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INTRODUCTION 
Parents are a critical, if not the most critical, factor in the social development of children (Alvarado and Kumpfer, 2000; Conger and Simons, 1997). A plethora of studies have produced empirical findings that indicate parental behavior can either increase or decrease an adolescent’s risk for delinquency and other problem behaviors (Elliot, Huizinga, and Menard, 1989; Loeber and Stouthamer–Loeber, 1986; Patterson et al., 1992; Sampson and Laub, 1993; Simons et al., 1998; Simons, Chao, and Conger, 2001). For instance, volumes of research indicate that supportive parent–child relationships, positive discipline methods, close monitoring and supervision, parental advocacy for their children, and parental pursuit of needed information and support (Huizinga, Loeber, and Thornberry, 1995; Bry, 1996; Alvarado and Kumpfer, 2000) consistently buffer youth against problem behaviors. In other words, parents who provide their children with respect, support, supervision, and consistent discipline are likely to be rewarded with children less likely to become involved with antisocial peers and in delinquent behavior. 

But when parents fail to fulfill these fundamental responsibilities, their children often suffer the consequences (Kumpfer and Alvarado, 1997). In fact, the evidence is overwhelming. A tremendous amount of research reveals that children are at risk of developing antisocial behaviors when they are exposed to ineffective parenting behaviors such as poor supervision, rejection, or harsh and inconsistent discipline. Specifically, research indicates that antisocial behavior of parents (Slavin and Rainer, 1990; Henggeler, 1989); unsupportive parents (Conger and Simons, 1997; Sampson and Laub, 1993; Gottfredson and Hirschi, 1990); physical and emotional abuse (Doerner, 1987); parent–child involvement, parental supervision, and parental rejection (Loeber and Stouthamer–Loeber, 1986; Cernkovich and Giordano, 1987); and parental monitoring, parenting techniques, and caretaker discipline toward children (Steinberg, 1990; Snyder and Patterson, 1987) have all been found to influence delinquent behavior. 

This research suggests that improving fundamental parenting practices should reduce problem behaviors. Today there are several major categories of interventions designed to improve parenting practices and thus prevent future problem behaviors. These programs include behavioral parent training, parent education, parent support groups, in-home parent education or parent aid, and parent involvement in youth groups. This section generically labels all of these “parent training programs.”

THEORETICAL CONTEXT
Parents can increase the probability of delinquency and other problem behaviors among their children because they serve as the primary socialization context for children (Simons et al., 1998; Patterson, Reid, and Dishion, 1992). The theoretical foundation for this relationship is generally grounded in theories of social control positing that delinquent acts are more likely to occur when an individual’s bond to society is weak or broken (Hirschi, 1969). Under this perspective, the family acts as a socializing agent by introducing and endearing children to conventional norms and values. The theory argues that a strong affectionate tie between child and parent is one of the fundamental means for establishing this societal bond and thus insulating adolescents from delinquency and other problem behaviors (Brook, Whiteman, Finch, and Cohen, 1998).

Unfortunately, poor family functioning or nontraditional family structures can inhibit the development of or decrease parental attachment and thus break the bond with society, separating individuals from the internal controls that discourage criminal behavior. Gottfredson and Hirschi (1990) argue that as a result of inept parenting, some adolescents tend to be impulsive, defiant, physical, and risk-taking (Stewart et al., 2002; Conger, Patterson, and Ge, 1995). Such youth are attracted more strongly to delinquent acts than those who have been socialized to possess strong internal controls. However, ineffective parenting is seen as a result of two factors (Thornberry, 1987; Simons, Chao, and Conger, 2001). First, parents and children tend to be similar in their temperament, personality, and cognitive abilities (Plomin, Chipuer, Loehlin, 1990). Thus, there is a tendency for impulsive, aggressive children to have parents who also possess these characteristics, and these characteristics tend to interfere with effective parenting. Second, recent research indicates that parent–child interaction is a reciprocal process. In other words, not only does ineffective parenting increase the probability of child conduct disorders, but also hostile, obstinate child behavior often elicits negative parenting behavior—resulting in a reduction in effective parenting (Patterson, Reid, and Dishion, 1992). Thus the personal characteristics of the parents combine with the difficult behavior of the child to create a volatile mix of antagonistic relationships.

Consequently, it is imperative that delinquency prevention programs reinforce the parent– child bond as a means of preventing delinquent behavior. One way of reinforcing the parent–child relationship is to decrease risk factors and increase protective factors for delinquent behavior through parent training and family strengthening programs. These programs address important family protective factors such as parental supervision, attachment to parents, and consistency of discipline (Huizinga, Loeber, and Thornberry, 1995). They also address some of the most important family risk factors such as poor supervision, excessive family conflict, family isolation, sibling drug use, and poor socialization (Kumpfer and Alvarado, 1995).

EVIDENCE OF IMPACT
This section examines the scientific research regarding parent training programs. These programs concentrate on teaching parents and prospective parents the use of effective management skills. This highly structured approach generally includes parents only, in small groups led by a skilled trainer or clinician. Programs are designed to help parents learn to recognize both prosocial and antisocial behaviors, employ social learning techniques (e.g., positive reinforcement, ignoring, distraction, punishment), and improve family problem-solving skills. Parent training can be beneficial even during pregnancy and early childhood, since parenting skills learned early can have positive effects as the child matures (Howell, 1995).

Parent training sessions can occur in diverse settings (e.g., schools, community centers, churches, the workplace, or even at home with self-instructional programs) and under various types of approaches. Kumpfer (1999) outlines several of these approaches, including the following: 

■ Behavioral parenting training is structured, delivered by a trained professional, and lasts for 8 to 14 sessions of 1 to 2 hours each. A curriculum and instructional aids (e.g., manuals, guidebooks, handouts, videotapes) are used. Positive reinforcement skills are taught and parents learn to decrease inappropriate punitive behaviors and chastisements.

■ Parent education programs are usually designed to reach a broader audience of families who are not necessarily severely dysfunctional, but who may be at risk. Parent education programs raise awareness of good parenting practices and better ways to discipline children. They also help parents learn how to determine if a child is abusing drugs or alcohol and to recognize other warning signs of delinquent behavior. Parent education materials may include videotapes, television programs, and brochures, feature articles in newspapers and magazines, and other written information. In addition to general media information, schools, workplaces, churches, and community organizations can offer parent education information.

■ Parent action/parent support groups are grassroots organizations that have gained in popularity in the past 2 decades. Some are national organizations with local chapters; others are ad hoc groups of neighborhood parents.

Numerous researchers have found that parent training helps reduce aggressive, antisocial, and delinquent behavior among children (Dumas,1989; Satterfield et al., 1987; Tremblay et al., 1991; Tremblay et al., 1992; Kazdin, Siegel, and Bass, 1992). For instance, the Parent–Child Development Center Program is an intervention that targeted low-income families in which mothers were the primary caregivers of children ages 2 months to 3 years. The intervention included a broad range of support services for mothers and children. Mothers were educated in socio-emotional, intellectual, and physical aspects of infant and child development; received training in home management; and became familiar with community resources.

Several evaluations of this program found that participating 3-year-old children showed increases in IQ and cognitive ability and that more positive interactions occurred between program mothers and children (Bridgeman et al., 1981; Johnson and Walker, 1987; Johnson and Breckenridge, 1982; Johnson, 1991). 

Another successful parent-focused intervention is Parents as Teachers (PAT). In this program, certified parent educators conduct personal visits to parents of children ages 0–5 using a curriculum that incorporates the latest neuroscience research findings to offer practical ideas on ways of enhancing parenting knowledge. Parents also meet in groups to discuss topics such as positive discipline, sleep, sibling rivalry, or toilet training and to promote parent–child interaction through activities such as story reading and play. An evaluation of the PAT pilot project included 75 randomly selected first-time parents with 3-year-olds. Comparison parents and children were from four pilot PAT school district sites that did not participate in the program. The evaluation found that children in PAT programs at age 3 were significantly more advanced than comparison children in language, social development, problem solving, and other cognitive abilities. Parents in the program were more involved in their children’s schooling (Pfannenstiel and Seltzer, 1985). Subsequent evaluations of the PAT program found similar positive results (Pfannensiel, Lambson, and Yarnell, 1991; Drazen and Haust, 1994; Drazen and Haust, 1995; Drazen and Haust, 1996; Wagner, 1992; Wagner, 1993).

A third parent-directed program is The Incredible Years Training Series: School-Age BASIC Training Program and ADVANCE Parent Training Program. The Incredible Years Training Series consists of programs that address family management problems, lack of commitment to school, early and persistent antisocial behavior, and family conflict. The BASIC segment is a 12-week parent training program that involves group discussion of a series of 250 video vignettes. The program teaches interactive parenting and reinforcement skills, nonviolent discipline techniques, logical and natural consequences, monitoring, and problem solving strategies. The original BASIC program (designed for children ages 2–7) and the program’s permutations were evaluated extensively. In the first evaluation, 35 nonclinic families were randomly assigned to BASIC parent training or to a wait-list control group. BASIC programs caused highly significant attitudinal and behavioral changes in participating middle-class, nonclinic mothers and children ages 3–6 compared with the control group. Nearly all changes were maintained at the 1-year follow-up. In a second study, 35 clinic high-risk families with conduct problems were assigned to one-on-one therapy, videotape group therapy (the BASIC program), or a wait-list control group. The BASIC program was as effective as the one-on-one therapy, and both were superior to the control group in accomplishing beneficial attitudinal and behavioral changes (Webster–Stratton, 1984; Webster–Stratton, 1985).
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	Intervention:
The Adolescent Transitions Program (ATP) is a multilevel, family-centered intervention targeting children who are at risk for problem behavior or substance use. Designed to address the family dynamics of adolescent problem behavior, it is delivered in the middle school setting to parents and their children. The parent-focused curriculum concentrates on developing family management skills such as making requests, using rewards, monitoring, making rules, providing reasonable consequences for rule violations, problem-solving, and active listening. Strategies targeting parents are based on evidence about the role of coercive parenting strategies in the development of problem behaviors in youth. The curriculum for teens takes a social learning approach to behavior change and concentrates on setting realistic goals for behavior change, defining reasonable steps toward goal achievement, developing and providing peer support for prosocial and abstinent behavior, setting limits, and learning problem-solving.

The long-term goals of the program are to arrest the development of teen antisocial behaviors and drug experimentation. Intermediate goals are to improve parents’ family management and communication skills. To accomplish these goals, the intervention uses a “tiered” strategy with each level (universal, selective, and indicated) building on the previous level. The universal level is directed to the parents of all students in a school. Program goals at this level include engaging parents, establishing norms for parenting practices, and disseminating information about risks for problem behavior and substance use. At the selective level of intervention, the Family Check-Up, assessment, and support are provided to identify those families at risk for problem behavior and substance use. At the indicated level, direct professional support is provided to parents based on the results of the Family Check-Up through services including behavioral family therapy, parenting groups, or case management services.

Program activities are led by group leaders and include parent group meetings, individual family meetings, and teen group sessions, as well as monthly booster sessions for at least 3 months following completion of the group. Meetings and sessions may include discussion and practice of a targeted skill, group exercises (either oral or written, depending on group needs), role-plays, and setting up home practice activities. Many of the skill-building exercises include activities that parents and children do together. Each curriculum also has six accompanying videotapes that demonstrate the program’s targeted skills and behaviors.

Evaluation Methodology:
Researchers conducted a 2-year randomized clinical trial to assess the effectiveness of the parent and teen interventions, both as individual interventions and together. Group leaders were mental health professionals. Participating families were self-referred through recruitment advertisements and screened for risk factors (closeness to parents, emotional adjustment, academic engagement, involvement in positive activities, experience seeking, problem behaviors, stressful life events, and child, peer, and family substance use). Those with four or more risk factors were eligible and randomly assigned to one of four groups: parent focus only, teen focus only, both parent and teen focus, and self-directed change (using program videos only). Random assignment was accomplished using cluster sampling to preestablish the order of assignment. After assignment, the sample included four cohorts of about 30 families each. Boys and girls were assigned separately to ensure equal gender distribution. The sample was composed of 158 families, including 83 boys and 75 girls. The children ranged in age from 10 to 14 and were in grades 6, 7, and 8. The sample was 95 percent European-American. A group of 39 families (22 girls, 17 boys) was also recruited as the control group.

Assessments of family interaction, family conflict, behavior problems, and substance use were done at baseline, program termination, and 1 year following termination. Family interaction was assessed using videotapes of parent–child interaction during problem-solving tasks. The interactions were coded and analyzed using the Family Process Code. Internal family conflict and external family stressors were measured using the Family Events Checklist. For behavior problems, the Child Behavior Checklist was used to assess changes in youth behavior through the intervention. Finally, all youths were asked to report on the frequency of their tobacco or other drug use in the past 3 months. In addition, expired-air carbon monoxide levels were assessed to corroborate self-reported smoking behavior.

The most recent evaluation was a 4-year randomized trial of the parent-focused ATP component with eight small community samples in Oregon. In contrast to the prior evaluation, the group leaders in this trial were not professional mental health workers. Subjects were students referred by schools or service agencies based on teacher or social service agency staff assessments, using the Teacher Risk Screening Instrument. The parents of students whose assessments revealed three or more risk factors were contacted and invited to participate in the parenting program. Interested families were randomly assigned to the immediate treatment intervention group or a waitlist control that would receive classes 3 months after the immediate treatment group finished the program. The sample consisted of 303 families, with 151 in the immediate treatment group and 152 assigned to control. The target children were 61 percent male and 39 percent female. The average age of the target children was 12.2 years, and 87.5 percent of the subjects were white. There were no significant differences in demographic characteristics of the immediate treatment and waitlist groups.

Intervention group participants were assessed using measures of parent behavior, parental feelings about the child, parental depression, and children’s behavior at baseline, both after the completion of the final session and 6 months following the final session. The Parent Report of Problematic Interactions was used to assess coercive elements in parent–child interactions. Parents’ reports of their reactions to their child were assessed using the Parenting Scale—Adolescent Version. In addition, the Taped Situations Test was used to measure parents’ ability to handle common parenting situations in positive, effective ways. Parents’ feelings about their children were measured using the Inventory of Family Feelings. The instrument used to assess parental depression was the Beck Depression Inventory. Finally, the extent to which the child exhibited problematic behavior was assessed through the Parental Daily Reports and the Child Behavior Checklist. 

Evaluation Outcome:
Analysis of the data from the 2-year study found significant improvements in family interactions. Parents and children in the intervention groups showed reductions in negative engagement in family interactions. This effect was the same for the combined parent–teen intervention as it was for either intervention condition alone. In addition, the results of latent growth curve modeling analyses indicated that children’s externalizing behavior was significantly reduced after their parents participated in ATP. The researchers conducted additional analyses on a subset of “high attending” families and found that for parents who received four or more sessions of ATP there was a clear and moderate-sized effect of treatment on parent-reported externalizing behavior.

Researchers in the 4-year study used growth curve modeling to identify intervention effects, compare treatment and control groups, and track changes in these groups over time. This analysis revealed several promising effects of the intervention. For example, parents in both treatment and waitlist groups showed significant improvements in positive problem-solving with their teens attributable to treatment and maintained this at future assessment points. In addition, parents in both groups had improved feelings toward their children and were less likely to react negatively to their children’s behavior and less likely to take a “lax” approach to their children after participating in the program. Both groups also showed improvements in the skill areas of tracking and reinforcing behavior, setting expectations and defining problems, and remaining calm in stressful situations. Child behavior also showed improvement as a result of participation in the program. Antisocial behaviors decreased significantly, measures of child adjustment showed improvement, and total problem behavior decreased.
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	Intervention:
The Strengthening Families Program (SFP) is a parenting and family skills training program that consists of 14 consecutive weekly skill-building sessions. Parents and children work separately in training sessions and then participate together in a session practicing the skills they learned earlier. Two booster sessions are used at 6 months to 1 year after the primary course. Children’s skills training sessions concentrate on setting goals, dealing with stress and emotions, communication skills, responsible behavior, and how to deal with peer pressure. Topics in the parental section include setting rules, nurturing, monitoring compliance, and applying appropriate discipline.

SFP was developed and tested in 1983 with 6- to 12-year-old children of parents in substance abuse treatment. Since then, culturally modified versions and age-adapted versions (for 3- to 5-, 10- to 14-, and 13- to 17-year-olds) with new manuals have been evaluated and found effective for families with diverse backgrounds: African-American, Asian/Pacific Islander, Hispanic, American Indian, Australian, and Canadian.

Evaluation Methodology:
SFP has been evaluated at least 18 times on Federal grants and at least 150 times on State grants by independent evaluators. The original National Institute on Drug Abuse (NIDA) study involved a true pretest, posttest, and follow-up experimental design with random assignment of families to one of four experimental groups: 1) parent training only, 2) parent training plus children’s skills training, 3) the complete SFP including the family component, and 4) no treatment besides substance abuse treatment for parents. SFP was then culturally adapted and evaluated with five Center for Substance Abuse Prevention High-Risk Youth Program grants by independent evaluators using statistical control group designs that involved quasi-experimental, pretest, posttest, and 6-, 12-, 18-, and 24-month follow-ups. Recently, SFP was compared with a popular school-based aggression prevention program (I Can Problem Solve) and found highly effective (effect sizes = .45 to 1.38), employing a true experimental pretest–posttest, 12-month, and 24-month follow-up design in two Utah school districts. A NIDA four-group randomized clinical trial with about 800 primarily African-American families in the Washington, DC, area also found good results. 

Evaluation Outcome:
Research, using randomized experimental designs and pretest and posttest data collection, has found consistent positive results for diverse families, and up to 5-year follow-up measures: 

· Parent Training improves parenting skills and children’s behaviors and decreases conduct disorders.

· Children’s Skills Training improves children’s social competencies (e.g., communication, problem solving, peer resistance, and anger control).

· Family Skills Training improves family attachment, harmony, communication, and organization.

· The full SFP improves more risk and protective factors predictive of later problem behaviors than other studied interventions.
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	Intervention:
Say It Straight (SIS) is a communication skills program developed to prevent destructive behaviors and promote wellness in young people, parents, and other adults. The program targets destructive behaviors such as violence, risky sexual behaviors, and use of alcohol, tobacco, and other drugs. Promotion of wellness concentrates on increasing self-awareness, personal and social responsibility, good communication skills, positive self-esteem, and positive relationships.

SIS creates opportunities for people to discover their internal resources, connect to their deepest wishes, and develop the skills needed to express and implement them in appropriate ways. Trainings are action-oriented and use visual, auditory, and kinesthetic modalities to involve people with different learning styles. The use of role-plays such as body sculpting (that is, placing one’s body into certain physical postures) as a facilitative strategy helps participants understand empowering (e.g., supporting, caring) and disempowering (e.g., placating, people-pleasing) communications. Students and adults create films that help them explore significant situations in their lives. Exploring different communications and coping behaviors by acting a role is theorized to help contribute to prohealth behaviors and facilitate the change process.

Because the training is co-created by participants, it gives them a sense of ownership and transcends culture, age, and gender. Addressing individual, family, and community risk and protective factors, SIS aims for the development of self-sustaining prevention communities.

The distinctive features of the Say It Straight program include the following:

· Flexibility to be applied across settings (e.g., schools, support groups, prisons, treatment agencies, community-based organizations, churches) and across age groups (8 to adult) and roles (e.g., students, parents, teachers, healthcare providers).

· Training entire classrooms or schools, rather than selected students who have been labeled in negative ways. This gives the message that everyone can improve their communication skills, creating bonds rather than separations among people.

· Concentrating on solutions, on improving coping skills, and on one’s strengths and resources. At no time during the training is factual information about alcohol or drugs given.

· Giving ownership and responsibility for the training to participants by letting them choose the content of the films—that is, letting them co-create their training. This not only ensures cultural, ethnic, developmental, and gender relevancy, but it also respects the participants’ freedom.

Evaluation Methodology:
The effectiveness of Say It Straight in the prevention of violence, delinquency, alcohol and drug abuse, and HIV/AIDS has been studied since 1982.

Study No. 1
One of the more rigorous studies of the effectiveness of SIS on preventing or reducing alcohol and drug abuse among 11- to 13-year-olds used a quasi-experimental design with random assignment to condition. Three middle schools were randomly assigned to treatment or control.

The treatment school was compared with two control schools that implemented their own information-oriented drug-prevention program. A total of 509 students participated in the SIS program. Of these, 202 were sixth graders, 215 were seventh graders, and 92 were eighth graders.

In the control schools, 1,539 students were measured on alcohol- and drug-related suspensions. Along with the suspensions, in the second control school, a subset (of the total 714 students) was measured on variables related to positive communication (specifically, communication using “leveling and assertive attitudes”) before and after their usual drug prevention program. The subset sample consisted of 21 sixth graders, 35 seventh graders, and 28 eighth graders.

Pretest and posttest measurements of the effectiveness of SIS included a questionnaire designed to measure attitudes toward communication that included “assertiveness and leveling,” an open-ended measure asking what was learned after the program, and rates of alcohol and drug school suspensions. A 1-year follow-up looked at the program’s lasting effects on alcohol- and drug-related suspensions in the eighth grade.

Study No. 2
This study was a continuation of Study No. 1 from the previous academic year. Because of the success of SIS in the treatment school, SIS was requested in one of the previous year’s control schools. Further, the original treatment school asked the program developer to do SIS with all the incoming sixth graders and do SIS reinforcement with seventh and eighth graders who had been trained as sixth and seventh graders the year before. Finally, one elementary school asked that their fifth graders also be offered SIS. Alcohol-/drug-related school suspensions were monitored for all fifth to ninth grade students in the city during throughout the academic year. This included the ninth graders trained as eighth graders in Study No. 1. The SIS Social Skills Questionnaire (SISSSQ) was administered before and after training to the fifth graders, to the incoming sixth graders in the previous year’s treatment school, and to sixth to eighth graders in one of the previous year’s control schools. The Subjective Feedback Questionnaire (SFQ) was administered after SIS.

Study No. 3
A 6-month pretraining baseline period was used to monitor juvenile police offenders among all 740 ninth to 12th graders in a city. The most rigorous design was applied to the ninth grade. SIS was offered to all ninth graders, and 186 out of 208 participated. The number of juvenile offenders among this trained group of students was compared with offenders among 211 ninth graders who were not trained during the following school year and thus provided a control group. Comparisons for these two groups were done during equivalent timeframes (Feb. 1 through Aug. 24) of two consecutive years. SIS was also conducted with 108 out of 221 tenth graders, 35 out of 166 eleventh graders, and 28 out of 145 twelfth graders. Participants in the program were administered the SISSSQ before and after SIS and the SFQ after SIS.

Study No. 4
This study involved a large-scale replication done by 96 teachers, counselors, school nurses, school administrators, and community volunteers and two project coordinators who were trained to facilitate SIS with students, parents, and communities in high-risk environments. They trained 2,781 third through 12th graders in classrooms, in student support groups, in a school within a chemical dependency treatment facility, and in a school within a detention facility. They also trained 227 parents and other adults. Two parent groups had Spanish-speaking trainers, and questionnaires were administered in Spanish. The SISSSQ was administered before and after SIS with students. Five additional questions pertaining to sexual behavior were added to the SISSSQ and were used by some of the trainers with 9th through 12th graders. The SIS Communications Questionnaire (measuring empowering and disempowering communications/behaviors), the Quality of Life/Family Questionnaire (QLQ–F), and the Quality of Life/Group Questionnaire (QLQ–G) were administered to the adults before and after SIS. Students and adults both received the SFQ after SIS.

Study No. 5
Effectiveness of SIS was evaluated with 36 mothers in residential chemical dependency treatment with their children. All were indigent, 32 had previous criminal offenses, 14 were on probation or parole at the time of training, and 27 had dual diagnoses. Their ages ranged from 19 to 42. The average number of days in treatment before beginning SIS was 85.6, with a range of 10 to 223 days. Although it was not possible to assign women to treatment and control conditions, it was possible to compare women in treatment a relatively short time (an average of 40 days) with women in treatment a much longer time (an average of 141 days) prior to SIS training to evaluate the impact of SIS. The following questionnaires were administered before and after SIS: the SIS Communication Questionnaire, QLQ–F, QLQ–G, and the Rosenberg Self-Esteem Questionnaire. The SFQ was administered after SIS.

Study No. 6
This study evaluated SIS in a residential treatment facility (chemical dependency, sexual compulsivity, compulsive gambling, eating disorders, as well as psychiatric diagnosis) with 26 men and women. Effectiveness of SIS was measured by comparing leaves from the treatment facility against medical advice before SIS and during SIS, as well as with questionnaires used in Study No. 5. Another questionnaire was used to evaluate anomie (the sense of alienation) before and after SIS. 

Evaluation Outcome:
Study No. 1
Students in the treatment school were significantly less likely to have alcohol- and other drug-related school suspensions and referrals during the academic year than were students in the two control schools. Notably, of the 12 suspensions and referrals that occurred in the treatment school, none occurred after SIS. Students trained in the treatment school were followed during the entire next academic year. Not a single “new user” (defined by alcohol- and other drug-related school suspensions) was identified among them.

In addition, only students in the treatment school showed statistically significant positive shifts on the SISSSQ that indicated a greater willingness to implement constructive decisions in difficult situations and feel more at ease doing so after SIS. These shifts were highly “statistically significant.” Finally, on the SFQ students indicated that they had learned and were motivated to use the skills and knowledge taught by the program when faced with a relevant situation in real life.

Study No. 2
Alcohol- and drug-related school suspensions were significantly lower among the 1,483 sixth through ninth graders who received SIS, compared with 1,295 students who did not have SIS. The fifth graders were excluded from this analysis because no such suspensions were incurred either by trained or untrained fifth graders.

Scores on the SISSSQ showed highly “statistically significant” increases for fifth through eighth graders after SIS. A subjective feedback questionnaire was also administered to these students. As in Study No. 1, in every grade students reported on the SFQ that they had learned and were motivated to use the skills learned.

Study No. 3
This study demonstrates the long-range effectiveness of SIS in reducing the number of juvenile police offenders among 9th to 12th graders. The police department monitored juvenile police offenses for all 9th through 12th graders for a baseline period of 6 months before SIS and 19 months after SIS. During the pretraining period, the number of offenders among the 357 students who would later receive SIS did not differ statistically from the number of offenders among the 383 students who would not receive SIS. During 19 months after SIS, there were statistically significantly fewer juvenile police offenders (behaviors ranging from aggravated assaults, vandalism, and burglaries to traffic violations) among 9th through 12th graders who received SIS compared with students who did not receive SIS. Further, students who did not receive SIS had more severe offenses, as ranked by the police department, compared with program participants.

Scores on the SISSSQ showed highly “statistically significant” increases for 9th, 10th, and 12th graders after SIS and were not significant for 11th graders after SIS. Students in all grades reported on the SFQ that they had learned and were motivated to use the skills learned.

Study No. 4
Although 2,781 students were trained, data analysis was based on 2,695 students for whom paired pretest and posttraining questionnaires were available. Data loss occurred because of absences during pretest or posttest, lack of ID numbers to allow matching pretests and posttests, and two teachers who administered different pretests and posttests (making analysis impossible). All grades showed statistically significant increases on the SISSSQ, with 4th through 12th grades showing highly significant results. Analysis by gender showed the same results.

Scores on the five added sexual behavior questions also showed highly “statistically significant” increases, even when analysis was done by gender. Students in all grades reported on the SFQ that they had learned and were motivated to use the skills learned. Students in detention and treatment showed similar results to students in regular school settings. In addition, a group of eight students in the treatment facility were evaluated by their counselors on the Communications Questionnaire before and after SIS. The counselors evaluated the students as being highly “significantly more likely” to use empowering communications/behaviors after SIS and engaging highly “significantly less” in disempowering communications/behaviors after SIS.

In regard to parents and other community adults, these adults reported highly “statistically significant” increases in empowering communications/behaviors and highly significant decreases in disempowering communications/behaviors, as measured on the SIS Communications Questionnaire, and highly significant increases on QLQ–F and QLQ–G after SIS. Adults reported on the SFQ that they had learned and were motivated to use the skills learned.

Study No. 5
For the whole group of women, disempowering communications/behaviors showed highly significant decreases after SIS. Empowering communications/behaviors showed significant or highly significant increases on QLQ–F and QLQ–G. Self-esteem, assessed with one group of eight mothers, also showed a highly significant increase after SIS. Self-reports on the SFQ regarding training effectiveness also were highly positive. Some examples of what mothers reported: “Now I feel I can get my messages clearer to my children”; “I can speak from the heart how I truly feel”; “I am learning to say it straight to my mom and son; this is increasing my self-esteem.” A limitation to this study is the lack of a control group.

Study No. 6
Self-reports of empowering behaviors, quality of family and group life, and self-esteem showed highly significant increases following SIS. Self-reports of disempowering behaviors showed highly significant decreases following SIS. Anomie showed a significant decrease. Subjective reports regarding training effectiveness were also highly positive. One resident reported “finding his voice” as a result of SIS and how this was important for him in coping with triggers for relapse. Treatment staff reported that SIS resulted in a prevalent attitude of increased concern among residents for one another’s recovery and willingness on the part of residents to go out of their way to assist staff in forestalling residents leaving against medical advice as well as to intervene informally on their own with greater frequency. This attitude was reflected in a decrease of over 50 percent in leaves against medical advice, thereby increasing treatment retention and completion.
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	Intervention:
Safe Dates is a school-based program designed to stop or prevent the initiation of psychological, physical, and sexual abuse on dates or between individuals involved in a dating relationship. Its goals are to change adolescent dating violence norms, change adolescent gender-role norms, improve conflict resolution skills for dating relationships, promote victims’ and perpetrators’ beliefs in the need for help and awareness of community resources for dating violence, promote help-seeking by victims and perpetrators, and improve peer help-giving skills. Intended for middle and high school students, the Safe Dates program can stand alone or fit easily within a health education, family, or general life-skills curriculum. Because dating violence is often tied to substance abuse, Safe Dates also may be used with drug and alcohol prevention and general violence prevention programs.

The Safe Dates program includes a curriculum with nine 50-minute sessions, a 45-minute play to be performed by students, and a poster contest. The sessions:

1. Defining Caring Relationships. Students are introduced to Safe Dates and discuss how they wish to be treated in dating relationships.
2. Defining Dating Abuse.Discussing scenarios and statistics, students clearly define what dating abuse is.
3. Why Do People Abuse? Students identify the causes and consequences of dating abuse through large- and small-group scenario discussions.
4. How to Help Friends. Students learn why it is difficult to leave abusive relationships and how to help an abused friend through a decision-making exercise and dramatic reading.
5. Helping Friends. Students use stories and role-playing to practice skills for helping abused friends or confronting abusing friends.
6. Overcoming Gender Stereotypes. Students learn about gender stereotypes and how they affect dating relationships through a writing exercise, scenarios, and small-group discussions.
7. Equal Power Through Communication. Students learn the eight skills for effective communication and practice them in role-plays.
8. How We Feel, How We Deal. Students learn effective ways to recognize and handle anger through a diary and a discussion of “hot buttons,” so that anger does not lead to abusive behavior.
9. Preventing Sexual Assault. Students learn about sexual assault and how to prevent it through a quiz, a caucus, and a panel of peers.

Safe Dates involves family members through its parent letter and parent brochure, which provide information about and resources for dealing with teen dating abuse. In addition, schools can get parents more involved by hosting parent education programs or by talking with parents of children who are victims or perpetrators of dating abuse. Teachers are encouraged to connect with community resources by locating and using community domestic violence and sexual assault information, products, and services that provide valid health information.

Evaluation Methodology:
The evaluation examined 14 public schools in a rural county in North Carolina. Schools were matched by size and randomly assigned to the treatment or control group. The control group was exposed only to the community activities, while the treatment group was exposed to both the school and community activities.

Baseline data was collected in October 1994, in the form of an in-school self-administered questionnaire, on 80 percent of the eligible 2,344 students (n=1,886). The questionnaire measured victimization and perpetration variables, perceived dating violence norms, awareness of services, help-seeking behaviors, conflict management skills, and responses to anger. There were no significant differences between the treatment and control groups at the baseline level. 

Program activities took place between November 1994 and March 1995. In May 1995, 90 percent of the original 1,886 participant completed follow-up questionnaires (n=1,700). In May 1996, another follow-up questionnaire was distributed (n=1,603). A multivariate logistic regression showed no significant differences between the attrition rates of the control and treatment groups.

During the 3rd year after the treatment was completed, a follow-up study was conducted that used 10 of the schools in the original study (5 treatment and 5 control). Half of the students in the original treatment group were randomly assigned to receive a booster treatment. This consisted of a newsletter with information and worksheets based on the content of the Safe Dates curriculum. Students were given information on “red flags” of an abusive relationship, effective communication strategies, and safe dating tips. They were asked to write down how they did and did not wish to be treated by others and to think about the short- and long-term consequences of being in an abusive relationship. Four weeks after the mailing, students in this group were contacted by a health educator who answered any questions they had. If the health educator determined that a student had completed all of the worksheets, then the student was mailed $10. A questionnaire was sent to all three groups 4 years after the original treatment to determine levels of perpetration and victimization (n=460). 

Evaluation Outcome:
Researchers found that at the 1-month follow-up, compared with students in control schools, students in treatment schools exhibited 25 percent less psychological abuse perpetration, 60 percent less sexual violence perpetration, and 60 percent less violence perpetration against their current dating partner. Conversely, receiving the treatment did not reduce the likelihood of being the victim of psychological abuse, nonsexual violence, or sexual violence in a current dating relationship. Most program effects were explained by changes in the participant’s dating violence norms, gender stereotyping, and awareness of services. Gender was not a significant variable in the results. 

At the 1-year follow-up, researchers found that there were no differences between the treatment group’s and the control group’s levels of victimization or perpetration. However, the treatment group continued to report being less accepting of dating violence and more aware of services than the control group did. 

After 4 years, there were significantly more females participating in the study. Using a linear regression model, the researchers determined that gender still was not a significant factor in the results. Those students participating in the Safe Dates program exhibited significantly less sexual, physical, and serious physical abuse perpetration than the control group did. They also experienced significantly less sexual victimization. There were no differences seen between the Safe Dates group that received the booster and the Safe Dates group that did not. Therefore, the Safe Dates program showed a resurgence of positive results, while the booster did not show any additional positive effects.
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	Creating Lasting Family Connections

	 



	

	Intervention:
Creating Lasting Family Connections (CLFC) is a comprehensive family strengthening and substance abuse and violence prevention curriculum designed to help youths and families in high-risk environments become strong, healthy, and supportive. CLFC serves African-American, white, Native American, Asian, Pacific Islander, and Hispanic youths ages 9 to 17 and their families living in rural, suburban, or urban settings. Its curriculum is designed for use in a community system (churches, schools, recreation centers, court-referred settings) that provides significant contact with parents and youths, has existing social outreach programs, and is linked with other human service providers.

Because youth programs have a greater chance of being effective with community support, the program begins with community and school mobilization. Next comes the parent and youth training component, consisting of five or six weekly sessions. Parent trainings are designed to increase parent resiliency by improving knowledge of ATOD (alcohol, tobacco, and other drug) abuse, family management skills, communication skills, family role modeling of alcohol use, youth involvement in community activities, and the use of community services as needed. Youth trainings are similarly designed to increase resiliency through teaching communication and refusal skills and encouraging bonding with family. CLFC’s final component involves early intervention and case management services, to provide a support system for the families in the program. Case management services are given for 6 months following the parent and youth trainings.

Evaluation Methodology:
CLFC was evaluated rigorously, using a true experimental design in which youths were randomly assigned to either the program or a comparison group. There were no significant differences between the two groups. The evaluation used three repeated measures over 1 year to allow the measurement of both short-term and sustained gains. During the first wave, data was collected on 143 parents and 183 youths. Seven months later, data was collected on 114 parents and 149 youths. At the 1-year follow-up, data was collected on 104 parents and 131 youths. The evaluation used multivariate analysis methods to uncover direct and conditional relationships between the program and outcomes. 

Performance Measures:
Measure: Increase knowledge regarding ATOD use

Source:CLFC Youth and Parent Surveys
Measure: Decrease attitudes favorable to ATOD use

Source:CLFC Youth and Parent Surveys
Measure: Increase family bonding

Source:CLFC Youth and Parent Surveys
Measure: Increase parent-child communication

Source:CLFC Youth and Parent Surveys
Measure: Increase level of family participation

Source:CLFC Youth and Parent Surveys
Measure: Increase in the number of used services

Source:CLFC Youth and Parent Surveys
Measure: Increase level of family functioning

Source:CLFC Parent Survey
Measure: Increase level of family violence

Source:CLFC Youth Survey
Measure: Increase problem solving /conflict resolution skills

Source:CLFC Youth Survey
Evaluation Outcome:
The evaluation found 1) increases in knowledge and healthy beliefs about ATOD by parents, 2) increased youth involvement in setting and following family ATOD rules, 3) increased use of needed community services by families, 4) increased bonding between children and parents, 5) increased level of (honest and deep) communication, 6) increased use of community services by youths, 7) delayed onset of ATOD use by youth, and 8) reduced ATOD use by youth.
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	Intervention:
The Family Integrated Transitions (FIT) program provides integrated individual and family services to juvenile offenders who have mental health and chemical dependency disorders during their transition from incarceration back into the community. The goals of the FIT program include lowering the risk of recidivism, connecting the family with appropriate community supports, achieving youth abstinence from alcohol and other drugs, improving the mental health of the youth, and increasing prosocial behavior. 

FIT is based on components of three programs: multisystemic therapy (MST), dialectical behavior therapy (DBT), and motivational enhancement therapy (MET). The overarching framework of FIT is derived from MST, a preservation model for community-based treatment. This treatment component uses therapists to coach caregivers in establishing productive partnerships with schools, community supports, parole, and other systems and help caregivers develop skills to be effective advocates for those in their care. While the MST component concentrates on the extent to which environments around the youth support prosocial behavior, FIT incorporates elements of DBT to address individual-level characteristics by replacing maladaptive emotional and behavioral responses with more effective and skillful responses. Finally, FIT uses aspects of MET to engage youths in treatment, with the objective of increasing their commitment to change. FIT therapists use MET techniques to develop the initial engagement of all parties and to maintain the commitment throughout the treatment.

The FIT program begins in a youth’s final 2 months in a Juvenile Rehabilitation Administration (JRA) facility and continues for 4 to 6 months during parole supervision. The FIT team consists of contracted therapists, including children’s mental health specialists and chemical dependency professionals. The FIT team serves four to six families at any given time. Services are available 24 hours a day, 7 days a week. JRA is responsible for identifying eligible youths and works closely with the therapists and FIT families. To be eligible for the youth program a youth must be under 17½, be in a JRA institution and scheduled to be released to 4 or more months of parole, reside in one of four designated Washington State counties (King, Kitsap, Pierce, or Snohomish), have a substance abuse or dependence disorder and any of the following: any Axis 1 disorder, a currently prescribed psychotropic medication, or demonstrated suicidal behavior within the last 3 months.

Evaluation Methodology:
This evaluation used a quasi-experimental design. The sample included 104 youths who participated in FIT and served as the treatment group. The control group included 169 FIT-eligible youths who did not participate in FIT because they returned to counties where the project was unavailable; this group received usual JRA parole services. Since the study did not use random assignment, logistic regression was used to determine any significant differences between groups. There were no significant differences for gender, age at release, Native American ethnicity, age at first prior conviction, prior drug convictions, criminal history, or prior person (violent) convictions. However, there were significant differences on four variables: ISCA risk assessment scores, African-American ethnicity, Hispanic ethnicity, and the degree to which a county was either urban or rural. The ISCA is JRA’s tool that measures an offender’s overall risk for re-offense. Treatment group participants were more likely to be African-American and less likely to be Hispanic. This was expected because the counties that were eligible for the FIT program were more urban, more and ethnically black, and less Hispanic than the non-FIT counties. This evaluation compared the recidivism rates of both the treatment and control groups to determine program effects. 

Evaluation Outcome:
The evaluation found that the FIT program has a statistically significant effect on the felony recidivism rate. At 18 months postrelease, the felony recidivism was 34 percent less for FIT youth (27 percent) than for the comparison group (41 percent). However, there was no significant effect on the total recidivism rate (including felony or misdemeanor reconvictions), though the results are in the direction of lowering this rate. There was also no significant effect on the violent felony recidivism rate (which is usually a relatively rare event in the 18-month follow-up period), though the results are in the direction of lowering this rate as well. A cost–benefit analysis of the FIT program indicated that for every $1.00 spent on FIT, $3.15 is saved in criminal justice expenses and avoided criminal victimization.
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	Gang Resistance Is Paramount

	 



	

	Intervention:
Gang Resistance Is Paramount (GRIP), originally Alternatives to Gang Membership, began in 1982 in an attempt to curb gang membership and discourage future gang involvement in Paramount, Calif. The program’s objectives are to educate students about the dangers of gangs, discourage the city’s youth from joining gangs, educate the students’ parents about the signs of gang involvement, and provide parents with the resources that will help them eliminate gang activities in their homes and neighborhoods. GRIP staff are familiar with gang activity, but avoided gang involvement. Most of them community members who live or have lived in Paramount. Their training is updated continually, and the program has had low turnover.

GRIP has five elements: 

· A school-based curriculum, consisting of 26 to 29 lessons, for second and fifth graders. The second graders are taught about peer pressure, drugs, alcohol, self-esteem, family, crime, gangs and territory, and gangs and vandalism. They are discouraged from joining a gang through video presentations, coloring exercises, songs, and discussion of alternatives to gangs such as recreational activities. Fifth graders review topics such as the danger of many gang activities and alternatives to gang membership. Gang membership is discouraged through the promotion of recreational activities, video presentations, current event discussions, and open dialog between students. An in-school follow-up program in the ninth grade caps the program. Topics such as drugs, alcohol, high school dropout, teen pregnancy, self-esteem, the consequences of a criminal lifestyle, higher education, and career opportunities are discussed.

· Parent education in the form of neighborhood meetings where parents are taught about the warning signs of gang involvement and provided with the tools to keep their children out of gangs. Handouts are given in both English and Spanish and include everything from information on programs and activities at the city’s recreation department to information about tattoo removal programs and graffiti hotline numbers.

· Counseling of parents and youths regarding the youths’ gang activities. Sessions are set up by request or referral and occur in the parents’ home, over the phone, or in-office.

· Recreational activities are offered. Sports, classes, special events, and programs specifically for teens are provided, during which gang clothing is not allowed. 

· Neighborhood Watch meetings are combined with the parent meetings, during which information handouts on city services is provided.

GRIP has undergone six separate studies. The first two tested elementary students before and after participation in the program. Prior to the program, 50 percent of students were undecided about gang involvement, after participation 90 percent responded negatively toward gangs compared to a control group who showed no change over that time period. The third and forth studies surveyed seventh and ninth graders who had participated in the program, both showed that 90 percent still had negative attitudes toward gangs. The fifth study cross-checked the names of program participants with police records and found that 96 percent were not identified as gang members.

Evaluation Methodology:
The most recent GRIP evaluation used a nonrandomized posttest design. An anonymous survey was administered to 735 ninth graders in Paramount before the start of GRIP lessons. The survey asked the students if they had previously participated in the GRIP program and what their experience was with gang activity. It also asked them to read a series of statements pertaining to gangs and then asked if they agreed, disagreed, or were undecided about each one. There were 505 students who had participated in GRIP in the second, fifth, or both grades; 209 students ended up in the control group saying they had never participated, while 21 students did not answer the question. Seventy-eight percent of the sample is Latino, 10 percent African-American, 2 percent Asian-American, 1 percent white, and 8 percent answered “other” (mostly citing Hispanic or Puerto Rican as their ethnicity). 

Evaluation Outcome:
The evaluation showed that only 6 percent of ninth graders who had participated in GRIP reported being involved in gang activity compared with 9 percent of youths in the control group. Of the males who reportedly participated in gang activity 52 percent had participated in GRIP, whereas 71 percent of the females had participated in the program. This shows that females may not relate to the curriculum as much as males.

The biggest difference between the groups manifested in perceptions of drugs and alcohol in gang life: 72 percent of GRIP participants felt that it was a significant part, while only 57 percent of nonparticipants felt this was so. Overall both groups displayed levels of antigang sentiment when it came to questions about safety, tattoos, graffiti, and violence. Both groups also responded favorably to the importance of high school, not getting arrested, making sure family members did not join a gang, and not hanging out with or dressing like gang members. The majority of each group realized that family and friends would be affected if they joined a gang and reported that they would not join a gang if their friends did.
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	Intervention:
HOMEBUILDERS is an intensive, in-home family preservation and reunification program for families with children (birth to 18) returning from or at risk of placement into foster care, group or residential treatment, psychiatric hospitals, or juvenile justice facilities. The HOMEBUILDERS Model is designed to eliminate barriers to service, while using research-based interventions to improve parental skills, parental capabilities, family interactions, children’s behavior, and family safety. 

The core program strategies are

· Accessibility. Services are provided in the family’s home and community (e.g., school) at times convenient to families, including evenings, weekends, and holidays. HOMEBUILDERS therapists are available 24 hours a day, 7 days a week for crisis intervention.

· Flexibility. Intervention strategies and methods are tailored to meet the needs, values, and lifestyles of each family.

· Time limited and low caseload. Families can be referred for either a 4- to 6-week high-intensity intervention (therapist caseload of two) or for a 90-day moderate-intensity intervention (therapist caseload of five to six). Service duration is based on safety and treatment needs; 80–100 hours of total service are provided, with an average of 45 hours of face-to-face contact with the family.

· Strengths based. Therapists help clients identify and prioritize goals, strengths, and values and help them use and enhance strengths and resources to achieve their goals.

· Ecological/holistic assessment and individualized treatment planning. Assessments of family strengths, problems, and barriers to service/treatment, and outcome-based goals and treatment plans are completed collaboratively with each family.

· Research-based treatment practices. Therapists use evidence-based treatment practices, including motivational interviewing, behavioral parent training, cognitive behavior therapy and change strategies, and relapse prevention. Therapists teach family members a variety of skills, including child behavior management, effective discipline, positive behavioral support, communication skills, problem-solving skills, resisting peer pressure, mood management skills, safety planning, and establishing daily routines.

· Support and resource building. Therapists help families assess their formal and informal support systems and develop and enhance ongoing supports and resources for maintaining and facilitating changes.

· Critical thinking framework. Therapists, supervisors, and managers use a critical thinking framework for assessing, planning, implementing, and evaluating progress and outcomes.


The primary intervention components of the HOMEBUILDERS Model are engaging and motivating family members; conducting holistic, behavioral assessments of strengths and problems; developing outcome-based goals; using evidence-based cognitive/behavioral interventions; teaching skills to facilitate behavior change; and developing and enhancing ongoing supports and resources. HOMEBUILDERS programs have been successfully implemented in diverse and multiethnic/multicultural communities across the United States and other countries.

Evaluation Methodology:
HOMEBUILDERS has been evaluated both formally and informally since it was established in 1974. The most comprehensive evaluation was the Michigan Families First Effectiveness Study. Michigan Families First uses the HOMEBUILDERS Model with its clients. The evaluation consisted of an experimental design with randomization to Families First (n=120) or foster care (n=82). The treatment group was 55 percent male, with an average age of 7.7 (SD=5.4 years). The comparison group was 48 percent male, with an average age of 7.3 (SD=4.6 years). The parents of the children in both groups were mostly African-American (77.5 percent and 62 percent, respectively) or white (18.5 percent and 27.5 percent, respectively). Data was collected from the birth parent or primary caregiver at baseline, then again at 6 months’ and 12 months’ follow-up. 

Performance Measures:
Measure: Improve school performance

Source:North Carolina Family Assessment Scale
Measure: Decrease the number of problem behaviors

Source:North Carolina Family Assessment Scale
Measure: Decrease the number of out of home placements

Source:North Carolina Family Assessment Scale
Measure: Improve level of family functioning

Source:North Carolina Family Assessment Scale
Measure: Improve level of family bonding

Source:North Carolina Family Assessment Scale
Measure: Improve use of positive parenting skills

Source:North Carolina Family Assessment Scale
Measure: Improve level of parental supervision

Source:North Carolina Family Assessment Scale
Measure: Decrease level of family violence

Source:North Carolina Family Assessment Scale
Measure: Decrrease frequency of AOD use

Source:North Carolina Family Assessment Scale
Evaluation Outcome:
The Michigan Families First study showed that at 12 months 93 percent of treatment children were still living at home, while only 43 percent of those in the comparison group were living at home. Both groups reported little to no subsequent abuse and neglect after the start of the study. Also, there was little police involvement and there were few arrests in both groups. School behavior between the two groups was similar.

Other evaluations of the HOMEBUILDERS program generally report positive outcomes. For instance, a single-group study of 1,506 children reported that 83 percent avoided out-of-home placement 12 months after intake. Another study of 453 families showed that few children in the treatment group were in out-of-home placement by the end of treatment, and 12 months after the start of treatment this increased to about one third of the sample. In addition, placement rates were higher for the comparison group than for the treatment group (85 percent of the comparison group compared with 44 percent of the treatment group) 12 months after the program. Some program outcomes produced mixed results, possibly owing to the use of heterogeneous client samples.
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	Intervention:
Parenting Wisely (PW) is a self-administered, computer-based program that teaches parents and their children important skills to enhance relationships and decrease conflict through behavior management and support. The program is designed to enhance child adjustment and has the potential to reduce delinquency, substance abuse, and involvement with the juvenile justice system. In addition, it seeks to improve problem-solving, parent–school communication, school attendance, and grades while reducing disciplinary infractions. 

The program uses an interactive CD–ROM in which parents view video scenes of common family problems. The program instructs parents in effective parenting skills through the use of demonstration, quizzing, repetition, rehearsal, recognition, and feedback for correct and incorrect answers. For instance, for each problem, parents choose one of several solutions, only one of which is an effective and adaptive method of dealing with the problem. After choosing a solution, a parent sees the chosen solution acted out in the video. The parent then receives feedback through an on-screen question-and-answer format that explains any problems associated with the selected solution as well as why the common mistakes in parenting portrayed in the incorrect solutions lead to difficulties. If the correct solution is chosen, the parent receives feedback on specific skills used in that situation that made it effective. Finally, several review questions follow the feedback to further reinforce the skills. After completing the review questions, the parent moves to the next problem. The video program covers communication skills, problem-solving skills, speaking respectfully, assertive discipline, reinforcement, chore compliance, homework compliance, supervision of children hanging out with peers who are a bad influence, stepfamily problems, single-parent issues, and violence. The program is administered in one to three sessions in 2 to 2½ hours, depending on the amount of discussion in which users engage. Parents using the program also receive a workbook for future reference that outlines all problems and solutions included in the program.

The target population is families with parents who do not usually seek or complete mental health or parent education treatment for children’s problem behaviors. Single-parent families and stepfamilies with children who exhibit behavior problems constitute most of the families targeted. PW has been tested with families in rural and urban areas and is equally appealing to African-American, Hispanic/Latino, and white families.

Evaluation Methodology:
Numerous studies were conducted to assess the effectiveness of PW, using a variety of different methods, including random assignment. Evaluations were conducted in juvenile detention, child protective services, health and mental health centers, probation departments, schools, and families’ homes. Represented among these studies were some 990 families of white (including Appalachian), African-American, Hispanic/Latino, Asian, and Portuguese origin and primarily from lower income homes.

One of the most comprehensive studies was conducted in Ohio, using an experimental design in which eight classes of pregnant or parenting adolescents were randomly assigned to either the control (29 students) or experimental (22 students) group. Most of the subjects were female and white. The average age of the total sample was 16.9 years, with a mean of 11 years of education. Twenty-three of the students were pregnant with their first child, and 39 already had at least one other child. Most students were single, living with their parents, and reported a mean family income of $15,000 to $20,000. The only significant difference between the two groups was age; students in the control group were older than students in the intervention group (17.2 to 16.6). The measures used in the study included a parenting knowledge test, parental attitudes questionnaire, and a supplementary questionnaire.

Additional details on this and other PW studies are available on the Parenting Wisely Web site (http://www.parentingwisely.com). 

Evaluation Outcome:
In general, the Ohio evaluation found that, compared with the control group, PW students scored significantly higher at the 2-month follow-up on measures of parenting knowledge, belief in the effectiveness of adaptive parenting practices, and the application of adaptive parenting skills to hypothetical problem situations.

In general, outcomes for parents receiving the intervention in other studies include

· Improved problem-solving

· Setting of clear expectations

· Increased knowledge and use of good parenting skills

· Reduced spousal violence and reduced parental violence toward children


For children, clinically significant behavior improvement occurred between 20 percent and 55 percent of the time that their parents used the program. Program completion rates for parents ranged from 83 percent to 91 percent.
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