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Attention Deficit / Hyperactivity Disorder (ADHD) is one of the most commonly 

diagnosed disorders of childhood. This study was designed to evaluate the effectiveness 

of combined parent training and structured group therapy with children diagnosed with 

ADHD. The study sought to evaluate the amount of parent training needed to lead to 

significant changes in children and parents. Families were assigned to a wait-list control 

condition or to one of two parent treatment conditions: a complete parent group or a 

handout-only group. Children participated in a seven session social skills and behavior 

management group. The treatments were designed to concurrently enhance skills of both 

parents and children. Dependent measures assessed change in the following three areas: 

(1) child symptomatic behaviors, (2) parental attitudes, and (3) parental behaviors. 

Results showed that the full parent group led to greater levels of improvement in both 

child behavior problems and parental feelings of stress and control. The full parent group 

also led to greater consistency in parenting methods. Findings in the study are discussed 

in the context of the parent-child coercive cycle model. 
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CHAPTER I 

INTRODUCTION 

Attention-Deficit / Hyperactivity Disorder (ADHD) is possibly one of the most 

commonly diagnosed disorders of childhood today. Nationwide prevalence estimates for 

the disorder vary widely based on the diagnostic criteria used, the population sampled, and 

whether Attention Deficit Disorder, predominantly inattentive type is included (Richters et 

al., 1995). Recent estimates suggest that between 3% and 10% of school-age children 

could be diagnosed with ADHD (Cantwell, 1996; DuPaul, Stoner, Tilly, & Putnam, 

1991). These children account for one-third to one-half of all referrals for child mental 

health services, which also contributes to the majority of the economic cost and suffering 

caused by childhood mental disorders each year (Richters et al., 1995). 

In general, practitioners agree that the core symptoms of ADHD consist of an 

inattention domain and a hyperactivity/impulsivity domain (Cantwell, 1996). The 

Diagnostic and Statistical Manual of Mental Disorders - Fourth Edition (DSM-IV; 

American Psychiatric Association, 1994) presents the disorder as having these two core 

dimensions with nine symptoms in each dimension (see Table 1 in Appendix A). An early 

age of onset (prior to the age of 7 years) is required, chronicity of the disorder must be 

greater than 6 months, and the symptoms must be pervasive as indicated by presence 

across two or more settings. Three possible variations of ADHD can be diagnosed using 

the DSM-IV system. A diagnosis can be made of a combined subtype demonstrating 



features of both the inattentive and hyperactive core dimensions, or a predominantly 

hyperactive or predominantly inattentive diagnosis can be made. It is widely recognized 

that across children and across settings within the same child, the symptom presentation 

may vary significantly (Cantwell, 1996). 

A review of the literature follows which will focus first on issues of etiology, 

comorbidity with other disorders, and outcome. Then research describing the use of 

group therapy with ADHD children and parent training will be presented. These reviews 

are designed to provide background for the present study and lend support for the 

rationale behind undertaking the study. Finally, the present study, which evaluated the 

level of parent involvement (concurrent with child treatment) needed to maximize positive 

outcomes, is described. 

Attention Deficit / Hyperactivity Disorder 

The etiology of ADHD is currently unknown. Research has investigated the 

pathophysiology of the disorder with mixed results (Lou, Henriksen, Bruhn, Borner, & 

Nielsen, 1989). Family genetic factors have also been questioned as etiological of ADHD 

with heritability estimates between .55 to .92 (Cantwell, 1996). Family studies have 

shown the disorder does run in close family members with support for a genetic rather 

than an environmental link (Barkley, 1990). Twin studies found a concordance rate of 

51% in monozygotic twins and 33% in dizygotic twins (Goodman & Stevenson, 1989). 

Adoption studies have also supported the theory that ADHD tends to run in families 

(Barkley, 1990). However, overall, researchers agree that no clear etiological cause or 

common pathway has been identified for the disorder. Cantwell summed it up by saying, 



"Most likely there is an interplay of both psychosocial and biological factors that may lead 

to a final common pathway of the syndrome of ADD" (1996, p. 979). 

Psychosocial factors are believed to contribute to the problems of ADHD even if 

they are not the underlying cause of the disorder (Cantwell, 1996). Various types of 

interpersonal relationship problems and family dysfunction are found in families of children 

with the disorder. Although these factors are not thought to be causative of the disorder, 

they do significantly contribute to the difficulties experienced by these children in a variety 

of settings. The psychosocial problems these children experience impact all areas of their 

life including their peer relationships, academic achievement, and parent-child 

relationships. 

Many children with ADHD come to the attention of mental health and medical 

professionals when they reach school-age. Lower levels of academic productivity and 

academic underachievement, when compared to their peers, are common occurrences in 

children with ADHD even when no known learning disability or intellectual deficit can be 

found (Barkley, 1990). Cognitively effortful work may be especially difficult for these 

children; thus, entering an academic situation causes an increase in their stress levels 

(Cantwell, 1996). In addition, laboratory research has shown that on tasks relevant to 

academic functioning, children diagnosed with ADHD exhibit a helpless style of 

responding. They give up more quickly, solve fewer problems, and report higher levels of 

frustration when compared to control children (Milich & Greenwell, 1991). Other 

symptoms common to ADHD (e.g., impulsivity, hyperactivity, and inattention) also pose 

problems for these children when they are placed in a classroom setting. 



Children with ADHD may experience repeated social failures and receive a limited 

amount of positive reinforcement from their social interactions with others (Hoza & 

Pelham, 1995). Peer relationship problems and diminished self-esteem have both been 

found to be more likely in children with this disorder than in control children (Barkley, 

1990). Difficulties in interpersonal relationships are a frequent focus in treating children 

with ADHD. These children are likely to be disliked and rejected by their peers. Cantwell 

(1996) describes these children as lacking in "social savoir-faire" which involves an 

inability to read social cues. These interpersonal difficulties are highly significant because 

"disapproval by age-mates during childhood has been strongly associated with poor 

prognosis, including such maladaptive outcomes as school dropout, delinquency, and 

general risk for psychopathology" (Hinshaw, 1996, p. 287). 

Repeated rejections and perceived failures can lead to the development of 

comorbid disorders. This may begin with noncompliant behaviors and then evolve into 

oppositional defiant and conduct disorders (Richters et al., 1995). Biederman, Newcorn, 

and Sprich (1991) reported rates of comorbid disorders for clinically referred children with 

ADHD to be 30% to 50% for conduct/oppositional disorders, 15% to 75% for mood 

disorders, 25% for anxiety disorders, and between 10% and 92% for learning disorders. 

Cantwell (1996) estimates that "as many as two thirds of elementary school-age children 

with ADD who are referred for clinical evaluation have at least one other diagnosable 

psychiatric disorder" (p. 981). Comorbidity complicates both the diagnostic and the 

treatment process. It also can have a significant impact on the prognosis of each case. 



ADHD is classified in the DSM-IV as a childhood disorder, and originally it was 

believed that the symptoms would abate by adolescence or early adulthood (DuPaul et al., 

1991). However, more recent research has indicated that children do not always outgrow 

their symptoms and up to 70% continue to experience difficulties in adolescence and 

adulthood (Richters et al., 1995). These problems can include, but are not limited to, 

overactivity, poor school or work performance, peer rejection, police contacts, suspension 

or expulsion from school, chronically low levels of self-esteem, and drug use. Cantwell 

(1985) described three potential outcomes for children diagnosed with ADHD. First, the 

"developmental delay" outcome which may occur in 30% of cases. With this presentation, 

sometime in early adulthood the symptoms of ADHD abate to a level that does not cause 

significant impairment. The second outcome is the "continual display" outcome which is 

estimated to occur 40% of the time. In this type, ADHD symptoms continue throughout 

adulthood and may be joined by a variety of social and emotional difficulties. The other 

alternative, which may be present in 30% of cases, is the "developmental decay" outcome. 

Not only is there a continuation of ADHD symptoms, but there is also a development of 

more serious comorbid psychopathology such as alcoholism or antisocial personality 

disorder (Cantwell, 1985). 

Based on recognition of the problems ADHD can cause for children as they grow 

up, and the possibility for continued difficulties into adulthood, many researchers have 

focused attention on developing effective treatments. Pharmacological treatment has been 

the primary intervention used in the United States. It has been estimated that 

approximately 2% of all elementary school-age children are currently taking medication 



for hyperactivity (Richters et al., 1995). Stimulant drugs have been shown to have short-

term effectiveness in reducing the core ADHD symptoms such as inattention, 

hyperactivity, and off-task behaviors. Positive effects have also been found for parent-

child interactions, peer relationships, problem-solving abilities, and academic abilities 

(Richters et al., 1995). However, there are areas of concern regarding the use of stimulant 

medication and areas of ineffectiveness. There is evidence to suggest that stimulant 

treatments do not help with oppositional and conduct problems or with the aggressiveness 

sometimes evident in ADHD children (Weiss, 1990). Medication also does not lead to 

long-term improvements, and the symptoms of ADHD typically recur as soon as the 

medication wears off. Side effects to the medication are also a concern. Common side 

effects for stimulants include decreased appetite, insomnia, stomachache, headache, and 

irritability (Cantwell, 1996). Concern over medication causing growth suppression has 

also been raised; however, Cantwell (1996) argues that growth suppression appears to be 

due to excessive dosage, if it occurs at all. Finally, a concern with the effectiveness of 

using medication to treat ADHD is the extent to which behavior is normalized across all 

settings. Frequently, improvements in classroom and structured situations can be 

identified when medication treatment is used, but similar improvements in behavior at 

home is not evident (Richters et al., 1995). 

"The realization that ADHD children's multiple deficits are often not adequately 

managed by stimulant treatment alone has led to the use of other interventions, separately 

or combined with medication" (Abikoff & Hechtman, 1996, p. 343). Behavioral 

interventions, including behavior modification programs, have been widely used and 



studied to help ADHD children manage their own behavior. Behavior management 

programs for children typically involve either directly implementing a system of reward 

and response cost procedures in the classroom, or teaching behavior management 

procedures to parents and teachers (Hinshaw, 1996). Unfortunately, findings in studies of 

behavioral treatments are not always positive. Also, it appears that improvements 

frequently do not generalize to other settings (Abikoff & Hechtman, 1996). 

Cognitive-behavioral therapies have focused on teaching children problem-solving 

skills, self-regulation, and internalized self-talk. These types of interventions have been 

shown to produce both increased self-control and the use of specific coping strategies by 

hyperactive children (Richters et al., 1995). However, similar to behavioral treatments, 

studies have shown a limited amount of generalizability across settings for the skills 

learned in cognitive-behavioral treatments. 

The limited effectiveness of single or even dual treatments for ADHD led to a 

more concerted look at a multimodal approach to treatment, including parent training. 

"Parent management training is almost the sine qua non of psychosocial interventions with 

ADD," stated Cantwell (1996, p. 983). The lack of generalization of many treatments 

from the school setting to home behavior makes it important to implement treatment in the 

home. Parent training which includes child behavior modification techniques has been 

shown to improve the behavior of hyperactive children both at home and at school 

(Barkley, 1990). When medication treatment is combined with this parent training, 

improvements in the symptoms of inattentiveness and impulsivity are also seen. Another 

important benefit attained from parent training is the increase in parents' own self-
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confidence and a decrease in family stress (Cantwell, 1996). Horn et al. (1991) 

recommended the use of a combination of parent training, child self-control training, and 

school consultation to receive maximum benefits and reduce the level of medication 

needed for behavioral control. 

Group Therapy with Children with ADHD 

Group therapy with ADHD children is a viable way of providing treatment to a 

large number of children, while simultaneously providing them with social feedback from 

children their own age. Rose and Edleson (1987) encouraged the use of group therapy 

with children because it provides an opportunity for each child to receive feedback about 

the types of behaviors that are annoying to others as well as the behaviors that are 

accepted and even enjoyed by others. This immediate feedback is highly useful for a child 

with limited social awareness and a poor track record of interactions with other children. 

The group therapy setting provides the structure and adult control necessary for 

constructive feedback to be given, and the information to be digested and learned. 

Hinshaw (1996) considers it crucial that treatments with disruptive children address the 

domain of interpersonal interactions. He states that peers may be the "toughest audience," 

but they are also vital in the assessment of actual treatment gains. 

A second reason group treatment is recommended with disruptive children 

involves the variety of opportunities available for reinforcement (Rose & Edleson, 1987). 

The group can be structured by the leader to provide numerous opportunities for 

reinforcement by the adults leading the group and through mutual peer reinforcement. 

Hoza and Pelham (1995) suggested that ADHD children often experience an abnormally 



high level of negative reinforcement from their environment due to the pervasive and 

persistent nature of their social and behavioral difficulties. These negative experiences are 

likely to lead to an overall negative self-perception and a negative set of expectations 

regarding their own abilities. High levels of positive reinforcement, including 

reinforcement from peers, could be helpful in overcoming or restructuring this negative 

mind set. In addition, learning to give positive feedback to others is an important social 

skill that is highly valued in our society (Rose & Edleson, 1987). As the children are 

encouraged to reinforce their peers and learn to do so on their own, they will be 

reciprocally reinforced which will lead to an eventual increase in mutual liking. 

A few studies have been conducted that specifically examined the effectiveness of 

group therapy with ADHD children. Abramowitz (1976) analyzed the existing literature 

involving group treatments with children. Findings at that time were mixed with 

approximately one-third of the studies showing positive results after a treatment group, 

one-third demonstrating mixed results, and one-third producing null findings. In general, 

groups involving behavioral treatments were somewhat more effective than other forms of 

treatment; one study found the most robust effects to be for groups combining behavioral 

and play techniques (Abramowitz, 1976). The author recommended continued study of 

group therapy with children and improved study methods. In a more recent review, Hoag, 

Corelli, and Burlingame (1996) conducted a meta-analysis of studies reporting on group 

therapy for children and adolescents, including studies from 1974 to 1994. When group 

treatments for children with externalizing disorders were compared with a wait-list or 

placebo control groups, their analyses found an overall effect size of .64 = .001). They 
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reported results indicating that group therapies for children have improved in quality and 

effectiveness over time. It is possible that the quality of the research with children in 

group therapy improved during this time or that the psychometric instruments used to 

measure change became more sensitive; however, overall the meta-analysis provided 

support for the usefulness of group therapy with children. 

Several studies have evaluated the effect of group therapy specifically with ADHD 

children. Cocciarella, Wood, and Graff Low (1995) developed a brief behavioral group 

model for latency-age children diagnosed with ADHD. Their study consisted of seven 

children who completed a seven session treatment group consisting of a behavioral 

treatment, social skills training, and parent education. The 90 minute group meetings 

involved training in a skill, a planned activity, and free play time. Children were reinforced 

for prosocial behavior using a "star" system, and parents were encouraged to use a similar 

system at home. Parenting groups were held four to six times and involved discussions of 

problems or successes, practice in behavior-management strategies, and information 

regarding ADHD. They found significant reductions in children's impulsive behaviors 

both at school and at home; however, this study did not include a comparison group or 

long-term follow-up evaluations. 

Kendall and Zupan (1981) evaluated the effectiveness of individual treatment 

versus group treatment with children described as having problems with self-control. 

Thirty children were referred to the study by their teachers. They were then randomly 

assigned to individual treatment, group treatment, or a non-specific group treatment 

control condition. Each child participated in 12 sessions. Both treatment conditions 
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employed cognitive-behavioral treatment methods including verbal self-instructional 

training via modeling, response-cost contingencies for errors, and social rewards for 

correct performance and behavior. The individual and group treatments employed the 

same tasks, feedback methods, and cognitive-behavioral training. The non-specific control 

group also participated in twelve sessions using psychoeducational tasks, interpersonal 

play situations, and discussion of the same problem situations as the treatment conditions. 

The only difference was the lack of specific training in verbal self-instructions and other 

cognitive behavioral techniques that were provided to the treatment groups. Their results 

indicated teacher-rated improvements in self-control for the children in both the individual 

and group treatments when compared to the non-specific condition. In addition, 

evaluation of the clinical significance of these improvements revealed that ratings of self-

control for both the treatment conditions had improved to within one standard deviation of 

the normative mean. There was no significant difference between the two treatment 

conditions; however, the treatment provided was basically identical. 

Parent Training 

Interest in parent training can be observed not only by the increase in research in 

this area, but also by the proliferation of "how-to" books and parenting programs designed 

to help parents with difficult children (Wiese, 1992). The typical goals of most parent 

training programs are to improve parental competence, reduce parental stress, and 

improve the quality of interactions between parents and their children (Morgan, Nu'Man-

Sheppard, & Allin, 1990). These goals are usually pursued through a structured program 

that provides parents with information about their child (e.g., their child's disorder, or 
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normal developmental stages), and information on discipline such as reinforcement, time-

out procedures, and other child-management techniques. These programs address the 

problems most frequently experienced in families with difficult children which can include: 

inconsistent limit setting, authoritarian parenting styles, unreasonable expectations, low 

levels of positive reinforcement, and lack of "fit" between child temperament and parent 

style (Morgan et al., 1990). Numerous programs have been developed and studied with 

mixed results, and attempts have been made to understand which characteristics of families 

are likely to increase the success of training (e.g., Estrada & Pinsof, 1995; Webster-

Stratton, 1985). 

In evaluating why parent training might be effective, Danforth, Barkley, and 

Stokes (1991) used a model based on Patterson's coercion theory. They suggest that both 

stimulant medication for ADHD children and parent training for their parents may be 

effective because they interrupt coercive interactions between parents and children while 

lowering the level of aversive behaviors. All parent-child interactions are considered to be 

both a cause and an effect. "Parental techniques such as praise, corporal punishment, and 

ignoring are responsible for some behavioral characteristics of the child, but are also a 

result of environmental influences that include the child's behavior, such as the child's 

affectionate hugging or constant crying" (Danforth et al., 1991, p. 704). Explanation of 

the coercive cycle can be better presented with an example. Aversive behaviors by the 

parent (e.g., spanking) might inhibit a child's aversive behaviors (e.g., arguing). If the 

parent spanks the child, there is a probability that the child will stop arguing in response to 

this aversive consequence; however, spanking could also work in the opposite direction by 
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escalating the child's arguing. The child reacts to the parent and attempts to influence and 

stop the parent's aversive behavior (spanking). As the child argues more or becomes 

louder, the parent is likely to give up trying to control the child. Thus, the aversive 

parenting behavior is withdrawn (e.g., a command to clean one's room), and a cycle is 

developed for future interactions between the parent and the child. This cycle results in a 

schedule of variable ratio reinforcement for the child. The child learns that withdrawal of 

parent aversive behaviors will eventually occur. When this will occur is not predictable, 

but the eventual occurrence is predictable. This is consistent with a variable ratio schedule 

of reinforcement which has consistently been found to be the most powerful reinforcement 

schedule and the hardest to eliminate. This child will continue trying to get the parent to 

"give-in" for a significant length of time after the parent attempts to change the cycle 

because the child 'believes' the parent will eventually break down. Therefore, it is 

important that parents stay with their attempts to change the cycle, and they will benefit 

from therapeutic support while attempting to make these changes. 

In their review of studies evaluating the interactions between mothers and ADHD 

children (i.e., Barkley, Karlsson, & Pollard, 1985; Mash & Johnston, 1982), Danforth et 

al. (1991) noted that, in general, parents of hyperactive children give more attention to 

overactive or impulsive behaviors than to positive or appropriate behaviors. They also 

initiate more verbal redirection, issue more commands to their children, and engage in 

more overall verbal reprimands and corrections versus engaging in positive conversations 

or nondirective conversations. This pattern continues into adolescence, frequently 

escalating into put-downs and criticisms. Conversely, these parents spend less time than 
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parents with non-ADHD children attending to positive behaviors. The researchers 

hypothesized that parents with demanding or overactive children might be so relieved to 

have a break in the disagreements that they prefer not to interact with their children when 

things are going well. These patterns of behavior between mothers and their children are 

consistent with the coercion model of interaction. Parents with more disruptive children 

(e.g., children diagnosed with ADHD) tended to engage in more aversive behaviors 

themselves when interacting with their children (e.g., reprimands, redirection, negative 

attention) as compared to parents with non-disordered children. 

Following from this model, Danforth et al. (1991) proposed that both medication 

trials for the children and parent training courses for their parents would decrease these 

vicious cycles of interaction, thereby improving parent-child relationships and decreasing 

aversive behaviors. The studies reviewed supported this hypothesis. In general, it appears 

that ADHD children are highly demanding for their parents due to their overactive, 

impulsive, and occasionally aggressive behaviors. This leads to impatience, efforts to 

control, and redirection by the parent. Parents also provide fewer rewards, more negative 

messages, and more direction which is likely to increase noncompliant behaviors in 

children. 

Medication programs and parent training programs might be successful because 

they include similar processes. Both appear to interrupt coercive interactions by 

lowering the base rate of aversive behaviors and thus removing opportunities for 

behaviors in one person's repertoire to be negatively reinforced by immediate 
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withdrawal of aversive behavior from the other person's repertoire. (Danforth et 

al., 1991, p. 719) 

Several studies investigated the impact of parent training on the child's symptoms 

of ADHD. For example, Pisterman et al. (1992) conducted a study of group parent 

training for parents with preschool age, hyperactive children. Fifty-seven parents initially 

agreed to participate in the 12-session group format or to be placed on the delayed 

treatment waiting list. The group sessions focused on compliance training which included 

positive reinforcement for desired behaviors and time-out for noncompliance. Overall, the 

training was shown to increase children's compliant behaviors significantly; however, it 

was not found to have any effect on symptoms of inattention. Parental behavior also 

showed significant changes in that more appropriate commands were used and more 

positive feedback was given to children. 

Other studies have also found significant post-treatment gains in both child and 

parent functioning including decreases in parent stress and increases in parenting self-

esteem (Anastopoulos, Shelton, DuPaul, & Guevremont, 1993); improvements in child 

behavior (Dubey, O'Leary, & Kaufman, 1983); increases in mothers' use of positive 

attention (Pollard, Ward, & Barkley, 1983); and generalization to child behaviors not 

taught in the course (Morgan et al., 1990). In addition, these results have been found to 

be maintained after both short and moderate-term follow-ups. Investigating long-term 

maintenance, Forehand and Long (1988) reviewed the progress of adolescents seven years 

after their parents completed a parent training program. They found few differences 
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between the group that received treatment and a community control group, except for 

reports from school indicating the treatment group was performing less well academically. 

Long, Forehand, Wierson, and Morgan (1994) extended this study to examine the 

progress of these children as they entered young adulthood and found no significant 

differences from the community control group on various measures of delinquency, 

emotional adjustment, academic progress, and relationships with parents. The general 

effectiveness of parent training has been demonstrated, but many researchers question why 

some families do not benefit from training and what the exact mechanism of change might 

be (Serketich & Dumas, 1996). 

Rickert et al. (1988) believed that noncompliance in children should be the primary 

target of parent training modules; however, they extended this idea to include 

investigation of what type of parent training might be most effective. Their program was a 

6 week group with 7 parents, each with a noncompliant child. Group training was 

provided in two stages. The first stage involved solely didactic training in the parenting 

skills desired. The second stage involved competency-based training, in which parents 

actively practiced the skills in role play situations and received immediate feedback on 

their performance. Their results indicated that limited skill acquisition occurred in the 

didactic setting. However, 12 week follow-up assessments revealed above baseline 

performances were maintained over time after the competency-training was completed. In 

addition, the parent training also resulted in positive changes on all self-report measures 

including descriptions of child's behavior at home, symptom checklists, and parent attitude 

measures. In interpreting these results, however, it is important to consider the design of 
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the study. Due to the overlapping treatment conditions, it is difficult to ascertain exactly 

what led to the noted improvement. It is possible that the didactic training evidenced a 

delayed effect; or it could be the combination of didactic training and competency training 

that was effective. These are important factors being considered in the design of the 

present study. 

One additional concern in evaluating the effectiveness of parent training has been 

child age. For what age groups of children does it work? In a comparison of training with 

mothers who attended group parent training, Ruma, Burke, and Thompson (1996) 

compared the results in children's behavior for 304 families. Overall, the severity of the 

child's problems was the most significant predictor of improvement after parent training. 

When the sample was divided by age groups, adolescents had the most pre-treatment 

behavioral problems, and also showed the least clinical gain. Families with older children 

have also been found more likely to drop out of treatment (Dishion & Patterson, 1992), 

perhaps because of the severity of dysfunction in these families. In general, studies have 

supported the hypothesis that parent training is at least potentially effective for all age 

groups of children. However, it is important to consider the age of children and the level 

of dysfunction or difficulty in the family in developing treatment-compliance components. 

In summary, research has found support for the benefit of group therapy for 

children in that it provides many opportunities for the development of social skills, peer 

feedback, and positive interactions with adults (Rose & Edleson, 1987). A recent meta-

analysis (Hoag et al., 1996) found group therapy with children to be more effective than 

no treatment, and several studies listed above supported this finding. Kendall and Zupan 
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(1981) reported effectiveness for group or individual therapy teaching children to use 

cognitive-behavioral methods of self-instruction. Cocciarella et al. (1995) found that their 

combination of a social skills training group for children and a parenting group led to 

significant reductions in children's impulsive behaviors. Additional studies of parent 

training found support for this intervention. Pisterman et al. (1992) reported positive 

impact on children's noncompliant behaviors when parents were taught methods of 

positive reinforcement and time-out for noncompliance. Parent training was found to have 

less impact on inattentive behaviors. Parent training has also been found to have a positive 

impact on parent stress and parent self-esteem (Anastopoulos et al., 1993). Finally, 

Rickert et al. (1988) recommended that parent training should focus on noncompliance in 

children and found beginning support for the need for parents to be actively involved in 

training, not simply receiving didactic instruction for maximal gains to be achieved. 

Present Study 

The present study was designed to evaluate the impact of differing levels of 

interventions with parents of ADHD children while the children participated in a 

concurrent child treatment group. The effectiveness of parent training has been shown in 

numerous studies (e.g., Anastopoulos et al., 1993; Dubey et al., 1983; Pollard et al., 1984) 

and has been shown to have lasting effects on children's behavior (Forehand & Long, 

1988; Long et al., 1994). However, it is unclear what exactly leads to these 

improvements. Do problems in these families improve simply when information is 

provided to parents, or is a "hands-on" approach to training necessary to see significant 

gains? The current study had a parent training group which received a combination of 
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didactic and hands-on experiences, whereas a separate group of parents received only 

written instructions regarding the skills being taught to their children and the 

complimentary parent skill. 

As mentioned above, the study combined parent training with child group therapy. 

Most studies have looked only at the impact of parent training, with few comparisons 

combining both child and parent interventions. ADHD is a complicated disorder that 

contributes to many difficulties for children and their parents. A multimodal treatment 

intervention is believed necessary to help address all levels of difficulty in these families. 

In the past, medication for ADHD children has been the treatment of choice. However, 

this has been found to be insufficient for many families. Even when medication is effective 

at decreasing behavioral symptoms, problems frequently still continue at home. It is not 

uncommon for hyperactive children to take their medicine at school only; thus, home 

management remains a concern (Dubey et al., 1983). It was hypothesized that teaching 

the children techniques for managing their own behavior as well as teaching parents 

behavioral management skills would significantly impact these problems that arise at 

home. 

The child group focused on teaching six basic skills: paying attention, following 

directions, accepting limits, problem solving, building self-esteem, and staying calm. 

These skills were chosen and developed based on evaluations of the diagnostic criteria for 

behavioral disorders, concerns typically expressed by parents and teachers of children with 

behavioral disorders, and reviews of the literature (e.g., Barkley, 1990; Frazier & Merrell, 

1997; Guevremont, 1990). The actual skills and scripts for teaching the skills were based 



20 

on a compilation of skills from several sources (Barkley, 1990; Dowd & Tierney, 1992; 

Sheridan, 1995) The skills taught in the groups (described below) specifically address 

hyperactivity, impulsivity, and inattentiveness - the three broad categories of symptoms for 

the ADHD spectrum disorders presented by the DSM-IV. However, since these three 

categories are so broad and vague, more specific and practical behaviors were targeted for 

treatment. This is consistent with the suggestion of Frazier and Merrell (1997) who 

stated, "rather than trying to treat the core symptoms of ADHD, target the behaviors that 

are causing the child difficulties in daily functioning" (p. 457). Based on this 

recommendation, the following 6 skills were chosen for the current intervention. 

The skill of paying attention (skill one) was designed to deal primarily with the 

difficulties of attending to tasks. This skill was chosen first, due to the need for acquiring 

this skill before any others could be achieved. For example, it will be difficult if not 

impossible, for children to follow directions if they are not paying attention first. So, the 

skill of paying attention was chosen as the first skill in this group. Subsequent skills of 

following directions (skill two) and accepting limits (skill three), built on this initial skill 

and addressed the primary concerns of caretakers when they bring their children to 

treatment. Teachers and parents are generally distressed because the child will not follow 

directions, complete tasks, or accept limits in appropriate ways. These skills were added 

to the children's group to increase child compliance with adult requests, resulting in more 

positive interactions between caretakers and the child. These skills also focus on the issue 

of hyperactive behaviors by teaching children to sit still and listen, and by practicing these 

skills in the group. This set of skills is similar to those described by Tremblay et al. (1991) 
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as self-control skills. In their groups, they also focused on themes such as "look and 

listen," "following rules," "what to do when I'm angry," and "how to react to teasing." 

The skill of problem solving (skill four), addressed the difficulties of impulsivity 

and hyperactivity, as well as the poor peer relations children with ADHD typically 

experience. Problem solving helps children learn to stop and think before they act, and to 

evaluate the impact of their behaviors. If ADHD children are able to acquire this skill, 

they will be less likely to aggravate and push away their peers with such behaviors as 

cutting in line, not waiting their turn, or behaving aggressively. This was similar to the 

conceptual problem solving training used by Kendall and Wilcox (1980) to teach children 

to solve psychoeducational problems using a six-step problem-solving sequence and to the 

self-control skills of Tremblay et al. (1991). Teaching self-control or anger management 

(skill six) built on this skill, by providing children with instruction on how to calm 

themselves down when they are feeling frustrated, or how to remove themselves from a 

aggravating situation. This skill was placed at the end of the group due to the pacing of 

the parent group which focuses on Teaching Self-Control in the sixth session. 

The final skill to discuss, building self-esteem (skill five), was chosen based on the 

literature of the negative impact behavioral disorders have on children's self-esteem 

(Barkley, 1990). These children experience high levels of correction from adults due to 

their behaviors, and high levels of rejection by their peers. This can lead to feelings of 

inadequacy, ineffectiveness, depression, and an overall description of the self as "a bad 

kid." The authors of the children's group felt this skill was vital in helping children 
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achieve a belief in their own self-efficacy, leading to greater efforts at practicing and 

achieving success with the other five skills. 

In summary, this study evaluated a bimodal treatment intervention as concurrent 

skills were taught both to children and to their parents. Treatment was structured so that 

parents and children learned complimentary skills. For example, while children were 

taught in their therapy group a method for following directions, parents were taught a 

method for giving good directions. By teaching skills concurrently, parents and children 

learned the same language for these skills and were "on the same page." 

Overall, this study was designed to address two major research questions: (1) 

Does group therapy with ADHD children combined with parent involvement lead to 

significant improvements in behavioral symptoms and parent-child interactions? (2) What 

level of parent involvement (didactic handouts alone, or didactic handouts combined with 

hands-on training) is necessary to find significant improvements? It was expected that two 

general changes were needed for family improvement to be noted. First, children must 

learn to manage their own problem behaviors, including improved social skills, greater 

compliance, and increased self-esteem. Second, changes must be made in parents' 

attitudes and behaviors toward their children. As parents came to view their children 

more positively, they would act more positively toward their children. This is important 

because research has suggested that changes in parents' interactions with their children are 

the best predictors of future child adjustment (Patterson & Forgatch, 1995). Changes in 

parental behaviors were also important and included: more positive reinforcement, more 

consistent discipline, and more reasonable expectations of their children. As presented by 
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Danforth et al. (1991), based on Patterson's coercion theory, a cycle is set up that involves 

both parent and child behaviors. It was necessary to address both pieces of this cycle in 

order to effect significant change. Therefore, this study did not evaluate these pieces 

separately, but focused on the presentation of complementary child and parent skills. Only 

the level of training provided to the parents was manipulated in the present study. 

Main Hypotheses 

1. Parent training and parent handouts both would evidence significantly more 

improvements in children's behavior problems than a wait-list control condition. This is 

supported by past research showing the effectiveness of treatment versus no treatment 

(e.g., Kendall & Zupan, 1981). 

2. Both parent groups would lead to an increase in positive parental attitudes and 

behaviors toward their children when compared to the wait-list control group. This is 

believed to be due to the coercive cycles that frequently develop between ADHD children 

and their parents. Change in one part of the cycle (e.g., parent attitude) is likely to lead to 

changes in other parts (e.g., parent and/or child's behavior; Danforth et al., 1991). 

3. The parent training group would be more effective in decreasing children's 

behavior problems than the parent handout condition. The opportunity for interactive 

methods of training in the parent training group is expected to produce more significant 

and lasting change than that provided by the handout only condition. There is some 

evidence that direct practice during training is more effective than simple didactic 

presentations (Rickert et al., 1988). 
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4. Similarly, greater changes in parent attitudes and behaviors would be found for 

the group receiving the direct parent training as opposed to receiving only parent 

handouts. 

Supplemental Hypotheses 

1. Changes in parent attitudes and behaviors were expected to be correlated with 

changes in child's behavior. 

A. Parental locus of control - Parents were expected to move from having 

a high external locus of control to a more internal locus of control. Parents with coercive 

or difficult children have been found to exhibit an externalized locus of control and 

therefore to believe they have little control over their children (Roberts, Joe, & Rowe-

Hallbert, 1992). Parents who perceive treatment for their child to be more effective (e.g., 

child behavior problems decrease) have been found to be able to frame this as based on 

methods employed by themselves after parent training (e.g., internal locus of control; 

Roberts et al., 1992). It was hypothesized that this study would replicate this finding by 

combining a child group and a parent group which was expected to maximize treatment 

benefits. 

B. Parental stress - It was hypothesized that the two treatment groups 

would lead to a greater decrease in parental stress when compared to the control group as 

has been demonstrated by previous parent training studies with ADHD children 

(Anastopoulos et al., 1993) and conduct disordered children (Webster-Stratton, 1990). 

This decrease in parental stress would then be related to subsequent decreases in child 



25 

behavior problems as aversive parent behaviors decreased in the coercive cycle previously 

described. 

C. Parental behaviors - It was expected that the two treatment groups 

would lead to a greater increase in positive parent-child interactions when compared with 

the wait-list control. This increase in positive behaviors by the parent would then be 

related to a subsequent decrease in child behavioral symptoms (Danforth et al., 1991). 

2. Children with more severe problems would benefit less from group therapy and 

parent training (Ruma et al., 1996). 

3. Older children would be likely to experience more severe problems (Ruma et 

al., 1996), and (as noted in 2 above) would show less overall improvement. 

4. Parent training effectiveness would be attenuated by low social-economic status 

(McMahon, Forehand, Griest, & Wells, 1981; Webster-Stratton, 1985). 



CHAPTER II 

METHOD 

Participants 

The participants in the children's group were 60 children between 7 and 12 years 

old who had a diagnosis of ADHD. Participants in the parenting groups were at least one 

parent of each child from the 30 children in the parent group condition. Participants were 

primarily of Caucasian descent with 17 participants listing a minority background. The 

study was advertised locally, and families were self-referred to the treatment sites. 

Treatment groups were conducted at the University of North Texas Psychology Clinic and 

in a private psychology practice in Lubbock, Texas. Further control group families were 

recruited in a treatment facility in Tulsa, Oklahoma. Families were randomly assigned to 

either a wait-list group (control group), to a child group with concurrent parent group 

(condition one), or to a child group with parent handouts only (condition two). 

Measures 

Families completed the assessment battery both prior to and following completion 

of treatment or the wait-list period. Consent was obtained from the parents prior to 

beginning the pre-screening phase of the study (consent form reproduced in Appendix C). 

The battery consisted of measures administered both to parents and to children, and one 

teacher report form. During pre-screening, parents were asked to rate their child's 

behavior and their own attitudes and behaviors for the last 6 months. There was a 
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demographic questionnaire (see Appendix D) designed to assess important coexisting 

characteristics of each child and family that might influence treatment effects (e.g., child's 

medication status, past treatments, parent education level). The parents then completed 

the following measures, the first two to evaluate their perceptions of their child's behavior, 

and the last three to evaluate parental attitudes and behaviors. At the end of the treatment 

or after approximately seven weeks, they were asked to complete the assessment battery 

again including an update form (Appendix E) in place of the demographic questionnaire. 

The assessment measures are described below: 

(1) Behavior Assessment Scale for Children (BASC; Reynolds & Kamphaus, 

1992). This checklist provides both an overall total problem score (Behavior Symptom 

Index) and three broadband problem behavior factors, Internalizing symptoms, 

Externalizing symptoms, and Adaptive Functioning. Both the BASC parent form and 

teacher form were used to provide for easier comparison. Analyses in this study used T-

scores from the overall BASC Behavioral Symptom Index scale where a score of 60 - 69 

is considered to be in an at-risk range, and above 70 is in a clinically significant range. 

The BASC was created conceptually to evaluate areas relevant to assessment and 

identification in clinical and educational settings. Each item on the BASC contributes to 

only one scale, preserving the distinctiveness of each construct and making elevations on a 

scale easier to interpret (Reynolds & Kamphaus, 1992). 

The authors provided validity and reliability evidence for the measure which have 

subsequently been replicated by additional studies (Doyle, Ostrander, Skare, Crosby, & 

August, 1997; Flanagan, Alfonso, Primavera, Poval, & Higgins, 1996; Vaughn, Riccio, 
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Hynd, & Hall, 1997). These studies found high correlations between the BASC and 

Achenbach Child Behavior Checklist (r's from .60's-.90's; Achenbach, 1991). The BASC 

appeared to be a better discriminator of the ADHD primarily inattentive subtype with the 

BASC teacher form being the best overall predictor of ADHD (Vaughn et al., 1997). 

When distinguishing between children without ADHD and those with ADHD plus a 

comorbid externalizing disorder, Doyle et al. (1997) found the following sensitivity and 

specificity rates: BASC sensitivity = .92 and specificity = .68; CBCL sensitivity = .83 and 

specificity = .82. Internal consistency reliability averaged .80 but increased with age to 

almost .90 for adolescents. Test-retest showed high reliability for both a one month 

(correlations ranging from .80 to .90) and a seven month delay (median correlations of 

.69). The lowest reliabilities were for the adolescent scale of the BASC which was not 

used in the present study (Reynolds & Kamphaus, 1992). Overall the BASC was chosen 

for this study due to its separation of the inattentive/hyperactivity scales which is not done 

on the CBCL and the recent findings of its being a better instrument in discriminating 

between children with and without ADHD (Vaughn et al., 1997). 

(2) Conners' Parent Rating Scales - Revised, short form (CPRS - R(s) or CPRS-

27; Conners, 1990). This study used the short form of the Conners' Revised Checklist, a 

27 item rating scale completed by parents. This short form focuses specifically on 

behaviors associated with the attention deficit syndromes and includes the following scales 

from the CPRS-R (48): oppositional behaviors, cognitive problems/inattention, 

hyperactivity, and an overall ADHD index. Analyses used T-scores for the major scales 

where a T-score of 60 - 69 is considered clinically relevant, and a score above 70 is 
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considered clinically significant. The CPRS-R (48 items) has been widely used in 

treatment outcome studies of ADHD, particularly studies of medication effects. The short 

form was used in this study as a screen for ADHD symptoms to confirm the prior 

diagnosis as well as to evaluate the severity of symptoms for each child. 

Norms for the CPRS were reported by Goyette, Conners, and Ulrich (1978). The 

test-retest reliability of the CPRS- 93 factors range from .40 to .70. Good reliability was 

confirmed in follow-up studies as well (Glow, Glow, & Rump, 1982). No significant 

differences have been found between mother and father ratings, and parent-teacher 

correlations are acceptable although somewhat lower. The validity of the scales has been 

evaluated in numerous studies. Overall the scales have been shown to assess important 

constructs and to have strong predictive abilities in the description of childhood behavioral 

problems (Conners, 1990; Ross & Ross, 1982). In particular, the Hyperactivity Index has 

been shown to be an effective primary screener for ADHD and to be related to other 

established methods of diagnosis of ADHD, such as physician decisions (Conners, 1990). 

Conners, Sitarenios, Parker, and Epstein (1998) conducted additional studies of 

the factor structure of the CPRS-48 and found evidence of seven factors: Cognitive 

Problems, Oppositional, Hyperactivity-Impulsivity, Anxious-Shy, Perfectionism, Social 

Problems, and Psychosomatic. The psychometric properties of the revised scale showed 

good internal reliability coefficients, high test-retest reliability, and effective discriminatory 

power. The CPRS-27 is approximately one-third the length of the long form but contains 

identically worded items. Total reliability coefficients for the short form ranged from 0.77 

to 0.96, and test-retest reliability coefficients for each subscale ranged from .62 to .85 
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(Conners, 1997). Based on the stability of the CPRS-48 form and the needs of this study, 

the CPRS-27 was deemed adequate for evaluating the overall level of ADHD difficulties 

the children were experiencing. 

(3) Parent Locus of Control scale (PLOC; Campis, Lyman, & Prentice-Dunn, 

1986). Parents who believe it is not possible for them to change their child's behavior 

seem to experience a higher level of parenting problems and a higher level of coercive 

behavior from their children (Roberts et al., 1992). Parents with a high external locus of 

control believe they do not have an influence on their own behavior, or subsequently on 

the behaviors of their children. The PLOC is a 47-item self-report measure designed to 

evaluate five content areas: parental efficacy, parental responsibility, child control of 

parent's life, parental belief in fate/chance, and parental control of child's behavior. It is a 

new, unpublished measure with a limited research base, but appears to be relatively unique 

in the information it provides regarding parent's self-perceptions. 

The PLOC total scale score shows high internal consistency (Cronbach's alpha = 

.92), and PLOC factor scores have been shown to converge with relevant parental 

attitudes and to discriminate clinic referred from nonclinic groups. In addition, the test-

retest reliability coefficient was r_= .83 (Roberts et al., 1992). This measure has been 

found to be adequate for testing hypotheses with families with preadolescent children 

(Roberts et al., 1992). Unfortunately, normative data have not been collected to help 

determine the level of deviation needed to differentiate normal populations from high-risk 

populations. 
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Lovejoy, Verda, and Hays (1997) found weak support for the convergent validity 

of the PLOC when compared to two other measures purported to measure parent efficacy 

(Parent Attribution Test, and Parenting Sense of Competence-Efficacy Scale); however, 

the discriminant validity of the measures was not adequately demonstrated. These authors 

raised a concern that scores on the PLOC may be influenced by negative parent affect and 

social desirability. 

(4) Parenting Stress Index (PSI; Abidin, 1983). The PSI is a 36 item self-report 

measure which provides indices of the stress within the parent-child system in the Child 

Domain, Parent Domain, and a Total score. The Parent Domain score includes seven 

subscales: Depression, Attachment, Restricted Role, Competence, Isolation, Spouse 

Support, and Health. The PSI has been shown to have acceptable content, concurrent, 

and construct validity. Alpha reliability coefficients were reported to be .95, and test-

retest reliabilities ranged from .82 to .71 (Abidin, 1983). 

(5) Alabama Parenting Questionnaire: Parent Form (APQ; Frick, 1991). The 

APQ - Parent form is a 42 item self-report measure which consists of items measuring 

"parental involvement with their child, use of positive reinforcement, monitoring and 

supervision of the child, consistency in applying discipline, and use of corporal 

punishment" (Shelton, Frick, & Wootton, 1996, p. 319). This is a relatively new 

measure with a limited research base; however, it is valuable because the methods 

available to evaluate parenting in school-age samples have been inadequate and 

inconsistent (Shelton et al., 1996). An initial study of the reliability and validity of the 

measure (Shelton et al., 1996) evaluated the use of the form with 160 families. This study 
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found the Corporal Punishment scale to have poor internal consistency; however, this 

scale was found to contribute to distinguishing families with disruptive children from 

control families. Overall, the measure was found to be highly effective at differentiating 

between children with disruptive behavior disorders and normal controls. The global 

format was found to be useful in obtaining parental reports of their own parenting 

practices, and not to be highly susceptible to socially-desirable response sets. The two 

positive parenting scales were also found to detect developmental changes in parenting 

practices. 

(6) Piers-Harris Self-Concept Scale (Piers, 1984): The Piers-Harris self-report 

form was given to the children both before and after completion of the group or 7 week 

waiting period. This scale is designed to assess children's perceptions of their academic 

abilities, their physical appearance, levels of anxiety, popularity, and overall happiness or 

satisfaction with themselves. 

The authors reported stable test-retest correlations, particularly for older children. 

The reliability coefficients ranged from .42 to .96 with a median score of .73 (Piers, 1984). 

Internal consistency from an early study by Piers (1973, as reported in Piers, 1984) was 

reported to range from .88 to .93 using the KR-20 formula. Winne, Marx, and Taylor 

(1977) evaluated three measures of self-concept in children and found an alpha coefficient 

of .90 for the Piers-Harris form. 

Group Format 

The children's group was conducted by advanced graduate students at the Denton 

setting and graduate students plus a licensed psychologist at the Lubbock setting. Both 
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settings used a structured treatment manual designed by the researcher in collaboration 

with the licensed psychologist from the Lubbock setting (Driskill & Driskill, 1998). 

Additional control group participants were solicited in a third setting in Tulsa, Oklahoma. 

Children between the ages of 7 and 12 years old were included in the study, but any 

individual group consisted only of children within two-to-three years of each other (e.g., 

7-9, 9-12). The individual treatment groups ranged in size from 6 to 10 children per 

group. Group sessions were held one evening per week for seven weeks. The group was 

designed to teach children six basic social skills using didactic training, modeling, and 

activity therapy. The six skills included: (1) paying attention, (2) following directions, (3) 

accepting limits, (4) building self-esteem, (5) solving problems, and (6) staying calm. 

Each group session involved training using a didactic presentation of the skill for the day, 

a craft project, a game, and a book reading all connected to the skill (see Appendix F for 

sample group session). Tasks were changed frequently to keep the children interested and 

to teach the skill using several different modalities. Children were encouraged to take 

their craft home and to present it to their family, describing the skill they learned. They 

were also encouraged to practice the skill at home for the next week. The final group 

session was used to review all six skills and discuss how to use these skills in many 

different settings. 

The parenting group used a structured format designed by Boys Town called 

Common Sense Parenting (Burke & Schuchmann, 1996). It was implemented by 

advanced graduate students at both research sites. Two graduate students attended the 

Boys Town week long training session on the implementation of the group and then 
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supervised co-therapists in helping with the group. It was chosen to match with the 

children's group by providing parents with information regarding what their child was 

learning and teaching matching parenting skills. The seven sessions presented to parents 

included: (1) ADHD education and information, (2) parents as teachers, (3) effective 

praise, (4) preventive teaching, (5) corrective teaching, (6) teaching self-control, and (7) 

skill review. Parents were presented with factual information regarding ADHD, didactic 

training, videotape presentations, and time to role play the skill presented during that 

session. The skills focused on teaching parents to effectively praise their children for 

desired behaviors, how to teach their children skills and appropriate behaviors, how to 

discipline inappropriate behaviors, and how to handle children when they became upset or 

emotional. At the end of each session, parents were encouraged to ask their child about 

the skill that was practiced in the children's group and to continue to utilize the skill 

throughout the week. The final session was used to review all the skills and to talk about 

ways to maintain the progress made during the group. The parent groups ranged in size 

from four parents attending to twelve parents regularly attending. 

The parent handout group received written information regarding the skills their 

children learned in group and the matching parent skills. These included the same six 

skills presented to parents at the end of the formal parent group and matched the skills 

taught the children; however, no didactic, videotape, or role-play training was offered. 

Each handout encouraged parents to practice the skills at home and included a suggested 

"homework" assignment for the week. 
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Procedures 

Families at both treatment sites were recruited for the study through 

advertisements in the local newspaper. Families called requesting treatment and after 

ascertaining that their children were in the appropriate age range and had a prior diagnosis 

of ADHD, they were placed either in a treatment group or onto a wait-list if the groups 

were full. Those initially assigned to the wait-list were assessed and then subsequently 

placed in a later treatment group if they so wished. Several families were included in both 

the control condition and one of the treatment conditions. This occurred when a family 

completed an assessment packet, waited approximately 7 weeks, completed a second 

treatment packet, participated in a treatment condition, and then completed a final 

assessment packet. Figure 1 (see Appendix B) helps depict this movement between 

conditions. 

After assignment to a treatment condition, children entered the seven week therapy 

group, and parents either participated in the concurrent parent group, or received the 

parent handouts each week that matched the skill their child had learned. It was required 

that children attend a minimum of five sessions to remain in the study; and, for the parent 

group condition, at least one parent was required to attend a minimum of five parent 

sessions. After completing the seven week treatment program, parents were again asked 

to complete the assessment packet. In seven families from the parent group condition, 

both parents attended the parenting group. Five families dropped out the study and did 

not finish the treatment sessions (two families from the parent condition and three from 

the handout condition). Nine families completed the group treatments, but did not return 
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the post-treatment packet in order to finish the study (five from the parent condition and 

four from the handout condition). 

Upon completion of the treatment sessions and final assessment packet, parents 

were provided a feedback session in which they were given information regarding their 

child's progress in the group and were allowed to ask questions regarding the parent 

group or handouts they had received. 



CHAPTER III 

RESULTS 

Descriptive Findings 

Numerous demographic variables were collected and evaluated to help determine 

the level of homogeneity between the different treatment conditions. Table 2 provides a 

summary of the demographic information by group. 

As can be seen the three different conditions were close to equal in overall 

numbers, with significantly more boys participating in treatment than girls. This was to be 

expected based on the different base rates for the disorder in the general population. The 

mean age for each group was highly consistent, with all three conditions ranging from age 

7 to 12. The majority of children completed an average of 6 of the 7 treatment sessions; 

children completing fewer than 5 sessions were not included in the analyses. Similarly, at 

least one parent participated in the designated parent group in that condition and 

completed an average of 6 sessions. Parents completing fewer than 5 parent sessions were 

considered to have dropped out. 

After completion of treatment or after the seven week control period, families 

completed an update form to help evaluate any other possible changes that occurred 

during the treatment regimen that may have impacted the results. Table 3 presents a 

summary of these results. There were a small number of participants who experienced 
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relevant changes in areas of their life; however, this number is small enough as not to have 

significant impact on the overall results of the study. 

Tests of Main Hypotheses 

Each of the first two main hypotheses were analyzed using a three condition 

(group, handout, control) by two time (pre-, post-) mixed analysis of variance. The 

dependent variables (analyzed separately) were the measures of child behavior (BASC BSI 

or CPRS-27 ADHD index) and measures of parent behaviors and attitude (PLOC overall 

score, PSI overall score, or APQ subscale scores) completed both pre- and post-

treatment. When a significant interaction was found in these main analyses, post hoc 

analyses were conducted to examine the differences between the separate groups and time 

periods. These analyses also included tests of main hypotheses three and four which 

addressed the differences between the parent and handout groups. Two (condition) by 

two (time) mixed analyses of variance were used to test these hypotheses. The condition 

factor was reconfigured to reflect all possible pairs of the treatment conditions 

(parent/handout, parent/control, handout/control). The dependent variables remained as 

in hypotheses one and two. 

Hypothesis one predicted that the treatment groups (parent group and handout 

group) would show more improvement in the child's behavior than the control group. 

The first test of this hypothesis used the two measures of child behavior (BASC and 

CPRS) as the dependent variables. The mixed measures ANOVA in the first part of this 

analysis used the BASC BSI as the dependent variable. This analysis revealed a significant 

interaction between the time of test (pre-, post-treatment), and condition (parent group, 
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handout group, control group) (Wilks' lambda = .844, F (2, 76) = 7.027, p = .002). A 

main effect for condition was also found (Wilks' lambda = .855, F (1, 76) = 12.90, p = 

.001). Depiction of this interaction can be found in Figure 2 and the means and standard 

deviations for each group are presented in Table 4. 

These findings would only be clinically meaningful if actual within group 

improvement was found for one or more of the treatment conditions; therefore, one-way 

ANOVA's were next conducted to evaluate the levels of improvement for each of the 

conditions. The slopes of the parent group (F = 33.37, df = 1, 29, p < .001) and the 

handout group (F = 4.86, df = 1, 26, p = .04) were found to be significant; however the 

change in the control group was not significant (F = 0.20, df = 1, 23, p = .66). This 

indicates that the two treatment groups showed improvement across time while the 

control group did not. 

Hypothesis three further elaborated the initial finding of an interaction between the 

groups by analyzing the interaction across time between the parent and handout group 

only. Using the BASC BSI as the dependent variable and condition (parent, handout) and 

time (pre-, post-) as the independent variables revealed a significant interaction (Wilks' 

lambda = 0.93, F (1, 53) = 4.17, p < .05). Examination of the slopes of these lines (see 

Figure 2) and the means for these groups (Table 4), indicated that this interaction is due to 

significantly greater levels of change across time for the parent group than the handout 

group. 

Post hoc analyses of the interaction between the other pairs of conditions revealed 

a significant interaction between condition and time for the parent and control groups 
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(Wilks* lambda = 0.77, F (1, 52) = 15.57, £ < .01), but no significant interaction between 

the handout and control groups (Wilks' lambda = .095, F (1, 47) = 2.41, £ > .05). 

Overall, combining the results of the above analyses reveals that there was 

significant improvement in child behaviors in both the parent and handout groups when 

looking only at within group differences. Comparison of between group differences 

revealed a significant interaction across time for the different conditions and greater 

improvement for children in the parent group condition when compared to either the 

handout group, or the control group. 

This same sequence of analyses was next completed using the CPRS-27 ADHD 

index as the dependent variable. First the overall three (parent, handout, control) by two 

(pre-, post-) ANOVA was completed. This analysis revealed a significant main effect for 

condition (Wilks' lambda = .78, F (1, 82) = 23.62, £ < .001), but did not result in a 

significant interaction between condition and time (Wilks' lambda = 0.99, F (2, 82) = 

0.396, g = .68). This was not an expected finding based on the significant changes 

reported on the BASC, so an evaluation of the subscales of the CPRS-27 was completed. 

Each subscale was entered into the three (condition) by two (time) ANOVA as the 

dependent variable. This revealed a significant interaction between condition and time for 

the Oppositionality scale (Wilks' lambda = 0.884, F (2, 80) = 5.254, £ - .01), and for the 

Hyperactivity scale (Wilks' lambda = 0.910, F (2, 82) = 4.04, £ = .02) across the three 

groups. A depiction of these interactions can be found in Figures 3 and 4 respectively, 

and the means and standard deviations are presented in Tables 5 and 6. The interaction 
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between time and condition for the Cognitive Problems scale approached significance 

(Wilks' lambda = 0.935, F (2, 81) = 2.79, p = .07). 

Evaluation of the means for each group reveals a drop in reported oppositional and 

hyperactive behaviors for the parent and handout group with a higher level of 

improvement for children in the parent group condition. In order to determine the 

significance of these within group changes, several one-way ANOVA's were run to 

determine whether significant improvement was seen in each of the groups. Using the 

CPRS-27 Hyperactivity subscale as the dependent variable revealed significant levels of 

change in scores for the parent group (F = 18.48, df = 1, 27, g < .001), but non-significant 

change for the handout group (F = 2.37, df = 1, 29, £ = . 14), and the control group (F = 

0.63, df = 1, 26, g = .43). Similar results were found when the CPRS-27 Oppositionality 

subscale was entered as the dependent variable. There was a significant level of change 

for the parent group (F = 19.79, df = 1, 27, g < .001), but no significant change for the 

handout group (F = 2.75, df= 1, 28, £ = .11), or for the control group (F = 0.23, df = 1, 

25, £ = .64). 

Finally, to help interpret the significant interactions found in the previous analysis, 

two (condition) by two (time) ANOVA's were conducted on all pairwise combinations of 

the three conditions. The first comparison analyzed Hypothesis three by evaluating the 

interaction across time using the parent and handout groups only. This revealed a 

significant group by time interaction for the Oppositionality scale (Wilks' lambda = 0.92, F 

(1,5 5) = 5.10, p < .05) for the parent and handout group comparison. Further post hoc 

testing found a significant group by time interaction for the parent and control groups 
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(Wilks' lambda = 0.78, F (1, 52) = 14.79, p < .001); but not for the handout and control 

groups (Wilks' lambda = 0.99, F (1, 53) = 0.61, g > .05). Similar results were found for 

the hyperactivity scale with significant group by time interactions for the parent and 

handout groups (Wilks' lambda = 0.91, F (1, 55) = 5.23, p < .05); and for the parent and 

control groups (Wilks' lambda = 0.92, F (1, 53) = 4.68, £ < .05); but not for the handout 

and control groups (Wilks' lambda = 1.00, F (1, 55) = 0.63, £ > .05). 

Hypothesis two evaluated the changes in parent behaviors and attitudes. The first 

part of this analysis used the overall score from the PLOC as the dependent variable in a 

three (condition) by two (time) mixed ANOVA. Results of this analysis revealed a 

significant interaction between condition and time on this measure of parent locus of 

control (Wilks' lambda = 0.91, F (2, 80) = 4.09, p < .05). The main effect for condition 

approached significance (Wilks' lambda = .96, F (1, 80) = 3.34, p = .07). Depiction of 

this interaction can be seen in Figure 5 with the individual group means and standard 

deviations in Table 7. 

Examination of the group means shows a substantial drop in scores for the parent 

group across time, indicating an increased sense of parental feelings of control. In 

contrast, parents in the handout group reported a slight increase in feelings of external 

control as shown in the small increase in their scores across time. The control group 

showed little change, but overall their scores were slightly lower at post-testing. To 

evaluate if these changes represented significant levels of within group movement, a series 

of one-way ANOVA's were run. Significant change was found from pre- to post-testing 

for the parent group (F = 9.23, df = 1, 26, p = .005), but the level of change found for the 
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handout group (F = 0.78, df = 1, 29, g = .386) and the control group (F = 0.63, df= 1, 26, 

^ =.434) were not significant. Neither the treatment received by the handout group nor 

the time period elapsed for the control group significantly impacted parents' feelings of 

control; however, the treatment received by the parent group did significantly increase 

feelings of internalized control. 

Tests for hypothesis four help elaborate the hypothesis two findings reported 

above. This analysis evaluated the interaction across time using only the parent and 

handout conditions in a two (condition) by two (time) ANOVA. This revealed a 

significant interaction between condition and time for these two groups (Wilks' lambda = 

0.87, F (1, 55) = 8.03, p < .01). Further post hoc analyses of the other paired groups 

found an interaction that approached significance for the parent/control comparison 

(Wilks' lambda = 0.94, F (1, 51) = 3.23, p = .08); and a non-significant interaction for the 

handout/control comparison (Wilks' lambda = 0.99, F (1, 54) = 0.80, 2 > 05). These 

results indicate a significant improvement across time in parents' feeling of control over 

their situation for the parent group as compared to the handout condition. These 

improvements in the parent group showed a trend towards being greater than the changes 

in a no-treatment control, whereas the handout group did not show improvement in their 

locus of control compared to a no-treatment condition. 

The second part of hypothesis two evaluated the changes in reports of parental 

distress as measured by the PSI. The three (condition) by two (time) ANOVA used the 

overall raw score on the PSI as the dependent variable. There was a significant main 

effect for condition (Wilks' lambda = .92, F (1, 83) = 7.55, p = .01), and a significant 
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interaction between treatment condition and time (Wilks' lambda = 0.87, F (2, 83) = 6.45, 

g < .005). Figure 6 presents a depiction of this interaction and Table 8 lists the individual 

group means and standard deviations. 

Evaluation of the treatment groups means indicates that parents in the parent 

group condition showed a decrease in reported parent stress, whereas the handout group 

reported a slight increase in reported stress. The control group showed a slight decrease 

in reported parental stress. To evaluate the significance of these changes, a series of one-

way ANOVA's were conducted to analyze within group levels of change. These analyses 

revealed a significant improvement in parents' feelings of distress for participants of the 

parent group (F = 20.02, df = 1, 29, £ < .001), but no significant change in stress levels for 

parents in the handout group (F = 0.002, df = 1, 29, g = .96) or the control group (F = 

0.20, df= 1, 25, p = .66). 

Tests for hypothesis four and additional post hoc analyses were next conducted to 

help evaluate the significant interaction found in hypothesis two. A series of two 

(condition) by two (time) ANOVA's were run using all possible group combinations. 

When the parent and handout groups were compared, a significant interaction between 

treatment condition and time was found (Wilks' lambda = 0.84, F (1, 58) = 11.44, p = 

.001). A significant interaction was also found when the parent and control groups were 

compared (Wilks' lambda = 0.93, F (1, 54) = 4.26, p < .05), but the interaction for the 

handout/control group was not significant (Wilks' lambda = 0.96, F (1, 54) = 2.44, p > 

.05). Based on these results, it appears that participation in the parent group significantly 

reduced parental distress as compared to receiving only handouts or no treatment at all, 
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whereas participation in the handout condition resulted in no more improvement in parent 

stress than no treatment at all. 

The final tests of hypothesis two used the APQ scales as the dependent variable. 

The APQ does not provide an overall problem score so each individual subscale was 

evaluated separately. Table 9 provides the interaction results of the three (condition) by 

two (time) ANOVA's conducted for each of the subscales. There were no significant 

main effects. 

A significant condition by time interaction was found for only one of the subscales, 

Inconsistent Discipline. Figure 7 provides a depiction of this interaction and Table 10 

presents the means and standard deviations for each of the treatment groups. Examination 

of the means for this subscale showed a drop in scores for parents in the parent group 

across time and a small increase for the control group. The handout group scores 

remained relatively consistent across time. To evaluate if these within group changes were 

indicative of significant change, one-way ANOVA's were conducted for each of the 

groups. These ANOVA's were conducted using the APQ Inconsistent Discipline subscale 

as the dependent variable. These analyses revealed significant improvement for the parent 

group (F = 13.30, df = 1, 29, 2 = 001), but not for the handout group (F = 0.39, df = 1, 

28, p = .54), or the control group (F = 3.30, df = 1, 25, p = .08) 

To further evaluate the significant interaction found in hypothesis two for the 

Inconsistent Discipline subscale, several two (condition) by two (time) ANOVA's were 

run using this scale as the dependent variable. Hypothesis four comparing the parent and 
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handout group was analyzed in this way, revealing a significant interaction between 

condition (parent/handout) and time (pre/post) (Wilks' lambda = .85, F (1, 57) = 9.82, p < 

.005). Post hoc comparisons of the other group pairs revealed a significant group by time 

interaction for the parent and control groups (Wilks' lambda =.80,F (1, 54) = 13.81, £ < 

.001), and a non-significant interaction for the handout and control groups (Wilks' lambda 

= .98, F (1, 53) = 0.99, p > .05). These results indicate that on parents' perceptions of 

their own discipline techniques, parents participating in the parent group perceived their 

discipline strategies as becoming more consistent than those of either the handout group 

or the control group. Discipline techniques for the handout group did not improve 

significantly, and the no-treatment group showed a trend toward worsening. 

Tests of Supplemental Hypotheses 

Supplemental hypotheses were examined using a multiple regression model to 

predict children's behavior and parent attitudes. Variables in each regression analysis, 

including a pre-treatment variable, were force entered in the regression model. 

Supplemental hypothesis one looked at the correlation between changes in parent 

attitudes and changes in child behaviors. Part A of this hypothesis predicted that as 

parents moved toward a more internal locus of control they would also perceive their 

children as improving after treatment. The overall PLOC scores and the BASC BSI 

scores were used in this equation. Table 11 presents the correlation and regression results 

used in testing this hypothesis. The post-treatment BSI score was used as the criterion 

variable for this analysis. Ultimately, testing the hypothesis involved assessing the extent 

to which post-treatment parental locus of control can account for post-treatment BSI 
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variation. However, because parents differed in their pre-treatment locus of control score 

and in their children's pre-treatment BSI scores, these differences first must be controlled 

statistically. In order to account for individual differences in BSI scores prior to 

treatment, the pre-treatment BSI scores were entered first into the regression equation. 

Not surprisingly, pre-treatment BSI scores accounted for a majority of the variance in 

post-treatment scores (adjusted R2 = .71), with those showing more problems prior to 

treatment tending to fare worse after treatment. Pre-treatment PLOC scores did not 

substantially increase the prediction of BSI scores (R2 change = .01). Finally, to directly 

test the hypothesis, the post-treatment PLOC scores were added to the equation. This 

resulted in a significant increase in the predictability of post-treatment BSI scores (R2 

change = .04). Thus, those parents who became more internal in their parental locus of 

control reported the greatest behavioral improvement in their children. 

The next portion of Supplementary hypothesis one-A used the CPRS-27 total 

ADHD index as the criterion variable and tested the extent to which post-treatment parent 

locus of control could account for post-treatment CPRS-27 variance. As in the previous 

analysis, the pre-treatment CPRS-27 index was entered into the regression equation first 

to control for individual differences in scores prior to treatment. Table 12 presents the 

correlation and regression results obtained in testing this hypothesis. As expected and 

consistent with the previous analysis, the pre-treatment CPRS-27 score accounted for the 

majority of the variance in the post-treatment scores (adjusted R2 = .39). Pre-treatment 

PLOC scores were next entered into the equation and were found to significantly impact 
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the predictability of post-treatment CPRS-27 scores (R2 change = .07). Finally, the post-

treatment PLOC scores were added to the equation resulting in a further significant 

increase in the predictability of post-treatment child behavior scores (R2 change = .03). 

Thus, parents moving towards more internal locus of control at post-treatment reported 

fewer difficulties in child behaviors after treatment as measured by the CPRS-27. 

Part B of supplemental hypothesis one evaluated the impact of parent stress on 

child behaviors using the BASC BSI and PSI overall score as variables. It was predicted 

that decreases in parent stress after treatment would lead to decreases in child behaviors as 

well. Table 13 presents the results of this analysis. The post-treatment BSI score was 

again used as the criterion variable to assess the extent to which post-treatment parent 

stress can predict post-treatment changes in child behaviors as measured by the BASC. 

To control for pre-treatment differences, the pre-treatment BSI score was first entered 

into the equation accounting for the majority of the variance in the post-treatment scores 

(adjusted R2 = .72). Next, pre-treatment PSI overall scores were entered into the 

regression equation. Adding pre-treatment PSI scores did not substantially increase the 

prediction of BSI scores (R2 change = .004). Finally, to actually test the hypothesis, the 

post-treatment PSI scores were entered into the equation. This did result in a significant 

increase in the predictability of post-treatment BSI scores £R2 change = .05). Thus, those 

parents who experienced a decrease in their feelings of parental stress also reported the 

greatest behavioral improvements in their children. 

The second half of the analysis used the post-treatment CPRS-27 ADHD index as 

the criterion variable to assess the extent to which post-treatment parent stress (PSI 
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overall score) can account for post-treatment CPRS scores. Table 14 presents the 

correlation and regression results used in testing this hypothesis. To account for individual 

differences prior to treatment, the CPRS pre-treatment score were entered first into the 

regression equation. Consistent with all previous analyses, the pre-treatment CPRS scores 

accounted for a majority of the variance in post-treatment scores (adjusted R2 = .38), with 

those showing more problems prior to treatment tending to fare worse at post-treatment. 

Next, pre-treatment PSI scores were entered into the regression equation. Adding pre-

treatment PSI scores also contributed significantly to the variance in post-treatment CPRS 

scores (R2 change = .06). Finally, directly testing the hypothesis, the post-treatment PSI 

scores were added to the equation. This resulted in an additional significant increase in 

the predictability of post-treatment CPRS scores (R2 change = .06). Thus, those parents 

whose stress levels improve during treatment reported greater improvement in their 

children's behavior problems. 

Part C evaluated parent behaviors and the impact they had on child behaviors after 

treatment. This regression used first the BASC BSI and then the CPRS ADHD index 

post-treatment as the criterion variable, and the pre-treatment child behavior scores and 

APQ subscale scores as the predictor variables. Table 15 below provides the correlations 

used in this analysis and Table 16 provides the regression results. The APQ does not 

provide an overall scale of parent behaviors, therefore, each individual subscale was 

entered into the regression equation. As in all prior analyses, to control for individual 

differences at pre-treatment, the BASC BSI pre-treatment score was entered first in the 

equation and was found to account for the majority of the variance in post-treatment 
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scores (adjusted R2 = .72). Next, the six pre-treatment subscales of the APQ were entered 

as a block into the regression equation. The pre-treatment scales did not contribute 

significantly to the variance (R2 change = .02). Finally, to directly assess the impact of 

changes in parent behaviors on changes in child behaviors, the post-treatment APQ 

subscales were added into the equation. Adding the post-treatment APQ subscales did 

significantly increase the predictability of child behavior scores (R2 change = .06); 

however, only one subscale, Inconsistent Discipline, was found to account primarily for 

this change as seen in Table 17. This analysis showed that changes in parent's tendency to 

use inconsistent discipline methods had the biggest impact on changing the children's 

behavior. As parents begin to demonstrate more consistent discipline strategies, child 

behavior problems decreased. 

This analysis was next run substituting the CPRS ADHD index as the criterion 

variable. Table 18 presents the correlations and Table 19 presents the regression results 

from this analysis. The CPRS pre-treatment score was entered first into the regression to 

control for pre-treatment differences. Consistent with all previous findings, the pre-

treatment child behavior score was found to account for significant variation in the post-

treatment score (adjusted R2 = .39), with those showing more problems pre-treatment 

tending to fare worse at post-treatment. Next, pre-treatment scores on the APQ subscales 

were entered as a block into the regression equation. Adding the six pre-treatment 

subscales did not substantially increase the prediction of CPRS post-treatment scores (R2 

change = .03). Finally, the post-treatment subscale scores were added to the equation as a 

block to directly analyze the hypothesis. The post-treatment scores were found to 
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contribute significantly to prediction of children's post-treatment behaviors as measured 

by the CPRS (R2 change = . 12). Two subscale scores were found to be the primary 

contributors to this change: Inconsistent Discipline and Corporal Punishment (see Table 

20 for unique contributions). Thus, parents who developed more consistent discipline 

methods and parents who decreased their use of corporal punishment reported the greatest 

behavioral improvements in their children on the CPRS. 

Supplemental hypothesis two stated that children with more severe behavioral 

problems prior to treatment would show less improvement after treatment was completed. 

It was recognized that regression to the mean would impact this hypothesis; however, 

such regression would auger against the hypothesis, making its test all the more stringent. 

A BASC BSI change variable was calculated by summing all pre-treatment scores of the 

BASC behavioral symptom index and subtracting the BSI post-treatment scores. This 

score was then dichotomized into high levels of change and low levels of change by 

dividing the distribution at the median. The BASC BSI pre-treatment score was then 

similarly dichotomized to represent high and low levels of problems prior to treatment. 

These two dichotomous variables were then entered into a chi-square analysis to assess 

the observed and expected frequencies for each combination of variables. The overall chi-

square was significant (x 2= 4.82, £ = .03) for children in the parent group condition, but 

not for children in the handout group condition (X 2 = 0.07, £ = .79). Examination of the 

frequencies in the parent group condition revealed that children who were initially 

reported to have a low level of problems tended to show a high level of change after 

treatment (73%), whereas children with an initially high level of behavioral problems had a 
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low level of change after treatment (66%). This was consistent with the prediction that 

children with more severe problems would benefit less from the treatment. 

The third supplemental hypothesis predicted that older children were likely to 

experience more severe problems and therefore would benefit less from treatment; 

however, in the current study the age of the child was not found to be significantly 

correlated with the level of behavior problems they were experiencing either at pre-

treatment (r = -.12, p = .30) or at post-treatment (r = -.18, p = .15) as measured by the 

BASC behavioral symptom index. Similar correlations were observed with the CPRS 

ADHD index at pre-treatment (r = -.06, p = .57) and at post-treatment (i = -.09, p = .47), 

the Conners' Hyperactivity subscale at pre-treatment (r = -.10, p = .38) and post-

treatment (r = -.06, p = .62), and the BASC externalizing behaviors subscale at pre-

treatment (r = -12, p = .29) and at post-treatment (r = -. 11, p = .37). 

Finally, supplemental hypothesis four predicted that families from lower 

socioeconomic levels would perceive less benefit from the treatment. Level of parent 

education was used as a rough measure of socioeconomic status due to the lack of 

adequate reporting by parents on the demographic form of important data needed to use 

the Hollingshead method of occupational level (Hollingshead, 1975). Mother's level of 

education was found to be correlated with children's behavior problems prior to treatment 

as measured by the BASC (r = -.23, p = .03) and at post-treatment (r = -.31, p = .05). 

Father's level of education was not found to be significantly correlated with level of child 

behavior at pre-treatment (r = -.03, p = .83) or at post-treatment (r = -. 11, p = .57). 

Mothers with more education reported fewer behavior problems in their children. 
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Exploratory Analyses 

A three (condition) by two (time) ANOVA was run to evaluate the level of change 

in children's feelings of self-esteem across time in the different groups. This analysis 

revealed a significant main effect for group (Wilks' lambda = .91, F (1, 64) = 6.33, p = 

.01) and a significant interaction between condition and time (Wilks' lambda = .88, F (2, 

64) = 4.40, p = .02). This interaction is displayed in Figure 8 and the means and standard 

deviations for the groups are presented in Table 21. 

To evaluate the significance of these changes in means for each group, a series of 

one-way ANOVA's were conducted for each condition. The slopes of the parent group 

(Wilks' lambda = .66, F (1, 29) = 14.70, p = .001) and the handout group (Wilks' lambda 

= .51, F (1, 24) = 23.32, p < .001) were found to be significant, but the control group did 

not show significant change (Wilks' lambda = .96, F (1, 11) = .41, p = .54). This 

indicated that the two treatment groups did show significant improvement in children's 

feelings of self-esteem while the control group did not significantly change their self-

perceptions; however, it is important to note that the children in the control group 

displayed higher levels of reported self-esteem at pre-treatment and therefore had less 

room for improvement. 

To further evaluate the significant interaction found in the first analyses, a series of 

two (condition) by two (time) ANOVA's were conducted between all pairs of treatment 

groups. This revealed a significant group by time interaction for the parent and control 

groups (Wilks' lambda = .88, F (1, 40) = 5.64, p = .02), and for the handout and control 
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groups (Wilks' lambda = .84, F (1, 35) = 6.49, p = .02). There was no significant group 

by time interaction for the parent and handout groups (Wilks's lambda = 1.00, F (1, 53) = 

.02, g = .90). This showed that participation in the child group, which both treatment 

groups did, was associated with significant improvement in children's sense of self-esteem 

from their pre-treatment levels. 

Attempts were made to collect teacher rating forms at both pre-treatment and 

post-treatment assessment; however, many forms were not returned (11 pre- and post-

treatment teacher forms were completed on children in the parent group condition, 6 for 

the handout condition, and 7 for the control condition). Analyses of ratings that were 

returned did not yield significant results when analyzing reported change in child behaviors 

from pre- to post-treatment (Wilks' lambda = .939, df = 1, 21, F = 1.36, p = .26); 

however, due to the limited amount of data, this is not a conclusive finding. 



CHAPTER IV 

DISCUSSION 

Results indicated that both treatment conditions led to improvements in child 

behavior problems and decreases in parent distress when compared to the no treatment 

group. In addition, the higher the level of parent involvement (i.e., full parent group), the 

more improvement seen in children's behavior problems, parents' feeling of control, and 

parents' reported level of stress. Consistent with numerous previous research studies 

(e.g., Kazdin, 1996; Weisz & Weiss, 1993), treatment produced significantly more 

positive results than no treatment across all variables. Further analysis revealed that this 

interaction appears to be due to the improvement in the parent group condition as 

compared to both the handout group and the control group. The handout only group did 

not significantly improve over the control group on most measures. This supported the 

primary hypotheses of the study which had posited that more parent involvement in 

treatment would be necessary to see significant changes in children's behavior problems. 

In addition to the overall analyses, it was important to make sure that the treatment 

groups had actually showed some level of change across time. All previously mentioned 

findings would not be very meaningful if the children within a group were showing no 

more then nominal improvement. This analysis revealed that children's behaviors, parent 

locus of control, parent stress, and parents' level of consistent discipline did show 

significant improvement for children and their parents in the parent group condition. In 
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the handout group, children's behaviors did improve significantly, but parent feelings of 

control and stress, and parent behaviors did not change significantly. Finally, in the 

control group, only child behaviors measured on the Conners' scale showed a significant 

change. This further supports the finding that, overall, the parent group was more 

effective in helping families. It also pinpoints the level at which the parent group is 

helpful. The parent group seems to positively impact parent behaviors, parent feelings, 

and parent distress which in turn leads to a higher level of satisfaction with treatment and 

to a higher level of reported improvement overall. Parents in the handout group did see 

some change in their children, but this change did not impact their own parenting styles or 

their feelings of distress as a parent. This contradicts the notion that changing one part of 

the family system will lead to overall improvement and change and further argues that 

medication or child treatment alone will not be sufficient to break the coercive cycle in 

which parents and children become involved. It will be vital to involve parents in 

treatment and impact their parenting styles, provide them with parenting skills, and 

increase their feelings of efficacy as a parent. There is now evidence to support an 

assertion that this is a treatment method that will lead to improvements for children and 

their parents. 

The findings of this study are highly supportive of the model of coercive 

interactions between parents and children that was first elaborated by Patterson in the 

1970's (updated in Patterson & Forgatch, 1995) in connection to aggressive child 

behaviors. Danforth et al. (1991) then expanded the model to include hyperactive 

children, noting the similarities in problems experienced by aggressive and hyperactive 
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children. This theory had posited that a noxious parent response increased the likelihood 

of an aversive child response. Based on the principles of negative reinforcement, children 

would continue to escalate their negative behaviors in an attempt to remove parent 

aversive behaviors. This would be reinforced and more likely to occur again if parents 

gave in and removed their demand or ceased their negative behaviors (e.g., hitting, 

yelling). Danforth et al. (1991) had proposed that both parent training and medication 

would be effective in decreasing this coercive cycle by lowering the occurrence of aversive 

behaviors in either participant. The present study supported the proposition that parent 

training could be effective in decreasing behavioral problems and increasing parent 

satisfaction; however, medication alone or combined with written parent information did 

not impact the difficulties families were experiencing during the course of the study 

period. 

Considering that in the coercive cycle, child behaviors are frequently negatively 

reinforced by removal of parent demands or aversive behaviors, it is obvious why the 

current parent group would be effective. This group teaches consistency in discipline and 

interaction with children. It also teaches positive reinforcement and gives parents 

permission to take time out in their interactions with children but to return to finish the 

request when both parent and child are calm. It teaches parents methods of teaching their 

children more appropriate behaviors and more appropriate responses to their own 

emotions. The effectiveness of this group in disrupting that parent/child cycle was further 

supported by the finding on the APQ (Frick, 1991) that the only parent behavior to show 

significant change was inconsistent discipline. Supporting the theory of the coercive cycle, 
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it seems that once parents begin using more consistent discipline, they are less likely to 

reinforce negative child behaviors (leading to a decrease in those behaviors). 

Erdman (1998) stated that "out-of-control behaviors in children can enforce 

unrealistic demands on parents that eventually result in parents developing low self-esteem 

and perceiving themselves as failures" (p. 181). These parents may initially have poor 

management skills or may just lack the skills to deal with a difficult child such as one with 

ADHD. As their attempts to parent and control their child's behavior fail or serve to 

escalate the negative behaviors, their feelings of efficacy and self-esteem decrease. The 

current study did find that providing parents with methods of managing their child's 

behavior did decrease parents feelings of stress and increased their feelings of control. 

Only providing parents with written information on methods of interacting with their 

children appeared to have somewhat the opposite effect in that it slightly increased 

parents' feelings of stress. It is possible these parents became aware of their own 

parenting deficiencies based on the written materials and attempted to implement the 

strategies. Responses on the child behavior measures indicate that parents in the handout 

group did perceive their children's behaviors as improving, yet their own stress levels did 

not improve. It is possible that as children began to behave better and learn the skills 

presented in the children's group, parents recognized that they had contributed to their 

child's difficulties. However, without the benefit of the parent group, they may have had 

difficulty implementing the skills necessary to maintain these improvements. For instance, 

if the skills in the handouts were used in an inconsistent manner, this likely would have led 

to inconsistent responding from children which could impact parents' feelings of stress. 
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Furthermore, parents in the parent group received the benefit of both support from other 

parents and feedback from the group facilitators. This positive feedback as they practiced 

the parenting skills is likely to have helped decrease their own feelings of stress and 

increase their sense of having an internal locus of control. The parents in the handout 

group would have received feedback about the improvements in their children's behavior 

as the children left the group, but they would not have received any support or feedback 

on their own parenting skills. 

Tests of supplementary hypotheses evaluated factors that contributed to changes in 

child behaviors during the course of treatment. It was found that positive shifts in parent 

attitudes and stress contributed significantly to improving child behaviors. This remains 

consistent with the theory of a coercive cycle in which child behaviors impact parent 

functioning and parent behaviors impact child functioning (Danforth et al., 1991). First, 

development of a more internal locus of control for parents was found to be a significant 

predictor of improved child behavior. As Baldwin, Brown, and Milan (1995) noted, 

parents' appraisals of their own abilities are very important "as they affect level of stress 

processing and expectancies regarding their parenting behavior and efficacy in influencing 

their children's problem behavior" (p. 151). As parents begin to view themselves as more 

capable and to acknowledge their own control over their parenting methods and their 

interactions with their children, their children's problem behaviors decreased. This is 

likely due not only to the impact of parental limits on children, but also to a decrease in 

parent aversive behaviors in interactions with children. This is also consistent with the 

findings of Danforth et al. (1991) in their review of parent training studies. Their 
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observations found that parent training provided parents with improved child management 

skills which led to increased compliance by hyperactive children. They hypothesized that 

this was a function of "mothers attending to, and reinforcing, compliant behavior and 

adjusting the manner in which they deliver their commands" (p. 718). 

Consistent with the finding of parents' feelings of control, improvements in parent 

stress was predictive of improvements in the child's behavioral problems. Previous studies 

had found similar results for both ADHD children (Anastopoulos et al., 1993) and for 

children with conduct disorders (Webster-Stratton, 1990). Parents completing the parent 

training group reported lower levels of stress after treatment. In contrast, parents 

receiving only informative handouts reported no improvement in their feelings of stress 

which likely contributed to inconsistent parenting styles, and continued patterns of difficult 

interactions between parents and their children. As parents develop more consistent and 

effective parenting skills, their own internal feelings of distress decrease and their 

interactions with their children become less coercive. This in turns leads to improvements 

in children's compliance, attendance, and appropriate response to parent requests. 

As has been mentioned previously, the only subscale on the APQ (Frick, 1991) 

that was predictive of post-treatment scores on the BASC (Reynolds & Kamphus, 1992) 

was inconsistent discipline. This remains consistent with the theory of negative 

reinforcement of child misbehavior when parents remove their demands after children act 

aversively (Patterson & Forgatch, 1995). It also provides valuable information about the 

type of training needed in parent training programs. The other scales of the APQ 

(corporal punishment, positive parenting, supervision, parent involvement, or other forms 
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of discipline) did not contribute any unique variance in attempting to predict child 

behaviors. When the more focused Conners' index (Conners, 1990) was used, decreases 

in the corporal punishment scale was also found to be a significant predictor of fewer 

behavior problems. The Conners' is a face valid instrument more focused specifically on 

ADHD as compared to the BASC. Thus, when looking at a more restricted range of child 

behaviors, reductions in corporal punishment are associated with improvements in 

inattentive and hyperactive behaviors. Overall, it appears that parent training programs 

that continue to focus on providing training in consistent parenting strategies and 

alternative discipline methods will be the most effective at impacting children's behavior 

problems. 

Two of the supplementary analyses looked at the severity of problems children 

were experiencing prior to treatment and how this would impact the final results. It was 

predicted that children who initially had more severe problems would experience less 

overall change after treatment; this hypothesis was supported. Children in the parent 

group who initially were classified as having a lower level of problems experienced the 

highest level of change after treatment. This is consistent with previous research (Ruma et 

al., 1996) reporting that older children typically presented to treatment with more severe 

problems and were likely to show lower levels of overall improvement after treatment. It 

is possible that for children with more severe behavior problems, a time limited group is 

not sufficient to induce the level of change seen for other children. These more disturbed 

children will likely need more opportunities to practice the skills taught to help them 

solidify and generalize this learning. In addition, it is likely that for children with higher 
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levels of problems, the coercive cycle described previously with their parents would be 

even stronger. Parents would become more frustrated, feel a higher level of stress, and 

feel less effective in impacting their child's behavior. All of these elements would 

contribute to a lower level of change for these children. 

The next supplemental hypothesis predicted that older children would have more 

severe problems. This was not supported by the current study. Previous studies had 

reported that older children were likely to experience more severe problems (e.g., Ruma et 

al., 1996); however, the observational studies completed by Danforth et al. (1991) were 

less conclusive. In their study, there was actually a tendency for mothers of younger 

ADHD children to remain more controlling of their children's behavior and to report more 

serious problems. However, their study did not find a significant difference in ADHD 

symptoms across age ranges for children on medication. It appears that children at all 

ages respond equally to medication interventions. This could help explain the null finding 

in the present study, as the majority of children were on medication. Any differences in 

symptom patterns that might have been identifiable across the age range may have been 

masked by the fact that many of the symptoms were already being controlled by 

medication. It should also be noted that the present study used a more restricted age 

range than previous studies which have included preschool age and adolescent children in 

their examinations of age effects. This was not possible in the current study and may 

further explain the lack of difference found in behavior problems across the age ranges 

included. 
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Finally, the impact of family socioeconomic status was explored by evaluating the 

correlations between parent education levels and child behavior ratings both prior to and 

after treatment. Consistent with previous findings (McMahon et al., 1981; Webster-

Stratton, 1985), the current study found that higher levels of education for mothers was 

associated with lower levels of child behavior problems reported by parents. Fathers' level 

of education was not related. Mothers with higher education levels, compared to less 

educated mothers, perceived their children as having fewer problems, or rated these 

problems less seriously. It is possible that these mothers had more resources for coping 

with the problem behaviors, leading them to experience less distress and rate the behaviors 

as less serious. 

Several exploratory findings also merit discussion. The number of teacher 

returned ratings forms were not sufficient for adequate analyses; however, the ratings 

completed by the children on the Piers-Harris Self-Concept measure were examined. 

Children participating in the children's group, regardless of parent condition, showed an 

improved sense of self-esteem, whereas children not receiving treatment did not show any 

self-esteem improvements. This supported the idea that there was a benefit for children to 

participate in a formal group. They developed a better feeling of their ability to control 

their own behaviors and received high levels of positive reinforcement during the group, 

all of which may have led to improved levels of self-esteem. In addition, parents in the 

parent group received formal training on helping children experience increased feelings of 

self-esteem and parents in the handout group were presented with a handout describing 

ways to help children increase self-esteem. Parents in the control condition did not receive 
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any formal training which also may have contributed to the lack of improvement in 

children's self-esteem for this condition. It is important to note that children in the control 

group did report initially higher levels of self-esteem, and treatment group improvements 

brought their scores to a more comparable levels with the control group pre-treatment 

scores. This discrepancy between treatment group pre-treatment scores and control group 

pre-treatment scores may be partly due to the fact that in the treatment groups, the 

children completed the forms as a group with the group leaders reading the questions to 

them, answering any questions they had, and monitoring their style of responding. The 

control group children completed their forms at home with no direct monitoring by the 

researcher which could possibly have led to confusion about questions, inconsistent 

responding, or inflated scores. 

Limitations 

One area of concern in the present study was the fact that families were self-

referred to the group treatment. They responded to local advertising and pursued 

treatment of their own initiative. It is possible that this might hamper the generalizability 

of the findings. Families who seek treatment on their own might be more highly motivated 

than families ordered to seek treatment. However, an alternative possibility for self-

referral could be severity of problems. Families who had children who were experiencing 

a high level of behavioral problems may have been more likely to seek treatment. 

It is impossible to know if the results found in the study would be consistent with 

other populations such as with more severely disturbed children, children of other age 

ranges, or children whose families were less likely to seek out treatment. There was also 
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some level of attrition in the study with several families failing to complete the treatment 

program, or failing to complete the final assessment packet. It is possible that results for 

families dropping out of treatment would not have been consistent with the current 

findings; however, exploratory analyses did not reveal any significant differences on pre-

treatment measures. These families may have dropped out due to finding the treatment 

not to be helpful for them or for other reasons not measured. 

This leads to one substantial area of concern in that there were several main effects 

for condition found in the study: children in the handout group were generally rated by 

their parents as having more difficulties than children in either the parent group or the 

control condition. It is possible the parents in the handout condition became aware they 

would not be receiving the parent group (due to calling earlier but not being placed in this 

group, or through word of mouth from prior participants) and may have escalated the 

reported difficulties their children were experiencing while lowering their ratings of their 

own parenting difficulties. Parents in the parent group may have been more honest in their 

overall appraisals knowing they would possibly have to report on their perceptions in the 

parent group. It was not possible to get pure pre-treatment measures prior to interest in 

the study or group assignment. The initial status of the control group, being more similar 

to that of the parent group, does indicate that the handout group was more skewed due to 

reasons mentioned above or possibly just due to random sampling error. In any case, this 

concern merits some caution in the interpretation and application of the present findings. 

Hypotheses were formulated attempting to explain the reactions of the handout 

group to treatment, but no objective ratings of their perceptions or the way they used the 
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materials were collected. Data regarding whether they used the parent handouts, how 

often they attempted the skills, the responses they received from their children, and their 

feelings after using the skills may have helped explain the wide variation in their responses. 

It also could have pointed to some areas of deficit when using parent handouts that could 

be corrected in future studies, such as the benefit of preparing parents for their child's 

likely response once they implement new strategies to parenting, or using a system of 

accountability to make sure parents are using the materials. 

Another limitation of this study was the difficulty of establishing a firm diagnosis of 

ADHD. Families were required to have a pre-diagnosis of ADHD before being 

considered for the group. The professionals providing this diagnosis, however, varied in 

their level of expertise and measures used in making the diagnosis. Pre-screening 

measures were employed in an attempt to evaluate the accuracy of the diagnosis and the 

severity of the problems; but this remains a concern. In addition, there is a high 

comorbidity for additional disorders in ADHD children that might have impacted results. 

Assessment of possible comorbid disorders would be highly beneficial in future studies. 

The assessment and outcome measures focused solely on self-report methods. 

Although some problems have previously been identified with self-report measures, recent 

studies have found self-report measures to be adequate for use with parents (e.g., Boyle et 

al., 1997; Shelton et al., 1996). There was an additional concern that parents may have 

experienced a demand characteristic to report improvement post-treatment. Parents 

completed the ratings and participated in the treatment, and this might have led to a feeling 

that they were expected to improve. Direct observations of children and their families 
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would have been highly desirable, but was not possible in the current treatment setting 

with the available resources. The teacher rating form would have helped address this 

problem by providing a cross check for the parent reports if adequate teacher reports had 

been returned. 

Attempts were made to collect information from teachers, but these results were 

not informative, mostly due to insufficient data return. This also identifies an area of 

needed research and consideration. Schools are the primary referral source and the 

primary source of difficulty for children with ADHD. However, teachers frequently did 

not return the necessary instruments to facilitate assessment of school difficulty in the 

current study. More direct involvement with school personnel will be necessary to 

increase children's success and to help generalize treatment results to the school setting. 

Clinical Implications 

ADHD is creating the majority of the behavioral complaints in schools, is a 

primary concern of parents, and is one of the largest referral questions for mental health 

treatment and assessment. Children with ADHD frequently experience numerous 

interpersonal and academic difficulties (Barkley, 1990). They are in trouble both at school 

and at home due to their behaviors, which can lead to decreases in their feelings of self-

esteem and belief in their ability to be successful (Cantwell, 1996). Parents and teachers 

are concerned with the behavior of these children and are looking for a "fix." Frequently, 

the sought-after fix is treatment for the child. The majority of the children in this study 

were taking a psychostimulant but were continuing to experience difficulties. This is 

consistent with previous studies that have shown a lack of long-term gains using 
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medication to treat this disorder as well as the lack of consistent gains across settings (i.e., 

home and school) with medication (e.g., Richters et al., 1995). In addition, children in 

both treatment conditions received structured therapy; however, significant improvement 

at all levels was only seen in the parent group condition. This study is important in that it 

helps us begin to see how to help families struggling with ADHD. Medication is not going 

to be the miracle cure. Moreover, providing children with treatment and their parents with 

general written information does not appear to be enough. Medication has been found to 

be effective in decreasing child inattentive and impulsive behaviors and in increasing the 

number of positive statements made by mothers (Barkley, 1989); however, it is important 

to remember that most children's drug regimens include medication during the school day, 

but frequently not in the evenings or during vacations. Parents are more likely to be 

continuing to deal with their children in an unmedicated state, and therefore, medication 

may have less impact on changing the parent-child interactions. To see significant 

improvement for these children and their families, parents must be involved in treatment. 

Effective management of ADHD needs to include teaching parents how to break 

the coercive cycle that has developed between them and their child. The parent group 

used in the present study provides information on how to interact with a difficult child, 

how to provide more positive reinforcement, and how to teach children new skills. This 

appears to be a treatment method with great promise for promoting positive change in 

both children's behaviors and parents' feelings of control and competence. It also 

lessened parents' feelings of distress at home, whereas the handout group responded 
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oppositely. In the handout condition, parents experienced no improvement in their stress 

levels after the treatment was completed. It is hypothesized that this may be due to the 

fact that they were presented with information designed to change their attitudes and help 

them become aware of their own parenting behaviors. However, they were not provided 

with assistance in developing new skills to make changes at home; therefore, their stress 

levels did not improve as they became aware of problems but had no opportunity to 

practice solutions. 

Previous studies had evaluated the use of parent training to help treat children with 

ADHD. These studies had found improvement in children's behaviors after parent training 

(Barkley, 1990; Cocciarella et al., 1995; Pisterman et al., 1992), decreases in parent stress 

(Cantwell, 1996; Anastopoulous et al., 1993), and generalization of improvements to 

other settings (Morgan et al., 1990). The current study was consistent with these results 

and provided information on the level of parent involvement. It would have been both 

practical and financially beneficial if providing parents with written information alone was 

enough to see gains similar to those provided by the complete parent group. It also would 

make bibliotherapy and self-help manuals a viable method of treatment for these families. 

It was important to evaluate this possibility in today's society of brief treatment and 

limited payment. It was also important to evaluate if these forms of treatment are 

effective, in order to decrease the use of them if they proved unsuccessful. This study has 

shown that written information can possibly be beneficial in assisting parents in beginning 

to recognize problems and concerns they have at home. It may lead to some attitude 
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change, but without providing the necessary training and skills for solving these problems, 

significant improvements are not likely to be observed. 

Another common method of treatment for children with ADHD has been group 

therapy. It provides many benefits including social feedback from peers, frequent 

opportunities for reward, and valuable social skills (Rose & Edleson, 1987). Meta-

analyses of the effectiveness of group therapy with children has provided mixed but 

generally positive results (Abramowitz, 1976; Hoag et al., 1996). This study presupposed 

that having the children participate in group treatment would be beneficial for them and it 

was found to significantly impact children's self-esteem, but to see more long-term and 

generalized gains, further steps would be necessary. Group treatments for children are 

likely to be beneficial in the short-term, but may not lead to improvements outside of the 

treatment setting in the absence of parent training. It also appears that treatment for 

children alone will not significantly impact parent behaviors which is likely to be an 

important step for disrupting the coercive cycle between parent and child. 

Areas for Future Research 

Past studies have looked at the benefits of having children participate in group 

therapy and have found behavioral treatments to be beneficial in changing behavioral 

problems (Hoag et al., 1996). Studies have evaluated the effectiveness of parent training 

(Anastopoulous et al., 1993; Dubey et al., 1983), and the present study evaluated the level 

of parent involvement needed to evince change in children and their parents. It would 

now be important to evaluate the long-term impact of these treatments, as well as the 
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necessity of including the child group. The present study included the children in a 

structured group in all conditions. The handout group did show some behavioral 

improvement, but this improvement was not statistically or clinically significant. The 

parent group paired with the child group did show significant improvement, demonstrating 

the benefit of involving parents in direct training to change parent-child interactions. An 

important area of research will now be to compare a parent plus child group condition and 

a parent group alone to evaluate if it is necessary for the children to be involved in 

treatment to see the level of desired change. It is believed that having the children 

participate in treatment is important and possibly necessary; however, existing research 

has not directly evaluated this belief. 

In addition, the current study evaluated a time-limited seven week therapy group. 

Both longitudinal evaluations of the lasting impact of treatment on children's problems, 

and the impact of longer treatment interventions would be important. A study including 

the seven week parent group, a fourteen or twenty-one week group and evaluations both 

post-treatment and in three month and six month intervals would help clarify the amount 

of parent training necessary for maximum benefits and the length of time these benefits 

appear to be maintained. Another possibility to study is the inclusion of parent booster 

sessions post-treatment to help maintain gains. 

Also, school is a major part of children's life and frequently the focal point for 

problems for children with ADHD. It will be important to research treatment methods 
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that facilitate improvement in school and to research methods of getting school personnel 

involved in treatment and treatment evaluation. 

Parents are seeking relief from the symptoms and the impact this disorder has on 

their children, and they desire quick improvement to help their children become more 

successful. This requires a balance between finding the minimum number of sessions 

necessary to create change and to maintain it, and the amount of involvement needed by 

both children and their parents. The current study began this process by identifying the 

level of parent involvement necessary to see significant improvement. Follow-up research 

will be necessary to continue to refine the treatments needed for maximal benefits for 

children with ADHD and their families. 
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Table 1 

Diagnostic Criteria for Attention-Deficit/Hvperactivitv Disorder 

A. Either (1) or (2) 

(1) six (or more) of the following symptoms of inattention have persisted for 
at least 6 months to a degree that is maladaptive and inconsistent with 
developmental level: 
Inattention 
a) often fails to give close attention to details or makes careless 

mistakes in schoolwork, work, or other activities 
b) often has difficulty sustaining attention in tasks or play activities 
c) often does not seem to listen when spoken to directly 
d) often does not follow through on instructions and fails to finish 

schoolwork, chores, or duties in the workplace (not due to 
oppositional behavior or failure to understand instructions) 

e) often has difficulty organizing tasks and activities 
f) often avoids, dislikes, or is reluctant to engage in tasks that require 

sustained mental effort (such as schoolwork or homework) 
g) often loses things necessary for tasks or activities (e.g., toys, school 

assignments, pencils, books, or tools) 
h) is often easily distracted by extraneous stimuli 
I) is often forgetful in daily activities 

(2) Six (or more) of the following symptoms of hyperactivity - impulsivity 
have persisted for at least 6 months to a degree that is maladaptive and 
inconsistent with developmental level: 

Hyperactivity 
a) often fidgets with hands or feet or squirms in seat 
b) often leaves seat in classroom or in other situations in which 

remaining seated is expected 
c) often runs about or climbs excessively in situations in which it is 

inappropriate (in adolescents or adults, may be limited to subjective 
feelings of restlessness) 

d) often has difficulty playing or engaging in leisure activities quietly 
e) is often "on the go" or often acts as if "driven by a motor" 
f) often talks excessively 

Impulsivity 
g) often blurts out answers before questions have been completed 

(table continues^ 
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h) often has difficulty awaiting turn 
i) often interrupts or intrudes on others (e.g., butts into conversations 

or games) 

(B) Some hyperactive-impulsive or inattentive symptoms that caused 
impairment were present before age 7 years. 

(C) Some impairment from the symptoms is present in two or more settings 
(e.g., at school [or work] and at home). 

(D) There must be clear evidence of clinically significant impairment in social, 
academic, or occupational functioning. 

(E) The symptoms do not occur exclusively during the course of a Pervasive 
Developmental Disorder, Schizophrenia, or other Psychotic Disorder and 
are not better accounted for by another mental disorder (e.g., Mood 
Disorder, Anxiety Disorder, Dissociative Disorder, or a Personality 
Disorder). 

Note. From DSM-IV (American Psychiatric Association, 1994, pp. 83-84). 



76 

Table 2 

Demographic information bv group 

Parent grp Handout Control Overall 

N 30 30 29 f 89 

Female 8 (27%) 10 (33%) 7 (24%) 25 (28%) 

Male 22 (73%) 20 (67%) 22 (76%) 64 (72%) 

Age 

M 9.33 8.55 9.07 8.97 

(SB) 1.94 1.48 1.98 1.74 

Range 7 - 1 2 7 - 1 2 7 - 1 2 7 - 1 2 

Grade 

M 3.74 3.08 3.56 3.54 

(SD) 1.77 1.32 1.80 1.62 

Range 1 - 7 1 - 6 1 - 7 1 - 7 

Mean # group sessions 6.3 6.6 N/A 
completed by child 

Mean # group sessions 6.21 N/A N/A 
completed by parent 

# children taking 30 (100%)§ 24 (86%) * 18 (67%) * 72 (85%) 
stimulants § 

72 (85%) 

# children receiving 16 (55%) * 14 (48%) * 10 (38%) * 40 (48%) 
other therapy services 

40 (48%) 

Mother's age 

M 37.22 37.27 39.56 

(SD) 4.68 9.91 10.81 

Range 30-45 25-74 28-74 

(table continues") 
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Parent grp Handout Control Overall 

Father's age 

M 40.14 39.71 42.50 

(SD) 6.50 4.71 4.50 

Range 24-55 30-48 36-49 

Mother's education * 

High school 0 4 3 7 

Some college 15 10 7 32 

Bachelor's degree 9 6 6 21 

Graduate degree 1 3 1 5 

Father's education * 

High school 9 3 2 14 

Some college 10 4 3 17 

Bachelor's degree 3 3 1 7 

Graduate degree 1 9 6 16 

Child lives with * 

Biological parents 14 16 10 40 

Single mother 6 9 7 22 

Step-family 6 2 1 9 

Other 2 2 1 5 

Note. The terms "mother" or "father" refer to the primary parental figure or guardian 

currently living with the child. 

fOf the 29 control group subjects, 4 also participated in the parent group and 13 

participated in the handout group, subsequent to completing the wait-list time period. 

*Percentages and numbers may not be consistent with overall N due to missing data. 
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§ A significant difference was found between the parent and control group for the number 

of children taking medication. Significantly fewer than expected children were on 

medication in the control group, while more than expected where on medication for the 

parent group. There was no significant difference found between the handout and parent 

conditions. 

Table 3 

Summary of changes in demographic information post-treatment 

Parent Handout Control Total 
group group group 

# experiencing 9 / 2 2 12/32 8 / 2 1 29/84 
changes in medication 

# experiencing 4 / 2 7 1 /32 2 / 19 7 /78 
changes in current 
therapy 

# adding therapy 1 /30 5 /28 2 / 19 8 /77 

# experiencing major 2 / 2 9 3 / 3 0 3 / 1 8 8 /77 
changes at home 

# experiencing 4 / 2 7 2 / 3 1 3 / 18 9 / 7 6 
changes in school 
placement 

Note. Total N's differ based on missing data or incomplete forms. 
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Table 4 

Behavior Assessment Schedule for Children (BASQ Behavioral Symptom Index (BSD 

mean ratings for each condition 

Group n M * SD 

Pre-test Parent group 30 69.63 13.99 

Handout group 25 75.88 13.38 

Control group 24 67.67 13.85 

Total 79 71.01 14.00 

Post-test Parent group 30 62.90 11.60 

Handout group 25 73.12 15.42 

Control group 24 68.33 15.07 

Total 79 67.78 14.44 

* Scores are T scores 
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Table 5 

Conners' Parent Rating Scale (CPRS) Oppositionalitv Subscale mean ratines for each 

condition 

Group n M * SD 

Pre-test Parent group 28 70.14 10.96 

Handout group 29 69.21 14.58 

Control group 26 65.96 13.70 

Total 83 68SI 13.14 

Post-test Parent group 28 63.18 11.79 

Handout group 29 67.00 15.88 

Control group 26 65.23 16.44 

Total 83 65.16 14.73 

* Scores are T scores 
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Table 6 

Conners' Parent Rating Scale (CPRS) Hyperactivity Subscale mean ratings for each 

condition 

Group n M SD 

Pre-test Parent group 

Handout group 

Control group 

Total 

28 76.46 

30 74.93 

27 75.04 

85 75.47 

13.18 

12.59 

11.68 

12.38 

Post-test Parent group 

Handout group 

Control group 

Total 

28 68.64 

30 73.33 

27 72.85 

85 71.64 

12.10 

13.72 

11.97 

12.68 

* Scores are T scores 

Table 7 

Parent Locus of Control (PLOC) overall score mean ratings for each condition 

Group n M SD 

Pre-test Parent group 

Handout group 

Control group 

Total 

29 120.48 

30 118.00 

26 114.23 

85 117.69 

18.61 

21.76 

20.13 

20.15 

Post-test Parent group 

Handout group 

Control group 

Total 

29 111.14 

30 119.80 

26 112.69 

85 114.67 

20.69 

22.33 

20.99 

21.47 

* Raw scores. 
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Table 8 

Parenting Stress Index (PSI) overall score mean ratings for each condition 

Group n M SD 

Pre-test Parent group 

Handout group 

Control group 

Total 

30 100.47 

30 91.50 

26 89.19 

86 93.93 

21.29 

22.93 

24.81 

23.22 

Post-test Parent group 

Handout group 

Control group 

Total 

30 89.90 

30 93.63 

26 85.42 

86 89.85 

20.22 

25.59 

22.79 

22.95 

* Raw scores. 

Table 9 

Interaction results of analyses for each Alabama Parenting Questionnaire (APO) subscale 

Subscale Wilks' A df F fi 

Parental involvement .96 2, 82 1.73 .18 

Positive parenting .96 2, 82 1.56 .22 

Supervision .98 2, 82 1.00 .37 

Inconsistent discipline .83 2, 82 8.36 <.01 * 

Corporal punishment .99 2, 82 .30 .74 

Other discipline .99 2, 82 .54 .59 
Significant finding. 
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Table 10 

Alabama Parenting Questionnaire CAPO) Inconsistent Discipline subscale score mean 

ratings for each condition 

Group n M * SD 

Pre-test Parent group 30 16.40 3.31 

Handout group 29 14.48 3.40 

Control group 26 14.38 3.03 

Total 85 1113 3.36 

Post-test Parent group 30 14.43 2.98 

Handout group 29 14.83 4.39 

Control group 26 15.54 3.43 

Total 85 14£1 3.63 

* Raw scores. 
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Table 11 

Correlation and regression results for supplementary hypothesis one-A using the Behavior 

Assessment Schedule for Children fBASQ and the Parent Locus of Control (PLOC) 

measures-

Correlations 

Post-BSI Pre-PLOC Post-PLOC 

Pre-BSI .84 .38 .39 

Post-BSI .42 .53 

Pre-PLOC .76 

Regressions 

Step 1: Post-BSI <== Pre-BSI 

Step 2: Post-BSI < = Pre-BSI + Pre-PLOC 

Step 3: Post-BSI <== Pre-BSI + Pre-PLOC + Post-PLOC 

Step R R2 Adj. R2 R1 Change F Change df E 

1 .84 .71 .71 .71 180.30 1 ,74 .001 

2 .85 .72 .71 .01 2.81 1, 73 .10 

3 .87 .76 .75 .04 12.91 1, 72 .001 

Note. Pre = pre-treatment score; Post = post-treatment score; BSI = BASC overall 

Behavior Symptom Index. 
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Table 12 

Correlation and regression results for supplementary hypothesis one-A using the Conners' 

Parent Rating Scale (GPRS') and the Parent Locus of Control CPLOC) measures. 

Correlations 

Post-CPRS Pre-PLOC Post-PLOC 

Pre-CPRS .63 .25 .27 

Post-CPRS .41 .46 

Pre-PLOC .75 

Regressions 

Step 1: Post-CPRS < = Pre-CPRS 

Step 2: Post-CPRS <== Pre-CPRS + Pre-PLOC 

Step 3: Post-CPRS <== Pre-CPRS + Pre-PLOC + Post-PLOC 

Step R Rz Adj. R2 Rzchange F Change df E 

1 .63 .39 .39 .39 51.14 1,79 <.001 

2 .68 .46 .45 .07 9.57 1, 78 .003 

3 .70 .49 .47 .03 4.41 1, 77 .04 

Note. Pre = pre-treatment score; Post = post-treatment score. 
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Table 13 

Correlation and regression results for supplementary hypothesis one-B using the Behavior 

Assessment Schedule for Children CBASC) and the Parenting Stress Index (PSD. 

Correlations 

Post-BSI Pre-PSI Post-PSI 

Pre-BSI .85 .59 .54 

Post-BSI .56 .62 

Pre-PSI .81 

Regressions 

Step 1: Post-BSI <== Pre-BSI 

Step 2: Post-BSI < = Pre-BSI + Pre-PSI 

Step 3: Post-BSI < = Pre-BSI + Pre-PSI + Post-PSI 

Step R R2 Adj. R2 R2 change F Change df B 

1 .85 .73 .72 .73 206.81 1 ,78 < .001 

2 .85 .73 .72 .00 1.03 1, 77 .31 

3 .88 .78 .77 .05 16.22 1 ,76 < .001 

Note. Pre = pre-treatment scores; Post = post-treatment scores; BSI = BASC overall 

Behavior Symptom Index. 
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Table 14 

Correlation and regression results for supplementary hypothesis one-B using the Conners' 

Parent Rating Scale CCPRS) and the Parenting Stress Index fPSD 

Correlations 

Post-CPRS Pre-PSI Post-PSI 

Pre-CPRS .62 .26 .28 

Post-CPRS .40 .50 

Pre-PSI .80 

Regressions 

Step 1: Post-CPRS <== Pre-CPRS 

Step 2: Post-CPRS <== Pre-CPRS + Pre-PSI 

Step 3: Post-CPRS < = Pre-CPRS + Pre-PSI + Post-PSI 

Step R R2 Adj. R2 R2change F Change df E 

1 .62 .39 .38 .39 51.96 1, 82 < .001 

2 .67 .45 .43 .06 8.83 1,81 .004 

3 .71 .51 .49 .06 9.87 1, 80 .002 

Note. Pre = pre-treatment score; Post = post-treatment score. 
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Table 15 

Correlations for supplementary hypothesis one-C using the Behavior Assessment Schedule 

for Children (BASC) and the Alabama Parenting Questionnaire CAPO) subscales 

pst-
BSI 

pre-
invl 

pre-
par 

pre-
spv 

pre-
Idsc 

pre-
crp 

pre-
othr 

pst-
invl 

pst-
par 

pst-
spv 

pst-
Idsc 

pst-
crp 

pst-
othr 

pre-
BSI 

.85 .01 .13 -.04 .10 .24 .32 .17 .22 -.02 .16 -.01 .38 

pst-
BSI 

-.07 .09 -.03 .02 .19 .19 .03 .13 .03 .27 -.04 .36 

pre-
invl 

.61 -.39 -.16 -.27 -.06 .76 .42 -.48 -.26 -.40 -.28 

pre-
par 

-.22 -.13 -.04 -.07 .39 .59 -.33 -.22 .01 -.15 

pre-
spv 

.40 .38 .30 -.45 -.21 .64 .25 .16 .34 

pre-
Idsc 

.06 .06 -.08 -.04 .33 .58 .13 .27 

pre-
crp 

.40 -.23 -.10 .27 .16 .26 .21 

pre-
othr 

-.01 -.08 .17 .07 .03 .37 

pst-
invl 

.58 -.46 -.16 -.35 -.09 

pst-
par 

-.35 -.21 -.06 -.12 

pst-
spv 

.41 .13 .45 

pst-
idsc 

.16 .33 

pst-
crp 

.13 

Note. The prefix 'pre' indicates the scores are from the pre-treatment assessment while 

'pst' indicates scores from the post-treatment assessment. BSI = the behavioral symptom 



89 

index from the BASC; The following scales are the APQ subscales. Invl = parent 

involvement scale; Par = positive parenting subscale; Spv = supervision subscale; Idsc = 

inconsistent discipline subscale; Crp = corporal punishment subscale; and Othr = other 

forms of discipline subscale. 

Table 16 

Regression results for supplementary hypothesis one-C using the Alabama Parenting 

Questionnaire CAPO) subscales and the Behavior Assessment Schedule for Children 

(BASC) 

Step 1: Post - BSI <== Pre-BSI 

Step 2: Post - BSI <== Pre-BSI + Pre-Invl + Pre-Ppar + Pre-Supv + Pre-Idisc + Pre-Corp + Pre-Othr 

Step 3: Post - BSI <== Pre-BSI + Pre-Invl + Pre-Ppar + Pre-Supv + Pre-Idisc + Pre-Corp + Pre-Othr + 

Post-Invl + Post-Ppar + Post-Supv + Post-Idisc + Post-Corp + Post-Othr 

Step R R2 Adj. R2 R2 change F Change df E 

1 .85 .72 .72 .72 198.09 1,77 <.001 

2 .86 .74 .72 .02 1.03 1,71 .42 

3 .90 .80 .76 .06 3.26 1,65 .01 

Note. The prefix 'pre' indicates the scores are from the pre-treatment assessment while 

'post' indicates scores from the post-treatment assessment. BSI = the behavioral 

symptom index from the BASC; Invl = APQ parent involvement scale; Ppar = positive 

parenting subscale of the APQ; Supv = supervision subscale of the APQ; Idisc = APQ 

inconsistent discipline subscale; Corp = APQ corporal punishment subscale; and Othr = 

APQ other forms of discipline subscale. 
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Table 17 

Unique contributions of each variable for hypothesis one-C using the Behavior Assessment 

Schedule for Children fBASQ and the Alabama Parenting Questionnaire CAPO') 

subscales. 

Subscales Beta t U 

pre-BSI .85 12.32 <.001 

pre- invl -.02 -.20 .84 

pre- ppar .06 .68 .50 

pre-supv .04 .40 .69 

pre-Idisc -.22 -2.99 .004 

pre-corp -.02 -.30 .77 

pre-other -.10 -1.46 .15 

post-invl -.16 -1.40 .17 

post-ppar .03 .32 .75 

post-supv -.07 -.81 .42 

post-idisc .28 3.77 <.001 

post-corp -.11 -1.65 .10 

post-other .07 .94 .35 
Note. The prefix 'pre' indicates the scores are from the pre-treatment assessment while 

'post' indicates scores from the post-treatment assessment. BSI = the behavioral 

symptom index from the BASC; Invl = APQ parent involvement scale; Ppar = positive 

parenting subscale of the APQ; Supv = supervision subscale of the APQ; Idisc = APQ 

inconsistent discipline subscale; Corp = APQ corporal punishment subscale; and Other = 

APQ other forms of discipline subscale. 
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Table 18 

Correlations for supplementary hypothesis one-C using the Alabama Parenting 

Questionnaire CAPO) subscales and Conners' Parent Rating Scales fCPRSI 

pst-
idx 

pre-
invl 

pre-
par 

pre-
spv 

pre-
Idsc 

pre-
crp 

pre-
othr 

pst-
invl 

pst-
par 

pst-
spv 

pst-
Idsc 

pst-
crp 

pst-
othr 

pre-
idx 

.63 -.10 .02 -.01 -.04 .12 .00 -.11 -.07 .07 .19 .11 .04 

pst-
idx 

-.07 .06 -.04 .07 .08 .03 -.07 .01 .13 .35 -.05 .17 

pre-
invl 

.59 -.45 -.17 -.28 -.06 .72 .45 -.52 -.30 -.40 -.30 

pre-
par 

-.27 -.16 .00 -.10 .43 .64 -.42 -.30 .01 -.18 

pre-
spv 

.41 .36 .30 -.45 -.26 .66 .29 .17 .37 

pre-
Idsc 

.06 .07 -.10 -.07 .33 .57 .13 .28 

pre-
crp 

.36 -.21 -.08 .24 .10 .27 .20 

pre-
othr 

-.01 -.08 .17 .09 .02 .37 

pst-
invl 

.60 -.48 -.18 -.34 -.10 

pst-
par 

-.43 -.26 -.07 -.15 

pst-
spv 

.46 .13 .45 

pst-
idsc 

.15 .34 

pst-
crp 

.13 

Note. The prefix 'pre' indicates the scores are from the pre-treatment assessment while 

'pst' indicates scores from the post-treatment assessment. Idx = the CPRS overall ADHD 
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index; Invl = APQ parent involvement scale; Par = positive parenting subscale of the APQ; 

Spv = supervision subscale of the APQ; Idsc = APQ inconsistent discipline subscale; Crp 

= APQ corporal punishment subscale; and Othr = APQ other forms of discipline subscale. 

Table 19 

Regression results for supplementary hypothesis one-C using the Alabama Parenting 

Questionnaire (APQ) subscales and the Conners' Parent Rating Scales (CPRS) 

Step 1: Post - CPRS index <== Pre-CPRS index 

Step 2: Post - CPRS index <== Pre-CPRS index + Pre-Invl + Pre-Ppar + Pre-Supv + Pre-Idisc + Pre-Corp 

+ Pre-Othr 

Step 3: Post - CPRS index <== Pre-CPRS index + Pre-Invl + Pre-Ppar + Pre-Supv + Pre-Idisc + Pre-Corp 

+ Pre-Othr + Post-Invl + Post-Ppar + Post-Supv + Post-Idisc + Post-Corp + Post-Othr 

Step R R2 Adj. R2 R2 change F Change df E 

1 .63 .40 .39 .40 53.64 1,81 <.001 

2 .65 .42 .37 .03 .55 6, 75 .77 

3 .74 .55 .46 .12 3.11 6, 69 .01 

Note. The prefix 'pre' indicates the scores are from the pre-treatment assessment while 

'post' indicates scores from the post-treatment assessment. CPRS index = the overall 

ADHD index score of the CPRS; Invl = APQ parent involvement scale; Ppar = positive 

parenting subscale of the APQ; Supv = supervision subscale of the APQ; Idisc = APQ 

inconsistent discipline subscale; Corp = APQ corporal punishment subscale; and Othr = 

APQ other forms of discipline subscale. 
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Table 20 

Unique contributions of each variable for hvnothesis one-C using the Conners' Parent 

Rating Scales (CPRS) and the Alabama Parenting Questionnaire CAPO) subscales. 

Subscales Beta t U 

pre-CPRS index .57 6.63 <.001 

pre- invl -.04 -.24 .81 

pre- ppar .14 1.10 .28 

pre-supv -.22 -1.73 .09 

pre-Idisc -.02 -.15 .89 

pre-corp .04 .41 .68 

pre-other .02 .16 .88 

post-invl -.22 -1.48 .14 

post-ppar .16 1.26 .21 

post-supv .06 .43 .67 

post-idisc .31 2.69 .01 

post-corp -.24 -2.50 .02 

post-other .14 1.34 .19 
Note. The prefix 'pre' indicates the scores are from the pre-treatment assessment while 

'post' indicates scores from the post-treatment assessment CPRS index = the overall 

ADHD index of the CPRS; Invl = APQ parent involvement scale; Ppar = positive 

parenting subscale of the APQ; Supv = supervision subscale of the APQ; Idisc = APQ 

inconsistent discipline subscale; Corp = APQ corporal punishment subscale; and Other 

APQ other forms of discipline subscale. 
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Table 21 

Piers-Harris Children's Self-Concept scale mean ratings for each condition 

Group n M * SD 

Pre-test Parent group 30 51.27 15.08 

Handout group 25 53.16 12.52 

Control group 12 63.50 10.86 

Total 67 54.16 14.02 

Post-test Parent group 30 59.03 10.64 

Handout group 25 61.28 11.55 

Control group 12 59.83 19.57 

Total 67 6001 12.77 

* Scores are T scores. 
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Figure 1 

Depiction of movement from control to treatment groups 

Parent group 
N = 30 

4 Control group 
N = 29 

13 Handout group 
N = 30 

Figure 2 

Interaction between condition and time for the Behavior Assessment Schedule for 

Children fBASC) Behavioral Symptom Index (BSI) 

parent 

handout 

control 

post 
Time of test 
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Figure 3 

Interaction between condition and time for the Conners' Parent Rating Scales fCPRS) 

Hyperactivity Subscale 

parent 

—ES55S5I— 
handout 

-em-

control 
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Figure 4 

Interaction between condition and time for the Conners' Parent Rating Scales (CPRS) 

Oppositionalitv Subscale 

parent 
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handout 
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control 
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Figure 5 

Interaction between condition and time for Parent Locus of Control fPLOC) scores 

parent 

handout 

control 

Time of test 

Figure 6 

Interaction between condition and time for the Parenting Stress Index (PSI) 

p 96 parent 

handout 
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Time of test 
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Figure 7 

Interaction between condition and time for the Alabama Parenting Questionnaire CAPO) 

Inconsistent Discipline subscale 
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Figure 8 

Interaction results for the groups on the Piers-Harris Children's Self-Concept scale 
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Parent Consent Form 
Dear Parents: 

You and your child are invited to participate in a research and treatment project 
examining a structured group therapy for children with ADHD and their parents. The 
children's group consists of seven 90 minute sessions where children will be taught a skill, 
will play a game practicing the skill, will create a reminder to take home, and will be read a 
book connected to the skill. The goals for the group are to help children learn to manage 
impulsive behaviors, improve their social skills, and build self-esteem. In addition to 
having your child participate, you will need to be involved as well. You will be taught 
matching skills to help your child practice their skills at home. 

Children usually enjoy the group, so I expect that children will be interested and 
enthusiastic about participating; however, any child who expresses a desire to leave will be 
escorted back to their parents immediately. The groups will be conducted by graduate 
students in psychology and will be supervised by a licensed psychologist. Groups will be 
videotaped for supervision purposes, but tapes will be erased at the end of the project. 
These tapes may be viewed by the study supervisor, clinic supervisor, and researcher. In 
addition to group participation, I will need you to complete several questionnaires 
regarding your child's behavior and your own experiences. To protect confidentiality, 
these questionnaires will be coded and names will not be used on any of these forms. 
Your responses will be reported only as group results for publication or education. 

The possible risks or discomforts for you or your child if you participate in this 
study include: time invested including time to complete questionnaires prior to and at 
completion of the study; and parents might have some time spent waiting for their children 
while they're in group. Children may be frustrated by the limits set in the group, but will 
be allowed to leave at anytime if they wish (they will be brought to their parent). If you 
decide to withdraw from the program at any point, you are free to do so. This will not 
affect the availability of services for you or your child at the University of North Texas 
Psychology Clinic. 

If you have any questions or problems that arise in connection with your 
participation in this study, please call Dr. Sewell, the project supervisor at (940) 565-
2671. 

Julie Driskill, M. A. Kenneth W. Sewell, Ph.D. 
Graduate Student Clinician Researcher Supervising Psychologist 

I agree to participate in the above described study and give my permission for my child, 
, to participate in the ADHD group for children. I understand the risks and 

requirements necessary for participation as outlined above. I also understand that I am able to terminate 
participation at any time. 

Parent Signature Date 
This project has been reviewed by the University of North Texas Committee for the protection of human subjects (phone: 940-565-3940). 
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Child Assent Form 

The following form will be read to the children in the group, and discussed with them 
prior to their signing their assent to participate. Parental consent will have been 
obtained already. 

You are being asked to participate in a group for children who sometimes have 
trouble paying attention. The group will be every week on this night for six weeks. We'll 
all meet together and we'll learn a new skill, play a game, do some arts and crafts, and 
read a book. We're going to have lots of different activities to make sure we have fun 
while we're learning. 

There are a few rules for this group. First, you must plan to come every week. 
Second, sometimes people in the group might share some private thoughts. These 
thoughts should stay private just between those of us in the group. You should not go to 
school and tell your friends or your teachers what other kids talked about, and we will not 
tell our friends what you talked about. Other things, like what we did in group and what 
we learned are not private. You can go home and tell your parents, your brothers and 
sisters, and your teachers what you are learning. Then they can help you practice! There 
are a few things I cannot keep private if you share them with me, these are: if you tell me 
you are going to hurt yourself or someone else, or if you tell me someone is hurting you. I 
will have to share these things with other people to make sure we can help you. The third 
rule is about behaviors in group. No teasing, hitting, fighting, name calling, or breaking 
things. Also, we're going to practice following directions without arguing or whining. 
These are the rules. If you are having trouble with the rules, you will be asked to take a 3 
minute time-out from the group. If you continue to have a hard time, you will be sent to 
your parent(s) and will not be able to finish group that day. You can come back next 
week though! If at anytime you are unhappy or don't feel well, or just want to leave the 
group, we will find your mom or dad for you and you can leave. You won't be in trouble 
for leaving and can come back next week. 

We look forward to having you in our group and know it's going to be a lot of 
fun! 

This form was read and explained to me. I agree to participate in this group. I understand 
the rules and that I can leave at anytime. 

Child Date 

Researcher Date 

This project has been reviewed by the University of North Texas Committee for the protection of human subjects (phone: 940-565-3940). 
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Demographic Questionnaire 

Name of Person Completing the Form: 

Client Name: Date of Birth: 

Street Address: 

Age: 

City: State: Zip: 

Home Phone: Child's Social Security #: 

Name of School: 

Mother: 

Grade: 

Age: Education: 

Occupation: 

Father: Age: 

Work phone: 

Education: 

Occupation: 

Step-parent: 

Occupation: 

Work phone: 

Age: Education: 

Work phone: 

Prefer to be called: Home Work Either Neither 

Can we leave a message? Yes No 

Who has legal custody of the child? 

In case of emergency, who should be notified? 

Relation to child? 

Phone: 

List Names, ages, and relationship to child of all people living in your home: 

If any siblings live outside your home, list their names and ages: 
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Briefly describe the child's current difficulties and your reasons for seeking treatment at 
this time: 

How long has this problem been of concern? 

When was this problem first noticed? 

What seems to help the problem? 

What seems to make the problem worse? 

What disciplinary techniques do you use? 

Ignore the problem Scold the child Tell the child to sit 

Threaten the child Send child to room Reason with child 

Take away activity Spank child Take away food 

Grounding Yelling Time out 

Other 

Who handles discipline? 

What disciplinary techniques work best? 

Which disciplinary techniques do not work? 

Does your child receive any special education or remedial services in school? 

If yes, please describe: 

Has your child ever been in trouble with the police? 

If yes, please describe: 
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I consider my child's current health to be: excellent good fair poor 

List any significant medical problems or allergies: 

List all current medications: 

List any serious accidents or illnesses your child has had: 

In your family is there a history of (Please circle all that apply) 

Alcoholism Substance Abuse Physical Abuse 

Depression Anxiety Sexual Abuse 

Serious physical illness or other concern (describe): 

Domestic Violence 

Mental Illness 

How would you describe your pregnancy with this child? easy average 

difficult. If difficulty, what were the problems? 

During the pregnancy with this child, circle any that apply: 

used alcohol used prescription drugs used over-the-counter drugs 

used illegal drugs used tobacco had an extended illness 

had an accident had other physical problems 

How would you rate your child's development when compared to other children? 

Advanced Average Slower (in what areas? ) 

How would you describe your child's overall temperament? 
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Easy Average Difficult Unpredictable 

Has your child had previous psychiatric care and/or counseling? 

If yes, name of clinician: 

Date(s) of treatment: Reason for treatment 

Has your child ever had a previous psychological or educational evaluation? 

If yes, by whom? 

Do you believe or know that your child has used drugs or alcohol? 

Is your child a danger to him/herself or others? Yes No 

If yes, describe: 

Below is a list of problems children can experience. In the space beside each problem, 

please indicate with a 0 - 5 the seriousness of the item for you with 0 representing no 

concern and 5 representing a very high concern. 

hearing difficulty vision difficulty speech or language difficulty 

is overly active inattentive has difficulty following 
directions 

argues with parents refuses to do what he/she is 
told 

doesn't get along with 
siblings 

poor grades in school unsatisfied with school poor behavior in school 

slow getting acquainted with 
other 

being left out of things too withdrawn or shy 

feeling tired much of the 
time 

difficulty concentrating or 
thinking 

feeling inferior 

trouble with sleeping trouble eating loss of interest in activities 

feelings of hopelessness moodiness, having 'ups and 
downs' 

irritability 

feeling guilty or ashamed feelings of loneliness ill at ease with other people 
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unhappy too much of the 
time 

says "I wish I were dead" or 
"I wish I had never been born" 

has mentioned suicide or 
made a suicide attempt 

feelings too easily hurt feelings of being 'pushed 
around' 

being timid or shy 

often feels worried, anxious fearing failure disturbing thoughts 

concerns about body image wanting to lose weight poor self-esteem 

lacking self-control speaking or acting without 
thinking 

difficulty with anger control 

bangs head rocks back and forth blank spells or stares into 
space 

daredevil behavior plays with fire steals 

wets the bed difficulty with bowel control sucks thumb 

sleeps with parents holds breath has temper tantrums 

has nightmares fearful of separating from 
parents 

frequent physical complaints 

gives up easily has few friends prefers to be alone 

difficulty accepting 
responsibility for his or her own 
actions 

legal concerns or difficulty 
with authorities 

alcohol or drug use 

has experienced physical 
abuse 

has experienced sexual abuse has experienced other 
trauma 

Other problems or concerns: 
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Update Form 

Child's Name: Today's Date: 

Parent's Name: 
Please answer the following questions by indicating if any of these situations have changed for you 
or your child since the first time you completed the paperwork for the ADHD project on 

(approximately 2 months ago). Please feel free to use additional space if needed. 

New Address: New Phone Number: 

Have there been any changes in your child's medication? If so, please indicate new dosage or 
medicine being given. 

No Yes: 

Has your child started receiving any additional therapy services since the beginning of the group? 

No Yes: Individual Family Other: 

Have there been any changes in the therapy services your child is now receiving (e.g., discontinued 
therapy, switched from individual to family, etc.)? 

No Yes (please describe): 

Have there been any changes in your child's school placement (e.g., suspensions, expulsions, held 
back a grade? 

No Yes (please describe) 

Have there been any major changes at home (e.g., divorce, new person moving in to the house, 
death in the family, etc.)? 

No Yes (please describe) 

Are there any other major changes in your child's life you feel we should be aware of? 

No Yes: 

On the following scale, circle how you would describe your child's behavior now as compared to 2 
months ago. 

Significantly Improved Better Same Declined Significantly 
Worse 

Would you be willing to be contacted in the future for a follow-up project? Yes No 
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SESSION 1 Introduction 
BASIC OUTLINE: 

SKILL: PAYING ATTENTION-STOP, LOOK, AND LISTEN 
GAME: CLICKERS 
CRAFT: MAKE STOP LIGHT REMINDERS 

BOOK: BOOK ABOUT ADHD (e.g., Shelley the Hyperactive Turtle) 

Have materials ready for children to make name tags as they come in. Hobby 

Lobby has some plastic buttons that snap together and the children can make their own 

name and decorate it to put inside the button or you can just use stick on name tags and 

let them decorate them. Children can work on their tags as they arrive. 

When all children are present and have completed name tags, get into a circle and 

teach group rules. 

1. Talk about why games have rules and have children give some examples of 

games and what the basic rules are. Talk about school and why there are rules at school; 

generate some examples of school rules. 

2. Present Group Rules-Explain that this group will be a little like school because 

we will learn some new things but a little like a game because we will also have fun. Tell 

the children that we are going to learn the rules tonight and will always use the same rules 

every time we meet. Present the rules and point out they will be easy to remember 

because they are ABC: 

Always stay with your group 

Be ready to follow instructions 

Cooperate with others—can cover confidentiality and ways to help each other here. 
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(Have a chart made with the rules and post it in the room. If you want you can also write 

each child's name somewhere on the rules chart and use it for positive reinforcement by 

putting stars or stickers on it whenever the child is following the rules.) 

3. Present skill by relating it to the rules. "Now we are going to learn how to 

follow the rules." First explain basic rule of staying with group, how to come into room 

when you arrive, what to do if you need to use the restroom, how the group will end and 

the children will be walked out to meet their parents. Next introduce skill. "Our next rule 

is "B (pause and wait for children to respond by stating the rule). In order to Be Ready 

we have to know how to pay attention. So tonight we are going to learn just what to do 

when you want to pay attention. What are some time when you may need or want to pay 

attention? (have children generate two or three examples). Those were great. Now when 

you need to pay attention, here's an easy way to remember what to do. (Have a stop light 

made up to use.) This is all you have to do. You STOP, LOOK, AND LISTEN. Stop 

means you stop everything you are doing and hold you hands, feet, and body still, just like 

you are frozen but really ready for what will happen next. Next you LOOK. This means 

you look at the person who is about to talk or do something so you won't miss anything. 

Then you LISTEN. You try to listen only to what the person is saying and ignore 

everything else. Now let's practice this. Everyone can start doing something quietly and 

then when I say STOP, LOOK, AND LISTEN, you freeze, look at me, and get ready to 

listen." Practice two or three times and when the children pay attention, give them a 

simple command, such as pat you head three times, make a funny face at the person beside 
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you, etc. Be sure to positively reinforce children since this sets the tone for the future 

sessions and keeps the learning positive. 

4. Present the game. "Since you were so good at the rule, we're going to play a 

game with that same rule STOP, LOOK AND LISTEN. This game is called Clicker 

because we play it with these clickers (these can be purchased at Toys R Us or other 

places where they have party favors. They are small hand held disks with plastic balls that 

click together when they are shaken. You can also use any other simple noise maker.) I'm 

going to give everyone one of these clickers and when I say go I want you to move 

around the room clicking you clicker. Then the person who is it will go around 

whispering to each person. If they say go, you keep going but if they say stop, you then 

stop and give the pay attention signal to the group. You stop, and say "STOP, LOOK, 

AND LISTEN." Then when everyone pays attention, you get to tell them to do 

something like jump on one foot or smile or shake hands with the person beside you. 

After they have done it you say GO and then you are it and the game starts again." Pass 

out the clickers and give everyone time to get started, then you begin the game by being it. 

Play until all or most children have had a turn to be it or until they begin to be tired. 

Again remember to positively reinforce appropriate behavior so the children begin to 

model for one another. 

5. Present the book. Explain that this group is for kids who sometimes have 

trouble paying attention or staying still or finishing work at school. Ask for examples 

from group of times when they had a little trouble with these things. Then explain that 
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this book will help them learn more about what it's like to have this problem. Then read 

book and have brief discussion. 

6. Craft activity. Materials: Scissors and glue stick for each child. Markers. Red 

stop sign shape with stop written on it, yellow and green circles with look printed on 

yellow and listen printed on green. Other colors of construction paper to paste the circles 

on. Movable eyes to glue on the Look. Pink, brown, flesh colored, etc. paper for the 

children to make their own ears to glue on the Listen. Explain that you want them to 

make something now so they will have a reminder at home and can be ready to pay 

attention at home and at school all week. Also, they can take their reminder home and 

teach their families how to be ready to pay attention. Get out craft materials and 

demonstrate what you are going to make. Encourage children to make their own 

reminders anyway they would like and show some variations that don't look just like the 

model. Allow children to make their own and make another one with them. By working 

with them, you model how to do it and can also offer help as it is needed. 

7. Closing. Have children again sit in a circle with their finished craft. Explain 

that each week you will close the group with a "Go Around" which is just like it sounds. 

We will go around the circle and everyone gets to say one thing about the group and one 

thing to someone in the group.. They can tell something they liked about the group or 

something they learned. Then, they get to say one thing nice to someone else. 

Demonstrate by having both facilitators go first. Make this structured and keep it moving 

so it doesn't take too long but provides a closure before the group is dismissed. If you are 
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going to read one chapter of the longer ADHD book, this can also be included in the 

closing, probably before the Go Around. 
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