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The Strengthening Washington DC Families (SWFP) Project examined implementation fi-
delity and effectiveness when a selective, evidence-based prevention program was imple-
mented with a sample of 715 predominantly African American families across multiple set-
tings in an urban area. Using a true experimental design, this study reports on the differential
effectiveness of four conditions (child skills training only, parent skills training only, parent
and child skills training plus family skills training, and minimal treatment controls) in re-
ducing child antisocial behavior and its precursors. Major challenges with recruitment and
retention of participants and uneven program coverage were documented. No statistically
significant positive effects for any of the program conditions were observed, and a statisti-
cally significant negative effect on child reports of Negative Peer Associations was observed
for children of families assigned to the family skills training condition. Two marginally signif-
icant findings were observed: Child’s positive adjustment favored families assigned to family
skills training condition relative to minimal treatment and child training only, and family su-
pervision and bonding was lower for children in family skills training than in the other three
conditions. Hypotheses about potential explanations for the weaker than expected effects of
this program are offered, as are thoughts about the infrastructure necessary to successfully
implement family strengthening programs and the future of prevention science.

KEY WORDS: family-based prevention; effectiveness trial; randomized design; African American pop-
ulation; parent training; parent education.

INTRODUCTION

The past 25 years have witnessed major ad-
vances in prevention science. Research has demon-
strated that preventive intervention in families,
schools, and communities can reduce subsequent
levels of youth problem behavior, including sub-
stance use and crime. Programs aimed at modifying
parenting practices and increasing child social skills
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have proven particularly efficacious (Gottfredson,
2001; Kumpfer & Alvarado, 2003; McMahon, 2000;
Mooney, 1995; Webster-Stratton & Taylor, 2001).
But several attempts to implement research-based
programs outside of the context of the original re-
search have yielded disappointing results, and Lipsey
and Wilson’s (1998) meta-analysis of interventions
for juvenile offenders shows that greater researcher
involvement in the implementation of programs
is associated with larger effect sizes for those
programs.

One example of an efficacious prevention
program for which an effectiveness trial yielded
disappointing results is reported in Henggeler et al.
(1997). This study examined the effectiveness of mul-
tisystemic treatment (MST) in community mental
health settings without the intense clinical oversight
provided in previous clinical trials. In the effec-
tiveness trial testing the generalizability of initial
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efficacy results, MST did not reduce self-reported
delinquency in a sample of violent and chronic juve-
niles and their families. The researchers attributed
the mediocre study findings to poor treatment ad-
herence. Delinquency outcomes were substantially
better when adherence to the principles of MST, as
reported by parents, adolescents, and therapists, was
high (Henggeler et al., 1997).

Alper (2002) reported on several attempts to im-
plement a research-based model of nurse home visits
outside the context of the original research reported
by Olds et al. (1998). In one of the replications the
program was implemented with less oversight by pro-
gram developers. In another, paraprofessionals were
hired to implement the program rather than certi-
fied nurses as required by the protocol. These repli-
cations did not remain true to the original design of
the program, and neither produced the same positive
results as the original research. The variation in pos-
itive outcomes appears to be related to adherence to
the program curriculum and the use of qualified pro-
gram staff.

The present study adds to the growing body of
evidence suggesting that as the prevention field at-
tempts to translate positive findings from efficacy
research into practice, it may face challenges that
are likely to diminish the returns on prevention in-
vestments. It reports on a randomized effectiveness
trial that tested a model family skills program—
the Strengthening Families Program (SFP; Kumpfer
et al., 1989)—and its separate components with a sub-
stantially different population than in the original
research and under far more challenging conditions
than in any prior test.

SFP: Rationale, Description, and Prior Research

Several characteristics of families predict the
levels of problem behavior of the family’s children.
Families with negative parent/child relationships
characterized by higher levels of conflict (Brook
et al., 1990; Dembo et al., 1988; Simcha-Fagan et al.,
1986) and families in which parents fail to monitor
and supervise their children (Kandel & Andrews,
1987; Loeber & Stouthamer-Loeber, 1986) are more
likely to have children who engage in problem
behavior. Families in which discipline practices are
clear and consistent without being harsh, punitive,
or lax are less likely to have children who engage
in problem behavior. Parental warmth and sup-
port are also related to lower levels of adolescent
problem behavior (Brook et al., 1990; Kandel &

Andrews, 1987; Simcha-Fagan et al., 1986; Vicary
& Lerner, 1986). Programs aimed at altering one
or more of these family characteristics have been
successful at reducing levels of child drug use and
antisocial behavior in carefully controlled research
studies (Kumpfer & Alvarado, 2003; McMahon,
1999; Mooney, 1995; Serketich & Dumas, 1996;
Webster-Stratton & Taylor, 2001).

SFP is one of these programs. Designed to
target elementary school-aged children, SFP is based
on cognitive-behavioral social learning theory and
family systems theory. In this program (described in
more detail later), parents receive training in parent-
ing skills (PT), children receive training primarily in
social skills (CT), and the entire family receives train-
ing in family skills (FT). SFP was originally tested and
found effective in reducing parent, family, and youth
risk factors for substance use and later youth sub-
stance use in children of drug abusers in treatment
(Kumpfer & DeMarsh, 1985). This initial research
contrasted the FT condition to CT and PT and found
evidence that the full program was more beneficial
than either of its components alone. Subsequently,
independent investigators developed and tested cul-
turally adapted versions of the full SFP program with
several cultural groups (Aktan, 1995; Aktan et al.,
1996; Harrison et al., 1995; Kameoka, 1996; Whitbeck
& Smith, 2001). Most of these replications or quasi-
replications reported positive effects, especially
when the programs were implemented with high-risk
families by a single sponsoring agency (Kumpfer
et al., 2004; National Institute on Drug Abuse,
1997).

SFP has been identified as an effective preven-
tion program by several federal agencies interested
in reducing substance use and delinquency. For ex-
ample, it is one of several “model programs” dissem-
inated by the Center for Substance Abuse Prevention
(CSAP) and is now being implemented statewide
in several states. It has, however, never been tested
in a rigorous effectivness trial, and research subse-
quent to the initial study has tested only the full
program. Given the large body of research (cited
earlier) supporting PT programs, and emerging ev-
idence that grouping high-risk youths together to
receive programming may have iatrogenic effects
(Dishion et al., 1999), there is a need to replicate the
initial research that demonstrated additional bene-
fits accruing for families receiving the FT program,
which involves grouping high-risk youths together
for skills training and is, of course, more costly than
either CT or PT training.
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This paper reports on a randomized effective-
ness trial designed to assess the outcomes of SFP
among children of primarily African American fam-
ilies in the Washington DC metropolitan area. It as-
sesses the separate effects of three different experi-
mental conditions—FT, PT, and CT—compared to a
minimal treatment (MT) control group. The primary
hypothesis tested in the research is that the FT con-
dition produces more positive outcomes on the mea-
sures targeted by the program than the MT, PT, or
CT conditions as was found in the original SFP re-
search. Secondary hypotheses are that both the CT
and the PT conditions produce more positive out-
comes than the MT condition. The study seeks to fur-
ther the understanding of how research-based prac-
tices can be applied on a larger scale by documenting
program effects under natural conditions.

METHODS

Design

The study used an experimental design in which
entire families were randomly assigned to one of the
four study conditions (FT, PT, CT, or MT). Eligible
families were randomly assigned when they arrived
at a pre-testing session by graduate assistants, using a
table of random numbers. Following randomization,
family members completed a pre-test. An immedi-
ate post-test was administered during the week fol-
lowing the final program session. Although as will be
described below some families assigned to program
conditions did not receive the program, all partici-
pants were treated in the analysis as they were ran-
domized.

Participants

Participant Recruitment

Five organizations located in the Washington,
DC metropolitan area were responsible for imple-
menting the Strengthening Washington DC Fami-
lies Project (SWFP). One of the five was a pre-
release center and targeted families of incarcerated
parents.5 The other four sites recruited families from
their communities using a variety of strategies. Cul-
turally matched site coordinators recruited at local

5Over time, this site began to recruit families from the surrounding
neighborhood as well as the center residents.

events (such as health fairs) and in shopping malls.
They worked with schools, churches, and other so-
cial service providers to get referrals. They knocked
on doors, called, and wrote letters to identify fam-
ilies. Brochures, advertisements, and Public Service
Announcements (PSAs) were also used.

Although the program was designed to target
youths identified as at-risk for conduct problems or
substance use, in this study “at-risk” was defined
primarily on the basis of participant youths’ resi-
dence in a high-risk neighborhood. Polizzi-Fox et al.
(2004) described the implementing organizations and
the communities from which families were recruited.
One community was extremely impoverished, with a
median household income of $30,533 and a 54% un-
employment rate, according to the 2000 Census. The
unemployment rates in the others ranged from 25
to 33% and their median household incomes ranged
from $51,831 to $68,074.

Description of Participants

Approximately 1400 families were approched,
of whom 715 (51%) enrolled (e.g., registered and
were pre-tested) in the program.6 These 715 en-
rolled families were the participants in this study.
Family units were defined to include not only those
with biological parents, but those with foster parents,
step parents, boy or girlfriends living with the child,
grandparents and other relatives who cared for the
child. Eligible families had a child between the ages
of 7 and 11, and they had to be able to read, speak,
and understand English. Excluded from the sample
were family members with mental disorders so se-
vere that they could not function well in a group as
well as those with salient needs for treatment (e.g.,
drug treatment) of a kind not offered by SWFP that
would make participation difficult or inappropriate.
All of the children in the family below the age of 12
were invited to attend the program, but children un-
der the age of 7 received child care rather than pro-
gramming.

Data were collected from all family members
who participated in the program, but for the analyses
reported in this paper, data from only the “target”
child and the primary parent (usually the mother) at-
tending the program are analyzed. During registra-
tion, parents identified which child (if more than one

6Data were not collected on the families who did not enroll. It is
therefore not possible to determine how the recruitment process
influenced the characteristics of the sample.
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child was participating) had the most problematic be-
havior. This child became the “target” child for pur-
poses of the study.

The participating parents were predominantly
African American (75%) and female (94%). Many
were socio-economically disadvantaged, with 52%
reporting a combined family annual income of less
than $20,000. The median number of children living
in the home with the parent was two. Most of the chil-
dren were between the ages of 7 and 11, as expected.
Half of children included in the evaluation were 7 or
8 years of age, and half were between 9 and 11. None
of the demographic characteristics examined differed
significantly by experimental condition.

The sample of families can be compared with
families in a recent replication of SFP with fami-
lies of mothers receiving substance abuse treatment
in a Philadelphia (Gutman et al., 2004). The fami-
lies in the Gutman et al. study were indisputably “at
risk,” with 76% of mothers reporting having been
unemployed in the past 3 years and 70% receiving
TANF/welfare. According to parent reports at pre-
test, 13% of children in the Philadelphia sample had
health problems, compared with 11% in the SWFP
sample. The percentage of children with learning dis-
abilities was 16% and the percentage whose school
progress was only fair or poor was 32% in both sam-
ples. The participants in the SWFP sample therefore
appear “at risk” for subsequent problem behavior
even though they were not selected on the basis of
an individual diagnosis of risk.

Procedures

Implementing Organizations, Staffing, and Training

Five organizations were responsible for imple-
menting SWFP. One was a community-based work
release facility for male and female offenders who
were within 6 months of their release dates. Resi-
dents in this facility were required to participate in
a number of skill-building programs as part of their
program contracts. SWFP was one of the several pro-
grams that fulfilled this program contract require-
ment. Another implementing organization was a
resident-founded, non-profit corporation focused on
increasing commerce within the community, provid-
ing resources to community residents to ensure their
financial security, and helping families with high-risk
children. The other three organizations were depart-
ments or divisions within local county or city gov-

ernments. These agencies offered SWFP as part of a
broader array of community services. Family services
were central to the mission of only one of these agen-
cies. One provided education and substance abuse
services as well as inpatient substance abuse treat-
ment for community residents, and another focused
on the health needs of its residents.

The organizational structure utilized in the
SWFP involved one overarching governmental en-
tity, which subcontracted funds to these five separate
organizations, which in turn hired primarily contract
part-time workers to implement SWFP. These pro-
gram implementers generally had full-time jobs else-
where and were not regular staff of the implementing
organizations. The staffing at each site consisted of
a half-time site coordinator, four trainers, child care
workers, and a van driver, all of whom worked on an
hourly basis. Most site coordinators had college de-
grees (67% graduate; 28% bachelors) and relevant
prior experience as social service directors, teachers,
counselors, or community specialists. Trainers were
also well-educated: 48% had graduate degrees, 36%
bachelors, 6% associates, and 6% had attended some
college. The trainers generally had previous expe-
rience as teachers, counselors, school nurses, or in
some other service provision role. All trainers and
site coordinators received the standard SFP training,
which was offered either by the program developer
or another certified SFP trainer initially at the begin-
ning of the project and at several points during the
project for newly hired trainers. The length of the
training sessions ranged from 14 to 20 hr. Trainers
were supervised by the site coordinators, and the site
coordinators were supervised both by their supervi-
sors within their organizations and by the full-time
supervisor for the project who worked for the over-
arching governmental organization. The amount and
quality of supervision is not known.

Experimental Conditions

Just prior to beginning the pre-test, families
were randomly assigned by graduate research assis-
tants (GRAs) to the four study conditions as follows:
176 in the child skills training only (CT) condition,
177 in the parent skills training only (PT) condition,
188 in the parent and child skills training plus family
skills training (FT) condition, and 174 in the minimal
treatment (MT) control group. Families assigned to
the FT condition received fourteen 3 hr skills training
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sessions7 including: (a) 1 hr of pre-class activities in-
cluding a family meal, (b) 1 hr of parent’s skills train-
ing and a simultaneous children’s skills training class,
and (c) 1 hr of family skills training conducted in two
multi-family groups with instruction and coaching by
two group leaders in each group. All participating
family members attended the pre-class activity. Chil-
dren below the age of 7 received child care during the
2 hr of programming.

During the parents’ training classes, parents met
(without children) with two group leaders to learn to
increase desired behaviors in children by increasing
attention and rewards for positive behaviors, as well
as about clear communication, effective discipline,
substance use education, problem solving, and
limit setting. During their separate skills training
class—also led by two group leaders—the children
received instruction in effective communication,
behavioral principles of rewarding desired behaviors
and ignoring undesired behaviors, understanding
feelings, anger control, social skills, problem solving,
resisting peer pressure, consequences of substance
use, and compliance with parental rules. During
the family skills training sessions, families engaged
in family activities and practiced therapeutic child
play, family meetings, communication skills, effec-
tive discipline, and reinforcing positive behaviors
in each other. They also planned family activities
together.

The PT condition involved the same 1-hr per
week parent skills training session described earlier
for the FT condition. The children of the parents
receiving this training were offered child care during
this hour. The CT condition involved the same 1-hr
per week child skills training session described earlier
for the FT condition. Parents of these children were
not expected to receive services, but in 7 of the 10
CT groups, the site coordinator deemed it necessary
to offer some “alternative services” to the parents
of the children receiving child training while they
waited for their children. These services consisted
of either the same four-session health and wellness
program offered to the MT families described below
(four groups), or a combination of “unstructured dis-
cussions” with the site coordinator and recreational
activities such as viewing entertainment videos or
receiving manicures (three groups). Site coordina-

7The program was designed to be delivered once per week over
a 14-week period. In SWFP, 16 of the 35 classes were run using
twice per week sessions over a 7-week period. This local adapta-
tion was approved by the program developer.

tors were instructed to avoid topics related to family
management and child-rearing in their alternative
services. Site coordinators reported that 57% of the
parents assigned to the CT condition attended any
sessions, and of those who attended any, the average
number of sessions attended was 6.7.

The parents in the MT groups were to be of-
fered a standard program consisting of four sessions
on health and wellness, with instructional videos and
discussions related to HIV/AIDS and gun control. In
actuality, six of the eleven MT groups received no
services, three received the standard MT program,
one received unstructured discussions with the site
coordinators and one received a stress management
intervention. Site coordinators reported that approx-
imately half of the participants assigned to the MT
condition attended any sessions, and of those who
attended any, the average number of sessions at-
tended was 3.7. No significant differences were found
across experimental conditions in the percentage re-
porting at the post-test that they had received any
other family services, employment services, services
to help get along with others, or services to help “set
limits.”

The program ran in “cycles.” Each program site
alternated between running a 14-session CT and PT
intervention simultaneously or a 14-session FT and a
four-session MT intervention simultaneously. During
the CT/PT cycles, approximately 24 recruited fami-
lies were randomly assigned to receive either the PT
or CT condition. During the FT/MT cycles, approxi-
mately 24 recruited families were randomly assigned
to receive either the FT or the MT condition. Two
sites operated three of each type of cycle. Two sites
operated four of each type of cycle. One site operated
three CT/PT and four FT/MT cycles. The total num-
ber of each type of cycle was therefore 17 CT/PT, and
18 FT/MT.8

Assessment

Pre- and post-tests were administered to the
parents and children of participating families before
and directly after the intervention.9 The post-testing

8Each FT condition included a child and a parent training class as
well as a family training class, so the total number of each parent
and child training class delivered was 35 (17 plus 18).

9Two follow-up surveys were also conducted at 6 and 18 months
following the completion of the intervention. Data from these
surveys were examined using latent growth curve analyses
to assess the extent to which any of the four experimental
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session occurred the week following the final pro-
gram session. Families assigned to all conditions,
including those no longer attending sessions, were
invited. Make up sessions were held, and individ-
ual test administrations either at the home or in an
agreed upon public location were conducted follow-
ing the group sessions until a 70% response rate
was achieved. The data collection procedures there-
fore varied across individuals in the study in order
to achieve a reasonable response rate, but not across
study groups.

Tests were administered primarily in small
groups. A graduate research assistant read the survey
and response options out loud so that participants
who chose not to read for themselves or had trouble
reading could follow along. If it became clear that all
or most of the participants were reading the survey
independently, the GRA stopped reading to the en-
tire group and instead worked individually with the
smaller groups of less literate participants.

Retention Strategies

Attendance incentives were provided, including
transportation, child care, and a family dinner at each
session. Food vouchers ranging in price from $25 to
$100 were given following each testing session. Ad-
ditional $25 vouchers were provided at the third and
seventh training sessions and small incentives (usu-
ally worth less than $1) were awarded for punctual
attendance and the completion of homework at each
session.

Outcome Measures

All outcome measures examined in this paper
were taken from pre- and post-tests constructed from
standardized scales used in prior research. When pos-
sible, complete scales developed in prior studies were
used. In some cases, the original scales included too
many items to be able to include them all in an instru-
ment to be administered in one sitting. In these cases

conditions resulted in longer term changes in the same outcome
measures examined in this report. The results of this exploration
are reported in a separate report (Wilson, 2004). No long-term ef-
fects of any of the experimental conditions were found. Because
Wilson’s report uses a different method of analysis and a different
sample (e.g., only those families include in the follow-up surveys),
page limitations do not allow us to include the details of the anal-
ysis in this report. It will be submitted for publication separately.

(most notably, for parent reports of the target child’s
behavior and positive adjustment), items that seemed
to capture the outcomes most directly targeted by the
program were selected jointly by the program devel-
oper and the first author.

These items and scales were combined to cre-
ate three different surveys: A survey consisting of 56
items was administered to younger children (those
aged 7 and 8); a 138-item questionnaire was admin-
istered to older children (aged 9 through 11), and
a 195-item survey was administered to parents. The
parent survey asked the parent to report on the be-
havior of the target child, the parents’ own behav-
iors and attitudes, and on the family in general. The
child surveys also asked about the family and about
risk and protective factors targeted by the program in
addition to child problem behaviors. The older child
survey included several items and scales intended to
measure additional risk factors (e.g., peer drug mod-
els, drug availability, time spent with parents, impul-
sive behavior) and substance use that were not in-
cluded in the younger child survey. Because these
measures are available only for the older youths in
the study, they are not reported here. A separate re-
port (Gottfredson et al., 2004) focusing on the older
child sample found no significant differences across
study groups on any of the measures collected only
for older youths.

Items were combined to form scales using expec-
tations based on prior research and factor analyses
(FA) conducted in the study sample. That is, when
intact scales had been taken from prior research, we
scored the scales exactly as had been done in the
prior research. When selected items were taken from
pre-existing scales, we included all items thought to
measure the same or related constructs in an ex-
ploratory factor analysis. Items that loaded highly
(0.3 or greater) on the same factor were averaged
(after recoding to ensure all items were scored in
the same direction and had the same response cat-
egories) to create new scales. Fifteen different scales
measuring child antisocial behavior (3), positive ad-
justment (3), intentions to use drugs (1), negative
peer influence (1), and family functioning (7), were
initially scored in this manner.10

10Items measuring parental substance use, child lifetime use, and
parental depression were also included in the surveys. The vari-
ability in parent and child self-reports of substance use was low,
and these measures did not converge with other scales that should
have been related. In addition, several youths reported a decrease
in lifetime drug use from pre to post, possibly indicating low
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Because many of these original scales were cor-
related with one another, analysis using all of them
as separate outcome measures would have inflated
the type I error probability. To reduce the number of
correlated outcome measures, a second exploratory
FA was conducted on all of the original scales to
identify higher order factors. This FA identified
(based on both the scree plots and the difference
in the eigenvalues) the seven underlying factors
described below, all of which were directly targeted
by the SWFP program (except for the negative peer
associations scale, which was intended to capture
a possible negative effect of grouping high-risk
youths together). This FA guided the creation of
the seven scales used in this analysis. The original
scales that loaded highly on each of the seven factors
were averaged to create the final scales used in the
analysis.11

For all scales, a high score indicates more prob-
lematic behavior or greater risk/lower protection.
Table 1 shows the number of items in each scale,
the scale range, and the alpha reliability. Informa-
tion is provided in this table both for the original
scales and for the higher order scales used in the
analyses.12

validity in these measures. These scales and items were not an-
alyzed for this report.

11Several of the original scales were not normally distributed and
their response formats differed from other scales with which
they were to be combined. To resolve both problems, square
root transformations were taken for the non-normally distributed
scales prior to combining them with the other scales. Specifically,
to create the family supervision and bonding factor, the scale rep-
resenting closeness to parents (which was skewed and had a range
of 1–4) was transformed by taking the square root in order to av-
erage it with the parental supervision scale (which had a range of
1–2). To create the parenting skills factor, confidence in parent-
ing and consistency in discipline (both of which were measured
on 1–5 scales and were skewed) were also transformed by taking
the square root before combining them with the other parenting
skills scales that had 1–2 ranges. For these two scales, a small num-
ber of cases (2–4) were also trimmed to pull the small number of
square root transformed scores that were greater than 2 into the
required 1–2 range. After these original scales were combined
into higher order scales, the distributions of the resulting scales
were again checked. The distributions of these higher order scales
were closer to normal than were the original scales. Nevertheless,
for the three higher order scales whose distributions contained
more than a minimal amount of skew (rebellious behavior, fam-
ily supervision and bonding, and parenting skills), analyses were
conducted using both untransformed and transformed variables.
These analyses produced essentially the same results, so the un-
transformed results are presented.

12A manual (Cowan & Gottfredson, 2000) containing the wording
of all items, their response formats, their sources, and instructions

Table 1. Scale Ranges, Number of Items, and Reliabilities

Measures
Original

scale range
No. of
items Alpha

Child problem behavior factors
Parent reports 1–4 24 0.85
Hyperactivity/impulsivity 1–4 8 0.66
Antisocial behavior 1–4 16 0.83
Child reports 1–3 13 0.80
Rebellious behavior 1–3 13 0.80

Child risk and protective factors
Intentions to use drugs (child
reports)

1–2 3 0.87

Child positive adjustment
(parent reports)

1–4 37 0.93

Social skills 1–4 23 0.91
School progress 1–4 3 0.52
Sociability 1–4 11 0.78
Negative peer associations (child
reports)

1–2 8 0.51

Family factors
Family supervision and bonding
(child reports)

1–2 21 0.79

Closeness to parentsa 1–4 8 0.83
Parental supervision 1–2 13 0.62
Parenting skills (parent reports) 1–2 37 0.81
Confidence in parentinga 1–5 5 0.60
Consistency in disciplinea 1–5 8 0.65
Family organization 1–2 8 0.67
Family cohesion 1–2 7 0.65
Family conflict 1–2 9 0.68

aSquare root transformation was made to reduce skew or kurtosis.

The final scales used in the analyses are as fol-
lows:

Child Problem Behavior

Parent Reports. This scale combines two parent
scales measuring the target child’s behavior: Hyper-
activity/impulsivity and antisocial behavior. Items in
the hyperactivity/impulsivity scale ask (for example)
how often (in the past 3 weeks) the target child “in-
terrupts or intrudes on others” and “is easily dis-
tracted.” Items in the antisocial behavior scale ask
(for example) how often (in the past 3 weeks) the tar-
get child fights and takes others’ property. Items are
taken from the Parent Observation of Children’s Ac-
tivities (POCA-R; Kellam, 1990) and the Social Skills
Rating System (SSRS; Gresham & Elliott, 1990).

for recoding items to obtain a common metric among items in
each original scale is available from the first author.
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Youth Reports.13 This scale measures child self-
reports of rebellious behaviors. Items ask how of-
ten the child (for example) fights with other students,
cheats on tests, and breaks other people’s things. The
scale is taken in its entirety from the What About You
survey (Gottfredson & Gottfredson, 1999).

Child Risk and Protective Factors

Intentions to Use Drugs (youth reports). This
scale, taken in its entirety from the What About You
survey (Gottfredson & Gottfredson, 1999), measures
intentions to use alcohol, marijuana, and cigarettes.
A sample item is: “I will never drink beer, wine, or
hard liquor.”

Child Positive Adjustment (parent reports). This
scale combines three parent report scales measur-
ing the target child’s positive behavior: Social skills,
school progress, and sociability. Items in the social
skills scale ask (for example) how often (now and
in the past month) the target child “tries hard to do
good work on tasks” and “compromises in conflict
situations with others.” Items in the school progress
scale ask about the child’s school progress, liking for
school, and school attendance. Items in the sociabil-
ity scale ask (for example) how often (in the past 3
weeks) the target child socializes and interacts with
other children and avoids other children. Items are
taken from the Parent Observation of Children’s Ac-
tivities (Kellam, 1990) and the Social Skills Rating
System (Gresham & Elliott, 1990).

Negative Peer Associations (youth reports). This
scale includes a subset of items from the What About
You survey (Gottfredson & Gottfredson, 1999) and
reflects the level of delinquent peer influence. A sam-
ple item is: “My friends often try to get me to do
things the teacher doesn’t like.”

13Child and parent reports of problem behavior did not load on a
single factor, as anticipated. The correlations between child and
parent reports of similar behaviors were modest. The correla-
tion between child reports of rebellious behavior and parent re-
ports of antisocial behavior, for example, was .25. An extensive
analysis of the validity of the child and parent reports utilizing
measures available from school records for a subset of the sam-
ple indicated that neither could be rejected as obviously invalid.
Correlations of child reports of child characteristics generally had
slightly higher correlations with measures of school performance
taken from school records than parent reports of child character-
istics, but both were correlated in the expected direction. There-
fore, the two sets of measures of problem behavior were retained
for analysis but were kept as separate factors.

Family Factors

Family Supervision and Bonding (youth re-
ports). This scale combines a scale taken in its en-
tirety from the What About You survey (Gottfredson
& Gottfredson, 1999), parental supervision, and an-
other, Closeness to parents, taken in its entirety from
the Survey of Risk and Protective Factors Associated
with Adolescent Alcohol, Tobacco, and Other Drug
(ATOD) Use (Arthur et al., 2002). Items in the for-
mer include “My parents usually know if I do some-
thing wrong” and in the latter include “I feel close to
my mother.”

Parenting Skills (parent reports). This scale com-
prises five subscales. Three (family cohesion, organi-
zation, and conflict) are shortened versions of scales
from the Moos Family Environment Scale (FES;
Moos & Moos, 1986). The cohesion subscale mea-
sures the degree to which the family unit works well
together and feels close to one another. The con-
flict subscale measures the extent of conflict within
the family, and the organization scale measures the
family’s organization as it relates to financial matters,
household duties, and so on. A fourth subscale, based
on measures used in Kumpfer’s prior evaluations of
SFP, is confidence in parenting which includes items
such as “How much do you enjoy caring for this
child” and “How would you rate your ability to par-
ent this child.” Finally, the consistency in discipline
scale includes items such as “How often do you give
in to the child’s demands or excuses not to complete
work?” and “How often does the punishment you
give your child depend on your mood.” This measure
is modeled after questions from the Oregon Youth
Study (cited in Gottfredson et al., 1996).

Process Measures

Participation

Attendance and participation forms were com-
pleted weekly (or semi-weekly) at the end of each
parent training session by program trainers. Atten-
dance records were collected for 93% of the fam-
ilies included in this analysis. Two variables were
created from the attendance records: Attended at
least one session (yes/no) and the number of sessions
attended. An average participation score was con-
structed from trainer ratings of each subject’s partici-
pation on seven variables (attention, amount and ap-
propriateness of sharing and disclosing, interest level,
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motivation level, competence in concept). This score
ranges from 1 (low participation) to 5 (high partici-
pation).

Fidelity

Observations were conducted by University of
Maryland GRAs four times during the first program
cycle offered by each site and twice during each
subsequent program cycle. Observations were un-
dertaken using a standardized fidelity checklist cre-
ated by the program developer and tailored to the
curriculum manuals. The fidelity checklist items in-
cluded whether or not each major activity was cov-
ered as well as ratings of the trainers’ program de-
livery and an overall rating of session quality. In all,
79 observations of each of the child training and par-
ent training were conducted, and 44 observations of
family training were conducted.14 Observations from
all observers and classes in each cycle were aver-
aged within each site, so that one score for each type
of class in each cycle was available for analysis for
each of the observation variables. These observa-
tions were used to compute the following measures
of program quality: Session length, percent of items
covered, trainers’ average program delivery rating,
and average overall session rating. For the latter two
measures, observations were recorded using a three-
point scale in which a rating of “1” was “below aver-
age,” “2” was “average,” and “3” was “above aver-
age.”

Parent Comprehension

At the end of 11 of the 14 parent training
sessions, participants completed a “session review”
form. The purpose of the form was to assess how
much information the participants retained from that
night’s session. All parents who attended the par-
ent training sessions were expected to complete these
forms. Among parents in attendance at the parent or
family training sessions, 85% completed parent ses-
sion review forms. These records were used to calcu-
late the average percentage of items correct across all

14The numbers of observations differ by type of session because
each observation of a family skills training condition generated
three distinct class observations—one for each of the child, par-
ent, and family training sessions. The observations of classes in
the CT and PT skills training conditions generated only one ob-
servation each.

sessions attended for each participant. On the night
of the post-test, five or six parents whose families
were randomly assigned to the CT or MT conditions
were asked to complete three session review forms
each. These session review forms were identical to
the session review forms completed by participants
in the FT and PT conditions.

Other Services

As a check on the extent to which potentially
confounding services were provided to any study
group, we included in the post-test a set of questions
asking parents to report whether or not they had re-
ceived any of a list of different services other than the
SFP program in the past 3 months (e.g., concurrently
with the SFP treatment).

Statistical Analysis

The statistical analysis included a descriptive
analysis of process measures, an analysis of overall
attrition and differential attrition, and analyses of
the parent- and child-reported outcomes using anal-
ysis of covariance. A hierarchical approach to the
data analysis was considered and rejected due to the
small number of sites. Instead, site was included as a
dummy variable for each family in all outcome anal-
yses to adjust for any differences in the marginal ef-
fect of site. The pre-test measure corresponding to
the outcome variable was also used as a covariate in
each analysis.

RESULTS

Implementation

Attendance and Participation

Across all three program conditions, 69% of
enrolled intervention families15 attended at least one
training session. Seventy percent of CT, 61% of PT,
and 76% of FT families attended at least one session
(F(2,499) = 4.20; p < .05), with a significant differ-
ence observed between the FT and PT groups only

15Each family was coded as having attended at least one session
if any family member attended any of the 14 sessions. The total
sessions attended for each family was the number of sessions at-
tended by any family member.
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(p < .05). Among those 348 families who attended
at least one training session, the average number of
sessions attended was 8.4 out of the 14 delivered.
Families assigned to the CT condition attended,
on average, 8.5 sessions whereas families in the PT
condition attended an average of 7.5 sessions. The
average number of sessions attended by the FT fami-
lies was 9.1. These differences across conditions were
statistically significant (F(2,345) = 3.76; p < .05), with
a significant difference observed between the FT and
PT groups only (p < .05). The same pattern was ob-
served for on-time arrival and completion of home-
work. The average participation level (for individual
family members) across all program conditions was
4.2 on a five-point scale. The differences across con-
ditions were statistically significant (F(2,581) = 6.59;
p < .01), with the average participation level signif-
icantly higher for the PT than for the FT and CT
groups (4.4 compared to 4.2 and 4.2, respectively).

Implementation Fidelity

Each type of session was designed to last 60 min.
According to the observations, the child training
classes lasted 54 min and the parent classes lasted
55 min, on average. The family training sessions
(which were delivered directly following the parent
and child sessions for families in the FT condition)
were briefer, running an average of 36 min. Most of
the program material was covered in the child (92%)
and parent (90%) training sessions, but only 62% of
the items to be covered in the family-training classes
were covered. This is not surprising considering the
sessions were delivered in a much shorter time than
was intended by the program developers. The av-
erage delivery ratings from observations were sig-
nificantly different across conditions (F(2,85) = 4.58;
p < .05). Pairwise contrasts showed that the average
delivery rating was significantly lower for FT than for
the PT and CT groups (2.6 on a three-point scale
compared to 2.8 and 2.8, respectively. The average
leader ratings were as follows for the three types of
training sessions: 2.8 (CT), 2.7 (PT), and 2.6 (FT),
also on a three-point scale (F(2,85) = 2.55, p < .10).
The post-hoc pairwise contrasts revealed again that
the FT condition was marginally significantly lower
than PT and CT groups.

Parent Comprehension

Parents who participated in and completed
assessments in the PT and FT conditions answered

86% of the questions on the session review forms
correctly. The average percent correct across reviews
completed by parents in the CT and MT conditions
(who had not received training) was 76%,16 and
the percent correct was significantly different for
parents who received the training than for those who
did not (F(1,343) = 53.84; p = .00). These reviews
provide evidence that the parents who attended the
sessions understood the material covered, but the
high percentage of correct responses for the parents
in the conditions that did not receive any parent
training suggests that much of the material covered
in the parent sessions is common knowledge.

Staff Turnover

Over the course of the 5-year project, the pro-
gram experienced a 420% turnover in the site co-
ordinator position (that is, 21 different people filled
the five positions) and 315% turnover in the program
trainer position (63 different people filling 20 posi-
tions).17 In some cases, trainers were promoted to
site coordinators, so the overall turnover rate across
both positions was 288%. The overall project man-
ager position was held by three different persons. De-
spite the high rate of turnover, all trainers and site
coordinators were trained in SFP.

Attrition from the Research

The overall attrition rate from the pre-test to the
post-test for this study was 30%,18 for a post-tested
N of 502 families. This rate is moderately high, but
in line with other implementations of SFP reported
in earlier research (Kumpfer et al., 2002). Neverthe-
less, it raises the possibility that (a) the results of the
research does not generalize to the entire study sam-
ple and (b) differential patterns of attrition across the
four study groups undermine confidence in the causal
interpretations of the results.

16The percentage correct can be calculated either by assuming all
unanswered questions are incorrect (as is reported above) or by
calculating the percentage correct only on the basis of those items
with valid responses. The percentage correct based on this latter
method produces similar results: 89% versus 77% correct, p < .01.

17Trainer turnover generally occurred between classes so that min-
imal disruption of ongoing classes took place.

18That is, 70% of the parents who completed a pre-test also com-
pleted a post-test.
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An analysis of attrition bias by condition and
site showed the attrition rate did not vary by condi-
tion or site. To further explore the correlates of at-
trition, a logistic regression analysis was conducted.
This analysis regressed the log odds of attrition on
several parent-reported baseline measures19 to ex-
amine whether baseline characteristics of the parents
and children were related to attrition. This analysis
yielded only one significant association at the p < .05
level out of 24 tests conducted, or fewer than would
be expected by chance. Parents’ age was the only sig-
nificant predictor, with older parents more likely to
complete a post-test.

A series of two-way analyses of variance were
also performed to examine the extent to which attri-
tion from the study, condition, and their interaction
were related to baseline measures. The interaction
between attrition and condition tested whether base-
line differences between those who left the study and
those who did not differed across conditions. This
analysis was performed on parent-reported baseline
and demographic measures (see footnote 15). The re-
sults revealed no statistically significant interactions
(all p-values were greater than .60). Based on these
analyses, it seems unlikely that attrition from the
study biases the results in any important way. Fur-
ther, the similarity between those who left the study
and those who did not suggests that the results can
safely be generalized to the entire study sample.

Outcome Analysis

Table 2 shows the pre-test, post-test, and gain
score mean, standard deviation, and sample sizes for
each condition. This table shows that the general di-
rection of change from pre- to post-test was in the
positive direction, regardless of experimental condi-
tion. This change is plausibly attributable to a regres-
sion artifact.20 ANCOVA was used to assess the ex-

19These parent baseline measures included all five of the parenting
skills scales used in this study; parent reports of their target child’s
antisocial behavior and school progress; parent reports of their
own alcohol problems and illicit drug use; race; age; income; and
number of children.

20Regression would be expected given the high-risk nature of the
population and participant self-selection for child problem behav-
ior. As a further check, we examined gain scores for participants
at different ranges of the pre-test distributions. This analysis re-
vealed that families who tested at the more negative end of the
distribution at the time of the pre-test improved the most between
pre- and post-test. The association of gain score with pre-test was
highly significant and did not differ by experimental condition.

Table 2. Pre-test, Post-test, and Change Score Means for Parent-
and Child-Reported Outcome Measures

Pre-test Post-test Change score

Variable by site
and condition Mean SD Mean SD Mean SD N

Child problem behavior factors
Parent reports

Family 1.90 0.39 1.77 0.33 −0.13 0.33 127
Child only 1.93 0.45 1.77 0.43 −0.16 0.32 111
Parent only 1.88 0.41 1.78 0.35 −0.10 0.31 114
Minimal 1.88 0.39 1.79 0.40 −0.09 0.34 125

Child reports
Family 1.30 0.26 1.33 0.34 0.03 0.32 126
Child only 1.43 0.35 1.36 0.33 −0.07 0.26 115
Parent only 1.37 0.31 1.36 0.37 −0.01 0.32 107
Minimal 1.44 0.35 1.39 0.35 −0.05 0.38 112

Child risk and protective factors
Intentions to use drugs (child reports)

Family 1.17 0.32 1.18 0.36 0.02 0.42 123
Child only 1.20 0.36 1.19 0.37 −0.01 0.46 112
Parent only 1.18 0.33 1.11 0.28 −0.07 0.37 104
Minimal 1.20 0.36 1.20 0.36 0.00 0.40 111

Child positive adjustment (parent reports)
Family 2.22 0.44 2.06 0.41 −0.17 0.36 119
Child only 2.21 0.53 2.11 0.52 −0.1 0.33 108
Parent only 2.14 0.46 2.06 0.44 −0.08 0.35 108
Minimal 2.16 0.45 2.11 0.48 −0.05 0.3 121

Negative peer associations (child reports)
Family 1.24 0.19 1.25 0.21 0.01 0.21 127
Child only 1.30 0.21 1.23 0.20 −0.08 0.23 114
Parent only 1.29 0.21 1.24 0.20 −0.05 0.20 106
Minimal 1.28 0.21 1.24 0.20 −0.04 0.19 111

Family factors
Family supervision and bonding (child reports)

Family 1.24 0.18 1.24 0.18 0.00 0.08 119
Child only 1.25 0.15 1.23 0.15 −0.02 0.08 107
Parent only 1.26 0.17 1.23 0.16 −0.03 0.08 102
Minimal 1.27 0.17 1.24 0.17 −0.02 0.09 109

Parenting skills (parent reports)
Family 1.40 0.16 1.34 0.14 −0.06 0.13 120
Child only 1.40 0.19 1.35 0.18 −0.05 0.15 109
Parent only 1.38 0.16 1.32 0.14 −0.06 0.13 111
Minimal 1.36 0.15 1.33 0.14 −0.02 0.10 123

tent to which the post-test means on each of the seven
outcome scales derived from parent and child surveys
varied across condition after adjusting for pre-test
scores and site differences. The results of this anal-
ysis are reported in Table 3. The group difference
on negative peer associations was statistically signifi-
cant (p < .05), and two others (parent reports of child
positive adjustment21 and child reports of family su-

21In analyses that examined each of the original scales separately,
the F-test for parent reports of social skills reached statistical sig-
nificance (F = 5.62; p = .05).
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Table 3. Test of Difference Between Conditions at Post-Test

F p Pairwise contrasts
Measures

Measures
Child problem behavior factors

Parent reports 1.26 0.29
Child reports 0.47 0.71

Child risk and protective factors
Intentions to use drugs

(child reports)
1.81 0.14

Child positive adjustment
(parent reports)

2.22 0.09 F < M∗; F < Ca

Negative peer associations
(child reports)

2.76 0.04 C < F∗∗; P < Fa

Family factors
Family supervision and

bonding (child reports)
2.17 0.09 P,M < F∗; C < Fa

Parenting skills (parent
reports)

0.96 0.41

Note. All scales are scored so that a higher score is less favorable.
The analysis of covariance models included the pre-test score
of the dependent variable, site, and condition. Degrees of
freedom in the numerator of the F-statistic is always 3, and in the
denominator ranges from 404 to 430.
ap < .10.
∗p < .05;∗∗p < .01.

pervision and bonding) were marginally significant
(p < .10).

Pairwise contrasts between conditions for the
significant and marginally significant findings showed
that children in the CT condition (p < .01) and the

A1

PT condition (p < .10) reported less negative peer as-
sociations than children in the FT condition. It was
anticipated that grouping high-risk youths together
might increase negative peer associations. Both the
family and child conditions grouped the children for
skills training, but a relative increase in negative peer
associations was observed only for the FT condition.

The pairwise contrasts for the marginally signifi-
cant effect on parent reports of child positive adjust-
ment showed that the FT families outperformed the
MT families (p < .05), and the CT families (p < .10),
but not the PT families on this outcome. For the
marginally significant effect on child reports of fam-
ily supervision and bonding, the pairwise contrasts
showed that the FT condition families fared signifi-
cantly worse than the MT and PT families (p < .05),
and marginally worse than for the CT condition
(p < .10).

Finally, Table 4 shows the effects sizes (ESs) for
the pairwise comparisons of greatest interest. These
ESs were computed as covariate-adjusted mean dif-

ferences between conditions, adjusting for pre-test
and site, divided by the pooled within-conditions and
within-site standard deviation. These are standard-
ized mean difference-type effect sizes, similar in met-
ric to Cohen’s d (Lipsey & Wilson, 2001). Presented
for descriptive purposes only, these ESs are intended
to call attention to trends in the data that, although
not statistically significant, may suggest hypotheses
for testing in subsequent research. Most of the effect
sizes are small. Only three of the 35 effect sizes are as
high as .3, which is generally considered the bottom
range for a “moderate” sized effect, and one of these
is in the unfavorable direction (child reports of fam-
ily supervision and bonding contrasting the FT and
PT conditions). A few general patterns are evident:
Effects were larger and more positive for parent-
reported than for child-reported outcomes (−.13
versus .08, on average). Effect sizes for the three
experimental conditions relative to the MT showed
that effects were smaller for the FT condition than
for either the CT or the PT conditions (−.01 versus
−.08 and −.07, on average). The effect sizes for child
problem behavior were somewhat higher for the CT
than for the other conditions, and the effects sizes for
the parenting skills were somewhat higher for the PT
than for the other conditions. The FT condition per-
formed worse than the CT condition on all outcomes
except parent reports of child positive adjustment
and parent reports of parenting skills, and worse than
the PT condition on all outcomes except parent re-
ports of child positive adjustment and parent reports
of child problem behavior. Although tentative due
to the preponderance of non-significant differences,
the pattern suggests that the CT and PT conditions
outperformed the FT condition in part because the
children in the FT condition were more exposed
to negative peers and became less bonded to their
parents than the children in the PT and CT families.

A final analysis examined the hypothesis that the
weaker than anticipated effects observed for the FT
in this study resulted from the provision of services
to the MT groups. As noted earlier, six of the eleven
MT cycles received no alternative services. Support
for the hypothesis would be found if the effects for
the FT were stronger and more positive (relative to
the MT) in these six cycles. All ANCOVA analyses
as described above were repeated for the MT and
FT families, adding an indicator for whether or
not alternative services were provided for the MT
families and a treatment by MT services interaction
term. These analyses provided no support for the
hypothesis: FT families did not outperform MT
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Table 4. Effect Sizes for Comparisons, Adjusting for Pre-test Differences

Measures FT/MT CT/MT PT/MT FT/CT FT/PT

Child problem behavior factors
Parent reports −0.11 −0.21 −0.04 0.08 −0.08
Child reports 0.02 −0.09 0.04 0.17 0.02

Child risk and protective factors
Intentions to use drugs (child reports) 0.00 −0.01 −0.07 0.00 0.06
Child positive adjustment (parent reports) −0.31 −0.12 −0.11 −0.30 −0.18
Negative peer associations (child reports) 0.21 −0.11 −0.01 0.29 0.21

Family factors
Family supervision and bonding (child reports) 0.27 0.04 −0.04 0.24 0.30
Parenting skills (parent reports) −0.17 −0.09 −0.23 −0.10 0.07

Note. Negative effect sizes are desirable. Bold ESs are for pairwise comparisons that were statistically significant (p < .05) in
the ANOVA analyses. Italicized ESs are for pairwise comparisons that were marginally statistically significant (p < .10) in
the ANOVA analyses.

families, regardless of the provision of MT alterna-
tive services.

DISCUSSION

This study sought to replicate the SFP program
and its separate components with a substantially
different population (e.g., predominantly African
American and urban) than in the original re-
search and under more challenging conditions (e.g.,
with multiple implementing organizations serving
predominantly socio-economically disadvantaged
communities) than in any prior test. Results showed
that only one of the study measures (negative peer
associations) differed significantly across any of the
study groups, and two others (family supervision and
bonding, and child’s positive adjustment) showed
marginally significant group differences. Little sup-
port was found for the primary hypothesis tested
in the research—that the FT condition produces
more positive outcomes on the measures targeted
by the program than the MT, PT, or CT conditions.
No statistically significant positive effects of the
full program were observed, although results for
parents’ reports of child’s positive adjustment were
marginally significant favoring the FT condition over
the MT and CT conditions, but not the PT condition.
Other significant and marginally significant findings
suggested that the FT condition produced worse
outcomes: Results indicated a statistically signifi-
cant relative increase in negative peer associations
for children of families assigned to the FT condi-

tion compared with the CT and PT conditions. A
marginally significant effect also showed children in
the FT condition reported lower family supervision
and bonding than children in the other three con-
ditions. Finally, none of the results suggested that
the CT or the PT groups outperformed the MT
group.

The results from this randomized trial are
not as strong as anticipated from prior SFP re-
search (Kumpfer et al., 2002), but are similar to the
results reported from a recent SFP replication con-
ducted with a sample of mostly African American
Philadelphia families (Gutman et al., 2004). That
study was conducted under conditions more similar
to the original SFP research: The parents were
receiving substance abuse treatment and were char-
acterized by a number of factors that placed their
children at elevated risk for problem behavior. The
program was delivered with high fidelity by research
staff, following the once per week session format
as recommended by the developer. Immediate
drop-out of participants was rare in that study (only
7.8% as opposed to 26.6% for FT families in SWFP),
but the attendance patterns for participants who did
attend were similar across studies (for example, 38.8
and 34.9% of families attended 11–14 sessions in the
Philadelphia and SWFP FT samples). The Gutman
study found positive effects of the full SFP program
on parenting skills, but, similar to our study, no
effects on child pro-social skills, problem behavior,
or school progress.

Methodological issues, differences in the popu-
lation, and implementation factors might explain the
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weaker than anticipated effects found in this recent
SFP research.

Methodological Issues

Previous studies of SFP relied solely on parent-
reported outcomes. This study shows that the results
differed somewhat depending on the source of the
outcome data. Although both sources of data pro-
duced reasonably reliable measurement, parent and
child reports of similar behaviors were not highly cor-
related, and parent reports generated more positive
effects than child reports. Examination of the valid-
ity of both sets of measures (see footnote 9) failed
to produce evidence that child reports were less valid
than the parent reports. This finding underscores the
importance of using multiple sources of measure-
ment when assessing program effects. In this study,
the child reports yielded important new information
about potential negative effects of the family skills
training condition that had not previously been con-
sidered.

The design of this study is also more rigor-
ous than the designs used in most prior SFP re-
search, which have been quasi-experimental. Even
the original NIDA-supported research (Kumpfer &
DeMarsh, 1985) did not fully randomize families to
conditions. In that study, the three treatment condi-
tions (CT, PT, and FT) were randomly assigned, but
the control group was not. Fully randomized designs
are more credible.

Appropriateness of the Population
for the SFP Program

The fact that two different studies of SFP
effects on predominantly African American, urban
populations found minimal effects on child outcomes
raises the possibility that the program is not effective
for this population. The enormous difficulties related
to recruitment and retention of families experienced
in the SWFP make clear that the program was not
perceived as a high priority by many clients recruited
and enrolled in the program. Elsewhere (Polizzi-Fox
et al., 2004) we reported results from a qualitative
analysis of interviews with program implementers
in the SWFP. Although more than one implementer
thought the content of the program (especially
its emphasis on non-physical discipline strategies)
was not as culturally relevant to the population

being served as it could have been, by and large
the most frequently voiced concern was that the
program was not well-suited for low SES families.
Although cultural appropriateness of the program
has received considerable attention in the prevention
field (Kumpfer et al., 2002), issues related to social
class and community disorganization seem to have
more bearing on the program effects than cultural
variables, according to program implementers. For
socio-economically disadvantaged families, day-to-
day challenges of life made it difficult to plan for and
carry out long-term programmatic changes in their
lives.

Prinz and Miller (1996) discuss situational de-
mands and constraints such as poverty, unemploy-
ment, and health that influence the engagement of
parents in skills training. Two additional qualita-
tive analyses of program attrition and low participa-
tion conducted during the course of the SWFP con-
firmed the importance of such factors in explaining
program drop-out and nonattendance: Polizzi and
Gottfredson (2003) conducted phone interviews with
program non-completers. In this study, adult non-
completers reported that, in addition to often be-
ing misinformed during recruitment about the con-
tent of the program, they often lacked accessible
transportation—even though the program was sup-
posed to provide it. They also cited family illness
and scheduling conflicts as major problems prevent-
ing them from completing the program. Vilmenay
(2002) conducted additional telephone interviews to
identify reasons for low participation among sub-
jects. Interviews were administered at two differ-
ent points during the program class with families
who missed two classes prior to the fifth training
session or seven or more classes before the twelfth
training session. Thirty-two percent of the poor at-
tending families could not be contacted because
their telephones were either disconnected, not in
service, or the phone was never answered, indicat-
ing that the transient lifestyle of the clients may in
part explain their low attendance. The interviews
revealed that the most frequent reasons for non-
participation included schedule conflicts, personal
issues, and misinformation or no contact by the site
coordinator.

These qualitative findings suggest that develop-
ing a client population for a program such as SWFP
in socio-economically disadvantaged areas is likely
to be a major undertaking. Previous reviews of fam-
ily interventions (Sanders, 1996) have concluded that
major alterations in program structure may be nec-
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essary to reach the families who would most bene-
fit from family interventions. Sanders et al. (2002),
in their examination of the development and dis-
semination of their family intervention—Triple P—
suggested that agency support, sufficient budgetary
funds, and community outreach are essential to en-
gage and retain families. They also recommended the
use of focus groups to help shape the intervention
when working with diverse populations. Many of the
recommended strategies (e.g., transportation, child-
care, locating the program within the community in
close proximity to the clients) were tried with little
success in the SWFP. We conclude that such auxil-
iary services may be necessary but are not likely to be
sufficient to raise attendance and participation levels
in truly challenged communities. In communities in
which families find it difficult to provide meals and
shelter for their children, in which people are fear-
ful for their safety, and in which medical and mental
health crises must be dealt with on a regular basis,
more basic needs will have to be met before fam-
ilies will be able to engage in family strengthening
sessions. Future efforts should plan for ample time
and resources to explore the needs of the commu-
nity prior to the start of the program and should an-
ticipate the need to embed the program into a more
comprehensive effort to meet community needs.

Implementation Fidelity

Our observations showed reasonably high
fidelity to the program model for the PT and CT
sessions, with 90 and 92% of the material in the
trainers’ manual being covered. The FT sessions,
however, were often cut short and only 62% of the
expected material was covered.

Although the retention rates were higher in the
FT than the PT and CT conditions (76% versus 61%
and 70% attended at least one session), the family
training hour of the FT condition was clearly not well
implemented. Many of the scheduled activities were
not carried out, and observations showed that the
quality of program delivery was lower in the FT than
in the CT or PT sessions. This may explain the poor
results for this condition relative to the CT and PT
training. On the other hand, the recent Philadelphia
replication of the full SFP program, in which the SFP
trainers were hired and monitored by the research
staff, achieved high fidelity but still did not produce
positive outcomes for children in the participating
families. The SWFP experience suggests that when

implemented incompletely as it was in this study, the
full SFP condition has the potential to produce nega-
tive outcomes, perhaps by providing a social context
in which youths are free to socialize in an unstruc-
tured environment. This type of unwanted negative
effect is consistent with recent work by Dishion et al.
(1999) who show that grouping youth—especially
high-risk youths—for interventions may increase
their vulnerability to “deviancy training,” or subtle
reinforcement of deviant beliefs and behaviors
through laughter, social attention, and interest. This
study highlights the importance of structure in family
interventions and suggests the need for additional
studies of the FT condition to better understand
the trade-offs involved between providing activities
that increase family attendance levels (such as the
family dinner) but that may allow undesirable effects
to emerge. Because negative peer associations are
the most potent predictor of subsequent problem
behavior (Gottfredson, 2001), such research should
take high priority and until this dynamic is better
understood, intervention that group high-risk youths
together in relatively unstructured settings for inter-
vention should be attempted only with due caution.

Despite what appeared to be reasonably high
fidelity of implementation in the PT and CT condi-
tions, these program conditions did not achieve the
expected results. This suggests that the success of
these major program components hinges on some-
thing other than coverage of the material contained
in the trainer’s manual.22 While the trainers in SWFP
succeeded at “covering the material,” they may not
have possessed the therapist skills necessary to pro-
duce a meaningful change in the clients, despite their
educational and work history credentials. As Prinz
and Miller (1996) have suggested, special skills may
be required to achieve client engagement. Therapists
may have to focus on increasing therapist–client
interaction, including building on existing family
competencies, customizing the program to meet the
family’s values, needs, and routines, broadening the
focus of treatment, and building social connections.

22That the content of the program is less important than other as-
pects of the program, such as the opportunity it affords to make
social connections, is underscored by the fact that the parents as-
signed to the MT and CT groups were able to answer 76% of
the content items correctly without benefit of the parent sessions.
Knowledge of the parenting skills covered in the training session
is probably not the most important active ingredient. This finding
corresponds to findings from drug prevention research indicating
that increasing knowledge about substances and their effects does
not reduce substance use (Botvin, 1990).
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In SWFP, these skills were neither identified as qual-
ifications necessary to join the project nor were they
covered in a meaningful way in the trainer training.
This is an important lesson for attempts to scale up
model programs: The level of staff competencies
available in trials in which the developer has more
control over the selection and training of staff is
not likely to be replicated in more natural settings.
This may be especially true in more disorganized
areas in which the challenges of recruiting more
capable staff are confounded by their unwillingness
to work in areas perceived to be dangerous. Site
coordinators and trainers complained regularly that
their jobs required far more work than they had
expected, for not enough pay. As the extremely high
turnover rate among trainers and site coordinators in
the SWFP program attests, the rewards for working
on this program were insufficient to outweigh the
challenges. Clearly, more resources, both financial
and infrastructure-enhancing, will be needed to at-
tract and train skilled trainers and to administer the
program effectively in future attempts to scale up the
SFP program in areas such as those served in SWFP.

This report documents that efforts to dissem-
inate evidence-based programs into less amenable
settings than were used in the original research may
not be as effective as the initial efforts. It joins the
ranks of several other recent effectiveness trials (e.g.,
Alper, 2002; Cho et al., 2004; Gutman et al., 2004;
Henggeler et al., 1997) that show that enhancements
to model programs may be required to boost pro-
gram effectiveness in more challenging settings.

Implications for Future Directions

The work leads to two recommendations for fu-
ture attempts to scale up model programs: Conduct
pilot and “pipeline studies” and enhance training and
technical assistance. Before launching full-scale dis-
semination in an area, it is advisable to conduct pi-
lot trials of the program procedures—especially with
respect to recruitment and retention—and pipeline
studies to see if the anticipated population is actually
available. These relatively low cost activities would
be helpful in identifying major challenges early in
the process. Such a preliminary study would have
immediately surfaced the largest challenges faced in
this study: Recruitment and retention. Of 1403 fam-
ilies recruited, only 1036 (74%) registered. Only 715
(69% of the registered families) showed up to com-
plete a pre-test and only 69% of these pre-tested fam-

ilies attended at least one session. Second, the level of
training and technical assistance required to achieve
high fidelity implementation is likely to vary consid-
erably from place to place. Some places may have a
suitable infrastructure and highly skilled staff already
in place. In these settings, the usual training with min-
imal technical assistance may suffice. In other set-
tings, a more intensive process may be required to
develop the necessary prevention infrastructure. Dif-
ferent training and technical assistance modules may
be required to meet the needs of different locations.
An initial assessment of the resources (personnel and
other) available at the site might be used to deter-
mine what level of training and technical assistance
is required. Also, minimum standards should be es-
tablished for conditions that must be in place in the
host setting prior to implementation.

Finally, the SWFP project results suggest that
the prevention field should consider shifting the focus
away from “installing” model programs into settings
and towards creating a fit between existing knowl-
edge about effective prevention practices and specific
environments or markets. The emerging challenges
are to build bridges between this knowledge and the
host environments, helping to create the infrastruc-
ture necessary to support research-based practices as
necessary. Also, a more thorough assessment of com-
munity needs may reveal more pressing needs than
those addressed by the program. It is possible, for ex-
ample, that the premise that greater parental knowl-
edge and skill are what is needed by disadvantaged
families in disadvantaged communities may miss the
mark, and that more effective interventions might
appropriately focus on social organization or family
economic requirements.

The Society for Prevention Research has re-
cently identified as a major priority promotion
of research to further the understanding of how
research-based policies and practices can be effec-
tively applied on a broader scale (Botvin, 2003). This
agenda for prevention researchers includes system-
atically testing the efficacy of various dissemination
strategies in experimental studies. These studies
should deliberately contrast different approaches
to achieving high fidelity and adoption of effective
strategies; measure the effects of these interventions
on both the quality of implementation and on pre-
vention outcomes; and eventually examine benefit
in relation to cost. Moreover, as Rotheram-Borus
and Duan (2003) noted, the prevention field should
attend to the development of theories of adherence
to participation and the incorporation of such theo-
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ries into the programs. These theories of adherence
should address accessibility of the program, provider
attitudes, and consumers’ perceptions of the preven-
tion setting. As Rotheram-Borus (2004) suggested,
it is time for an “extreme makeover” in prevention
that focuses more on what each population needs
and less on strict adherence to model programs.
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