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Abstract 

The purpose of the present shldy was to evahiate the psychometric propedes of a ne* 

devdoped instrument: the Parents' Management of Chiid Robkm BehaMour 

Q u e s t i o ~ e  (PMCPB) 1.0. This instnmie~lf was mahateci wah preschoolers widi or at 

ri& for developmmtal deiays, and inchided guestiom about pannting seategies. A 

 seconda^^ goal was to provide suggestiom for the ri~ct stage of test development. 

N ï - o n e  presdroolers with or at risk for developmental delays fiom Southeni and 

Eastan Oatario and th& care providers participateci in mtaviews and videotaped 

observations. Rimary informf~f~ (usd l y  the chïld's mother) coqleteci four 

questioxmaires p&g to th& chiid's behaviour the PMCPB 1.0, the Child Behavior 

Checkfist, the Rass Scales for Children's hial Diagnosis, aad the Vmelead Adaptive 

Behavior S d e s  - Survey Fom The PMCPB 1 .O consists of three parts: a Problem 

Behaviour ChecWist, Parem Managemeut Strategies, and Efféctiveness Ratmgs for those 

management strategies. For these purposes the sample was divideci 8ccording to age h o  

two groups (54 two yeerslds and 37 three to five year-olds). The PMCPB Roblem 

Behaviour Checküst 1 .O was found to have adequate intemal conssiency (.9 1 to -92). 

imer-rater rehldity (.58 to .82), and couvergent vaiidity. The presence or absence of 

problem behaviours dernonstrated during videotaped observafions was not SiBnif idy  

related to scores fkom the PMCPB Froblem Behaviour Checktist 1.0. The PMCPB 

Effectivetiess ratings demonstrated low inter-rater reaability and convergent validity was 

only found on some measures for the older group of cM&m (three to f i e  year-olds). 

The PMCPB Management Strategies were classined into eleven categores by two 



DistractiOIiChaage Locaaoa, 9) ModMezLcheS Appropriate Behaviour, 10) Corpord 

1 1) Other strategy (85% overaü agreement achieved). A fonn of imra-rater 

reliability and Y81idÏty d t i e r r t s  for the PMCPB Management strategies were genedy 

low aod nonsigniscmt. Adequate inter-rater reliabüity was found for a aino* of these 

strategies. Wts are dùaissed in tams of reliab*ty, vaiidity, and ut&y of the 

PMCPB 1.0 . A rwised version, the PMCPB 2.0 is dmloped and suggested for phase 

two of test deveiopment. 



Reliabiatyaodvalidityofb 

Parmis' Managenient of CMd Problem Bebaviour Questionnaire 1.0 

in preschoolers with or at risk for developmaitat deiays. 

rnmdwtlon 

The devdopment of  rdiable and vaiid instruments for the e d y  detection of 

behaviour problems m children with or at risk for deveiopmental disabüites is crucial to 

eerfy intervention &rts. It has long been recognized that a mmiber of enviromnentai and 

parentai fkctors can irifhience îhe developmait of behaviour problans in a biduectiod or 

transactional msmier @ M e r  & Collis, 1986). M o r e  it is importaut to inaude 

meesuns of parenthg i d u m  in any assessment of  behaviourai difECUIties in children. 

A new measure, the Parents' Maaagement of Child Problem Behaviour Questionnaire 

(PMCPB), inchides both a problem behaviour checkiist and a Sedion on parent 

management shategies. The d t s  of the pnsear sbidy report the idid fhdings of 

rehldity and d d i t y  for this measure, and W e s t  miprovernemis for the nad stage in the 

development of& instrument. 

The following r w k v  o h e s  research on the prevalence and stability of 

developmental disslbilities and behaviour problems, and e x p k  the need for adequate 

meesUres to detect these behaviour problems in very young cMdren with dewlopmental 

cîhabWes. Furthemore, the importance of in chi^ assessments of parenting strategies 

in an assessment of child behaviour pmblans is disaisped. A d c a l  review of current 

uistniments highlights the need for new meames in this area The PMCPB Questionnaire 

is then introduced in more detail. A brief rwiew of approaches to test development is 
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then prrsented F e ,  the purpose and predictiom of the presmt study are presented. 

The p d e n c e  of d e v e l o p m d  disabilities m the United States has been 

eshmted at 1.1% @ j k a  & Yamki, 1997). prevalence of severe d e v e l o p m d  

delay in preschwlers in Austraüa has been estimateci at four in 1000, with males more 

iikeiy than f d e s  to have a g e n d  developmed dday (Steveason & Richman, 1976). 

A similar prevalence rate of memal retardation (-iy fwr in 1000) was found in 

a Canadian sîudy of seven to 10-year-old ctiildren (McQueen, Spence, Chmer, Pereira, & 

Wuisor, 1987). In a study of the stability of DSM-III (Dhgnostic and Statistical Mamial 

of Mental Disorden, 3rd Editi011; American Psychifttric Association, 1987) diagnoses in 

chiidren attendhg a thempeutic preschool program, developmental delay was one of the 

most ükeiy diagnoses to be stable at a five-year foiîow-up (Beitchman, Wekale, & Hood, 

1987). The dîagnosis ofa developmentai âisabüity therefore seems to apply to a 

simcant proportion of people, and seems to be relativeiy stable. 

In children without developmentai disabitities, the most recent epidemiologicai 

study of psychiatrie disorders in Oatano found t h  the prevalence estimate for one or 

more disorders was 18% (mord  et al., 1987). Another study of childrai aged 4 to 1 6 

yuvs without dwelopmentd disabilities found that problern behaviour scores predicted 

disturbmce three yesrs later (Stanger, Achenbach, & McConazlghy, 1993). In this study 

disturbance was defined in ternis of ademic and behaviour problems at S C ~ O O ~ ,  redpt of 

mental health services, suicidai behaviour, and police contacts. 
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Studies comParmg rates of khaviour prob1eais in chüdren with and without 

developnid disabilities have found that the &or structure 0fbehaviou.r problems in 

groups ofchüdren witfi develop&erdai disaôilities is sirnilar to that fnmd in the g e n d  

population and in other ctimcai subgroups (Thompson, 1984). Children with 

developmd dïsabilities gmerally evidenœ h i g k  leveis of Mmiour problems than 

control groups of children *ut Mopmental  disabilities, but iess than the levels 

demonstrated by childnn with primary ~ o u r  probiems refand for m d  health 

semices (Cullinaq Epstein, & lXdhki ,  1979; Cuny & Thompson, 1979; Thompson, 

Curry, & Yancy, 1979). Children with developmental disabilites were rated bigha than 

typicaiiy developing comr01 groups on measuns of aggressiou, =tien, aaMty Ievel, 

. . 
somatnahon, and social problems (Thompson, Curry, & Yancy, 1979). 

More recent surveys seem to confhm that cbiidren with developmental disabilities 

are at risk for aad show an inmeased prevalence of behaviour disorders (Atirinson, 

Fel- & CondiUac, 1998; Grhnko, Cvjic, Vda, & Sayegb, 1991). A recent w e y  

of people with deveIopmemal disabüities in Ontario found that 529% of children aged 

four to eieven years showed clinidy simcant aberrant behaviour (Atkinson et al., 

1998). Ammg the most conmion behaviour problems were anger and lack of seffkontrol, 

attention d e f i a  autism, wïîhdrawd, enuresis and encopresis, and pica (AtlSnson et al., 

1998). A higher prevaience of risk behaviours, or those that may resdt in injury, have 

aiso been found in children with developmentai dhidïties between the ages of four and 

18 (Sherrarâ, Tonge, & Einfeld, 1997). This study found ody mimmnl ssc ciifferences for 

these p o t e  harmfiü behaviour problems. 
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The mcseesed risk for behaviour distilrbanc*, has aiso been M g a t e d  in younger 

children. Preschool-aged children with dweiopmd ddays have been fouad to be four 

to five times more îikeiy to show behaviour problems or 'm'' than an agematched 

cornparison gnnip (Merrd & Hoiland, 1997). This higha pnvaience of behavi,our 

problems in children with devdopmentat dhaMities may have implications fm eerty 

mtewention, ap an asswation between bebaviour problems and speech and ianguage deiay 

has hem found in children as young as 2 ycars of age (Jedck, Bax, & HQ5 1980). 

Saidies ofchildren with and without deveiopmental didditïes suggest that 

behaviour probîems may not diseppesr as chiidren age. Behaviour problems in eady 

ctiildhood often persist and may predict M e r  behaviour disthances later in Lifé 

(Pattemou, DeBaryshe, & Ramsey, 1989). A diffa& t v a ~ t  very eady in He is 

sbrongiy assoaated with b e h a v i d  disorder, e s p i d y  ifthe child also has a mgritive 

impairment (Chess & Kom, 1970). In a longitudinal study of young children with 

dmlopmemal delays, leveis of behaviour problems at aga 3 and 4 persisted and were 

Simiiar at aga 6 and 7 (Bembeimer, Km& & Coots, 1993). The sample used in this 

study, however, may not be represemative of children with developmental dkbilities, as 

ciiildren with syndromes or genetic disorders were exduded. 

f o r ~ t o ~ P r p b l e m p i n ~ w i t h D e v ~  

Given the relative fiequency and persisteme of these behaviow problems t is 

surprising that behaviour probfems in children, espeQally young cliildren, with 

deveIopmentai disabilhies have received relatively tittte research attention. Further, the 
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e d y  identifidoa of behaviour problems in chddten with d m l o p m d  dkabWes is 

essential for the @lementaîion and efiktkeness of early imenrdon strategies 

(Guralnick & Bric-, 1987). It has beai suggested that thge is a growing need for hi@- 

quality meestres to assist in clhicai decision making and to assess the &ects of eariy 

intervention efbts (Spiirer, Kraemer, Constaatine, & Bryant, 1992). It may be importaut 

to i d e  behaviour probians a .  an even eariia age than are inchideci in mast insûuments 

available for children with deve lopmd disabiMes, if- mtervenfiom are to be 

pmpedy implemented. 

Prablerna 

A study of the involvement of parents in programs for their cbüdren with 

àisabilities indic8ted that 94% of pgrams used panm trainmg, 89% invoived parents in 

child assasment, and 85% iirvolved parents in direct teachg of th& children (Kames, 

Lirmetnqer, & Myies, 1983). Parents are th& children's first teaehers, are u d y  the 

first to notice behaviour problems, and are in a unique position from which to influence 

their child7s behaviour (Peterson & Cooper, 1989). Anecdotally, when parents are asked 

what they need fiom professionals in eariy intervention programs they often cail for a 

professiod to first listen to th& needs (Peterson & Cooper, 1989). Includmg questions 

about parent management strat egies in an BSSeSSntent of chiid behaviour problems &es 

parents opportunities to discuss what they are airrently dohg to manage their child and 

any diffidties they may be ha- 

The importance of parentmg saategies when evahiating cûiid behaviour and 
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planning intemention is ofken overiooked, and these strategies play an important role in 

cMd behaviour (Br- Morgaq & Harmon, 1988; Lamb, Ketterfinus, & Francasso, 

1992). F a d y  management &ces such as poor monitoring and poor parental discipline 

stnit Jes conEribute to the devefopment of behaviow problenis and antisoaai . * 

charaderistics (Patterson et al., 1989; Pattason & Stouthamer-Loeber, 1W). Parenting 

characîeristics such as matanal u ~ e ~ p ~ n s i v e n e ~ ~  in Bneracfions with childrai as young as 

one year old have been f o d  to be predictive ofaggrwsive chiid behaviour at ages two 

and t h  yean (Shaw, Keemaq & Vondra, 1994). Bebavioural or tempemmentai 

characteristics of the child ami pareatmg -CS interact in a bidirecîional mrilmer 

to produce cMd behaviour (Law, Casteho, Terry, V i  & McKimiey, 1995; 

Wachs & Sheeban, 1988). 

The idabifdon of specific behaviour management problans and sumsss muld 

aid ciinidam in asseshg behaviourai difficuities, m e n t  plarmùl& and iniplementation 

(Chamberlain & Patterson, 1995). Two theornical positions about effecrive parenting 

MIS have been invesiigated (Chamberlam & Pattemon, 1995). The fïrst is the 

behaviourai position which foaises on contingent mtaacbons. The second is the 

deveiopxnd perspective which posits that some mmbmation of assertive p a r d  

control and wann responsiveriess is associatecl with child cornpetence (Chamberlain & 

Patterson, 1995). Management strategies that have been successfully appiied in the home 

by parents to handle difEcutt cbiid behaviour inchide: differential m e n e  time out, and 

token economies (see Wibms, Williams, & McLaughlin, 1991, for a reYiew). There is 

also sorne evidence that proactive strategies are rehed to child cornpliance and lowered 
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discipüue c o ~ o n s  (Holden, 1983). Such behaMourai procedures d have been 

typicaüy mtroduced to parents by profissionais, and are comrnoniy inchideci in parent 

edudon programs (e.g-, Dangel & Poker, 1988). 

The efhtkmess of these management strategies may differ considerabiy, 

dependmg on the contst~ m which it is used. Parents i W e d  as weMmcboning and 

effective have been shom to use a relatnrely wider repertoire of discipline strategies 

( C h .  & Pattersoq 1995). The type of strategy used may depend on 

situational demands, and correi8tions have been f d  between certain types of child 

problan betiavioufs aml parental disaplim respollses (Chambdain & Patîerson, 1995). It 

has been suggested that a Rumber of third fàctors, such as the organiration of the home 

emironmem, may also mthirm the relationship between parentmg and chiid behaviour 

(Saason & bthbart, 1995). The quaüty ofyoung children's home enviromnemts has been 

related ta cMd behaviour problems in previous research, such that lower d n g s  of the 

quality of the home eavironment predïct higtier problem behaviour scores (Spiker et al., 

1992). To some ment, w h  "good" parrntmg is will d e p d  on cbaracterisbcs of the 

M o n  and the child (Sanson & Rothbart, 1995). Given that successful earty 

interventions require a high levd of parent hoivement (Kames et al., 1983), it may be 

benefiaal to ask parents what they find effective More introducing them to a behaviour 

The importance of includ'mg parent xnanagemeat strategies in an duation of child 



with findies of children wirh developmentai disabiMes. Motéas of chil&en with 

developmd d k b W e s  more ofkn COIlSider th& interadions with their chüdren to be 

teachmg sessions îban mothers of children without d e v d w  cjbaMties (Hodapp, 

1995). Mothas have been shuwn to be more didadc, directive, and mtnisive when 

imemthg with th& childmi widi d e v e l o p m d  disabitites than mothers of cfiildren 

witbut d e v e l o p m d  dkbikies (Hodapp, 1995). T k e  bar also been some suggestion 

that the dhdveness of parent intemtions with th& children may be r e b d  to the lwel 

of thar chilci's developmentai deiay (Giroiametto & Tamock, 1994). It is t h d o r e  

important to coasider paradmg strategies h asesshg chiM behavim, and this may be 

particuiariy tnie of children with deveiopmentril dïsabUes ~~ 1988). 

One resson that young cMdren with or at risk for developmemal dbbdities are 

somewfiaf mderstudied may be the b d e c p q  of airremt ùistniments to id- 

behaviour problems in these children Few htmments  have been standardiz+d on chiidren 

with developrnentaf âisabWes, and those that have been w d y  do not have normative 

data that extends to the preschooi years. For exampie, the Chiid Behaviour Checklist 

(CBCL; Achenbach, 1991, 1992) is a wideiy used and wellestablkhed instrument for 

idmtdjhg behaviour disturbances, wen in young preschool children. This insbument, 

howwer, was standardized on a sample oftypicaüy developing and clinic-rdkred 

childrex~, and ii may not be appropriate to generalize the use o f t h  instrument to ctiildren 

with developmental disabilities. Children with d e v e l o p m d  disabiüties were excludeci 

fkom the mTm8fNe saniple for the CBCL for Ages 2 - 3, and ctiildren with lmown 
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syadromcs or identifieci deveiopmentai dhidities were aiso emhded fiom the chical 

simple used in the developmeat of this measure (Achenbach, EdeIbnx:k, & Howeil, 

1987). The CBCL for Ages 4 - 18 aiso excluded chüdren with developent81 disabilities 

(Achenbach, 1991). The Preschw1 Behavior Questioririaire (PBQ) also archided children 

with developmencal disabilities h m  the onginai standardi2ation sample (Behar & 

Sti@idd, 1974). A later shidy provided some dhbSty and Vatidity data on the use of 

the PBQ with chiidren with deveiopmemal dïsabWes, but these r d  were based on a 

srnail (n=34) p u p  ofchildren ranghg in age h m  tbree to six years (Aman & Rojahn, 

1994). 

The vaiidity oftests for populati011~ otber than those which a test was standarcli7pA 

on ain not be assumed (Kaplan & Sacaizzo, 1993). The validiîy of the Child Behavior 

Checklist m groups of children with c b n i c  physical ilInesses (Perrin, Stein, & h t a r ,  

199 1) and chiken bom pmmimeiy and at a low birth wei* (Spika et al., 1992) has 

k e n  questioned. It bas been suggested that problem behaviour checkiists may be 

capring deveiopmental immatunty rather than behaviouraf disorder in children bom 

premaairely (Spiker et al., 1992). It is possible that problem behaviour checklists that 

exchideci children with developmental ckbilities nom their standardkation process may 

also be measuring some hmaû&y, or another construct reîated to disabdity, d e r  than 

bebaviour problems in childreu with developmental disabWes. 

Otha problem behaviour qyestiomiriires have been developed for use with children 

with developmental disabilities. The Reiss Scaies for Cbildren's Duai Diagnosis (Reiss & 

Valemi-Hein, 1990) were standardkd on a sample o f  chiidren with developmental 
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dhbïMes. Normative iriformation for this insrnunent has ody been provided for cMdren 

aged four and older. As dkmssed above, acMate identification of behgviour problems in 

chiidren younger than the age of four yezirs is needed for the efhtive irnplemdon of 

eady intavention 1t is also notable that noue of the problem behaviour guestiomwfes 

reviewed heze inchrde masures to address parent management strategies, which can have 

considerable impact on child behsviour problans. 

The Parents' Management of CMd Problem Behaviour Questionmk 1 .O 

(PMCPB) is a ne* deveioped iastniment that indudes parenting m e s ,  as weii as 

items intendexi to i d e  behaviour problems in young cfiildren with or at risk for 

devdopmentai dkbikies (Feldrnan & Minnes, 1995). The behaviour items on this 

questiormaire are based on the responses of carepmviders of persans with deveiopmentd 

diddïiies in the Ontario Abanmt Behaviour and Treatment S l w q r  (Atkinson et d, 

1998). Parents are also asked to descxiii their managema stnitegies and rate the 

efkctiveness oftheir stmtegies on the PMCPB (Feldman & Minues, 1995). These parent 

management strategies have the pot& to inform intervention stratepies. That 4 

knowledge of what parents are airrentty using to manage îheir children7s problan 

behaviour, and whaî strategies are effective, may hindice t e c h  strategies should be 

taught to fbdies bving di.fl6culty mamghg th& ctril&en7s behaviour. This 

questionnaire fiils an important gap in the research on behaviour disturbances in chiidren 

with developmentai dkbikies. The PMCPB questiormaire has many potential 

applications beyond the earty idemification of behaviour problems. It may have some 
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utility in monitoring the effectiyeness ofinterventions, such as formal piograms to modify 

cldd behaviow and parent emication programs. NoCrnative data, as wdl as evidence of 

the reüability and validity of this new inseumem murrt be estabiïshed bdon its research 

and cihicai utüay can be detemhd 

The American Psychologid Assoaation (APA; 1985) has piblished a set of 

srandards and aiteria for establishg the &abiüty and V8tiâit.y of  a new inssument. 

Evidence of validity of an inrrtnunem should be presented for the recornmended use or 

intendeci ioferences of the test. AU produres used to obtain samples and the 

characteristics of those samples shodd be describeci when Presentmg reiiabo%ty evidence. 

In addition, when aiudgment proces is used in scoring a test (as it is in the PMCPB) 

evidenœ on the agreement between independent -rings should be presented (American 

Psychologid Association, 1985). 

A &gent test of convergent auci discrrnnnast . . vaiidity uses the muititrait- 

mulfimethod approach (Campbell & Fiike, 1959; Hoge, Megmbir, Khan, & Weatherall, 

1985). In this approach more than one trait and more than one method must be employed 
* 

(Campben & Fisice, 1959). The present investigation strives to address the above 

as weli as to employ independent methods (questionnaire and videotaped 

observations) to evaiuate the properties of the PMCPB Questionnaire. ProperS 

establis& the reliability and validity ofa new questionnaire may require a se&s of 

studies and a munber of years, and this study attempts to report on O* the first phase of 

PMCPB Questionnaire dweioprnent . 



The proposed stucly amied to begin the process of test ddopment by a<amimng 

the d idd i t y  and validity of scores on the Parents' Management of Chiid Roblem 

Behaviour Questionnaire 1 .O, an instnmrent with the potaitial to contribute to our 

knowiedge of behsviour probtems in young children with developmd ddays or 

dkûüïties. The objectives of this reacach were th- to evahiate the properties of the 

PMCPB 1.0 in a -le of presch001ers with or at ri& for d d o p m d  disabitites. As 

this is a new quedormaire, a secondary goal of thip s t d y  was to not ooiy evahiate this 

6rst version of the PMCPB Questionnaire, but also to suggest directions for fùrther 

devdopmmt of this instrument (vexsion 2.0). 

B Ao- 1.0. It was predicted that the problem 

bebaviour score of the PMCPB Questiomiriire wouid have high internai consistency and 

adquate inter-rater relhbility. Comeqgent vaiidity of this mearaire was also evaiuated. It 

was predicted that the mean problem behaviour score of the PMCPB wodd be 

significantly bigMy coTTei8ted with otba mairanes of global and externalizing measures of 

behaviour problaas (Le., Child Behavior CheckList total and extaoaüziag scores, Reiss 

Scates for Chiidfai's Dual Diagnosis total score). In addition, the problem behwiour 

score of the PMCPB Questionnaire would be sigdïcantfy and biBhty wmiated with 

behaviour problems demonstrate- on the vidmtapes. It was eqected that the quality of 

the chiidren's home eLIVifonments wodd be associated with ratings of cbild behaviwr 

problaas. It was thdore predicted that higher scores on meames of the quaiity of the 
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cliild's home ~~ as messrrred by the Calctwd HOME Inventory (Caldwell & 

Bradley, 1984) wodd be reiaîed t o  lower scons on the PMCPB Roblem Behaviow 

Checklist. It waa a h  predided that the PMCPB Problem Behaviour Check& wodd 

demonstrate d i  ' ' t Vajiday. It was that the problem behaviour score of 

the PMCPB would not be SignificanIly corrrlated with intanalimig 
* .  bebaviour pmblems on 

the CBCL d Reiss Scales. 

B E- 1.0. It was preûicted that the mean efkctiveness 

ratings of the PMCPB questionnaire muid have tri& danal consistaicy and adeqiistte 

inîer-rater rebbiby. It was predicted that h@er effictReness ratmgS wodd be relateci to 

lower problem behaviour scores. Efkcheness ratïngs on the PMCPB wodd be 

signincemty negativeiy correlaîed with global and extemalizmg probiem behaviour scores 

on the CBCL and Reiss Scaies d behaviour problems on the PMCPB. It was aiso 

predicted t h  PMCPB &ixtheness scores w d d  be highiy correIated with ratings of the 

quality of the home enviromnent as measured by the Caldpd HOME Inventory (Caldwell 

& Bradiey, 1984). It was predided that &&eness ratings on the PMCPB wodd not be 

sigdicantty correlateci with intanalimig behaviour problems on the CBCL and Reiss 

Scales. 

PR It was predicted that the management 

snategies d e s c r i i  by raters on the PMCPB questiolmaue wodd be reiiably and 

accurately c M e d  by independent codas. Furtfier, the management strategies wodd 

have adequate intra-rater and intermter reliabüity. It was predicted that the management 

strategies endorsed by careproviders on the PMCPB Supplemental Checklist would be 
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signinfnattv correhed with the managemnt strategies demonstrateci on videotapes of the 

primary careprovider and cbild int- m home siaiations. 

M d o d  

Participams w a e  recruited fiom hospicals and commumty agencies in Ontario. 

The majonty of participants in thh shidy were parti ci^ in en on-going study on the 

resiliency and vulnaability ofpreschoolers with or at risL for developmd ddelays to 

behanour problems (Fddman & Minnes, 1995). This Longitudmal study foliowed ckildren 

at risk for developmentai defrtys h ages two to four, and eniployed measmes on a large 

mmiber of child, parent, and farnüy mkbIes. uifant development programs, e d y  

intervention programs, child development programs, cormwnity behaviour management 

savices, child m e n t  fac*tes, chiid outpabient clhicg and a school board in Southern 

and Eastern Ontano were contacted tu id- potential familes. AU fàdies with the 

need in ûntario have the ri@ to access these services. Agencies in large urban -es 

(e-g., Toronto), suburbs (e.g., Richmond Hill), medium-sjzed cities (e-g., Kingston, St . 

Catharines), and small cities and nual sreas (e.g. Chatham) were contacted. 

Those centres that agreed to participate were @en idormafion letters to distribute 

to eligible familes. AU children between the ages of two and tÏve yesrs old who quaHecl 

for eariy Mavention and preschool Setvices for chüdren with or at risL for deveiopmental 

problems pUaiined to participate in the study. Families interested in participating in the 

study or obtainiag more infoxmation bad the option of grantiag the contact person 

paimssion to release th& name and phone mmiba to the researchers, or contacthg the 
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researchers directfy. O f t h o s e ~ e s w h o  were contacted or imtiallyarpressed derest 

in this research, approdeiy .cubsequedy dechxi  participation. 

Wriaen consent was obtained fkom ail parents in the study Wore the inteMew 

began and questionmires were aQnmstaed . . 
(see Appendix A). A copy of the consent 

form was given to parents for thQr records. InterYiews were wnducted in the homes of 

partic@@ familes. The interviews and completion of questionnaires took 

appn,xbate@ two horus. Those faLaüies who consmted to videotaping spent an 

a d d i t i d  forty to sixty minutes b e h g  videotaped in th& homes by the intaviewer. 

It was origmally proposed that d m  wodd be coiiected k m  femües with cMdren 

at ages two, thme, and four years (and older iînecessary to improve sample size). 

Further, the reliability and validiîy of the Parents' Managemenî of Child Problem 

Behaviour Questionnaire 1 .O (PMCPB) would be investigated at these three age levels. A 

d mmber of f'aniilies with chiidrai in the oldest age group (four and five year-olds; 

IF6) pamcipated in the presait investigaiiom hie  to concems about lack of power to 

detect a sigaifjcant e f k t  usmg such a small group, data &om the three year-old goup and 

fiw to f ie  year-old group wae  combined. Participants who did not wmplete the 

PMCPB Questionnaire were excludeci, as this measure was the focus ofthe ment 

investigation. Sample size did vary with questionnaire, as some participants declined 

f i lhg out the occasional questionnaire, or items w i t h  a questionnaire. Due to wncerns 

about power, data were retained for those participants who completed the PMCPB but 

omitted other items or questionmires. An apriori power d y s i s  indicated that at least 80 

to 100 participants would be needed to detect a sipi6~81lt medium-sized cornfation 
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(r=.30; F d  & ErdMda, 1992). The final sample size in the pr*lent shdy was 91. 

The present sample was thedore divided hto two groups accordhg to age. The 

two yearald group consisteci of 54 children (36 boys and 18 girls). The mtan age for tb 

group was 28.4 mOaths (SD = 4.0). The age range for this group was 19 to 35 montbs. 

The three to fhe year-old group consisred of 37 ctritdren (20 boys and 17 girls), with a 

mean age of 44.2 months (SD = 8.2). The age range! for the 3 to 5 year old group was 36 

to 66 months. 

maurm 

) 1.0, The 

fonis of the prisent stuciy was the psychometric propaties of the PMCPB as a research 

tool. questiomiftite is comprisecl of thme sections: a problem behaviour checlciist, a 

check& was added for the purposes ofthe present study. Tbis qudoRlWfe is a 

modifidon ofthe Curent Management Strategies Imrentory used in the Ontario 

Abarant BehavÏour and Treatment Survey (Atkinson et al., 1998). This questionnaire has 

been adapteci for use with parents, ami to inchie bdiavi0u.r item that were reported by 

our checklist. The first section is a problern behaviow checkiist 

. . 
contamuig 42 i tem t h  parents rate on a swai point s d e  (1 = "never a problem", 2 = 

"rarely a problan", 3 = "occasionaiiy a problemn, 4 = "somerimes a problem", 5 = 'tsually 

a problem", 6 = ..fresuently a problem", 7 = "always a problem"). This section yields a 
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total and mean problan behsviour score. Missmg items were mipited accordhg to the 

fonowmg fonmila: 

OveraU mean rathg (across suôjects and item) 

1 For each bviour rated as h e  or 

graiter on the previous check&, the primary caregiver and ZtIlOther sciult Who hows the 

chiid well (a second parent whae possible) was asLed to desaibe what the- do to hade 

the problem behaviour Informants wisa did not rate any behaviours h e  or greater (i.e., 

no problem behaviom) are also asked w k t  daey do to manage child behaviourOUT These 

vabatim desaiptioas were categorized into one of eleven categories of management 

strategies. The eleven nnmiaüy exclusive categories were developed through the use of a 

Q-sort procedure. In a pilot ohidy, a d o m  senipie of 45 parent respomes to the 

PMCPB were sorted into progressiveiy better d h e d  and more q e d ï c  categories by two 

independent niters (graduate students in psychology, knowledgeable regarding treatments 

used with persoas with developmental disabilities). ûver 90% agreement was reached in 

sorting parent management strategies into the finai eleven categories. (Percent agreement 

refers to the mimber of "bits" or agreements divideci by the sum ofthe bits and "misses" 

(disagreements), muitiplied by 100.) These categories are: (1) pirysicai or mechanical 

rearaim; (2) nothmghgnore; (3) t h e  out; (4) positive verbal; ( 5 )  positive physical or 

tangibles (for appropriate or inappropriate behaviour); (6) proactive (i.e., preventative 

strategies); (7) negative verbal; (8) distraction or change location; (9) modeWteaches 

appropriate behaviour (inchdes reasoning and instnictions); (10) corporal punishment; 
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and (1 1) other. For exampie, if an mformaut d e s c r i i  spdcing a child when the child has 

a temper taotnim, their management strategy wouid be cksified as wrporal punishment. 

ûdy the first management straîegy for each bebaviour problem the informant descriibed 

was classifiai by an independeat rater. 23% (481207) of these judgcments wen selected 

m a nonsystemgfic way to risses9 reliability. Agreement with a second independent rata 

on these C ~ ~ O I I S  wa9 85%. Pa~enr  agreezne~lt for individual management strategy 

classifications rangeci h m  50 to 100. For a detaid breakdowu of agreemetlt by 

management strategy, please see Appendix C. 

Cl Efféctivaiess iatmnoriifomntobs wen then asked to nite the e&ctïveness 

of their approaches to the child's behaviour problems on a seva  point scaie (hm 1 = 

"not efkcthe", 4 = "moderatdy &ectivew, to 7 = 'tq effective"). For those nuer~ who 

did not score any behavioufs fÏve or greater (Le., the rater reports no behaviour problems), 

the management straîegiies desa i  were given the highest effecbveness ratmg (7), as 

spaa was not provided on the PMCPB 1.0 for infonnants to provide this i n f o d o a  

ThiP section yields a mean efktiveness ratmg. Informsnts were also asked where they 

leamed about the strategies they use, whether the saategies were recommended and 

evaiuated by a chician as part ofa formal m e n t  program, and whether the child was 

recaving any kind of medication or special diet for the problem bdiaviour. 

S- Chemmts were asked to fiil out a supplwental 

management strategy checklist, &er they had completed d e s c r i i i  their own 

management strategies. The eleven management strategy classifications describeci above 

were pre~eated as possible ways to deal with problem behaviours, and parents were asked 



to indime wbether t h q  ever used each strategy (Yes 1 No). Thu clmidh was a 

suppimimt to the op-ended questions regadhg management sîraîegies in the PMCPB. 

h u g h  respogdents an l h i y  to provide more mformation a d  important quaütative 

inbmaîion when d e d  openeded questions (Sparmw, Bab, & Ciahet& 1984), this 

ritnicrured checkiist was designed to fscitaete wmparisons to be made with the videoîaped 

seaPonschiringthevalidationpn>cess. Eachratawasafsoaskedtomdi~8tewtierherthe 

child's otha rater (a secomd pgnm wtsae possible) used each of the above management 

Stratcgies- Esch rater was then asLed to evahiate the efktbeness of the strategies used 

by the child's other rater (a second parent where possib1e). 

Demographic mrOxmation such as parent &cation leveis and fiumhr 

incorne was collectexi with the FanSly Idbrmafion QuestiOMtILire. Items regarding the 

child's dïsaôility and biah history wae also iachided in this < l u e s t i o ~ -  (Please see 

Appeadix D.) 

e Rehaviwr. The VmeIand Adaptive Behavior Scales (VABS) - S w e y  Form is a 

widely used generai assesanent of adaptive behaviour, d for deterniimng areas of 

streogth aad weakness (Spanow, Balla, & Cicchetti, 1984). The S m e y  Fonn cornains 

297 items that m m  adaptive behaviour m the areas of comnnlnication, d d y  h g  

skilis, m o n ,  and motor sic&. This form is completed through a semi-structureci 

interview with an idiotmant who knows the subject of the assessment well, and through 

informal observations. The VABS is a weli-stcindardized instnunenî, and the manitsrl 

provides normative data on large samples ofhdicapped and nonhandicapped hdivîciuais 

h m  birth to age 18 years, 1 1 months (Sparrow et al., 1 984). Split-half reliability 



coefficients for domah range fiom 0.70 to 0.95. and for the adaptive behaviour 

composite score these &ciems range fiom 0.89 to 0.98. The test-retest reliabiiay 

COefFicients for the S m 9  fonn range f h n  0.8 1 to 0.88. Interrater retiability d c i e n t s  

for the Sumey fonn range h m  0.62 to 0.78 (Spmw et al, 1984). The xnajority of 

VABS S w e y  fonos coinpieteci for this stuây were distrùbuted as questiomaks. 

Objective scoring criteria were developed for the use ofthe VABS as a -ch tool ushg 

. . 
questionnaire admmisbation (see Appendà E). 

The CInteraai0aS.d HO= (Home 

obsavation for hkmrmmt of the EmRrommnt) Imreatory (Caidweit & BTadley, 1984) 

is a reiïable intaview/obsavationaI masure of the quality ofthe home enviromnent and 

mother-child imeractions. The two f o m  ofthis inventory (Jdbt-Toddier and PreschooI) 

used in the present investigation have been shown to have adequate w~~~truct and criterion 

validity for use with children with dkbibies (Bradley, Rock. Caldwell, & Btisby, 1989). 

The majority of  children in the standardizaîicm group used for cornparisons in the present 

shidy had cognitive ddays, and many had d t i p l e  handicaps (Bracüey et al., 1989). This 

imrentory yields several subscale scores (e.g, emotionai and verbal responsivity of parent, 

leamhg stimulation, parent invohremerrt with child) and a total score. Alpha d c i e n t s  

for this version ofthe d e  nmged fiom .50 to .85 for subscale scores, and .89 to 9 2  for 

the total score @ d e y  et aL, 1989). (Please see Appendix F.) 

bservahqpg, Children and th& primary careproviders (usudy mothers) 

were Mdeotaped in four difiérrnb situations. These were playtirne, dt ime,  during a 

cornpliance task (e.g., dressing, cleaniag up), and a distraction condition. The distraction 
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condition involveci engag@ the parent in an actMty (e.g-, f m  out a questionnaire) 

whüe the parent was mananinp the chiid. Each session was approxha-teiy ten mirnites in 

durabion, for a total offorty mirnrtes of videotaped observations. F a d e s  who did not 

wish to be videatsped were sti i i  inviteci to participate in the questionnaire portion of the 

sû~dy. Six fbdies in the two yearoid group and nVe fiundies in the three to nVe year-old 

group decüned participation in the videotaped obServEIfi011~. The videotapes wae coded 

for whether or wt the chüd dispiayed any behaviour problems, and whether any parental 

chüd management strategies were used dunng the emire obsewation period. For purposes 

of  the presem investigation, anaiyses of the four situanom were combined to provide 

maximum opporturiities for parents to display cbild management stnitegies. The List and 

defidi011~ of behaviour problans used to record chiid behaviour were the same as those 

presented in the PMCPB 1 .O Problem Bebaviour Checidist (see Appendix B). The parent 

management strategies s h  on the videotapes were classied into one of eleven 

managernent categories: pirysical or mechanical reswint; n o ~ t p o r e ;  t h e  out; 

positive verb4 positive physicai or tangibles; proactive; nnegative verbal; distraction or 

change location; modeWteaches appropriate behaviour. corporal punishmem; and other. 

These are the same categories used in the supplemental management strategies checküst 

desaibed above. Ifa parent was obsaved to tnig a child in response to a temper tanm>m 

muing the videotaped observation, the strategy would be d e d  as  positive physical or 

tangibles. Pl- see Appendix G for the vida wding fom These class%cations were 

made by a coder who was biind to the management rating on the PMCPB. Inter-rater 

reliabiiity was evduated by an independent rater on 23.8% percent of these judgments. 
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Percent agreement on presarce or absence of behaviow problems over the entire tape was 

lW/o. Percent agreement on preseace or absence of the eleven categories of parental 

management strategies was 9 1% overail. For a detaileci breakdom of agreement by 

individuaf management strategies demonstmted drrrmg videotaped observations, and 

agreement on presence ofbehaviour probiems, please see AppendOr H 

4 - 18 These weil-researched checkiists (Achenbach, 199 1,1992) were 

designed for children aged two years and up, but do not provide separate noms for 

children with developmental disabilities. Children with developmd disabilities were 

excludeci fkom the nonnative sample for the CBCL 2 - 3, and chiIdren with known 

syndromes or i d d e d  developmenîai disaôilities were aiso exchided f?om the climcai 

sample used in the development of this measure (Achenbach et al., 1987). The CBCL 

contains 100 cMd behaviour items in the version normeci on children two and three years 

ofage, and 113 items in the version for chüdren aged four to 18, tbat parents rate as either 

"not tme," "somewhat or sometirnes me," or 'tq tme or o h  truen of their chiid now 

or within the past two months. This questioniiaue ydds a d e r  of scores, including: a 

total behaviow (T) score, a total intanaliziog behaviour O score, a total e x t e  

behaviour (T) score, and total subscaie scores. Syndrome subscales on the CBCL/2-3 are: 

Awious/Depressed, Wrthdrawn, Sleep Roblems, Somatic Problems, Aggressive 

Behavior, and Destructive Behavior (Achenbach, 1992). Syndrome subscales on the 

CBCU4-18 are: Wrthdrawn, Somatic Complaints, AmwuslDepressed, Social Roblans, 
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Thou@ Probiems, Atteution Robiems, Delinqua B e k r ,  and Aggressive Behavior 

(Achenbach, 1991). High inter-rater reliab'î (0.99 for behaviour probiems), and test- 

retest rehbility (0.84 at a 3-momh iotaval) have been demonstrated for this measure 

(Achedach & Edeibrodg 198 1). 

r C m ' s  DusLPiagii9sis. This questionasire was designed 

SpeeiSCany for children with dweiopmentai delays (Reiss & ValdoHein, 1990). Its 

scores can be inIerpreted according to DSM-III-R @ostic cIftQQificafions (Amencan 

PsyctUatric Associatioq 1987). The Reiss Scaies have not been n o d  on cMdren Iess 

than four years of age. Normative data for children beîween the aga of four and 2 1 who 

have developmeutai dkbiüties are available. The normSLfiVe sampie for this measure is 

divided into children younger than 11 years of age (11493 and ctiildren aged 1 1 or oider, 

aud the oumber of young children (e-g., 4 year oids) Uichuied in this s-ie is not 

provided in the manuai (RRSS & Valenti-Hein, 1990). Tkk questiormsiire contains 60 

cMd behaviour items that raters mark as curredy no problem, a problem, or a major 

problem in the child's W. The R h  Scales yield a total score and scores on ten 

psychometric d e s :  Anger/Seif-Controi, Amriety Disorder, Attention-Deficit, 

Autidervasive,  Conduct Disorder, Depression, Pwr SeK-Esteem, Psychosis, 

Somatofom Behavior, and WIttidraWI1/ISOlated (Reiss & Valenti-Hein, IWO). High 

inteniai reliability (0.91) and moderate intenater agreement (averaged 0.46) have been 

previously demonstrateci for the total score of this messure (Reiss & Vaid-Hein, 1994). 



of w- As noted above, the sample was dnided into two 

groups accordmg to age. These two groups did not diEer si@cantiy on most 

demographic mearaneS. Exceptions to îhis statement are noted beiow (see Group 

Daferences). The primary diagnoses of participshng chüdren are s u m m k d  in Table 1 

beiow. These diagnoses wae based on parent report (as told to them by a professonal), 

and independent diagnoses were not obtauled. Each p u p  inciuded cMdren of multiple 

births. The two yeerold group included two sets of twins, one set of îripletq and one set 

ofquadruplets. One set of twins was also inchideci in the thra to fie yeat-oid group. 

The majority of cbiidren in both groups were nrst (35% in two yearald group, 40% in 

three to nVe yesr-old group) or second (37% in two year-old group, 35% in three to h e  

yeardld group) in birth order in th& respective fiindies. The mean length of pregnancy 

for the target chüd in the two yeaf-old group was 34.74 weeks (SR = 5.70; n = 53) with a 

minimum of 24 and nmhum of 42 weeks. In the three to five yeardd group, the rnean 

length of pregnancy was 37.50 wedrs (m = 4.94; n = 34) with a nrinimum of 24 and a 

maximum of 42 weeks. 



Table 1 

Diagnosis 2 year-old Group (%) 3 to 5 year-old Group (%) 

M d  Retardation (non-specific) 

Learrimg Disabdity 

Down Syndrome 

Cerebral Pdsy 

Spina Binda 

Epilepsy 

Brain damage (wngemtal) 

Autism 

Fetal Alcohol syndrome 

Mer or@clgenetic syndrome 

ûther condition (e-g., premahirity, 

ianguage delay) 

No fond diagnosis I Diagnosis unlrnown 
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Two rneasures were used to assess the extent of dwelopmental de@ of the 

participants in the sarnple. Fdy, parents reported the extent of their child's delay, as 

told to them by a professional (see Table 2). Secondy, the S w e y  Fonn of the Vieland 

Adapave Behavior Scaies was coqleteci by parents of the participants. The mean 

Adaptive Behavior Composite standard score (mean = 100, S D  = 15) o f  the two year-old 

group was 73.2 (SD = 10.8; n = 46). The mean Adaptive Behavior Composite standard 

score of the three to five year-old group was 68.8 (SD = 20.5; n = 35). These scores were 

s i g d i d y  lower than the mean standard score of the standardhion group (t(45) = 

- 16 -67, E.05; t(34) = -8.88, < -05). Supplementary n o m  for specid populations are 

included in the VABS manual, but no cfiildren younger than six years ofage are included 

in tfiese n o m  (Sparrow et al., 1984). This prevented cornparison ofthe performance of 

the present sanrple with a simiiar popdation on tliis measure. 



Extent of delay 2 year-old Group (%) 3 to 5 year-old Group (%) 

No delsy 

Bordedine 

Mild 

Moderate 

Severe 

Profound 

Unknown 
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Children in the two year-old group had a meau total T score on the Child Bebavior 

Checkkt for Ages 2 - 3 of 50.41 (-12.74)- 20.% of the children in tbk age group 

scored above the bordedine and clinid cutoffi for this memue. The mean imanaliziBg 

d exîenializing T scores for th group on the CBCL were 48.65 (-13.00) and 48.64 

(-12.22), respectiveiy. On the intemalizing de, 17.0% ofthis group scored above 

the borderline and crimcaf adoff p o h  On the adanalizmg de, 22.6% of this group 

scored above the borderiine and ciimcai cutofi. The mean score for the two year-oId 

group on the Reiss total z-score was -0.68 (m.48). None of the chikiren in this group 

scored above the clinid cutoff on the totai score for the Reiss Scales for ChiIdren's Dual 

Dkgnosis. The standardhion group for this measure did not inchide children of tbîs age. 

Chiidren in the three to five year-old group had a mean totd T score on the Chüd 

Bebavior Checklist for Ages 2 - 3 of 53.00 (Sp-11.94, n=30). 33.3% ofthe childrenin 

this age group scoced above the borderiine and clinicai cutoffk for this m m .  The mean 

intenializing and extemaiizing T scores for thk group on the CBCL for Ages 2 - 3 were 

5 1.27 (sP.12.07) and 51.27 (-1 1.74). respectively. On the intemaiking d e ,  30.W 

of& group scoreci above the bordedine and clinid aitoff points. On the SdemaliPng 

scaie, 26.7% of this group scored above the borderliise and climcal cutofE. There were a 

small n t d w  of chiidrem (n=6) in this group for whom the Chüd Behaviour Checkiist for 

Ages 4 - 18 was used. The mean total T score for this group was 53.29 (m.70). The 

mean internalizing and e x t e r d h g  T scores for thk group were 47.5 7 (m. 50) and 

48.57 (SP;9.03), respectively. In this d group, none of the children scored above the 

bordedine and ciinical cutofB for the intanaliEng and extanalizing behaviour T scores, 
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and one child (14.3%) was rated above the bordedine cutoff on the total T score- The 

meaa score for the three to f i e  yem-old group on the Reiss Scales for Children's hial 

Dkguosis totai z score was -0.35 ( e . 6 5 ) .  ûnly 8.3% of the cMdren in this group 

scored above the ciinicai artoff on the total Reiss score. Most of the children in this group 

were younger tban ciiildren in the standardkation group. The mean total RasS z-score for 

those childrai who were represerited in the standardization group was 4.28 ( e . 2 3 ,  

n=6)- 

. . of 

The majority of fiundies in both groups had annuai incornes equal to or greater 

than $30 000 (73 -2% in the two year-old group, n = 48; 73.3% in the three to five year- 

old group, n = 30). The median aimual income level in the two year-old group was 

$45 000 to $49 999, and in the three to five year-old group it was $4û 000 to $44 999. 

The majority of fhthers in both groups worked fiill-time (84.6% in the two year-old group, 

n=53; 83.3% in the three to five year-old group, n=36). In the two year-old group 32.1% 

(n=53) of mothers worked full-time. In the three to five year-old group 27.00/0 (n=37) of 

mothers worked fidi-the. The majority of parents in both groups were d e d  or living 

together (88.7% in the two year-old group, n = 53; 9 1 .Ph in the three to five year-old 

group; n = 37). Three or fewer chitdren were lMng in the majority of the pdcipating 

homes (88.9% in the two year-oId group, 94.6% in the three to five year-old group). In 

both groups, the rnajority of faniiles owned their own homes (75.6% in two year-old 

group, 7 3 . W  in three to five year-old group). The mean totai z-score on the Caldweii 

HOME Inventory, Mht-Toddler Venion for the two year-Id group was 1 .û6 ( e . 8 5 ,  
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d l ) ,  and for the three to f ie  yetu-old group was 1.05 (m.68, n=23). The Preschwl 

Version of the Caldweii HOME Inventory was appropriate for a srnail numba (n*) of 

children, and the mean total z-score for this group wao .72 ( e . 9 0 ) .  

The primary caregker was the informant in dl cases. In the two year-old group, 

53 of these informarrts i d d e d  herseif as the child's mother, and 1 Sonnant id&ed 

himseif as the chilci's Merer In the three to five year-old group, aii 37 informants 

i d d e d  themselves as the chiid's motha. The mean age of mothm in the two year-old 

group was 34.1 years (SR = 6.4, n = 53), and W.2% (n = 38) had whieved a coilege 

diploma or a higher lwel of educatioa. In the three to five year-old group, mothers had a 

meen age of 35.3 years (m = 6.0), and 65.7% (a = 35) had achieved a college diploma or 

higher 1-1 of education. The mean age of fathers in the two year-old group was 35.5 

years (Sn = 6.7)- and 37.3 years (m = 7.2; n = 35) in the three to f i e  ym-old group. 

The majority of fathers in both groups had also achieved a wllege diploma or higher level 

of educaton (79.W in the two year-old group, n = 38; 57.2% in the three to five year-old 

group, n = 28). 

Unkariate normality was a d  for the major reliabdity and validay rneasures by 

an s<amination of single-variable histograrns, and by dMding S k m e s s  by the Standard 

Error of Skewness, and Kurtosis by the Standard E m r  of Kurtosis. If each of these 

values is l es  than the absolute value of 3, skew and kurtosis are not such thaî they violate 

n o d t y  (Tabachnick & Fidell, 1989). Skew and kurtosis values for all major reiiability 

m m e s ,  by group, are reported in Table 1 of AppendEc 1. 



As Tabie 1 in Appendix I indiaes, most of the major reliabitity and validiity 

measures were posinveiy skewed. The total z-scores for the HOME Inventory wae 

negatbeiy skewed. PMCPB total scores (ratings of the primasr caregiver) were 

nomahxi by applying T scores (mean = 50, standard deviation = 10) accordhg to the 

p e r d e  of the raw score (see Achenbach, 1991, 1992). Tables for conversion of 

PMCPB total scores to T scores foi both groups are pr-ed in Appenda J. N d  

loganthraic traasformations (base e) were appLied to the CBCL for Ages 2 -3 total, 

internalizing, and externali9ng T scores, Reiss total z-scores, and VABS composite 

standard scores to approxïmate nomial distributions. S k m e s s  in the Reiss subscaie 

scores and HOME Imrentory total scores was likeiy due to hsdkient variance. These 

scores were not traasfomed. Noqarametnc statistics (Sperirman rank correlabons) were 

used when the normaiity assumption was violate4 and the scores wdd not be adequately 

traosformied. This was the case wi?h four measmes: the Reiss subscde z-scores (Anxiety 

Disorder, Poor SeKEsteem, and W~thdrawn) and the total z-score of the HOME 

hventory. 

Phi coefficients were used to evaiuate the reiiab'ity of management strateses. 

The phi coefficient is appropriate in cases where the item and criterion variables are scored 

dichotomously (Ferguson & Takane, 1989). Phi will be amfiaally restricted when the 

proportions in the two dichotomies are not equal (Crocker & Algïna, 1986). The 

proportions o f  raters who reportad the use of Mereut management strategies on the 

PMCPB, and those who endorsed the use of different management strategies on the 

PMCPB supplementd questionnaire are reportai in Table 2 of Appendix 1. These values 
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d be used to wahiate the imra-rater reliability of the management strategies reporteci on 

the PMCPB Questionnaire. Similsrty, proportions of primary informanf~ who endorsed 

the use ofthe different managemeut strategies, and the corresponding proportions of 

second raters who reported the first idorxnanis' use ofthe management strategies, are 

reported in Table 3 of Appendix 1. The dichotowwis variable of presence or absence of 

the managernent strategies as seen during videotaped obsematious were aiso used. Table 

4 of Appendix I disphys the proportions of endorsement of these classifications, and the 

proportions of management sîrategies endorsed by the primary informant on the PMCPB 

Supplememal Questionnaire. As Tables 2 through 4 of Appendk I indicate, the 

proportions in the two dichotomies in each table are generaUy diffèrent. It should also be 

noted that Phi &cients were attenuated when the proportion of endorsanent was very 

e e a t  nom SO, beçaiise c o ~ o n s  will be d&ed when there are vay m e n  splits 

in dicbtomous variables (Tabachnick & Fide4 1989). The phi d c i e n t s  and kappa 

for these measmes were therefore artificiaUy restricted, except for those measures which 

have been set in bold typeface. 

To assess the assumption ofhearity betwem the target variable and measures of 

reiiabilhy and validity, bivariate scatter plots of each pair of variables were examiaed. 

These scatter plots confirmed the presence of linearity and d e d  out the presmce ofother 

trends (e-g., curvilùiear) in the rekionships in most cases. In some Scatter plots no 

relarionship between the variables was seen, and a curvilinw relabonship betweai the 

PMCPB total T score and the Reiss Amiety Disorder subscale z-score was seen. This 

reiationship was likely the r d t  of the low variab'ï of the Reiss anxiety scores, and the 
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ffa that the PMCPB total score was trandormed h o  a no* distributed variable. As 

stsited above, a S m  rank correlation was used with the Rass Amciety Disorder 

z-subscale score, as the assumptions for a Pearson correlation were not met. 

The Booferrom correction (Stevens, 19%) was applied to ali pianned statisticai 

tests (see Predictions above). This Bonfèx~oni correction r d t e d  in a si@mce level of 

-005 required for signikance at the .O5 tevel d e r  the correction. Missing item on 

pmblem behaviour checklists were de& with by replaaag the misshg vahie with the 

participant's mean item rating for that rneasure. 

As the groups were created on the basis of age, the mean age of the two groups 

was s i g n i f i e  differat (i(89) = - 12.14, p c.05). The two groups did not ciiffer on the 

proportion of boys and girls in the groups. They aiso did not differ on the extent of the 

child's delay (accordhg to parent report) or the Adaptive Behavior Composite standard 

score of the Vieiand Adaptive Behavior Scales - Survey form. The groups were not 

si@cantiy mirent on age of mothers, age of Mers ,  the total z-score ofthe Caldwell 

HOME hventory, hfh-Toddler Version, or annuai famiy incorne. 

of Q&i P r o b b  The thme to 

h e  year-old group did not score s igmfidy differedy on the PMCPB total T score than 

the two year-old group (t(89) = .08, = 93).  The total T score for the two year-old 

group was 50.04 (-SZ), and the total T score for the three to five year-old group was 

49.87 ( B . 5 0 ) .  No sex ciifkences were found for thk measure. The meen number of 

problem behaviours (ratexi 5 or higher on a 7-point scale) for the two year-oId group was 
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2.76 (-3 .go), and for the three to fie yw-oId group the mean was 4.43 (SP.4.34). 

The mean nuxnber of problem behaviours reported for these two grwps was not 

signincantly different (l(89)=- 1 .W, r . 0 2 9 ,  not signifiant &er Bonferroni correction). 

The most commonty reporteci behaviour problems (rateci 5 or higher on a 7-point scale) in 

the two year-oid group were: Eating (24%)- Sleeping (17??), Transitions (lPA), 

Oppositional (1 5%)- and Toileting (1 5%)). The most commody reporteci behaviour 

problems in the thne to nVe year-old group were: Toilethg (32%)- Transitions (29%)- 

Eatmg (ZPh), Temper Tamnuas (22%)- Payiag Attention (22%)- and Sleeping (22%). 

r C m .  The two groups did not di&?r si@dy on the total T 

score, externalipng T score- or Unemaliziag T score of the Child Behavior Checkiist for 

Ages 2 - 3. Table 3 demonstrates the meam of the CBCL subscale T scores across the 

two groups. This table reports the means for those participants for whom the 2 to 3 year- 

old version of the CBCL was used and for whom the 4 -1 8 year old version separately. 

The scores fiom oider participants (n=6) were exchideci f?om futher analyses, as the 

CBCL version for older children (ages 4 to 18) is comprised of a different nmber and 

type of subscale scores than the 2 - 3 version, and ody a s m d  number of children in the 

older age group participateci in the present study. The means of the subscale T scores 

were not signrficantty Mirent between the two groups. These scores were, however, 

s i g n i f i w  higher than the standardiriltion sample where indicated with an asterisk 



Table 3 

1991- 1992) - 
AmeoUS(DepreSSed 

Aggressive 

Sleep Problems 

Destructive Behaviour 

wrthdrawn 

Somatic Problems 

Delinquent Behaviour 

Socid Problems 

A t t d o n  Probiems 

Thou@ Problems 
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The group differences on this measure 

of child problem behaviom supported the division of the sample into two groups. The 

groups scored sigdicady diffkrentry on the Reiss Scales total z-score (t(82) = -2.71, p < 

.OS), such that the mean for the two year-old group = -.68) was sigi.ficantly Iowa 

than the mean for the three to five year-oid group @4 = -.35). Meaos and standard 

deviatioas on the Rass Subscaie z-scores are dispiayed in Table 4. An astezisk in Table 4 

indicates that the two ye8fi)ld group and three to nVe year-old group were significantly 

différent (p<.05). 
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Table 4 

Mean for Mean for 

2 y=-olds (Se) 3 - 5 yeari)lds (SP) 

Wrthdrawn 

Attention Deficit 

Psychosis 

Somatoform Behavior 

Autism/Pervasive 

Poor Self-Esteem 

Conduct Disorder 

Depression 

Anger/SelfXontml 

Amriety Disorder 

* = groups are signifïcantly Mirent at @<.O5 (Bonferroni correction not applied). 



Predicted and observed correiations between aü major meatmes and the PMCPB 

total T score on the problem behaviour checkiist uui be found in Table 5 .  The Bonferrom 

correction (Stevens, 1996) was appIied to the rehbiiity and validity of the PMCPB 

problem behaviour checklist and mean &eCtiveness swres. Asterisks in Tables 5 and 6 

indicate sisnific8nce der  this correction 

C- of t h e ' s  Pro- 

Checklist. Alpha d c i e n t s  according to Cronbach's (195 1) methoci were computed for 

the two groups separately. For the PMCPB total T score in the two year-old group, an 

alpha coefficient of .916 was obtained. For the PMCPB total T score in the three to five 

year-old group, and alpha coefficient of -908 was obtained. Atthough there is no cutoff 

value for acceptable alpha (Schmitt, 19%)- these d u e s  indicate that in these samples, at 

least Wh of the total score variance is due to me score variance (Crocker & Algina, 

1986). 

. .. e r - r a t e r  PofthePR Probl Agreement 

between two raters ( d y  mother and Mer) of chiidren's behaviour on the total T 

score was modemtely tiigh (~.582,0<.05, n q 4 )  for the two yearald group, and high 

(r.823,  p<.O5, ~ 2 6 )  for the three to f i e  year-old group. Similariy, two raters identifieci 

the number of problem bebaviom (rated 5 or higher on a 7 point scale) with moderately 

high reliability (r.604, p<.05, n-14) in the two year-old group, and high reliability 

( r . 9  18, gK.05, n=26) in the three to f i e  year-old group. Mer-rater reliability of 

individual items was not d u a t e d  in the present investigation, aud is not typically 



ealcuhted for questionnaires similar to the PMCPB (e-g., CBCL for Ages 2 - 3; 

Acheabach, 1992). 

. - onvgoms V&&y of the PMCPF3 T o m  Score The total T 

score fkom the PMCPB was correfated with otber m m e s  of p r o b l d c  child 

behaviour to dete& whether the PMCPB had convergent validity. As predicted. total 

PMCPB T scores in the two year-old group wen SiBnificautiy positnrely correlateci with 

the totai (r.642, 0 < . 0 5 , ~ 5 4 )  and mernalipng ( ~ 5 6 0 ,  9<.05,n--54) T scores of the 

Child Behavior Checklist for Ages 2 - 3, and the total score of the Re& Scales for 

Children ( ~ . 4 2 4 ,  p<. OS, n=42). Siniilaity, total PMCPB T scores in the three to five year- 

old p u p  were s i g d i d y  correlsted with the total (p.864, F.05, n=30) and 

externaliPng (r.863, F.05, ~ 3 0 )  T scores of the Chiid Behavior Checklist for Ages 2 - 

3, and the total tscore on the Reiss Scaies for Children (r.764, p.05, n=34). These 

correlations for the older group were also of the predicted magnihide (Le., high positive 

correiatioos). 

It was predicted that there wodd be a negatve correlation between problem 

behaviours as  measured by the PMCPB totai T score and quaiity of home environments as 

measured by the Caldwell HOME Inventory. This predicted correlation was not found to 

be significant a f k  the Bonfêrroni correction in the three to f i e  year-old group, and not 

sigdicant or in the predicted direction in the two year-old group. 

The total T score on the PMCPB was evaluated in terms of child behaviour 

problems as demonstrateci durhg videotaped observations Videotaped observations were 

coded for 71% ofthe two year-old group (of those fàndies who consented to 
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videotaping) and 66% of the three to five year-old group (ofthose who consented to 

videofaping). The videotapes codeci for this investigation were not selected in a 

system8fic way. (The PMCPB total T and CBCL total T scores for those subjects 

inchideci in video codmg and those not coded were not s i @ a d y  ciiffixent for both age 

groups.) The maj~rity of children in both age groups demonstrateci same fom of 

bebaviour problem during the 40 to 60 amnite observation period (85.7% for two year-old 

group; 80.9% for three to fÏve year-old group). The point bisaial correlation between the 

p m c e  or aôsence of behavim problems during videotaped obwat iom and the 

PMCPB total T score in the two year-old group was not significant (F-06). This 

correlation was also not sipüicant in the three to £ive year-old group (197). 

Totalpro- S- Four 

. . .  
rneslarres were originally proposed for use as discnnmiant vaiidity measUres. It was 

predicted that the total score of the PMCPB would not be related to intemaliPng 

behaviour problems, as ody a small proportion of the behaviour items on this measure 

(6/42) seemed to correspond to items on other intemabing scales (e.g., CBCL 

interdimg). The CBCL for Ages 2 - 3 intanaliziog T score, Reiss poor selfesteem z- 

score, Reiss ami* disorder z-score, and Rass withdrawn z-score were proposed as 

. . .  
dwrmmiant reliability measures. As noted above, the Reiss subscale z-scores were not 

nonnatly disrributed. Speannan rank correlations were thedore used with these meaSuTes 

instead of Pearson correlations- 

In both groups, the CBCL for Agw 2 - 3 intanalipng T score was sigaincantiy 

rehed to both the total CBCL T score (r.890, p<.05, n=54; r -8%,  p<.OS. n=37), and 



the externaliPng CBCL T seore (r.70 1, fi.05, ~ 5 4 ;  p.760, F.05, n=37). In 

retrospect, @en the high degne of relatedaess betweni the iatanalipng and extenralizing 

umsures on the CBCL, the CBCL intanalizing score was not an appropriate measme to 

O . .  use to demonstrate discnmonam vaiidity of the PMCPB total probiem bebaviour score. 

The CBCL intemdhhg T score was also found to be comîated with the CBCL total and 

adaaalipng T scores in the standardizaîion sample for t h  mecisure (Acheabach, 1991). 

Correlations between the PMCPB total T score anci the four proposeci me8SUTeS of 

. . .  
disammiant validity are shown in Table 5. These comlatiotls were not wnsistently in the 

predicted direaion Counter to onginai predictions, the PMCPB total T score was 

si@cantly positively cornlateci with the CBCL intanalLing T score in both the two 

year-old (r.487, F.05) and three to five year-oId (r.767, ~ . 0 5 )  groups. The Reiss 

withdrawn subscde wes also positiveiy correked with the PMCPB total T score in the 

two y e a r ~ l d  group. The Reiss poor seff-esteem subscale was aiso siguificantly correkîed 

with the PMCPB total T score in the two year-old group. Concordant with predictions 

O . .  d e r n o d g  some dwxumnant validity were the low correlations between the PMCPB 

total T score and Reiss poor d-esteem and withdrawn subscaie z-scores in the three to 

five year-old group, and the Reiss anrriety disurder subscale z-score in both groups. 
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Table 5 

Measure 2 year-old group 3 to 5 year-old group 

Predicted Observecl Predicted Observed 

PMCPB total 

(with other rater) 

Vmeiand 

CBCL total 

CBCL i n t a  

CBCL mernalipng 

Reiss total 

Reiss poor self- 

esteem 

Reiss &ety 

Reiss withdrawn 

HOME total 

? 

high +ve 

low 

high hre 

high +ve 

low 

low 

low 

hi& -ve 

? 

high +ve 

low 

high +ve 

kgh +ve 

low 

low 

low 

high -ve 

* = signincant at pc.05, afta Bonferroni correction. 



f .O, 

Predicted and observed co~elatioos between di major measures and PMCPB 

mean effectiveness ratings can be found in Table 6. 

Priniary careproviders were asked to give a description of what strat@es they 

used to handle th& child's problan behaviouf (scoreci 5 or hi* on the problem 

behaviour checklist), and then rate the &&eness of the stmtegy thy provideci on a 

d e  fiom 1 to 7 (anchors l=wt effective, 4=ïnodefately effective, 7-ery e f f i e ) .  The 

mean efktiweness rating for the two year-old group was 5.30 ( S I  -44; a), and the 

mean ef&dveness rating for the thne to five year-old group was 4.78 (-1 -42; it=3 1). 

The Merence between the two groups on this rneasure was not siBmfi~8nf (@8)=1.42, 

r .08) .  

for this measure was caladatecl by w r r e b g  the mean effectiveness rating kom the 

0rigi.d PMCPB questionnaire with the rating of the primary careproviders' &&mess 

in maaaging chiid problem behaviour, as judged by a second rater who hows the child 

wedi (in most cases a second pareut or another adult king in the home with the child). 

The inter-rater reLiabiiity for this measure for the two year-old group was Ui the scpected 

dinaion, but was not siBnifi~811~ (r.367, p=.108, n=13). Interiater retiability ofthe 

efféctiveness ratings for the three to f i e  year-old group was not in the predicted direction 

(F-297, r.070, ~ 2 6 ) .  

PMCPB -effet II t a s  scpeded that higher 

m a n  effectivaess ratings would be associateci with a lower hcpency and severity of 



child problan behaviours. As can be seen in Table 6, this meame was signincantly 

r d e d  to problem behaviom as meciiaired by the PMCPB Problem Behaviour Checklist 

in the older group, but not in the younger group. The mean effêctÏveness ratings were 

also not sigdicantly related to problem bebaviours as measured by the CBCL and Reiss 

S d e s  for the younger group. Signincant negatRe correlations h e m  &eCtiveness 

ratmgs and the CBCL totai and externalimig T scores, and the Reiss total 2-score were 

found in the older group. It was predicted that higher mean &&enes ratiags wodd be 

rdated to higher ratings of the quaMy of the home environmenî, as measured by the 

Calciweii HOME Iwemory. However, the expected correlations between the mean 

&&mess scores and the HOME Inventoiy were not found. 
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Table 6 

bsenred C-em PWPB 

- - 

Megsure 2 year-old group 3 to 5 year-old group 

Predicted Observed Predided Observeci 

Mean effectiveness 

(with 0th- rater) 

PMCPB total T 

CBCL total 

CBCL internalizing 

CBCL e x t w  

Reiss total 

Reiss poor self 

esteern 

Reissamiety 

Reiss Withdrawn 

HOME total 

high +ve 

bgh -ve 

in& -ve 

low 

high -ve 

high -ve 

low 

low 

low 

hi@ +ve 

high +ve 

hi@ -ve 

big,& ove 

low 

high -ve 

high -ve 

low 

low 

low 

high +ve 



Management strategies were reiiabiy classified by two independent raters (85% 

o v d  agreement). The fiequency, percent of  respondents report@ each of the various 

management strptegies, and the mean &ectiveness raîing of the management strategies are 

s h o w  in Tables 7 and 8 in descendhg order of fiequency. Frequency in these tables 

refers to the mimba of times this strategy was reporîed. As Table 7 danonstfates, 

Positive Verbal, Distradion/Change Location, and Positive Physical or Taagiiles were the 

three strategies rated most effective in the two year-old group. PhysicaVMechaaicai 

Ebba& T i e  Out and Negative Verbal strategies received the tbree lowest effectiyeness 

ratings. As Table 8 demonstrates, the three strategies rated most efféctive in the three to 

five yearsld group were Positive Physicaf/Taugibles, DUtraaiodChange Location, and 

ModeldTeaches Appropriate Behaviour. Positive Verbal, Otha slrategies (e.g., 

prescription medication), and Nothùigngnore received the three lowest e f f i e n e s s  

ratings in the older group. it should be note. that those strategies identifid as Positive 

PhysicaYTangibks were in response to inappropriate behaviour (e.g., rewarding 

inappropriate behawiour like a ternper tantmm with a tangible reward like dowing the 

child to watch teleYiSion) in 89% of cases. The Positive Physical or Tangibles strategies 

were not coded separaîeiy in response to appropriate or inappropriate behaviour, in order 

to facilitae cornparisons with the PMCPB Supplemental ChecW.  



Two vear-sfds, 

Nothmglrgnore 

Proactive 

ModelslTeaches appropriate 

Positive Verbal 

- m e g y  

N w e  V d  

Positive PhysicaUTangibIes 

PhysicaVMechanical Restrairrt 

DistractionlChange Location 

Time Out 

Corporal Punishment 
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Table 8 

ModeWhaches appropriate 

Nothinglrgnore 

Proactive 

Positive Verbal 

Negative Vabal 

Tiie Out 

Distraction/Change Location 

ûther strategy 

Positive PhysicaVTangibles 

PhysicaVMecllanical Restraim 

Corporal Punishment 



The mem 

mimba ofdifferent management strategies provided by idioormants in the two year-otd 

group was 1-80 (-1 -04, M), and the mean numba in the three to f i e  year-old group 

was 2.90 -1.51, n=31). A si@cady greater mimba of strategies anis reporteci by 

infomants in the older group ( ~ ( 6 9 p 3 . 6 3 ,  F . 0 5 ) .  Id0nnan.t~ were asiced to provide 

management sltategies for those behaviours rated 5 or higher on the PMCPB problem 

behaviow checklist. 

The mean m>mber of diftkrent management stratepies provided was signiscantly 

r&ed to measmes of cMd problem behaviour. In the two yearold group, the mimber of 

management strategies was positively reked to: the PMCPB total T score ( ~ . 5 5 5 ,  

p<.05), the CBCL total T score e . 4 8 5 ,  p<.05), the CBCL externalinng T score e . 4 3 9 ,  

p<.M), aml the CBCL T imanaliPng score (r.468, p.05). In the three to five year-old 

group, the number of maqement sbategies was also positively relateci to: the PMCPB 

total T score (~ .522,0<.05) ,  the CBCL total T swre (r.586, p<.05), the CBCL 

extemalking T seore (~ .450,  pc.05), and the CBCL intanaliPng T score ( ~ . 4 9 2 ,  

~<.05).  Al1 above correlations are positive, indicating that the greater the mmber of 

diffaem management strategies provided by the informant, the greater the de- ofchild 

problem behaviour. The munber of different management strategies was not significady 

correlateci with mean ef5dveness ratings in the two yezu-old group ( ~ . 0 3 ) ,  but were 

signincaaily correhed in the three to five year-old group (r--3 8, p(. 05). This negative 

correlation indicates thai the greater the number of diffèmt managanent strategies 

ùiformants reported, the lower th& mean effectiveness rating. It should be noted that 
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because of the way data were coilected, a higher number of behaviom above the PMCPB 

cutoff results in more opportunities for mfomiants to provide management strategies aad 

& d e n e s  rathgs. 

A form of intra-rater reliabiiity of 

the management saategies was eV8h18ted. The management strategies that primary 

infomiams' provideci in the op-eaded fonnat of the original PMCPB 1 .O questionnaire 

were cIassi6ed into one ofeleven categories according to the procedure descriibed in the 

above Me8su~es section These management stratepies were then correlated with the 

prEary inf0nnants7 ratmgs on the supplemental management strategy checklist. As 

indicated in the above section of Testing Appropriate Assumptions, assuniptions for the 

phi d c i e n t  and kappa statistic were ody met for the management shategy 

Nottnng/Ignore. Table 9 presems percent agreement, phi, d kappa for this form of 

intra-rater rekbility. ûverall percent agreement between the primary infomiams' 

strategis on the PMCPB and the Supplmentai Checklist was 32.5% (range 8% to 71%) 

in the two year-old group, and 43.6% (range 22% to 7PA) in the three to five yw-oLd 

group. It should be noted that meassres of percent agreement do aot take into account 

chance agreement. As Table 9 demonstrates, the phi coefficients for both age groups for 

this fum of intra-rater reüability of Nothing/Ignore were si@cant at the .O5 Ievel. The 

values of kappa were, however7 reiativefy Iow. 



Table 9 

Management Seategy 2 year-old group 3 to 5 year-old group 

% agree Phi Kappa % agree Phi Kappa 

PhysicaVMechanical Restraint 

Nothhdlgnon 

T i e  Out 

Positive Verbal 

Positive PhysicaYTangibles 

Proacbve 

Negative Verbal 

Distraction/Chauge Location 

Modeld'ïeaches Appropriate 

Corporai Punishment 

* = signincant at E.05, der Bonferroni correction 

- = muid not be computed because of empty cell values. 

Note: Bold typeface indicates 8~~~111ptioas have been met. 



o f m n n a n e m m t  Mer-rater reliabiiity of the 

management strategies was evduated by correlating the primary informant's ratings on the 

supplanental checklist with the second iaformanf's evaiuafion of which strategies the 

primary informant uses. As indicated in the above d o n  of Testing Appropriate 

Assumptiom, assumptions for the phi coefficient and kappa statktic were met for only 

four of the 10 management strategies: PhysicaVMechanid Restrainf Nothi@gnore, 

Tune Ouf and Corporal Punishrnent. Inter-rater percent agreement of the management 

strategies show in Table 10 are genedy high. Percent agreement in the two year-old 

group mged f?om 52 to 1Wh, with an average of87.4%. In the t h e  to five year-old 

group average percent agreement was 87.2% (range 74 to LW?). As Table 10 indicates, 

the inter-rater reliabitity @hi dcîexxt) was siBmficant for both age gmups on 

PhysicaVMechanid Restraim, Tme Out. and Corporal Rrnishment strategies. Kappas, 

however, were generally Iow. The kappa Statistics for the reliabiiity of Restrah in the 

yomger group and T h e  Out in the older group were at accqtabIe leveis. 



Table 10 

0f-s- 

Management Strategy 2 year-old group 3 to 5 year-old group 

% agree Phi Kappa % agree Phi Kappa 

PhysicriUMechrnid Rutraint 

NothinglIgnore 

T i e  Out 

Positive Verbal 

Positive Physicalfïangibies 

Proactive 

Negative Vabal 

Distraction/Change Location 

Modeldhches Appropriate 

Corporril Punishment 

* = signifiaun at pC.05, der Bonferroni correctioa. 

- = couid wt be cornputeci due to empty c d  values. 

Note: Bold -ce indicates assumptions have beai met. 



The primary informants' ratings on the 

s u p p l e m d  management stratepies checklist were aiso validated with the management 

stratepies dernonstrateci during the videotaped o b ~ o m .  The management stratepies 

dexnonstrated during the videotaped observatio~s were classidieci h o  the same categories 

that were used on the supplernental checklist. If the child did not display any behaviour 

problems on the videotape, the data were exchideci from the foiiowing analyses. This 

r d t e d  in the exc1usion of f i e  videotapes in the younger group and four videotapes in 

the older group. In this way, we selected for the o p p o h t y  for infamants to display 

management strategies. Average percent agreement in Table 1 1 for the two year-old 

group was 65.5% (range 32 to 95%). Average percent agreement in Table 1 1 for the 

tbree to fwe year-old group was 58.4% (range 22 to 94%). As indicated in the above 

d o n  of Testing Appropriate Assuniptions, assumptions for the phi codlicient and 

kappa statktic were met for NothinB/rgnore in both age groups, and DistractiodChange 

Location for the t h e  to five year-old group. As Table 1 1 demooseates. the phi 

coefficients for the comlatious between these management strategies as demonstrateci 

during videataped observatious and those endorsed on the Supplemental Checklist were 

generaliy not sigdiu~n. The Kappa statistics for these relationsbips also indiasteci low 

agreement fier takhg chance agreement into account. 



Table 11 

2 year-old group 3 to 5 year-old group 

%apree Phi Kappa % agree Phi Kappa 

PhysicaVMectianid Restraint 

Nothing/Ipore 

Tirne Chiî 

Positive Verbal 

Positive PhysicaVTangiiles 

Proactive 

Negaiive Verbal 

DistraetiodChange Location 

ModelslTeacIies Appropriate 

Corporai Ruiishment 

-- - muid not be computed beuuise of empty c d  values. 

Note: Bold typeface indicates assumptions bave been met. 



B OUegtiQMaire P r m  200,  

b-ur C m  2.0. In preparation for the nad phase in the 

development of the PMCPB Questionnaire, a ofimprovements on the exkth.g 42- 

item probiem behaviour checklist may be suggested. Low variability in the total problem 

W v i o u r  score of the PMCPB 1 .O necessitaîed the cornersion of total raw scores to T 

scores. Wbile this conversion normalized the distri'bution of total problem behaviour 

scores, it shouid not be considerd the most optimal sohition to the problem of low 

variability at this eaxiy stage of test development. To sssess the adequacy of individiial 

items, the proporîion of idormants responding 1 (never a problem) or 2 (rarely a problem) 

to the origmal test items (P) are presented in Table 12. For the purposes of the preseot 

investigation, if the proportion ofiriformant~ responding 1 or 2 to an item (P) exceeded 

-80, this item was judged to have low variabüity in the preseut sample. 0th- criteria that 

should be kept in mind for seieciing items are the length of the test, coverage of the 

content area, and item-total correiations. For reliability- it has been suggested that 

approrrimateiy twenty to thirty items are needed (Une,  1986). The higher the correlation 

between the item and the total, the &ter the item (Kline, 1986). Item-total comelatiom 

(r) are also presented in Table 12. The selection criteria for the PMCPB Problem 

Behaviwr Checklist 2.0 was a P value less than -80- and a signifiant correlation b-een 

the item and the total raw score (r in Table 1 1) for at least one age group. 



Table 12 

for e R  P r o b b  R- 

Item 2 yearsld group 3 to 5 year-old group 

P r P r 

1 Physical aggression -6 1 .55* 

2 Anger -57 .64* 

6 Screams -59 .67* 

7 Cries -68 .71* 

8 M d  swings -72 .67* 

9 ûppositional .59 .68* 

10 Temper tantnims .63 .71* 

1 1 Property damage .80 -62' 

12 Throwing objezts .55 .65* 

13 Bangs/slams -68 .62* 

14 Paying attention -74 .60* 

15 Hyperactne -80 .50* 

16 Impulsive -87 .52* 

Table 12 continues.. . 



Item 2 year-old group 3 to 5 year-old group 

P r P r 

2.0 ([ 
. . 

17 Manners -83 .63 * 

18 Eating -43 .42* 

19 Toilethg -76 .50* 

20 hesSmg -74 .63* 

21 Sleeping -67 .63* 

24 Transitions -63 .46* 

28 Attention-seeking -80 .67* 

39 Behaviour in public -76 -49' 

PMCPB 7 .O for c m  
. . 

4 SeKinjury .83 .68* 

23 Playin~eisure -82 .59* 

27 Running away -87 -36 

34 Wtthdradmlated -96 -33 

35 FearfWanxious -83 .13 

38 Eating nonedibles .85 .24 

41 Vorniting .91 .O8 

Table 12 continues ... 



Item 2 year-old group 3 to 5 year-old group 

P r P r 

for m M C P B  2.0; 
. . 

3Threats 

5 Stereotypy 

22 Hygiene 

25 Stealiog 

26 Hoarding 

29 Obsessive thoughts 

30 Cornpuisive behaviours 

3 1 Bizarre talk 

32 SelfWk 

33 Hailucinations 

36 Touchuig others 

3 7 Touching self 

40 Stripping 

42 Rumuiati 
. . 

on 

* = signifiant at p.05, after Bonferroni correction. 

P=proportion ofinfofmaflts gMng the item the lowest (1 or 2 out of 7) ratings. 

r=rrefation between item and total. -- - wuid not be computed. 
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As Table 12 illustrates, O* 15 of the origmai items rnd the above der ia  for both 

age groups. An additionai six items met the criteria for at least one of the groups. 

Inclusion ofother items that did not m m  the above criteria should be based on some 

clinical utility or usefûlness. The foiiowing items were inciuded in the second version of 

the PMCPB because they may indiate behawiours that are important in temis of risk to 

the child: Seif-injury, Rumiing away, Eahg nonedibles, and Voanttig. The following 

items were induded in the second version of the PMCPB because they may be d 

chicai indices for intervention or play a role in some syndromes aSSOCiELfed with 

deveiopmd âisaôilities (e.g., Autism): Playingnekure, Wlt hdradi iated,  and 

FearfWanxious. There were t hdo re  28 of the original 42 items retained in the PMCPB 

Pmblem Behaviour Checkiist, Version 2. This length is concordant with pubfished 

minimum standards for reliability (Kline, 1986). The items dected for inclusion in the 

PMCPB Problem Behaviow Cheeklist 2.0 appear to adequately cover the content area. 

In Version 2, the mem total problem behaviour raw score for the 

two year-old group was 57.19 (-2.9 1), and the mean total score for the three to five 

year-old group was 68.27 (-25.65). In coneast to the original PMCPB total raw 

scores, the total scores for Version 2 did aot violate the nomiality assumption 

(Skewnedstandard Error of Skewness and KurtosidStandard Error of Kurtosis were not 

-ter than the absolute value of 3). The total raw scores on Version 2 Problem 

Behaviour Checklist were not s ignif idy diffefent between the two age groups (i(89)E 

2.16, r . 0  17, not signifiant &er Boderroni correction). The total raw and T scores on 

the Roblem Behaviour CheckIist 1 .O were also not sigdicantfy different between the two 



Disassion 

The purpose of the presem investigation was to evaiuate the rdiability and validity 

of the Parents' Management of Child Roblan Behaviom 1.0 (PMCPB) as a research tooi, 

and suggest improvemeots to the PMCPB 1.0 for fimue stages oftest devdopment. 

Reliable and valid measures of behaviour problems m yomg children with or at risk for 

developmentai disabilities are important to id& such problerns eariy in this popuhon 

at risk for behaviour problems (Atkinson et al., 1998). The PMCPB also inchides items to 

evahiate parental management strategies, which cm play an Vnportaat role in the 

dewelopment of behaviour probkms (Patterson et aL, 1989). 

The detaiied description of the sample in the present investigation should enable 

poteiitial PMCPB Questionnaire users to accurate@ assess the appropriateness and utility 

of the instrument for their own purposes. Informâtion on the ethnicity and developmental 

levef or quotient as assessed by a standardized test was not obtained in the present study. 

The degree of delay of the participants included in the present study was based on parent 

report. Parents have been found to rate their children higher in developmental stahis than 

prof&onals (Sexton, Thompson, Perez, & Rheams, 1990). Although a mearaire of 

adaptive behaviour was included in the presem study (vieland Adaptive Behavior Scaies 

- S w e y  Form), the inchision of a commoniy used measure of more general developmental 

status (as opposed to including only an assessrnent ofadaptive behaviour) may have been 

useful for fùture users of the PMCPB Questionnaire. 



The m t e d  wnsistency (or the intemelatedness of items) of 

this rneasure (alpha = -9) is comparable to vahies obtained in other behaviour checklists 

standardized for use with people with developmenîai di,9ahilities (e-g., Amsn, Singh, 

Stewart, & Field, 1985). The use of coefficient alpha (Croabacb, 195 1) is routine in 

psychological research m which muitiple-item measures are used (Schmitt, 19%). This is 

an esrimate of how consistentiy ratmgs on this check& can be generalized to the domain 

of items that mi@ have been asked, by determining how consistently the informants rated 

across items on this single adminisnation (Crocker & Aigina. 1986). 

High values of alpha have been equated with homogeneity of items within a sale 

(Crocker & Al& 1986). Coaversely, it has been argued that although alpha does 

meamre intemai consistency, it does not measme the unidimensionality ofthe set of items 

(Schmitt, 1996). AIpha is an awkward measure of r e M t y  if the test is muitidimensional 

(Schmitt, 19%). The sample size obtained in this study did not permit the appropriate use 

of W o r  analysis to determine ifthe PMCPB Probiern Behaviour Checkiist 1 .O measures a 

urridimensional or dtidimensionai construct. If the PMCPB Problem Behaviour 

Checkfist is found to be a muitidimensionai measure in f h r e  studies, it has been 

suggested that the reliabiliîy can ody be estimated by correlatiog scores on parailel forms 

ofthe test (each with the same factor structure; Schmitt, 1996). Tt shouid be noted that 

alpha also changes as a Gnction of test length (Schmitt, 1996). 

The inter-rater reLiability of the Problem BehaMour CheckList 

found in the present shidy was high (r.582 in two year-old group, p.823 in three to five 



65 

year-old group) and comparable to similar measures in other siudies. Previous research 

mggests that when raters have the same fiame of reférence, or play similar roles in a 

child's He (e-g., two parents), inter-rater reIiabiiay WU be greata than when nitas 

mteract with the target cMd in different contexts (e.g., parent anci preschwl teack ,  

Keogh & Bernheirner, 1998). High concordatice in behaviour r a .  between two parents 

mi@ thedore be expecfed. For auimpie, Achenbach and Edelbrock (1981) found inter- 

parem reliabiiity on the Chiid Behrtvior Checklist to be -985 for behaviour problems. A h  

concordant with the fhdings in the present study, Verin& and Akkerfniis (1989) found 

higher agreement between behaviour ratings for older cfiildren than for younger children 

. C 

The PMCPB Roblem Bebviour Checkiist appears to have 

some convergent validity, as it is siguüïcantiy reiated tu other measures of ctiild behaviour 

problans at both age levels tested. PMCPB total T scores wexe not, however, related to 

the presence or absence of cMd bebaviour problems during videotaped observations. This 

rnay be chie to the high proportions of children in both groups who demoastrated problems 

on the videotapes. In the present study behaviour problems demonstrated during 

videotaped observations were recorded in a vay  global way (presence or absence of at 

least one of 42 behaviour items during a 40 to 60 niimite period), and this coding scheme 

rnay not have been a sensitive or acairate measire of child behaviour problems. 

Thaefore some validity evidence within method (questionnaire), but not across methods 

(questionnaire to video) was demonstrated in the present study. 

It was also ongin* predicted that ctiildren with higha problem behaviour scores 

wodd live in homes recxbhg Iower scores on the Caldwell HOME Inventory. The 
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PMCPB total T scores wae  not found to be sigmScantiy reisted to the Caldwell HOME 

Inventory total z-scores. This result is discordant with previous research findings of a 

negative reiationship between HOME Inventory scores and problem behaviour ratiogs 

(Spiker et al., 1992). The low variability in HOME Iwentory sums and the reiativeiy 

high edudon levd fouml in the pre~enf sampie may arplam the difference beiween the 

r d t s  of this and previous imrestigations, and indicate that the HOME hentory was not 

an appropriate measure to assess validiry of the PMCPB. 

. . .  Dwxumaam vaüdity has been defined as low correlations 

h e e n  the target measure to be vaiidated and other tests, &om which the target measme 

is intendeci to dina (Campbdl& Fie, 1959). It was originally proposed that the 

PMCPB Roblem Behaviour Checkiist would be related to o v e d  and adernalizmg 

behavim problems as m d  by the Child Behavior Checklist (Achenbacb, 1991, 

1992), and not reiated to internalizing problems as rneaswed by the Child BehaMor 

Checklist. ReSuIts indicated high positive wmelations between the PMCPB total T score 

and m e a n e s  of not onty overd and extemaiking behaviour problems, but also a measure 

ofinternalipng probkms as m d  by the CBCL. In retrospect, thk prediction was 

tiillible. Even though the PMCPB only coataias a small mimber of items thaî seem to tap 

intern8tjzing problerm, it is possible tbat otha items may indicate intemaliong problems 

but have low face valiâity. 

It has been argueci that so littie research has been conducted on behaviour 

problems at these ages (partiailarty two and three year-olds) that it can be dîfEcult to 

. . .  
make appropriate tests of disaumnant validity (Achenbach et A, 1987). in retrospect, it 
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could have been predicted that scores from the PMCPB Problem Behaviour Checküst 

would be reiated to other measures ofproblem behaviour7 but not related to meaSuTes of 

development or adaptive behaviour- If the PMCPB Problem Behaviour Checkiist 

megsures problem behaviour7 but is independent of developmental status or adaptive 

. . .  
behaviour levels, it cm be said to have some discriminant validity- This may be a 

partiailarty important test of disCrSmnant validity, given tbaî some of the most wmmoniy 

reported behaviour problans on the PMCPB 1.0 may be related to  developmental delay 

(e-g., eathg, sleeping, toileting). The correlations between the PMCPB total T score and 

the Vieland Adaptive Behavior Scdes adaptive behavior composite standard score were 

low and not sigdic8nt. This would seem to indicate that the PMCPB Problem Behaviour 

Checkiist rnay have some discriolinant validity, but tbis was not predicted and can not be 

considerd suflicient evidence of dwrrimrnant . . .  
vaiidity . 

B 1.Q 

inter-rater reliability was low for this measure. Parents seem to disagree more 

about their spouse's ef!fièctiveness as the child gets older. This may have implications for 

monitoring interventions and parent training with young children with d e v e l o p m d  

disabüities. It rnay be necessary to supplement parent reports of the effectiveness of 

management strategies with some m o n  objective rating criteria, such as an observational 

measure. Effectivenesi ratings had some validity for the 3 to 5 year-old group only, in 

thaî higher ratings of parental effectiveness in managing problematic behaviour were 

relateci to lower ratings of chiid problem behaviour. 

The way in which informants were asked about the efféctiveness of their stmegies 
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may have &ècted the r d t s  in the present study. Atta descri- thc management 

snategy used, informants were asked to "Rate the effectiveness of this approach ushg a 

d e  of 1 to 7." It may have been more usefùi to ask informants to rate the effectiveness 

of the menagement strategy to: 1) stop the behaviour d e n  it is ocaimng, 2 )  prevent the 

behaMour fkom ocauring in the fbtum, 3) teach the child an altemative way of dealhg 

with the problem. Such idormation may &ditate cornparisons with Qcistmg research on 

the e8icacy ofdifferent management strategies. For srample, the use of Positive 

PhysicaVTangi'ble snategies to reward inappropriate child behaviour in the present study 

was rated as reiativeiy efkctive by informanf~. Akhough this strategy may be effective in 

stopping the behaviour when it is ocairrin& it may not be effective it preveating another 

occasion ofthe problem behaviour. in $4 sestmg research in this area wodd indicate 

that positive reinforcement of inappropriate behiviour wodd incfease the ükeiihood of 

this behaviour occuning again (Williams et al., 199 1). 

PR Strigepies 1 .O 

The management strategies given by i n f o m t s  on the PMCPB Questionnaire 

proved hard to evahiate, as ody a very srnaü number of strategies met the appropriate 

assumptions for reiiabie test statistics. Those strategies that coutd be evahiated were 

generally reliaôle (hm-rater reiiability). GeneraUy, relatiomhips were not found to be 

sigmficant between management strategies from open-ended questions on the PMCPB and 

those demonstrated during videotaped observations across both age groups. This finding 

may be reiated, in part, to the fact that some strategies were endorsed and used by almost 

aU participants, aad others were not endorsed nor used by almoa ail participants. By 
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inchichg on& those videotaped observafions in which cbildren demomtrated behaviour 

problems in these analyses, the results may have been biased. T h  is, the sample may 

have been biased to inchide reaetive stratepies, and exchide ranforcement of appropriate 

behaviour, proactive, and teaching strategies. 

As mentioued above the management strategy Positive PPhydaogibles was 

rami as one of the most effective strategies in both age groups. Since the majority of 

these strategies were in response to a child behaviour problem, it was unexpected that this 

strategy wodd be rated highiy &ecfivee It may be the case that these strategies are 

effeaive in stopping a behaviour problem once it occurs, but rewarding inappropriate 

behaviour wodd not be expected to  be effective in preventing another occurrence of the 

behaviour problem 

The predicted retationsbips intended as validity evidence for this part of the 

PMCPB Questionnaire were not fomd in the present study. This may suggest that the 

measures employed in the current investigation did not accurateiy assess the use of parent 

management stratepies, or that the vidwtaped observations were not a d c i e n t  sampling 

of parenting behaviours. It is also possible that parent reports may not be highly related 

with parent behaviour in this context. The hding that higher levels of behaviour 

problems were reiated to parental use of a iarger number of diEerent management 

strategies is different ftom previous research hdings that effective parents use a wide 

variety of strategies (Chamberlain & Patterson, 1995). An alternative exphnation for this 

finding is that parents using a greater mimber of xnanagement stratees are inconsistent in 

their application of these strategies, and this S e n c e s  the dwe lopen t  of greater 



behaviour problems. This hding (that the mimba of managanan strategies was 

positive@ correiated with behaviour problaas), however, may have been biased by the 

way in which data was coUected in the present study. 

The PMCPB Problem Behaviour CheckIist demonstrated adequate i n t d  

consistency and hter-rater dkbii i ty in the preserit shidy. Convergent validity was also 

demon~tf8ted for this mearaire, in that total T scores on the PMCPB were related to other 

* . .  
measures of child problem behaviour. Evidence for the discnnnnant V8Lidity of the 

Roblem Behaviour Checklist was not demonstrated. The Effectiveness Ratings on the 

PMCPB wae also evahl(ifed in the prisent shiciy, aML these scores were not found to have 

high inter-rater reiiabiiity, and were not related to other meames consistemiy in the 

predicted direction in the two year-old group. Some evidmce for the validity of these 

Effdveness Ratings was found for the thee to fhe year-dd group. The Management 

Strategis section of the PMCPB was aiso evaiuated in the present study. Of those 

strategies for which the Statistical assumptions were met, adequate inter-rater reliability 

wss found for most snategies. The predided relationships betweai management 

strategies given by informants on the PMCPB and those demonstrated during videotaped 

observations were not found. Thedore, the Problem Behaviour Checklist of the 

PMCPB 1.0 may bave rnany p o t d  research applications (e.g., in the identification of 

behaviour problems, studies of the prevalence and stability of behaviour problems in 

young childrm with or at risk for devefopment81 disabilities). 
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FoUowing the planned analyses of the PMCPB 1 .O, a revised Pmblem Behaviour 

ChecWist was genemted. The 42 items from the PMCPB Problem B&viw Checklisr 

1 .O were indudeci in au item seiection procedure. Tweaty-eight of the original 42 items 

were selected for inclusion in the PMCPB ProbIem Behaviour Checklist 2.0, to be 

a9hiated miring the next phase of test devdopmeat. 

Seleaed technical standards for test construction and evaluation are presented in 

Table 13. Onty applicable standards, and those that mi& be expecfed to be essessed at 

this erirfy stage of test development were induded in this table. For a complete List of 

standards, readem are refèrred to the American Psychologid Asmchtion's (1985) 

5. Psvchdonical these thesedards the PMCPB 1 .O 

was compareci to available infionnafion for the Child BehaMot Checküst for Ages 4 - 18 

(Achenbach, 1991) and the Reiss Scaies for Chüdren's Duai Diagnosis (Reiss & Valemi- 

Hein, 1990). As this table shows, many of these standards have been addresseci in the 

current investigation, and some evidmce to meet these standards has been presented here. 

Standard 3.21 regardhg standardized administrati 
. 

'on procedures has k e n  met by the 

CBCL and Reiss Scafes, but ha9 aot been addresseci at this stage in the development of the 

PMCPB 1 .O. 



Table 13 

P r o b ~ v i o u 1 :  
c)iildrenys- 

Standard PMCPB CBCL Reiss 
1.0 4 -  18 

1. I EM&nce of vdir6i'ty shmkü be pmsented for the X X X 
major types of inferences for which the use 
of a test is recummenrted A ratonale should 
be pmrOYf&d to support tire parîimlac mix of 
mevr&nce presented for the intended uses. 

1.2 If valicfity for some contmon interpretatiofi has 
not been investigated that fact should be 
mode ciear* and potentiai users should be 
cuutioned about muking such interpretations. 
Statemenrs about validty should refer to the 
validity of purn'ctlhr interpretations or of 
parnrnmlar types of decisions. 

1.5 The composition of the valiahion sample s h d d  be 
&scribed in as much &tail as is practible. 
Available abta on selective factors thut might 
reasonably be expected to influence vali&y 
should be &scribed 

1.8 When a test is proposed as a measure of a constnrct. 
that consmet sharld be aistinguishedfi.om other 
consrnets: the proposed interpretation of the test 
score should be explicitZy stated; and consmct- 
rehted evidence s h d  be presented to support 
such in ferences. In pcrrnrn~lar~ evidence shortld 
be presented to show t h  a test does not &pend 
heavily on extruneous consîructs. 

1.1 7 When stutistical adjustments, such as those for 
restriction of range or artenmation. are made. 
both adjusted and una@sted coefficients and 
al2 statistics used in the adjtrstment should be 
reported. 

Table 13 contirmes.... 



Standard PMCPB CBCL Reiss 
1.0 4-18 

2.1 For each total score, subscore, or combination 
of scores rhpr is tep~rred estimates of 
relevant reiiabifities and s t d d  e m r s  
of me4swemnr shoukd be provtrOVtCi;ed in 
artequate cletail to enable test user t o H g e  
whedrer scom are mflciently accurate for 
the inten&d use of the test. 

2.2 ï%e p r o c e k  rhat are used to obtin sampks 
of indWduais. gruups, or observaiions for the 
pwpose of estimating reiiabiiülies a d  stanààrd 
e m m  of masuement, as well as the nature of 
the populations inwI\ned shouJd be & s c M  
The &ers of in&duais in each sampie that 
are used to obtain the estimates, score meam, 
and st4DICtCIrd rteVratiom should also be reported 

2.3 Each methud of estimating a reiidifity that is 
reporred should be rtefined clearly and qressed 
in tenns ofvarionce companents, correlation 
coeflcients. standclrd emrs of mell~~~ement. 
pementages of correct rtecisions. or equiva lent 
statistics. The conditions undèr which the 
reliability estimate was obtained and the 
sihcaîiom to which it may be applicable 
should also be expiuined clearfy. 

2.6 Coeflcients based on intemal anal's s h i d  not 
be interpreted as substitutes for alternate-fonn 
reizrrbiiity or estiinates of stabifiîy over tim 
~utiess other meM&nce supports thar interpretation 
in a partlrtlcuhr context. 

Table 13 continues.... 



Standard PMCPB CBCL Reiss 
1 .O 4 -  18 

3.1 Tests and testing programs shmid be aèveloped on a X X X 
sowd scientijic basis. Test akvelopers should 
compile the meM&nce bearing on a tesr. &cz& 
which infomtion is nee&d prior to test 
publication or disribution and which infomtion 
c m  be p m d e d  Zater, and con&t any neeakd 
tvsemh. 

3.20 Ifa test or part of a test is intenukd for merach 
use on fy and is not distn-btited for operationai use. 
th& fuct shodd be dsplayed proniinently in any 
materials pmrOM&d for interpreting indM'dual scores. 

3.21 me  directions for test administration shouid be 
presented with suflcient cfarity m d  emphasis so 
t h  it is possible to approrimte for others the 
a&ninistrative conditiom ainrter which the noms 
and the &ta on reliabifltiy and validky were 
obtmned 

4.1 Scales used for repornng scores and the rationale for 
choosing them should be described clearfy in test 
pu62icutions to ficilitote accurate interpretation of 
scores by 60th the test user and the test taker. A 
publication s M d  specrfi how scaled scores are 
derivedfiom raw scores. 

4.3 N o m  that are presented s h d d  refir to cleuriy 
rtescribed groups- nese gmps  shovld be the ones 
with whom users of the test wiZZ ordinarily wish to 
compare the people who are tested Test publishers 
shodd alro encourage the dewlopnrent oflocal 
n o m  by test mers when the prrb lished n o m  are 
i m - c i e n t  for partim far test usem. 

Note: "Y Üiâicates some evidence that tk staadard has been adcfressed is available. Information on 
the CBCL.14 - 18 d Reiss Mes for Children's Dual Diagnosis were obtained f h n  the test 
mftniiriin (Achenbach 199 1 ; Reiss & Valenti-Hein, 1990). 



Research to date in this area may have been hîndered by a paucity of behaviour 

rneasures standardized on cMdren with developmemai delays at such a young age. 

Reliable me!asures of child behaviour problems in very young children with deveiopmentai 

disabilities are needed to invesîigate the prdence, stability, and development of 

bebaviour problems in th at-risk group of children, The propaties of the PMCPB 1 .O 

demonstrated here indicate that it may have some utility in such investigations. In this 

study, total meastues of behaviour problems in y o q  chiidren with developmed 

disabilities were not sigif icady diffèrent h e m  the two age groups on the PMCPB 

Problem Behaviour ChecIdist. This result is concordant with the results of a study by 

Bernheimer et al. (1993). They found lwels of behaviour problems in chiidren with 

developmental disabiMes stayed neariy constant f?om aga three and four to six and 

seven, using the Child Behavior Checkiist (Achenbach, 198 1). 

Results of the present study, however. indicate a trend for Uicreasing behaviour 

problems with age, as 20.7% ofchildren in the younger group scored above the borderhe 

and clinid cutofii on the CBCL 2 - 3 total T score, and 33 -3% of chiidren in the older 

group scores above these cutofi. Siniilarty, on the Reiss total z-score the three to five 

year-old group in the present stuciy scored sigdicantiy higher than the two year-old 

group. On this measure, both groups were compareci to the same standardization sample 

(children with developmental disaôilities, without a dual diagnosis. younger than 1 I years 

of age) for couversion to z-scores, and both groups scored below the mean for this 

measure. The majorîty of participants in the present study, however, were younger than 



the youngest age group inchided in standardization sample for the Reiss Scales for 

Children's hial Diagnosis (Reiss & Vaid-Hein, 1990). This finding indicates the degree 

ofbehaviour problems found may be a hction of the measwement instnunent used, and 

that caution should be used when ioterpretiag scores for indivi- or groups who are not 

represented by the staadardization saaiple for a parti& m-e. 

In the mtroduction it was posited t h  the development of behaviour problems is a 

bidirectiod process. To assess these proasseg adequaîe resairch tools are needed. 

Ahhough the PMCPB is still being develope4 the inchision of parent management 

saategies and parent-rated &&eues of those strategies may prove to have utility in the 

assessment ofthese bidirecfional processes. The parent effectiveness ratings of 

management strategies used to deel with children's problem behaviour in the present study 

were not related to behaviour problems as meammi by the PMCPB in the younger sample 

ofchildreu (two year~lds), but were related to PMCPB total T scores in the older group 

( t h  to five year-olds). This suggests that wbile parent charact&cs, such as self- 

perceptions of efncacy in parenting, may be important for older children, they may be l e s  

important in inftuencing the behaviour ofyounger childm It may also be the case that 

experience in dealkg with behaviour problems leaàs to hcreased perceptions of efficacy. 

The mean efhtiveriess ratings in the present study were also negativek correlateci 

with the munba ofdifferent management strategies parents reporteci in the three to five 

year-old group. This may be related to the trend for incre85u1g behaviour problems with 

age in the present study. As behaviour problems are emerging in these young chüdren 

with or at risk for dwelopmental dkabilities, their careproviders may be trying a number 
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of new managemeat strategies. Ifthese stratepies an applied inmasistentty, they may be 

less effective in managhg their children's behrtviour. EIuidaîion of these processes may 

be addressed in loogmidinal d e s  that inchide me8su~es of parent management and 

eESiveness, =ch as the PMCPB 2.0. Future researchers may find it valuable to ask 

panms to  rate their efEctÏveness in managhg child behaviour problems in a mimba of 

différent ways (see above), in order to examine the eEcacy ofdifféreat management 

strategies and the reiationship between perceivecl efficacy and child behaviour problems. 

There appeared to be a la& of correspondence beiween what parents do to 

manage problem behaviour ( c h h g  vidmtapad observations) and what they report doing 

on the PMCPB Quedomiaire. This fjnding may have been related to the way data was 

coiiected in the present study. The vida  codiog systern used was global in nature, 

employing broad categories in relativeiy lengthy observation periods ( a p p r o ~ e l y  40 to 

60 minutes). The mimber of Werent management strategies used was related to 

behaviour problems in the present study, but this may have bexm an artifkt of data 

coliection. In future research t may be important to investigate these management 

strategies at the levei of the behaviour problems for which they are used. 

The PMCPB 1.0 bas ban atahiated as a research tool at this stage in its 

development. The reiiability and validay evidence demomtrated for the PMCPB Problem 

Bebsiviour Checktist 1 .O in the present shuiy suggests that it may be appropriate for use as 

a research instrument, but it has not as yet been evahiated as a ciinid twl. The PMCPB 

. . .  . 
Problem Behaviour Checklist 1.0 may prove to have ciinid uaty ia dtscnmmatuig young 
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children with or at risk for deveiopmd delays ciinicaily referred for behaviour problems 

nom children without b e h a .  problems in a niture cihicai trial. As mentioued above, 

althougti the Management Strategies and Eff&mess Ratings sections of the PMCPB 

1 .O require firrther deveioprnent, these sections have the pot& to contribute to research 

on the influence of par* (i.e-, parent management strategies, and perceiveci &icacy in 

implementing management strategies) on the development of behaviour problems. 

The PMCPB Questiorrnftire appears to have some reliability and validity? and may 

prove to have some utüity in applied situations. The d o n s  on Management Strategies 

and Effkctkeness Rathg~ may be partiailarty useful for evahrating parent Wiining 

progmm when they have been deveioped and f ider  rehed. Many eady imewentions 

involve parents as therapists or w-therapists. These measares may also be of value to 

behaviour management savices in the assessment of what parents are wrentiy doing, to 

pian appropriate intewentions. 

Some management straîegies were mted as more effective than others by parents. 

and different management stnrtegies were rated as more efféctive at diffaeut age leveis. 

This finding seems to indicate that the age of the cMd may be important in recommending 

use of some management strategies to parents. Age is one of the many £àctors that have 

ban suggested to idbence the relatiomhip between parenting and chiid behaviour in 

previous research (Sanson & Rothbart, 1995). The utility of some management strategies 

may be dependent on the verbal sküls of the child. For acampie, negative verbal strategies 

(e-g, reprimands) were reported to be relativeiy more effective in the older age group. 

Parents also sean  to disagree more about their spouse's effdveness as  the chiid gets 
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older. l'bis may bave implications for monitoring intementions with young children with 

d m i o p m d  disabilities. It t y  be necessuy to supplememt parait reports ofthe 

effkdveness of ammgement strategies with some more objective rating der ia .  It may 

also be the case that the ut* of a partinilar stnitegy is dependent on the context in 

&ch t is used, the mamer in which t is executed, and the problern behaviour with which 

it is used (Sanson & Rothbarf 1995). 

for the P M C a  

A number ofgenerai Limitations should be kept in mind when wahiating the results 

of the present investigation. A vexy small rnmiber of four to five year-old children were 

inciuded in the present study, and results may not be generaüzable to chilcirai with or at 

risk for deveiopmental dïsabiiities olda than three yeers ofage. A larger sample size is 

rwesmy for the next stage of test developmaa. Another major limitation of the present 

study is that test-retest reliabiity data are not avaiIable. Future stages of development of 

the PMCPB Questiorrnaire should -and the age range ofthe nonnative sample, and 

assess the test-retest rehbiiity of these measUreses In addition, there was ody a liniited 

amount of data fiom the videotaped observations on which reliable statistics couid be 

used. This prevented the use of a mulfifrait-Illulltmethod procedure. The multmait- 

dtimethod procedure is a more seingent test of convergent and disaiminant validity 

(Campbeli & Fiske, 1959), and shouid be employed in future stages oftest development. 

These results shouid be considered preliniinary, or first-round evidence for this 

questionnaire. The PMCPB Questioonaire needs to be modifieci and subjected to a second 

round of test development. Version 2 may di& from the first version of the PMCPB on 
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measires such as i n t d  consistency and intesrater reliability. A Ager sample size is 

also remmmended for the nad stage of test developmemî, so that the fàctor structure of 

the PMCPB Problem Behaviour Checkiist can be investigisteci. Ifthe faaor structure of 

the PMCPB Problem Behaviour Check& is found to be siniilar to that in other bebaviour 

questioimairw in siniilar popiiations, this finding would provide additional evidence of 

c o m c t  Vaiidity* 

r Checkfist. The new 

behaviour item set for the PMCPB 2.0 was presemted above (see Results). This item set 

should have sufiicient length for the next phase of test development (KIine, 1986). Items 

that demomtmted low variabdity during the f%st phase of test development have been 

exchlded, which rnay r d t  in fewer variance problems dwing phase two. It wouid 

facüitae -on to inchide short descriptions of the behaviour items on the same 

page as the actual behaviour ratings in the PMCPB 2.0. (These descriptions were 

attached on separate pages et the end of the behaviour rat@ in the PMCPB 1 .O, which 

resulted in exjxa time spent tummg pages to locate the descriptions during ztdmiriistration.) 

of The mean 

dfectNeness ratings for both groups in the prisent study were only approxhmteiy one 

standard deviation lower than the bighest anchor provided on the PMCPB 1 .O (7 = very 

effeaive). More variability in respoading may be obtained by adding an anchor to the 

upper end of this scale (e.g., 8 = always effective) on the PMCPB 2.0. Aithough 

infbrmants were ssked to provide a management strategy even if the target cMd did not 

scon 5 or grtater on any of the behaviour items, they were not asked to provide an 
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efktheness rating for th strategy. The inchision of an efktiveniess rating for these 

management strategies would faciltate the evaiuation ofthe propaties of the effdveness 

ratine in the PMCPB 2.0. In the next phase of development, informarits should be asked 

to rate the &&enes of the management strategy to: 1) stop the behaviour when it is 

ocaimog. 2) prevent the behaviour fiom ocnirring in the fùture, 3) teach the child an 

alternative way of dealing with the problem. 

of the PMCPB 1 .û, management strategies provided by mfomants were ciassifieci into one 

of eieven categories. Infomiams were then asked to indiate their use of these eleven 

categories of strategies on the PMCPB Supplemd Checklist. Difficdties were 

encoMtered in the present investigation, in that the StatiSticaI assumptions were not met 

for the majority of these strategies. More variabil@ in responding might be ehieved in 

the next phase of development by coüapskg these eleven categories of management 

strategies into three more global categories (e-g., teaching, reward, and punisbment 

strategies) for the PMCPB 2.0. These management strategies should as0 be evaluated 

separately for use with different betiaviour problems, and coded for whether they are used 
O 

in response to appropriate or inappropriate cMd behaviour. As mentioned above, the 

video coding system used to gather validity evidence for this section of the PMCPB 1 .O 

was global in nattue, employing broad categories in relatively lengthy observation pAiods 

(approxïmately 40 to 60 minutes). Parents were observeci interactmg with their chiken in 

four situations: playtirne, mealtime, during a cornpliance task (e.g., dressing, cleanuig up), 

and during a distraction condition (e.g., primary care provida filling out questionnaires 



wMe cMd is in the room). For the purpose of vaiidating the PMCPB Management 

Strategies section, t may have been more useful to ask parents to select situations in 

which they typically need to use rnanagemeut stratepies with their childrea More precise 

measures of parent-child interactions or the use of parent management stratepies (e-g., 

moment by moment, fiequency counts of target behaviours, se<luential parent-child 

U i t d o m )  should be used to evahiate tbis section of the PMCPB Questionnriire 2.0. 

The low comlations found may also be expbed by previous research fmdings 

that certain types of child problem behaviour have beai assdated wÎth certain parent 

discipline saraegies (Chamberlain & Patterson, 1995). Therefim, relatiodips may not 

have been found between the management straî Jes and expected measures because 

ssategies were not sepated on the basis of the problem behaviours they were reported to 

be used for. That is, wbile time out may be an &ecbve strategy for deaihg with particular 

problem behaviours such as noncornphce, this strategy may not be &&ive for use in 

otha situations (e-g., toileting problems). 

Two of D e v w  of the P M V B  7.0 

A sample size of 150 to 200 ctddren is recoxnmended for the appropriate 

use of -or anaiysïs. It has been suggested that at least five subjects per item are 

required for this procedure (Stevens, 19%). The sample should have approxjxnately equal 

numbers of 2 year-olds, 3 year-otds, and 4 year-olds. The sample should also have 

approximately equal numt>ers of boys and girls. As exîensive recruitment efforts in 

Southern and Eastern Ontario during the first phase of test development resulted in a 

scmiple size of 9 1, muhi-site, multi-province recniitment WU be necessary in fbture studies 



to access large populations and obcain such a large semple. 

AU improvemems descri'bed in the above section (Suggested 

Improvements) shouid be taken into consideration in the dewlopment of the PMCPB 2.0. 

Detailed demographic infonaafion will also be requked for tb second phase of test 

development. In addition to the measures of adaptive behaviour used in the present study, 

the iucitsion of standardkd meames of development shodd be inchidexi in phase two 

for descriptive pirposes, d to evahiate the discnmmaot 
. . .  

validityofthe PMCPB 2.0. To 

evaiuate the convergent validity of the PMCPB Problem Behaviow Checklist, it is 

rwmmended that the CBCL for Ages 2 - 3, and the CBCL for Ages 4 - 18 be retained in 

the questionnaire package for phase two. It is also recommended that the newly 

dewefoped Developmd Behavior Checklist (DBC; Einfeld & Tonge, 1995) be included 

to evahiate convergent validity. This measure was standardized on a sample of children 

with developmd disabilities. Although it is siniilar to the Reiss Scales of Cbildren's 

hial Diagnosis in that it was not standardized on chiidrai younger than four years of age, 

the larger number of children in the younger age groups in the standardization -le of 

the DBC rnake it a more appropriate masure for use here. It is also suggested that 

videotaped observations be retained during phase two, to evaluate convergent validity of 

the Roblem Behaviour Check&, EffectEveness Ratings, and Management Strategies, and 

so tbat a muititrait-muitimethod procemire may be used. A continuous coding scheme for 

the child behaviour problems and parent nianagement strategies demonstratecl during 

videotaped observations should be employed in phase two oftest dewelopment. A 

fhpency count of target behaviom may prove to be a more sensitive measure of parent 



and child behaviours. 

g- Standardized -on of the PMCPB 2.0 shodd be employed. 

P a m s  would be &en a blank fom to read, while the interviewer r d  the questions 

aloud to the parents and then records the parent's response verbah. This procedure has 

been suwsfidy emptoyed in other research programs (Achenbach, 1991). Parents 

would be asked to participate in a semi-stnichired mteMew and to fil out the 

questiormaifes tisted above in the Measures section They would also be asked to 

participate in videotaped observations, similar to the procedure described in the present 

a d y .  Parents wodd aiso be asked to cornpiete the PMCPB 2.0 one week &er the imtial 

visit, to permit an anaiysis of test-retest reliabiiity. Test-retest reliabiiity as assesseci at a 

one-week imaval has k e n  used in other widely used mearwes of cMd behaviour 

pro Mems (e-g., Ctiild Behavior ChecW4- 1 8; Achenbach, 1 99 1 ) . 

Data The muititrait-muitimethod procedure should be ernployed in the 

. . .  
next phase of test development to assess convergent and chmmmmt vaüdity. To 

demonstnite some validity using this procedure, it would be acpected b t ,  for example, 

the relationship between scores f?om the Problem Behaviour Checklist and behaviour 

problems as demonstratexi during videotaped observations would be stronger than the 

reiationship between behaviour and effectiveness ratings on the PMCPB 2.0. Factor 

a n m c  procedures should also be employed to detexmine the factor structure of the 

PMCPB 2.0 Problem Behaviour Checkiist, 

The present study evatuated the reliability and validity of the PMCPB 1 .O, and 



provided suggestiom for the PMCPB 2.07 and the next phase of test development. 

Psychometrically aeoeptable mearnues ofchiid problem behaviour and parent management 

strategies in preschoo1ers with or at risk for d e v e l o p m d  delays are needed. Successfiù 

eerty intervention procedues depend on e d y  identification of behavour problems 

(GuraInick & Bncker? 1987). Measures such as the PMCPB are afso needed to 

investigate the devdopment of behaviou problems and the influence of parent 

management stratesies in this bidirectiod process (Schaffer & Collis, 1986). 

Mejor results of this iwestigaiion include the finding that the PMCPB 1 .O Problern 

Behaviour Checkiist has adequate Urrernal consistency7 inter-rater reliabdity, and 

couvergent validity for use as a research tool. This measure was si@cautiy reiated to 

other measures of chiid problem behaviour. The management stratepies provided by 

informants on the PMCPB 1 .O were reiiably classineci h o  1 1 strategy categories. The 

PMCPB sections on Management Strategies and EffeCtiveness Ratings requHe M e r  

deveiopment to achieve acceptable levels of reiiability, and to permit f.urther investigation 

of the vaiidity of these measures. The r d t s  fiom the Qot stage in the development of 

the PMCPB were proinising, in that this htnment has adequate psychometric properties 

for messuring behaviour problems in youog children with or at risk for developmental 

disabibies, and has mmy ptential research and clhical applications. The PMCPB also 

yietds information regardhg parent management stratepies and parent perceptions' of the 

effectnfeness of these strategies, wtiicfi may also have many research and clinicai 

applications, &er further test development. 
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CONSENT FORM 

TITLE OF PROJECT: Rdiibüity and vdidity of the Parents' Manmgetnent o f  
Child Robkm Beh.viour Qnestionnriire in preschoolers with or nt risk for 
devdopmcntd dhabiütia. 

You are being asked to participate in a research project that will study the propties of a 
new instrument for identifjhg behaviour problems in young cfiildren Who are at risk for 
delays in development This study is beiag conducted by Nicole Rie@ and Dr. Maunce 
F e i h  of the Dept. of PsychoIogy, Queen's University at Kingston, Ontario. 

of 
If we can develop a reliable instniment for idaitrfying behaviour problems in very youog 
children, then it mi@ be possible to prevent behaviour pmblems in cMdren who are at 
risk for delays in deveiopmait. 

Ifyou participate in this study, someone would corne to your home to tdk to you, give 
you four questiomiairrs to fin out, ask you to participate in an intefview, and watch (and 
"deotape - see later) you and your chiid togetha. Morrnation obtained fiom 
observations ofyour home and your interaction with your c M 4  and nom the videotape 
wiii al1 fom part of the data of this study. Any information you give us wodd be 
wmpleteiy co&deLlfialeLlfial We are not intefested in judging you as a parent, but instead we 
want to Ieam f?om you. The questionnaires wiil ask you questions about your M y  
situation, home enviromnenf child man;igement swtegies, and child development and 
beiisviour. 

We would also k e  to videotape you and your child in a variety of home situations 
(playtime, meghime, etc.). Families Who aiiow videotaping d be given copies of the 
videotapes to keep. If you prefer aot to have yourself or your child videotaped, we would 
st i l l  welcome your participation in the imeMew part of the study- 

We would also like your consent to obtain information about your cbild's development, 
behaviour, and abiüties hdd by (names of agencies who 
have i n f i , r d o n  about your child) to be releaseâ to the mearchem. We also ask your 
consent for (the name of another person who bows 
your cMd weU) to fiü out a few fonns asiung questions about your child's behaviour. 

The iotaview and questionnaires may take about two hom.  However, it may be possiile 
to lave some of the questionnaires with you so that you can them out at your leisure 
and send them back to us or we can pick them up at a lata date. The obsemtions will 
take up to one hour to complete. 



There an no kwwn risks aSSOCiLlfed with this procedure. You simpiy fill out some 
questiortnliit-clip and let us obsenn natural parent-child interactions in your home. Aithougti 
it is possible that ausweNig questionnaires or being videocaped couid PO-y maire 
some pannts fd a bit stressed, it has been our expexiice. and t h  of other researchers, 
that parents do not mimi these procedures. Nevertheless, you do not have to ammer any 
questions that you do not want to and you do not nezd to agree to  be videotaped to take 
part in the questionnaire part of the shidy. 

By participating in this study, you will have a c h c e  to share your qeriences and views 
about bthg a parent. We find that most ofthe parents we have interviewexi feft good 
about having this opportunity- h o ,  you wïli get to keep a copy of the videotaped 
observations. Your invohement wiil hdp us to better uodastand the problems that 
parents fàce and their solutions. This may help other fàmdies Who in the future have 
children who are at risk for delays in development. 

Participation in this shidy is seictly voluntary. Ifyou decide not to participate or ifyou 
dmde to withdraw (which you may do at a q  tirne), then these dechions win in no way 
affect any savices you are &y getting or couid receive in the future. 

AU information obtained during this mdy is c o n i i d d .  The information will be stored 
in a locked cabinet and made available ody to project staff and -dents, al l  of whom will 
be supavised by Dr. Maurice Feldman The identities of the participants WU aot be 
disdosed in any pmentations or publications about the project. The videotapes will be 
used only for research purposes and wi l  not be viewed by anyone not associated with the 
r-ch project. 

We will reimburse you for the wst of any long distance telephone cals or postage you 
k m  in order to contact the project staff or investigators. 

YOU can keep a copy of this consent form for your records. - 
If you have any questions, complaints or concenis, you are encouraged to contact either 
Nicole Rieliy (Principal Investigator) at (6 13)544-494 1 or Dr. Maurice Feldman 
(SupeMsor) at (6 1 3)545-249 1. If you feel that you did not recehe a satidkctory response 
h m  them, then you can caii Dr. R Kalin, Head of the Departmerrf of Psychology at 
Queen's University - (6 l3)545-2592. 



Sunmiarv 
By si& the consent form below, you give consent for the folIowing (descr i  above): 

(a) Participate in cm imaview. in the interview you wiU be asked to fill out severai 
standardized questiomaks &hg questions about your M y  situation, home 
d o -  chüd management strategies, and child deveiopment and bebaviour. The 
intenriew wül last for about two hours, but you may be able to fili out some f o m  at your 
leisine and mail them back to us or we can pick them up iater. 

@) Participate in Mdmtaped obsenr;bions. The obSetv8tions wiU hoive you intaacting 
with your child at home during playtime, mealtime, M e  fiIüng out questiomiaires, and 
during a ta& (e-g, dressing, cleaxting up, etc.). The videotaped session wouid last about 
an hour. Ifyou do not wish to be videotaped, but wodd still iike to participate in the 
;ntaview part of the study, please cross out th section By doiag this, you are indi- 
that you do not give consent to be vidmtaped. 

(C ) Mow us to gatha information about your child's developmemt, behaviour, and 
abilities hdd by ( n ~ m e s  of agencies who have idormation 
about your child) to be released to the researchers. 

(d) MOW (name of a person who knows your cbild weii) 
to flll out a few questiomrllires &mg questions about your child's behaviour. 

SiPoatures 
By siphg this consent fonn I agne to participate in the above nlmed rrseueh 
p r o i e  

k t  Name of Parent Signature of Parent 

Date Relationship to Child 

The information within this consent h u  been exphineci to the participant and to the 
ba t  of my loiowledge the participant understands the naturc of the study md the 
rhb and benef- invdved in this study. 

Signature of Investigator or Designate Date 







--- 
d 

cries 1 2 ;  4 5 6 7 
_ _ .  __ __-_--_-----  -----------------------*----*-----*--- -----_ 

3 mood swings 1 2 3  3 6 7 - - 

-- - _. __CI______-CI-- - - - -~- - - - - - - - - - -d- - -~-  ------------- 
oppositionai/noncompliance 1 2 3  4 5 6 7 
- ---------- ----- 
temper t antnuns 1 2 3  4 5 6 7 - ---- - -- 
propercy damage 1 2 3  4 5 6 7 

-- --*------- *----- 

throwing objects 1 2 3  4 5 6 7 
__L__ -------- - 

bangslslams objectddoon 1 2 3  4 5 6 7 
-- -- ---- 
paying attention 1 2 3  4 5 6 7 

---- -- ------- 
hyperactivdagirated 1 2 3  4 5 6 7 

-- 
implusive 1 2 3  4 5 6 7 
---- 

m e r s  1 2 3  4 5 6 7 
-U-i----------------C---U--------- --- 

eating 1 2 3  4 5 6 7 
----------L13--------- --- _ _ _ C _ - -  

toileting 1 2 3 4 5 6 7 
---__U_C_--__U----*--*----------*--**---- ----- 

dressing 1 2 3  3 5 6 7 
-------IL--------------- - - - - - -  

sleeping 1 2 3  3 5 6 7 
- ----- ---- --- - 

4 

h ygiene 1 2 3 4 5 6 7 
- - -d U -__I_--- ---- 
playingeisure 1 2 3  4 5 6 7 
-- - - - - U I I _ _ - - - - ~ - - - _ C _ - * - -  --------- 
transitions 1 2 3  4 5 6 7 
----_CII__~------_---------~-~--~-----------*----*-~------------.________ 

stealing 1 2 3  4 5 6 7 
- - - - - -  ---------------------_I--- 2-------- -- 
hoarding 1 2 3  4 5 6 7 
-----------------------------------------------*---*- ----------- 
ninning away 1 2 3  4 5 6 7 
___._---------------------*---------------------- __IC----- -___C 

attention-seeking 1 2 3  4 5 6 7 
---------------*-__-----------------------------*---- - - - _ - - - - - - - - - -  

obsessive thoughts 1 '  - - 1 4 5 6 7 



compulsive behavioun 
_ _ _ _ Y _ _ _ I _  --.- -------------------- --- ---------L________ ----_--________ 
bizarre cdk 1 - 3 4 5 6 7 
_____ O _ _ , ~ _ _ _ _ C _ ~ - - - - - - - - - - - - - - - - - -  .---- -------------------- .-_____ ______ - 
sel f-talk 1 2  3 4 5 6 7 
*--- --- ------------ ------------------ -.-.. _-- 
hallucinarions 1 2 3  4 5 6 7 
-- --- ----- A 

withdrawnlisoIated 1 2 3  4 5 6 7 
-*a - 

fearfiiVanxious 1 2 3  4 5 6 7 
-- -- 

touching othen 1 2 3 4 5 6 7 
--- --- -- --- 
touchmg self 1 2 3  4 5 6 7 

-- --- --a-- 

eating nonedibles 1 2 3  4 5 6 7 
P -------- -- 
behaviour in public 1 2 3  4 5 6 7 

If you have scored any behaviour 5,6, or 7, then proceed to the next section called 
"Parent Child Behaviour Management S trategies". 

If your child has no behaviour problems (that is, no scores of 5.6. or 7). then describe what do you do to 
keep your child from having behaviour problems: 



Descriptions of Behwiom 

Phvsicsl Aecression - anempts to (but is prevented or misses) or acmally bits. slaps. puncnes, bites. pinches- 
smtches. polies. kicks. shoves or throws objecrs ar anorher penon wïlh sufficicm inrcnsiry to inflict or 
poteniially inflict imrnediate pain ancilor injury to the victim. 

Aneer - directs nge, yeils. at another penon. animal. or object 

meatz - verbally or nonverbaily (e.g., nises fist) threathens to h m  mother person: does not have to be 
angry at the Ume. 

Se l f - i n iq  - anempts to (but is blocked) or actually hi&, slaps. punches, bites. pinches. stratches, pokes. 
kicks own body or nonaccidently bnngs body part in contact with hard object w i t h  suificienr intensiry to 
cause immediate or accurnulated injury. 

Stereocvovkeif-stimulation - nonfunctional reperitive asocial behavior (e-g-, rocking, fineer fl ickiq,  
headweaving, spinning objects, twiriing self. constant touching). 

Screarns - shouts out in a very loud voice. 

Cries - emotiondly upset with tears in eyes. 

Mood - unpredictable, quick changes in emotional state fiom one extreme to the other (e.g., fiom 
happy to sad; agitated to calm). 

Qp~ositional/noncompIiance - does not follow instnictions or mies. 

Temper tantrums - stomps feet. faIIs to floor, thrashes about. 

Prouemf damaae - purposely attempts to. or acmlly breaks an object 

- mowine obiect~ - tosses, pitches, propeis objects that are not supposed to be thrown (e-g., throws food 
on the floor). 

\ 

Banes/slarns objects/doors - pushes, kicks, hits an objectldoor wïth sufficient force to be make a loud sound 
and/or cause it to move. 

Pavine aîtention - looking at person who is speaking to himher. 

Hv~enctive/aeirated - constantly in motion. 

im~iusive - reacts immediately withour thinking. 

 mannes - acrs sociaity qpropnatefy; is polite: shares: waits nim. 

Earing - eau most foods given to himher: good t3ble rnanners. 



.Sleeping - coopcrates with brdrime routine: sleeps in own bed throug$o~< the nighr: waites up at 3 resonÿi:,c 
time in the moming; not difficult to ger out of bed in the moming. 

Hveiene - cooperates wirh wasnine, - baihing. md toothbrushin~ routines: keeps self reasonaoly clem. 

Plaving/leinire - - uses toys the way in which they were designed: can keep self occupied playîng with toys, 
games, pmtend, watching TV or videos. iisrening to music; plays coopenrively with o r h e ~ .  

Tmsitio- - do- not get upset when rhere is a change (e-g., going from one place to another, changing 
activities; going away; visiton). 

Stealigg - cakes othen' possessions without their permission. 

Hoardinq - stores a lot of objects; wiil not let things be thrown out 

R u n n i n ~  awav - nins in situations which may be dangerous or socially inappropriare (e.g., the meet, in 
the store); attempts to leave house, daycare, etc. 

Attention-see - craves attention of o h ;  won? ieave your side; pull at you ro get your attention; acts 
silly to get attention. 

Obsessive - dwells on and talks about the same themes over and over again (tg., the weather, 
Christmas j. 

Comnulsive behaviouq - rituais; doing the same things over and over again (e-S., lining up objects; washing 
hands excessiveiy; gets very upset if rhings are not in their place. 

Bizarre taIl( - talks outloud about strange topics. 

Self-talk - other than during pretend play, taiks, rnumbles, or whispen when aione. or to no one in - 
particuiar. 

Hallucinations - other than during pretend play, acts as if sornething is happening that is not. 

Withdrawn/isolated - keeps to himhenelf; does not like to be around other people: shy; Li own world. 

Fearfül/anuious - afaid of, nins away from. harmless situations; shivers; expresses fez; panics. 

Touchine orhers - inappropriate andior too fiquent touching of othea. 

Touchinp self - inappropriate and/or too lrquent touching of self. 

Ea tUi~  nonedibles - purtinp nonnutritive substances in mouth (e-g., p s .  nvigs. cipuenes. pem). 

Behaviour in ~ u b k  - cmbamssing behaviour in public places or in front oiothers: difficult to conmol in 
~..h1;- - 1 - e ~ ~  



Stmninq - cakes off clothing at inappropnm rimes. 

Vomiiing - r b w s  up food but is no< sick. 

Ruminarion - brings up already swailowed food into mouth and re-eats it. 



Parent ChiId Beliaviour Management Strategies 106 

In th is  section. vie want you to write out, in your own words, what you do to hanale your child's probiem 
behaïior. For behaviour, above. that vou eave a score of 5.6. 7, please describe what you do to deal 
wirh that bchav~our. If you do the s m e  thing for more than one. or for al1 behaviours. then just describe 
what you do oncc. and w i t r  "1 do this for al1 the other problem behaviours. ~oo." .Add more pages, if you 
need them. to completely describe what you do. If you prefer to repiicare this form md y p e  your m w e n  
on a wordprocessor. rhat is fine. 
Problem behaviour 1: 
How I handle this problern: 

How long have ?ou been using this approach?: 
Are othen. who look d e r  the child, king the same approach? 
If yes: spouse: other f d y  : babysirter: daycare/preschooilschoo i: 
Rate the effecti\renesy of this approach, using a scde of I to 7 

1 2 3 4 5 6 7 
not effective moderately effective very effective 

Problem behaviour 2: 
How 1 handie diis problem: 

-- - 

How long have you been using this approach: 
k e  orhers, who look afier the chiid, using the same approach? 
If yes: spouse: other family: babysitter: daycare/preschooUschoo 1: 
Rate the effectivenesq of this approach. using a scde of 1 to 7 

1 2 3 4 5 6 7 
not effective rnoderately effective very effective 

Problem behaviour 3: 
How 1 handle this problem: 

- 

How long have you been using this approach: 
Are othen, who iook aber the child, ushg the same approach? 
If yes: spouse: O ther fmi ly :  baby sitter: da~care/preschoo~school: 
Rate the effectivene= of this approach. using a scde of 1 to 7 

1 2 3 4 5 6 7 
not effective rnoderateiy effective very effective 



Pro blcm behaviour 4: 107 

How 1 handle rhis problem: 

How long have you been using this approach: 
&e orhen, who look afier the child. using the same approach? 
If yes: spouse: other family: baby siner. daycare/preschooUschooi: 
Rate the effectiveness of this approach, using a scde of 1 to 7 

f 2 3 4 5 6 7 
not effective modentely effective v a y  effective 

Problem behaviour 5: 
How I handle this problern: 

How long have you been using this approach: 
Are others, who look after die chiid using the same approach? 
I f  yes: spouse: other farnily: babysitter: daycare/preschoo~school: 
Rate the ëffectiveness of this approach, using a scde of 1 to 7 

I 2 3 4 5 6 7 
not effective moderatel y effective very effective 

Problem behaviour 6: 
How 1 handle this problern: 

* 

How long have you been using this approach: 
Are othen, who look afier rhe chilci, using the sarne approach? 
I f  yes: spouse: other farnily: baby sitter: daycue/preschoo~school: 
Rate the of this approach, using a scale of 1 to 7 

1 2 3 4 5 6 7 
not effective rnoderately effective very effective 

(for additional Problem behaviours. please use extra sheets) 



1. How did ?ou learn about these strategies: 
a. just doing what I feel will work: 
b. its how I was brought up: 
c. a friend advised me: 
d. a fJmily member advised me: Relarion: 
e. read about them: Name of book, magazine: 

heard about them on the radio- 'lame of radio show: 
g. saw them on TV: Name of IY show: 
h. saw them on a video:- Name of video: 
i. a professional showed me: 

- type of professional 
- famiiy doctor 
- pediamcian 
- neurologist 
- psyc hiatrïn 
- other medicûl doctor (speci- speciality): 
- nurse 
- chiropnctor 
- dietitionfnutritionist 
- naturopath 
- homeopath 
- psychologist 
- behaviour consultant 
- infant worker 
- social workedcase coordinator 
- teacher (daycare, preschool, kindergarten) 
- other professional (specim): 

- type of training provided by the professionaf (check dl that apply) 
- came to my home 
- in tfieir office, ch i c ,  or school . 
- attended a course, workshop, lecture, etc. 
- gave me instructional materials such as books, manuais, audiotapes, and videos 

j. other ways, not listed above, that you Ieamed about the stategies you are using (specifi): 

2. Is what you are doing for chiid problem behaviour part of a fomai, wrirten treatment program designed bv 
a professional? 

If yes, do you collect data to evaluare the program? 
Do you &or a professional regularIy review and evaluate the data? How ofien?: 



3. Is the child receiving any kind of  pencnption medication specifically for problem behaviour? 
provide the n m e  of the dmg(s), dosagets). and how long the child has been on the me&). 

T&esy 

4. [s the chiid receiving an? kind of nonperscnption medicition. remdies. speciai dicts. etc.. specxficdly for 
problem behaviour? (If yes. describe them and indicate how long the child h a  been receiving [hem). 

Comments about anv aspects of this questionnaire: 



Please iiidicaie whether or not voii  cver use the following strategies ro nianage vour child's 
problem behaviour 

Physical or Mechanical Restraint 
(includes such strategies as holdins the child 
down and the use of a harness) 

Not hingIgnore 

Tirne Out 
(includes removing the child fiom activities 
for a fixed period of time) 

Positive Verbal 
(includes praise and encouragement ) 

Positive Physical or Tangibles 
(includes hugging the child or giving the 
child a reward like a toy) 

Proactive 
(includes strategies used before the behaviour 
problem occurs to try to prevent it) 

Negative Verbal 
(includes reprimands. sayin3 "no" or "stop". 
and yelling) 

Distraction or Change Location 
(includes any attempt to distract the child fiom 
the problern behaviour) 

Models or Teaches Appropriate Behaviour 
(includes instruction and attempts to demonstrate 
more appropriate or desirable behaviour) 

Corporal Punishment 
( includes such strategies as spankinr and the strap) 

Ot her S trategies 

Yes I Xo 

Yes / No 

Yes 1 No 

Yes / No 

Yes No 

Yes 1 No 

Yes / No 

Yes No 

Yes / No 

Yes ' l o  

Yes No 



PMCPB - StjPPLEMENTAL 
111 

Piease rate the effectiveness of the st rategics t hai 's ot her rater uses to handle 
hifier problem behaviour. usin- a scale of 1 to 7 

I 7 7 - -Y 4 ,C 6 7 
not effective moderatelv etkctiye vey effective 

- - - _  * - _ - - -  ___IC_-----C ----------- ------------- 
Piease indicate whether or not 's other rater ever uses the following strateyies 
to manage hifier problem behaviour. 

Physical or Mechanical Restraint 
(includes such strategies as holding the child 
down and the use of  a hamess) 

Time Out 
(includes removing the child fiorn activities 
for a fixed penod of time) 

Positive Verbal 
(includes praise and encouragement) 

Positive Physical or Tangibles 
(includes hugging the child or giving the 
child a reward iike a toy) 

Proactive 
(includes strategies used before the behaviour 
problem occurs to try to prevent it) 

Negative Verbal 
(includes reprimands. saying "no'' or "stop". 
and yelling) 

Distraction or Change Location 
(includes any attempt to distract the chiid from 
the problem behaviour) 

Yes 1 No / Don't Know 

Yes / N o  / Don't Know 

Yes 1 N o  / Don't Know 

Yes 1 No 1 Don't Know 

Yes / No 1 Don't Know 

Yes 1 N o  Don't Know 

Yes / No / Don't Know 

Yes / N o  / Don't Know 

Models or Teaches Appropriate Behaviour Yes / N o  ' Don't Know 
(includes instruction and attempts to dernonstrat e 
more appropnate or desirable behavi our ) 

Corporal Punishment Yes N o  . Don't Know 
(includes such stratesies as  spanking and the srrap) 

Other S trategies Yes No i>on't Know 





M=Wemm S m  Percent Agreement 

PhysicaVMaMcai Restraint 

NothingCgnore 

Tiie Out 

Positive Verbal 

Positive PhysicaVTangibles 

Proactive 

Negative Verbal 

IWmctionKbange Location 

ModeIs/Teaches Appropriate Behaviour 

Corporal Punishment 

ûther Strategy 

Phi CoefEicient for o v d  agreement (across d cMcati011~) = 2.65, r.000. 

Kappa for o v d  agreement (across aii  classifications) = .83. 





FAMILY INFORMATION QUESTIONNAIRE 

Date (month-day-year): 

Relationship of informant to the child: 

Child's Inùials (fini, middle, and 1st name): 

Chilci's date-of bïrth (month-day-year): 

Name and location of the agcncy that sent or gave you this sumey: 

PARENI"/FAMILY INFORMATION 

Numba of aii children and adolescents (up to age 18 yrs) living in the home: 

Number of ail ad* (19 & and ove*) living in the home: 

Location-of home (nearest city or town): 
# ~ . m d  1 % 

Type of dwelIing: 
AP- Townhouse: Boarding home: 
S emi-detached: Detached: Shelter: 

Do you? Own: Rent: 

Shared Accommodations (specfi) : 

Present maritai statu of parents (living together, separateci, divarced, widowed): 

DIFORMATION ABOUT MOTEER \ 

Mothefs date-of-binh (month-&y-year): 

Highest grade of school completed by mothec 

Mother had speciai education experience when in school: no:- yes (specify): 

Curent occupation of mothet: 



Mother works: h l h n e :  part-trme: 

Mother's padpresent senous illnesses: 

Mother's current medications: 

Mother's physicd or sensory limitations: 

INFORMATION ABOUT FATHER 

Father's date-of-birth (month-day-year): 

Highest grade of school completed by father: 

Father had special education experience when in school: no:- yes (specify): 
Cumnt occupation of fathec 

Father works: fbbtimc: part-time: 

Fathefs padpresent serious illnesses: 

Father's current medications: 

Father's physical or sensory limitations: 

Total farniiy income (before taxes): 

$50,000-54,999 
SS5,OOO-5 9,999 

$60,00044,999 
$65,00069,999 
$70,000-74,999 
$75 ,OOO-79,999 
$80,000-84,999 
$85,000-89,999 
$90,000-94,999 
more than $95,000- 



CHILD INFORMATION 
(if the item is not applicable, piease put NIA) 

ChiId's date-o f-birth (month-day-y ear) : 

Child Sex: 

Child' relationship to the family 
(a) naturai child- (c) fosta child- 
(b) adopted child- (d) other (specify) 

Child's birth order: 

Child's sibhgs: 
( s p i @  numbers of each category; put O if none) 

younger brothcrs: older brothers: 
younger sistns: older sisters: 

1s the child a twin (if yes indicate whether identicai or fiatemal)? 

Child age when a developmcntal problem was first noticed: 

Child age when a behaviod problem was f3st noticed: 

Child age at formal diagnosis of disabüity: 

Child's diagnosis (as told to you by a professional) : 

Mental Retardation, developmenral handicap, etc., cause iinknown 
Leaming Disability 
Down syndrome 
Cerem Palsy 
Spina Bifida 
Epiiepsy 
Brain damage 
2- 

Fragile X 
+ -€der-Wllli syndrome 

Rett syndrome 
Jmch-Nyan syndrome 
Williams syndrome 
Fetd Alcohol syndrome 
other organidgenetic condition (please specify): 
other condition @kase specify): 
child bas no f o d  diagnosis at this time 



Chilci's cumnt level of developmental 

no delay 
borderline 
miId 
moderate 
severe 
profound 

delay (as told to you by a professional): 

no information available at this tirne 

Child's 0th problems 

hearing problem (spec*): 
vision problem (specify): 
movement problem (speciQ): 
seizures: how many grand mals per month? 
chroaic car infections: are tubes inseficd into ears? 
h&es 
eating disorder (specify): 
chronic constipation 
chronic diarrhea ' 

asthma 
aUergies @least specify): 
~ t s k i n r a s h  
pmblem with a major organ (please specify): 
hquent colds and flus 
attention deficit 
hyperactivity 
oîher medicaVhealth problems (specify): 

In the 1st year, how many different ùmes was the child hospitalized (stayed over at Ieast one night): 
In the last year, what was the total numba of days the child was in hospital (not comting emergency room 
or chic visitr)? 

\ 

What were the mens for hospitalkations? 

In the last year, how many times was the child brought to emergency? 

Medications (Please kt ali me.dications child is currently taking and thek purpose): 



Length of pregnancy: full-term: premantre? (how rnany weeks): 

Duration of Labour fin hours): 

Medical complications during pregnancy: 

Medicd complications during 

Length of hospitalization: . Birth Weight: 

Did mother attend prenatal classes? 

Did mother brast feed (if yes, to what age of the child)?: 

CURRENT SERVICES 

Lin all seMces the family is cumntly receiving such as preschool, social, heaith, respite, and support 
services. Describe the typk of services offered and the r e a ~ n s  for them; it is not necessary to list them by 
name: 





The of Vieland Adaptive BehaMor Scaies - Suwey Forms in the present 

. * 
study were completed by participants ttaough questiomiaire m o n ,  The scoring 

proCemaes used in the preseat study foiiowed those d e s c l l i  in the manuai for this 

measure (Sparrow, Balla, & Cicckti, 1984) whenever possible. Scoring deviateci &om 

the procedures in the matnial d e n  informants Wed in "N" for No Opportudy or " D r  

for Don't Know until the end of each Behavior Domain This respoase pattern was highSr 

mîikely to r d t  f?om an interview adnrinistration of this measme, as higher-rmmbered 

items iu each Domain are usuaüy f o d  to be true o f i n d i v i u  rnuch older (18 years or 

older) than ail participants in the present study. Some iriformants also left items blank 

. . 
During an interview nnmini.phation of this meastre, items above the ceilhg and below the 

basal levels wodd also be l& blank The following scoring d e s  were used to obtain 

basal and caüng leveis on the Vieland Adaptive Behavior Scales - S w e y  Fonn in the 

presem study: 

1. When parents did uot cornpiete an item, that item was scured O, unless t was 

beiow the basal level (ii which case the item is scoreci "2" accordhg to 

mamialized procedures). 

2. Items above the child's chonid age scored 'W' for No Opportunity or "DK" 

for Don't Know were scored O. 





BOME INVENTûRY FOR FAMILIES OF INFANTS AND TODDLERS 

Bettye M. C a l d w e l l  and Robetr 9. Bradley 

7amriy Name Date visitor 123 

cniii's Name Birthdate %le Sex 

:arear*zer for visit i3elatronship to child 

?amrl*! composition 
(Persons Livrnq rn nousehoid ,  ~ncluarng se% and aqe 0 5  children) 

' a m l y  Lanquaqe Xaternal Paternal 
~ t n n ~ c r s y  Spoken '~ducac :.on Education 

- - 
,a .%tnef Type of work  Ss Father Type of work 
?rn~ioyeà? when em~loyed emp loyed? vhen employed 

;ddress - Phone a 

h r r e n e  c h i l d  cate acranqemencs 

S u m m d r ~ t e  past 
~ e a r  ' s xranqernents 

Other Fe rsons 
:xeqrver  for v i s i t  presenc 

.- - - - - - 

Subscale Score 
Eiaif Four th 

- - . Zmotronal and Verbal I I - I 7-9 1 10-1 1 
XSPONSIVTTY of Parent 1 

III . ORGANIZATION of PhysicaL and 
'Tempotaï Enviconment 

-1. ?arent INVOLVEMENT w i t h  
Child 

SV. 2rovision of Appropriate 
PLAY ,HATERIALS 

VI. 3ppcrtunities for  W I E ~  0-1 
in Daily Stimulation 

i 

0-3 

1 

=aI. 3pportunities for VAEUETY 
in Daily Stimulation 

1 

0-4 

'LDTAL SCORE 

4-5 

I I l -  I 
For r l p i d  p r o f i l i w  of a Frnily. ~ l i c e  an x in the box that corresponds to the c a w  score 

6 

5-7 8-9 



1. B o t i o n a l  and Verbal RESPONSIVITY 
1 1 -  Bacent  spontaneously voca l i zed  t o  childl [ 
! twice ,  
12. P a r e n t  tesponds verbally t o  c h i l d ' s  1-1 

v e r b a l i z a t i o n s ,  
3 ,  ?arent tells c h i l d  name 05 o b j e c t  oc 

oerson durina v i s i t ,  
14- ?axenta s speecn is d i s t r n c t  and 1 1 
f audible. 1 \ -  - 

i5, zarent i n l r r a r e s  v e c ~ a l  axcnanqes v t t h  
~ i s i c o r .  ! 

! 6 .  ? a r e n t  converses freely and e a s r l y .  
i I i 
17. ?arent permlts c n r l d  t o  enqaqe i n  
( "Yessv" play. 
18. l a r e n c  sponcaneously p r a r s e s  child at 
1 hasr twice. 
19. zarentls volce conoeys positrve I I 
( f e e l i n a s  toward c h i l d .  
110. P a r e n t  caresses o c  krsses child ac 1 

Least once - 
1 1 ,  ?arent responds  posrtrveiy to prarse 

1 I 
of c h i l d  offered bv v i s i t o r .  1-1 

S u b t o t a l  I I 
If ,  ACCEPTANCE of Child's Behauior 

112. l a r e n t  doas n o t  shout  a t  child. I I 
(13. Pa ren t  d o e s  n o t  express  annoyance with) ' 1 or h o s t i l i t y  t o  child. 
1 1 4 ,  T a r e n t  neieher slaps nor spanks ch i ld  1 1 1 d u r i n q v i s i t .  1 I 
p S . -  YO more than m e  i n s t ance  of 2hysicai 1 j 
v 

i punisnment durinu Dast w e e k ,  t i 
, 16. ? a r e n t  aoes noc s c o l d  or c r l t l c l z e  

l child d u r i n a  v i s i t ,  / 1 
17. 2arent does n o t  i n t e r f e c e  or r e s t r r c t  1 

I 
Subto ta l  

c h i l d  more t han  3 times. 
18, A t  least t e n  books are p r e s e n t  and 

v i s i b l e .  
19, Pamily has a p e t ,  

- 
X I I .  OEGANIZATION of Env i tomen t  

,- 

120. Substitute care is provided by one of 1 1 - 

t h r e e  regular subsitutes. 
21. C h i l d  is t a k e n  to grocery store at 

l e a s t  once/week, 
22, Chi ld  gets out of house a t  least  four 

times/week. 
23, Child is t aken  reqularly to d o c t o r ' s  

l and t r e a s u r e s ,  
2 5 .  Child's play environment is s a f e ,  

off ice  or c l i n i c .  
24. C h i l d  has a speczal  place f o r  t o y s  

IV. Provision of PLAY MATERIALS 
26,  xuscle activity toys o r  equip- 

I 

ment. 
27. Push or p u l l  toy, 124 

28. Strol ler  or v a l k e r ,  k idd ie  c a r ,  
scooter, or tricycf e 

29, P a r e n t  provides toys for  c n i l d  
durrnq v i s i t e  

30, Searnrnq equipmenc apptoot  r a t e  a$ 
--cuddlv toys or role-plavinq t o i  

3 1. Leacninq f a ~ i i i t a t ~ r ~ - - n i ~ b i i c :  
fable and chairs, h i a h  c h a i r ,  ?iawer 
32, Simple eye-hand coord ina t ron  toy: 

33, Complex eye-hand coordi .qat lon col 
(those pemittinu combinat ion) ,  

34. ~ o y s  fo r  Literacure and musrc, 

Subtota l  

V. p a r e n t a l  INVOB.VEMENT V L C ~  Child 

35. Patent keeps child Ln v i s u a l  rai. 
looks at often. 

36. P a r e n t  talks to child while  c7inc 
household wor k . 

37. P a r e n t  consciously encourages dei 
- elopmental advance. 
38. Parent invests rnatutinq t o y s  vit1 

value v i a  u e r s o n a l  a t t e n t i o n ,  
39. Parent structures child's play 

oer iods, 
40 ,  P a r e n t  prov~des t o y s  =nat c9aller 

child to develou new s W i l l s .  
Suntotz j  

VI. O p p o r t u n i t i e s  f o r  VARIETY 

41. Father p r o v i d e s  s o m e  care daily. 

42, P a t e n t  reads s t o r i e s  t o  c h i l d  a t  
least  3 times weeklv. 

43, Child eats at l e a s t  one meal per 
dav w i t h  mother and father .  

44-  Farnily v i s i t s  r e l a t i v e s  or r e c e i ~  
visits once a month o c  so. 

45.  Chi ld  has 3 oc more books of hisf 
her own. 

( TOTAL SCORE 
t 

*For complete wocding of  items, pleas 
to t h e  A d m i n i s t r a t i o n  Manual. 



HOMS IWZXTORY COR FRYILIES OF PRESCHWLERS (TRREE TO S I X )  

Bettye M, Caldwell and Robert R -  Bradley 

P a m i L y  Yame Date V i s i t o r  125 

ch il3 ' 5 !lame Birthdate A W  Sex 

Careur*~ec Eor v i s i t  Relationship to child 

?amri:/ ==mwsi t ion  
(Persons Living  in housenoid, includinq sex and aqe of c 9 r i Y r e n i  

?amrly Lanquaqe Maternai Paterna1 
fthnrc~:? Spoken .Wucation Education 

1s ciothez Type of w o t k  '1s Father Type of work 
e,aoioyeÜ? when employed employed? vhen employed 

C 

Address Phone 

Currenc c h i l d  care arrangeaents 

Summarize past 
year ' s arranqements 

O t h e t  petsons  
Careaiver for v i s i c  . presenc 

Subscale Percentile Ranqe 
Middle 1 Upper Lowest 

Fourth 

I 

D 

H a l f  

3-9 

. 

. 

1. LEARNING STIMULATION 

P .  

t . 

3 :  

I I mr rapid  profiling of a family, place an x in the box that  co&sponds to the raw score 
a 

V I .  MODELING 

i 
V. ACADEMIC STfMüLATION 

m1, VARIETY IN EXPERIENCE 

1 

0-2 

1 

TOTAL SCORE 



durrzc =ce v i s i c  O C  if the parent reports tha t  the conditions or events are characreris- 
tic of :3e nome enviconment,  Enter t h e  s u b t o t a i s  
aecord Sheet. 

1. m I N G  STIMULATION 

1 1 .  ChiLd has toys which teach color. size, ( 1 
shaue . 

2 ,  Ch11d has three oc more puzzfes. 
I 

( 3 .  Carla nas record ?Layes and ar Leasc , 
! f i - re  c 3 i l d r e n ' s  cecotds, 
14. C b A Z  h a s  toys p e r m i t t m g  Eree expres- ) ' l 
1 sion. 
15. C h i l a  tias toys oc qames cequxcinq 
1 cefined rnovements, 
16. C r i i l a  h a s  toys or qames wnich help 
f teacn nurubers. 
7. C S i l d  has at Least 10 c h i l d r e n ' s  books, 

0 

18. At Least 10 books are visible in the 1 
I aaartzent. 
4'- f a m ~ l y  buys and ceads a daily newspaper i l 

110. zautlly subscrlbes to at least one i I 
1 m o a z i n e ,  

t 1 . Chilà is encouragea t o  l e a r n  shapes, 
I 

S u b t o t a l  

12. C h i l d  has t oys  that h e l p  teach the 1 1 
names of animals, 

13, Cb i ld  is encouraqed to Leasn che 1 1  
a l ~ h a b e t ,  

1 4 ,  P a r e n t  teacnes child slmple verbal 1 
manners (pLease, thank you), 

15, N o t h e t  uses c o r r e c t  grarmnar and pro- - 
n u n c i a t i o n ,  ! 

16. P a r e n t  encourages  chi ld  toitalk and 1 - 
takes time t o  l i s t e n -  i 

17, Parent's voice conveys positive 1 - -  - 
i f e c l inq  to child, 

18. Child is permitted choice i n  b r e a k f a s t  
or lunch menu, i 

Subtotal 

19, Bui lding appea r s  safe. 

20. Outside play environment  appears sa fe .  

I 
21. I n t e r i o r  of apartment not dark o r  I 

perce~tually monotonous. 
22. Neiqhborhood is esthetically pleasing.  

S u b t o t a l  
I 

and the cotai on t h e  front s i d e  of the 

23. Bouse has 100 square Lee= of 1 
L i v i n q  s u a c e  per uerson, I 

2 4 ,  Xooms are not overcrowded wich 1 
furniture. . l 

25. nouse is reasonably c lean and 
minimallv c l u t t e r e a ,  1 

Subtota l  I 
I V ,  W A R M T H  AND ACCEPTANCE 

2 6 .  ? a r e n t  h o l d s  child close 10-15 1 
minutes Der dav, 

27, P a r e n t  c o n v e r s e s  with c h i l d  at 1 
l 

least t w i c e  durina visi t 
2 8 ,  Sarent answers cnildo s questrons 

I 
or requests v e r b a l l v -  , 

29, Parent u s u a l l y  responds * ~ e r b a l l y i  
1 

to c h i l d ' s  speech, 
30. P a r e n t  praises childos q u a l i t i e s  

twice d u r i n q  v i s i t ,  
31, Parent caresses, kisses, o r  

cuddles chird d u r i n q  visit. 
32, P a r e n t  helps c h i l d  d e m o n s t r a t e  

some achievement during v i s i t .  
Subtotal  

33; C h i l d  is encouraq& CO Learn 1 
colors. I 

34,  Child is encouraged CO leacn 1 
uatterned s~eech  (sonqs,  etc.  1 1 

35, C h i l d  is encouraqed to Learn f i  1 

- 
numbers, 

* 

37, Child is encouraged to learn to 

.spatial r e l a t i o n s h i p s  , 
36, Child is encouraqed to l e a r n  

read a few words, 
S u b t o  ta1 

s 

.. - 

38. Soma delay of food g t a t i f  i c a t i o n l  
is expected. \ 

39. TV is used j u d i c i o u s l y .  
t 

10, Parent i n t r o d u c e s  v i s i t o r  to 1 
chi Id, 

L 1. Ch i ld  c a n  express negative C 
feelings without reprisal. .? 

12. Child can hit parent without 
harsh reprisal, 1 

Siahtntal I 



43.  C h i l d  has c e a l o r  t o y e u s i c a l  instru- 1 1 

aemoer a t  least everv other week- 
4 5 -  C h i l d  has been on t r i p  more than f i f ty  

ment. 
4 4 ,  Chi ld  rs caken on outinq by family 

mi les dur in?. last year - 
4 6 .  Child  has been taken to a museum i 1 

1 

durinq past year. 1 
4 7 .  ?arent encourages child t o  put away 

tovs vithout help, 
4 8 ,  2arenc uses cornpiex sentence srructure 

152. Parent does not scold or derogate 1 

and vocabularv. 
4 9 .  Chlld ' s a r t  work is displayed some 

c h i l d  more than once, 1 
53, Parent does not use p h y s i c a l  1 

1 

cestraint durinq v i s i t ,  1 
54,  Zarent n e l t h e t  slaps nos spanks 

chkld durinq v i s i t .  
55. No more chan one instance of phys-( 

icai 9unishment durinq uast veek. 1 
Subtotal I 

* P O ~  campLete ttordinq of items, -1ease 
refer  to the ~dminist~arion Hanual. 

olace in house. 
50. Child eats at least one meal per day 

wi t h  mother and fathes. 
5 1 .  ?arent lets child choose some foods or 

bcands at qrocerv store- 
Subtotal 1 





Did the child display behaviour problems on the video? Yes 1 No 

Did the caregiver display use of the foiiowing managegrnent strategies? 

Plrysical or Mectianical Remaint 
(includes such strategis as holding the child 
down and the use of a hamess) 

Yes 1 No 

No&i@gnore Yes 1 No 

Tme Out 
(mcludes removing the child fkom adVities 
for a k e d  period of time) 

Positive Verbai 
(iincludes praise and encouragement) 

Positive Physical or Tangibles 
(imciudes huggiog the child or giving the 
ctrild a reward like a toy) 

Prozdve 
(includes strategies used More the bebaviour 
problem occurs to try to prevent it) 

Negative Verbal 
(includes reprimands, saying "no" or "stop", 
and yelling) 

Distradion or Change Location 
(dudes any anempt to distract the child fiom 
the problem behaviour) 

Models or Teaches Appropriate Behaviour 
(indudes instruction and attempts to demonstrate 
more appropriate or desirat,ie behaviour) 

Corporal Punishment 
(includes such straîegies as spanking and the strap) 

Yes 1 No 

Yes / No 

Yes 1 No 

Yes 1 No 

Yes 1 No 

Yes / No 

Yes 1 No 

Yes 1 No 





Percent agreement = 1 W h  (n= 19). 

Kappa= 1.00. 

Phi= l.Oo,g= -000. 

C ~ o f ~  Shategia, 

Management Strategy Percent Agreemerrt Kappa Phi 

Nothinflgnore 

T i e  Out 

Positive Verbal 

Positive PhysicaUTangibles 

Proactive 

Negaiive Verbal 

Coroporal Punishment 

m e r  Suategy 
- - 

* = sigdcant at *.OS, a f k r  Bonferroni correction. - = could not be computed because of insufficiait c d  sizes. 





Table 1, Appendix I. 

Variable Skew/SE Skew KurtosidSE Kurtosis 

2 3-5 2 3-5 

PMCPB total score 

PMCPB # problern b e h a v i m  

PMCPB mean effèdveness 

CBCL (2-3) total t score 

CBCL (2-3) imeraaliPng t score 

CBCL (2-3) externaiiPng t score 

Reiss total score 

Reiss amciety subscale 

Reks withdrawn subscale 

Rass poor seIf-esteem s u b d e  

HOME Inventory total z-score 

VABS composite standard score 

Note: * indicates n o d t y  assumption was not met. 



Table 2, AppendOr 1. 

e PMCPB S 

Management Strategy 2 year old group 3 to 5 year old group 

PMCPB Supp. PMCPB SWP- 

PhysicaÿMechanid 

Nothinglignore 

The Out 

Positive Verbal 

Positive Physical or 

Tangibles 

Proactive 

Negative Verbal 

Distraction/ Change 

Location 

Modeld'ïeaches 

Corporal nioishmerit 



135 

Table 3, AppaidOr 1. 

PMCPR 

Management Strategy 2 year old group 3 to 5 year old group 

Rirnary Second p+=Y Second 

Informant Idocmant Idormant Informant 

P b y s i ~ e c h a n i c i t l  

Rmraint 

Nothing/Ignore 

Tirne Out 

Positive Verbal 

PostRre Physical or 

Taagibles 

Proactive 

N w e  Verbal 

Distraction/ Change 

Location 

ModeIdTeaches 

CorporaI Punisbment 



Table 4, Appenda 1. 

Management Strategy 2 year old group 3 to 5 year old group 

Vide0 PMCPB Vide0 PMCPB 

PhysicaVMechanical 

Restraint 

Nothin%ignore 

Tiie Out 

Positive Verbal 

Positive Physicai or 

Tangibles 

Proactive 

Negative Verbal 

Distraction/ Change 

Location -32 -95 .44 .78 

Modelsîïeaches -90 1 .O .94 .89 

Corporal Punishment .O0 -53 .O0 .44 





2 YEAR OLDS (n = 54) 





B Tow Score C o m m e  - -' 
3 to 5 YEAR-OLDS (n = 37) 





IMACit LVALUAIION 
TEST TARGET (QA-3) 

K e  11111 ieO EL- : gg 

O t 993. Appiied Image. Inc. AD RigMs Resanred 




