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Abstract

Based on the unique clinical correlates of two subtypes of childhood aggression
(reactive and proactive), this study examined possible differential treatment effects for
children with varying degrees of reactive or proactive aggression receiving one of two
types of psychosocial treatment aimed at addressing these unique characteristics. Forty-
seven affectively dysregulated children with oppositional defiant disorder (ODD)
participated in the study. Results suggest a main effect for type of treatment, modest
support for the moderating role of proactive aggression, and no support for reactive
aggression as a moderator of treatment outcome. Implications for assessment and

treatment of aggression are discussed.
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Treatment of Aggression 1

Differential Responses of Children with Varying Degrees of Reactive and Proactive
Aggression to Two Forms of Psychosocial Treatment

Distinguishing Types of Aggression

Theories of aggressive behavior (Bandura, 1973) and ethological evidence in non-
human animals, adult humans, and children suggest the existence of distinct forms of
aggression characterized by different motives and levels of arousal (Crick & Dodge,
1996; Vitiello & Stoft, 1997). One well-known nosology for subtyping aggression in
children is the distinction between reactive and proactive aggression (Dodge & Coie,
1987). Proactive aggression is described as aggression without immediate provocation or
instigation that is used as a means of achieving some specific outcome. This form of
aggression is organized, less emotional, goal- or reward-oriented and includes bullying,
teasing, name calling, and coercive acts (Price & Dodge, 1989). Reactive aggression, on
the other hand, is an affect-laden, impulsive, and defensive reaction to a perceived
threatening stimulus. This subtype of aggression is viewed as a frustration response,
driven by poor self-regulation, and poor affective modulation. Reactive behaviors include
anger expressions, temper tantrums, and vengeful hostility (Price & Dodge, 1989). The
validity of this categorization of aggression in children is supported by several studies
(Coie, Dodge, Terry, & Wright, 1991; Crick & Dodge, 1996; Dodge et al., 1997; Dodge,
Petit, Bates, & Valenti, 1995; Waschbuch, Willoughby, & Pelham, 1998).

Children with reactive aggression are likely to have cognitive deficiencies in the
domains of social information processing and problem solving skills (Crick & Dodge,
1996). These children often have difficulties generating alternative solutions to problems,

making decisions, and enacting solutions (Dodge, Petit, McClaskey, & Brown, 1986;
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Kendall, 1993; Kendall, Ronan, & Epps, 1991; Lochman, White, & Wayland, 1991;
Richard & Dodge, 1982). They are considered to be more impulsive, less capable of self-
control, and driven to aggression by poor frustration tolerance, negative affects such as
anger and fear, and cognitive distortions of environmental circumstances as compared to
children with proactive aggression (Vitiello & Stoft, 1997). Dodge and Coie (1987)
found that boys with reactive aggression tended to misinterpret peers’ behaviors in
ambiguous provocations as being hostile and often overreacted with aggression, whereas
boys with proactive aggression did not show such signs of cognitive distortions. In such
cases, reactive children tended to respond to what they perceived as a threat despite the
lack of an actual threat.

Additional research examining reactive and proactive aggression has shown that
reactive aggression is more strongly associated with attention problems, poor impulse
control, and depressive symptoms than proactive aggression. The behavior problems of
reactive aggressive children have an earlier age of onset than those of proactive
aggressive children (Moffit, 1993), and reactive aggressive children are also more likely
to come from backgrounds of physical abuse.

Furthermore, research has shown that “pure” proactive aggression in children is
relatively rare; more commonly, aggressive children have at least some components of
reactive aggression (Brown, Atkins, Osborne, & Milnamow, 1996; Dodge et al., 1997;
Waschbush et al., 1998). While dichotomizing aggression has proved useful to further
developing and studying theories of aggression, some argue that this categorization is no
longer useful. Bushman and Anderson (2001) posit that this dichotomy fails to consider

aggressive acts with multiple motives and that it neglects subtle, but important, reactive
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and proactive components of aggressive acts and characteristics of the individuals. Thus,
they suggest that other methods of conceptualizing aggression should be considered. One
such method of capturing these elements is to treat reactive and proactive aggression not
as distinct categories, but rather as overlapping dimensions. In this manner, one can
ascertain the relative contribution of each subtype.

Agoression and Psychopathology

Aggression is frequently related to the disruptive behavior disorders described in
the DSM-IV (American Psychiatric Association, 1994). Of the disruptive behavior
disorders, oppositional defiant disorder (ODD), characterized as overt-nondestructive
behaviors (arguing, stubbornness, being spiteful or vindictive), tends to emerge first
followed by those behaviors more classically referred to as aggressive. Overt/destructive
aggression (e.g., bullying, fighting, destruction of property) is more closely related to
conduct disorder, which is often considered a more severe form of disruptive behavior
disorder (Frick et al., 1993). Children rarely begin showing conduct problem behaviors
by exhibiting the more severe aggressive behaviors first; frequently, although not always,
oppositional behaviors precede conduct disorders. Therefore, the onset of oppositional
and argumentative behaviors represents an important window of opportunity when
working with aggressive children.

Children with oppositional defiant disorder are by definition in conflict with
authority figures. In many cases, this opposition exists primarily at home with a child’s
parents. Such conflict often creates a host of problems in the parent-child relationship
(i.e., communication, method of parenting, parental involvement, satisfaction) and also

affects parents’ levels of stress. The disruption that such behaviors create in the parent-
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child relationship may be one reason parents of children with ODD are more likely to
utilize child mental health services than parents of children with other behavior disorders
(Cohen et al., 1993)

Treatment of Aggression

Some argue (Greene, Ablon, & Goring, 2003; Greene & Doyle, 1999) that
treatment is most effective when matched to the specific needs of children and their adult
caretakers. Accordingly, it has been suggested that children whose aggression and
oppositionality are aimed more at securing rewards (i.e., proactive) may be more
responsive to contingency management procedures, because such children are sensitive to
environmental reinforcers and are able to adjust their behavior in response to extrinsic
contingencies (i.e., Vitiello & Stoff, 1997). Such children may be more likely to benefit
from models of treatment emanating from Patterson’s coercion model (Patterson, Reid, &
Dishion, 1992) that hypothesizes that a) parental management practices are the primary
determinants of children’s aggressive behaviors, and b) aggressive behaviors are
promoted through negative reinforcement and the resultant coercive processes. Such
models (often referred to as parent training (PT)) may offer well-matched ingredients to
the treatment of oppositional, aggressive, non-compliant behavior in those children who
are more proactive than reactive in their aggressive behavior.

The treatment ingredients of PT typically include procedures such as contingent
reinforcement (e.g., sticker charts), differential attention, and time-out from
reinforcement. An impressive body of research has documented the efficacy of PT and

has demonstrated that PT is as an empirically supported, well-established treatment
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(Alexander & Parsons,1973; Bernal, Klinnert, & Schultz, 1980; Brestan & Eyberg, 1998;
Webster-Stratton, 1984, 1990, 1994).

By contrast, children with reactive aggression, whose aggression is characterized
more by cognitive and socio-emotional deficits, are less capable of self-control and less
able to adjust behavior in response to environmental contingencies. Therefore, these
children may be more likely to respond to psychosocial treatments aimed at
simultaneously increasing social information processing and decreasing high-levels of
hostility, impulsivity, and arousal (e.g., Coie & Koeppl, 1990; Crick & Dodge, 1996;
Vitiello & Stoff, 1997). Focusing on various aspects of a child’s information processing,
including affect labeling, interpretation of social information, attributional errors, and
problem-solving may prove more efficacious in treating this subtype of childhood
aggression (e.g., DiGiuseppe, Tafrate, & Eckhardt, 1994; Kendall, 1993; Reid &
Borkowski, 1987). Using a 20-session problem-solving skills training with aggressive
psychiatric inpatient children, Kazdin, Esveldt-Dawson, French, and Unis (1987)
reported that problem-solving skills training produced significant reductions in parents'
and teachers' ratings of aggressive behavior at posttest and at a 1-year follow-up. Such
programs teach aggressive youth to problem-solve solutions instead of acting in a hostile
manner.

More recently, it has been suggested (Greene et al., 2003; Greene & Doyle, 1999),
that children whose cognitive deficits contribute to the development of aggressive
behavior may benefit more from training aimed at teaching and refining cognitive skills
critical to: (a) recognizing and labeling affective states (e.g., Proffer, 1996); (b)

modulating affective arousal in the midst of frustration so as to remain engaged with the
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environment and reduce the likelihood of cognitive debilitation (e.g., Amsel, 1990;
Proffer, 1996); (c) articulating the source of frustration (e.g., Greene, 1998); (d) problem-
solving, including the generation, selection, and enactment of effective solutions (e.g.,
Kazdin, Bass, Siegel, & Thomas, 1989; Kazdin, Esveldt-Dawson, French, & Unis, 1987;
Kazdin, Siegel, & Bass, 1992); and (e) productively negotiating and resolving
interpersonal conflict (e.g., Greene, 1998; Proffer, 1996; Rice, Helzel, Varney, &
Quinsey, 1985; Robin & Foster, 1989).

The Collaborative Problem Solving Approach, (CPS) (Greene, 1998; Greene et
al., 2003; Greene et al., submitted) is a form of cognitive-behavioral therapy that works to
decrease such cognitive deficits by teaching children and adults to collaboratively
problem-solve. This, in turn, is thought to remediate the cognitive skills implicated
primarily in reactive aggressive behaviors. The treatment teaches parents: (a) to identify
the child characteristics and skill deficits involved in aggressive behaviors, (b) to
understand the specific situations in which such acts are likely to occur, and (c) to interact
with children in a manner that will simultaneously minimize the occurrence of aggressive
episodes and train cognitive skills. Although this treatment was not originally designed
for a particular subtype of aggression, it is possible that its efficacy may differ as a
function of features of the aggressive behavior.

A recent study investigated the efficacy of both PT and CPS (Greene et al.,
submitted) in the treatment of 47 clinically referred youth (boys and girls between the
ages of 4 and 12) with ODD and affective dysregulation (i.e., at least subthreshold
symptoms of either bipolar disorder or depression). Several instruments were used to

compare treatment response at the beginning and end of treatment and at four-months



Treatment of Aggression 7

post-treatment. These instruments included measures of clinical global improvement
(CGI) completed by parents and therapists, as well as parent ratings of oppositional
symptoms, parenting stress, and parent-child relationship.

Significant differences were found in ratings of CGI at post-treatment and follow-
up. At post-treatment, treatment group emerged as a significant predictor, with the
behavior of children in the CPS condition evincing significantly greater improvements
than those in the PT condition. Treatment group also emerged as a significant predictor of
CGI at four-month follow-up with those in the CPS condition again rated as more
improved than those in the PT condition.

However, on parent’s ratings of oppositional symptoms, no significant difference
emerged between groups at either post-treatment or four-month follow-up. Still, the CPS
condition produced significant improvement in parent’s ratings of these symptoms at
both time points. Parent ratings of oppositional symptoms were also used to calculate
effect sizes for the two conditions. Large effect sizes were found for both CPS (1.19) and
PT (0.80) from baseline to post-treatment; for baseline to four-month follow-up a large
effect size was found for CPS (1.19) and a moderate effect size for PT (0.48). Such
effects demonstrate that both treatments were efficacious in the treatment of oppositional
children from the standpoint of parental ratings. However, CPS maintained better long-
term effectiveness as compared to PT.

On a measure of global parenting stress, CPS produced significant improvement
from baseline to post-treatment whereas PT did not. The CPS condition also produced
significant improvements on subscales of parenting stress including child adaptability and

parent competence. Similarly, on a measure of the parent-child relationship, CPS
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produced significant improvements in limit-setting and parent-child communication.
However, with the exception of one outcome measure of parenting stress, no significant
differences were found between the two treatment groups. Specifically, a significant
difference between PT and CPS emerged only on the child-autonomy subscale with those
in PT showing deterioration in autonomy and those in CPS showing improvements in this
domain.

Although both treatments were effective, it is unclear how characteristics of
children with ODD might be related to treatment response to either CPS or PT. It is
possible, for example, that children displaying various degrees of behaviors characteristic
of one or both of the types of aggression described above may be more amenable to a
particular treatment approach. The purpose of the present study was to investigate the
relative efficacy of these approaches based on the reactive and proactive aggressive
behaviors displayed by the children.

This study hypothesized that reactive and proactive aggression would be related
to measures of oppositional symptoms as well as parental stress and various aspects of
the parent-child relationship including autonomy, communication, limit setting, and
parent involvement that were obtained prior to treatment. In regards to aggression, it was
first hypothesized that children in the study, regardless of degrees of reactive and
proactive aggression at pre-treatment would demonstrate a decrease in aggressive and
oppositional behaviors in response to both treatments. Furthermore, it was hypothesized
that children with various degrees of reactive and proactive aggression would respond
differently to treatment. Specifically, it was predicted that those children having higher

degrees of reactive aggression would have a greater decrease of symptoms in response to
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CPS as opposed to PT. It was also predicted that children displaying higher degrees of
proactive aggression would respond better to PT as opposed to CPS. Finally, it was
hypothesized that various aspects of family life, specifically parental stress and the
parent-child relationship, would accompany these changes.
Method

Participants

This study makes use of an existing data set that was collected at the child
psychiatric clinic of Massachusetts General Hospital while the author was a research
assistant in that setting (Greene et al., submitted). Participants were 47 clinically referred
children (68% male) ages 4 to 13 (M = 7.12, SD 2.04), identified as having ODD with
concurrent affective dysregulation (i.e., at least suthreshold features of bipolar disorder or
major depression). The sample consisted of 42 (89%) European-American children, 4
(9%) African-American children, and 1 (2%) Asian-American child. Although many
children had subthreshold features of conduct disorder, none met diagnostic criteria at the
time of participation; however, all met DSM-IV diagnostic criteria for ODD. Given the
cognitive requirements associated with the project, children were excluded from the study
if they had psychosis, autism, or an estimated Full Scale IQ less than 80. Informed
consent was obtained from parents and assent was solicited from the children.
Measures

Diagnostic Assessment

Diagnostic information was obtained through maternal reports on the Kiddie
Schedule for Affective Disorders and Schizophrenia for Children-Epidemiological

Version (KSADS-E; Orvaschel & Puig-Antich, 1987). This is a widely used instrument
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based on DSM-IV criteria with established psychometric properties. Carefully supervised
research assistants, trained to high levels of inter-rater reliability with kappa coefficients
of 0.86 overall for all diagnoses, conducted the interviews. A committee of board-
certified child psychiatrists and licensed psychologists reviewed all interviews to resolve
diagnostic uncertainties.

Cognitive Assessment

Cognitive ability was estimated using age-corrected scores on the Block Design and
Vocabulary subtests from the Weschler Intelligence Scale for Children-Revised (WISC-
R; Weschler, 1991). These two subtests are frequently used to estimate Full Scale IQ
because they correlate .90 with this measure (Sattler, 1988).

Parent Ratings of Aggression

Mothers of participants completed the Aggression Scale (AS; Dodge & Coie,
1987; Waschbusch, Willoughby & Pelham, 1998) prior to the commencement of
treatment to identify degrees of proactive and reactive aggressive behaviors. Previous
studies have provided evidence of the internal consistency of these scales as well as their
criterion (both concurrent and predictive) validity (Crick & Dodge, 1996; Day, Bream, &
Pal, 1992; Dodge & Coie, 1987; Dodge et al., 1997; Waschbusch et al., 1998). The scale
consists of three items describing reactive aggression (“when teased or threatened, strikes
back”, “blames others for fights”, “over-reacts to accidents”) and three items depicting

bR AN1Y

proactive aggression (“gets others to gang up on peers”, “uses physical force to dominate
others”, “threatens or bullies others to get his/her way”). Mothers rated each item from 1

(never true) to 5 (always true). Total reactive and total proactive scores were computed

by summing the three items comprising each scale (range 3-15).
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Symptoms of Oppositional Defiant Disorder

The Oppositional Defiant Disorder Rating Scale (ODDRS) rates DSM-1V criteria
for oppositional defiant disorder on a 5-point Likert scale ranging from 1 (never) to 5
(always true). The oppositionality score consists of the total score for the eight
oppositional symptoms (range 8-40). Mothers completed this measure immediately
before the first session of treatment, following the final session, and at 4-month follow-
up.

Clinical Global Impression

The Clinical Global Impression scale (CGI; National Institute of Mental Health,
1985) was completed by therapists before treatment began and following the final session
and by parents at four-month follow-up. This instrument rates clinical improvement on a
scale ranging from 1 (very much improved) to 7 (very much worse).

Parenting Stress

The Parenting Stress Index (PSI; Abidin, 1995) was used to assess parental
perceptions of the degree of stress related to the parenting role. The parent domain of the
measure assesses seven dimensions of stress (competence, isolation, attachment, health,
role restriction, depression, and spousal support). The child domain of the measure
examines child characteristics that lead to frustration in the parent-child relationship and
is comprised of six subscales (distractibility/hyperactivity, adaptability, reinforces parent,
demandingness, mood, and acceptability). Each item it rated on a 1 to 5 scale, yielding a
range of 47- 235 for the Child Domain and 54-270 for the Parent Domain. Normative
data from the PSI were derived from 534 families of children aged 1 month to 19 years

seen in a pediatric setting. The PSI has acceptable reliability and demonstrated validity
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(see Abidin, 1995). This instrument was administered to mothers before the first session
and following the final session of treatment.

Parent-Child Relationship

The Parent-Child Relationship Inventory (PCRI, Gerard, 1994) was used to assess
the quality of parent-child interactions at pre-treatment and at the final session of
treatment. This measure is comprised of seven subscales, four of which will be focused
on in this study (i.e., autonomy, communication, involvement, and limit-setting). [tems
are rated from 1 (strongly agree) to 4 (strongly disagree) yielding the following ranges for
the subscales: autonomy (10-40), communication (9-36), involvement (14-56), and limit-
setting (12-48). The PCRI has adequate psychometric properties (see Gerard, 1994).

Procedures

Children and their parents were randomly assigned to one of the two treatment
conditions in a 3:2 ratio resulting in CPS (28) and PT (19) participants. Licensed clinical
psychologists conducted treatment in both the CPS and PT conditions.

In the PT condition, parents received 10 weeks of treatment based on Barkley’s
(1997) parent training program. This treatment is manualized with specified weekly
session content consisting of the following components: (a) educating parents about the
causes of defiant behavior; (b) instructing parents on positive attending through use of
“special time;” (c) training parents to use attending skills to increase compliant behavior;
(d) increasing the effectiveness of parental commands; (¢) implementing a contingency
management program; (f) using the time-out procedure; (g) managing children’s behavior

in public places; and (h) using a daily school-home “report-card.”
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In the CPS condition, parents received treatment based on Greene’s (1998)
cognitive behavioral model for the treatment of explosive/oppositional children (Greene
et al., 2003; Greene et al., submitted). CPS is also a manualized treatment program, but
session content is not circumscribed. Instead, therapists focus on any combination of five
treatment modules based on their assessment of the needs of each child and family. The
number of treatment sessions was limited to a maximum of 16 weeks and ranged from 6-
16 sessions with a mean duration of 11 weeks (SD =2.9).

The focus of CPS treatment is on training cognitive skills through parent-child
collaboration on problem solving. The modules consist of: (1) understanding various
deficits compromising a child’s emotion regulation, frustration tolerance, problem-
solving, and adaptability skills; (2) learning three basic approaches to handling unmet
expectations, including (a) imposition of adult will; (b) parent-child collaborative
problem-solving; and (c) eliminating the expectation; (3) recognizing the impact of each
of these three approaches on parent-child interactions; (4) family communication
(identifying and altering communication patterns that may fuel oppositional or aggressive
outbursts); and (5) cognitive skills training.

Treatment Integrity

To assess treatment integrity, all sessions were audio-taped and a blinded rater
listened to 20 percent of the tapes (equal numbers of PT and CPS sessions). Each of the
tapes was rated on the degree to which various elements of each treatment approach were
used in each session. Items included content specific to PT (e.g., “Therapist and parents
discussed implementation of a contingency contracting system, including use of a

currency system (points, stickers, etc.) to rate the child’s behavior and application of
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consequences for successful or unsuccessful performance” ) or content specific to CPS
(e.g., “Therapist instructed parents on three potential response options — (1) limit setting,
(2) working things out, and (3) just letting it go — and helped parents consider which
option to apply to specific problematic behaviors™). Each item was rated on a 5-point
scale (0= was not focused on or mentioned in this session, 4= was a major focus of this
session).

Statistical Analyses

Preliminary analyses assessed for group differences on demographic and baseline
variables using Chi’ tests for categorical variables and t-tests for continuous variables.
Statistical analyses were conducted on an “intent-to-treat” basis with baseline scores
being carried forward for those scores that were missing at end of treatment or follow-up.
Two families failed to respond to various questions on both administrations of the PSI,
making their scores invalid and leaving no value to carry forward.

To test the first hypothesis, namely that reactive and proactive aggression are
related to ODD symptoms, parent stress, and various facets of the parent-child
relationship, Pearson r correlations were calculated. To examine reactive and proactive
aggression as moderators of treatment outcome, hierarchical regression was used
according to methods prescribed by Holmbeck (1997). Data were screened for normality
and all assumptions of hierarchical regressions were met.

All analyses in this study were two-tailed and statistical significance was defined
at the .05 level. A Bonferroni correction (calculated to be 0.003 (e.g., .05/20)) was

considered, but because of the potential clinical significance of this study, a greater
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chance of Type I error was allotted so that potentially important findings would not be
dismissed.
Results

Descriptive Statistics for Measures

Means and standard deviations for all measures are presented in Table 1. On the
measure of aggression, means (standard deviations) for reactive and proactive aggression
were 11.53 (2.34) and 6.68 (2.45) respectively. Both of these scores were higher than
scores obtained in other samples (e.g., Waschbusch et al., 1998; Reactive M=6.72, SD =
1.41; Proactive M = 4.82, SD = 1.07), but may be due to the inclusion of aggressive and
non-aggressive youth in these other samples. The ODD rating scale has not been used in
previous studies so a comparison of means with other treatment samples was not
possible. However, the mean score observed in this sample was 29.0 at baseline,
suggesting that the average child in this study frequently experienced high rates of ODD
symptoms. Internal consistency for this measure was calculated as Cronbach alpha = .90,
indicating satisfactory reliability. On the PSI, the Child Domain score and Parent Domain
score means were 158.85 (17.66) and 140.80 (25.74) respectively. When compared to
norms for the Child Domain, 99.7 (18.8), and Parent Domain, 123.1 (24.4), it can be seen
that scores were elevated in this sample, in some cases nearly three standard deviations
above the norms. This finding was not unexpected given the severe nature of the study
sample and the stress often associated with parenting these youth. Obtained mean scores
on the subscales of the PCRI were 26.98 (2.82) for autonomy, 25.32 (3.16) for
communication, 43.96 (5.08) for involvement, and 23.96 (4.54) for limit setting.

Comparing these scores to norms of 26.22 (4.47) for autonomy, 29.04 (3.59) for
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communication, 46.22 (4.88) for involvement, and 32.23 (6.17) for limit setting, it can be
seen that these scores were higher than those obtained, indicating poorer parent-child
relationships in this sample. Overall, these scores indicate that the present sample was
impaired on a number of dimensions.

Relationships Between Variables Before Treatment

Pearson r correlations were conducted to determine relationships among reactive
aggression and all other baseline measures (see Table 2). Unexpectedly, of the nine
correlations examined, only one was found to be significant. A significant negative
relationship was found between reactive aggression and limit setting on the PCRI #(45) =
-0.30, p = .04. This later finding indicates that lower degrees of limit setting were
associated with increasing degrees of reactive aggressive behaviors in this sample. As
noted, Pearson 7 correlation coefficients indicated a negligible relationship between
reactive aggression and all other baseline measures. Hence, reactive aggression was not
found to be significantly related to measures of parenting stress, the parent-child
relationship, or ODD symptoms as predicted.

Pearson r correlations were also conducted to determine relationships among
proactive aggression and all other baseline measures (see Table 2). Among the nine
variables examined, findings showed significant relationships for three of the nine
variables. A significant positive relationship was found between proactive aggression and
parent stress in the parent domain #(44) = 0.30, p = .04, whereas significant negative
relationships were found between proactive aggression and limit setting on the PCRI
r(45) =-0.39, p = .01 as well as communication on the PCRI 7(45) =-0.43, p = .00. These

findings suggest that increased degrees of proactive aggression are related to heightened
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degrees of parent stress but reduced degrees of limit setting and poorer communication
between parents and their children.

Although, proactive aggression was not significantly related to other baseline
measures, it was more strongly related to baseline variables than reactive aggression
scores. Still, many of the hypothesized significant relations between both aggression
subtypes and several constructs thought to be related were not found. Finally, it is
important to note that reactive and proactive aggression were significantly related to one
another 7(45) = 0.37, p = .01, consistent with other studies in the literature.

Differences between Groups Before Treatment

No significant differences were found between the two treatment groups on
demographic measures or baseline measures (Table 3). Chi” analyses revealed that the
treatment groups did not significantly differ on gender and t-tests failed to show
treatment group differences on age or any of the baseline measures (AS, CGI, ODDRS,
PCRI, PSI). Thus, randomization was considered to be effective.

Treatment Adherence

As described in Greene et al. (submitted), t-tests were used to assess treatment
integrity. Twenty percent of tapes were coded for session content and given a score for
content related to PT and a score for content related to CPS. Those assigned to the PT
group had a mean PT rating of 6.59 (range = 0-16), whereas those assigned to CPS had a
mean PT score of 0 per session (to; = 13.2, p <.01). Those who received CPS had a mean
CPS score of 8.94 (range = 0-16) while those assigned to PT had a mean CPS score of
1.57 per session (to; = -15.2, p <.01). In other words, those assigned to CPS or PT

received session content consistent with treatment protocol.
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Relationships Between Variables at Post-Treatment and at Follow-Up

Zero-order correlations were conducted to determine the relationships between
the two types of aggression (ascertained prior to treatment) and each outcome measure
obtained at the end of treatment and at four-month follow-up (see Table 4). Correlations
were examined separately by treatment group. For those children in the PT condition,
reactive aggression had a positive relationship with parenting stress in the child domain at
post-treatment, #(17) = 0.60, p <.01 indicating that parents of children with higher
degrees of reactive aggression at pre-treatment reported higher degrees of parental stress
at the end of treatment. Additionally, a significant inverse relationship was found
between reactive aggression and parent limit setting 7(17) =-0.46, p = .05; that is, the
higher the reactive aggression at pre-treatment, the lower the limit setting required at the
end of treatment. No significant relationships were found between proactive aggression
and any of the outcome variables in the PT condition. Thus, proactive aggression was not
related systematically to outcome measures for the PT treatment in this sample, contrary
to predictions. In addition, it should be recalled that higher rates of parenting stress in the
parent domain were related to higher proactive aggression scores prior to treatment (see
Table 2). At the end of treatment this relationship was no longer significant and, in fact,
showed an opposite trend with children evincing higher proactive aggression at baseline
showing lower amounts of parenting stress at the end of treatment #(17) = -0.20, p =.44.

Correlations were also examined for children who were assigned to the CPS
condition (see Table 4). No significant relationships were found between reactive
aggression and outcome measures including measures of parenting stress, the parent-

child relationship, ODD symptoms, and the index of clinical global improvement at the
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end of treatment or at four-month follow-up. On the other hand, proactive aggression
scores collected prior to treatment showed significant relations with several outcome
variables following CPS treatment including parenting stress in the parent domain (25) =
0.51, p=.01, ODD symptoms 7(26) = 0.50, p = .00, limit setting #(26) = -0.40, p = .04,
parent-child communication #(26) = -0.38, p = .05, and parent involvement »(26) = -0.50,
p =.01. At four-months post-treatment, proactive aggression and ODD symptoms were
also related 7(26) = 0.44, p = .02. Given these observed relations, it can be seen that for
those children who received CPS, higher degrees of proactive aggression at pre-treatment
were associated with higher degrees of parenting stress and ODD symptoms following
treatment, but lower degrees of limit setting, communication, and parent involvement at
the end of treatment. At four-months post-treatment, the association between high
degrees of proactive aggression and elevated ODD symptoms that was observed at pre-
treatment remained in the CPS condition at post-treatment.

Tests of Moderation

To examine whether reactive and proactive aggression moderated treatment
outcome, hierarchical regression analyses, following Holmbeck’s (1997) guidelines, were
undertaken. Specifically, the hypothesis that type of aggression affected treatment
outcome was examined. Treatment outcome served as the criterion in these analyses with
type of treatment and reactive or proactive aggression as predictors. As recommended by
Holmbeck (2002), the main effect variables were centered before entering them in the
model. This procedure reduces multicollinearity between the two predictors and the
interaction term between them. In each analysis age, sex, and the alternate type of

aggression were controlled for: age and sex were entered in the first step, the alternate
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type of aggression in the second step, the potential moderating type of aggression in the
third step, treatment in the fourth step, and the interaction term (Reactive Aggression X
Treatment or Proactive Aggression X Treatment) was entered in the fifth step. Following
Holmbeck’s (1997) guidelines, significant moderation was deemed present if a
significant interaction was found after main effects were controlled for.

ODD Symptoms at End of Treatment. In examining reactive aggression as a
potential moderator of treatment outcome, no significant effects were found (see Table
5). Alternatively, for proactive aggression, a significant interaction was found, 5 = .31,
t(40) = 2.12, accounting for a significant proportion of variance in ODD scores, R*
Change = .09, F Change = 4.50, p = .04 (see Table 6). It should be noted however, that
the six factor model was not significant, F(6, 40)=1.73, p = .14. Follow-up calculations
performed to probe these interactions showed that children receiving PT who had high
degrees of proactive aggression at baseline, evinced lower ODD scores at the end of
treatment than those who received CPS (see Figure 1).

Parenting Stress. As presented in Table 7, when reactive aggression was
examined as a moderator of outcome scores on the PSI in the child domain, no significant
interaction effect was found. When the interaction term was entered in Step 5, treatment
was significant, indicating the presence of a main effect. The model, however, was not
significant at any step.

Examination of proactive aggression as a moderator of outcome scores on the PSI
in the child domain, failed to demonstrate an interaction effect (Table 8). At Step 5,

reactive aggression and treatment were significant indicating that these factors
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significantly contributed to differences in scores. However, it should be noted that the six
factor model was once again not significant F(6, 39)=1.54, p =.19.

No significant results were found when reactive aggression was examined as a
moderator of parenting stress in the parent domain (Table 9). However, when proactive
aggression was analyzed (refer to Table 10), reactive aggression emerged as significant
and an interaction effect was found. Post-hoc probing indicated lower degrees of
parenting stress in the parent domain when children with higher proactive scores received
parent training, as was hypothesized (see Figure 2). Again, however, the six factor model
was not significant F(6, 38)=2.19, p = .07.

Parent-Child Relationship. It was hypothesized that various facets of the parent-
child relationship would be moderated by degree of reactive and proactive aggression.
Results of analyses examining autonomy, communication, parent involvement, and
parent limit setting show some support for the moderating role of proactive aggression in
differentiating outcome scores on parent-child communication, but no support for
reactive aggression as a moderator of treatment outcome.

More specifically, as Table 11 illustrates, when predicting scores of autonomy on
the PCRI and the moderating role of reactive aggression, no factors were significant in
Step 5 of the equation. Likewise, no significant results were obtained when examining
the moderating role of proactive aggression, contrary to predictions (Table 12).

In looking at reactive aggression as a potential moderator of parent-child
communication(see Table 13), proactive aggression emerged as significant when entered
in Step 2, accounting for 14% of the variance, R* Change = .14, F Change = 6.90, p = .01

and remained significant in subsequent steps. When the interaction effect of proactive
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aggression and treatment was examined (see Table 14), proactive aggression emerged as
significant when entered into Step 3, indicating a main effect. The interaction term
entered in Step 5 was also significant, accounting for 9% of the variance and indicating
moderation by proactive aggression. Moreover, the model was significant, F(6, 40) =
2.43, p = .04. Post-hoc probing revealed that children with high proactive scores at
baseline who received PT had higher communication scores at the end of treatment.

For parental involvement (see Tables 15 and 16), as measured by the PCRI, when
examining the interaction of reactive aggression and treatment, no significant results were
found in Step 5 of the equation. Likewise, when investigating the interaction of proactive
aggression and treatment, no factors were significant in Step 5. Finally, no significant
interactions were obtained in analyses of either reactive or proactive aggression as
moderators of parent limit setting (Tables 17 and 18). Again, this is contrary to
predictions.

Clinical Global Improvement at End of Treatment. In models predicting CGI as
rated by clinicians at the end of treatment (Tables 19 and 20), involving either reactive or
proactive aggression as moderators, treatment emerged as a significant main effect. In
models involving either the interaction of reactive aggression and treatment or proactive
aggression and treatment, treatment accounted for 21% of the variance in CGI scores, R
Change = .21, F Change = 12.75, p = .00. Both models were significant at Step 5.
However, no significant moderation emerged. The standardized beta weights of -.49, p =
.00, for both models indicate that CPS (CPS coded “1”; PT coded as “0”’) was more

effective in the treatment of these youth.
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ODD Symptoms and Clinical Global Improvement at Four-Month Follow-Up. At
four-month follow-up no significant interactions were found, however treatment again
emerged in Step 4 as a significant main effect predicting ODD symptoms in models
examining moderation by either type of aggression (see Table 21). When examining
models involving reactive or proactive aggression as moderators, treatment accounted for
8% of the variance in symptoms, F Change = 4.00, p = .05 or 19% of the variance in
symptoms, F Change = 10.39, p = .02, respectively (Table 22). Standardized beta weights
again indicate that CPS was more effective in this sample. However, neither of the six
factor models were significant. For parent ratings of CGI (see Tables 23 and 24), similar
results were obtained. Treatment demonstrated a significant main effect when entered in
Step 4, accounting for 19% of the variance when examining either reactive or proactive
aggression as a moderator, F Change = 10.39, p = .00. These models were both
significant with the addition of treatment. Standardized beta weights again indicated that
parents rated children as more improved in the CPS condition.

Summary of Tests of Moderation. A summary of hierarchical regression findings
is presented in Table 25. Overall, results of this study suggest some support for the
moderating role of proactive aggression with children having higher proactive aggression
scores at baseline demonstrating fewer symptoms of ODD, lower parenting stress, and
higher parent-child communication scores after participating in PT. Results did not show
support for reactive aggression as a moderator of treatment outcome in this sample.
Modest support was shown for the main effect of proactive aggression in predicting
communication. Results further suggest that children with various degrees of reactive or

proactive aggression in this study demonstrate better treatment outcome with CPS as
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indicated by clinician ratings on the CGI at the end of treatment. At four-month follow-
up, this significant main effect was still present on parent ratings of CGI as well as with
ODD symptoms, as previously reported by Greene et al. (submitted).

Discussion

The present study evaluated possible predictors of treatment outcome for clinic-
referred youth with oppositionality and emotion dysregulation. In particular, the study
examined relations between two types of childhood aggression and likely treatment
outcomes including, oppositional behavior, parental stress, and the parent-child
relationship. Moreover, the study considered the possible moderating role of proactive
and reactive aggression in treatment outcome. Although findings are limited, they
nonetheless provide implications for future studies to continue to better assess treatment
matching for oppositional or aggressive children.

The study hypothesized that before receiving treatment, reactive and proactive
aggression would be related to oppositional symptoms as well as parental stress and
various aspects of the parent-child relationship including autonomy, communication,
limit setting, and parent involvement. Unexpectedly, results showed few relations
among these dimensions, contrary to earlier findings suggesting aggression and
oppositionality are related to such indices of functioning (e.g., Frick et al., 1993). Even
using this same reactive-proactive measure, Waschbush et al. (1998) found that
reactive and proactive aggression were related to oppositionality. At the end of
treatment these measures showed more significant correlations with reactive and
proactive aggression, but these findings are still less than what was expected. It is

possible that these unexpected findings were related to the sample studied, given that it
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was a clinically referred sample with affective dysregulation in addition to ODD. In
contrast, earlier results were obtained on samples of youth with disruptive behavior
disorders only. The effect of this comorbidity on reactive and proactive aggression
remains unclear and is in need of additional scrutiny.

Results of this study indicating the lack of significant correlation among these
measures may bring to question the utility of distinguishing between reactive and
proactive aggression. As noted earlier, Bushman and Anderson (2001) have argued
against this distinction, on the basis that the type of aggression might not be as
important as the individual characteristics comprising each type of aggression. While
there is clearly a difference between the goals, cognitive processes, and precipitating
circumstances underlying each proposed subtype, it is less likely that one’s repertoire
of aggressive responses is limited to one type versus another (Brown et al., 1996;

Dodge et al., 1997).

The study further hypothesized that children with various degrees of reactive and
proactive aggression would respond differently to treatment. For proactive aggression, it
was hypothesized that higher degrees of proactive aggression would be related to better
treatment outcomes for those receiving PT. This hypothesis was based on earlier work
suggesting that children whose aggression and oppositionality are aimed more at securing
rewards (proactive) may be more responsive to contingency management procedures,
because such children are sensitive to environmental reinforcers and are able to adjust
their behavior in response to extrinsic contingencies (i.e., Vitiello & Stoff, 1997).

Results from hierarchical regression analyses showed partial support for the role

of proactive aggression in differentiating treatment outcome. Specifically, after
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controlling for age, sex, and the main effects of treatment and degree of reactive
aggression, significant proactive aggression x treatment interactions emerged for ODD
symptoms as well as some aspects of parenting stress and parent-child communication.
These findings suggest that those children who received PT and had higher proactive
scores at pre-treatment demonstrated more favorable scores at the end of treatment. The
moderating role of proactive aggression for ODD symptoms, parenting stress, and parent-
child communication suggests that this factor should be taken into consideration when
selecting treatment strategies for ODD youth.

The structure and consistency implemented in PT may encourage these reward-
seeking children to strive for established goals within their environment. The
organization, planning, and offering of tangible goals in the form of sticker charts, special
time, and verbal praise are well-matched to this population. Consistent with hypotheses,
when these parenting methods and communication skills were taught to parents of
children with higher proactive aggressive scores, parent-child communication improved,
suggesting that these children were responsive to this reinforcement. The withholding of
such rewards, as well as the implementation of time-out sessions likely offers further
motivation for these goal-oriented children to comply with requests for desired behavior
as suggested by the moderating role of proactive aggression in predicting ODD
symptoms at the end of treatment, consistent with hypotheses.

Although age was not correlated significantly with proactive aggression in this
sample, it is interesting to consider the effect that age may have on treatment outcome.
The sample used in this study is relatively young (M = 7.12, SD 2.04) and thus may

explain the low rates of proactive aggression. Because proactive aggression typically
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increases with age (Dodge & Coie, 1987), it is likely that by adolescence, these youth
may display higher rates of proactive aggression that may be further complicated by
antisocial behavior in the teenage years. In addition, two studies (Dishion & Patterson,
1992; Ruma, Burke, & Thompson, 1996) have compared the effectiveness of parent
training across many ages and suggested that this type of treatment is more effective in
reducing behavior problems in younger than older children. It is possible that the
moderating role of proactive aggression would be altered if tested on a sample of
adolescents.

The present study also hypothesized that higher degrees of reactive aggression
would be related to greater efficacy for those receiving CPS. As was mentioned
previously, reactive aggressive children, whose aggression is characterized more by
cognitive and socio-emotional deficits, are less capable of self-control and less able to
adjust behavior in response to environmental contingencies (Vitiello & Stoff, 1997).
Therefore, it was offered that these children may be more likely to respond to
psychosocial treatments aimed at simultaneously increasing cognitive functioning and
decreasing high-degrees of hostility, impulsivity, and arousal (e.g., Coie & Koeppl, 1990;
Crick & Dodge, 1996). However, results did not show support for reactive aggression as
a moderator in this sample.

While reactive aggression did not significantly differentiate treatment outcome in
this sample, more specific characteristics of this population may still be of importance.
For example, instead of measuring reactive aggression itself, it may be more important to
examine characteristics associated with reactive aggression such as hostile attribution

bias, cognitive biases, and affect regulation. Because of the complexity of aggression
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across individuals, it may be necessary to examine more specific moderators of treatment
outcome for those with reactive aggression, adopting a more eclectic approach to this
population that encompasses development, cognitive processes, environmental
circumstances, and comorbid psychopathology.

Finally, it was shown that children in both treatment conditions demonstrated
significant change after receiving treatment, as was hypothesized. Results indicate that
both PT and CPS are effective treatments for oppositional and aggressive youth.
However, on outcome measures of ODD and CGI, those children who received CPS
demonstrated lower rates of symptoms and were rated as more improved by clinicians at
the end of treatment and by their parents at four-month follow-up. Thus, CPS may offer
significant promise to families of children with both reactive and proactive aggression as
well as oppositionality. The exact mechanisms of change and those variables associated
with this change remain unclear.

It is clear that there is no “one-size-fits-all” approach to the treatment of
aggressive children (Greene, Ablon, Goring, Fazio, & Morse, 2004). Although proactive
aggression explains some of the variation in treatment outcome, it remains to be found
which treatment works best for which children. Because aggressive children, particularly
those with ODD, represent a heterogeneous population, a plethora of possibilities exist.
Future research is encouraged to better identify such factors and processes.

Limitations of the Current Study

Although findings show partial support for the original hypotheses, it is important
to recognize limitations of the current investigation. One significant limitation of this

study is the sample size. The sample consists of only a small number of subjects,
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increasing the likelihood of a Type II error. In other words, it is conceivable that the
power of the study was not high enough to detect significant results. Post-hoc power
analyses indicate that depending on the measure, sample sizes of 21 participants per cell
(on the measure of CGI) to 3010 per cell (on the measure of parent limit setting) would
be necessary to detect significant results (Cohen, 1992). Replication of this study with
reasonably larger samples is necessary.

Another possible limitation is the sample selected to participate in the study,
particularly the comorbid criteria for inclusion. Nearly 30% of clinically referred children
with ODD have comorbid depression and 20% of youth with ODD have bipolar disorder
(Greene et al., 2002). However, including only those ODD children with these
characteristics may have affected results as relations among variables of interest may
have been affected by the unique clinical correlates associated with this population.
Selecting children on these specific characteristics also results in high rates of emotion
dysregulation any may have contributed to higher degrees of reactive aggression in the
sample. Thus, even those children rated as having high degrees of proactive aggression
often had co-existing high rates of reactive aggression. Although analyses controlled for
each type of aggression, these rates are still of concern in drawing conclusions about the
findings. Furthermore, although it is important to identify treatments appropriate for the
highly comorbid and heterogeneous nature of children with ODD, conclusions about the
treatment effects are only tentative for the larger group of ODD children without
affective dysregulation.

A further limitation of the study concerns measurement of reactive and proactive

aggression. Although the measure used in this study is widely used, it is nonetheless only
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a six-item measure and results obtained in this study may be specific to this measure. The
aggression rating scale used in this study may also be limited in its use as a parent-report
measure; traditionally, it has been used in a teacher report format and has not been
validated as a parent-report instrument. Of particular concern when using this report
format is the focus on rating peer group interactions that may not be as evident in the
home setting compared to a school setting. Thus, parent ratings may not be as accurate.
For example, one of the questions on the scale asks parents to rate the frequency of their
child “getting the other kids to gang up on a peer that s’he does not like”. Such scenarios
may be more prevalent in school settings so parents and teachers may have different
interpretations of the frequency of such aggressive acts.

Other ways of operationalizing aggression should also be considered. For
example, the Child Behavior Rating Scale (CBR; Brown et al., 1996) is a similar (27
item) scale for rating reactive and proactive aggression and has adequate psychometric
properties. It is unknown what effect the decision to use the former measure might have
had on the reported findings. Multiple informants should be used and further assessment
of related cognitive processes, environmental circumstances, and comorbid
psychopathology may aid in the understanding of aggression and further the development
of clinical interventions for this behavior.

Along these lines, others have cautioned that aggression is context-specific (Frick,
1998) and other aspects of aggression should be taken into account. For instance, the
events leading to an aggressive act and aggressors’ interpretations of those acts may
provide more information to the treatment of aggression than information pertaining to

the act itself. Similarly, parents’ interpretations of aggressive acts may be more important
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than the act itself. It is possible that, what is captured, in this study is more of a goodness
of fit between parents’ interpretations of factors fueling aggressive acts (e.g. aggression
being reward driven) and suitable treatments. For example, parents may be more
amenable to treatment involving reward and punishment strategies if they believe that
their children are acting aggressively to achieve some reward (proactive). In other words,
the study may reflect the matching of parental explanations of aggression to treatment
methods and thus the efficacy of the treatments may be differentially related to the
parents’ explanation of the factors fueling aggression rather than the nature of the
aggression itself.

Finally, it is important to note that parents almost exclusively (with the exception
of the CGI) completed the measures administered in this study and findings are thus
susceptible to method variance. Findings do not account for factors such as maternal
(raters’) psychopathology and it is possible that these measures are in fact measuring the
perception of the quality of the relationship between parent and child. To increase the
reliability of results, multiple informants (i.e., self-report, teacher report) should be used
and measures should be supplemented with instruments incorporating direct observations
of behavior or clinical judgment to further our understanding of these behaviors.

Summary

Results of the current study suggest new questions about aggression and treatment
interventions for this population. Both treatments in this study proved to be efficacious in
the treatment of oppositional defiant disorder and improving various facets of the parent-
child relationship. In some cases, CPS was more efficacious for the youth in this study,

suggesting that CPS offers promise to families of children with ODD. The study also
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shows some support for the moderating role of proactive aggression, suggesting that
clinicians should be mindful of this factor in treatment planning. PT offers ingredients
well matched to the treatment of proactive aggressive youth. While reactive aggression
did not differentiate treatment outcome in this sample, more specific characteristics of
this population may still be of importance. Because of the complexity of aggression
across individuals, it may be necessary to adopt a more eclectic approach to this
population that encompasses development, cognitive processes, environmental
circumstances, and comorbid psychopathology. Assessment of such characteristics
should continue to inform specific intervention strategies tailored to the unique clinical
characteristics of these individuals in an effort to further enhance the effectiveness of
interventions for oppositional and aggressive youth.
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Table 1
Sample Means and Standard Deviations for Measures

Measure Mean (SD)
Reactive Aggression 11.53 (2.36)
Proactive Aggression 6.68 (2.45)

ODDRS 28.98 (6.01)

PSI-Child Domain 158.85 (17.66)

PSI-Parent Domain 140.80 (25.74)
PCRI-Autonomy 26.98 (2.82)
PCRI-Communication 25.32 (3.16)
PCRI — Involvement 43.96 (5.08)
PCRI-Limit Setting 23.96 (4.54)




Treatment of Aggression 41

Table 2
Intercorrelations of Baseline Variables with Reactive and Proactive Aggression

Baseline Measures Reactive Aggression Proactive Aggression
Age 0.24 -0.04
Sex 0.10 -0.26
ODD Symptoms 0.19 0.18
PSI — Child Domain 0.18 0.09
PSI — Parent Domain 0.02 0.30*
PCRI — Autonomy -0.07 -0.07
PCRI — Communication -0.18 -0.43%*
PCRI — Involvement 0.01 -0.20
PCRI — Limit Setting -0.30* -0.39*

¥E=p<.0l,*=p<.05




Table 3
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Demographics and Baseline Measures by Treatment Group

PT CPS Test
(n=19) (n=28)
N/M(%/SD) N/M(%/SD)
Demographic Information
Male 14 (73.7) 18 (64.3) x2 (1)=0.46
Age 6.80 = 0.45 7.40 £ 0.40 t45 =-0.90
Estimated Full Scale 1Q 106.70 £ 3.91 105.70 + 2.53 t44 =0.18
Baseline Measures

Reactive Aggression 11.0 (2.97) 11.9 (1.78) t45=-1.29
Proactive Aggression 7.0 (2.42) 6.5 (2.50) t45 =0.61
ODDRS 29.0 (8.07) 29.0 (4.26) t45 =0.02

PSI — Child Domain 160.8 (18.80) 157.6 (17.13) t44 = 0.59
PSI — Parent Domain 145.2 (22.89) 138.0 (27.4) t44 =0.92
PCRI — Autonomy 26.8 (2.71) 27.1 (2.94) t45 =-0.27
PCRI — Communication 24.7 (2.87) 25.8(3.32) t45=-1.14
PCRI — Involvement 43.68 (5.37 44.14 (4.97) t45 =-0.30
PCRI-Limit Setting 23.0 (4.58) 24.6 (4.46) t45 =-1.27

*=p<.05 **=p<.01
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Table 4

Intercorrelations of Outcome Variables with Reactive and Proactive Aggression by
Treatment Group

Outcome Measures PT PT CPS CPS
At End of Treatment Reactive Proactive Reactive Proactive
Aggression Aggression Aggression Aggression

PSI — Child Domain 0.60** 0.22 0.14 0.11
PSI — Parent Domain 0.29 -0.20 0.30 0.51**
PCRI — Autonomy -0.08 -0.36 -0.29 -0.17
PCRI - Limit Setting -0.46* -0.10 -0.15 -0.40%*
PCRI- Communication 0.04 -0.02 -0.16 -0.38
PCRI — Involvement -0.30 -0.04 -0.12 -0.50%**
ODD Symptoms 0.24 -0.08 0.08 0.50%*
CaGlI -0.18 0.04 0.17 0.24

Outcome Measures At
Four-Month Follow-Up

ODD Symptoms 0.34 0.05 0.00 0.44*
CGlI -0.04 -0.08 -0.09 0.16

*=p<.05 **=p<.01
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Table 5
Summary of Hierarchical Regression Analyses for Treatment and Reactive Aggression,

Controlling for Proactive Aggression, Predicting ODD Symptoms at End of Treatment (n
=47).

Variable B SE B 3
Step 1

Age 28 43 .10
Sex -.80 1.86 -.07
Step 2

Age 28 42 .10
Sex 17 1.87 .01
Proactive Aggression 1 .35 .30
Step 3

Age 29 43 .10
Sex 22 1.92 .02
Proactive Aggression 74 .39 31
Reactive Aggression -.06 41 -.03
Step 4

Age 33 44 12
Sex -.15 1.96 -.01
Proactive Aggression .65 41 28
Reactive Aggression .04 42 .02
Treatment -1.69 1.82 -.15
Step 5

Age 32 45 A1
Sex -.17 1.99 -.01
Proactive Aggression .65 41 28
Reactive Aggression .02 46 .01
Treatment -1.69 1.84 -.15
Reactive Aggression x -.10 .79 -.02
Treatment

Note: *p < .05, ** p <.01; R* = .01 for Step 1 (ns); AR* = .09 for Step 2 (ns); AR* = .00
for Step 3 (ns); AR? = .02 for Step 4 (ns); AR* = .00 for Step 5 (ns).
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Table 6
Summary of Hierarchical Regression Analyses for Treatment and Proactive Aggression,

Controlling for Reactive Aggression, Predicting ODD Symptoms at End of Treatment (n
=47).

Variable B SE B i)
Step 1

Age .28 43 .10
Sex -.80 1.86 -.07
Step 2

Age 22 44 .08
Sex -.88 1.88 -.07
Reactive Aggression .26 38 .10
Step 3

Age .29 43 .10
Sex 22 1.92 .02
Reactive Aggression -.06 41 -.03
Proactive Aggression 74 .39 31
Step 4

Age 33 44 A2
Sex -.15 1.96 -.01
Reactive Aggression .04 42 .02
Proactive Aggression .65 41 28
Treatment -1.69 1.82 -.15
Step 5

Age .28 42 .10
Sex .36 1.90 .03
Reactive Aggression 21 42 .09
Proactive Aggression 57 .39 24
Treatment -1.95 1.75 -.17
Proactive Aggression x 1.51 71 31*
Treatment

Note: *p < .05, ** p < .01; R* = .01 for Step 1 (ns); AR*=.01 for Step 2 (ns); AR* = .08
for Step 3 (ns); AR* = .02 for Step 4 (ns); AR* = .09 for Step 5 (p <.05).
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Table 7
Summary of Hierarchical Regression Analyses for Treatment and Reactive Aggression,

Controlling for Proactive Aggression, Predicting Parenting Stress in the Child Domain
at End of Treatment (n = 47).

Variable B SE B i)
Step 1

Age 22 1.46 .02
Sex -.51 6.31 -.01
Step 2

Age 26 1.45 .03
Sex 1.62 6.56 .04
Proactive Aggression 1.40 1.23 18
Step 3

Age -44 1.47 -.05
Sex -.78 6.52 -.02
Proactive Aggression .36 1.33 .05
Reactive Aggression 2.48 1.36 31
Step 4

Age -.12 1.42 -.01
Sex -3.13 6.37 -.08
Proactive Aggression -21 1.31 -.03
Reactive Aggression 3.20 1.35 A40%*
Treatment -12.03 5.79 -31*
Step 5

Age -43 1.45 -.05
Sex -3.72 6.38 -.09
Proactive Aggression -.28 1.31 -.04
Reactive Aggression 2.65 1.44 33
Treatment -11.78 5.78 -31*
Reactive Aggression x -2.69 2.51 -.18
Treatment

Note: *p < .05, ** p < .01; R = .00 for Step 1 (ns); AR* = .03 for Step 2 (ns); AR* = .07
for Step 3 (ns); AR* = .09 for Step 4 (p <.05); AR = .02 for Step 5 (ns).




Table 8
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Summary of Hierarchical Regression Analyses for Treatment and Proactive Aggression,
Controlling for Reactive Aggression, Predicting Parenting Stress in the Child Domain at

End of Treatment (n = 46).

Variable B SE B i)
Step 1

Age 22 1.46 .02
Sex -.51 6.31 -.01
Step 2

Age -.50 1.43 -.05
Sex -1.37 6.07 -.03
Reactive Aggression 2.64 1.21 33%*
Step 3

Age -44 1.47 -.05
Sex -.78 6.52 -.02
Reactive Aggression 2.48 1.36 31
Proactive Aggression .36 1.33 .05
Step 4

Age -.12 1.42 -.01
Sex -3.13 6.37 -.08
Reactive Aggression 3.20 1.35 A40%*
Proactive Aggression -21 1.31 -.03
Treatment -12.03 5.79 -31*
Step 5

Age -.13 1.44 -.01
Sex -3.09 6.52 -.08
Reactive Aggression 3.21 1.39 A40%*
Proactive Aggression -21 1.32 -.03
Treatment -12.05 5.88 -31*
Proactive Aggression x .09 2.39 .01

Treatment

Note: *p < .05, ** p <.01; R* = .00 for Step 1 (ns); AR* =10 for Step 2 (p <.05); AR* =
.00 for Step 3 (ns); AR = .09 for Step 4 (p < .05); AR* = .00 for Step 5 (ns).
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Table 9

Summary of Hierarchical Regression Analyses for Treatment and Reactive Aggression,
Controlling for Proactive Aggression, Predicting Parenting Stress in the Parent Domain
at End of Treatment (n = 45).

Variable B SE B [i]
Step 1

Age 2.33 2.50 14
Sex -6.23 11.09 -.09
Step 2

Age 2.40 249 14
Sex 2.40 249 15
Proactive Aggression 2.34 2.11 18
Step 3

Age 1.56 2.57 .10
Sex -5.99 11.72 -.08
Proactive Aggression 1.08 2.32 .08
Reactive Aggression 3.00 2.39 22
Step 4

Age 1.89 2.57 A2
Sex -9.38 11.99 -.13
Proactive Aggression 44 2.37 .03
Reactive Aggression 3.88 2.48 28
Treatment -13.07 10.80 -.20
Step 5

Age 2.00 2.65 A2
Sex -9.05 12.23 -.13
Proactive Aggression 47 2.40 .04
Reactive Aggression 4.08 2.67 .30
Treatment -13.09 10.94 -.20
Reactive Aggression x 1.03 4.64 .04
Treatment

Note: *p < .05, ** p <.01; R* = .03 for Step 1 (ns); AR* = .03 for Step 2 (ns); AR* = .04
for Step 3 (ns); AR* = .03 for Step 4 (ns); AR> = .00 for Step 5 (ns).
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Table 10
Summary of Hierarchical Regression Analyses for Treatment and Proactive Aggression,

Controlling for Reactive Aggression, Predicting Parenting Stress in the Parent Domain
at End of Treatment (n = 45).

Variable B SE B i)
Step 1

Age 2.33 2.50 14
Sex -6.23 11.09 -.09
Step 2

Age 1.39 2.52 .09
Sex -7.83 10.93 -.11
Reactive Aggression 3.48 2.13 25
Step 3

Age 1.56 2.57 .10
Sex -5.99 11.72 -.08
Reactive Aggression 3.00 2.39 22
Proactive Aggression 1.08 2.32 .08
Step 4

Age 1.89 2.57 A2
Sex -9.38 11.99 -.13
Reactive Aggression 3.88 2.48 28
Proactive Aggression 44 2.37 .03
Treatment -13.07 10.80 -.20
Step 5

Age 1.70 2.39 .10
Sex -4.33 11.33 -.06
Reactive Aggression 4.89 2.35 35%
Proactive Aggression .06 2.21 .00
Treatment -14.41 10.08 =22
Proactive Aggression x 10.49 3.99 38%*
Treatment

Note: *p < .05, ** p < .01; R* = .03 for Step 1 (ns); AR* = .06 for Step 2 (ns); AR* = .01
for Step 3 (ns); AR* = .03 for Step 4 (ns); AR* = .14 for Step 5 (p <.05).
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Table 11

Summary of Hierarchical Regression Analyses for Treatment and Reactive Aggression,
Controlling for Proactive Aggression, Predicting Autonomy in the Parent-Child
Relationship at End of Treatment (n = 47).

Variable B SE B i)
Step 1

Age 21 .26 13
Sex -1.05 1.12 -.14
Step 2

Age 22 25 13
Sex -1.67 1.12 -22
Proactive Aggression -.45 21 -.32%
Step 3

Age 22 .26 13
Sex -1.68 1.15 -.23
Proactive Aggression -.46 24 -32
Reactive Aggression .01 24 .00
Step 4

Age 18 26 A1
Sex -1.32 1.16 -.18
Proactive Aggression -.37 24 -.26
Reactive Aggression -.10 25 -.06
Treatment 1.62 1.07 23
Step 5

Age 14 .26 .08
Sex -1.38 1.16 -.18
Proactive Aggression -.38 24 -.26
Reactive Aggression -.18 27 -.12
Treatment 1.65 1.08 23
Reactive Aggression x -41 46 -.14
Treatment

Note: *p < .05, ** p < .01; R* = .03 for Step 1 (ns); AR* = .09 for Step 2 (p <.05); AR* =
.00 for Step 3 (ns); AR = .05 for Step 4 (ns); AR* = .02 for Step 5 (ns).
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Table 12

Summary of Hierarchical Regression Analyses for Treatment and Proactive Aggression,
Controlling for Reactive Aggression, Predicting Autonomy in the Parent-Child
Relationship at End of Treatment (n = 47).

Variable B SE B 3
Step 1

Age 21 26 13
Sex -1.05 1.12 -.14
Step 2

Age 26 27 A5
Sex -1.00 1.13 -.13
Reactive Aggression -.19 23 -.13
Step 3

Age 22 .26 13
Sex -1.68 1.15 -.23
Reactive Aggression .01 24 .00
Proactive Aggression -.46 .24 -.32
Step 4

Age 18 26 A1
Sex -1.32 1.16 -.18
Reactive Aggression -.10 25 -.06
Proactive Aggression -.37 24 -.26
Treatment 1.62 1.07 23
Step 5

Age 17 26 .10
Sex -1.24 1.18 - 17
Reactive Aggression -.07 26 -.05
Proactive Aggression -.39 24 -27
Treatment 1.59 1.09 22
Proactive Aggression x 23 44 .08
Treatment

Note: *p < .05, ** p < .01; R* = .03 for Step 1 (ns); AR* = .02 for Step 2 (ns); AR* = .08
for Step 3 (ns); AR? = .05 for Step 4 (ns); AR? = .01 for Step 5 (ns).
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Table 13

Summary of Hierarchical Regression Analyses for Treatment and Reactive Aggression,
Controlling for Proactive Aggression, Predicting Communication in the Parent-Child
Relationship at End of Treatment (n = 47).

Variable B SE B i}
Step 1

Age -.07 28 -.04
Sex 1.24 1.18 .16
Step 2

Age -.06 .26 -.04
Sex 46 1.15 .06
Proactive Aggression -.57 22 -.38*
Step 3

Age -.07 27 -.04
Sex 46 1.18 .06
Proactive Aggression -.57 24 -.38%*
Reactive Aggression .01 25 .00
Step 4

Age -.09 27 -.05
Sex 1 1.21 .09
Proactive Aggression -.52 25 -.34%*
Reactive Aggression -.07 .26 -.04
Treatment 1.13 1.12 15
Step 5

Age -.18 .26 -.10
Sex .58 1.17 .08
Proactive Aggression -.53 24 -.35%
Reactive Aggression .26 27 -17
Treatment 1.19 1.08 16
Reactive Aggression x -.90 47 -.30
Treatment

Note: *p < .05, ** p < .01; R* =.03 for Step 1 (ns); AR* = .14 for Step 2 (p <.05); AR* =
.00 for Step 3 (ns); AR = .02 for Step 4 (ns); AR* = .07 for Step 5 (ns).
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Table 14

Summary of Hierarchical Regression Analyses for Treatment and Proactive Aggression,
Controlling for Reactive Aggression, Predicting Communication in the Parent-Child
Relationship at End of Treatment (n = 47).

Variable B SE B i)
Step 1

Age -.07 27 -.04
Sex 1.24 1.18 .16
Step 2

Age -.01 28 -.00
Sex 1.31 1.18 17
Reactive Aggression -.24 24 -.16
Step 3

Age -.07 27 -.04
Sex 46 1.18 .06
Reactive Aggression .01 25 .00
Proactive Aggression -.57 24 -.38*
Step 4

Age -.09 27 -.05
Sex 1 1.21 .09
Reactive Aggression -.07 26 -.04
Proactive Aggression -.52 25 -.34%*
Treatment 1.13 1.12 15
Step 5

Age -.06 .26 -.03
Sex .39 1.16 .05
Reactive Aggression -.17 25 -.11
Proactive Aggression -47 24 -31
Treatment 1.29 1.07 17
Proactive Aggression x -.95 44 -31%*
Treatment

Note: *p < .05, ** p < .01; R* = .03 for Step 1 (ns); AR* = .02 for Step 2 (ns); AR* = .11
for Step 3 (p <.05); AR* = .02 for Step 4 (ns); AR = .09 for Step 5 (ns).
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Table 15

Summary of Hierarchical Regression Analyses for Treatment and Reactive Aggression,
Controlling for Proactive Aggression, Predicting Parent Involvement in the Parent-Child
Relationship at End of Treatment (n = 47).

Variable B SE B i)
Step 1

Age -.55 37 -22
Sex 1.50 1.60 14
Step 2

Age -.54 35 =22
Sex .54 1.58 .05
Proactive Aggression -.70 .30 -.34%
Step 3

Age -.54 37 =22
Sex .55 1.63 .05
Proactive Aggression -.70 33 -.34%
Reactive Aggression -.01 35 -.00
Step 4

Age -.56 37 -.23
Sex 74 1.67 .07
Proactive Aggression -.66 35 -.32
Reactive Aggression -.06 .36 -.03
Treatment .87 1.55 .09
Step 5

Age -.56 .38 -.23
Sex 74 1.70 .07
Proactive Aggression -.66 35 -.32
Reactive Aggression -.07 .39 -.03
Treatment .88 1.57 .09
Reactive Aggression x -.05 .68 -.01
Treatment

Note: *p < .05, ** p < .01; R* = .06 for Step 1 (ns); AR*= .11 for Step 2 (p <.05); AR* =
.00 for Step 3 (ns); AR* = .01 for Step 4 (ns); AR* = .00 for Step 5 (ns).
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Table 16

Summary of Hierarchical Regression Analyses for Treatment and Proactive Aggression,
Controlling for Reactive Aggression, Predicting Parent Involvement in the Parent-Child
Relationship at End of Treatment (n = 47).

Variable B SE B i)
Step 1

Age -.55 37 -22
Sex 1.50 1.60 14
Step 2

Age -47 38 -.19
Sex 1.59 1.61 15
Reactive Aggression -31 33 -.14
Step 3

Age -.54 37 =22
Sex .55 1.63 .05
Reactive Aggression -.01 35 -.00
Proactive Aggression -.70 33 -.34%
Step 4

Age -.56 37 -.23
Sex 74 1.67 .07
Reactive Aggression -.06 .36 -.03
Proactive Aggression -.66 35 -.32
Treatment .87 1.55 .09
Step 5

Age -.52 .36 -21
Sex .38 1.65 .04
Reactive Aggression -.18 .36 -.09
Proactive Aggression -.60 34 -.29
Treatment 1.06 1.52 .10
Proactive Aggression x -1.08 .62 -25
Treatment

Note: *p < .05, ** p < .01; R = .06 for Step 1 (ns); AR* = .02 for Step 2 (ns); AR* = .09
for Step 3 (p <.05); AR* = .01 for Step 4 (ns); AR = .06 for Step 5 (ns).
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Table 17

Summary of Hierarchical Regression Analyses for Treatment and Reactive Aggression,
Controlling for Proactive Aggression, Predicting Limit Setting in the Parent-Child
Relationship at End of Treatment (n = 47).

Variable B SE B i)
Step 1

Age -.16 37 -.07
Sex 22 1.59 .02
Step 2

Age -.15 35 -.06
Sex -.65 1.58 -.06
Proactive Aggression -.65 .30 -.32%
Step 3

Age -.08 36 -.03
Sex -41 1.61 -.04
Proactive Aggression -.53 33 -27
Reactive Aggression -.28 .34 -.14
Step 4

Age -.09 37 -.04
Sex -.30 1.67 -.03
Proactive Aggression -.50 .34 -.25
Reactive Aggression -.32 .36 -.15
Treatment Sl 1.55 .05
Step 5

Age -.08 38 -.03
Sex -.28 1.69 -.03
Proactive Aggression -.50 35 -25
Reactive Aggression -.29 .39 -.14
Treatment .50 1.56 .05
Reactive Aggression x 14 .67 .03
Treatment

Note: *p < .05, ** p < .01; R* =.00 for Step 1 (ns); AR* =10 for Step 2 (p <.05); AR* =
.01 for Step 3 (ns); AR* = .00 for Step 4 (ns); AR = .00 for Step 5 (ns).
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Table 18

Summary of Hierarchical Regression Analyses for Treatment and Proactive Aggression,
Controlling for Reactive Aggression, Predicting Limit Setting in the Parent-Child
Relationship at End of Treatment (n = 47).

Variable B SE B 3
Step 1

Age -.16 37 -.07
Sex 22 1.59 .02
Step 2

Age -.02 37 -.01
Sex 38 1.57 .04
Reactive Aggression -.51 32 -.25
Step 3

Age -.08 36 -.03
Sex -41 1.61 -.04
Reactive Aggression -.28 34 -.14
Proactive Aggression -.53 33 -27
Step 4

Age -.09 37 -.04
Sex -.30 1.67 -.03
Reactive Aggression -.32 .36 -.15
Proactive Aggression -.50 .34 -.25
Treatment Sl 1.55 .05
Step 5

Age -.06 37 -.03
Sex -.62 1.65 -.06
Reactive Aggression -42 36 -.20
Proactive Aggression -.46 .34 -23
Treatment .67 1.53 .07
Proactive Aggression x -.94 .62 -.23
Treatment

Note: *p < .05, ** p < .01; R = .00 for Step 1 (ns); AR* = .06 for Step 2 (ns); AR* = .05
for Step 3 (ns); AR* = .00 for Step 4 (ns); AR> = .05 for Step 5 (ns).
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Table 19
Summary of Hierarchical Regression Analyses for Treatment and Reactive Aggression,

Controlling for Proactive Aggression, Predicting Clinical Global Improvement (CGI) at
End of Treatment (n = 47).

Variable B SE B 3
Step 1

Age .05 .08 .09
Sex -.15 34 -.07
Step 2

Age .04 .08 .09
Sex -.05 35 -.02
Proactive Aggression .07 .07 17
Step 3

Age .08 .08 15
Sex .05 35 .02
Proactive Aggression A2 .07 .29
Reactive Aggression -.12 .07 -.28
Step 4

Age 10 .07 .19
Sex -.18 31 -.08
Proactive Aggression .07 .07 17
Reactive Aggression -.06 .07 -.13
Treatment -1.04 .29 -.49%*
Step 5

Age A1 .07 22
Sex -.15 31 -.07
Proactive Aggression .07 .06 17
Reactive Aggression -.02 .07 -.05
Treatment -1.05 29 -.50%*
Reactive Aggression x 17 A2 .20
Treatment

Note: *p < .05, ** p <.01; R* = .01 for Step 1 (ns); AR* = .03 for Step 2 (ns); AR* = .06
for Step 3 (ns); AR* = .21 for Step 4 (p <.01); AR* = .03 for Step 5 (ns).
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Table 20
Summary of Hierarchical Regression Analyses for Treatment and Proactive Aggression,

Controlling for Reactive Aggression, Predicting Clinical Global Improvement (CGI) at
End of Treatment (n = 47).

Variable B SE B 3
Step 1

Age .05 .08 .09
Sex -.15 34 -.07
Step 2

Age .06 .08 A2
Sex -13 34 -.06
Reactive Aggression -.07 .07 -.16
Step 3

Age .08 .08 15
Sex .05 35 .02
Reactive Aggression -.12 .07 -.28
Proactive Aggression 12 .07 .29
Step 4

Age 10 .07 .19
Sex -.18 31 -.08
Reactive Aggression -.06 .07 -.13
Proactive Aggression .07 .07 17
Treatment -1.04 .29 -.49%*
Step 5

Age 10 .07 .19
Sex -.16 32 -.07
Reactive Aggression -.05 .07 -.12
Proactive Aggression .07 .07 16
Treatment -1.04 .30 -.50%*
Proactive Aggression x .03 A2 .04
Treatment

Note: *p < .05, ** p <.01; R* = .01 for Step 1 (ns); AR* = .02 for Step 2 (ns); AR* = .07
for Step 3 (ns); AR? = .21 for Step 4 (p <.01); AR* = .00 for Step 5 (ns).
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Table 21
Summary of Hierarchical Regression Analyses for Treatment and Reactive Aggression,

Controlling for Proactive Aggression, Predicting ODD Symptoms at Four-Month
Follow-Up (n = 47).

Variable B SE B i)
Step 1

Age -.62 .55 -.17
Sex -1.68 2.39 -.11
Step 2

Age -.63 .54 -.17
Sex -.62 242 -.04
Proactive Aggression 78 46 .26
Step 3

Age =73 .56 -.20
Sex -.94 2.47 -.06
Proactive Aggression .63 Sl 21
Reactive Aggression .38 53 12
Step 4

Age -.63 .54 -.17
Sex -1.93 2.44 -.12
Proactive Aggression 40 .50 A3
Reactive Aggression .66 53 21
Treatment -4.52 2.26 -.30*
Step 5

Age -.76 .54 =21
Sex -2.12 241 -.13
Proactive Aggression .38 .50 A3
Reactive Aggression .38 .56 A2
Treatment -4.43 2.24 -.20%
Reactive Aggression x -1.34 .96 =22
Treatment

Note: *p < .05, ** p < .01; R = .05 for Step 1 (ns); AR* = .06 for Step 2 (ns); AR* = .01
for Step 3 (ns); AR? = .08 for Step 4 (ns); AR = .04 for Step 5 (ns).
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Table 22
Summary of Hierarchical Regression Analyses for Treatment and Proactive Aggression,

Controlling for Reactive Aggression, Predicting ODD Symptoms at Four-Month Follow-
Up (n=47).

Variable B SE B i)
Step 1

Age -.62 .55 -.17
Sex -1.68 2.39 -.11
Step 2

Age -.79 .56 =22
Sex -1.87 2.37 -.12
Reactive Aggression .65 A48 21
Step 3

Age =73 .56 -.20
Sex -.94 2.47 -.06
Reactive Aggression .38 53 A2
Proactive Aggression .63 Sl 21
Step 4

Age -.63 .54 -.17
Sex -1.93 2.44 -.12
Reactive Aggression .66 53 21
Proactive Aggression 40 .50 A3
Treatment -4.52 2.26 -.30*
Step 5

Age -.67 .54 -.18
Sex -1.53 2.44 -.10
Reactive Aggression .80 53 25
Proactive Aggression 34 .50 A1
Treatment -4.71 2.25 -31%*
Proactive Aggression x 1.18 91 .19
Treatment

Note: *p < .05, ** p < .01; R? = .05 for Step 1 (ns); AR* = .08 for Step 2 (ns); AR* = .03
for Step 3 (ns); AR* = .08 for Step 4 (ns); AR* = .03 for Step 5 (ns).
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Table 23
Summary of Hierarchical Regression Analyses for Treatment and Reactive Aggression,

Controlling for Proactive Aggression, Predicting Clinical Global Improvement at Four-
Month Follow-Up (n = 47).

Variable B SE B 3
Step 1

Age -.07 .07 -.14
Sex -.10 31 -.05
Step 2

Age -.07 .07 -.14
Sex -.06 32 -.03
Proactive Aggression .03 .06 .08
Step 3

Age -.05 .07 -.10
Sex .00 32 .00
Proactive Aggression .06 .07 A5
Reactive Aggression -.07 .07 -.18
Step 4

Age -.03 .07 -.06
Sex -.20 .30 -.10
Proactive Aggression 01 .06 .03
Reactive Aggression -.02 .07 -.04
Treatment -.89 28 - 47%*
Step 5

Age -.03 .07 -.07
Sex -.20 .30 -.10
Proactive Aggression 01 .06 .03
Reactive Aggression -.03 .07 -.06
Treatment -.89 28 - 46%*
Reactive Aggression x -.04 A2 -.05
Treatment

Note: *p < .05, ** p < .01; R* = .03 for Step 1 (ns); AR*= .01 for Step 2 (ns); AR* = .03
for Step 3 (ns); AR? = .19 for Step 4 (p < .01); AR* = .00 for Step 5 (ns).
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Table 24
Summary of Hierarchical Regression Analyses for Treatment and Proactive Aggression,

Controlling for Reactive Aggression, Predicting Clinical Global Improvement at Four-
Month Follow-Up (n = 47).

Variable B SE B 5
Step 1

Age -.07 .07 -.14
Sex -.10 31 -.05
Step 2

Age -.05 07 -.11
Sex -.09 31 -.04
Reactive Aggression -.05 .06 -.12
Step 3

Age -.05 .07 -.10
Sex .00 32 .00
Reactive Aggression -.07 .07 -.18
Proactive Aggression .06 .07 15
Step 4

Age -.03 .07 -.06
Sex -.20 .30 -.10
Reactive Aggression -.02 .07 -.04
Proactive Aggression .01 .06 .03
Treatment -.89 28 -47*
Step 5

Age -.03 .07 -.06
Sex -.18 .30 -.09
Reactive Aggression -.01 .07 -.03
Proactive Aggression .01 .06 .03
Treatment -.90 28 -47*
Proactive Aggression x .06 A1 .08
Treatment

Note: *p < .05, ** p < .01; R* = .03 for Step 1 (ns); AR* = .01 for Step 2 (ns); AR* = .02
for Step 3 (ns); AR? = .19 for Step 4 (p <.01); AR? = .01 for Step 5 (ns).
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Table 25
Summary of Significant Main Effects and Interaction Terms from Hierarchical
Regression Analyses Controlling for Age, Sex, and the Alternative Form of Aggression

Measure Reactive Aggression Proactive Aggression

ODD None Proactive X Treatment

PSI-Child Domain Treatment Reactive Aggression
Treatment

PSI- Parent Domain None Reactive Aggression

Proactive X Treatment

PCRI- Autonomy None None
PCRI-Communication  Proactive Aggression Proactive X Treatment
PCRI- Involvement None None

PCRI-Limit Setting None None

CGl Treatment Treatment

4-Month Follow Up

ODD Treatment Treatment

CaGl Treatment Treatment
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Figure 1

Regression Lines for Relations between Treatment and ODD Symptoms as Moderated by
Proactive Aggression
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Figure 2
Regression Lines for Relations between Treatment and Parenting Stress in the Parent
Domain as Moderated by Proactive Aggression
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Figure 3
Regression Lines for Relations between Treatment and Communication in the Parent-
Child Relationship as Moderated by Proactive Aggression
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RPA

Child’s Code Name Parent’s Code Name Date

Please indicate the degree to which each of the following statements is true of your child, using
the following scale:

1 = Never True

2 = Rarely True

3 = Sometimes True
4 = Usually True

5 = Always True

1.When my child has been teased or threatened, s/he gets angry easily and strikes
back.

2. My child always claims that other children are to blame in a fight and feels that
they started the trouble.

3. When a peer accidentally hurts my child (i.e., by bumping into him/her), my child
assumes the peer meant to do it, then over-reacts with anger/fighting.

4. My child gets the other kids to gang up on a peer the s’he does not like.

5. My child uses physical force (or threatens to use force) in order to dominate other
kids.

6. My child threatens or bullies others in order to get his/her own way.
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ODDRS

Child’s Name Date
Name of Parent Completing Questionnaire

Please indicate the degree to which each statement is true of your child for the past week, using
the following scale:

1=False
2=Mostly False
3=Sometimes True
4=Mostly True
5=Always True
1. Loses temper
. Argues with adults
. Actively defies or refuses to comply with adultsi requests or rules

. Often deliberately annoys people

2
3
4
5. Often blames others for his or her mistakes or misbehavior
6. Is touchy or easily annoyed by others

7. Is angry and resentful

8

. Is spiteful or vindictive

Now, please indicate the degree to which each behavior has changed since the beginning of
his/her participation in this project, using the following scale:

1=A lot worse/a lot more
2=A little worse/a little more
3=No change
4=A little better/a little less
5=A lot better/a lot less
1. Loses temper
. Argues with adults
. Actively defies or refuses to comply with adults’ requests or rules

. Deliberately annoys people

. Is touchy or easily annoyed by others

2
3
4
5. Blames others for his or her mistakes or misbehavior
6
7. Is angry and resentful

8

. Is spiteful or vindictive
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Please rate each item below for the past week, using the following scale:

1=Never
2=Rarely
3=Sometimes
4=0ften
5=Very Often

—

My child and I disagreed.

My child became frustrated.

My child exploded when we disagreed or s’he became frustrated.

My child screamed when we disagreed or s/he became frustrated.

My child hit, pushed, or kicked me when we disagreed or s/he became frustrated.

My child destroyed property when we disagreed or s/he became frustrated.

l

My child swore at me when we disagreed or s/he became frustrated.

l

My child complied with my directions without arguing or protesting.

l

¥ N kW

My child and I were able to reach an acceptable resolution when we disagreed or s/he

l

became frustrated.

Now, please indicate the degree to which each behavior has changed since the beginning of
his/her treatment in this project, using the following scale:

1=A lot worse/a lot more
2=A little worse/a little more
3=No change

4=A little better/a little less
5=A lot better/a lot less

—

My child and I disagreed.

My child became frustrated.

My child exploded when we disagreed or s’he became frustrated.

My child screamed when we disagreed or s’/he became frustrated.

My child hit, pushed, or kicked me when we disagreed or s/he became frustrated.

My child destroyed property when we disagreed or s/he became frustrated.

My child swore at me when we disagreed or s/he became frustrated.

l

My child complied with my directions without arguing or protesting.

l

N kWD

My child and I were able to reach an acceptable resolution when we disagreed or s/he

l

became frustrated.
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CGI
Child’s Code Name Date

1. SEVERITY OF ILLNESS: Considering your clinical experiences with this
population, how impaired is the patient at this time?

1 = normal, not impaired 5 = markedly impaired
2 = minimally impaired 6 = severely impaired
3 = mildly impaired 7 = very seriously impaired

4 = moderately impaired

2. GLOBAL IMPROVEMENT: Rate total improvement whether or not, in your
judgment, it is due entirely to the treatment you are providing.
Compared to your first session with this family/child, how much as s/he changed?

0 = not applicable (i.e., first session) 4 = no change

1 = very much improved 5 = minimally worse
2 = much improved 6 = much worse
3 = minimally improved 7 = very much worse

3. THERAPIST ADHERENCE TO TREATMENT: Please rate the degree to which
you implemented this treatment in this session:

1 =not at all
2 = very little
3 = somewhat
4 = fairly well
5 =very well

4. PARENT ADHERENCE TO TREATMENT-M: Please rate the degree to which you
believe the male head of household (e.g., father, step-father) implemented treatment
during the past week:

0 = not applicable (i.e., first session)
1 =not at all

2 = very little

3 = somewhat

4 = fairly well

5 =very well

5. PARENT ADHERENCE TO TREATMENT-F: Please rate the degree to which you
believe the female head of household (e.g., mother, step-mother) implemented
treatment during the past week:
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0 = not applicable (i.e., first session)
1 =not at all

2 = very little

3 = somewhat

4 = fairly well

5 =very well

6. Please indicate the degree to which you used each module in today’s session, using
the following scale:

0=not at all 1=a little 2=a fair amount 3= extensively

______MODULE 1 (parent education)

__ MODULE 2 (baskets/ user friendly environment)
______ MODULE 3 (medication education)
_______MODULE 4 (family therapy)

MODULE 5 (cognitive skills training)

7. Please rate the importance of each module as related to the therapy you provided in
today’s session, using the following scale:

O=unimportant  1=a little important = 2=fairly important =~ 3= very important

~_____ _MODULE 1 (parent education)

______MODULE 2 (baskets/ user friendly environment)

~___ MODULE 3 (medication education)

_______MODULE 4 (family therapy)

_______MODULE 5 (cognitive skills training)
_ PLACE AN X HERE IF YOU AWARE THAT THE CHILD’S MEDICATION
REGIMEN CHANGED DURING THE PREVIOUS WEEK, AND INDICATE THE NATURE
OF THE CHANGE BELOW:
As regards the child’s primary place of residence, who lives in the home? (check all that apply)
______ Biological mother _____ Step-mother _____Adoptive mother

Biological father Step-father Adoptive father
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Other

Among the above, who was in attendance at today’s session? (write all that apply)
Biological mother Step-mother Adoptive mother
Biological father Step-father Adoptive father

Other
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Parenting Stress Index

1. When my child wants something, my child usually keeps trying to get it.
2. My child is so active that it exhausts me.
3. My child appears disorganized and is easily distracted.
4. Compared to most, my child has more difficulty concentrating and paying attention.
5. My child will often stay occupied with a toy for more than 10 minutes.
6. My child wanders away much more than I expected.
7. My child is much more active than I expected.
8. My child squirms and kicks a great deal when being dressed and/or bathed.
9. My child can be easily distracted from wanting something.
10. My child rarely does things for me that make me feel good.
11. Most times I feel like my child likes me and wants to be close to me.
12. Sometimes I feel my child doesn’t like me and doesn’t want to be close to me.
13. My child smiles at me much less than I expected.
14. When I do things for my child. I get the feeling that my efforts are not appreciated very
much.
For Statement 15, choose a response from choices 1 to 4 below.
15. Which statement best describes your child?
1. almost always likes to play with me
2. sometimes likes to play with me.
3. usually doesn’t like to play with me.
4. almost never likes to play with me.
For Statement 16, choose a response from choices 1 to 5 below.
16. My child cries and fusses:

1. much less than I expected



17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.
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2. less than I expected
3. about as much as I expected
4. much more than I expected

5. it seems almost constant

My child seems to cry or fuss more often than most children.

When playing my child doesn’t often giggle and laugh.

My child generally wakes up in a bad mood.

I feel that my child is very moody and easily upset.

My child looks a little different than I expected and it bothers me at times.

In some areas, my child seems to have forgotten past learnings and has gone back to
doing things characteristic of younger children.

My child doesn’t seem to learn as quickly as most children.

My child doesn’t seem to smile as much as most children.

My child does a few things, which bother me a great deal.

My child is not able to do as much as I expected.

My child does not like to be cuddled or touched very much.

When my child came home from the hospital, I had doubtful feelings about my ability to
handle being a parent.

Being a parent is harder than I thought it would be.

I feel capable and on top of things when I am caring for my child.

Compared to the average child, my child has a great deal of difficulty in getting used to
changes in schedules or changes around the house.

My child reacts very strongly when something happens that my child does not like.
Leaving my child with a babysitter is usually a problem.

My child gets upset easily over the smallest thing.
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35. My child notices and overreacts to loud sounds and bright lights.
36. My child’s sleeping or eating schedule was much harder to establish than I expected.
37. My child usually avoids a new toy for a while before beginning to play with it.
38. It takes a long time and it is very hard for my child to get used to new things.
39. My child doesn’t seem comfortable when meeting strangers.
For Statement 40, choose from choices 1 to 4 below.
40. When upset my child is:
1. easy to calm down
2. harder to calm down than I expected
3. very difficult to calm down
4. nothing I do helps to calm my child
For Statement 41, choose form choices 1 to 5 below.
41. I have found that getting my child to do something or stop doing something is:
1. much harder than I expected
2. somewhat harder than I expected
3. about as hard as I expected
4. somewhat easier than I expected
5. much easier than I expected
For Statement 42, choose from choices 1 to 5 below.
42. Think carefully and count the number of things your child does that bothers you. For
example: dawdles, refuses to listen, overactive, cries, interrupts, fights, whines, etc.

Please circle the choice, which includes the number of things you counted.

1. 1-3
2. 45
3. 6-7

4. 89
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5. 10+

For Statement 43, choose from choices 1 to 5 below.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

When my child cries it usually lasts:
1. less than two minutes
2. 2-5 minutes
3. 5-10 minutes
4. 10-15 minutes

5. more than 15 minutes

There are some things that my child does that really bother me a lot.

My child has had more health problems than I expected

As my child has grown older and become more independent, I find myself worried that
my child will get hurt, or into trouble.

My child turned out to be more of a problem than I had expected.

My child seems to be much harder to care for than most.

My child is always hanging on me

My child makes more demands on me than most children.

I can’t make decisions with out help.

I have had more problems raising children than I had expected.

I enjoy being a parent.

I feel that I am successful most of the time, when I try to get my child to do or not to do
something.

Since I brought my child home from the hospital, I find that I am not able to take care of
this child as well as I thought I could. I need help.

I often have the feeling that I cannot handle things very well.



Treatment of Aggression 78

For Statement 57, choose form choices 1to 5 below.
57. When I think of my self as a parent I believe:
1. Ican handle anything that happens
2. I can handle most things pretty well
3. sometimes I have doubts, but find that I can handle most things without and
problems
4. 1have some doubts about being able to handle things
5. Tdon’t think I can handle things very well at all
For Statement 58, choose form choices 1 to 5 below.
58. I feel that I am:
1. avery good parent
2. abetter than average parent
3. an average parent
4. aperson who has some trouble being a parent
5. not very good at being a parent
For Questions 59 and 60, choose form choices 1 to 5 below.
59. What were the highest levels in school or college you and the child’s father/mother have
completed?
Mother:
1. 1*to 8" grade
2. 9™to 12" grade
3. Vocational or some college
4. College graduate
5. Graduate or professional school
60. Father:

1. 1%to 8" grade



Treatment of Aggression 79

2. 9™to 12" grade
3. Vocational or some college
4. College graduate

5. Graduate or professional school

For Question 61, choose from choices 1 to 6 below.
61. How easy is it for you to understand what your child wants or needs?
1. very easy
2. easy
3. somewhat difficult
4. very hard

5. T usually cant figure out what the problem is

62. It takes a long time for parent s to develop close, warm feelings for their children.

63. I expected to have closer and warmer feelings form my child that I do and this bothers
me.

64. Sometimes my child does things that bother me just to be mean.

65. When I was younger I never felt comfortable holding or taking care of children.

66. My child knows that [ ma his or her parent and wants me more than other people.

67. The number of children that I have now is too many.

68. Most of my life is spent doing things for my child.

69. I find myself giving up more of my life to meet my children’s needs than I ever expected.

70. I feel trapped by my responsibilities as a parent.

71. I often feel that my child’s needs control my life.

72. Since having this child, I have been unable to so new and different things.

73. Since having this child, I feel that I am almost never able to do things that I like to do.



74.

75.

76.

77.

78.

79.

80.

81.

82.

&3.

&4.

85.

86.

&7.

88.

&9.

90.

91.

92.
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It is hard to find a place in our home where I can go to be by myself.

When I think about the kind of parent I am I often feel guilty or bad about myself.

I am unhappy with the last purchase of clothing I bought for myself.

When my child misbehaves or fusses too much, I feel responsible, as if I didn’t do
something right.

I feel every time my child does something wrong, it is really my fault.

I often feel guilty about the way I feel toward my child.

There are quite a few things that bother me about my life.

I felt sadder and more depressed then I expected after leaving the hospital with my baby.
I wind up feeling guilty when I get angry with my child and this bothers me.

After my child had been home from the hospital for about a month, I noticed that I was
feeling more sad and depressed than I had expected.

Since having my child, my spouse (or male/female friend) has not given me as much help
and support as I expected.

Having a child has caused more problems than I expected in my relationship with my
spouse (or male/female friend).

Since having a child, my spouse (or male/female friend) and I don’t do as many things
together.

Since having my child my spouse (or male/female friend) and I don’t spend as much time
together as a family as I had expected.

Since having my last child, I have had less interest in sex.

Having a child seems to have increased the number of problems we have with in-laws
and relatives.

Having children has been much more expensive than I had expected.

I feel alone and without friends.

When I go to a party, I usually expect not to enjoy myself.



93.

94.

95.

96.

97.

98.

99.
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I am not as interested in people as I used to be.

I often have the feeling that other people my own age, don’t particularly like my
company.

When I run into a problem taking care of my children, I have a lot of people to whom I
can talk to and get help or advice.

Since having children I have a lot fewer chances to see my friends and to make new
friends.

During the past six moths I have been sicker than usual or have had more aches and pains
than I normally do.

Physically I feel good most of the time/

Having a child has caused changes in the way I sleep.

100.1 don’t enjoy things as I used to.

For Statement 101, choose from choices 1 to 4 below:

101.

Since I’ve had my child:
1. Thave been sick a great deal
2. Thaven’t felt as good
3. Thaven’t noticed any change in my health

4. 1 have been healthier

For Statements 102 to 120, choose from the choices Y for ”Yes”, or N for “NO”.

During the last 12 months, have any of the following events occurred within your immediate

family?

102.

103.

104.

105.

106.

Divorce

Marital reconciliation
Marriage

Separation

Pregnancy
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107. Other relative moved into household
108. Income increased substantially (20% or more)
109. Went deeply into debt

110. Moved to a new location

111. Promotion at work

112. Income decreased substantially

113. Alcohol or drug problem

114. Death of close family friend

115. Began a new job

116. Entered a new school

117. Trouble with superiors at work

118. Trouble with teachers at school

119. Legal problems

120. Death of immediate family member
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Parent-Child Relationship Inventory

1-Strongly Agree 2- Agree  3- Disagree 4- Strongly Disagree

—

10.

11

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

. My child generally tells me when something is bothering him or her.

I have trouble disciplining my child

I get as much satisfaction form having children as other parents do

I have a hard time getting through to my child

I spend a great deal of time with my child

When it comes to raising my child I feel alone most of the time

My feelings about being a parent change from day to day

Parent should protect their children from things that might make them unhappy
If I have to say no to my child I try to explain why

My child is more difficult to care fro than most children are

. I can tell by my child’s face how he or she is feeling

I worry a lot about money

I sometimes wonder if I am making the right decision about how I raise my child
Being a parent comes naturally to me

I sometimes give in to my child to avoid a tantrum

I love my child just the way he or she is

I get a great deal of enjoyment from all aspects of my life

My child is never jealous of others

I often wonder what the rewards are in raising children

My child tells me all about his or her friends

I wish I could set firmer limits with my child



22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.
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I get a great del of satisfaction from having children

I sometimes feel that if [ don’t have more time away from my child I will go
crazy

I regret having children

Children should be given most of the things they want

My child is out of control much of the time

Being a parent isn’t as satisfying as I thought it would be

I feel that I can talk to my child on his or her level

My life is very stressful right now

I never worry about my child

I wish my child would not interrupt when I am talking to someone else
Parents should give their children all those things the parents never had
I generally feel good about myself as a parent

I sometimes feel overburdened by my responsibilities as a parent

I feel very close to my child

I am generally satisfied with the way my life is going right now

I have never had any problems with my child

I cant stand the thought of my child growing up

My child would say that I am a good listener

I often lose my temper with my child

I am very involved with my child’s sports or other activities

My spouse and I work as a team in doing chores around the house

I have never been embarrassed by anything my child has said or done



44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

38.

59.

60.

61.

62.

63.

64.

65.
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My child really knows hoe to make me angry

Parent should be careful about who they allow their child to have as friends

When my child has a problem, he or she usually comes to me to talk things over

My child never puts off doing things that should be done right away

Being a parent is one of the most important things in my life

Women should stay home and take care of the children

Teenagers are not old enough to decide most things for themselves

My child keeps many secrets from me

Mothers who work are harming their children

I feel I don’t really know my child

I sometimes find it hard to say no to my child

I wonder is I did the right thing having children

I would really rather do a lot of other things than spend time with my child

It is a parent s responsibility to protect her child from harm

Sometimes I wonder how I would survive if anything happened to my child
I miss the close relationship I had with my child when he or she was young
My child rarely talks to me unless he or she wants something

A fathers main responsibility is to provide financially for his children

It is better to reason with children than to tell them what to do

I spend very little time talking with my child

I feel there is a great distance between me and my child

For a woman having a challenging career is just as important as being a good

mother
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I often threaten to punish my child but never do

If I had it to do over, I probably would not have children

Husbands should help with child care

Mothers should work only if necessary

Some people would say that my child is a bit spoiled

I worry a lot about my child getting hurt

I seldom have time to spend with my child

Below age four most children are too young to be in a regular preschool or day
care program

A woman can have a satisfying career and be a good mother too

I carry a photograph of my child in my wallet or purse

I have a hard time, letting go of my child

I feel that I do not know how to talk with my child in a way that he or she really
understands

Having a full-time mother is best for a child
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Jennifer C. GORING
260 Henley Drive, Christiansburg, VA 24073
Home Phone: (540) 921-7574 « Office Phone: (540) 231-2024 *E-mail: jgoring@vt.edu

Education

Doctorate of Philosophy, Clinical Psychology
Virginia Polytechnic Institute and State University
Blacksburg, VA

Anticipated May 2006

Masters of Science, Clinical Psychology

Virginia Polytechnic Institute and State University
Blacksburg, VA

May 2004

Bachelor of Arts, Psychology
Gordon College, Wenham, MA
May 2000

Oxford University
Oxford, England
Study Abroad 1998-1999

Professional experience

Clinic Assistant Coordinator, Child Study Center, Blacksburg, VA, 2003-present
e  Supervision of child assessment clinicians

e  Supervision of data management and clinic administration

e Coordination of clinic services and grant projects

e Administration of psychoeducational assessments to children and families

e  Monitor data collection and entry

e Supervise undergraduate research assistants (supervise data entry and analysis; teach research
and statistical methodology)

e Organize weekly administrative meetings

Supervisor: Thomas Ollendick, Ph.D.

Research Assistant, Investigation of Emotion and Aggression, Blacksburg, VA, 2003-present

e  Administer structured interviews to assess the psychological, emotional, and behavioral
functioning of children in a study investigating links between emotion regulation and
aggression

Supervisor: Angela Scarpa, Ph.D.

Research Coordinator, Longitudinal Investigation of School Dropout Prediction, Blacksburg,
VA, 2003-present

e Manage and analyze data from a longitudinal assessment of students in the Montgomery
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County school system for the purpose of determining dropout risk
Supervisor: Thomas Ollendick, Ph.D.

Graduate Clinician, Psychological Services Center, Blacksburg, VA, 2003-present
e  Assess and treat children and adults in individual, group, couples, and family therapy formats
e Participate in weekly case review and treatment planning meetings

Supervisors.: Lee Cooper, Ph.D., Angela Scarpa-Friedman, Ph.D., George Clum Ph.D.

Child Assessment Clinician, Child Study Center, Blacksburg, VA, 2003-present

e  Conduct psychological, neuropsychological, and intellectual assessments of children and
adolescents using a standardized battery of child evaluation measures as well as child, parent,
teacher, and physician reports and interviews

e Score and interpret assessment measures
e  Write assessment reports

e  Meet with families and school personnel for presentation of results
Supervisor: Thomas Ollendick, Ph.D.

Research Assistant, NIMH Phobia Project, Blacksburg, VA, 2002-2003
e Clinical assessment of children with specific phobias

e  Administer structured interviews (ADIS C/P), various self-reports, Behavior Approach Task,
and physiological data (EKG, GSR, salivary cortisol)

e  Recruit study participants
e Participate in weekly administrative and case review meetings
Supervisor: Thomas Ollendick, Ph.D.

Intake Coordinator, CPS Institute, Wayland, MA, 2001-present
e  Obtained child psychiatric history from new patients

e  Scheduled appointments
Supervisor: Ross Greene, Ph.D., Stuart Ablon, Ph.D.

Clinical Research Coordinator, Pediatric Psychopharmacology Unit, Massachusetts General
Hospital, Boston, MA, 2000-present

e Coordinated two Stanley Foundation funded studies for the treatment of oppositional-defiant
disorder and juvenile mania and a NIMH/NIDA funded study to evaluate a substance use
prevention program

e Scheduled and monitored weekly visits with study participants

e  Prepared NIH grant renewals and proposals (KO8, RO1) and private foundation award
applications

e  Prepared protocols and other documents for hospital’s Institutional Review Board (IRB)

Supervisor: Ross Greene, Ph.D.

Research Analyst, Pediatric Psychopharmacology Unit, Massachusetts General Hospital,
Boston, MA, 2000-present

e Collected, monitored, and analyzed data for studies examining a number of Axis I disorders
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including ADHD, oppositional-defiant disorder, and bipolar disorder
e  Prepared manuscripts for publication and presentation

Supervisor: Ross Greene, Ph.D.

Relief Worker, Association for Retarded Citizens, Beverly, MA 1999-2000

e Implemented behavior plans and assisted with the daily living of adults with mental
retardation

Teaching Assistant, Department of Psychology, Gordon College, Wenham, MA, 1998
e  Edited professor’s manuscript

e Compiled a research bibliography

e Helped professor grade papers and exams

English Teacher, Gandhi School, Calcutta, India, Summer, 1998
e Created lesson plans, organized assistants, and taught English to Indian kindergartners ages
5-7

Relief Worker, Home for the Dying and Destitute, Calcutta, India, Summer, 1998

e Counseled terminally ill and mentally ill patients
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Greene, R.W., Ablon, J.S., Hassuk, B., Regan, K., Markey, J., Goring, J., & Rabbitt, S. (Under review).
Elimination of restraint and seclusion and reduction of injuries on an inpatient psychiatry unit. Journal of
the American Academy of Child and Adolescent Psychiatry.

Greene, R. W, Katzenstein T., Beszterczey, S.K., & Goring, J.C. (Under review). Predictors of stress in
teaching students with ADHD: A test of a transactional model. School Psychology Review.

Greene, R.W., Biederman, J., Monuteaux, M., Goring, J.C., & Faraone, S.V. (Under review). Family
transmission of oppositional defiant disorder: Findings from relatives of probands with and without ADHD.
European Child and Adolescent Psychiatry.

Greene, R.W., Ablon, J.S., Monuteaux, M., Goring, J., Henin, A., Raezer, L., Edwards, G., Markey, J., &
Biederman, J., (In Press). Effectiveness of Collaborative Problem Solving in affectively dysregulated
youth with oppositional defiant disorder: Initial findings. Journal of Consulting and Clinical Psychology.

Greene, R.W., Ablon, S.A., Goring, J.C., Fazio, V., & Morse, L.R. (2003). Treatment of oppositional
defiant disorder in children and adolescents. In P. Barrett & T.H. Ollendick (Eds.), Handbook of
Interventions that Work with Children and Adolescents: Prevention and Treatment. West Sussex,
England: John Wiley & Sons.

Greene, R.W., Ablon, S.A., & Goring, J.C. (2003). A transactional model of oppositional behavior:
Underpinnings of the Collaborative Problem Solving approach. Journal of Psychosomatic Research, 1, 1-
9.

Greene, R. W, Biederman, J., Zerwas, S., Monuteaux, M., Goring, J.C., & Faraone, S.V. (2002).
Psychiatric co-morbidity, family dysfunction, and social impairment in referred youth with oppositional-
defiant disorder. American Journal of Psychiatry,159,1214-1224.
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Greene, R.W., Beszterczey, S.K., Katzenstein T., Park, K., & Goring, J.C. (2002). Are students with
ADHD more stressful to teach? Predictors of teacher stress in an elementary-age sample. Journal of
Emotional and Behavioral Disorders, 10, 79-89.

Greene, R.W., Biederman, J., Faraone, S.V., Monuteaux, M.C., Mick, E., Dupre, E.P., Fine, C.S. & Goring,

J.C. (2001). Social impairment in girls with ADHD: Patterns, gender comparisons, and correlates. Journal
of the American Academy of Child and Adolescent Psychiatry, 40(6), 704-710.

presentations

Goring, J.C. (submitted). Chair — Comorbidity Issues in Assessing, Diagnosing, and Treating
Childhood Disorders. Symposium submitted to the 38" Annual Meeting for the Association for the
Advancement of Behavior Therapy, New Orleans, LA.

Goring, J.C., Greene, R.W. Ollendick, T.H. (submitted). Differential Responses of Children with
Varying Degrees of Reactive and Proactive Aggression to Two Forms of Psychosocial Treatment.
Poster submitted to the 38" Annual Meeting for the Association for the Advancement of Behavior
Therapy, New Orleans, LA.

Goring, J., Whiting, E., Alvarez, H., Ollendick, T. (2004). Family Characteristics of Youth with
Comorbid Anxiety and Aggression. Poster presented at the 24th Annual Meeting of the Anxiety
Disorders Association of America, Miami, Florida.

Goring, J., Alvarez, H., Ollendick, T. (2004). The Phenomenology of Internalizing and Externalizing
Problems in Children with Comorbid Anxiety and Aggression. Poster presented at the 24th Annual
Meeting of the Anxiety Disorders Association of America, Miami, Florida.

Goring, J.C., Greene, R.-W. (2003). Psychiatric co-morbidity, family dysfunction, and social
impairment in referred youth with oppositional-defiant disorder. [Symposium] 37" Annual Meeting for
the Association for the Advancement of Behavior Therapy, Boston, MA.

Goring, J., Hurley, J., Ollendick, T. (2003). The Role of Gender in the Expression of Depression and
Aggression in Children. Poster presented at the 15th Annual Meeting of the American Psychological
Society, Atlanta, Georgia.

Hurley, J., Goring, J., Ollendick, T., Scarpa, A. (2003). Diagnostic and Neuropsychological Correlates
of Proactive and Reactive Aggression in Children. Poster presented at the 15th Annual Meeting of the
American Psychological Society, Atlanta, Georgia.

Blier, H., Grills, A., Goring, J., Ollendick, T. (2002). The phenomenology of anxiety in children with
comorbid internalizing and aggression problems. Poster Presented at the 36™ Annual Meeting for the
Association for the Advancement of Behavior Therapy, Reno, Nevada

Goring, J.C., Greene, R.W. (2002). Psychiatric co-morbidity, family dysfunction, and social
impairment in referred youth with oppositional-defiant disorder. [Symposium] 49" Annual Meeting of

the American Academy of Child and Adolescent Psychiatry, SanFrancisco, CA.

Goring, J.C. & Greene, R. (2001). MGH Grand Rounds: New research in the characterization and
treatment of oppositional defiant disorder. Presented at Massachusetts General Hospital, Boston, MA.

Goring, J.C. (1998). When west meets east: The experiences of an American in Southeast Asia.
Coimbitore University, Coimbitore, India.

Osborne, D., Goring, J., & Teeter, C. (1998). The effects of late-night eating on sleep. Poster session
presented at Gordon College Research Symposium, Wenham, MA.
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Research Grant Participation

Stanley Foundation Research Grant (submitted).

Funding ($75,000) anticipated for a two-year research project on the assessment of physiological
characteristics of bipolar disorder in aggressive children. The project is designed to assess emotion
dysregulation in reactive and proactive youth.

Principal Investigator: Angela Scarpa, Ph.D.

Co-Investigator: Jennifer C. Goring, B.A.

National Alliance for Research on Schizophrenia and Depression Research Grant (submitted).
Funding ($50,000) anticipated for a two year research investigating depression in aggressive youth.
Principal Investigator: Angela Scarpa, Ph.D.

Graduate Research Assistant: Jennifer Goring, B.A.

Research Grant submitted to Montgomery County, Department of Criminal Justice Services
(July 2003).

The Efficacy of Functional Family Therapy with Adjudicated Youth and Their Families. Project was
designed to provide services to adjudicated youth and their families from a multisystemic approach.
Amount: $230,000.

Selected for final review, but not awarded.

Principal Investigator: Thomas H. Ollendick, Ph.D.

Co-Investigator: Jennifer C. Goring, B.A.



