praise in all relation-
ships; the feeling of support
that comes from communica-
tion that is nonjudgmental, em-
pathic, and collaborative; the
value of sharing feelings; the ne-
cessity of setting limits and
complying with others’ requests
and limits; and the need to give
and receive support. Single par-
ents discuss ways they can use
the newly acquired skills to
screngthen other interpersonal
relationships, such as communi-
cation with bosses, boy-friends,
or grandparents. Finally, we be-
lieve parents’ self-care and abili-
ty to take some time to meet
personal needs strengthen their
ability to nurture and support
others in their family. Frequent-
ly, the energy used to care for
children, coupled with financial
constraints, leaves parents feel-
ing too exhausted to make
plans to spend time with each
other or with adult friends. Yet
time away from the child with a
partner or a friend can make
parents feel supported and ener-
gized, helping them gain per-
spective so they are better able
to cope with parenting.

Parents’ Involvement
In Schools and
Communities

Parents often report having
had stressful childhood experi-
ences with teachers or a school.
In addition to making parents
reluctant to become involved
with their child’s school, such
experiences make it difficult for
them to know how to work
with teachers in support of their
child’s education. If English is
their second language, they
often feel uncomfortable ap-
proaching teachers or even en-
tering the classroom. They fre-
quently talk about not knowing
what to ask teachers, how to
act in the classroom, and how
to develop a positive relation-
ship with teachers. Several
home assignments address this
problem by giving parents ex-
amples of questions they might
ask and ways they might share
their knowledge of their child
with teachers. For example, one
assignment, completed in a
group session, is a letter to the
teacher telling him or her what
they like about their child’s
classroom. Other assignments
include visiting the classroom,
going on a field trip with the
children, and taking their child
to the library. To support a par-
ent who is reluctant to ap-
proach a school or a teacher,
another parent will offer to visit
the same school on the same
day so they can help each other.
Parents are encouraged to have
individual meetings with their
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child's teacher and brainstorm
in their group about the kinds
of questions they can ask teach-
ers to promote collaboration.

Parents are included in all
opportunities for community
building. For example, we ap-
proach agencies in the commu-
nity for resources, including
funds for food for parent meet-
ings, toys for the day-care pro-
gram, space to house the parent
groups, and so forth. Parents ac-
company the therapist to the
schools, churches, Rotary clubs,
or businesses to create a sense of
ownership in the program and
support between the therapist
and parents as well as to en-
courage parents to advocate for
their needs and give them a
stronger sense of involvement
with their community.

In addition to promoting
parents’ involvement in the
school and community, we also
facilitate teachers’ involvement
with families. At the beginning
of the year we encourage teach-
ers to develop and send home
interest surveys (parents’ percep-
tions of their child’s interests
and temperament and ways par-
ents would like to be contacted)
as a way to get to know the
child and his or her family. Not
only do we present the parent-
ing program to teachers in
briefer form so they understand
what the parents are learning
and will support it, but we also
train them in positive classroom
management strategies. Our
teacher workshops cover such
topics as how to set up a
home-school behavior-incentive
program for behavior problems,
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how to develop positive relation-
ships with difficult students and
their parents, how to improve
the quality of parent-teacher
conferences, and the value of
home visits, weekly letters, and
positive telephone calls to fami-
lies. Some teachers are reluctant
to make home visits or tele-
phone calls: Some are unsure of
what to do or say; others fear
they will be perceived as intru-
sive if they call or request a
home visit; and others feel that
the demands on their time are
prohibitive. We try to counter-
act such reasoning by discussing
the advantages and disadvan-
tages of trying these strategies.
We try to help teachers under-
stand parents’ fears. At the end
of the year, parents and teachers
collaborate to develop transition
plans that outline their continu-
ing goals for the child, specific
strategies that have been effec-
tive with the child, and how the
parents wish to be involved in
their child's education.

Conclusion

A healthy society is built on
strong families and communities
and not on families alone, as
Family Service America’s 1995~
1997 strategic plan declared.
Parenting interventions must be
broad focused and delivered
within the communities where
the families live. They must be
designed not only to help par-
ents adopt parenting strategies
that promote their children’s so-
cial competence and reduce be-

havior problems bur also to give
them the support they need to
become engaged citizens collab-
orating with teachers, involved
in their schools and communi-
ties, and supporting one another
as parents. If we are successful
in promoting social support and
community involvement we will

. reduce the risk of parents mal-

treating children and strengthen
communities for all our children
in the long run. As a Head Start
mother and father state,

Head Start mother: That’s real im-
portant for me, you know, to have
the support group. | mean | have
my friends, but they don't really un-
derstand. Here, everybody that has
taken the dass has something in
common, you know, you can talk
to them. We are real supportive of
each other. You find out you're not
alone. you know, we could under-
Stand what each other was going
through. | meon everyone brought
into the group something that they
used in parenting that really
worked, you know, that’s another
thing about the dass, it’s not a set
class, you kind of take from other
people. You build your bridges—just
the support of being there i think fs
a majority of what helped me.

Head Start father: The first night |
went because I felt an obligation, |
couldn'’t walt for i to be over. |
looked at my wife and sold, “This Is
going to be ridiaslous, f'm going to
come here for 12 weeks and Esten
to two women | don't know teil me
how o raise my iddsI” By the time it
wus over, I'm thinking, “God, con
we get these peopie’s phone num-
bers and keep in contact?” 1 did a
compiete 180-degree tumabout.
The longer | was there the more |
got to kke the other parents. I wont-
ed to go early each week {o taik
with the other parents before the
class started. | Kke myself a lot better
now than | did then, and my wife
and | can talk more without yefing.
My kids aren going to be In Heod
Start next year, but, you know,
there’s anything [ can do to help {
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om more than willing, because it's
helped me out so much that I'd ke
to help someone ekse. You know
what else? I'm actually looking for-
ward to becoming more involved in
school next year, which ks some-
thing I never even thought about

It is noteworthy that the
Head Start parents quoted
above went on to be trained as
co-leaders for future parent
groups offered in their Head
Start centers.
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