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Day treatment programs have
been a mainstay of psychi-
atric intervention among

preschoolers since the mid-20th cen-
tury. Also referred to as partial hospi-
talization, these programs provide in-
tensive treatment in a group setting
for several hours weekly, usually with
educational and recreational compo-
nents. In the Canadian province of
Quebec, more than 200 preschoolers
are treated in day treatment pro-
grams at any one time, and most of
these children are referred for treat-
ment of behavioral problems (1).
However, this mode of intervention

has seldom appeared in the literature.
The effectiveness of day treatment

for preadolescent children with dis-
ruptive behavior disorders (that is,
oppositional defiant disorder or con-
duct disorder) has been reported (2),
but few studies have been published
specific to the preschool age group.
Developmental and contextual differ-
ences (for example, language skills
and academic demands) limit the ap-
plicability of evidence on programs
for older children to programs for
preschoolers. Also, day treatment
studies have described preschoolers
as having behavior problems but have

not used DSM-IV criteria for diagnos-
ing disruptive behavior disorder,
again limiting comparisons with stud-
ies of preadolescent children. One of
the few available studies of preschool
day treatment did not find positive
treatment effects (3). More evidence
is clearly needed in this area.

General features of 
day treatment programs
The “containing” function of a thera-
peutic milieu has been widely recog-
nized as a mediator of change in psy-
chiatry. The milieu allows for a pro-
longed assessment of a child’s difficul-
ties and of complex family systems. A
day treatment center may be the only
place where disruptive children and
their families find acceptance, be-
cause these children are often reject-
ed by peers, schools, and other care-
givers because of their behavior (4).
McDermott and colleagues (5) ascer-
tained that children whom psychia-
trists assign to day treatment have
more psychopathology, clinician-rat-
ed impairment, and parental mental
health and substance abuse issues
than children assigned to other treat-
ments. Many children are referred to
day treatment centers because their
needs could not be met with commu-
nity or outpatient resources (6).

Most day treatment programs are
multimodal, addressing multiple ar-
eas of difficulty for a child or within
the family with a combination of
treatment modalities. Smolla and
Lebel (1) suggested that the specific
mandate of day treatment is to pro-
vide integrated care from multiple
specialists targeting not only behav-
ioral problems but also emotional is-
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sues, developmental delays, and con-
tributory medical problems. A high
correlation between behavioral prob-
lems and developmental and lan-
guage delays has been found (7–10),
and two-thirds of children in day
treatment may have such delays
(6,11). It is possible that day treat-
ment programs serve preschoolers
with both behavior problems and de-
velopmental delays in a uniquely effi-
cient manner, but little research sup-
ports this notion. Not all day treat-
ment programs are able to include
speech therapists, occupational thera-
pists, and physiotherapists on their
treatment teams (1).

Children in day treatment are a
captive audience for intensive inter-
vention (12), particularly in programs
requiring attendance on multiple
days per week. The actual interven-
tions offered differ from center to
center and from country to country. A
1986 American survey found that
most day treatment centers for chil-
dren use a behavioral approach (33
percent) or describe themselves as
eclectic (34 percent), whereas a 1988
survey in France found that most day
centers operate with a psychoanalytic
framework (13,14). A survey of day
treatment centers for children in
Quebec found that 42 percent
claimed a psychodynamic orientation
(1). Family therapy is an integral part
of most programs and is mandatory in
some.

Day treatment programs 
and evidence-based practice
As the number of child psychosocial
interventions developed in research
settings (laboratory-based interven-
tions) grows, attention has increased
on integrating these interventions
into service-oriented clinical settings,
such as day treatment programs (15).
However, it is unclear for most of
these laboratory-based interventions
whether they are superior to inter-
ventions currently employed in clini-
cal settings (clinic-based interven-
tions), because outcome data are
rarely available for the latter. Also, it
is problematic to compare laboratory-
based interventions that have a single
treatment focus to clinic-based inter-
ventions that often target multiple
treatment goals.

Weisz and colleagues (12) com-
mented on the gap between laborato-
ry-based and clinic-based research in
child psychotherapy, finding dismal
outcomes from nine clinical studies
identified in an extensive literature
search, which contrasted with large
effect sizes from more than 100 labo-
ratory studies. They found that the
difference in outcomes was partly in-
fluenced by the relative treatability of
children in the laboratory studies.
The disparity in treatability may be
most apparent when children recruit-
ed for laboratory-based studies are
compared with children in clinic-
based day treatment studies. Chil-
dren in the latter group may be as-
signed to day treatment because of
the severity of their impairment and
may not be eligible for less intensive
interventions, such as those offered in
research settings. Differences in out-
come between laboratory- and clinic-
based studies are also influenced by
superior conditions in research set-
tings and whether behavioral meth-
ods were used in research therapies.
Weisz and colleagues proposed that
treatment effects by practitioners in
clinical settings need to be examined
and laboratory-tested interventions
need to be applied in clinics.

Integrating laboratory-based inter-
ventions into service-oriented clinical
settings is by no means a simple task.
Kazdin (15) identified several barriers
to integration, including issues sur-
rounding the quality of available evi-
dence, disparate views among stake-
holders in treatment, and lack of re-
sources for training therapists. Ollen-
dick and King (16) discussed contro-
versy around manualized treatments,
including acceptability to clinicians
and flexibility to accommodate spe-
cific clinical situations.

This review attempts to aid in the
integration process by delineating
practical ways of using research find-
ings to enhance clinical work. First,
the available evidence for effective-
ness of clinical preschool day treat-
ment programs was reviewed to de-
marcate a starting point for future re-
search in this area. Then laboratory-
based interventions offering accessi-
ble solutions to common clinical is-
sues in preschool day treatment were
selected for discussion. This review

focused on psychosocial interventions
for disruptive behaviors. The growing
evidence base in this area appears to
have the most to offer to preschoolers
in day treatment, for whom behavior
problems are most often the present-
ing complaint.

Methods
Reports on the effectiveness of clinic-
based multimodal day treatment pro-
grams or on the efficacy of laboratory-
based child psychosocial interven-
tions were found by performing a
PsycINFO computerized search cov-
ering the past 30 years (1974 to 2004).
The keywords “day treatment,” “be-
havior problems,” “disruptive behav-
ior disorder” and “oppositional defi-
ant disorder” were used, and the
search was limited to the preschool
age group (ages two to five years).
The reference lists of articles found
were then manually searched. A
MEDLINE search was also per-
formed but yielded a lower propor-
tion of articles pertinent to the objec-
tive of this review.

The initial intent was to include
only randomized controlled trials for
review. However, only one random-
ized controlled trial of a clinic-based
multimodal day treatment program
was found. The study selection crite-
ria were therefore modified for day
treatment programs, so that articles
were selected if they had a prospec-
tive design and presented quantita-
tive outcome data. For laboratory-
based interventions, only randomized
controlled trials were selected.

Reports on specialized day treat-
ment programs for children with
autism or intellectual delay were ex-
cluded, because such programs are
beyond the scope of this review. Re-
ports on specialized interventions for
children with attention-deficit hyper-
activity disorder were also excluded,
because this diagnosis was not de-
scribed in the studies of preschool
day treatment programs that were
found.

Characteristics of selected studies
are summarized in Tables 1 to 5. Ef-
fect sizes (Cohen’s d) have been cal-
culated where means and standard
deviations on measures of disruptive
behaviors were provided. Differences
in the nature of the study sample and

PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ April 2006   Vol. 57   No. 4447788

tse.qxd  3/20/2006  11:58 AM  Page 478



duration of follow-up are some of the
factors to be considered when com-
paring study effect sizes.

Results
Reports on the effectiveness of se-
lected clinic-based multimodal day
treatment programs are summa-
rized, followed by an overview of re-
ports on the efficacy of laboratory-
based preventive, child-oriented,
parent training and classroom-based
interventions.

Effectiveness of clinic-based multi-
modal day treatment programs
Only five studies of preschool day
treatment programs were found that
reported quantitative outcomes, for a
combined total of 159 children. Study
characteristics are summarized in
Table 1.

In one of the earliest studies of day
treatment, Woollacott and colleagues
(4) described children referred to a
therapeutic nursery that emphasized
parent-oriented interventions. Moth-
ers interacted with their children in
the nursery, where the focus was on

parental attunement and mother-
child communication. A mothers’
support group and social work liaison
were also offered. The treatment
group made no more gains than
matched children in the nonclinical
control group at one- and five-year
follow-up (3,4).

Cohen and colleagues (11) report-
ed on a prescriptive multifocused
treatment program for preschoolers.
A variety of interventions were em-
ployed, according to the treatment
goals of each child. These could in-
clude setting limits, helping the child
to verbalize feelings, and imple-
menting speech therapy, among oth-
er things. Families were expected to
observe and work with their children
in the playroom and were seen regu-
larly by a social worker. Behavior
changes were found only among
children who remained in the pro-
gram more than one year. Children
who had both behavioral problems
and developmental delays made
more gains than children without de-
velopmental delays. Family motiva-
tion was correlated with goal attain-

ment. Little change was found for
the nonclinical control group.

Ware and colleagues (6) reported
on a psychodynamically oriented pro-
gram involving special education, in-
dividual and group play therapy, and
weekly family therapy. On measures
of daily living skills—socialization and
visual-motor integration with estab-
lished age-based norms—significant
gains in developmental level were
found, compared with gains that
could be predicted on the basis of
change in the child’s age. Other un-
controlled pre- to posttreatment
gains in behavior and parental func-
tioning were found. On follow-up in
first and third grade, graduates of the
program needed less special educa-
tion than children with similar prob-
lems identified in kindergarten (an
unmatched comparison group).

Two of the programs described in
the literature search were developed
to address behavioral and emotional
problems among children who had
been physically or sexually abused. In
one program, maltreated preschool-
ers received a specialized curriculum
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Characteristics of clinic-based studies of multimodal preschool day treatment programs

Sam- Treatment Between-group
ple Age Treatment Control intensity Treatment differences Co-

Authors Study design size (years) group group (per week) duration in outcomes hen’s da

Woollacott et al., Case-control 25 2.5–3.5 Behavioral, sep- Matched 1 or 2 half 6 months No differences na
1978 (4); aration anxiety, nonclinicalb days
Richman et developmental
al., 1983 (3) problems

Cohen et al., Case-control 55 3–6 Behavioral, emo- Nonclinical 5 half days 1–2 years Disruptive be- .12–.40
1987 (11) tional, develop- havior, develop-

mental, language mental gains
problems

Ware et al., Prediction 38 2.5–5 Behavioral, emo- Nonclinical 5 half days 9–20 Disruptive be- .17
2001 (6) index tional, develop- months havior, develop-

analysis; mental, language mental gains,
case-control problems maternal de-

pression

Culp et al., Randomized 17 3.9–5.9 Maltreated, Wait list 5 days Mean Self-concept, .31
1991 (17) controlled trial court-ordered (30 hours) 8.9 development-

treatment months al gains

Oates et al., Single cohort 24 3–6 Maltreated, unable None 5 days 12 na na
1995 (18) (pre-post) to enter school months

because of beha-
vioral and devel-
opmental problems

a Pre- to posttreatment effect sizes for measures of disruptive behavior
b Two groups: first was matched for behavior, second was matched for age, sex, language, and behavior.
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emphasizing feelings and relation-
ships (17). The preschoolers also re-
ceived individual play therapy,
speech therapy, and physical therapy.
Their parents received intensive
services, including family therapy,
education, and a 24-hour crisis line.
A randomized controlled study found
increased peer acceptance and devel-
opmental gains for children who re-
ceived this program. In this study use
of a wait list control group was justi-
fied, because participation in the
program was mandated by judicial
order, but space in the program was
limited.

The second program provided
maltreated preschoolers with a cur-
riculum emphasizing limit setting
and consistency, along with individ-
ual psychotherapy (18). Parents
were supported through regular
home visits. The success of the pro-
gram was determined by school en-
trance after a year of treatment. De-
velopmental gains were also report-
ed, but no comparison group was
available.

These day treatment studies of-
fered a range of interventions, with
children in each study receiving dif-

ferent interventions. Few specifica-
tions were given for diagnoses of chil-
dren in these studies. Different out-
come measures and methods of com-
parison were used. Therefore, it is
difficult to derive meaningful conclu-
sions about the effectiveness of day
treatment programs by examining
these reports. It is not possible to
know whether the one negative study
did not find between-group differ-
ences because the intervention was
ineffective or because the control
group was poorly matched. Only one
study employed a truly comparable
(randomized) control group.

On a very general level, it is possi-
ble to conclude that modest evidence
shows that multimodal day treatment
programs can be effective. Treat-
ment tends to result in developmen-
tal gains. One commonality of the
programs described was that they all
expected families to be involved.
Only one study made any suggestion
about the effect of duration of treat-
ment or type of child problem on ef-
fectiveness (11). No information on
the effect of treatment intensity
could be found, and no comparisons
were made with conventional outpa-

tient treatment. It appears that the
research base for this costly and in-
tensive model of service delivery is
lacking.

Efficacy of laboratory-
based interventions
Efficacy of multimodal prevention
programs. Four randomized con-
trolled trials of multimodal preven-
tion programs for preschoolers were
found. These programs recruited
low-income families, based on find-
ings that socioeconomic status is as-
sociated with antisocial characteris-
tics. The studies are summarized in
Table 2.

The Houston Parent-Child Devel-
opment Center offered a two-year
program involving home visitation,
parent training, preschool education,
and family workshops (19). A broad
range of other resources were avail-
able, including stipends, meals, and
transportation. Positive child behav-
ioral and family socioeconomic out-
comes were found on follow-up up to
eight years later.

The Perry Preschool Program also
combined high-quality child educa-
tion with home visitation. Parent sup-
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Characteristics of randomized controlled trials of multimodal primary prevention programs for young children

Blind Between-group
Sample Target Control assess- Follow- differences Cohen’s

Program size population Interventions condition ments up in  outcomes da

Houston Parent- 51 Low-income fam- Nursery school, No program Yes To age Disruptive beha- .45–.53
Child Develop- ilies with a child parent education, 11 years vior, aggression
ment Center aged 1 year home visits, sti-
(19) pends, transport,

meals

Perry Preschool 123 Low-income fam- Preschool, teach- No program Not To age Crime, aggression, .22–.78
Program ilies with a child er home visits, or comparison stated 27 years education, socioec-
(20,21) aged 3–4 years parent support curricula onomic status, mar-

groups ital commitment,
cost to society

Mauritius 83 Stratified random Preschool, nutri- Usual pre- No To age Conduct problems, .21
Environmental sample of children tion, exercise school 26 years crime, aggression,
Enrichment aged 3 years program schizotypal per-
Program (22) sonality

Wayne State 32 Low-income fam- Prescriptive Attentional Yes To post- Disruptive beha- .24–.31b

University ilies with a child interventions control: usual treat- vior, aggression
Preventive aged 3–6 years preschool ment (8 
Mental Health with behavior or activities months)
Program (23) learning difficul-

ties at screening

a Between-group effect sizes for externalizing behaviors
b Between-group effect size for children with high aggression
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port groups were offered as well. De-
creased delinquency and improved
academic and employment outcomes
were found up to age 27 for individu-
als who had attended the Perry
Preschool Program. Costs from crime
were reduced by about $70,000 per
child (20,21).

These primary prevention strate-
gies were exported to Mauritius in
the Environmental Enrichment Pro-
gram, where preschoolers were ran-
domly selected to receive a two-year
program of nutrition, education, and
exercise (22). Many of these children
were malnourished upon entry to
the program. Lower rates of antiso-
cial behavior and schizotypy were
found up to 26 years of age for indi-
viduals who went through the pre-
school program.

Wayne State University’s Preven-
tive Mental Health Program em-
ployed a prescriptive approach, sim-
ilar to the prescriptive multifocused
treatment offered in the clinic-based
day treatment study of Cohen and
colleagues (11). In this prevention
program, preschoolers found on
screening to have learning and be-
havioral difficulties were randomly
assigned to receive either cus-
tomized behavioral interventions or
“placebo attention” in addition to
their regular preschool program
(23). Between-group differences

were found in behavior and academ-
ic functioning at the end of the
eight-month program.

Efficacy of child-oriented interven-
tions. Several training programs fo-
cusing on social, anger-management,
and problem-solving skills have been
developed for children, but only two
had been tested in randomized con-
trolled trials with preschool-aged
children: I Can Problem Solve and
the Incredible Years Dinosaur Cur-
riculum. These programs target aber-
rant social cognition, which has been
implicated in the pathogenesis of
conduct disorder (24). Only one ran-
domized controlled study of child
psychodynamic therapy was found
(25). This study found no significant
effects on behavioral measures when
individual play therapy was added to a
day treatment program. These three
studies are summarized in Table 3.

I Can Problem Solve is a three-
month small-group program teaching
preschoolers interpersonal problem-
solving skills and emotional literacy,
using puppetry and role-play games
to promote learning (26). Improved
classroom behavior, peer relation-
ships, and interpersonal problem
solving were found for preschoolers
who received the program as a pre-
ventive intervention. Positive out-
comes were maintained at follow-up
in grade five to six.

The Dinosaur Curriculum adapts
the principles guiding I Can Prob-
lem Solve to treat children referred
with conduct problems. Children
meet in small groups for two hours
each week for 22 weeks. The multi-
media sessions employing videos and
life-size puppets emphasize emo-
tional literacy, empathy, friendship
skills, anger management, interper-
sonal problem solving, and school
success. Three randomized con-
trolled trials showed decreases in
peer aggression and noncompliant
behavior and increased prosocial and
problem-solving skills among chil-
dren who received the curriculum
(27–29).

Efficacy of parent training inter-
ventions. Parent training has been ro-
bustly supported in the literature on
treatments for disruptive behavior
disorders. Several parent training
programs have been tested in ran-
domized controlled trials that include
preschool-aged children. These trials
are summarized in Table 4. They are
organized here to highlight aspects
that may inform clinical family-ori-
ented services.

Brestan and Eyberg (30) deemed
only two treatment programs to be
“well established” in their review of
82 studies of psychosocial treatments
for children. One was the Living
With Children manual, and the oth-
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Characteristics of laboratory-based randomized controlled trials of child-oriented intervention programs

Blind Between-group
Sample Age Target Treatment Control assess- differences Cohen’s

Program size (years) population Interventions intensity condition ments in outcomes da

Time-limited 26 3.5–5 Maltreated Individual directive 15 weekly Day treatment Yes Amount of na
play therapy and expressive sessions as usual isolated play
(25) play therapy

I Can Problem 113 4–5 Low Small-group train- 12 weeks, No intervention Yes Disruptive beha- Interper-
Solve (26) income ing in social prob- daily vior, interpersonal sonal 

lem solving with sessions problem solving, problem
role plays and peer relation- solving,
puppetry ships .64–1.37

Incredible 176 3–6 Opposition-- Small-group social 6 months, No intervention Yes Disruptive beha- CBCL or 
Years Dino- (total al defiant skills training with weekly vior, interper- ECBI,
saur Cur- from 3 or conduct role plays, pup- sessions sonal problem .35–1.33b

riculum studies) disorder petry, and video solving
(27–29) modeling

a Between-group effect sizes
b Child Behavior Checklist or Eyberg Child Behavior Inventory
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er was the Incredible Years video-
tape modeling parent training pro-
gram (27,29,31,32). Both programs
teach parents to monitor and reward
positive behaviors and to ignore and
give consequences for deviant be-
haviors. Timeouts are an important
part of both programs; this behav-
ioral technique has been found to be
essential in a randomized controlled
trial (33). Parental self-control and
self-talk techniques are emphasized
in the Incredible Years program.
Living With Children is designed for
the training of individual families but
has been adapted for group training
(34), whereas the Incredible Years
program is designed for groups but
can be self-administered (35).

The content of most parent train-
ing programs is similar, rooted in so-
cial learning principles, but several
studies have suggested that program
format and delivery may have an ef-
fect on training effectiveness. For
example, families that were random-

ly assigned to receive the Incredible
Years videotape modeling parent
training in a self-administered for-
mat had more difficulties at the
three-year follow-up than families
who received the training with ther-
apist-led group discussion after each
videotaped vignette (31,35). Fami-
lies randomly assigned to receive
only the therapist-led discussion did
not fare as well as the group that re-
ceived both the videotape modeling
parent training and therapist-led dis-
cussion. Of note, studies of the In-
credible Years parenting program
tend to have dropout rates of less
than 10 percent, whereas dropout
among families referred to parent
management programs is usually in
the range of 50 to 75 percent (36,37).

Another program enhanced by
technology is parent-child interaction
therapy, in which therapists coach
parents through a “bug-in-the-ear”
earphone from behind a one-way
mirror. Parent-child interaction ther-

apy has been extensively tested, with
findings that clinically significant be-
havior changes in treated preschool-
ers are maintained up to six years lat-
er (38,39). However, no studies com-
paring parent-child interaction thera-
py with other therapies were found.

Enhancing the content of programs
for parents may also influence their
engagement in therapy. Lower
dropout rates were found for families
that were randomly assigned to a stan-
dard (social-learning-based) family
therapy enhanced by therapists’ solici-
tation of parents’ feelings and con-
cerns, compared with families that re-
ceived the family therapy alone (40).

Synthesis teaching, in which par-
ents are trained to discriminate child
care stresses from stress from other
sources and to examine similarities
between the ways that they respond
to their child and to other people, was
more efficacious than unenhanced
parent training in improving parent-
ing and child behavior (41).
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Characteristics of laboratory-based randomized controlled trials of parent training intervention programs

Blind Between-group
Number Age Target Control assess- differences Cohen’s

Program of families (years) population Interventions condition ments in outcomes da

Living With 27 2–5 Parent-reported Brochures, half- Delayed Not Noncompliance, na
Children (32) noncompliance, hour instruction, treatment stated whining

whining phone follow-up

Incredible Years 159 (total 3–8 Conduct problems Video-based parent- No inter- Yes Disruptive behavior, .17–1.33
Parent Train- from 3 ing groups vention parenting
ing (27,29,31) studies)

Parent-child 37 3–6 Oppositional Individual family Wait list Attempted Disruptive behavior, .72–1.39
interaction defiant disorder coaching parent-child inter-
therapy (38) raction, parent stress

Enhanced family 72 4–9 Aggression and Individual parent Individual No Dropout rate na
therapy (40) conduct problems training with dis- parent

cussion of parental training
stress

Synthesis 19 5–9 Aggression and Individual parent Individual Not Disruptive behavior, .65
teaching (41) oppositional training with syn- parent stated parenting 

behaviors thesis teaching training

Triple P: Positive 76 3 Disruptive Individual parent Individual Yes Disruptive behavior, .10–.30
Parenting behavior training with part- or self- parenting, marital
Program ner support directed adjustment
(42,43) and coping-skills training or

training wait list

Community- 48 Kinder- Screened for be- Large-group com- Individual Yes Disruptive behavior, .30–.61
based par- garten havior problems munity video-based parent parenting, service
enting pro- at home parenting program training or use, cost savings
grams (45) wait list

a Between-group effect sizes on Child Behavior Checklist or Eyberg Child Behavior Inventory
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Studies of the Triple P: Positive
Parenting Program found that a
marital communication skills pro-
gram (partner support training)
added to a parent training program
enhanced treatment gains for fami-
lies with marital discord (42). How-
ever, differences in outcome were
limited when all families were in-
cluded, and no difference was found
in dropout rates (43). Webster-Strat-
ton (44) also found that, although
skills training in marital communica-
tion enhanced parental functioning,
it did not improve child behavior
outcomes. The Triple P research
group concluded that there may be
limited benefit in offering targeted
interventions for parental distress to
all referred families.

Practical factors have also been im-
plicated in parent engagement in
therapy. Location may be an impor-
tant factor for some families: those
whose first language was not English
and who had children with more se-
vere problems were more likely to
participate in a community-based
parenting program if it was held in a
school rather than in a medical center
(45). Financial compensation, flexible
scheduling, and reminder letters have
also been used to increase parental
compliance (38).

Efficacy of classroom-based inter-
ventions. As shown in Table 5, two
classroom-based programs were
found that had been tested in ran-
domized controlled trials that includ-
ed preschool-aged children. The
Contingencies for Learning Academ-
ic and Social Skills program (CLASS)
has been adapted for kindergarten-

age children (46). This intervention
involves awarding points to a disrup-
tive child for on-task behavior. Essen-
tially, CLASS manualizes the social-
learning principles of monitoring,
contingent attention, and reinforce-
ment for use in a classroom setting. In
the First Step to Success program,
CLASS increased on-task behavior
among children identified with be-
havior problems.

The Incredible Years Teacher Train-
ing program also facilitates teachers’
integration of social-learning princi-
ples into classrooms. Teachers attend
workshops that last four to six days and
offer a video-based curriculum on
classroom management skills and rela-
tionship building with students and
their parents. Improved classroom be-
havior was found for children whose
teachers received training (29).

Discussion
Little research was found to support
the use of multimodal preschool day
treatment, despite its prevalence in
clinical practice. Many questions re-
main as to the optimal design of these
programs. In the meantime, it seems
reasonable to optimize effectiveness
by finding ways to incorporate ele-
ments of empirically supported inter-
ventions into day treatment pro-
grams. Some lessons from laboratory-
based interventions are discussed be-
low, with suggestions for clinical prac-
tice and future study.

Lessons from multimodal 
prevention programs
With multimodal prevention pro-
grams, as with day treatment pro-

grams, it is difficult to determine
which interventions contributed to
the outcomes. However, the preven-
tion programs described have some
important commonalities. First, all
programs offered preschool educa-
tion. The day treatment programs, on
the other hand, emphasized educa-
tion to different degrees, with appar-
ently minimal content in some pro-
grams. Children who have difficulty
learning because of behavioral or de-
velopmental delays likely benefit
from assertive efforts to provide early
preparation for grade school. Day
treatment programs could be a place
where children who are unable to at-
tend community preschools can re-
ceive high-quality education.

Second, two of the prevention pro-
grams included home visitation.
Economically stressed families may
be more amenable to interventions
that are provided in their own mi-
lieu, particularly if lack of trans-
portation impedes their access to re-
sources. In addition, home visitation
may give clinicians a better sense of
a family’s needs. Only one of the day
treatment programs reviewed of-
fered regular home visits as part of
their program (18). Home visitation
requires clinician time and flexibility,
which may not be readily available in
already overextended programs. Also,
many day treatment programs may
be unable to provide transportation.
However, this intervention may be
necessary for certain children to par-
ticipate in treatment (1).

Two of the prevention programs
also met very basic needs of children
and families: nutrition, health care,
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Blind Between-group
Sample Age Target Control assess- differences Cohen’s

Program size (years) population Interventions condition ments in outcomes da

First Step to 24 Kinder- Disruptive beha- Classroom-based reward Wait list No Disruptive 1.13
Success (46) garten vior (teacher system for identified behavior

screening) children

Incredible Years 72 4–8 Oppositional Video-based teacher No inter- Yes Disruptive .35–.63
Teacher defiant disorder training on classroom vention behavior
Training (29) management with other

interventions

a Between-group effect sizes on Child Behavior Checklist or Eyberg Child Behavior Inventory
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and economic support. It may be that
only by addressing families’ practical
needs can we reach the large propor-
tion of families who do not benefit
from traditional treatment approach-
es (31). Addressing these needs not
only lays the foundation for healthy
child development but also fosters a
therapeutic relationship with the
child’s family. A lunch program may
help some families. Physical activity
should be part of day treatment pro-
gramming. Day treatment teams
would do well to include a social
worker and maintain close liaisons
with pediatricians.

Finally, it is clear from studies on
prevention programs that supporting
families in children’s early years may
have measurable effects on outcomes
even in adulthood. Although no clin-
ic-based day treatment studies have
followed children into adulthood, it is
reasonable to speculate that interven-
ing to change a child’s course early on
may have an enduring effect on his or
her development, achievements, and
relationships. If so, then the quality of
care that we provide to disruptive
preschoolers should be optimized.

Lessons from child-
oriented interventions
Elements of social-skills and prob-
lem-solving training may be implicitly
present in existing day treatment pro-
grams. For example, two day treat-
ment programs taught children to
identify and verbalize their feelings.
However, the explicit introduction of
skills, using specific methods to pro-
mote skill acquisition and generaliza-
tion, may be less common in day
treatment settings.

Manualized programs, such as I
Can Problem Solve and the Incredi-
ble Years Dinosaur Curriculum, offer
a coherent method of delivering so-
cial skills training to preschoolers, us-
ing techniques that have been de-
signed to engage children. Day treat-
ment programs may find prepared
materials for role-play games, pup-
petry, and videotapes showing model-
ing behavior helpful in maintaining
children’s attention. Manualized cur-
ricula could also be offered to
preschoolers as distinct modules in
day treatment programs.

Many child clinicians find psycho-

dynamic therapies to be useful, and
many day treatment programs report
a psychodynamic orientation (1,47)
However, the only study of play ther-
apy found was negative. It may be
premature to conclude from this one
study that psychodynamic therapy is
ineffective for disruptive preschool-
ers, but studies of older children also
suggest that psychodynamic treat-
ments are not as effective as other
treatments for disruptive behavior
disorders (48). Research examining
the effect of comorbid mood and anx-
iety problems on treatment outcomes
may better inform decisions on
whether to offer emotionally focused
psychodynamic therapies for disrup-
tive preschoolers.

Lessons from parent 
training interventions
Parent-oriented interventions are an
important part of most day treatment
programs, but the degree of parental
involvement required varies among
programs (1). The demonstrated effi-
cacy of parent training programs in
treating disruptive behavior disor-
ders suggests that parent involve-
ment in treatment programs should
not be optional. Webster-Stratton
and colleagues (27,29) have shown in
two randomized controlled trials that
parent training and child training
have additive, perhaps synergistic,
effects. The onus is on clinicians to
find ways to engage parents of chil-
dren in day treatment, even though
parental stress and lack of resources
may make these parents the most dif-
ficult to engage (11).

The results of the parent training
studies suggest that programs that use
active modeling of skills, audiovisual
aids, and take-home materials have a
better chance of maintaining parent
participation. Video-based programs
may engage families who are less ver-
bal and facilitate generalization of
concepts learned (49). Addressing
parental stress in distressed families
may also be crucial. It may be helpful
to make participation more conven-
ient for parents. Where resources al-
low, offering parent training in a vari-
ety of formats (individual, group, self-
administered, and community based)
may increase the likelihood of reach-
ing more families (50).

Whether behaviorally oriented par-
ent training and other family thera-
pies have comparable effectiveness
remains to be shown. In the mean-
time, introducing empirically sup-
ported parent training into existing
multimodal day treatment programs
may enhance the challenging work
that clinicians do with families. How-
ever, family-oriented interventions
that emphasize parental attunement
and parental relationships (for exam-
ple, parent-child interaction training
and synthesis training) may be more
acceptable to many practicing clini-
cians trained in psychodynamic or
systemic methods. There is no evi-
dence to suggest that behavioral and
psychodynamic interventions cannot
be delivered side by side. In the pre-
school day treatment program at
Montreal’s Institute of Community
and Family Psychiatry, parents attend
an Incredible Years parent training
group and receive systemic and psy-
chodynamic family therapy.

Lessons from classroom-
based interventions
Social-learning principles likely guide
interactions between teachers, thera-
pists, and children in most day treat-
ment programs. For example, rein-
forcement of positive behavior is
present in many child programs in the
form of sticker charts and other forms
of token economies. A manualized
program such as CLASS simply offers
clinicians a systematic method of re-
warding desired behaviors in a consis-
tent fashion.

The efficacy of the Incredible
Years teacher training program high-
lights the importance of the quality
of classroom behavior management.
Teachers and therapists in day treat-
ment programs usually have formal
training in child management, but
booster courses and updates may be
helpful. Again, video-based training
and role plays may help teachers
transfer learned skills into the class-
room.

Conclusions
More research on the effectiveness
of multimodal preschool day treat-
ment programs is needed, both to
ensure that children are receiving
optimal treatment and to justify the
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cost of these programs. Randomized
controlled trials comparing day
treatment programs with less inten-
sive outpatient treatments for dis-
ruptive preschoolers would be in-
formative. Measuring multiple do-
mains of functioning may be essen-
tial to represent gains that may be
expected from a multimodal pro-
gram, particularly as the comprehen-
sive nature of day treatment may be
one of its advantages.

In the absence of research on the
optimal design of day treatment pro-
grams, clinicians can use evidence
from laboratory-based intervention
studies to inform practice. Specifical-
ly, the following elements of laborato-
ry-based interventions may enhance
day treatment.

♦ Provision of high-quality educa-
tion

♦ Improved access to care for dis-
advantaged families via home visita-
tion and transportation

♦ Attention to families’ basic
needs, including finances, health
care, and nutrition

♦ Increased emphasis on children’s
social problem-solving skills

♦ Creative methods of delivering
skills-oriented curricula, such as role
play and puppetry

♦ Emphasis on parent training in
behavior management

♦ Redoubled efforts to engage
families in treatment by using multi-
media programming, addressing
parental stress, and offering treat-
ment in more than one format

♦ Continued education for teach-
ers and therapists.

More data on the effectiveness of
laboratory-based interventions ap-
plied in clinical settings are needed
to bridge the gap between labora-
tory-based and clinic-based re-
search. Laboratory-based interven-
tions can be tested in add-on stud-
ies in preschool day treatment pro-
grams. In addition, day treatment
programs that have integrated nov-
el interventions can report their
outcomes. Research on the effec-
tiveness and specific role of psy-
chodynamic interventions is essen-
tial if they are to continue to be
used in clinical programs.

Early childhood interventions may
have long-term effects on the health

of individuals and communities. It is
important that clinicians continually
examine and improve the interven-
tions that they offer.
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