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This study was an experimental evaluation of an intervention designed to reduce conduct problems
among children of battered women. Participants were 36 families (mothers and children) in which the
mother had sought shelier because of relationship violence and had at least 1 child (4-9 years old) with
clinical levels ot conduct problems. The intervention consisted of 2 primary components: (a) providing
instrumental and emotional support and (b) teaching child management skills to mothers. Families were
randomiy assigned to either the intervention condition or the existing services comparison condition and

were assessed on 5 occasions over 16 months alter shelter departure. Compared with families recetving

existing services. children in the intervention condition improved ar a faster rate, the proportion of
children displaying clinical levels of conduct problems was greatly diminished, and mothers displaved
grcater improvements in child management skitls.

Violence against women is now recognized as an important
health and social problem that can have devastating consequences
for familics. Although women are the most obvious victims, 1t has
become increasingly clear that the impact of this violence extends
to children as well. Indeed. evidence from disparate studies has
indicated that children of battered women, particularly those who
reside temporarily at battcred women’s shelters. are at consider-
able risk for adjustment problems (Jouriles, Norwood, McDonald,
& Peters. 2001; Margolin, 1998). Studies comparing children
living with their mothers at battered women's shelters with chil-
dren living with their nonviolent parents in the community con-
sistently have shown that children of battered women exhibit
higher levels of conduct problems (in the form of oppositional.
aggressive, and noncompliant behavior) than children in
community-comparison families (e.g.., Fantuzzo et al. 1991:
Holden & Ritchie. 1991: Rossman & Rosenberg, 1992). Further-
more, descriptive investigations of children who have been
brought to battered women’s shelters have indicated that a sizable
proportion of these children experience problems at clinical levels
(e.g.. Grych. Jouriles, Swank. McDonald, & Norwood. 2000;
Hughes & Luke, 1998). with approximately one third or more
exhibiting conduct problems at levels that warrant chinical atien-
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tion (Christopoulos et al.. 1987: O’Kcefe, 1994; Ware ct al., in
press). There is also evidence from longitudinal research demon-
strating that when clinical levels of conduct problems are cxhibited
by children who are brought (o battered women’s shelters. thesc
problems persist over time (Ware ct al., in press). In short, there is
ample empirical evidence indicating that children whose mothers
have sought refuge from domestic violence at a battered women's
shelter are at substantial risk for conduct problems.

Conduct problems among children of battered women should be
ol concern to clinicians and policy makers for a number ol reasons.
Not only are such problems extremely disruptive for family mem-
bers. tcachers, and pecrs. but they also predict a number of difti-
culties during adolescence and adulthood, including peer rejection.
drug abuse, school dropout, and criminal behavior (Loeber & Hay.
1997; Mottitt, 1993). Morcover, the number of children potentially
affected by violence against women is enormous. Each year,
between 3.3 million (Carlson. 1984) and 10.0 million (Straus.
1992) children in the United States are exposed to some form of
interparental physical violence. Close to 1 million children are
brought to battered women's shelters cach year in the United
States because of wife abuse (Jouriles, 2000). Clearly. the associ-
ation between violence against women and child conduct problems
warrants the attention of clinicians and policy makers, and the
development ol eflective interventions (o reduce conduct problems
among these children—as among all children—should be a na-
tional priority.

A number of programs have been developed to address the
adjustment problems ot children of battered women. In fact, a
great deal has been writlen about such treatments (c.g., Peled.
Jatfe. & Edleson, 1995). Although the specific goals of these
programs are diverse (c.g., teaching children safety tactics (o usc
when violence occurs, making sure that the children do not feel
responsible for their fathers’ violence), most have an overarching
goal of allevialing children’s adjustment problems. Unfortunately.
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empirical data evaluating interventions for children of battered
women are sparse. and the few outcome studies that have been
published provide very little indication that these interventions
clfectively reduce or prevent children’s problems, particularly
their conduct problems (sec Ezell. McDonald. & Jouriles. 2000:
Graham-Bermann, 2001: Jouriles ct al.. 1998, for reviews). The
present investication was thus designed to empirically evaluate a

theory-based intervention for conduct problems among children of

battered women. Specilically, the intervention targeted battered
women whose children were exhibiting clinical ievels of conduct
problems (Ezell ct al.. 2000; Jouriles et al.. 1998). This interven-
tion. Project SUPPORT. draws on Patterson’s model (Patterson.
1982) of the development and maintenance of antisocial child
behavior. the treatment outcome literature for ¢hild conduct prob-
lems. empirical rescarch on children in families characterized by
domestic violence, and our own expericnces with battered women
and their children.

Patterson and his collcagues (Patterson, 1982 Patterson, Reid.
& Dishion. 1992) have argued that some children lcarn, at an carly
age, to behave in an oppositional and aggressive manner. That is,
the children’s deliance and aggression “pay off” (e.g., by acling
defiantly or aggressively. the child can avoid certain tasks or
responsibilities): thus. such behaviors continue. Patterson’s theory
pomts to parents” dilficultics in adopting or consistently using
elfective disciplinary techniques in response o a child’s defiance
and aggression as central o this learning process. In addition,
parents” failures (o build warm. affectionate relationships with
their children and to systematically encourage prosocial behavior
as an allernative to defiance and aggression are hypothesized (o
contribute to the development and maintenance ol child conduct
problems. Consistent with this thinking, Patterson and others have
documented that the parents of children with conduct problems
ditfer from the parents of children without such problems in their
usc ol specitic parenting behaviors (Patterson. 1982: Patlerson et
al.. 1992). Specifically. parents of children with conduct problems
are more likely to have difficulties in setting limits. arc more likely
to use harsh and inconsistent methods of discipline, and are not as
warm or atfectionate toward their children.

Patterson (Patterson. 1982: Patterson ct al.. 1992} and others
have also proposed that stresstul family conditions, such as marital
turmoil and tension. contribute to breakdowns in parental disci-
pline in response o child mishehavior as well as 1o decreases in
parental encouragement for the development of prosocial child
behavior. This proposition is consistent with the results of exper-
imental laboratory studies. which show that marital contlict can
alter parcnt—child interaction (e.g.. Jouriles & Farris. 1992). and
with a large body of correlational research linking marital conflict
and distress to ncgative parenting (Ercl & Burman. 1995). Al-
though the empirical literature on domestic violence and parenting
is sparsc. there is some indication that domeslic violence relates to
some of the same parenting practices specificd in Patterson’s
thcory. For example. national survey data have indicated that
mothers and fathers in domesuically violent families use physical
aggression more frequently with their children than mothers and
fathers in families not marked by such violence (Straus & Gelles,
1990: Straus, Gelles. & Steinmetz, 1980). In fact, a large propor-
tion of the children of battered women who are brought to battered
women’s shelters appear to be viclims of very harsh parental
physical discipline or physical child abuse (Appel & Holden,

1998). and the link between child conduct problems and parental
physical aggression toward children has been replicated several
times in samples of families characterized by domestic violence
(c.g.. Jouriles. Barling. & O’Leary, 1987: Jouriles & Norwood.
19952 Jouriles. Spiller. Stephens. McDonald, & Swank. 2000).
Domestic violence has also been associated with lower levels of
mothers™ and lathers” warmth and atfection toward children (c.g..
Holden & Ritehie. 1991: Levendosky & Graham-Bermann. 2000:
McCloskey. Figueredo. & Koss. 1995). However. the hink beiween
child conduct problems and parental warmth and affection has not
been documented consistently in familics characterized by domes-
lic violence.

It is important to keep in mind that within the context of
domestic violence, oppositional and aggressive child behavior may
be learned and reinforced in a variety of wavs. As we reviewed
above. there are data suggesting that parenting may play a role in
the development of child conduct problems within domestically
violent families. However. these data are far from conclusive,
Indeed, social learning theory (Bandura. 1973: Huesmann. 1988)
might predict that children’s consistent exposure to their fathers’
aggressive, domineering behaviors may be even more instrumental
than coercive parent—child interaction patterns in the development
of child conduct problems. However. regardless of how—or trom
whotn—the conduct problems are acquired, it follows from Patter-
son’s (Pauterson. 1982: Patterson et al., 1992) theory that il chil-
dren learned to behave in an oppositional and aggressive manner.
they can also learn o behave more appropriately. That is. by
leaching parents (or, in our case. by teaching mothers) how to
cffectively respond to child misbehavior and how to tfacilitate and
encourage appropriate child behavior. learned child conduct prob-
lems may be corrected regardless of the expericnces that led o
their development.

Teaching child management skills 1s widely rccognized as a
very promising approach for the treatment of child conduct prob-
lems among clinic-referred children (for reviews sce Kazdin &
Weisz, 1998; Webster-Stratcton. 1993). Researchers have consis-
tently found that c¢linical levels of child conduct problems can be
reduced 1o normative levels when parents learn 1o use such skifls
elfectively. Furthermore, the improvements in child behavior that
result from such interventions are often sustained long after wueat-
ment has ended (e.g., Long, Forehand, Wierson, & Morgan. 19941,
These outcome data are consistent with our hypothesis that teach-
ing the appropriate use of specific child management skills (i.e.. Lo
create a learning environment for the child that reinforces proso-
cial behavior and discourages antisocial hehavior) might prove o
he an important component of an cffective intervention for those
children of battecred women who exhibit clinical levels of conduct
problems.

Although providing chifd-management-skills traming (o both
parents might be ideal, there are a number of ethical and practical
reasons why this might not be advisable among famihes sceking
shelter because of domestic violence, where the violence is typi-
cally at a dangerous level and many of thc women are trying to
separate from their batterer. Foremost among these reasons is that
including domestically violent men in such treatment may put the
women at continued risk tfor physical harm and abuse. Further-
more. there is cvidence that the majority of women who seek
shelter because of domestic violence are no longer involved with
their partner 1 vear following shelter departure (Sullivan & Bybee,
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1999). Because child-management-skills training is designed 1o
teach caregivers o alter the environmentl contingencies for their
children’s behavior. providing these services 1o the mothers
seemed to us to offer the best opportunity for altering the child’s
environment consistently over time. We would like to make clear
that we do not view battered women or their parenting as the
primary cause ol child conduct problems within domestically
violent families, neither do we intend to imply that battered
women, as a group. possess “deficits” in parenung. On the con-
trary, it is quile possible that thc parenting practices of most
battered women meet the needs of children who have not devel-
oped clinical levels of conduct problems (see Holden. Stein.
Ritchie. Harris, & Jouriles. 1998: Sullivan. Nguyven. Allen. Bybee.
& Juras, 2000. for relevant data and discussion). Thus, one goal of
our intervention was to help mothers build on existing parenting
skills to tcach their children who are displaying clinical levels of
conduct problems to behave in a more appropriate manner.

When considering how o alleviate the conduct problems of
children who are brought (10 battered women’s shelters, it is im-
portant to recognize that wifc abuse 1s typically only one of many
stressors impinging on these mothers and their children. By the
time most mothers have reached a battcred women's shelter. they
have often exhausted other sources of social and financial support;
they have cxperienced frequent changes in residence, sometimes
including periods of homelessness: and they and their children
have lived in a state of chaos and disruption for uite some time
(Jouriles et al.. 1998: Margolin, Sibner. & Gleberman. 1988: Peled
& Edleson. 1994). As might be expecled given these circum-
stances. many battered women are extremely distressed when they
enter a shelter (Christopoulos ct al.. 1987; Hughes & Luke. 199%;
Moore & Pepler. 1998; Wolfe. Zak, Wilson. & Jaffe. 1986).
Similarly. children in these tamilies report very high levels of
distress (Grveh et al.. 2000: Hughes & Luke, 1998). Although
there is some evidence that mothers™ and children’s distress grad-
ually decrecases following shelter residence (Campbell, Sullivan, &
Davidson. 1993: Sullivan & Bybee, 1999; Ware ct al.. in press).
from a clinical perspective. 1t is important to understand that many
sources of stress that affect these families do not simply disappear
following shelter exit (Jouriles et ul.. 1998). On the contrary,
affording und maintaining adequate housing, furnishing a new
household from scratch. linding employment. and procuring suit-
able child care are often extraordinary challenges for women who
arc exiling battered women’s shelters and establishing residences
independent of their batterers. The lact that the wife abuse does not
stop after a separation—for some it actually becomes worse
(Browne, 1987)—is also a source of persistent stress.

In our efforts to develop an intervention (o reduce conduct
problems among children of batlered women, we thought it im-
perative to first address mothers” distress stemming from concerns
about mecting their family’s basic needs. Even though this distress
might gradually decreasc following shelter residence without in-
tervention (Campbell et al., 1995: Sullivan & Bybec, 1999). facil-
itating or speeding its decrease, il possible, would clearly reduce
suffering and perhaps enhance efforts to reduce child conduct
problems. This latter expectation is consistent with child-clinical
rescarch indicating that the effectiveness of interventions for child
conduct problems can be enhanced when concurrent family stres-
sors arc addressed during the course of treatment (Miller & Prinz,
1990).

On the basis of the theory and research reviewed above, we
developed an intervention composed of two primary components:
() providing instrumental and emotional support to mothers dur-
ing their transition [rom shelter residence (0 new homes indepen-
dent of their batterers and (b) teaching mothers to use a set of child
management skills that have been shown (o be ctffective in other
populations in the treatment of clinical levels of child conduct
problems. We conducted an experimental evaluation of this inter-
vention, targeting families with children who were displaying
clinical levels of conduct problems and whose mothers were
leaving shelters for battered women and attempting Lo set up
homes independent of their batterers. We hypothesized that chil-
dren’s conduct problems would decrecase in families that received
the intervention: we expected relatively little change in these
problems among families assigned to the comparison condition.
Similarly, we expected mothers™ child management skills to im-
prove in families receiving the intervention, with little change in
such skills among families in the comparison condition. Given that
all of the familics were moving to presumably less volatile living
conditions (residences independent ol the batterers), we expected
mothers™ psychological distress to decrease for families in both
conditions. However, we expected this improvement to occur at a
faster rate for tamilies receiving our intervention, relative to those
in our comparison condition. To our knowledge. this was the first
experimental evaluation of a program designed to reduce child
conduct problems among children of battered women.

We also evaluated changes in children’s internalizing problems
(e.g.. depression, anxiety) over time. In samplcs of children ol who
have been brought to battered women’s shelters, internalizing
problems have frequently bcen found to coexist with conduct
problems (Grych et al., 2000; Hughes & Luke, 1998). However,
internalizing problems have also been found to decrease following
shelter departure with cither no or minimal intervention directed
toward these problems (Holden et al., 1998; Warc et al., in press).
Given the importance of internalizing problems, both in their own
right and as concomitants of conduct problems (see Zoccolillo,
1992), we assessed whether internalizing problems changed as a
function of our intervention.

Method
Participant Eligibility Determination

Families were recrvited from three Houston—Galveston, Texas, area
shelters that offer refuge to battered women and their dependent children.
To participate, families had to meet preliminary eligibility requirements
during shelter residence and additional eligibility requirements after shelter
departurc. The treatment study was described to mothers while they were
residing at the shelter. Those who were interested in the project and who
(a) had a child berween 4 and 9 years old and (b) were able to communicate
in English were scheduled for a screening appointment to determine the
family’s eligibility for the study." Screening appointments were scheduled
at the mothers’ convenience. with the majority (79%) taking place during
the firse 7 days of shelier residence. Screening interviews were conducted
by advanced clinical psychology graduate students. To meet preliminary
cligibility requirements (in-shelter criteria) for this study. the mother had (o
(a) report the occurrence of at least one physically violent act from a male

! We did not encounter any mothers who were not interested in learning
more about the study.
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partner during the previous 12 months and (b) have at least one child in the

4—=9-vear-old age range who met Diagnostic and Siatistical Manual of

Mental Disorders (4th ed. DSM—1V: American Psychiatric Association,
1994) criteria for oppositional defiant disorder (ODD) or conduct disorder
(CD). Families were excluded if either the mother or the targer child (the
child who met criteria for either ODD or CD) were exhibiting symptoms of
serious mental illness (¢.g.. psychosis. autism). For families in which more
than one child met initial eligibility criteria, the youngest child to do so (in
the 4—9-year-old age range) was selected as the target child. The instru-
ments used to determine these eligibility criteria are described below under
Screening Measures.

A total of 153 familics were screened during shelter residence, and 73
families met our in-shelter eligibility criteria. Of those 80 familics who
were not eligible. the children did not meet diagnostic criteria for ODD or
CD in 73 families. and cither the mother or child or both were experiencing
serious mental illness in 7 tamilics. The proportion of families with
children who were exhibiting clinical levels of conduct problems (48%) is
commensurate with estimates offered in reviews of the literature on chil-
dren of battered women (McDonald & Jouriles, 1991). Families who were
ineligible for participation in the present study were offered clinical refer-
rals as appropriate.

Families identified as eligible for participation at the in-shelter screening
interview were followed atter shelter departure to determine whether they
were still eligible for the study. For families to remain eligible tor partic-
ipation after shelter departure (a) the mother and the wareet child (i.e., the
one displaying clinical levels of conduct problems) had to be living
together in the same household. (b) they had o be in a residence in which
the former partner was not a member of the household.” (¢) the residence
had to be within 30 miles of the shelter from which they departed. and (d)
the residence had to be sulTiciently sale for project stalf 1o visit regularly.

Of the 73 families who met our in-shelter eligibility criteria, five of the
mothers moved to residences apart from their children (¢.g.. the child
moved in with grandparents). In 13 of the families, the mother and child
returned to the battering male partner immediately after exiting the sheleer.
Six lamilies moved out of the Houston—Galveston metropolitan area.
and 6 families were deemed ineligible for other reasons (e.g., moved into
a residence that project staft deemed unsafe for regular home visits). We
were unable to contact 1 family, and 2 families declined participation
following tbeir shelter departure. Thus, 40 of the 73 families who met
preliminary eligibility criteria during shelter residence also met our post-
shelter eligibility eriteria and participated in this research. The first 4 of
these families served as pilot participants. assisting in the development and
refinement ot our intervention procedures. The remaining 36 families
compose our sample.

Participants

The target children in the participating families included 26 boys and 10
girls. Twenty-six children met diagnostic criteria for ODD. and the remain-
ing 10 met eriteria for CD. The mean age of the mothers was 27.97 years
(S = 4.90). and the mean years of education for the mothers was 11.03
(SD = 2.19). Most of the mothers (83%) had multiple children (M = 2.78.
SD = 1.15). The mean age {or the target child was 5.67 vears (SD = 1.88).
Our sample was ethnically diverse. as determined by mothers™ reports of
their own cthnicity (11 African American, 10 Caucasian, 12 Latino. 1
Asian American, and 2 classified as Other). The mean number of acts of
violence perpetrated toward the women by their batterers during the year
prior (o coming to the shelter was estimated at 68,38 (S = 53.65).” In our
sample, 75% of the mothers reported that they had been beaten up by their
partner, and 369 reported that their partner had used or threatened to use
a knife or gun against them during the year prior to shelter residence.

The immediate circumstances of these 36 families (i.e., having recently
sought shelter because of wife abuse and then establishing a residence
independent of a battering partner) makes it difficult (0 provide precise

estimates of family income. In addition. a number of women did not know
their partner’s income or indicated that their partner did not assume any
financial responsibility for the household or children. However. all 36
famtlies who participated in this study could accurately be described as low
income. For example. mothers reported a mean preshelier personal income
of $7.500 (SD = $7.100), and 89% of the mothers reported receiving some
form of public financial assistance during the vear prior o their sheler
residence. After shelter departure. 70% of the mothers were without
employment. 33% had no personal transportation. and 42 lived in a home
without a telephone. The living arrangements of these families varied
tremendously following their departure from the shelter. 31 of the par-
ticipants moved in with family or friends, 11% moved to homeless shelters
or transitional-living centers. 8% returned to their previous residence alier
the battering partner vacated. and 50% moved to a residence that was
different from the one where they lived prior to shelter entry and was not
shared with family, friends. or their former partner.

Screening Measures

Diagnostic interview. A struciured interview was created 10 identily
the presence of clinical levels ol child disruptive behavior problems. The
screening questions asked mothers (o indicate whether their children ex-
hibited behaviors that constitute the criteria for the DSM—1V diagnostic
categories of ODD and CD. Examples were elicited and responses were
probed undil sufficient information was gathered to determine the presence.
frequency, and time since onsct for each diagnostic indicator. Information
collected from these interviews was reviewed during weekly staff meetings
that included two clinical psychologists. Final determination of whether (he
child mer diagnostic criteria for either ODD or CD was made on the basis
of these meetings.

Clinical interview.  Mothers participated in a brief inlerview to screen
for symptoms of serious mental illness. In addition. inquiries were made
about prior hospitalizations and family members™ use of medications. 1f
evidence or signs of serious mental illness were identified. the mother’s or
child's mental health history was investigated to determine whether the
family was eligible for participation in the research and o determine
appropriate referrals.

Conflict Tactics Scale—Spousal version (CTS).  The Physical Violence
subscale of the CTS (Straus. 1979) was completed by mothers tor sample
selection and sample description purposes. The CTS includes eight items
describing physically violent acts. Mothers indicated how often each of
these acts oceurred during the previous 12 months. in addition. this
subscale of the CTS was readministered at each of the five assessments,
with mothers asked to indicate the acts of abuse directed roward them
during the 4-month period preceding each assessment. The Physical Vio-
lence subscale of the CTS is often used for sample selection purposes in
domestic violence research. and it has been associated with many variahles
that are theoretically linked to domestic violence (Straus & Gelles. 1990).

= As noted earlicr, we limited participation to those mothers who did not
return to their battering partners immediately on shelter exit for several
reasons. We certainly recognized, however, that some mothers might
resume involvement with violent partners during their participation in our
project. In such cases, familics were allowed to remain in the project if the
women lelt it was sate for themselves and their children to do so. We did
not want to make continued participation in the project contingent on a
mother’s decision to remain independent of the batterer. In these circum-
stances. we addressed mothers” satety and relationship issues when nec-
essary but shifted the focus to the children as quickly as clinical judgment
allowed.

3 The number of acts was estimated by substituting the mean ol the
response range (¢.g.. 610 times was entered as 8 times) and then summing
those values across all of the items.
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Sample Retention and Assessment Procedures

At the conclusion of the screening assessments. a mecting was scheduled
during which the mothers were provided with feedback about the assess-
ment and informed of their eligibility for the treatment study. The study
was described in detail to eligible familics with considerable attention
given to explaining the intervention and comparison conditions and ran-
dom assignment to condition. One hundred percent of the mothers who
were cligible to participate in the study provided writien consent to do so.
In addition. cach provided the project staft with contact information for at
least two individuals who could help us contact them should we be unable
to locate them in the future. Project statf were tyvpically aware of the
mothers™ plans prior (o leaving the shelter and would make arrangements
to contact families a few days after shelter exit. The first in-home assess-
ntent was conducted in the family s residence as soon as possible alter the
family was settled in at their new residence. The mean number of days
between the shelter exit and the {irst assessment was 27.74 (SD = 27.84).

Assessment sessions lasted 2 (o 3 hr and consisted of mothers™ comple-
tion of questionnaires and a videotaped 43-min family interaction. Assess-
ments were repeated every 4 months (i.e.. within a 2-weck window of the
4-month assessment point), resulting in a wial of five assessments over a
16-month period. Thirty-one of the families participated in all five assess-
ments: 33 families participated in three of the five assessments. Of the 3
families that participated in (wo or fewer, 2 had been assigned to the
intervention condition and 1 had been assigned to the comparison condi-
tion. Results of a Fisher’s exact test revealed no significant differences
between the intervention and comparison groups in the number ol assess-
ments completed or in the number of days that clapsed between completed
ass

ssnients.

Successlully following families exiting battered women’s shelters is
extremely challenging. The families™ financial disadvantage contributes to
a chaotic and stressful existence. In concrete terms. this often translates
into transience in housing and employment circumstances. Families engage
in frequent moves (c.g.. 36% ol the women in our sample moved three
times or more during the 16-month period of their participation), often go
for extended periods without telephone service. and many (c.g.. those
in suburban or rural areas) have no regular access to personal or pub-
lic transportation. Maintaining contact with families in these circum-
stances—to facilitate their continued participation in rescarch—entails
dogged persistence. Tt atso elicits great sympathy for the plight of these
familics. We thus developed tracking procedures that not only ensured that
we could continue 1o follow families but also communicated to them that
we cared about their condition. Mothers were compensated linancially for
the time spent participating in the assessments. and we provided families in
both the intervention and comparison conditions with donated tangible
2oods (e.g.. household items such as sheets. pots and pans. school supplies,
Thanksgiving dinners. and birthday and Christmas presents). Each family
was also contacted monthly. either by phone or in person. At each monthly

contact. we inquired about their needs and facilitated contact with com-
munity social service agencies when possible.

Intervention Condition and Comparison Condition

Families were randomly assigned (o either the intervention or the com-
parison condition after the initial in-home assessment was completed. Each
condition included 13 families in which a child displaved behavior prob-
lems consistent with a diagnosis of ODD and 5 families in which a child
displayed behavior problems consistent with a diagnosis of CD. The groups
did not differ at this initial assessment on any of the demographic variables.
screening measures, or measured outcome variables (screening measures
are described above, measured outcome variables are described below).

Intervention condirion.  Families in the intervention condition received
a multicomponent family intervention (described in more detail in Ezell et
al., 2000 Jouriles et al., 1998). This intervention comprised two primary
components: (a) providing mothers and children with social and instru-

mental support and mothers with problem-solving skills and (b) teaching
mothers 0 use certain child management skills designed o help reduce
their children’s conduct problems. Families in this condition were assigned
to an interventon team consisting of a trained (herapist and one or more
advanced undergraduate or postbaccalaureate students. Therapists worked
primarily with the mothers (e.g.. providing support and facilitating the
development of problem-solving skills. teaching child management skills ),
while the students served as mentors for the children (e.g.. providing
positive support and serving as prosocial models).

The social and instrimental support component of the intervention is
similar to Sullivan and colleagues™ advocacy intervention conducted for
women departing from battered women’s sheliers (Sullivan & Bybee,
1999: Sullivan, Campbell. Angelique. Eby. & Davidson. 1994: Sullivan &
Davidson. 1991: Sullivan, Tan. Basta. Rumptz, & Davidson, 1992; Tan.
Basta. Sullivan, & Davidson. 1993). Therapists and mentors provided
emotional support to the women during theiwr transition from the shelter and
helped them obtain physical resources and social supports central to their
efforts 10 become self-supporting. In addition, safety concerns were ad-
dressed with all families. Following the work of D"Zurilla and Goldfried
(1971). the social and instrumental support component of the intervention
also included training in decision-making and problem-solving skills.

The principal component of our intervention targeting child conduct
problems directly was (eaching mothers o effectively use a particular set
ol child management skills. Through direct instruction. practice, and feed-
back. mothers were taught skills with which to increase desivable child
behavior. decrease undesirable child behavior. communicate more effec-
tively with their children, and tacilitate a more positive and warm rela-
tionship with their children. The core of the child management component
of the intervention was based on programs of other researchers (Dangel &
Polster. 1988: Forchand & McMahon, 198 1) and augmented to address the
circumstances of children in violent familics. Although manualized. the
intervention was sufliciently flexible to allow adaptation to the needs of
each lamily. That is. therapists systematically assessed cach mother’s
beliels, practices. and knowledge about parenting. each child’s behavior
patterns. and the relationships among family members. The intervention
was then tailored to meet the family's specific needs. with a focus on using
the child management skills (o address these needs. Specific child man-
agement skills that were taught included contingent praise and positive
attention, giving appropriate instructions and commands, and contingent
negative consequences for noncompliance and aggressive behavior.

The intervention was designed to include weekly sessions of 1—1.5 hr.
Sessions were conducted in the family’s home, beginning alter shelter
departure and continuing for up to 8 months. It should be noted that a rigid
once-a-week attendance schedule was not expected or required for familics
Lo benefit from the intervention. That is, we recognized at the outset that
most of the mothers who participated in this study would be confronted
with crises and a variety of pressing demands. Some would not be able to
schedule consistent once-a-week sessions, whereas others would desire
additional meetings during times of crisis. in short, the intervention was
structured so that it could be delivered in a flexible manner, but it was
stopped for all lamilies after 8 months. The average number of sessions for
families who completed the intervention was 23.

Comparison condition.  Families in the comparison condition were
contacted monthly either in person or by telephone. We encouraged fam-
ilics in the comparison condilion (o use existing community or shelter
services. That is, no restrictions were placed on families” receipt of services
from other sources, and indecd. we encouraged them to make use of the
resources available to them. With the exception of immediate safety
concerns, the families in the comparison condition received no clinical
services through our program or from therapists who were delivering
clinical services through our program, other than referrals and the tangible
goods noted in the section titled Assessments and Sample Retention. When
satety was an issue, we addressed the safety concerns immediately and
offered appropnate referrals.



REDUCING CONDUCT PROBLEMS 779

Therapists.  Six clinical psychology graduate students and one clinical
psychologist served as therapists for the families assigned (o the interven-
tion condition. The therapists received extensive training in the content and
techniques  of  the intervention  (graduate  coursework). The  child-
management-skills component of the intervention was detailed in a manual
that specitied the skills to be taught. recommended role plays. and sug-
gested homework assignments. Each therapist-in-training acted as a co-
therapist with a more expericneed therapist for at least one case before
being assigned a client family.

Treatment integritv. Close supervision. standardized materials. and
comprehensive raiming were used 1o ensure treatment integrity. Specifi-
cally. therapists kept detailed session notes and audiotaped their sessions.
Session notes and audiotapes were reviewed during weekly supervision
meetings. In addition. a staff person trained in implementing the interven-
tion conducted independent reviews of session notes and completed a
checklist of the therapy components delivered. This review indicated that
100¢% of the child management skills were presented in all of the com-
pleted therapy cases. All of the therapists used didactic instruction along
with written naterials. role plays, in vivo practice. corrective feedback.
between-sessions homework assignments. and mastery checks (o teach the
child management skills. This review also indicated that a substantial
proportion of the in-session time (over 25% of the tme in Most sessions)
was devoted to addressing stressors and problems other than child conduct
problems (e.g.. procuring resources).

Measures Used to Assess Treatment Effects

Child Behavior Checklist (CBCL).
dren’s behavior problems were measured using the CBCL (Achenbach.
1991). The Externalizing scale of the CBCL assesses conduct problems.
such as noncompliance and aggression. The Internalizing scaie of the
CBCL assesses withdrawal. depression. and anxiety. The CBCL is a widely
used measure of child behavior problenis. and the psychometric propertics
ol this instrument are well documented (Achenbach, 1991). As suggested
by Achenbach. mothers were asked to report on their children’s behavior
over the past 4 months (because mothers™ reports were collected at 4-month
intervals). The reduced time interval may result in slightly reduced scale
scores, but it should not interfere with efforts 0 measure change over time.

Direct observation of mothers’ child management skills.  Mothers were
observed during 45-min sessions with their children. The families were
videotaped during and shortly after a meal/snack. Although rescarch on
reactivity effects suggests that a tamily’s behavior is not altered dramati-

Mothers™ reports of target chil-

cally by the process of observation (Jacob. Tennenbaum. Scilhamer, Bar-
eiel, & Sharon, 1994). special efforrs were made to reduce possible biases
in data due to reactivity. Observations were conducted so that the video
equipment was as unobtrustve as possible. Family members were presented
with a complete explanation of the procedures and were given time to
become comfortable with the observational equipment prior to the video-
taping. As little structure as possible was imposed on [amily members
during the taping of sessions: family members were told to “do what you
would normally do.” Each observation period lasted for 45 mnin, but only
the final 40 min of each tape was coded.

We coded a dimension of parenting labeled child management skills that
was designed to reflect the degree to which the mothers correctly used
specitic skills with their children (c.g.. contingent praise and positive
attention, giving appropriate instructions and commands. contingent neg-
ative consequences for noncompliance and aggressive behavior) and the
extent 1o which they interacted with their children in an involved, affec-
tionate. and responsive manner.” This observational code was adapted from
coding schemes developed by Hetherington and Clingempeel (1986, 1992)
and by Dadds. Schwartz, and Sanders (1987). Ratings were provided for
each 1-min time block. and ratings were made on a S-point scale that was
anchored as follows: 1 = lighly inappropriate. 2 = mainly inappropriate.
3 = henween the nvo extremes, 4 = mainlv appropriate. and 5 = highly
appropriate. One primary coder rated each of the videotapes: an indepen-

dent coder rated approximately 15 hr of data. Both the primary and
independent coders were trained in the child management skills used in our
interventon, and both had administered the intervention during the pilot
phases of the project. In addition. both coders were unaware of the
families” experimental condition as well as the particular assessment (one
through five) that was being rated. The Pearson correlation between the
primary and independent coders” ratings was .83,

Svmprom Checklisi=¥0—Revised (SCL-90—R: Derogatis. Rickels. &
Rock, 1976).  The General Severity Index of the SCL-90—R was used as
an index of mothers’ psyehological distress. This measure asks respondents
to indicate how much they have been bothered by symptoms ol psycho-
logical distress (including tear. anxicty. depression. and somatic com-
plaints) in the past week. Coefficient alpha for the General Severity Index
has been reported to be .97 in a women's shelter sample (Ware et al.. in
press). There is also substantial evidence for the validity of this instrument
as a measure ol psychological distress for both psychiatric and nonpsychi-
atric populations (Derogatis ¢t al.. 1976).

Additional Measures

We also collected data on the number of times each family moved, the
number ol job changes for the mother. and the family’s receipt of scrvices
during the [6-month period of the study. The mean number of moves
was 3.7 (SD = 1.7. mode = 3). and the mean number of job cbanges
was 1.8 (S = 1.7.mode = 0). There were no differences between families
assigned to the treatment and comparison conditions on either of these (wo
variables. With respect to families” receipt of services. none of the fanmilics
in the intervention condition received additional mental health services for
the target child’s conduet problems. Similarly. none of the tamilies in the
comparison condition sought out and received mental health services lor
the target child.

Results

We conducted mixed models analyses to measure the change in
outcomes attributable to the intervention. This analysis strategy
allows change 1o be modeled as a continuous process. The analysis
was conducted in two steps. First, for the cntire sample, we
conducted a series of model-fitting analyses to develop modcls of
within-subject change over time that best reflected the form and
nature of individuals’ change in the outcome variables. With more
than three assessment points, it is possible to model change as a
curvilinear function. Thus, we csumated up to three change pa-
rameters for cach individual on each of the oulcome variables: the
mean (interccpt). the ratc ol change (slope). and the extent o
which the rate of change was accelerating or decelerating (curva-
ture). For each outcome variable, we first evaluated whether a
curvilincar (quadratic) function best described the patiern of
change: if not, we fit the data to a lincar function. Where the data
were successfully fit to a curvilinear function. we estimated the
intercept. slope, and curvature (on the basis of the quadratic termy)
parameters. Where the data were best captured by a linear func-
tion, we estimated the intercept and slope. In the final step of the
analyses, we conducted an analysis cvaluating the effects of the
Intervention by testing whether therc were group difterences in the
change paramcters for cach of the outcome varables. For all
analyses. data were centered at the third (posttreatment) assess-

*We attempted to code child antisocial behavior as well. but our
observational situation did not elicit much variability in child antisocial
behavior.
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men( point. Thus. change parameters were estimated at the time
when the intervention group had just completed treaument. Cen-
tering at this point is in accord with recommendations to avoid
centering data al extreme tme points o minimize correlations
between linear and nonlincar terms (Bryvk & Raudenbush. 1992).

In evaluating the within-subjcct portion of the models to deter-
mine the form (lincar. curvilincar) of the ohserved change over
time for cach outcome variable. we specitied parameters with
significant variability as rvandom effects (random variation ex-
pecled across participants): it they demonsirated no significant
respondent variability. they were specificd as fixed effects. We
followed a hierarchical sequence in specifving the individual
growth models. As noted above. we first evaluated whether a
curvilinear (quadradic). random effects model explained the ob-
served change in outcomes. It the quadratic term was not found o
have signiticant variance. we specified the quadratic term as a
fixed effect and reevaluated the model fit. If the quadratic term did
not differ significantly from zero. we dropped the curvilinear term
and fit the data 1o a lincar model with random effects. [t the slope’s
variance did not differ signiticantly (rom zero. we then specified
the slope term as a fixed effect and again reevaluated the model fit.
testing whether the siope dilfered from zero. In this fashion. we
developed models that best captured the form of individual change
in our sample for cach outcome variable and specified whether
there was substantial individual variability in the change parame-
ters or whether the observed change appeared to be similar across
individuals.

Results of these imitial model-fitting analyses indicated that a
linecar model with random intercept and fixed slope best defined
the pattern of change in our sample for mothers” child management
skills and children’s internalizing problems. For maternal distress
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and children’s externalizing problems. change was best character-
ized by a curvilinear model with random intercept and flixed slope
and curvature parameters. The estimated growth curves for the
treatment and comparison groups for cach of the outcome vari-
ables are depicted in Figure 1. The observed means and standard
deviations for each of our outcome measures for the treatment and
comparison groups are presented in Table |. Alpha was set at .05
for all analyses. For tests of hypotheses predicting intervention
effects in a specific direction, one-tailed tests of significance were
used.

CBCL Externalizing Scale

The results of the model evaluating change over time in chil-
dren’s externalizing problems indicated significant intercept vari-

ance (2 = 3.24. p < .0l). the mean inlercept was significantly
greater than 50, intercept = 57.85. SE = 1.8, #35) = 447, p <
.01, the slope was significantly less than zero. #(33) = —5.57.p <

01, and the curvature parameter was greater than  zero,
1(32) = 1.75.p < .05. Thus. externalizing problems in the sample
improved over time, with the rate of improvement diminishing
over time. In the analysis testing for group ditferences. no difter-
encces between the treatment and comparison groups emerged on
the intercept or curvature parameters. but there was a significant
difterence in slope across the two conditions, 1(126) = —6.12. p <
.01, This result suggests that although the group mean CBCL
Externalizing scores were not statistically different from one an-
other at Assessment 3 (the point at which the data were centered),
cxternalizing problems were improving at a faster rale among
children in the treatment condition (slope = —3.53) than in the
comparison condition (slope = —1.95).

CBCL Externalizing Probiems
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Figure 1.

Estimated growth curves by group for each outcome variable. CBCL = Child Behavior Checklist:

Ext. = Extcrnalizing: SCL90 = Symptom Checklist—90—Revised.
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Table |

Group Means and Standard Deviations of Outcome Variables ar Each Assessment

Asst 1 Asst 2 Asst 3 Asst 4 Asst S
Variable and condition M SD M SD M SD M SD M SD

CBCL cxternalizing

Treatment 66.28 10.00 58.69 9.41 57.00 110 54.80 12.05 49.79 9.17

Comparison 65.56 9.13 61.61 12.01 60.11 10.81 5547 10.39 58.59 13.62
Child management skills

Treatment 3.38 0.53 403 0.40 4.04 0.34 4.02 0.36 3.88 0.39

Comparison 3.75 0.43 3.67 0.54 3.80 0.47 3.66 0.38 3.83 0.41
SCL-90-GSI

Treatment 67.78 8.83 59.94 13.66 53.40 12.55 58.87 14.27 52.38 8.15

Comparison 67.44 9.49 64.28 11.17 59.83 11.08 54.00 13.74 55.94 11.31
CBCL internalizing

Treatment 62.28 8.94 53.06 9.38 52.07 9.71 53.20 9.79 48.07 7.98

Comparison 58.72 11.96 55.06 12.35 55.41 10.43 50.94 9.28 51.59 9.66
Note.  Asst = assessment; CBCL = Child Behavior Checeklist: SCL-90-GSI = Symptom Checklist—90-—Revised. General Severity Index.

Direcr Observations of Mothers™ Child Manageent Skills

The final model for the observed use of child management skills
was a curvilinear function with the intercept specified as a random
efTect and slope and curvature as fixed effects. There was signif-
icant variation in intercepts in the sample (z = 2.21, p < .05). the
slope did not differ significantly from zero. /{111y = 1.56, p = .12,
and the curvatre term was marginally significant, 1(11]1) =
—1.73. p = .08. Results of the analysis testing for group ditfer-
ences 1n the growth parameters revealed a significantly higher
mean level of child management skills at Asscssment 3 tfor the
treatment condition. /(110) = —1.91. p = .03, and that the child
management skills among the families in the weatment condition
improved morc rapidly than thosc of the comparison condition.
(110) = 2.35, p < .03,

SCL-90-Revised—General Severirv Index

The quadratic model with random intercept and fixed slope and
curvature effects revealed significant intercept variance (; = 3.43,
p < .0l): the mean intercept was significantly greater than 50,
intercept = 58.0. SE = 1.75.1(35) = 4.56. p < .05. In addition. the
slope was less than zero (slope = ~3.0). #«(127) = —6.79, p < .0l
The curvature parameter was significantly grealer than zcro.
1127y = 2.37. p < .05. These results indicate that motbers’
psychological distress diminished over time with the rate of im-
provement in distress diminishing over time. The change param-
eters did not differ significantly across the treatment and compar-
ison conditions.

CBCL Internalizing Scale

A linear model with the intercept specified as a random eflect
and the slope as a fixed ctiect was specified. Results indicated
significant intercept variance (3 = 3.43, p < .01), mean intercepl
greater than 50, intercept = 54.4, SE = 1.4, 1(35) = 3.18, p < .05,
and slope significantly less than zero, slope = —2.2, (128) =
=5.73, p < .01. The change paramelers did not differ across the
treatment and comparison conditions. These results indicate that

children’s internalizing problems diminished over time, with sim-
ilar rates ol change for the comparison and treatment conditions.

Clinical Significance of Intervention Outcone

The above results suggest that the intervention resulted in re-
ductions in mothers™ reports of children’s externalizing problems
and improvements in mothers’ child management skills over the
course of the intervention and follow-up periods relative to con-
trols. We also considered the chnical significance ot the reatment
effects tor children’s externalizing problems. First. we used nor-
malive comparisons to test whether the level of externalizing
problems of children in the treatment condition was reduced to a
level equivalent to that of the general population (Kendall, Marrs-
Garcia, Nath, & Sheldrick, 1999). Following the procedure de-
tailed by Kendall and collcagues and using data on the normaltive
sample reported by Achenbach (1991), we first defined the nor-
mative range of externalizing problems as being less than | slan-
dard deviation above the mean CBCL Externalizing T score for the
normative group (M = 50, SD = 10). Next, we conducted a
one-sided normative comparison to determine whether the level of
externalizing problems for the treatment group at the fifth assess-
ment [ell within the normative range. Finally, we conducted a
traditional hypothesis test of the means for the treatment and
normative samples (i.e., a lest of the null hypothesis that the mean
of the treatment group equals the mean of the normative popula-
tion). Results of the equivalency test indicated that at the fifth
assessmenl. the intervention group was clinically equivalent (o the
normative group with regard to externalizing problems
(cps 383, p < 00), and the mecan level of externalizing
problems for the treatment group did not differ significantly from
the mean of the normative population (42 = 0.08, ns). By
contrast, using these same procedures to compare externalizing
problems within the comparison group at the fifth assessment to
that of the normative sample, results indicated that the level of
externalizing problems for the comparison group remained above
the normative range (cgz = 0.53. ns) and the mean lcvel of
externalizing problems for the control group continued to differ
significantly from the mean of the normative population

.-
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(ual = 3.22. p < .01, These results provide evidence for clini-
cally significant treatment cffects atributable o the intervention.

As a second measure of the clinical significance of the inter-
vention outcome. we considered the proporuon of children whose
problems were reduced o within nonclinical levels at the end of
the follow-up period. At the first ussessment. 13 of the 18 children
in the treatment condition and 13 of the I8 children in the com-
parison condition had CBCL Externalizing 7 scores greater than or
equal to 60 (the 90th percenule: a cutpoint recommended by
Achenbach. 1991, for disunguishing chinical from subelinical
problems). At the fifth assessment point. 2 children in the treat-
ment condition and & 1n the comparison condition were still
reported to have externalizing problems at clinical levels. We
conducted a repcated measures Jogistue analyvsis o evaluate
whether the proportion of children with clinical levels of external-
izing probicms differed as a function of time and treatment con-
dition. Results indicated that the change over time in the propor-
tion of children at clinical levels differed significantly across the
treatment and comparison conditions, x (4. N = 36) = 9.66, p <
.05.

Additional Indication of Outcome

Although all of the families moved from sheliers to homes away
from their battering partners. many had continued contact (c.g..
child visitation. attempts to reconcile) with the battering partners.
We reasoned that the frequent contact between the project staff and
families in the intervention condition might serve as a deterrent o
continued domestic violence (c.g.. batterers knew a therapist vis-
ited regularly with the mothers and might thus be less likely to
become violent). Therefore, we examined whether there werc
differences in the likelihood of violence against the mother across
the treatment and comparison conditions after initiation of the
project (i.e.. atter the first assessment). For this analysis. violence
was considered to be present if the mother reported at any of
Assessments 2—5 that a partner had been physically aggressive
toward her during the previous 4 months. Violence was considered
absent il it was not reported to have occurred at any of those
assessment points. Forty-four percent of mothers in the compari-
son condition and 31% in the treatment condition reported a
recurrence of violence during the follow-up period. A chi-square
analyvsis mdicated that these proportions did not differ signilicantly
across the two conditions.

Discussion

This study evaluated a clinical intervention targeting children
with clinical levels ot conduct problems who werc brought to
shelters for battered women. The intervention, guided by previous
theory and research ¢c.g.. Kazdin & Weisz. 1998 Patterson. 1982;
Patterson ct al.. 19921 included two primary components: (a)
providing instrumental and cmotional support to mothers during
their transition from shelter residence to new homes independent
ol their batterers and (b) teaching mothers to use a set ol child
management skills that have been shown o be effective in the
treatment ol chinical levels of conduct problems in other popula-
tions. Our results provide empirical support for the effectiveness of
this intervention. Specifically. children’s conduct problems de-
creased at a faster rate among children in (amilics receiving the

intervention relative to children in families assigned to the com-
parison condition. In addition. the level of conduct problems for
children in the intervention group was brought to within the
normalive range. It is also noteworthy that mothers in lamilies
receiving the intervention demonstrated more rapid and greater
improvements in child management skills (a hypothesized mech-
anism through which the intervention reduces child conduct prob-
lems) compared with familics who did not recerve the intervention.
To our knowledge. this is the first empirical demonstration. in a
randomized controlled study. of an cffective trcatment program for
conduct problems among children of battcred women.

Given the number of children who are brought to women's
shelters each year (Jouriles. 2000). the sizable proportion with
conduct problems at clinical lcvels (Grych ct al.. 2000; Ware et al..
in press). and the long-term negative consequences ol untreated
conduct problems (Loeber & Hay. 1997). the results ol this eval-
uation arc very encouraging. That is. children who are exhibiting
clinical levels of conduct problems. and who are thus at substantial
risk for long-term problems, can be identified and helped by a
practical. circumscribed. and time-hmited intervention. It is par-
ticularly noteworthy that the positive results of our intervention
werc achicved despile the presence of a multitude of stressors,
many of which have been empirically established as risk factors
for continued child conduct problems. Specitically. all of the
families who participated in this study lived in poverty and were in
the often chaotic process of cstablishing new homes. The mothers
were also adjusting to being single parents and many were revic-
timized by their assailants during the course of the project. That the
level of conduct problems of children in the intervention condition
was brought within the normative range in the face of these
ongoing stressors highlights that women who have been battered
and who have sought refuge at a shelter can cttectively help their
children overcome some of the deleterious cffects ol living in a
home characterized by severe wile abuse.

Although conduct problem scores decreased for children in the
comparison condition over the course of the study. the mean
CBCL Externalizing scores for these children remained at or very
close to clinical levels over the entire 16-month period. That is,
despite reductions in conduct problems among children in the
comparison condition, most of these children did not move out ol
the clinical range as indicated by their CBCL scores. It is important
to keep in mind that familics in both conditions reccived some
services such as tangible goods. referral information, and regular
contacts by project staff. In addinon. families in both conditions
were experiencing a number of changes (e.g., separation from the
batterer). Thus, it 1s impossible to determine why these decreases
occurred. However, our data suggest that, without intervention
directed at reducing child conduct problems, clinical levels of child
conduct problems cxhibited by children who arc brought to bat-
tered women’s shelters remiain relatively stable over the 16-month
period following shelter departure. In other words, conduct prob-
lems au clinical levels do not appear to simply remit with the
mother’s separation from thc batterer or with time lollowing
shelter departurc. Although other empirical research has docu-
mented short-term stability of clinical levels of conduct problems
among children of battered women (Ware et al.. in press). this
study is the first o do so over a relatively long-term (longer than
a year) follow-up period.
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In general. mothers residing at the participating women’s shel-
ters were very interested in learming more about our treatment
study when it was first introduced to them. Furthermore. the

participation ratc among eligible tamilies was very high (95% ot

the families eligible to participate elected to do so). Thus. it
appears that women at batered women'’s shelters are intercsted m
services that might benefit them and their children. and our mul-
licomponent intervention was viewed as desirable among these
women. [t is noteworthy, however. thal none of the mothers in the
comparison condition sought mental health services for their chil-
dren’s conduct problems during the 16-month period following
their departure from the shelter. Thus. although services in general
may be desirable. there appear to be barners to the actual receipt
of services specifically targeted lor the children in these familics,
suggesting a need for greater outreach.

Related to the point above. it is our belicf that the instrumental
and emotional support component of the intervention was cssential
in the recruitment and retention of families into the project, as well
as in the successful treatment of these families. In other words. we
belicve that very few of the mothers would have elected to par-
ticipate in the intervention. or would have benefited from i, had it
consisted only of training in child management skills. Consistent
with other research (Peled & Edelson. 1994: Sullivan & Bybee.
1999). most of our participants faced a number of urgent needs
immediately following their shelter departure (e.g., obtaining ad-
equate housing). many of which required 1mmediate attention.
Furthermore, it was also our impression that few of the women
were aware (or convinced) of the heightened risk for serious and
persistent problems that their children’s conduct problems repre-
sented. The support component of the intervention was designed
specifically to address the many urgent nceds these mothers were
likely to conlront. We believe this component attracted most of the
mothers to the intervention program, gave us credibility as con-
cerned service providers. and helped mothers reach a point where
they could benefit from the training in child management skills.
Our (indings suggest that a primarily child-oriented service (c.g..
child management skills) patred with a highly desired social ser-
vice for families in crisis (instrumental and emotional support) can
have a demonstrable ctftect on child behavior in a multiproblem
sample.

Another finding of note is that mothers™ psychological distress
and mothers™ reports of children’s internalizing problems de-
creased at a steady rate across both the intervention and compar-
ison families. Again. it is important to keep in mind that families
in both conditions received tangible goods and referral information
and were contacted regularly by project staff it is possible that
these factors contributed to the observed decrcases in mothers”
psychological distress and children’s internalizing problems. How-
ever, 1t 1s noteworthy that our results are consistent with previous
research findings indicating that mothers™ and children’s psycho-
logical distress decrease following shelter residence without for-
mal intervention (Campbell et al.. 1995: Sullivan & Bybee. 1999;
Ware ct al.. in press). Although this result is by itself encouraging,
it does raisc questions about the limits to interpretation of data
collected trom women and children during shelter residence. These
findings suggest that researchers should consider that scores on
measures of emotional distress during shelter residence may reflect
temporary distress related 1o factors that led (o or involve shelter
restdence (c.g.. recent violence, temporary homelessness, the move

Lo a shelter) rather than a stable pattern ol emotional difficutues or
adjustment problems. Indecd. distress is likely (o be normative—in
some cases. adaptive—under conditions such as those surrounding
shelter entry and residence.

[t should also be noted that the mean observational rating for
mothers™ child management skills, prior o the delivery of any
services. was belween the midpomt and the mainly appropriate
anchor points on our Parenting scale. This [inding 1s consistent
with the view that many battered women are competent parents
(e.g.. Sullivan et al.. 2000). On the other hand. it is important Lo
remember that all of these mothers had children who were exhib-
iting clinical levels of conduct problems. and children in the
comparison condition. as a group. cxhibited clinical levels of
conduct problems during the entire 16-month period following
their departure from the shelter. Thus. parenting between the
midpoint and mainly appropriate anchor points, as operationalized
in the present research, was not sufficient to address clinical levels
of child conduct problems—something more was necded.

Several limitations of this research warrant comment. Our sam-
ple was small, so replication is desirable (o confirm our results.
The sample size alse did not allow for analyses that might help us
distinguish those familics who benelitcd most [rom our interven-
tion from thosc who benefited less. Sceond. our study design did
not permit an evalunation of the relative contribution of the indi-
vidual components of the intervention to the observed effects.
Although the pattern of findings (i.e.. maternal distress was re-
duced in both groups, whercas parenting changes were observed
only in the intervention group) suggests that the reductions in child
conduct problems occurred as a result of changes in mother—child
interaction, this could not be tested directly in this swdy. "Dis-
mantling™ research, which identifies the separate contribntion of
cach component, would help clinicians and policy makers deter-
mine the most cost-effective approach to intervention with these
high-risk children. We should turther note that in spite of our
findings regarding child management skills, we believe our assess-
ment of parenting was limited. Specifically, our assessment of
parenting was not very sensitive (scores ranged primarily in the
upper hall of a 5-point distribution), and our assessment strategy
made it impossible to determine whether the observational assess-
ments actually captured mothers™ typical use of specific child
management skills. In fact, it is quitc possible that the demand
characteristics  of  this obscrvational assessment produced a
“knowledge test” of child management skills rather than an eco-
logically valid assessment of parenting. We would argue. however.
that the two are clearly not exclusive (typical usce depends on
knowledge of the skillsy and that it certainly could be that knowl-
edge of child management skills drives the effectiveness of this
intervention whether the skills are used typically or only occasion-
ally (e.g.. when mothers find that other methods are not working).
Despite these limitations, we believe that the results of this study
provide a solid and practical foundation for turther investigation
into how to best help children who are brought 1o battered
women'’s shelters and who are displaying clinical levels of conduct
problems. Specilically, the results of this study suggest that an
intervention that provides support Lo women during their transition
from a shelter to a new home and that teaches women how to
effectively address their children’s conduct problems shows great
promise.
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