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Family-Based Treatment for Childhood Antisocial Behavior:
Experimental Influences on Dropout and Engagement

Ronald J. Prinz and Gloria E. Miller

Antisocial behavior in childhood and adolescence is an unquestionably serious problem for society.
Family-based treatments are promising but face the challenging obstacle of premature parental drop-
out. To systematically study dropout, we randomly assigned 147 families with a markedly aggressive
child (age 4 to 9 years) to a standard family treatment (SFT) focusing exclusively on parental man-
agement or to an enhanced family treatment (EF T) that also promoted frequent discussions of adult
issues. EF T produced a significantly lower dropout rate than SFT overall, but particularty for high-
adversity families. Dropouts were clearly distinguishable from completers on several dimensions.
The results underscore the importance of addressing contextual variables such as family adversity in

the treatment of childhood antisocial behavior.

Structured family-based intervention, primarily in the form
of parent management training based on a social-learning ap-
proach {Kazdin, 1987; Miller & Prinz, 1990; Patterson, 1986),
is a promising treatment approach for serious childhood anti-
social behavior. Expansion of parent-training regimens by add-
ing, for example, a marital component (Dadds, Schwartz, &
Sanders, 1987) or other adjunct (Kazdin, Siegel, & Bass, 1992)
has increased treatment effectiveness (Miller & Prinz, 1990).
However, optimal success rates have not yet been achieved for
childhood conduct problems by any interventions, including
family-based approaches (Kazdin, 1987). A major obstacle to
successful family intervention for children with conduct disor-
ders is a high rate of sporadic participation and premature drop-
out (Firestone & Witt, 1982; Horne & Patterson, 1980; McMa-
hon, Forehand, Griest, & Wells, 1981). Although many studies
fail to report dropout rates (Forehand, Middlebrook, Rogers, &
Steffe, 1983), it is not uncommon for half of a sample to drop
out without completing the treatment protocol (cf. Firestone,
Kelly, & Fike, 1980; Firestone & Witt, 1982; Kazdin, 1990).

Despite the concern, researchers have studied parental drop-
out using descriptive and post hoc methods primarily in general
clinic populations (Gould, Shaffer, & Kaplan, 1985; Kazdin,
1990; McMahon et al., 1981; Weisz, Weiss, & Langmeyer,
1987). One exception by Kazdin (1990) compared children and
families referred for the child’s severe antisocial behavior who
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terminated prematurely to those who completed treatment,
and it was found that the premature terminators reflected more
severe conduct disorder and delinquent behaviors, greater life
stress for the mothers, and greater socioeconomic disadvantage
than the completers. However, a theoretical explanation for
treatment dropout has not been established.

The present study tested an experimental manipulation
aimed at affecting dropout rate, described how dropout and
completer families differ while still in treatment, and examined
key variables related to dropout in family treatment of child
conduct problems.

The role of parents’ tacit expectations about their involve-
ment in treatment has emerged as a critical factor affecting out-
comes in social-learning family treatments (Miller & Prinz,
1990; Wahler & Dumas, 1989). This assumption was explicitly
tested by means of a treatment manipulation designed to assess
whether greater attention to parents’ tacit expectations about
the treatment process leads to less dropout. On one hand, it may
be argued that parents of children with conduct problems who
are experiencing stress from multiple sources (e.g., economic,
familial, interpersonal, and intrapersonal sources) may have a
strong but unexpressed need to focus on a larger set of life prob-
lems besides child management and parent-child interactions.
Thus, adding time for general consultation on such issues
within standard family treatment may improve overall engage-
ment and reduce dropout. Alternatively, because multistressed
parents may not feel comfortable or predisposed to discuss per-
sonal issues and may prefer to focus on managing child behavior
even in the face of many external stressors, a strict adherence to
the child management agenda may result in lower dropout.

Method

Using a multiple-gating strategy, we selected a sample of 4- to 9-year-
old boys who clearly exhibited conduct problems and high rates of ag-
gression in multiple settings (see Table 1). Families who met criteria and
agreed to begin treatment were randomly assigned to either standard
family treatment (SFT), a traditional social-learning approach focused
exclusively on parent-child interactions and improvement of child be-



646 BRIEF REPORTS

Table 1
Summary of Screening and Design

Category n
No. of families seeking treatment 609
Families meeting criteria (three gates)® 160 (26%)
Nonstarters (families declining treatment) 13 (8%)
Families assigned to EFT or SFT 147

Note.  The 147 families were randomly assigned using stratification on
one- versus two-parent household, socioeconomic status level, and age
of child (4-6 years old versus 7-9 years old). EFT = enhanced family
treatment; SF T = standard family treatment.

# Multiple gates are as follows: (a) telephone screening for type of prob-
lem, age, and situational factors (residing at home, evidence of chronic
child aggression as opposed to acute reaction to major stressor); (b) ag-
gression at home (Child Behavior Check List—Parent aggressive scale T
score above 66}, (c) aggression at school (Child Behavior Check List~
Teacher Report Form aggressive scale T score above 66).

havior, or enhanced family treatment (EFT), which combined SFT
content with increased attention to other life concerns.

All 9 therapists (6 women, 3 men) had a master’s degree or the equiv-
alent in clinical or school psychology, 2 years of supervised family inter-
vention experience, and high ratings by supervisors. The 60-hr protocol
training emphasized a core treatment with two minor variations and
avoided biasing the therapists, who were also uninformed of the study
hypotheses.

SFT represented a conventional parent management approach that
included core social-learning components for altering the family’s social
environment. Every family proceeded through a flexibly paced se-
quence of 12 modular content areas. Using a dialogue style of topic
presentation, therapists helped parents apply the concepts to their own
situations, used modeling and role play to teach the accompanying skill
{and when appropriate, observed parent-child interactions in the clinic
playroom to provide in vivo practice and feedback), assigned and re-
viewed homework assignments, and reinforced parents for effort. Par-
ents were encouraged to focus on specific units of behavior (not general
traits); attend to prosocial child behaviors that were incompatible with
aggressive behavior; act as behavioral coaches through systematic use of
reinforcement (social, activity, tangible, token), extinction, mild pun-
ishment, clear instructions, and shaping; and replace angry outbursts,
self-defeating behaviors, and overreliance on physical punishment with
teaching, skill building, and pleasant interchanges. Finally, token pro-
grams, home-school coordination, communication skills, and trouble-
shooting skills helped parents to maintain newly acquired skills and
promote generalization of child prosocial behaviors across settings.

Therapists in EF T duplicated the SFT content but also elicited from
parents various concerns and topics that were not directly connected to
parent—child intervention {e.g., feelings about being in therapy, job
stress, health problems, personal worries, family disputes, and external
demands). We hypothesized that supportive discussions of such prob-
lems created opportunities for parents to make explicit and possibly
resolve unspoken issues that, left unaddressed, may otherwise lead to
parental disenchantment and treatment failure. EFT therapists fol-
lowed an explicit plan to prompt discussion of parental expectations,
feelings, and issues collateral to the parent training focus. During the
first session, therapists solicited parents’ feelings about seeking treat-
ment, prepared for and normalized possible parental reactions during
therapy (e.g., feeling overworked, feeling silly or awkward, discourage-
ment, guilt or doubt about parenting, feeling frustrated by slow changes,
etc.), probed for general concerns (e.g., health, work pressures, relatives,
etc.), and set up a framework of openness between therapist and parents.
In later sessions, therapists regularly elicited discussions about personal

concerns, collateral issues, and other feelings throughout therapy at 11
transition periods between modular units of social-learning content.
EFT therapists also gave specific attention to any collateral issue (i.c.,
spontaneous concern) that was brought up during a modular unit (but
the discussion was deferred to the end of the session), whereas SFT ther-
apists acknowledged such issues and then diplomatically redirected the
discussion. During enhancement discussions, therapists probed for feel-
ings and created a framework for problem solving and collaboration to
create an atmosphere that allowed explicit identification, discussion,
and resolution of expectations and concerns held by the parents.

Treatment fidelity was promoted by a comprehensive intervention
manual, detailed cueing checklists, strict record-keeping requirements,
tape recording of all sessions, and close supervision. Fidelity was verified
by independent (uninformed) observation of intended differences be-
tween EFT and SFT and the use of a detailed process—content matrix
observation code. All 11 transition periods between modular units were
coded in 20-min segments for each case (93% intercoder agreement).
In contrast to SFT therapists, EF T therapists were expected to display
markedly higher rates of problem solving, information seeking, explain-
ing, and discussion of content outside of child behavior (i.e., personal
states and beliefs unrelated to child, health issues, marital or extended
familial issues, work or financial concerns, community and household
matters). On the basis of an analysis of coded segments from 1,233 ses-
sions, EFT and SFT were clearly distinguishable: EF T therapists pro-
duced EFT-specific behaviors at a rate of 27.5%, compared with the
SFT therapists’ rate 0of 4.2%, {855) = 21.0, p < .0001. For child-focused
and behavior management topics, EF T and SFT therapists exhibited
comparable rates of facilitative listening (14.1% and 12.5%, respec-
tively).

Measures included the following: (a) parent and teacher reports on
Achenbach’s Child Behavior Checklist; (b) parental report of personal
adjustment on the Symptom Distress Checklist—90 (SCL-90; Derogatis,
Rickels, & Rock, 1976), marital adjustment on the Dyadic Adjustment
Scale (DAS; Spanier & Thompson, 1982}, and social support on the
Arizona Social Support Interview Schedule (ASSIS; Sandler & Barrera,
1984); (c) Hollingshead four-factor socioeconomic status index. For al}
scheduled appointments, therapists recorded (a) family punctuality; (b)
appointments kept, cancelled, or missed without cancellation (“no-
showed™); (c) homework completion; and (d) a rating of the quality of
each parent’s in-session participation (1 = very poor, 2 = poor, 3 =
mixed, 4 = adequate, 5 = good). To assess reasons for dropout, nonther-
apist staff interviewed dropouts by telephone, including an open-ended
question about why the family stopped treatment and a standardized
Parental Opinions Questionnaire {POQ) assessing events and attribu-
tions possibly linked to dropout.! Open-ended responses were reliably
sorted (98% agreement) into four categories by two coders who were
uninformed about family intervention type: intrapersonal concerns
(e.g., affective states, physical iliness, or lack of self-confidence), dissat-
isfaction with the therapist, dissatisfaction with the intervention, and
situational concerns (e.g., marital separation, relocation, job loss, or
transportation problems).

Results and Discussion

The EFT and SFT groups were quite comparable with re-
spect to pretreatment characteristics (see Table 2). EFT and

! The item pool for the POQ was developed from a survey of 18 clini-
cal researchers actively engaged in the evaluation of behavioral family-
based interventions. These experts generated a pool of actuai and hy-
pothesized reasons for family dropout noted in their own samples and
then, at a later time, rank ordered the observed occurrence for each item
contributed by the group. The resulting 32 items were then categorized
into four nonoverlapping areas that contribute to dropout: intraper-
sonal, intervention, therapist, and situational concerns.
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SET completers averaged 22.0 (SD = 5.9) and 21.0 (SD = 5.2)
sessions respectively, 2(89) = 0.89, ns. EF T discussion time var-
ied widely from one family to another and accounted for ap-
proximately 5% additional time.

To address the major question of this study, we compared
EFT and SFT groups with respect to dropout rate. Families
who attended some treatment sessions but did not complete the
entire protocol were classified as dropouts.2 Of the 72 families
beginning EFT, 21 (29.2%) dropped out before completing
treatment, and 51 completed treatment. Of the 75 families be-
ginning SFT, 35 (46.7%) dropped out before completing treat-
ment, and 40 completed treatment. EF T yielded a significantly
lower dropout rate than SFT, xX(1,N=147)=4.1,p=.04. The
treatment manipulation clearly affected dropout in that fami-
lies whose treatment focused exclusively on parent training and
child behavior dropped out more often than families who had
many opportunities during treatment to discuss life concerns
beyond child management. This finding emerged in the context
of a strong design that included (a) multiple gating to include
only severely aggressive children; (b) stratified random assign-
ment to control for socioeconomic status, child age, and num-

Table 2
Pretreatment Characteristics of EF T and SFT Families
EFT SFT torx?
Variable M SD M SD t
Child aggression
Parental CBCL score 802 72 794 15 065
Teacher CBCL score 746 7.7 75.1 82 040
% of child problems
occurring longer than |
year 83.8 204 778 250 1.59
Child’s age (years) 6.9 1.8 6.6 1.9 092
Marital adjustment
Maternal DAS score 106.5 189 1074 176 024

Paternal DAS score 1100 186 1125 146 0.64

Depressive symptoms
(parent)

Maternal SCL-90 score 570 9.5 578 86 0.54

Paternal SCL-90 score 54.8 10.2 512 11.8 1.50
Family Adversity Index score 2.4 1.6 2.6 1.6 0.60

% % x2

Single-parent household 29.2 30.7 0.0t
Socioeconomic status® 0.82

1 5.6 6.7

I 12.5 9.3

1 333 320

v 333 38.7

\Y% 15.3 13.3
Referred by agency 54.2 57.3 0.05
Note. The group sizes were 72 for EFT and 75 for SFT for all mea-

sures except DAS and paternal SCL-90, which included 46 for EFT and
41 for SFT. None of the z-test or chi-square statistics were significant at
the .05 level. EFT = enhanced family treatment; SFT = standard fam-
ily treatment; CBCL = Child Behavior Check List; DAS = Dyadic Ad-
justment Scale; SCL-90 = Symptom Distress Checklist-90.

® The roman numerals refer to levels of socioeconomic status, ranging
from the lowest (1) to the highest (V).

Table 3
Parental Opinions: Completer Versus Dropout Families
Completers Dropouts
Category M SD M SD t

Intrapersonal concerns 0.56 0.85 0.92 1.12 1.76
Dissatisfaction with the

therapist 0.06 0.28 0.73 1.52 2.65*
Dissatisfaction with the

intervention 0.23 0.55 1.14 1.72 3.11*
Situational obstacles 1.09 [.16 3.08 1.66 6.64**

Note. Parental opinions data are based on our findings with the Paren-
tal Opinions Questionnaire. Each category is scored from zero to 8,
reflecting the number of items endorsed.

*p<.0l. **p<.001.

ber of parents in the home; (¢} implementation of both treat-
ment conditions by the same 9 therapists; (d) careful promotion
and evidence of treatment fidelity; and (e) a viable interven-
tion.>

Of the 55 families who dropped out, 37 (25 of 34 SFT and 12
of 21 EFT dropout families) were debriefed by telephone. The
remaining 18 dropouts could not be reached (i.e., disconnected
telephone, no forwarding address or telephone number), which
suggested that these families were suddenly faced with situa-
tional factors that forced them to relocate. Most (86%) of the
reasons for dropout given by EF T and SFT families implicated
environmental or logistical obstacles caused by their current life
situation (i.e., “‘situational” reasons). Neither group implicated
the therapist as the reason for dropping out, and intrapersonal
reasons were similarly implicated by SF T (26%) and EF T (20%)
dropouts. Compared with EFT dropouts, however, SFT drop-
outs indicated dissatisfaction with the intervention more often
(26% versus 6%) and situational factors less often (47% versus
73%). Overall, SFT dropouts offered more reasons than EFT
dropouts (44% of SFT dropouts gave more than one reason,
compared with 25% of EF T dropouts). SFT and EFT dropouts
did not differ significantly on endorsement of intrapersonal,
therapist, or situational items on the POQ. However, SFT drop-
outs endorsed a significantly greater number of items reflecting
dissatisfaction with the intervention, Mgt = 1.52 (SD = 1.96),
Meer = 0.33 (SD = 0.49), 1(36) = 2.85, p < .01. Dropouts in
general (SFT and EFT pooled) reported significantly greater
dissatisfaction with the therapist, dissatisfaction with the inter-
vention, and situational problems than did completers (see Ta-
ble 3). These findings indicate that SFT dropouts were more
dissatisfied with the intervention than EF T dropouts and were

2 This definition of dropout is deliberately overinclusive (see Arm-
bruster & Kazdin, 1994). Thirty percent of the dropout families com-
pleted half or more of the treatment protocol; that is, dropout families
averaged 6.98 sessions (SD = 5.3) and completed an average of 27.8%
(SD = 19.3) of the treatment protocol.

3 Treatment outcome was not the focus of this article. However, com-
pleters (EF T and SFT combined) showed significantly greater improve-
ment in parenting skills and reduction in child behavior problems, com-
pared with available dropouts (controlling for pretreatment levels
through covariate analysis).
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more likely to attribute dropout to that dissatisfaction. More-
over, given the lower EFT dropout rate and the finding that
dropouts generally were more dissatisfied with the therapist
than completers, the EFT protocol may have promoted a
stronger bond between therapist and parent.

Another plausible reason for EF T-SF T differential dropout
is that EF T may have helped parents cope more effectively with
stress associated with family adversity. To examine this issue,
we constructed a family adversity index ranging from 0 to 7
from pretreatment data as a function of seven dichotomous in-
dices: (a) alcohol or drug problem reported for either parent; (b)
criminal record reported for either parent; (c) low socioeco-
nomic status; (d) family referred by agency or school; (e) single-
parent household or evidence of marital discord (DAS score <
100); (f) psychological distress in either parent (SCL-90 T score
> 60); and (g) aversive social network (=50% aversive social net-
work on the ASSIS). Families who ultimately dropped out re-
flected greater family adversity at pretreatment than completer
families (see Table 4). Dividing the sample into low (0-2) and
high (3-7) family adversity, the high-adversity families showed
significant differential dropout as a function of treatment con-
dition (SFT = 58.8%, EFT = 29.6%), x(I, N=61)=5.17,p=
.02, whereas the low-adversity families did not (SFT = 36.6%,
EFT = 28.9%), x*(1, N = 86) = 0.58, p > .40. Given that family
adversity and agency referral were comparably represented ini-
tially in EF T and SF T families, it follows that EF T helped more
families, particularly those facing greater adversity, cope suffi-
ciently with stress to continue in treatment.

Pooling across EF T and SF T, dropout and completer families
reflected significant pretreatment differences: Dropouts showed
higher severity of child aggression at school but not home,
higher family adversity, lower socioeconomic status, greater
likelihood of being referred by an agency, and slightly greater
child age. Participation before treatment termination also re-
flected dropout-completer differences: Dropouts missed sig-
nificantly more appointments without prior cancellation (i.e.,
“no-shows™), had a much lower rate of kept appointments
(52.7% versus 82.2%), and completed homework at a signifi-
cantly lower rate. Therapists also rated the quality of in-session
participation by dropout parents as significantly lower than
their completer counterparts, which did not interact with treat-
ment condition (see Table 4).

A final goal of our study was to formulate an initial working
model of drop-out risk. Using termination status (0 = com-
pleter, 1 = dropout) as the criterion, we conducted discriminant
analyses with pretreatment characteristics, adversity status,
participation variables, and the combination as predictors. As
found in Table §, participation variables were stronger predic-
tors than pretreatment variables, and the latter did not add to
the prediction when the two predictor sets were combined.
However, the contextual variable of family adversity, as well as
socioeconomic status by itself, discriminated dropouts from
completers, which is consistent with other studies of therapy at-
trition (Kazdin, 1990; McMahon et al., 1981; Weisz et al.,
1987) and with research on family context (Dumas, 1989; Du-
mas & Wahler, 1985; Patterson, Reid, & Dishion, 1992; Wahler
& Dumas, 1987).

The main finding has serious implications for the treatment
of childhood antisocial behavior by means of social-learning-

Table 4
Pretreatment Characteristics and Participation While in
Treatment for Completer and Dropout Families

Variable Completers  Dropouts tory?
Pretreatment characteristics
M SD M SD t
Child aggression
Parentai CBCL score 800 74 794 15 046
Teacher CBCL score 737 73 76.6 8.6 2.20*
Percentage of child problems
occurring longer than |
year ) 823 228 783 233 101
Child’s age (years) 6.5 1.8 7.2 1.8 209

Mantal adjustment

Maternal DAS score 106.6 19.0 1074 169 0.21
Paternal DAS score 1103 16.2 1133 183 0.75
Depressive symptoms
(parent)
Maternal SCL-90 score 572 93 3576 87 022
Paternal SCL-90 score 543 9.7 502 137 134
Family Adversity Index
score 23 15 28 1.7 1.83*
% % x?
Single-parent household 26.4 35.7 1.03
Socioeconomic status §2.7%
I 2.2 12.5
1l 8.8 14.3
1 30.8 35.7
v 38.5 321
v 19.8 5.4
Referred by agency 46.2 71.4 7.98%*
Participation while in treatment
M SD M SD t
Punctuality (%) 819 177 734 270 231*
No. of “no-shows” 1.1 22 28 24  4.36%**
Appointments kept (%) 82.2 141 527 179 10.50%**
Quality of in-session
participation (rated by
therapist)
Mothers 48 0.2 46 05 3.23%
Fathers 47 04 4.2 1.2 2.84*
Homework (%) 89.7 13.8 814 311 2.11*
Note. CBCL = Child Behavior Check List; DAS = Dyadic Adjust-

ment Scale; SCL-90 = Symptom Distress Checklist-90.

# The roman numerals refer to levels of socioeconomic status, ranging
from the lowest (I) to the highest (V).

*p<.05. **p<.0l. ¥ p< 001

based family interventions with multiproblem families. Focus-
ing on parenting to the exclusion of other family and adult con-
cerns can drive some families out of treatment and prevent the
children from receiving help. Given this conclusion, one may
ask why all parent training studies with the same population
have not uniformly reflected high dropout. The potential an-
swer is twofold. First, studies of parent training for childhood
antisocial behavior (a) often include children with milder be-
havior problems (cf. Dumas, 1992) who present less clinical
challenge and lower associated family pathology and (b) imple-
ment shorter treatments (cf. Kazdin, 1987) that make it easier
to sustain participation. Second, it is possible that parent train-
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Table 5 .
Discriminant Analyses Predicting Dropout From
Family-Based Treatment

No.
{and %)
correctly
classified

Family N Predictor variable (weight)

Pretreatment variables as predictors

Dropouts 56 13(23.2)  Family Adversity Index (0.683);

Completers 91t 81(89.0) child’s age (0.737); aggression

All 147 94 (63.9) at school (0.543)
Participation variables as predictors

Dropouts 56 42(75.0)  Punctuality (0.199); no. of no-

Completers 91 82(90.1) shows (—0.376); %

All 147 124 (84.4) appointments kept (0.960);

in-session ratings (0.321)

Pretreatment and participation variables as predictors

Dropouts 56 43(76.8)  Family Adversity Index (—.162);
Completers 91 81(89.0) child’s age (—.175); aggression
All 147 124 (84.4) at school (—.129); punctuality

(0.193); no. of no-shows
(—0.365); % appointments
kept (0.931); in-session
ratings (0.312)

ers or therapists in other studies implicitly followed an EFT-
type regimen although the intervention manuals and published
treatment descriptions did not include this element in the pro-
tocol. Nonetheless, it is clearly the case that addressing the
broader contextual issues, as we have done in EF T, is necessary
to inoculate some families against premature departure and to
promote greater consumer satisfaction.

Addressing the wide range of personal and emotional con-
cerns that parents may be experiencing in addition to the out-
of-control behavior of their child should obviously be an essen-
tial component in treatment. This recommendation comple-
ments recent advances in the study and integration of various
-roles for parents in child treatment (Fauber & Kendall, 1992;
Kendall & Morris, 1991). Further optimization of engagement
may also be attained through expanded and more flexible treat-
ment models (Miller & Prinz, 1990), which may mean home-
based implementation, provision of transportation, flexible
hours including weekends, and greater sensitivity to cultural
variation (Prinz & Miller, 1991).
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