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ABSTRACT 

Coping Power is one of the few empirically supported school-based cognitive-behavior 

interventions available for children at risk for aggression and associated problems. Although 

effective, the traditional CP program requires a substantial face-to-face participation 

commitment from children and parents, creating client engagement and maintenance obstacles to 

implementation. Furthermore, while school settings provide advantages for service delivery to 

high-risk youth, intervention demands on student and staff time limit their dissemination and 

implementation and thus public health impact. Therefore, there is a need to develop less 

resource-demanding yet effective school-based interventions for at-risk children. An internet-

predominant version of CP (CP-PI) was recently piloted on a small sample of at-risk youth (N = 

6). Although CP-PI appeared to reduce aggressive behaviors, the small sample precluded 

statistical analysis, and intervention adherence issues arose.  The current study thus had four 

overarching aims: (1) to assess the preliminary efficacy of CP-PI by comparing it against a 

waitlist control condition using a larger sample (N = 40) and randomized controlled trial (RCT) 

design that attempts to minimize adherence issues and measure impact on functional subtypes of 

aggression (proactive/reactive), (2) to consider potential predictors of intervention process and 

outcome, (3) to measure CP-PI feasibility, and (4) to assess process variables and their relation to 

intervention outcomes.  This study provides preliminary evidence that CP-PI can be 

implemented effectively in schools, reduces proactive but not reactive child aggression, and that 

certain variables may influence intervention process and outcome.
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INTRODUCTION 

Once established, aggression becomes a relatively stable behavior pattern that interferes 

with children’s functioning at home, with peers, and in school, and often leads to more severe 

and costly problems, including substance abuse, violence, and delinquency (Broidy et al., 2003; 

Fite, Colder, Lochman, & Wells, 2008; Rutter, Kim-Cohen, & Maughan, 2006). Furthermore, 

early onset of conduct problems predicts more severe and persistent antisocial behavior than 

when such problems emerge in adolescence (Moffitt, 2006). Therefore, it is important to create 

efficacious interventions to help children early in life who appear at-risk for antisocial and 

aggressive behavior.  

Studies on aggressive behavior have concluded that there are distinct functional types of 

aggression, which may have important implications for how to best intervene with aggressive 

youth (Carroll, McCarthy, Houghton, O’Connor, & Zadow, 2018). Reactive aggression (RA) is 

characterized as impulsive and driven by anger or frustration, whereas proactive aggression (PA) 

is characterized by cold-blooded, instrumental efforts to harm others for purposes of social 

secondary gain (Dodge & Coie, 1987; Glenn & Raine, 2009).  There are also differences in the 

impact of each subtype of aggression on children’s social functioning (e.g., peer acceptance and 

rejection; White, Jarrett, & Ollendick, 2013).  

Although behavioral treatments such as parent management training for disruptive 

behavior disorders in youth are well-established (Kaminski & Claussen, 2017), a sizeable 

fraction do not show lasting benefits (Ollendick et al., 2016), and many identified as appropriate 

for services do not enroll or drop out prematurely (Chacko et al., 2016). These findings further 
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support the need to create early, effective, feasible interventions for at-risk children, to reduce 

problematic behaviors and promote prosocial peer groups, as well as the need to determine the 

relative impact of these interventions on particular subtypes of aggression. 

Barriers for Intervention Implementation with Aggressive Youth 

 Current empirically supported interventions for aggressive children are costly in that they 

require specialized training for implementation as well as a substantial time commitment by the 

children and parents involved. Kazdin and Wassell (2000) investigated factors that affect 

intervention adherence and treatment outcomes, and highlighted a number of influential child-, 

therapist-, and parent-specific factors. In particular, low socioeconomic status (SES), parent 

stress and psychopathology, and severity of child dysfunction were predictors of adherence and 

subsequent outcome. Other factors included the parents’ and therapists’ perception of 

intervention relevance, and the relationship with the therapist (Kazdin & Wassell, 2000).  

 Additionally, parent motivation (e.g., perceptions of feasibility of pursuing services and 

the child’s need for intervention) can function as facilitators or barriers to seeking and adhering 

to initiated interventions.  A recent systematic review by Reardon and colleagues (2017) 

identified common themes as to what parents perceive as barriers and facilitators for mental 

health services for their child. Barriers included cost, lengthy waiting times, negative attitudes 

toward services (e.g., feeling unheard or blamed by professionals, concerns of the effectiveness 

and/or relevance of the intervention), stigma associated with seeking assistance, and a lack of 

knowledge about mental health problems and where to seek help (Reardon et al., 2017). 

Providing interventions in school contexts and creating online interventions can potentially 

address some of these barriers to child mental health interventions (e.g., professional training 

requirements, wait time, stigma, travel costs). 
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School-Based Interventions 

 Interventions within the school system have proven to be effective among diverse 

populations, problems, and environments, yet face barriers of their own. On one hand, schools 

provide an important potential setting for youth mental health interventions for a variety of 

reasons. Schools are institutions that have routine ongoing contact with the majority of children 

in the community. Emotional and behavioral problems often manifest in the school context and 

can interfere with the child’s academic performance and social experiences (Allen, Chinsky, 

Larcen, Lochman & Selinger, 1976; Holt & Grills, 2016). Furthermore, research has shown that 

school personnel are able to implement psychotherapeutic interventions effectively with youth 

after receiving proper training (Daunic et al., 2012). However, school-based mental health 

interventions face barriers of their own. Intervention trainings often require significant time and 

resources of teachers and other school staff or outside personnel, which can take time away from 

other academic tasks that are fundamental to child education as well as school rankings (e.g., 

standardized test preparation; Forman, Olin, Hoagwood, Crowe, & Saka, 2009; Reinke, 

Stormont, Herman, Puri, & Goel, 2011). Thus, while schools provide a good opportunity to reach 

at-risk youth, it is important to identify the most efficacious intervention modalities that 

minimize demands upon school personnel and students. Strategies that implement empirically 

supported interventions in schools with fidelity in the least costly manner should provide the 

most benefits while also reducing obstacles to intervention. 

Digital Technology Based Interventions with Children 

 Digital technologies and expanding internet access provide new avenues and 

formats for interventions, including for disruptive behavior problems. Various barriers to 

provision and reception of child mental healthcare might be addressable through internet-based 
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interventions. Parents who do not have the time or resources to take their children to weekly in-

person interventions have the opportunity to receive help electronically. Additionally, these 

interventions can those reach rural areas that have internet access but lack accessible mental 

healthcare providers. Internet-based interventions can be cost effective, in that they can be 

provided at a lower cost than in-person services, and also do not require as much personnel 

training and provider resources (Lochman et al., 2017).  

The consistency of digital intervention presentation can also eliminate the variability in 

how interventions are implemented, improving intervention fidelity. Clinicians often make 

adaptations to manualized interventions, potentially weakening their effectiveness (Dusenbury, 

Brannigan, Hansen, Walsh, & Falco, 2005). Providing a standardized version of an intervention 

ensures that all children are receiving the same ingredients, which is also important when testing 

its efficacy, as well as in identifying predictors of efficacy that can subsequently inform 

systematic tailoring of the intervention based on individual needs.   

Currently, the literature on internet-based interventions for youth with disruptive 

behavioral problems focuses on parent-based strategies. For instance, one study observed the 

effect of Parent Management Training (PMT) in-person versus online in reducing conduct 

problems and found that children in both versions had significant reductions in conduct problems 

(Rabbitt et al., 2016). Additionally, Sanders and colleagues have shown that the Triple P 

Program can be effectively administered online to parents in reducing disruptive behaviors 

(Sanders, Baker, & Turner, 2012; Sanders, Dittman, Faruggia, & Keown, 2014). Beyond 

disruptive behavior, support for child-focused online interventions has been demonstrated for 

physical activity (Müller & Khoo, 2016), substance use (Fang, Schinke, & Cole, 2010; Evers et 

al., 2012), eating disorders (Hamel & Robbins, 2012), depression (Stallard, Richardson, 
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Velleman, & Attwood, 2011), anxiety and obsessive-compulsive disorders (March, Spence, & 

Donovan, 2009; Lenhard et al., 2017), and autism symptoms (Caro, Tentori, Martinez-Garcia, & 

Alvelais, 2017).  

 Few prevention-based digital interventions have been reported, however, for aggressive 

youth. One exception is SMART Talk (Students Managing Anger and Resolution Together), a 

computer-administered universal prevention program for middle school-aged children with 

identified difficulties in anger management and conflict resolution. Compared to a no-

intervention control group, students who received the program were better able to recognize their 

own response to anger in conflict situations, and showed a reduction in endorsing violence as an 

appropriate way to handle conflict (Bosworth, Espelage, & DuBay, 2000). This study suggests 

that computer-based interventions have the capacity to help children in reducing risk factors for 

aggression. Because chronic disruptive behavior problems often begin in early childhood 

(Moffitt, 2006), targeting children who are displaying some aggression problems while still in 

elementary school may help improve their developmental trajectories into middle school and 

beyond. 

This growing body of research suggests that computer- and internet-based interventions 

for youth have potential to be effectively provided to children and may offer unique benefits over 

traditional face-to-face formats. For instance, learning programs that include multimedia 

components have shown to have lasting benefits because they provide an interactive experience 

(Mayer, 2008). These strategies include entertainment media, or “edutainment,” such as videos 

and stories that allow complex concepts to be more understandable for children, while also 

reducing reactance (Moyer-Gusé & Nabi, 2010). Edutainment has been used as a strategy to 

target violent behavior, and therefore may have success when extended to an entirely internet-
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based intervention (McKee, Aghi, Carnegie, & Shahzadi, 2004; Singhal & Rogers, 2004). 

Entertainment mediums (e.g., video stream or interactive game) may better hold the child’s 

attention than a verbal lecture format, allowing for increased information retention and 

subsequent improvement in appropriate problem-solving behavior. 

Despite the many benefits of digital interventions, there are some general challenges to 

address with regard to digital interventions. For instance, compliance with and motivation to 

complete online interventions can be low relative to in-person services, although the variables 

that mediate and moderate adherence and outcomes for digital interventions remain largely 

unexamined (Spence, March, Vigerland, & Serlachius, 2016). It remains unclear for whom 

digital interventions work best, versus which children might benefit more from in-person than 

computerized formats.  

Furthermore, there may be unique challenges to designing digital interventions for youth 

with aggression and disruptive behavior. Due to the stability of aggression, it has been argued 

that longer interventions may be necessary (Kazdin, 2005). Also, the interpersonal nature of 

aggression may make such behavior problems difficulty to target without face-to-face 

interactions. Another potential concern is non-compliance with a digital intervention, given the 

nature of disruptive behavior problems such as distractibility or noncompliance. 

Sociodemographic and ecological factors that coincide with child disruptive behavior problems 

may also pose challenges, including parental stress, which can interfere with participation in 

interventions (Minney, Lochman, & Guadagno, 2015). However, evidence has grown suggesting 

briefer interventions may nevertheless be effective (Lochman et al., 2017). Nevertheless, 

information is needed on individual and contextual predictors that could limit or enhance the 

effectiveness of online programs.  



 
 
 
 
 

 7 

Coping Power 

         Coping Power (CP) is an empirically supported cognitive-behavioral school-based 

prevention program for youth at risk for disruptive behavior that, while traditionally 

administered and tested in group or individual face-to-face formats, has recently been modified 

to be administered either partially (Coping Power – Internet Enhanced; CP-IE) or primarily 

online (Coping Power – Predominantly Internet; CP-PI).  The traditional face-to-face version of 

CP has been successfully implemented in elementary and middle schools, and include child and 

parent components. It includes 34 in-person group sessions for children, 16 group parent sessions 

with additional individual sessions, and home visits. Although the original version of the 

program was administered mostly in group formats, CP can also be administered individually 

(Lochman, Dishion, Boxmeyer, Powell, & Qu, 2017). CP modules derived from a social-

cognitive model of aggression, which infers that children with maladaptive social-cognitive 

processes a lack of social problem-solving skills are more susceptible to influences by delinquent 

same-age peers and more prone to develop aggressive tendencies (Anderson & Huesmann, 

2003). Specifically, due to their aggressive behaviors, these children experience peer rejection 

and negative reactions from teachers early in life, which contribute to the aforementioned deficits 

and difficulties. Further, parents contribute to negative outcomes due to insufficient parenting 

(i.e., lack of involvement in child’s life, minimal and/or inconsistent discipline; Lochman & 

Wells, 2002b).  

To address these problems, CP child modules focus on teaching at-risk youth various 

skills, including how to: set goals, understand appropriate behaviors (which are reinforced when 

exhibited), identify their own emotions and use prosocial coping techniques, problem-solve in 

social situations, understand others’ intentions (perspective taking), resist peer pressure, enter 
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into positive peer groups, and generalize these skills across various situations (Lochman, Wells, 

& Lenhart, 2008). Parent sessions are also in-line with the social-cognitive theory as well as 

social learning theory, which states that parents play an important role in modeling appropriate 

behaviors for children and explicitly teaching them to behave prosocially in multiple contexts 

(Bandura, 1973).  CP parent module topics include training in parenting skills such as providing 

labeled praise, positive attention, and appropriate rules and expectations, ignoring inappropriate 

behavior, giving consistent discipline, improving family cohesiveness and problem-solving, and 

stress management skills (Wells, Lochman, & Lenhart, 2008).  

While CP has been demonstrated to reduce behavioral problems in youth across 8 RCTs, 

the traditional format is lengthy and resource-intensive, which restricts the availability of the full 

CP program to students who need it. In addition to the amount of time and resources needed to 

disseminate CP, parents frequently do not seek intervention for their children due to the lack of 

time for them to do so. Due to the barriers described above, Lochman and colleagues created 

Coping Power, Internet-Enhanced (CP-IE; Lochman et al., 2017). This is a version of CP that 

includes both face-to-face sessions (12 for children administered every other week, and 7 parent 

sessions), as well as portions of the program (modules) administered online. With these online 

components, the goal was to make implementation easier, especially within school. An RCT was 

conducted to test the efficacy of this version, and the results were promising. Specifically, 

similar outcomes of the full CP program were found in preventing an increase in planful rule-

breaking behaviors compared to those in the CP-IE condition. Additionally, it appeared that the 

program was successful in keeping students engaged. Notably, parents’ use of the website was a 

predictor of intervention outcomes (Lochman et al., 2017). When discussing study limitations for 

the CP-IE trial, the authors noted that no “purely internet” version of the program was compared 
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to the hybrid version, which, if as demonstrably effective as the hybrid version, would provide 

evidence that an even more accessible program could be disseminated to a wider range of 

children in need.  

Coping Power, Predominantly Internet Version 

Following CP-IE, the creators of CP produced Coping Power, Predominantly Internet 

(CP-PI) to test whether the in-person sessions add to the outcomes of the intervention. 

Additionally, both CP and CP-IE, although effective, include group-based components. Children 

in group interventions with externalizing difficulties have been shown to model and incite 

problematic behavior in one another, reducing the potential impact of the intervention, or even 

resulting in worse outcomes post-intervention (Dishion et al., 1999). CP-PI provides the 

opportunity to test an individually administered intervention that circumvents potential peer 

contagion effects. 

CP-PI is a version of CP provided almost entirely online, with 8 weekly modules for 

children and 4 biweekly modules for parents (see Appendix for content per module). All 

objectives from the original CP program were included as condensed modules. Recently, Powell, 

Lochman, and Jones (J. Lochman, personal communication, August 24, 2018) conducted a pilot 

study with six children was conducted to test the feasibility of the program. CP staff met with 

each family so they could receive a tablet PC, review the CP-PI website, receive their login 

information, and ask any questions related to the use of the website. Throughout the intervention, 

parents were reminded once a week approximately one week after the module was opened to 

access the website if they had not completed their module through letter, email and text 

reminders. Students were reminded by CP personnel when prizes were brought to school for 

those who had completed the weekly module.  
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Participation in the initial small-scale pilot study varied greatly between participants. Of 

the six parents enrolled, only three completed any activities, and among those who did 

participate, the level of activity ranged from 9 to 36 activities. All children participated in the 

child CP-PI modules to some extent, but the number of activities completed ranged substantially 

as well, from 3 to 54. Teacher ratings of student’s aggressive behaviors were collected pre- and 

post- intervention, and suggested potential reductions in aggression. Specifically, based on an 

intent-to-treat analysis which included all six children, total aggression on the Teacher Report of 

Reactive and Proactive Aggression (PRA; Dodge & Coie, 1987) decreased by 13.35% (from M = 

20 at pre-intervention to M = 17.33 at post-intervention. While these initial results suggest a 

potential benefit of the intervention within the brief 8-week timeframe, the small sample size and 

limited level of participation for some participants precluded inferential statistical analysis. 

Participation was limited in part due to difficulty motivating teachers to administer the 

intervention to children despite frequent reminders from research personnel, and small rewards 

to teachers who did administer the program to their students. 

Gaps in the Literature 

As previously noted, current information on the effectiveness of providing online mental 

health interventions in children is sparse compared to the literature for web-based interventions 

for adults. To the best of our knowledge, only one published study (Bosworth et al., 2000) exists 

on a predominantly digital intervention directly administered to children (middle schoolers) with 

aggressive behavior problems. Our review of the literature revealed no published online 

interventions for children in elementary school, or studies that considered online intervention 

impacts on functional subtypes of aggression. Some educational games have been tested for 

reducing interpersonal conflict and preventing violent extremism, but they do not appear to 
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directly intervene with children with aggressive behavior, nor do they represent a comprehensive 

psychotherapeutic intervention (Ingram et al., 2012; Aylett, Vala, Sequeria, & Paiva, 2007). 

Furthermore, we are unaware of prior research on factors that might influence digital 

intervention efficacy among youth with aggression problems or their parents. 

The Current Study 

The current study aimed to extend the findings from the CP-PI pilot study. One of the 

main difficulties observed during the CP-PI study was that teachers frequently did not administer 

the program to their students, which resulted in the student not completing the module for that 

day. The primary aim of the current study was to provide a more formal preliminary test of the 

efficacy of CP-PI than that provided by the initial small-scale (N=6) pilot study. Efficacy was 

measured by teacher reported changes in RA and PA. Although CP-PI is one-third the size of the 

original CP program, it contains many of the same elements and is designed to be engaging, thus 

we were predicting at least a small effect. Due to the small sample of this preliminary RCT, we 

were underpowered for tests of statistical significance and thus focus on more on effect sizes. We 

hypothesized that differences would be observed between groups in that those who receive CP-

PI would demonstrate a larger reduction (defined as at least small effect size) in both RA and PA 

than those in the no-intervention control group.  

Although our sample size precluded strong inferences regarding predictors of outcomes, 

our second aim is to conduct a preliminary investigation of potential predictors, to begin to 

consider for whom this intervention might work best. While it would not be feasible to test all 

previously identified potential predictors of outcome, three were targeted in the current study as 

candidates due to their likely relevance. These variables include sociodemographic and 

psychological child variables (gender, grade, school, ADHD diagnosis, inhibitory control), and 
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context (school, family socioeconomic status). These variables were selected because of previous 

research on the impact of sociodemographic variables on intervention outcome (Kazdin & 

Crowley, 1997; Kazdin & Wassell, 2000) as well as research on CP that showed children’s level 

of inhibitory control predicted intervention outcome depending on the version of CP they 

received (Lochman et al., 2015). Because children varied in timing of module completion and we 

were interested in whether regular weekly versus variable completion would impact outcomes, 

late module completion was also examined as a potential predictor. 

A third aim of the current study was to further test the feasibility and acceptability of CP-

PI to add knowledge gained from the previous pilot study. Because this study focused on 

establishing the feasibility and testing in a preliminary fashion the efficacy of the predominantly 

internet-based CP curriculum, we attempted to control for variable teacher engagement rather 

than attempting to improve its implementation by teachers at this stage. Specifically, after 

establishing consent from teachers and parents and child assent, the experimenter directly 

retrieved participating children from their classrooms for each weekly module and collected in 

person teacher reports on student weekly goals progress. Information from the smaller pilot (e.g., 

compensating teachers to increase participation) was incorporated into the current study. 

Feasibility was assessed by module completion and self-reported satisfaction. We hypothesized 

that CP-PI is feasible (children will be highly engaged in the intervention, completing at least 

80% modules of the intervention) and report high levels of satisfaction (75% of comments by 

caregivers are positive), and caregivers would be more engaged due to elements implemented 

within the study (monetary rewards for completion, meeting with research personnel prior to the 

program that highlights their importance in participating). We also quantified the level of child 

and caregiver engagement in CP-PI, and tested potential obstacles to intervention completion.  
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Our final aim was to look at process variables (e.g., goal completion, quizzes) and their 

relation to intervention outcomes. We hypothesized that those who receive higher scores on 

quizzes are likely absorbing the information more, which may correlate with higher application 

and intervention outcomes. Similarly, those who are meeting their goals each week are more 

likely to have less behavioral problems in class. These analyses were exploratory in nature. 
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METHODS 

Participants & Subject Selection 

In order to reach the target sample size (N = 40) for this preliminary investigation, 

children in fourth and fifth grade were recruited from two public elementary schools in the 

southeastern United States, School A with children of low-average socioeconomic status (SES) 

families, and School B with children comprising largely mid-SES families. Teachers for these 

grades at the two schools were informed of the study between December 2018 and January 2019. 

Informed consent was obtained from teachers and participating caregivers. A double-gated 

recruitment approach was used to identify children who were considered at risk by both teachers 

and caregivers. Teachers first completed a screening measure of RA and PA for all children who 

had consent from their caregivers. Caregivers whose children were rated by teachers as 

displaying elevated levels of total aggression (defined by those who were in the 75th percentile of 

the teacher report on the Teacher Report of Proactive and Reactive Aggression [PRA; Dodge & 

Coie, 1987]) based on their gender and grade were then contacted by phone and completed the 

caregiver report on the Aggression subscale of the Behavioral Assessment System for Children, 

Third Edition (BASC-3; Reynolds & Kamphaus, 2015). Children whose caregivers consented to 

be assessed that were high on PRA total aggression and were also in the top 30% on aggression 

by caregiver report were included in the study and randomly assigned within school to either be 

administered the CP-PI program, or to be in a no-intervention control group. A total of 40 

children were included in the study, where 20 (n = 12 from school A, n = 8 from school B) were 

randomized within school to receive the CP-PI intervention, and 20 (n = 11 from school A, n = 9 
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from school B) were randomized within each school to the no-intervention control group. Groups 

were split evenly between grade and school. Of the children in the study, 70% (n = 28) were 

male, and 70% (n = 18) identified as Black or African American.  

Measures 

 All questionnaires except for those completed by teachers were completed online. 

Measures administered include demographic information, severity of aggression and conduct 

problems, and measures on other behavioral, emotional, and situational factors (e.g., amount of 

experience and screen time with computers, phones, and/or tablets).  

Demographic Information. At the beginning of the study, demographic information was 

gathered from caregivers of all participants. Questions included information regarding SES, 

living arrangements, and child medical and/or psychological diagnoses. The full demographic 

questionnaire is included in the Appendix. 

Teacher Report of Proactive and Reactive Aggression (PRA; Dodge & Coie, 1987). 

The PRA is a six-item measure completed by teachers that assesses two types of aggressive 

behavior in children. Three questions measure PA, and three questions measure RA (Kempes, 

Matthys, de Vries, & Van Engeland, 2005). Items are answered on a 5-point Likert scale, where 

1 is “never” to 5 which is “almost always.” This measure has received support in validity and 

reliability as a teacher report (Dodge et al., 1997). This measure was administered bi-weekly as 

the primary measure in observing change in aggression over time, from pre-intervention to post-

intervention. Because RA and PA scores tend to be moderately to highly correlated, standardized 

residual scores were computed following Raine et al. (2006) to measure “pure” RA and PA and 

used as the primary outcome variables. Residualized RA scores were created by regressing raw 

RA onto raw PA, and residual scores were saved to account for pure reactive aggression. 
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Similarly, raw PA was regressed onto raw RA, using residual scores to account for pure 

proactive aggression. With regard to internal consistency validity (Cronbach’s α), in the current 

study RA α = 0.83 and PA α = 0.73. 

Early Adolescent Temperament Questionnaire-Revised (EATQ-R; Rothbart, Ellis, 

Rosario Rueda, & Posner, 2003). The EATQ-R is a 62-item measure designed to measure 

temperament in children and adolescents ages 9-15. There are 11 temperament scales and 2 

behavioral scales. The full questionnaire was administered, however only the 8-item inhibitory 

control (IC) scale was used for this study. Questions are answered on a 5-point Likert scale, 

where 1 means “almost always untrue” and 5 is “almost always true.” The questionnaire has two 

versions for self- and parent-report, and was administered to children and their caregiver at pre-

intervention and post-intervention. The IC scale has good internal consistency (Muris & 

Meesters, 2009). IC was assessed as a potential predictor of intervention progress. For the 

current study, α = 0.86 

Behavioral Assessment System for Children, Third Edition (BASC-3; Reynolds & 

Kamphaus, 2015). The BASC-3 is an assessment made to observe behavioral, emotional, and 

adaptive difficulties. This measure is used with children ages 3 to 18 years and has separate 

questions for the teacher (Teacher Rating Scales; TRS), parent (Parent Rating Scales; PRS), and 

child (Self-Report of Personality; SRP) to gain information from multiple perspectives for a 

more comprehension evaluation. A wide range of clinical and adaptive scales are included in the 

BASC-3 that assess emotional, behavioral, and adaptive deficits.  For the purpose of this study, 

we focused on the Aggression clinical scale, which was completed by caregivers after 

administration of the PRA and was used as the caregiver measure in the screening process. For 

the current study, α = 0.72. 
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Intervention Use and Retention. The CP-PI website collected information on when a 

person (teacher, parent, or children) logs into the website and how much time they spent on it. 

Additionally, half of the children’s modules included quizzes on within-module content, and 

children had to complete these quizzes before continuing to the next section. Each quiz contained 

7-10 questions regarding the information learned in that module (e.g., “What is an example of a 

short term goal? What change might happen to your body when you get very angry?”). Quiz 

performance (i.e., number of items correct) was used to index level of engagement to examine its 

role in efficacy of the intervention. Additionally, success in children completing their weekly 

goals (reported by teachers) was assessed by dividing “yes” responses by “yes + no” to observe 

retention. 

Satisfaction and Perceived Barriers. At the end of the study, caregivers whose children 

were in CP-PI were asked to complete a brief, multi-component Caregiver Satisfaction and 

Perceived Barriers questionnaire, created for this study, which asked them to report in general 

how they felt about the program, to acknowledge from a list of options any barriers that made it 

difficult to complete the modules on time, and to rate their experience on several dimensions on 

a Likert-type scale. This measure was administered approximately one month following the 

intervention in order to assess CP-PI feasibility and acceptability for participating caregivers. 

Further details on this measure are provided under Results and a copy is provided in the 

Appendix. 

Children reported on study feasibility throughout the intervention. After each module, 

children were asked questions such as to rank how much they liked the module, their favorite 

and least favorite part of the module, and how long they think it took them to complete the 

module.  
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Procedure  

          Data were collected between March and June of 2019, primarily during the spring 

semester of the participating schools’ academic year. Once children were identified as being 

eligible for the study, their teachers were given an orientation meeting to the program. During 

this meeting, teachers were informed of the program, its efficacy, and how the teachers could be 

involved to have the best outcomes. Teachers were able to express any questions or concerns 

about implementing the program, and a discussion was made between the teacher and study 

personnel as to when was the best time to pull the children aside to complete their module for the 

week. Because this study focuses on further testing feasibility and efficacy of the predominantly 

internet-based CP curriculum, rather than attempting to improve its implementation by teachers, 

efforts were made to control for variable teacher engagement. Specifically, the experimenter 

directly retrieved participating children from their classrooms for each weekly module and 

collected teacher reports RA and PA by hand every other week. Teachers were each provided 

with their own login and were asked to report on success of achieving children’s weekly goals. 

Once teachers logged in, they were able to see the goal the children entered that week, and could 

choose “yes” or “no” for whether the children achieved their goal each day. They were provided 

a small compensation for reporting children’s goal achievements. 

         The content of each child and family module is outlined in the Appendix. Sessions 1-4 

discuss topics including goal setting, study skills and organization, awareness of feelings and 

physiological arousal, relaxation and self-control. Sessions 5-8 focus on topics such as 

perspective taking, problem solving, peer pressure, refusal skills, and peer relationships. Families 

in the CP-PI program were provided a tablet to complete the intervention, as to remove the 

potential barrier of requiring access to a computer at home. Caregivers and children were 
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informed that they would be able to keep the tablet, under the condition that they both complete 

the intervention within the study schedule. Children added to the program received an online 

account, which they logged into with weekly assistance from the experimenter. Children 

completed one module per week for 8 weeks while in class at a time designated by the teacher 

based on convenience. Modules took approximately 30 minutes to complete. If the child had not 

completed the module for one week, they were unable to move on to the following module until 

the preceding one has been completed. The examiner worked with the teachers to schedule 

make-up modules when needed. Children were given points for completing tasks within each 

module, and were able to cash out their points for small prizes. All lessons included the 

“Adventures of Captain Judgment” videos, an award-winning series that was created to visually 

demonstrate the lessons being taught in the modules. In the videos, which are approximately 3-6 

minutes, Captain Judgment and a group of children encounter problems where they must learn 

the skills to solve the problem, which aligns with the lesson of that module. The children then 

help the children on the video to solve the problem, thus becoming the “expert” of the socio-

emotional skills (Lochman, Nelson, & Boxmeyer, 2010; Lochman et al., 2009). In addition to 

completing the lesson and quiz, children also entered a behavioral school-related goal they had 

for the week. Examples children can choose from include “I will be respectful of my teacher by 

not interrupting when they are speaking,” “I will complete my classwork and homework on 

time,” and “I will be respectful and kind to my peers.” Teachers reported on whether their goal 

was completed, and children had the opportunity to keep or change their goal each week. 

 Caregivers also received their own login account, where they were able to access 4 

modules related to parental strategies and stress-management skills. In addition to access to their 

own lessons, they were also able to view the Captain Judgment videos described above. Links to 
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printable copies of the information were provided. Caregivers were compensated for each 

module and set of questionnaires they completed. 

Data Analysis 

Hierarchical linear modeling (HLM; Raudenbush & Bryk, 2002), also known as 

Multilevel Modeling or Mixed Modeling, is a preferred method for analyzing longitudinal data 

because it offers advantages for which traditional methods do not account. For instance, using 

HLM allows for the data to be observed in ways beyond mean group differences to address the 

nested nature due to children being from different schools, with random assignment of children 

within schools to intervention versus control conditions. Additionally, HLM is able to capture 

the individual’s underlying growth trajectory, which allows observation of change at both the 

individual and group levels. This can also be extended to nonlinear relationships, and allows for 

interdependence of repeated measures. Other measures of analysis assume that each data point is 

independent, which was not necessarily true in this case.  Another important factor is that this 

method can provide accurate estimates with missing data, which is important given that we know 

both using internet-based interventions, and using a population with externalizing behaviors, is 

likely to have missing data.  Additionally, HLM of the repeated measures will allow for an 

examination of any statistically significant changes in aggressive behavior due to the intervention 

despite the small sample. Therefore, a 2-level model of HLM was conducted, including school as 

a covariate using dummy coding. Models were fit using a computerized statistical program (SAS 

software version 9.4; SAS Institute, 2017) to observe individual and group changes over time in 

aggression, comparing those who receive intervention to the control sample and controlling for 

any potential nesting effects (Aim 1). Post-hoc probing of simple slopes was conducted for all 

interactions and reported in the accompanying tables, however, only probed slopes for significant 
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interactions are described and interpreted. Because this was a preliminary investigation with a 

limited sample size and thus power, effect sizes were considered in interpreting findings, in 

addition to tests of statistical significance.  

While this study was underpowered to formally test for predictors, preliminary analyses 

were conducted to consider whether several individual and contextual variables have a direct 

effect on RA and PA and whether they potentially moderate intervention outcome (Aim 2). 

Specifically, caregiver-reported child ADHD diagnosis, gender, grade, SES, and inhibitory 

control; school, and timely versus late completion of modules were considered to understand 

which child and contextual variables may influence outcomes. 

Information about the perceived pros and cons of the intervention by children and 

caregivers were examined for common themes (Aim 3). Qualitative content analysis was 

conducted to examine coded responses on the content, feasibility, and acceptability of the 

program. These data will be used to improve the intervention for further studies. 

Finally, HLM analyses were conducted for only those in the CP-PI group to examine 

whether process values (i.e., quiz performance and teacher-rated goal completion) affected 

intervention outcome (Aim 4).   
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RESULTS 

 Preliminary analyses were first conducted to examine descriptive statistics and test for 

any group differences. Bootstrapped Independent Samples t-tests were conducted to test whether 

the groups significantly differed in aggression pre-intervention. T-tests revealed that the CP-PI 

and control groups did not differ in their scores on RA, t(38) = -.112, p = .91, or PA, t(38) = 

.373, p = .711. Mean scores of RA and PA by condition are included in Table 2. Correlations 

among primary study variables (Table 3) indicated that raw RA and PA scores were moderately 

correlated, consistent with prior studies, supporting the use of standardized residualized scores 

(Raine et al., 2006) to test and allow comparisons of unique impacts of CP-PI on RA and PA. 

HLM results reported are thus for residualized “pure” RA and PA. Analyses using raw scores are 

included in the Appendix. 

 Because of power limitations, effect sizes (Cohen’s d) were calculated in addition to tests 

of significance to examine the magnitude of intervention effect. Cohen’s d was calculated using 

a method discussed by Feingold (2009) for linear growth curve, and is conventionally interpreted 

as a “small” effect for d = 0.2, “medium” for d = 0.5, and “large” for d = 0.8 or larger (Cohen, 

2013).  

Aim 1: Efficacy  

A linear HLM model was fit for residual RA and PA trajectories from pre-intervention to 

post-intervention. The control group was used as the reference group for time slope. HLM results 

indicated that for RA, the interaction between time and intervention group was significant (0.18, 

p = 0.04), however, the main effects were not; (Control group RA slope -0.09, p = 0.14, 



 
 
 
 
 

 23 

Intervention group RA slope -0.24, p = 0.38). The effect size calculated for RA was d = 0.75. For 

PA, the interaction between time*intervention was significant (-0.21, p = 0.01). Specifically, PA 

increased over time in the control group (0.11, p = 0.04) and decreased over time in the 

intervention group, -0.11 (p = 0.04). The effect size for PA was d = 0.88. Results are reported in 

Table 4. Spline plots were created to visualize effects of CP-PI on RA (Figure 1) and PA (Figure 

2). 

Aim 2: Predictors 

Within the CP-PI group (n = 20), we tested main effects of several child and contextual 

variables on teacher reported aggression, as well as their interaction with time to consider their 

effects on temporal patterns of change in aggression within the CP-PI group. In particular, we 

examined the effects of the following variables: caregiver-reported child ADHD, child gender, 

child grade, family SES, child inhibitory control, child school, and timely versus late child 

completion of CP-PI modules.  

For those in the intervention condition, no main effect was observed for ADHD on either 

RA (0.17, p = 0.68) or PA: (0.53, p = 0.16), nor did ADHD interact with time (RA: 0.02, p = 

0.83, PA: -0.19, p = .12). Results are shown in Table 5. 

 For children in the intervention, there were no main (0.14, p = 0.68) nor interaction effect 

(0.08, p = 0.45) of gender on RA. For PA, there was a main effect of gender (-0.91, p = 0.01). 

Specifically, boys in the intervention group were rated as higher in PA by teachers. However, the 

interaction between gender and time was not significant (.10, p = 0.31). These results are 

reported in Table 6. 

For those in the intervention group, there was no main effect of grade on RA (-0.06, p = 

0.87) or PA (0.13, p = 0.74). However, grade interacted with time for both RA (0.21, p = 0.02) 
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and PA (-0.23, p = 0.02). Specifically, fourth graders in the intervention showed an increase in 

RA over time (0.20, p < 0.01) whereas fifth graders did not (-0.01, p = 0.83). In contrast, 4th 

graders in the intervention showed a decrease in PA (-0.22, p < 0.01) whereas 5th graders did not 

(0.01, p = 0.92). Results for grade are presented in Table 7. 

For those in the intervention condition, the main effect of SES on RA was a non-

significant negative trend (-0.11, p = 0.09), and the main effect of SES on PA was not significant 

(-0.0002, p = 0.97).  Additionally, no interaction effects emerged for RA (0.01, p = 0.40) or for 

PA (0.02, p = 0.31). SES results are presented in Table 8. 

 For the intervention group, IC had no main effects on RA (0.03, p = 0.29) or on PA (0.02, 

p = 0.32), and no interaction effects (RA: 0.0009, p = 0.80, PA: -0.01, p = 0.21). Results for IC 

are reported in Table 9. 

 Regarding school, for those in the intervention condition, no main effects (0.61, p = 0.13, 

PA: 0.30, p = 0.45) or interaction effects (RA: 0.13, p = 0.21, PA: -0.16, p = 0.13) were observed 

for either subtype of aggression. Results for school are reported in Table 10. 

 Finally, for children in the intervention, the effect of number of modules completed on-

time versus late was examined. (Counts regarding late module completion are detailed in Aim 3.) 

No main effects of late module completion (RA: -0.36, p = 0.10, PA: 0.26, p = 0.27), or 

interaction effects (RA: 0.01, p = 0.85, PA: 0.06, p = 0.15) were observed for either RA or PA. 

Results for late module completion effects are presented in Table 11. 

Aim 3: Feasibility and Acceptability 

The feasibility and acceptability of CP-PI was assessed along several dimensions, 

including child and caregiver module completion rates and timeliness, as well as caregiver and 

child responses on satisfaction survey items. 
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All children who were randomly assigned to CP-PI at each school completed all modules 

within the eight-week pre/post-intervention interval. However, not all were able 

to complete them on a weekly schedule as intended. Specifically, two-fifths of the children (n = 8 

of N = 20) completed all modules on schedule. Eight completed the first module one week late 

due to a technical/program access issue. In total, just under half (9 of 20) completed two or more 

modules behind schedule, including three who completed just one module behind schedule, one 

individual completing three modules behind schedule and one completing half of the modules 

behind schedule (Table 12). 

One fourth of caregivers (n = 5 of N = 20) completed all 4 modules on time, just over one 

half (n = 11) completed at least one late, one fourth (n = 5) completed at least two modules late, 

one fourth (n = 5) failed to complete at least one module, and three of the 20 completed none. 

This information is also represented in Table 13. The average number of modules completed by 

caregivers was 3.2. Notably, one caregiver started two modules but did not complete them. 

Therefore, although they did not receive credit for completing the module, they may have 

benefited from some of the information provided. 

Regarding satisfaction with CP-PI and perceived barriers, caregivers whose children were 

included in the CP-PI program (n = 20) were asked to complete the multi-part online Caregiver 

Satisfaction and Perceived Barriers questionnaire. Of those who were sent the questionnaire, half 

(n = 10) completed it. First, they were provided an open question regarding their thoughts about 

the program. Over half (n = 6) offered positive comments (e.g., “It’s a great program for kids,” 

“It was very helpful I learned a lot”). Two stated the questionnaires were repetitive, one 

described the program as “average,” one felt the program did not help as much as they expected 

it might, and one did not provide a response to the open-ended question. Notably, of the negative 
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responses, two regarded the research questionnaires, not the intervention itself. For those 

focusing on the intervention or the experience overall (n = 8), 75% (n = 6) were positive in tone. 

Responding caregivers (n = 10) were then asked which topics were most and least helpful 

for them. Caregiver modules included: academic success at home, stress management, parent-

child special time, increasing positive behaviors, giving effective instructions, rules and 

expectations, and discipline and consequences. Responses are included in Table 14. Overall, 

stress management was considered the most helpful module (n = 4, 36.4%), and academic 

success at home was considered the least helpful (n = 6, 54.5%). 

Caregivers were next provided a list of potential barriers and were able to endorse any 

number of them that they believed made it difficult to complete their modules on time. 

Responses are included in Table 15. The biggest barrier was lack of time (n = 5), followed by 

difficult family/life circumstances (n = 3), logistical problems (e.g., trouble getting online, 

difficulty using the website, (n = 2) and finally, low priority/concern (n = 1). No caregivers 

endorsed the items concerning low confidence in the intervention, confidentiality, or stigma. 

Finally, caregivers were asked to report information on feasibility and satisfaction on a 

Likert scale.  Specifically, on a scale from 1 (very difficult) to 7 (very easy) caregivers were 

asked how easy it was to complete their modules each week. Caregiver ratings on this scale 

ranged from 4 (neither easy nor difficult) to 7 (very easy). They were also asked to report, on a 

scale from 1 (not helpful, not important, and not at all satisfied, respectively) to 10 (very helpful, 

extremely important, and very satisfied, respectively): how helpful the reminder calls were to 

complete their modules, how important it was to them to complete their modules, and their 

overall satisfaction with the program. On average, caregivers reported moderate ease of 

remembering to complete modules each week (M = 5.50), that text reminders and calls were 
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helpful (M = 8.20), that completing modules on time was important to them (M = 7.9), and that 

they were satisfied with the intervention (M = 7.11). Table 16 provides descriptives for 

feasibility and satisfaction. 

Children reported on study feasibility throughout the intervention. First, after each 

module children were asked on a 7-point Likert scale from 1 (Strongly Disagree) to 7 (Strongly 

Agree) if the information in each module is useful for their life, if the information in the module 

is easy to understand, and if they liked the module overall. Child participants on average rated 

the CP-IP modules as relatively easy to understand and likeable (M range 5.90 to 6.38). 

Descriptives are provided in Table 17. 

Children also reported on which parts of each module they most liked and disliked, and 

which sections were most and least valuable for their lives. Children rated Captain Judgment 

videos as the best and most helpful part of the program. Additionally, most children endorsed 

“none” as their least favorite and least helpful part of each module. Module component rankings 

are provided in Table 18. 

Aim 4: Process Variables 

To assess whether certain process variables affected intervention outcomes, teacher-rated 

child goal success was analyzed first. While they were asked to report on participating children 

in their classroom each day, teachers varied widely in how often they reported on child goal 

progress, ranging from 0 to 29 days out of 38 possible school days over which they could give 

ratings. The average number of goal reports was 12.3 (SD = 7.8). The main effect of goals (RA: -

0.75, p = 0.42, PA: -0.46, p = 0.62) and interaction effects (RA: -0.07, p = 0.77, PA: 0.35, p = 

0.14) were not significant for RA or PA. The effect size of the interaction between time and goal 

completion was -0.07 for RA and 0.38 for PA (Table 19). 
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 Finally, quiz scores were tested for as a main effect on teacher reported aggression, as 

well as their interaction with time to consider their effects on temporal patterns of change in 

aggression within the CP-PI group. As seen in Table 20, quiz score did not have a significant 

main effect for RA (-0.89, p = 0.40) or for PA (1.06, p = 0.37). However, interaction effects were 

significant for both RA (-0.84, p < 0.01) and PA (0.71, p = 0.02). Post-hoc probing of simple 

slopes revealed that those children in the intervention group with average (0.09, p = 0.04) or 

lower (0.23, p < 0.01) quiz scores had a significant increase in teacher-reported RA over time. 

However, those with average (-0.11, p = 0.03) and lower (-0.23, p < 0.01) quiz grades showed a 

significant reduction in teacher-reported PA. The effect size for the interaction between PA and 

time was 0.77, and for RA was -0.99. 
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DISCUSSION 

 The current study is the first small-scale RCT aimed to test the efficacy and feasibility of 

CP-PI. As such, there were four overarching aims: (1) to assess the preliminary efficacy of CP-PI 

by comparing it against a waitlist control condition using a larger sample (N = 40) and 

randomized controlled trial (RCT) design that attempts to minimize adherence issues and 

measure impact on functional subtypes of aggression (proactive/reactive), (2) to consider 

potential predictors of intervention process and outcome, (3) to measure CP-PI feasibility (level 

of engagement, perceived engagement obstacles, and caregiver and child satisfaction with the 

intervention), and (4) to assess process variables and their relation to intervention outcomes. We 

first consider preliminary analyses, then interpret findings with regard to hypotheses and 

exploratory investigations within each of the four aims, followed by a consideration of study 

limitations, future directions, and general conclusions.  

In this study, we successfully recruited 40 students in total, 23 from School A and 17 

from School B, to participate along with their teachers and caregivers. Preliminary analyses 

revealed that using randomization successfully created intervention and control groups that had 

the same baseline aggression levels. Children were randomized within school and grade to 

intervention condition. Although students across the full sample did not display different levels 

of RA or PA based on school, within the intervention group, children were reported by teachers 

to display higher levels of reactive (but not proactive) aggression in School A over School B. As 

expected, this difference was accounted for by differences in SES between the two schools.  
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Our first aim was to assess the preliminary efficacy of CP-PI by comparing it against a no 

intervention control condition. The preliminary efficacy of CP-PI was partially supported, in that 

PA was significantly reduced over time in the CP-PI group, whereas the control group 

significantly increased in PA over time. The observed effect size in the current study for CP-PI 

was even larger than the effect observed previously for the full CP program (d = .30 in pre- to 

post-intervention reduction in PA; Lochman & Wells, 2002b). This finding for CP-PI is 

particularly promising in that, with regard to time required, the CP-PI program contains only 

24% of the amount of child sessions and 25% of caregiver sessions of the full CP program. 

Additionally, no formal in-person intervention groups are necessary for CP-PI, and therefore it 

can be administered with a minimally trained provider whose main responsibilities are to orient 

families to the intervention and ensure module completion, significantly reducing 

implementation costs.  

In addition, the CP-PI intervention appeared to have an effect on RA early during the 

intervention, but the effect diminished and potentially reversed over time. This may have been 

because CP-PI includes lessons on skills that help children manage RA (e.g., awareness of 

feelings and physiological arousal, relaxation and self-control) primarily during the initial 

sessions, and the skills are not revisited later. Given the limited number of sessions and time 

spent addressing skills related to RA in CP-PI, this may be evidence that more time must be 

spent on addressing RA to maintain effects. Additionally, this finding for RA is also consistent 

with the literature on full CP, which has been observed to have a significant effect only on PA 

immediately post-intervention (Lochman & Wells, 2002b) yet by three years post-intervention, a 

significant effect on both RA and PA (Lochman, Wells Qu, & Chen, 2013). 
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 Aim 2 explored several potential child and contextual variables to determine if they had a 

direct and/or interaction effect on aggression outcomes for students who received CP-PI. With 

regard to main effects, boys in the CP-PI condition were rated by teachers as displaying higher 

levels of PA than were girls, and SES was inversely related to RA (accounting for the effect of 

school in the current sample), consistent with prior research on aggression.  Although most 

variables tested (ADHD, gender, SES, inhibitory control, school, and timely module completion) 

did not clearly predict CP-PI intervention effects, one noteworthy finding here emerged. First, 

fourth graders who received CP-PI were observed to experience a significant decrease in PA, in 

contrast to fifth graders, suggesting beginning the CP-PI intervention with children earlier in 

development may be beneficial, perhaps because aggression tends to become more stable over 

time (Huesmann, Eron, Lefkowitz, & Walder, 1984).  Although it is possible that the lack of 

observed prediction by other variables considered (e.g., ADHD, gender, SES) may suggest that 

CP-PI effects are generalizable, power limitations preclude strong conclusions.  

 Aim 3 focused on feasibility and acceptability of CP-PI based on adherence rates for 

timely module completion as well as feedback provided by caregivers and children. Overall, the 

intervention was feasible, as anticipated. All children completed the full CP-PI interventions, and 

caregivers on average completed 80% of the modules. When parsing out feedback regarding the 

intervention itself, 75% of responses were positive, supporting our hypothesis regarding 

caregiver satisfaction with CP-PI. Caregivers reported that the biggest barrier to completing CP-

PI was lack of time. Notably, CP-PI is much shorter than full CP, even though caregivers were 

asked in the current study to complete many questions about their child’s feelings, thoughts, and 

behaviors. When using CP-PI alone outside of a research context, time demands of questionnaire 

completion would be reduced accordingly. Other common barriers were not endorsed by 
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caregivers who responded (e.g., low confidence in the intervention, stigma), it appears that many 

of the common barriers to treatment (Reardon et al., 2017) were effectively addressed in CP-PI. 

Provision of tablets likely facilitated CP-PI access, although no comments were made regarding 

the tablets, a notable research expense in the current study. Still, lack of time and difficult 

family/life circumstances were relatively frequently endorsed barriers, and a couple of caregivers 

reported some logistical problems with CP-PI, suggesting areas for future additional inquiry to 

ensure CP-PI is easily accessible. 

 Children also reported favorably regarding CP-PI. Students rated that they agreed all 

modules were helpful and easy to understand. Children rated main videos of CP-PI (Captain 

Judgment and CJ Coping Power Video) as most enjoyed and useful to their lives, and children 

did not endorse any components as least liked or helpful. Adding an edutainment component 

appeared to keep children engaged and satisfied with treatment (Moyer-Gusé & Nabi, 2010). 

Thus, students appeared to find participation in CP-PI to be an enjoyable experience overall. 

Like caregivers, students were not told that their responses would be anonymous. Thus, it is 

possible that response bias occurred with regard to reporting on their satisfaction in the current 

study.  

 Aim 4 explored the potential impact of process variables, specifically, teacher-rated goal 

success and average student quiz score, as predictors for intervention outcome. Notably, teachers 

reports on goal completion were very limited and highly variable, with many reporting less than 

one-third of the available days, which may account for the null findings with regard to goal 

completion effects on aggression in the CP-PI group. With regard to quiz performance, those 

with low to average quiz scores were rated as increasing in RA over the course of the 

intervention, in contrast to students with above average quiz scores, who did not show a change 
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in RA. This finding suggests poor quiz performance in CP-PI modules may reflect poor attention 

to or mastery of the intervention material, resulting in poorer RA outcomes. However, the 

opposite pattern was observed for PA, with PA reduction over treatment only observed for 

students who performed at or below average on quizzes. This finding is counterintuitive, and 

raises the question as to whether the quiz questions in CP-PI accurately capture mastery of skills, 

attitudes, or other motivation factors required to reduce PA tendencies.  

Limitations and Future Directions 

 Like all studies, this one is not without limitations. First, this is a small-scale study and 

was the first RCT conducted observing CP-PI, so our interpretations are necessarily preliminary. 

Smaller samples limit not only statistical power but also precision of estimates of effects.  

Furthermore, because the intervention ended near the end of the school year, follow-up teacher-

report data on child aggression could not be collected. Prior studies on the full CP program have 

demonstrated durable effects, including sleeper effects of CP on RA (Lochman, Wells Qu, & 

Chen, 2013). Larger-scale studies, with more participants and schools in various geographic 

locations, as well as extended follow-up, should be conducted to determine whether findings 

replicate and to better understand the generalizability of observed intervention effects across 

participants, locations, and time.  

A second limitation regards informants. This study relied on teacher ratings of child 

behavior. Teacher observations may not agree with child or caregiver ratings, and we did not 

consider potential discrepancies. Furthermore, teachers may have provided biased ratings over 

time about their students’ behaviors knowing that they were being provided an intervention. 

Ratings from condition-naive observers were not collected this study, especially since it is 
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important to us to collect behavioral observation data from teachers, and potentially resulted in a 

decline of reported behaviors due to the expectation of improvement. 

As a third limitation, this study utilized a no-intervention control group, and did not 

directly compare the effects of CP-PI to other forms of the program (e.g., full CP, CP-IE), or to 

other interventions. Therefore, conclusions cannot be made comparing the relative effects of the 

different forms of the same program or other interventions. However, the data obtained about 

CP-PI was informative in that it supported further testing of the program, comparing CP-PI to 

other versions of the program, especially with regard to reducing PA. The effect size for PA was 

relatively large compared to that observed previously for the full CP (Lochman & Wells, 2002b). 

Although preliminary, this finding suggests that CP-PI may produce similar beneficial effects 

with respect to PA in a briefer, more cost-efficient manner. 

A fourth limitation regarded the ability to rigorously test for interaction effects, which are 

often smaller than main effects and impacted by limited power. Although the data provided 

preliminary evidence that grade may have an effect on intervention outcome with CP-PI, 

potential prediction by some of the variables considered may have been important yet fell below 

the limits of detection.   

A fifth limitation of the current study is that only half of caregivers whose children were 

in the CP-PI program completed the Caregiver Satisfaction and Perceived Barriers questionnaire. 

Results may be biased by the fact that those who were more satisfied with the program may have 

more likely to complete the feedback. Future studies may improve response rates by providing 

greater compensation for providing feedback on these variables, or by contacting families more 

immediately post-intervention.  
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A sixth limitation regards feasibility of CP-PI in real-world settings, including the extent 

to which the current version of CP-PI was still resource intensive. In order to permit a focus on 

assessing CP-PI efficacy, significant effort was expended ensuring modules were accessible 

online and retrieving children from their classes to ensure they completed weekly modules, 

rather than relying upon busy teachers to set students up each week. Therefore, future studies 

should test to see whether CP-PI can be administered to students with less administrative 

oversight and personnel resources. 

Finally, the current study did not consider rule-breaking or other behaviors associated 

with disruptive behavior disorders (e.g., substance abuse), problems that may be impacted by and 

should be assessed in future studies observing CP-PI. With regard to aggression, children can 

intentionally attempt to hurt others not only physically but also by harming relationships with 

others. Furthermore, patterns of relational aggression may differ from those of physical 

aggression with regard to gender (Crick & Grotpeter, 1995). In the current study, we only 

examined physical manifestations of aggression. Thus, it will be important for future studies to 

consider potential impacts of CP, including CP-PI, on relational forms of aggression. 

Conclusions and Implications 

         This study aimed to improve understanding of the feasibility and efficacy of CP when 

administered in an abbreviated and predominantly online format, as well as to identify whether 

plausible child and contextual predictors impact efficacy of CP-PI. This study provided 

preliminary evidence for both efficacy and feasibility of CP-PI, as well as potential prediction by 

child grade. If these findings replicate, it would suggest CP-PI holds promise as a readily 

disseminable and implementable preventative intervention for children at risk for aggressive 
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behavior problems, offering the ability to reach and benefit underserved populations at relatively 

low cost. 
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APPENDIX 
 
 

Table 1. Sample Characteristics 
 
Characteristic		 	 	 	
CP-PI	Group	 	 n	 %	
School	 	 	 	
	 A	 12	 60.0	
	 B	 8	 40.0	
Grade	 	 	 	
	 4	 10	 50.0	
	 5	 10	 50.0	
Gender	 	 	 	
	 Male	(0)	 12	 60.0	
	 Female	(1)	 8	 40.0	
Race	 	 	 	
	 African	American/Black	 14	 70.0	
	 Caucasian/White	 3	 15.0	
	 Hispanic/Latino	 1	 5.0	
	 Multiple	 2	 10.0	
Control	Group	 	 n	 %	
School	 	 	 	
	 A	 11	 55.0	
	 B	 9	 45.0	
Grade	 4	 9	 45.0	
	 5	 11	 55.0	
Gender	 	 	 	
	 Male	(0)	 16	 77.5	
	 Female	(1)	 4	 22.5	
Race	 	 	 	
	 African	American/Black	 14	 70.0	
	 Caucasian/White	 6	 30.0	
	 Hispanic/Latino	 0	 0.0	
	 Multiple	 0	 0.0	
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Table 2. Mean Reactive and Proactive Aggression Scores Over Time by Group 
 
	 1	 2	 3	 4	 5	
Reactive	 	 	 	 	 	
					CP-PI	 9.85	 9.40	 9.83	 9.89	 9.00	
					Control	 9.95	 10.4	 9.50	 9.21	 8.85	
Proactive	 	 	 	 	 	
					CP-PI	 6.90	 6.70	 7.00	 6.94	 6.05	
					Control	 6.55	 7.20	 7.35	 7.21	 7.1	
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Table 3. Intercorrelations of Variables 
 
	 2	 3	 4	 5	 6	 7	 8	
1.	Pre	RA	 -.55**	 .06	 -.17	 .02	 -.06	 .191	 .001	
2.	Pre	PA	 ---	 -.08	 .32*	 .01	 -.43*	 -.33	 -.43**	
3.	Tx	Group	 	 ---	 -.22	 .05	 -.00	 -.06	 .05	
4.	Gender	 	 	 ---	 -.03	 -.20	 -.35*	 -.12	
5.	Grade	 	 	 	 ---	 -.22	 .14	 .11	
6.	SES	 	 	 	 	 ---	 .13	 .67**	
7.	ADHD	 	 	 	 	 	 ---	 .16	
8.	School	 	 	 	 	 	 	 ---	
 
 
Note. Tx Group = intervention group. Pre RA - pre-intervention reactive aggression. Pre PA = 
pre-intervention proactive aggression.  * p < .05 = and ** p< .01. 
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Table 4. Effects of School, Time, Intervention, and Time-by-Intervention Interaction on 
Residualized RA and PA Scores.  
 
	 Estimate	 SE	 p-value	
Reactive	Aggression	 	 	 	
Intercept	 -0.09	 0.23	 0.71	
School	 0.36	 0.22	 0.11	
Intervention	Condition	 -0.24	 0.28	 0.38	
Time	 -0.09	 0.06	 0.14	
Time*Intervention						 0.18	 0.08	 0.04	
	 	 	 	
Slope	for	CP-PI	 0.09	 0.06	 0.14	
Slope	for	Control	 -0.09	 0.06	 0.14	
	 	 	 	
Proactive	Aggression	 	 	 	
Intercept	 -0.32	 0.23	 0.16	
School	 0.38	 0.24	 0.12	
Intervention	Condition	 0.21	 0.26	 0.43	
Time	 0.11	 0.05	 0.04	
Time*Intervention						 -0.21	 0.07	 0.01	
	 	 	 	
Slope	for	CP-PI	 -0.11	 0.05	 0.04	
Slope	for	Control	 0.11	 0.05	 0.04	
Note. Reactive aggression is the dependent variable in 
the first model, with School, Intervention, time, and 
Time* Intervention as predictors. Probed simple slopes 
are reported below Time*Intervention for each model. 	
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Table 5. Main and Interactive Effects of ADHD on Child Aggression in the CP-PI Group  
 
	 Estimate	 SE	 p-value	
Reactive	Aggression	 	 	 	
Intercept	 -0.54	 0.37	 0.16	
School	 0.99	 0.41	 0.03	
ADHD	 0.17	 0.42	 0.68	
Time	 -0.01	 0.08	 0.91	
Time*ADHD	 0.02	 0.12	 0.83	
	 	 	 	
Slope	for	no	ADHD	 0.14	 0.08	 0.86	
Slope	for	ADHD	 -0.01	 0.08	 0.91	
	 	 	 	
Proactive	Aggression	 	 	 	
Intercept	 -0.35	 0.32	 0.29	
School	 -0.02	 0.35	 0.95	
ADHD	 0.53	 0.37	 0.16	
Time	 0.08	 0.08	 0.35	
Time*ADHD	 -0.19	 0.12	 0.12	
	 	 	 	
Slope	for	no	ADHD	 -0.11	 0.08	 0.19	
Slope	for	ADHD	 0.08	 0.08	 0.35	
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Table 6. Main and Interactive Effects of Gender on Child Aggression in the CP-PI Group 
 
	 Estimate	 SE	 p-value	
Reactive	Aggression	 	 	 	
Intercept	 -0.66	 0.34	 0.06	
School	 0.79	 0.35	 0.04	
Gender	 0.14	 0.37	 0.68	
Time	 0.04	 0.08	 0.71	
Time*Gender	 0.08	 0.10	 0.45	
	 	 	 	
Slope	for	Males	 0.12	 0.06	 0.07	
Slope	for	Females	 0.04	 0.08	 0.61	
	 	 	 	
Proactive	Aggression	 	 	 	
Intercept	 0.45	 0.30	 0.15	
School	 0.34	 0.33	 0.31	
Gender	 -0.91	 0.32	 0.01	
Time	 -0.16	 0.08	 0.05	
Time*Gender	 0.10	 0.99	 0.31	
	 	 	 	
Slope	for	Males	 -0.06	 0.06	 0.34	
Slope	for	Females	 -0.16	 0.08	 0.05	
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Table 7. Main and Interactive Effects of Grade on Child Aggression in the CP-PI Group 

	 Estimate	 SE	 p-value	
Reactive	Aggression	 	 	 	
Intercept	 -0.56	 0.32	 0.09	
School	 0.79	 0.35	 0.03	
Grade	 -0.06	 0.38	 0.87	
Time	 -0.01	 0.06	 0.83	
Time*Grade	 0.21	 0.09	 0.02	
	 	 	 	
Slope	for	4th	Grade	 0.20	 0.06	 >0.01	
Slope	for	5th	Grade	 -0.01	 0.06	 0.83	
	 	 	 	
Proactive	Aggression	 	 	 	
Intercept	 -0.03	 0.33	 0.92	
School	 0.14	 0.38	 0.73	
Grade	 0.13	 0.39	 0.74	
Time	 0.01	 0.06	 0.92	
Time*Grade	 -0.23	 0.09	 0.02	
	 	 	 	
Slope	for	4th	Grade	 -0.22	 0.06	 <0.01	
Slope	for	5th	Grade	 0.01	 0.06	 0.92	
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Table 8. Main and Interactive Effects of SES on Child Aggression in the CP-PI Group 

	 Estimate	 SE	 p-value	
Reactive	Aggression	 	 	 	
Intercept	 0.33	 0.52	 0.54	
School	 0.65	 0.43	 0.16	
SES	 -0.11	 0.07	 0.09	
Time	 -0.07	 0.10	 0.48	
Time*SES	 0.01	 0.02	 0.40	
	 	 	 	
Slope	at	-1	SD	 -0.06	 0.09	 0.52	
Slope	at	Average	SES	 -0.0004	 0.06	 0.99	
Slope	at	+1	SD	 0.05	 0.09	 0.53	
	 	 	 	
Proactive	Aggression	 	 	 	
Intercept	 -0.08	 0.49	 0.88	
School	 0.05	 0.42	 0.91	
SES	 -0.002	 0.06	 0.97	
Time	 -0.11	 0.10	 0.29	
Time*SES	 0.02	 0.02	 0.31	
	 	 	 	
Slope	at	-1	SD	 -0.09	 0.09	 0.31	
Slope	at	Average	SES	 -0.02	 0.06	 0.69	
Slope	at	+1	SD	 0.04	 0.09	 0.62	
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Table 9. Main and Interactive Effects of Inhibitory Control on Child Aggression in the CP-PI 
Group 
 
	 Estimate	 SE	 p-value	
Reactive	Aggression	 	 	 	
Intercept	 -1.15	 0.71	 0.12	
School	 0.90	 0.40	 0.04	
Inhibitory	Control	 0.03	 0.02	 0.29	
Time	 -0.03	 0.17	 0.86	
Time*IC	 0.0009	 0.01	 0.89	
	 	 	 	
Slope	at	-1	SD	 -0.01	 0.08	 0.86	
Slope	at	Average	IC	 -0.01	 0.06	 0.91	
Slope	at	+1	SD	 0.0005	 0.08	 0.99	
	 	 	 	
Proactive	Aggression	 	 	 	
Intercept	 -0.70	 0.63	 0.29	
School	 0.21	 0.36	 0.58	
Inhibitory	Control	 0.02	 0.02	 0.32	
Time	 0.19	 0.15	 0.22	
Time*IC	 -0.01	 0.01	 0.21	
	 	 	 	
Slope	at	-1	SD	 0.07	 0.07	 0.35	
Slope	at	Average	IC	 0.01	 0.05	 0.87	
Slope	at	+1	SD	 -0.05	 0.07	 0.47	
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Table 10. Main and Interactive Effects of School on Child Aggression in the CP-PI Group 

	 Estimate	 SE	 p-value	
Reactive	Aggression	 	 	 	
Intercept	 -0.48	 0.30	 0.12	
School	 0.61	 0.39	 0.13	
Time	 0.01	 0.08	 0.85	
Time*School	 0.13	 0.98	 0.21	
	 	 	 	
Slope	for	School	A	 0.14	 0.06	 0.03	
Slope	for	School	B	 0.01	 0.08	 0.85	
	 	 	 	
Proactive	Aggression	 	 	 	
Intercept	 -0.07	 -0.30	 0.82	
School	 0.30	 0.39	 0.45	
Time	 -0.01	 0.08	 0.89	
Time*School	 -0.16	 0.10	 0.13	
	 	 	 	
Slope	for	School	A	 -0.17	 0.06	 0.02	
Slope	for	School	B	 -0.01	 0.08	 0.89	
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Table 11. Main and Interactive Effects of Late Module Completion on Child Aggression in the 
CP-PI Group 
 
	 Estimate	 SE	 p-value	
Reactive	Aggression	 	 	 	
Intercept	 0.21	 0.52	 0.68	
School	 0.19	 0.47	 0.70	
#	Late	Modules	 -0.36	 0.21	 0.10	
Time	 0.08	 0.07	 0.29	
Time*Late	 0.01	 0.04	 0.85	
	 	 	 	
Slope	for	0	Late	Modules	 0.08	 0.07	 0.29	
Slope	for	1	Late	Module	 0.09	 0.05	 0.10	
Slope	for	2	Late	Modules	 0.10	 0.06	 0.13	
Slope	for	3	Late	Modules	 0.11	 0.09	 0.28	
Slope	for	4	Late	Modules	 0.11	 0.13	 0.41	
	 	 	 	
Proactive	Aggression	 	 	 	
Intercept	 -0.61	 0.57	 0.30	
School	 0.69	 0.52	 0.20	
#	Late	Modules	 0.26	 0.23	 0.27	
Time	 -0.18	 0.07	 0.02	
Time*Late	 0.06	 0.04	 0.15	
	 	 	 	
Slope	for	0	Late	Modules	 -0.18	 0.07	 0.02	
Slope	for	1	Late	Module	 -0.12	 0.05	 0.03	
Slope	for	2	Late	Modules	 -0.05	 0.06	 0.37	
Slope	for	3	Late	Modules	 0.01	 0.09	 0.92	
Slope	for	4	Late	Modules	 0.07	 0.13	 0.57	
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Table 12. Descriptives of Child Module Completion 

		 N	 %	
Completed	all	modules	on	time	 8	 40.0	
Completed	1	module	late	 3	 15.0	
Completed	2	modules	late	 7	 35.0	
Completed	3	modules	late	 1	 5.0	
Completed	4	modules	late	 1	 5.0	
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Table 13. Descriptives for Caregiver Module Completion 

	 N	 %	
Completion	Rates	 	 	
Completed	all	4	modules	 15	 75.0	
Completed	3	modules	 1	 5.0	
Completed	2	modules	 0	 0.0	
Completed	1	module	 1	 5.0	
Completed	0	modules	 3	 15.0	
	 	 	
Completion	Timeliness	(n=17)	 	 	
Modules	completed	were	on	time	 6	 35.2	
Completed	1	module	late	 6	 35.2	
Completed	2	modules	late	 3	 17.6	
Completed	3	modules	late	 1	 5.9	
Completed	all	modules	late	 1	 5.9	
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Table 14. Ranking of Most and Least Helpful Caregiver Modules  

Frequency	Rank	 Category	 Frequency	 Percentage	
Most	Helpful	 	 	 	
1	 Stress	Management	 4	 36.4%	
2	 Rules	and	Expectations	 3	 27.3%	
3	 Increasing	Positive	Behaviors	 2	 18.2%	
3	 Giving	Effective	Instructions	 1	 9.1%	
3	 Discipline	and	Consequences	 1	 9.1%	
Least	Helpful	 	 	 	
1	 Academic	Success	at	Home	 6	 54.5%	
2	 Increasing	Positive	Behaviors	 1	 9.1%	
2	 Rules	and	Expectations	 1	 9.1%	
2	 Parent-Child	Special	Time	 1	 9.1%	
2	 Stress	Management	 1	 9.1%	
2	 Giving	Effective	Instructions	 1	 9.1%	
Note. Because one parent did not have an email address and was given questionnaires on paper, 
which permitted multiple response options, in contrast to the online version. Therefore, 
frequencies added up to more than 10. 
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Table 15. Ranking of Caregiver Perceived Barriers to Complete Treatment 

Frequency	Rank	 Category	 Frequency	 Percentage	
1	 Lack	of	Time	 5	 45.5%	
2	 Difficult	family/life	circumstances	 3	 27.3%	
3	 Logistical	Problems	 2	 18.2%	
3	 Low	priority/concern	 1	 9.1%	
5	 Low	confidence	in	the	intervention	0	 0%	
5	 Confidentiality	Concerns	 0	 0%	
5	 Concern	about	stigma	 0	 0%	
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Table 16. Caregiver Ratings of General Feasibility and Satisfaction with CP-PI  

Question	 M	 SD	 Min	 Max	
1.	How	easy	was	it	to	remember	to	complete	the	Coping	Power	
modules	each	week?	

5.50	 1.35	 4	 7	

2.	How	helpful	were	the	text	and	call	reminders?				 8.20	 3.36	 1	 10	
3.	How	important	was	it	to	you	to	complete	the	modules	on	
time?	

7.90	 2.76	 1	 10	

4.	How	satisfied	were	you	overall	with	the	intervention?	 7.11	 2.93	 2	 10	
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Table 17. Descriptives of Children’s Satisfaction with Modules 

	 Information	is	Useful	 Easy	to	Understand	 Liked	the	Session	Overall	

Module	 M	 SD	 Min	 Max	 M	 SD	 Min	 Max	 M	 SD	 Min	 Max	

1	 6.10	 0.91	 4	 7	 5.40	 1.85	 1	 7	 5.70	 1.63	 1	 7	

2	 6.25	 0.97	 4	 7	 6.00	 1.26	 3	 7	 5.90	 1.55	 1	 7	

3	 6.05	 1.28	 3	 7	 5.70	 1.17	 3	 7	 5.25	 1.55	 2	 7	

4	 5.90	 1.55	 1	 7	 5.95	 1.54	 1	 7	 5.80	 1.32	 3	 7	

5	 5.80	 1.54	 1	 7	 5.90	 1.07	 4	 7	 5.90	 1.02	 4	 7	

6*	 6.38	 0.74	 5	 7	 6.38	 0.74	 5	 7	 5.75	 1.39	 4	 7	

7	 6.05	 0.89	 4	 7	 5.40	 1.67	 1	 7	 5.25	 1.83	 1	 7	

8	 6.20	 0.83	 4	 7	 5.55	 1.43	 3	 7	 5.75	 1.48	 1	 7	

*Note. Due to a website glitch, many children completed module 6 but were not able to report on 
module satisfaction. Therefore descriptives are based on a smaller (n = 8) sample for that 
module. 
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Table 18. Children’s Rankings of Session Components 

Frequency	Rank	 Category	 Frequency	 Percentage	
Liked	Best	 	 	 	
1	 Captain	Judgment		 68	 45.9%	
2	 Coping	Power	CJ	 49	 33.1%	
3	 Other	 16	 10.8%	
4	 Quizzes	 9	 6.1%	
5	 None	 4	 2.7%	
6	 Handouts	 2	 1.4%	
Most	Helpful	 	 	 	
1	 Captain	Judgment	 83	 56.1%	
2	 Coping	Power	CJ	 45	 30.4%	
3	 Other	 9	 6.1%	
4	 None	 6	 4.1%	
5	 Quizzes	 3	 2.0%	
6	 Handouts	 2	 1.4%	
Liked	Least	 	 	 	
1	 None	 64	 43.2%	
2	 Coping	Power	CJ	 26	 17.6%	
3	 Quizzes	 23	 15.5%	
4	 Captain	Judgment	 19	 12.8%	
5	 Handouts	 12	 8.1%	
6	 Other	 4	 2.7%	
Least	Helpful	 	 	 	
1	 None	 72	 48.6%	
2	 Coping	Power	CJ	 23	 15.5%	
3	 Captain	Judgment	 18	 12.2%	
4	 Handouts	 15	 10.1%	
5	 Quizzes	 14	 9.5%	
6	 Other	 6	 4.1%	
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Table 19. Main and Interactive Effects of Goal Success on Child Aggression in the CP-PI Group 

	 Estimate	 SE	 p-value	
Reactive	Aggression	 	 	 	
Intercept	 0.06	 0.83	 0.94	
School	 0.65	 0.41	 0.13	
%	Goal	Success	 -0.75	 0.90	 0.42	
Time	 0.15	 0.18	 0.40	
Time*Goal	 -0.07	 0.23	 0.77	
	 	 	 	
Slope	at	-1	SD	 0.12	 0.07	 0.13	
Slope	at	Average	Goals		 0.10	 0.05	 0.06	
Slope	at	+1	SD	 0.08	 0.07	 0.13	
	 	 	 	
Proactive	Aggression	 	 	 	
Intercept	 0.25	 0.85	 0.77	
School	 0.27	 0.44	 0.54	
%	Goal	Success	 -0.46	 0.91	 0.62	
Time	 -0.36	 0.18	 0.06	
Time*Goals	 0.35	 0.23	 0.14	
	 	 	 	
Slope	at	-1	SD	 -0.18	 0.07	 0.03	
Slope	at	Average	Goals	 -0.10	 0.05	 0.08	
Slope	at	+1	SD	 -0.02	 0.07	 0.81	
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Table 20. Main and Interactive Effects of Quiz Score on Child Aggression in the CP-PI Group 

 
	 Estimate	 SE	 p-value	
Reactive	Aggression	 	 	 	
Intercept	 0.20	 0.87	 0.82	
School	 0.58	 0.31	 0.07	
Average	Quiz	Score	 -0.89	 1.04	 0.40	
Time	 0.72	 0.20	 <0.01	
Time*Quiz	 -0.84	 0.26	 <0.01	
	 	 	 	
Slope	at	-1SD	 0.23	 0.06	 <0.01	
Slope	at	Average	Quiz	 0.09	 0.04	 0.04	
Slope	at	+1	SD	 -0.05	 0.06	 0.40	
	 	 	 	
Proactive	Aggression	 	 	 	
Intercept	 -0.84	 0.97	 0.40	
School	 0.27	 0.36	 0.46	
Average	Quiz	Score	 1.06	 1.16	 0.37	
Time	 -0.64	 0.21	 0.01	
Time*Quiz	 0.71	 0.27	 0.02	
	 	 	 	
Slope	at	-1	SD	 -0.23	 0.06	 <0.01	
Slope	at	Average	Quiz	 -0.11	 0.05	 0.03	
Slope	at	+1	SD	 0.02	 0.06	 0.82	
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Figure 1. Spline Plot for Reactive Aggression 
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Figure 2. Spline Plot for Proactive Aggression 
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Timeline 

December	2018	 Finalized	protocol	&	submited	to	IRB	for	review	
February	2019	 IRB	approval	received	
February-March	

2019	
Contacted	teachers	regarding	study	participation		

March	2019	 Recruited,	established	consent,	&	screened	participants;	began	data	
collection		

March	2019	 Randomized	&	assigned	participants	to	groups;	began	intervention	
May	2019	 Finished	intervention	&	data	collection	

May-September	
2019	

Completed	data	analysis	and	drafted	thesis		

 

Measures Timeline 
 
Measure	 During	Tx	 Eligibility	 Pre-Tx	 Post-Tx	
Demographics	 	 	 P	 	
PRA	 T	(Every	other	

week)	
T	 	 T	

EATQ-R	 	 	 P	 	
BASC-3	 	 P	 	 	
 
Note. C = Child, P = Parent (caregiver), T = Teacher. Tx = intervention. 
 
  



 
 
 
 
 

 66 

Measures 
 

BASC-3 
Parent Rating Scales-Child 

Aggression Subscale 
  

Instructions: On this form are phrases that describe how children may act. I will read a phrase 
and ask you to choose the response that describes how your child has behaved recently (in the 
last several months). Tell me Never if the behavior never occurs. Tell me sometimes if the 
behavior sometimes occurs. Tell me Often if the behavior often occurs. Tell me Always if the 
behavior almost always occurs. Please answer every item. If you don’t know or are unsure of 
your response to an item, give your best estimate. If you wish to change a response, just let me 
know. 
  
  Never 

0 
Sometimes 

1 
Often 

2 
Almost 
Always 

3 

1. Threatens to hurt others 
  

        

2. Throws or breaks things when 
angry 
  

        

3. Teases others 
  

        

4. Manipulates others 
  

        

5. Hits other children 
  

        

6. Gets back at others 
  

        

7. Bullies others 
  

        

8. Argues when denied own way 
  

        

9. Is overly aggressive 
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PRA 
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Student Activities by Module 

Module 1 

Introduction to the Coping Power Website 
Coping Power Video - CJ Session 1 
Point System 
Episode 1 - Enter Team Judgment 
Episode 2 - The Dilemma of Harvey Handle - Part 1 
Episode 3 - The Dilemma of Harvey Handle - Part 2 
Episode 4 - The Case of the Missing Hamster 
Episode 24 - Wally the Walrus 
Barriers to Meeting Your Goals 
Examples of Short Term and Long Term Goals 
Long Term Goal Sheet (Examples) 
Coping Power Survey 

Module 2 

Coping Power Quiz #1 
Coping Power Video - CJ Session 2 (Part 1) 
Coping Power Video - CJ Session 2 (Part 2) 
Episode 5 - The News Blues 
Episode 6 - The Ringmaster and Her Fleas - Part 1 
Episode 7 - The Ringmaster and Her Fleas - Part 2 
Study Skills 
Coping Power Survey 

Module 3 

Coping Power Quiz #2 
Coping Power Video - CJ Session 3 
Episode 8 - Summer's Birthday Dress 
Expressing Emotions 
What do you do to cope with anger? 
What is a trigger? 
Coping Power Survey 

Module 4 

Coping Power Quiz #3 
Coping Statements Memory Test 
Coping Statements Memory Test 
Coping Power Video/ CJ Session 4 
Episode 9- Checkered Charlie's Big Race (Part 1) 
Episode 10- Checkered Charlie's Big Race (Part 2) 
Episode 11- Checkered Charlie's Big Race (Part 3) 
Coping Power Survey 

Module 5 
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Coping Power Video/CJ Session 5 
Episode 15- Invention Solution 
Episode 16- A Day in the Park 
Episode 17 - "PICC-ING" Sarah's Future 
Episode 18- PICC in the Park 
Episode 19- Sarah's Solution 
Misunderstanding someone's intentions 
Coping Power Survey 

Module 6 

Coping Power Video/CJ Session 6 
Episode 20 - The impulsice imporlor incident 
Episode 21- The Tricky Trap 
Episode 22 - Captain Judgment vs. Major Impulse 
Episode 23- A time to Remember 
The PICC Model 
Coping Power Survey 
Different Kinds of Choices 

Module 7 

Coping Power Quiz #4 
Coping Power Video/ CJ Session #7 
Episode 29 - The hasterock Incident (Part 1) 
Episode 30 - The Hasterock Incident (Part 2) 
Episode 31 - Pressured to Punch 
Episode 32 - Moon Monkey's Group Search 
Coping Power Survey 

Module 8 

Coping Power/CJ Video Session 8 
Episode 33- The group project 
Positive Qualities of Self and Others 
Coping Power Review Sheet 
Coping Power Survey 

 

 

Parent Activities Per Module 

Module 1 

Powerful Parenting #1 
Episode 1: Academic Support in the Home (Part 1) 
Episode 2: Academic Support in the Home (Part 2) 
Episode 12: Academic Support in the Home: Review 
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Homework Contract (Printable) 
Homework Tracking Form (Printable) 
Questions for Parent-Teacher Conference 
Sample Child Goal Sheet 
What we can do to help our children learn 
Setting up a Good Homework System at Home 
Coping Power Survey 

Module 2 

Powerful Parenting video #2 
Episode 3: Stress Management (Part 1) 
Episode 4: Stress Management (Part 2) 
Pie of Life Activity (Printable) 
Active Relaxation Script 
Thoughts- Feelings- Behaviors 
Thoughts-Feelings-Behavior (printable) 
Putting Time Where it Belongs 
Taking Care of Myself (printable) 
Coping Power Survey 

Module 3 

Powerful Parenting Video #3 (Part 1) 
Powerful Parenting Video #3 (Part 2) 
Episode 5: Social Learning Theory and Improving the Parent - Child Relationship 
Session 6: Ignoring Minor Disruptive Behavior 
Keeping Special Time Special 
Behaviors to Ignore 
Praising and Ignoring 
Parent Report of Child Behavior 
Social Learning Theory 
The Power of Praise 
Coping Power Survey 

Module 4 

Powerful Parenting Video #4 
Episode 7: Giving Effective Instructions to Children 
Episode 8: Establishing Rules and Expectations 
Giving Good Instructions to Your Child 
Funny Instructions that Don't Work 
Behavior Rules and Expectations Handout 
Setting Up Behavior Rules and Expectations 
Coping Power Survey 
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Caregiver Satisfaction and Perceived Barriers Questionnaire 
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Quizzes  
 
Quiz #1 

1) Being able to handle stressful situations without becoming too angry is called: 
a) Goals 
b) Participating 
c) Coping 
d) Processing 

2) One of our group rules is “what we say in here, stays in here.” What rule is this? 
a) Following directions rule 
b) Confidentiality rule 
c) Positive attitude rule 
d) Polite rule 

3) What is one way to earn the positive participation points? 
a) Interrupt others 
b) Answer questions 
c) Don’t get any strikes 
d) Don’t talk at all 

4) A goal is something you want to ___________? 
a) Achieve 
b) Give to someone 
c) Put off until later 
d) Explain 

5) Who logs in and reports on your daily goal? 
a) The principal 
b) Your teacher 
c) The counselor 
d) Your parent 

6) Raising your hand before talking in class is an example of a ______ goal. 
a) Long-term goal 
b) Short-term goal 

7) A goal for the future is called a ________ goal. 
a) Long-term goal 
b) Short-term goal 

8) Who is the main character from the videos? 
a) Happy Dan 
b) Captain Stupendous 
c) Captain Judgment 
d) Senior Cat 

9) An example of a short-term goal is: 
a) Be president of the US 
b) Play in the NBA 
c) Go to college 
d) Complete all your classwork 
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10) An example of a long-term goal is: 
a) Rent a game tonight 
b) Play in the NBA 
c) Hang out with a friend 
d) Good attitude all day 

 
Quiz # 2 

1) An example of a positive/good study skill is: 
a) Have the TV on  
b) Study in a quiet place 
c) Study on your bed 
d) Do it as fast as you can 

2) An example of a negative/bad study skill is: 
a) Study in a quiet place 
b) Do it as fast as you can 
c) Ask for help 
d) Eat a snack before you study 

3) When is the best time to study? 
a) Right before going to bed 
b) While on the phone 
c) On the school bus 
d) Right after school 

4) It is wrong to feel angry. 
a) True 
b) False 

5) It is okay to feel angry, what matters is how you handle it. 
a) True 
b) False 

6) What word means a little bit angry? 
a) Sad 
b) Depressed 
c) Frustrated 
d) Joyful 

7) What change might happen to your body when you get a little angry? 
a) Heart beats faster 
b) Heart beats slower 

8) What change might happen to your body when you get very angry? 
a) You think clearly 
b) You don’t think clearly 

9) A __________ is something that happens that sets off an emotion inside of us. 
a) Emotion 
b) Trigger 
c) Lesson 
d) Focus 

10) What is a possible trigger for anger? 
a) Getting a present 
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b) Going to the movies 
c) Someone picking on you 
d) Watching television 

 
Quiz #3 

1) It is easiest to stay calm and make good choices when you are: 
a) A little bit angry 
b) Very angry 
c) Furious 

2) What is one thing you can do to stay calm when you are getting angry? (short answer 
response) 

3) Telling yourself “It is not worth getting in trouble” is an example of a good coping 
strategy. 

a) True 
b) False 

4) A “coping statement” is…? 
a) A self-statement to increase angry feelings 
b) A self-statement that helps us to calm down, cope with problems, and find 

good solutions 
5) What is likely to happen if you tell yourself “Stay calm, don’t let them get to you?” 

a) I will get more angry 
b) I will get less angry 

6) What is likely to happen if you tell yourself “He’s a jerk, I should beat him up?” 
a) I will get more angry 
b) I will get less angry 

7) Write a coping statement that helps you stay calm when you are feeling angry (short 
answer response) 

8) It is easier to use distraction techniques when our anger is ___________. 
a) High 
b) Low or Medium 
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