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Introduction
Various studies have shown that behavioral 
disorders are one of the most common 
psychological issues of childhood and 
adolescence [1-3]. On the other hand, 
unfortunately, many children who have 
behavioral disorders in early adulthood not 
only can't pass it easily but also it continues 

until puberty and adulthood [4]. 
The prevalence of childhood behavioral 
disorders have been estimated about 6 to 
25 percent. Of course, these reviews have 
mainly focused on the children who have 
had externalized disorders which have an 
extensive effect on family, teachers and 
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community, and the exact prevalence rate of 
many internalized disorders is not available [5].
According to the latest classification in the 
diagnostic and statistical manual of mental 
disorders, fifth edition (DSM-5), children 
with behavioral disorders have problems 
in emotional and behavioral self-control. 
This group of children also shows common 
characteristics at school such as attention 
deficit, intransigence and defiance, obstinacy, 
emotional immaturity, impulsivity, aggression, 
anxiety, isolation, and depression [6].
Different factors are involved in the incidence 
of incidence of behavioral problems; even 
though the biological factors have an important 
role in the formation of behavioral disorders, 
the role of environmental factors especially 
in the formation of disorders along with this 
group of disorders cannot be ignored [7-9]. 
Factors such as physical or sexual abuse of 
the child, a frequent change of the school 
and living place, psychological pressure and 
stress on parents, chaotic state of the house, 
intense differences and family conflicts, failure 
of marriage, parental divorce, remarriage 
of a parent increase the risk of formation of 
emotional and behavioral problems in such 
children [10,8].
Generally, the available research suggests that 
a network of factors interfere in the incidence 
of behavioral disorders and several factors are 
involved in occurrence of a behavioral disorder. 
Typically, behavioral disorder is a reflection of 
the lack of parental marital satisfaction and 
mental conditions, especially the mother [11].
Also, punitive and harsh parenting style which 
is characterized by severe physical and verbal 
aggression is associated with in children 
aggressive and non-adaptive behavior in 
children, and parents' psychological damage, 
addiction, sociopathy or negligence are 
associated with the incidence of behavioral 
disorders in children [10-14]. If the families' 
relation was based on logic and compassion 
and if there is more mutual respect among 
members of the family and there is no financial 
or occupational problems at home, so  children 
will have fewer behavioral problems. In 

contrast, in families that have faced financial 
bankruptcy or diseases or who do not have 
good relations, children will certainly have 
more aggressive, behavioral problems 
[15,16]. 
Researchers believed that there is a great 
difference between a child who grows in a 
quiet family environment full of love and a 
child who grows in an environment full of 
tension, stress, and physical punishment. 
Family's environment can mitigate or 
exacerbate unfavorable character traits of a 
child [17-19]. 
The researchers acknowledge that the 
symptoms of behavioral disorders in children 
would be reduced significantly by training of 
correct and effective parenting behavior [21-
27]. Therefore, caring for family-related issues 
and family-based interventions will highlight 
the role and importance of such studies more 
and more. In a study, researchers evaluated 
the effectiveness of the parenting program 
with a sample of parents of children with 
early onset conduct-related problems. Results 
showed at post intervention, participants in 
the parenting program group reported lower 
levels of child behavior problems, lower 
dysfunctional parenting styles, and also 
higher parent sense of competence compared 
to the control group [20].  In another study, 
the effectiveness of mindfulness training for 
children with ADHD and parallel mindful 
parenting training for their parents was 
evaluated. This study showed evidence for 
the effectiveness for children with ADHD and 
their parents [22], single case study showed 
parent's training was efficacious in reducing 
problem behaviors of ADHD children, but 
had no effect on hyperactivity, impulsivity & 
inattention of these children [27]. 
Psychological interventions and family 
training programs are as important as 
the family itself. From the perspective 
of psychology, choosing an appropriate 
intervention for these children and their 
families has always been a challenge. 
Although many psychologists choose 
individual treatment for the problems of 
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these children, the reality is that the behavioral 
problems of the child require different 
interventions for him and members of his 
family. According to what was said it seems like 
that today a perfect program is required to train 
parents and to promote their parenting skills, the 
program that can contribute to the enhancement 
of parental self-efficacy in parenting by 
improving training methods, and can ultimately 
lead to health and satisfying relationships for 
all members of the family. This study aimed to 
investigate the effectiveness of family-based 
intervention program on parenting skills of 
mothers and clinical symptoms of children with 
behavioral disorder 

Method 
This study was a quasi-experimental research in 
terms of data collection method with a four-group 
plan and random assignment with pretest, posttest, 
and follow-up. In this research the participants 
were randomly divided into experimental groups 
and control group. The random assignment 
process of the groups was done by online software 
Graph pad quick calcs. Graph pad quick calcs, a 
free online calculator for scientists, offers simple 
random allocation into equal-sized groups. The 
dependent variables are measured by pretest, 
posttest, and follow-up [28].
The population of the present research includes 
all students with behavioral disorders who 
are studying it the first to six grades in the 
schools of Tehran during 2013-2014 academic 
years and who have referred to the center of 
psychology and counseling services along 
with their parents. The inclusive criteria for the 
participants to participate in research and in 
order to homogenize the subjects in proportion 
with training characteristics include having the 
symptoms of behavioral disorder as recognized 
by the adolescent psychologist in the counseling 
center, 7-12-year-old children, having parent 
who live together, parents with at least diploma, 
participants' interest to take part in the research 
based on written consent and having average 
or above average Intelligence Quotient (IQ) for 
children (90 and more). The exclusion criteria 
for participants in the study are receiving another 

psychological intervention for the child during 
The research, beginning pharmacotherapy or 
changing the type or dose of medication for 
psychological problems of the child during one 
month before the intervention, comorbidity 
with learning disorders, receiving other 
psychological intervention for parents during 
the research, acute or chronic physical illness of 
father, mother, and child, and experiencing the 
same course by parents. The research sample 
was selected based on purposeful selection 
sampling. The sample size was calculated 
according to the cohen sample size formula 
and power was considered (0.80). The formula 
was calculated at the error level of α=%5 and 
was 1.96 and The error value E was considered 
0.5. Finally, in this study, 60 students of 
elementary schools with behavioral disorder 
who referred to the center of psychology and 
counseling with their parents were selected 
as the main sample of the research by using 
purposeful selection sampling and with regard 
to the research inclusive and exclusive criteria. 
Then they were randomly divided into four 
equal groups of 15 participants including 
children and their parents as the following: 
First experimental group: participating in 
family-based intervention program. Second 
experimental group: taking medicine. Third 
experimental group: participating in family-
based intervention program and taking 
medicine simultaneously. Control group: not 
receiving any intervention
In order to collect research information and 
data three tools were used as follows: the 
first one is demographic and background 
characteristics. demographic characteristics 
of participants includes gender, age, school 
grade, school place, physical health and 
psychiatric diagnosis for the child, as well as 
gender, physical, educational, occupational, 
and economic conditions for parents and the 
number of children in family were assessed 
by the researcher during the initial interview. 
The second one is Baumrind's parental style 
Inventory. It is adapted based on permissive, 
despotic, and authoritative behavioral pattern. 
This inventory consists of 30 items. 10 items 
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are related to permissive or lenient method of 
child parenting, 10 items to despotic method, 
and other 10 items to authoritative method of 
child parenting. Parents determine their own 
ideas according to Liker's five-point scale. By 
studying each item in this inventory, participants 
specify their own ideas by X mark in one 5-point 
scale which is scored from 0 to 4 (0=completely 
disagree, 4=completely agree). By adding up 
the scores three separate scores are obtained 
for each subject in permissive, despotic, and 
authoritative methods. The validity of the 
inventory has been evaluated by Esfandiari [21], 
and researches have reported acceptable validity 
and reliability for this inventory. Esfandiari 
did a research and asked 10 psychological and 
psychiatric experts to determine the validity of 
each question of the inventory, the results showed 
that the questionnaire had face validity. In order 
to determine the reliability of this inventory, 
he asked 12 mothers in the studied population 
to complete the inventory. After one week the 
inventory was completed by the same subjects. 
The inventory reliability was 0.69 for the 
permissive method, 0.77 for the despotic method, 
and 0.73 for the authoritative method [21]. In 
this study, Cronbach's alpha was calculated 
0.71 for the permissive method, 0.73 for the 
despotic method, and 0.75 for the authoritative 
method. And the third one is the Child Symptom 
Inventory (CSI4). It is the screening tool for the 
most common mental disorders of children. It 
is a behavior rating scale that was designed in 
1984 for the first time by Sprafkin & Gadow 
based on DSM-III classification in order to 
screen 18 behavioral and emotional disorders 
in 5-12 -year-old children. Then, in 1987 CSI-
3R form was built after DSM-III classification 
and in 1994 it was slightly revised by the fourth 
edition of DSM-IV and was published as CSI-4. 
Like previous forms, this questionnaire has two 
parent and teacher forms. Parents form includes 
112 questions that are set to screen 18 behavioral 
and emotional disorders and teacher form 
which contains information about schooling 
environment and educational performance 
includes 77 questions that are designed to screen 
13 behavioral and emotional disorders. In this 

research only the questions associated with 
three disorders-attention deficit, hyperactivity 
and oppositional defiant, and parent behavior 
form- were applied. This inventory has 
been evaluated in several studies and its 
reliability, validity, sensitivity, characteristics 
and cut-off point have been calculated. In a 
study conducted by Sprafkin & Gadow the 
reliability of the inventory for 36 children 
with behavioral and emotional disorders was 
assessed through retest and within 6-week 
interval for attention deficit disorder along with 
hyperactivity, defiant-disobedience disorder, 
and behavior disorder with and without 
aggression, respectively, and it ranged from 
0.7 to 0.89. The validity of the questionnaire 
has been tested by Mohammad-Esmaeil [30] 
in Iran and researches have reported acceptable 
validity and reliability for the questionnaire. 
Mohammad-Esmaeil reported the reliability of 
the whole test between 0.29 (social phobia) to 
0.81 (ADHD).  In this study, Cronbach's alpha 
was calculated 0.79 for Hyperactivity, for 
Attention Deficit 0.78, for oppositional defiant 
0.69, and 0.74 for behaviour problems.
At first, 60 children with behavioral disorder 
along with their mothers and fathers were 
randomly divided into four groups and 
the pretest tools were administered for all 
four groups. Participants completed pretest 
questionnaires and demographic profile form. 
Experimental group participated in training 
program, but the control group received no 
training (Control group participants would 
receive training program after intervention). 
According to the research output criteria 
only the subjects entered the research had not 
begun pharmacotherapy themselves or their 
children one month before the beginning of 
positive parenting program or the type or dose 
of their medicine or their children's medicine 
had not changed. This procedure included 
4 public and group sessions of 180 minutes 
each with simultaneous presence of father and 
mother, then four group sessions for mothers, 
one private session for each family with the 
presence of the afflicted child for 60 minutes 
and then two sessions of phone calls for 15 to 
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30 minutes. Two month after the end of training 
session, a 90-minute reinforcement meeting was 
also held to investigate the potential problems. 
Thus, the eight-session group meetings (one 
day a week twice a day, and each session 90 
minutes) were held in person under training 
course as group cognitive-behavioral method. 
After the end of training course, the posttests 
were administered at the same time by the 
researcher assistants. Three months after the end 
of training session all the participants responded 
to the follow-up questionnaires individually. 
It is worth noting that the educational content of 
the program has concentrated on the following 
general objectives; introduction to behavioral 
disorders, causes, interventions; familiarity with 
strategies to reduce the remaining causes of 
behavioral disorders; improving communication 
methods and interpersonal relationships of 
parents with each other, improving parent-
child communication methods, improving 
communication methods and interpersonal 
relationships between family members: brothers 
and sisters, etc training the management of 
children's challenging behaviors. 
Since in the current study, the researchers 
wanted to compare the four groups based on 
the means of more than one dependent variable 
by eliminating the initial differences between 
the groups, the type of analysis that is used 
must be multivariate analysis of covariance 
(MANCOVA). On the other hand, since the 
data are collected at different time intervals of 
pretest, posttest and follow-up and from a fixed 
set of individuals, the present research plan is the 
repeated measure (RM) one. It should be noted 
that before undertaking any statistical analysis, 
data screening was conducted in the level of 
items and subscales' scores in order to identify 
outliers and the data outside the scope. This study 
showed the presence of no with such conditions 
among the data. Therefore, that makes it possible 
to achieve these two purposes simultaneously 
is the multivariate analysis of covariance with 
repeated measure. The assumption of normal 
distribution for all dependent variables checked 
by with shapiro-wilk test in groups and phases. 
(SPSS-24) (p>0.05).

Results
Table 1 includes the mean of three 
experimental groups and the control group 
in the sub-scales of Baumrind's parental style 
in the pretest, posttest, follow-upstages and 
the combined score of posttest and follow-
up stages. These findings suggest an average 
increase in authoritative and permissive 
parenting subscales and parenting subscale 
decrease in experimental groups after training 
course (posttest and follow-up phases). In 
other words, after experiencing intervention, 
experimental groups have demonstrated 
more appropriate ways of parenting skills. 
However, the control group does not show any 
significant changes in nearly all components 
between pretest and posttest phases.
Table 2 includes the mean of three experimental 
groups and the control group in the sub-
scales of children clinical symptoms index 
in the pretest, posttest, follow-up stages and 
the combined score of posttest and follow-
up stages. These findings indicate an average 
decrease in coping behavior subscales and 
behavior problems in experimental groups 
after training course (posttest and follow-
up phases) while the control group doesn't 
show special changes in these subscales. In 
other words, after experiencing intervention, 
children and parents in experimental groups 
have reported fewer problems in their 
children. While in hyperactivity and attention 
deficit subscales the intervention and control 
groups was not any changes in the posttest, 
the medicine plus intervention group and 
pharmacotherapy group display significant 
decrease of scores.
In this section the results of testing hypotheses 
and making judgments about acceptance and 
rejection of hypotheses have been proposed. The 
value of Shapiro-Wilk none of the dependent 
variables was significant (p>0.05). This 
indicates the normal distribution of dependent 
variables. On the other hand, lack of linear 
relationship between covariate and dependent 
variables could be acceptable. also Pearson's 
correlations indicate an acceptable relationship 
between dependent variables (Table 3). 

160



Ghasemzadeh et al

Table 1 Summary of descriptive findings of the sample group in the subscales of Baumrind parenting style 

Subscale Group Phase Mean SD Group Phase Mean SD

Permissive 
parenting

Intervention

Pretest 12.46 11.89

Medicine+ 
intervention

Pretest 12.64 12.53
Posttest 27.62 5.58 Posttest 8.73 2.28

Follow-up 27.69 5.31 Follow-up 5.36 3.3
Combined 55.31 10.77 Combined 14.09 5.34

Pharmacotherapy

Pretest 14.58 11.87

Control

Pretest 17.82 10.76
Posttest 17.67 3.96 Posttest 16.64 9.45

Follow-up 18 4.53 Follow-up 16.27 9.31
Combined 35.67 8.46 Combined 32.91 18.75

Despotic 
parenting

Intervention

Pretest 25.08 12.88

Medicine + 
intervention

Pretest 28.64 11.71
Posttest 9.08 4.07 Posttest 7 3.32

Follow-up 8.92 3.93 Follow-up 4.18 3.37
Combined 18 7.96 Combined 11.18 6.4

Pharmacotherapy

Pretest 27.33 11.66

Control

Pretest 21.73 10.97
Posttest 15.17 2.4 Posttest 22.27 12.04

Follow-up 15.42 2.54 Follow-up 22 12.04
Combined 30.58 4.8 Combined 44.27 24.07

Authoritative 
parenting

Intervention

Pretest 10.15 4.16

Medicine + 
intervention

Pretest 9.27 8.14
Posttest 24.46 14.95 Posttest 35.82 1.66

Follow-up 24.38 15.03 Follow-up 38.42 1.17
Combined 48.85 29.96 Combined 74.36 2.16

Pharmacotherapy

Pretest 9.25 1.06

Control

Pretest 6.18 2.04
Posttest 20 3.46 Posttest 5.73 2.37

Follow-up 20.17 3.71 Follow-up 6.09 2.34
Combined 40.17 6.86 Combined 11.82 4.62

It is worth noting that there is no assumption of 
homogeneity of variance errors for the scores. 
However, since the size of the studied group is 
the same, F test will be resistant to this abuse 
and the results will not be affected. 
The obtained results showed that there is a 
significant difference between the combined 
score profile of parenting in four groups 
after eliminating the pretest effect (p<0.001, 
η2=0.48, and (df=9, 123) and (Pillai's 
Trace=1.42, and F=12.35). the findings indicate 
that the profiles of parenting methods in the 
studied group are significantly different after 
elimination the effect of pretest. The rate of the 
effect of these differences was obtained to be 
0.48 which is in the average range according 
to Cohen classification. In the continued 
pursuit of the results of the effect of group, in 
order to specify that the differences between 
groups can be attributed to which components 

differences, "between subject effect" test was 
taken. According to "between subject effect" 
test, it could be concluded that the average 
post-test-follow-up combined scores in 3 
experimental groups and control group in 
all three Permissive (p<0.001, η2=0.65, and 
Fdf3=24.87), Despotic (p<0.001, η2=0.49, 
and Fdf3=13.11) and Authoritative (p<0.001, 
η2=0.66, and Fdf3=26.06) parenting methods 
are significantly different.  This means that 
at least in two groups among the four groups 
there is a difference in the mean score. On the 
other hand, the effect rate index shows that 
differences in permissive and authoritative 
parenting are more than that of despotic 
parenting. In other words, intervention has 
been more influential in these two parenting 
methods. Coping track to specify which 
groups in each model are different led to the 
results in Table 4.
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Table 2 Summary of descriptive findings of the sample group in the subscales of children clinical symptoms

Subscale Group Phase Mean SD Group Phase Mean SD

Hyperactivity

Intervention 

Pretest 8.15 0.56

Medicine+ 
intervention

Pretest 8.64 0.51

Posttest 8.15 1.14 Posttest 0.18 0.41

Follow-up 7.77 1.09 Follow-up 0.18 0.41

Combined 15.92 1.89 Combined 0.36 0.81

Pharmacotherapy 

Pretest 7.83 0.94

Control 

Pretest 7.91 1.14

Posttest 0.08 0.29 Posttest 8.27 0.65

Follow-up 0.08 0.29 Follow-up 8.27 0.65

Combined 0.17 0.58 Combined 16.55 1.29

Attention 
deficit 

Intervention 

Pretest 8.08 1.04

Medicine+ 
intervention

Pretest 8.55 0.69

Posttest 8.62 0.51 Posttest 0.36 0.51

Follow-up 7.85 1.28 Follow-up 0.36 0.51

Combined 16.46 1.71 Combined 0.73 1

Pharmacotherapy 

Pretest 7.58 1.38

Control 

Pretest 8.18 1.4

Posttest 0.25 0.45 Posttest 8.45 1.04

Follow-up 0.25 0.45 Follow-up 8.45 1.04

Combined 0.5 0.91 Combined 16.91 2.07

Oppositional 
defiant 

Intervention 

Pretest 6.54 0.97

Medicine+ 
intervention

Pretest 7.36 0.81

Posttest 2.38 1.66 Posttest 0.73 0.79

Follow-up 2.69 1.84 Follow-up 0.73 0.79

Combined 5.08 3.43 Combined 1.45 1.57

Pharmacotherapy 

Pretest 6.17 1.03

Control 

Pretest 6.82 0.75

Posttest 1.58 1.17 Posttest 6.18 1.08

Follow-up 1.58 1.16 Follow-up 6.18 1.08

Combined 3.17 2.33 Combined 12.36 2.16

Behaviour 
problems 

Intervention 

Pretest 12.08 1.55

Medicine+ 
intervention

Pretest 13.36 0.67

Posttest 2 1.08 Posttest 0.36 0.51

Follow-up 3.62 1.32 Follow-up 0.73 0.79

Combined 5.62 1.94 Combined 0.73 1

Pharmacotherapy 

Pretest 12.92 0.9

Control 

Pretest 12.64 0.92

Posttest 2.83 1.03 Posttest 8.27 0.65

Follow-up 2.83 1.03 Follow-up 11.55 1.86

Combined 5.67 2.06 Combined 23.27 3.69

Table 3 Pearson correlation matrix of dependent variables

654321Subscale

1Permissive parenting
1-0.21Despotic parenting

1-0.51**0.36*Authoritative parenting
10.210.330.28Hyperactivity

10.24-0.290.270.45**Attention deficit
10.290.44*-0.51**0.47**0.38*Oppositional defiant

0.52**0.46**0.33-0.55**0.53**0.48*Behaviour problems
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The results in Table 4 indicate that receiver 
of intervention and simultaneous receiver 
of intervention and medicine in all parenting 
methods were different from the control group 
while pharmacotherapy group was different 

from the control group in terms of despotic 
and authoritative parenting but not in terms of 
permissive (lenient) parenting.
The following is reported results Bonferroni 
Post Hoc Test (Table 5).

Table 4 The mean results of parenting methods in experimental and control groups
Groups Index  Permissive Despotic Authoritative

Intervention
Coping strategies 25.12 26.08- 39.91

Standard deviation error 5.12 5.61 7.24
Significance level 0.001 0.001 0.001

Medicine + 
intervention

Coping strategies -15.91 -33.78 65.44
Standard deviation error 5.29 5.79 7.47

Significance level 0.004 0.001 0.001

Pharmacotherapy
Coping strategies 5.19 -13.89 30.85

Standard deviation error 5.11 5.6 7.23
Significance level 0.32 0.02 0.001

Table 5 Bonferroni Post Hoc Test 

Measure (I) Group (J) Group Mean Difference Std. Error Sig.

Permissive 
parenting

Intervention

Medicine+ intervention 20.57* 2.22 0.001

Pharmacotherapy 9.82* 2.22 0.001

Control 12.45* 2.33 0.001

Medicine+ 
intervention

Intervention -20.57* 2.22 0.001

Pharmacotherapy -10.75* 2.26 0.001

Control -8.12* 2.37 0.008

Pharmacotherapy

Intervention -9.82* 2.22 0.001

Medicine+ intervention 10.75* 2.26 0.001

Control 2.63 2.37 1.000

Control

Intervention -12.45* 2.33 0.001

Medicine+ intervention 8.12* 2.37 0.008

Pharmacotherapy -2.63 2.37 1.000

Despotic 
parenting

Intervention

Medicine+ intervention 3.40 2.24 0.816

Pharmacotherapy -6.06 2.24 0.058

Control -13.77* 2.35 0.001

Medicine+ 
intervention

Intervention -3.40 2.24 0.816

Pharmacotherapy -9.46* 2.28 0.001

Control -17.17* 2.39 0.001

Pharmacotherapy

Intervention 6.06 2.24 0.058

Medicine+ intervention 9.46* 2.28 0.001

Control -7.71* 2.39 0.015

Control

Intervention 13.77* 2.35 0.001

Medicine+ intervention 17.17* 2.39 0.001

Pharmacotherapy 7.71* 2.39 0.015
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Authoritative 
parenting

Intervention

Medicine+ intervention -12.66* 3.28 0.002

Pharmacotherapy 4.34 3.28 1.000

Control 18.57* 3.45 0.001

Medicine+ 
intervention

Intervention 12.66* 3.28 0.002

Pharmacotherapy 17.00* 3.35 0.001

Control 31.23* 3.51 0.001

Pharmacotherapy

Intervention -4.34 3.28 1.000

Medicine+ intervention -17.00* 3.35 0.001

Control 14.23* 3.51 0.001

Control

Intervention -18.57* 3.45 0.001

Medicine+ intervention -31.23* 3.51 0.001

Pharmacotherapy -14.23* 3.51 0.001

Measure (I) Group (J) Group Mean Difference Std. Error Sig.

Attention 
deficit

Intervention
Medicine+ intervention 7.71* 0.26 0.001

Pharmacotherapy 7.88* 0.26 0.001
Control -0.34 0.27 1.000

Medicine+ 
intervention

Intervention -7.71* 0.26 0.001
Pharmacotherapy 0.17 0.26 1.000

Control -8.05* 0.28 0.001

Pharmacotherapy
Intervention -7.88* 0.26 0.001

Medicine+ intervention -0.17 0.26 1.000
Control -8.22* 0.28 0.001

Control
Intervention 0.34 0.27 1.000

Medicine+ intervention 8.05* 0.28 0.001
Pharmacotherapy 8.22* 0.28 0.001

Hyperactivity

Intervention
Medicine+ intervention 7.90* 0.30 0.001

Pharmacotherapy 7.98* 0.30 0.001
Control -0.17 0.32 1.000

Medicine+ 
intervention

Intervention -7.90* 0.30 0.001
Pharmacotherapy 0.08 0.31 1.000

Control -8.07* 0.32 0.001

Pharmacotherapy
Intervention -7.98* 0.30 0.001

Medicine+ intervention -0.08 0.31 1.000
Control -8.15* 0.32 0.001

Control
Intervention 0.17 0.32 1.000

Medicine+ intervention 8.07* 0.32 0.001
Pharmacotherapy 8.15* 0.32 0.001

Continued from Table 5
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Oppositional 
defiant

Intervention
Medicine+ intervention 1.87* 0.50 0.003

Pharmacotherapy 0.96 0.50 0.384
Control -3.56* 0.53 0.001

Medicine+ 
intervention

Intervention -1.87* 0.50 0.003
Pharmacotherapy -0.92 0.51 0.484

Control -5.43* 0.54 0.001

Pharmacotherapy
Intervention -0.96 0.50 0.384

Medicine+ intervention 0.92 0.51 0.484
Control -4.52* 0.54 0.001

Control
Intervention 3.56* 0.53 0.001

Medicine+ intervention 5.43* 0.54 0.001
Pharmacotherapy 4.52* 0.54 0.001

Behaviour 
problems

Intervention
Medicine+ intervention 1.42* 0.48 0.033

Pharmacotherapy -0.83 0.48 0.557
Control -9.50* 0.51 0.001

Medicine+ 
intervention

Intervention -1.42* 0.48 0.033
Pharmacotherapy -2.25* 0.49 0.001

Control -10.92* 0.52 0.001

Pharmacotherapy
Intervention 0.83 0.48 0.557

Medicine+ intervention 2.25* 0.49 0.001
Control -8.67* 0.52 0.001

Control
Intervention 9.50* 0.51 0.001

Medicine+ intervention 10.92* 0.52 0.001
Pharmacotherapy 8.67* 0.52 0.001

*. The mean difference is significant at the 0.05 level.

Discussion 
According to the findings of this study, parenting 
method profiles of the studied groups were 
significantly different from each other after 
eliminating the pretest effect. In fact, a family-
based intervention program had been able to 
change parents parenting style significantly after 
the implementation of the program. According to 
the obtained data, the average combined scores 
of posttest-follow-up in three experimental 
groups and control group were significantly 
different in all three parenting methods while 
the control group has not shown a significant 
change in almost all components between the 
pretest and posttest. The review of the difference 
between three experimental groups and the 
control group in parenting styles subscales 
indicates the increase of the mean of permissive 
and authoritative parenting subscales and the 
decrease of despotic parenting subscale in the 
experimental groups after the training course 
(posttest phase and follow-up phase. On the 
other hand, the index associated with the rate of 

effect indicates that differences in permissive 
and authoritative parenting are more than 
that of despotic parenting. In other words, 
intervention has been more influential in these 
two parenting methods. In justification of this 
point it should said that parents who utilize 
authoritative parenting style are generally 
friendly and receptive and let their children 
have freedom of action rationally and logically 
in their behavior. Although they are serious 
and firm they do not lose their control during 
punishment and use it as the last solution. This 
is the best and most favorite training model. The 
results of most of studies show that behavioral 
disorder symptoms are associated with 
inefficient parenting styles [10]. Therefore, 
equipping parents with correct parenting skills 
such as authoritative parenting style can largely 
prevent the incidence of children's behavioral 
problems in the future. By strengthening 
appropriate educational model, the present 
program showed that it can be applied as an 
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effective intervention in this context. Almost 
all studies have shown that appropriate training 
patterns such as authoritative parenting style 
in families who have children with behavioral 
disorders and problems are very pale; instead, 
despotic parenting style is used as the dominant 
training model in most of such families [13,14]. 
Another finding of the research showed that the 
combined grades profile of children's clinical 
symptoms checklists in four groups were 
significantly different from each other after 
eliminating pretest. Moreover, according to the 
research findings, the mean combined score 
of posttest-follow-up in three experimental 
groups and one control group were significantly 
different from each other in all components of 
children clinical symptoms. The mean difference 
in three experimental groups and control group 
in children's clinical symptoms checklist 
subscales (including hyperactivity, disorder, 
coping behavior and defiant, and behavioral-
deed problems) in pretest, posttest, follow-up 
phases and combined score of posttest and 
follow-up phases indicate that the effectiveness 
of promotional program of intra-family 
relationships on clinical symptoms of children 
is different in various experimental groups and 
control group. 
This is while the control group doesn’t nearly 
show any significant difference in any of the 
components during pretest and posttest phases. 
With regard to the results of this study, the 
pretest and posttest scores of two simultaneous 
and pharmacotherapy groups were significantly 
different in all components of child clinical 
symptoms index with the control group, but 
the improving group was significantly different 
from the control group just in two components 
of coping behavior and disobedience as well as 
behavior-deed problems. Therefore, it can be 
concluded that this intervention program has 
been able to reduce only coping behaviors and 
deed problems of the experimental group. 
The effectiveness of positive parenting programs 
on treatment of behavioral disorders has also been 
confirmed in many previous studies [20, 22-24]. 
Researchers acknowledge that by training correct 
and effective parenting behavior, the symptoms 

of anti-social behavioral disorders and coping 
defiant behaviors in children will reduce 
significantly [25]. The significant decrease of 
clinical symptoms of children with behavioral 
disorders particularly in coping behaviors 
and deed problems after the implementation 
of this intervention program indicates the 
effectiveness of improving program of intra-
family relationships on children clinical 
symptoms. 
In explaining the results, Bjornstand, & 
Montgomery [26] showed in their study 
that family-based interventions without 
needing pharmacotherapy can contribute to 
the management of children behavior and 
dealing with distress and decrease of attention 
deficit disorder and children hyperactivity in 
families [29] also used this training course for 
parents of children with attention deficit and 
hyperactivity disorder along with oppositional 
defiant disorder. The results of the study 
indicated the reduction of hyperactivity, 
defiant and aggressive behaviors in children 
and improvement of parenting behaviors 
and decrease of stress in parents. In another 
research conducted by [27], the effect of parents 
training program on reduction of children 
behavior problems with behavioral disorder 
was investigated and the findings showed 
that the training program reduced behavioral 
problems such as disobedience, irritability, and 
short temper, quarrel and beating with others. 
With regard to limiting the samples used in 
this study in terms of age range, it is required 
to be cautious while generalizing the obtained 
results to other age groups. Moreover, this 
research is just a cross-sectional study which 
has investigated the positive effects of this 
program for only a period of several months. It 
is recommended that appropriate longitudinal 
studies be conducted to investigate long term 
effects of this intervention program and to 
investigate the rate of reduction of children 
behavioral disorders symptoms of such families 
during the next few years. 

Conclusion
Using the results of this study can be 
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recommended for child psychologists and family 
counselors to reduce the clinical symptoms 
of children with behavioral disorders and to 
strengthen family bonds. Therefore, family and 
child counselors can use this family-centered 
intervention program to increase parenting skills 
of mothers and reduction clinical symptoms of 
children with behavioral disorder.
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