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...Memories particularly of when they weren't being what parents are nine-tenths 

of the time- the taskmasters, the examples, the moral authorities, the nags of 

pick-that-up and you’re-going-to-be-late, keepers of the diary o f her duties and 
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moments of respite in a family's life when they could reach one another in calm.

from American Pastoral, by Philip Roth.
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Chapter 1

Integrating applied behaviour analysis into 

social work practice in Ireland

Introduction: The Irish social work context

The past 30 years have been a period of sustained development and change 

for social work, which is a relatively new profession in Ireland. Social work in Ireland 

has its origins in 19m-century philanthropic practices, which took place primarily 

under the auspices of the major religious institutions (Skehill, in print). Skehill (in 

print) found that social work practice up to the rnid-20m century was characterised by 

voluntarism and spirituality, and was often fuelled by sectarian rivalry.

The emergence of social work as a profession coincided with, and can to a 

large extent be attributed to the Health Act 1970. This legislation led to the 

establishment of eight health board regions, each of which was sub-divided into a 

number of community care areas. Within the newly organised health and social 

services, social work was identified as providing a generic social service to the 

community, which included the care and protection of children (Department of 

Health, 1973). These developments closely resemble the emergence of generic 

social work in Britain following the publication of the Seebohm Report in 1968 

(Banks, 1996). Skehill (in print) has identified two factors which led to social work
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being given the primary statutory responsibility for child care from the time that the 

health boards were established; firstly, there was a lack of availability and an 

unwillingness to assume this responsibility among other personnel, such as public 

health nurses and assistance officers; secondly, the newly formed services offered 

social work an opportunity to adopt a primary role in relation to child care, in contrast 

to the auxiliary role which it occupied in medical and psychiatric services.

During the next twenty years, the emergence of social work as a profession 

was facilitated by a number of key developments; firstly the Irish Association of 

Social Workers (IASW), a professional association which represents the interests of 

social workers in negotiations with government, was established; secondly, social 

work training courses were established within a number of universities; thirdly, the 

accreditation of social work training courses which was performed by the United 

Kingdom’s Central Council for Training in Social Work (CCETSW) until 1990, has 

been performed by the National Social Work Qualification Board since 1997 (Lordan 

& Rybka, 1998).

While social workers have been employed within a range of sectors which 

include the probation and welfare service, hospitals, and local authorities, as well as 

a wide range of voluntary organisations, the majority of those employed in the health 

and social services are involved in child care and child protection services (Lavan, 

1998). For social workers in child care and child protection services, the enactment 

of the Child Care Act 1991 has major implications. This act replaced the Children’s 

Act 1908, and broadened the definition of child welfare by focusing not only on child 

protection, but also on children in alternative care, and family support, and it has 

been viewed as “a template of social reform" (Powell, 1998, p. 315). The gradual 

implementation of the Act has led to the development of new and evolving services 

in the areas of child protection and family support (Gilligan, 1996). Family support 

services are envisaged as reducing stress on families by providing social support, 

particularly in areas of social deprivation (Eastern Health Board, 1996). Family
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intervention services have also been developed with the establishment of child 

guidance clinics in each health board area. These developments have been 

accompanied by organisational changes which erode the traditional distinction 

between child protection and clinical services. For example, until recently child 

protection services and child guidance clinics within the Eastern Health Board 

region, which is the most densely populated region, operated within separate 

administrative programmes. These separate programmes have now been 

amalgamated, along with family support services, into the Children and Families 

Programme. These legislative and organisational developments have been 

accompanied by an emphasis on accountability and evaluation (Eastern Health 

Board, 1996).

Child care, which was inextricably linked to the emergence of social work as 

a profession, has remained a central concern for social work. It has been noted 

however, that child protection is frequently equated with child care, and that services 

have developed according to a crisis-intervention model, rather than according to a 

model which would promote the welfare of children who are considered to be at risk 

(Kilmurray & Richardson, 1994). While the Child Care Act 1991 broadened the 

definition of child welfare, it was introduced in response to intense media coverage 

of a number of high-profile child abuse cases, and the circumstances which led to its 

introduction have threatened to distract attention from the preventive aspects of the 

act (Powell, 1998).

The broad definition of child welfare which is provided by the Child Care Act 

1991, and the organisational changes to which it has led, have taken place within 

the context of broad social changes which have profound implications for social 

work practitioners:

Social work practitioners are consequently looking at a new and uncertain 

landscape, constantly changing and reconstituting itself in new and more 

challenging forms. (Powell, 1998, p. 311-328)
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While traditional social work methods such as task-centred, crisis intervention and 

problem-solving approaches are giving way to brief- and solution-focussed 

approaches which have been characterised as being more discursive, empowering 

and consumer-oriented (Skehill), there is a noticeable absence of practitioner-led, 

empirical research (Gilligan, 1996; Lavan, 1998).

The research which is presented in this thesis was conducted in the course 

of the development of a high-intensity behavioural parent training programme for 

children with significant conduct problems. This client group has not responded well 

to traditional methods of social work intervention. The programme is based on 

applied behavioural analysis, a method which has not previously been adopted by 

social work in Ireland. It is intended that this research will contribute to the treatment 

of children with conduct problems, as well as to the expansion of social work 

practice methods which is now occurring within the newly developing services for 

children and families. It is also intended to exemplify the positive contribution which 

behavioural methods in general, and applied behaviour analysis in particular, can 

make to social work practice.

This chapter initially reviews paradigms of social work theory. This is 

followed by an overview of applied behaviour analysis and of learning theories. 

Issues relating to social work and scientific practice are reviewed. Finally, ethical 

issues relating to practice-based research are reviewed.

Paradigms of social work theory

Before proceeding to examine what constitutes behavioural methods, it is 

important to locate behavioural social work practice within the broad spectrum of 

activities which constitute social work. Behavioural social work has been defined as 

“...the informed use, by professional social workers, of intervention 

techniques based upon empirically-derived learning theories that include but
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are not limited to, operant conditioning, respondent conditioning, and 

observational learning. Behavioural social workers may, or may not 

subscribe to the philosophy of behaviourism”. (Thyer & Hudson, 1987, p. 1, 

cited in Gambrill, 1995, p 469)

The use of intervention techniques which are based on the philosophy of 

behaviourism clearly identifies the position which behavioural social work occupies 

within social work theory. Howe (1987) adopted a system of classifying sociological 

theories which was devised by Burell and Morgan (1979) and generated four 

paradigms into which social work theories could be accommodated, according to 

whether they involved social change or social regulation, and according to whether 

they viewed people and society in “subjective” or “objective” terms:

1. The functionalists (termed “fixers” by Howe) whose activities involve individual 

adjustment rather than social change. Functionalists examine regularities in 

human relationships and view individuals from the standpoint of an objective 

observer. Behavioural and psychoanalytic social work are located within this 

paradigm.

2. The interpretivists (termed “seekers after meaning” by Howe) whose activities 

involve individual adjustment rather than social change, and who consider that 

subjective experience holds the key to understanding human relations. Client- 

centred approaches are located within this paradigm.

3. The radical humanists (termed “Raisers of consciousness” by Howe) whose 

activities are designed to lead to social change fuelled by the subjective 

experience of inequality and oppression. Radical social work and feminist theory 

are located within this paradigm.

4. The radical structuralists (termed “Revolutionaries”) whose activities pose a 

direct challenge to mainstream social work practice. Marxist social work is 

located within this paradigm, although Howe acknowledges that, as Marxist

Integrating applied behaviour analysis



Integrating applied behaviour analysis 6

theory has also influenced the radical humanists, the distinction between both 

paradigms in terms of subjectivity and objectivity is somewhat tenuous.

Howe (1987) proposes that theories which are located within the functionalist 

paradigm are, in political terms, reformist;

Of course, some changes in social organisation are necessary if equilibrium 

is to be held. For example, if the poorest members of society are too hard 

done by, they become restive. This would threaten social stability. 

Functionalists, therefore ...are quite prepared to go in for modest social 

engineering (p. 52).

Behavioural social work therefore belongs to the functionalist paradigm of 

social work theories and is concerned with individual, rather than social change. It is 

a form of therapeutic social work practice whose principles and priorities are 

different from, and not necessarily applicable to, other activities in which social 

workers engage (Sheldon, 1995). These principles and priorities are now examined.

Applied behaviour analysis

The term behaviourism originated in a paper which was published by J. B. 

Watson in 1913, entitled “Psychology as the behaviourist views it”, in which he drew 

upon the objective tradition of psychology which had emerged in the 19th century 

(Baum, 1994) Watson expressed the increasing uneasiness among psychologists 

who espoused the objective tradition with introspection as a method of enquiry:

It you fail to reproduce my findings... it is due to the fact that your 

introspection is untrained. The attack is made upon the observer and not 

upon the experimental setting... If you can’t observe 3-9 states of clearness 

in attention, your introspection is poor. If on the other hand a feeling seems 

clear to you, your introspection is again faulty. You are seeing too much. 

Feelings are never clear. (Watson, 1913, cited in Baum, 1994, p. 9)
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The term behaviourism refers to the set of ideas upon which the science of 

behaviour is based, and it has been described as a philosophy of science, rather 

than the science of behaviour itself (Baum, 1994). Behaviourism is based upon the 

central premise that “there can be a science of behaviour” (Baum, 1994, p. 3). 

Behaviour modification refers to the assessment, evaluation and alteration of 

behaviour according to behavioural principles, and is conducted within a broad 

range of social, educational and therapeutic settings:

The approach focuses on the treatment of clinical problems and on the 

development of adaptive functioning in everyday life. (Kazdin, 1994, p.1) 

Kazdin (1994) identifies applied behaviour analysis as a form of behaviour 

modification and proposes that, rather than being a single entity, behaviour 

modification is a collective term for a range of practices which share the following 

major characteristics: they focus on behaviour as the primary focus of interest; they 

assert that behaviour can be changed through the provision of new learning 

experiences; they rely on direct and active treatments; they are committed to the 

assessment and evaluation of treatment methods; and they recruit key personnel 

from the learning environment, such as teachers, parents and institutional staff, to 

participate in the delivery of treatment. While Kazdin (1994) contends that applied 

behaviour analysis is a form of behaviour modification, Walshe (1997) argues that 

behaviour modification is outmoded, and that it needs to be replaced by an 

approach which based more directly on behavioural principles:

... it needs to be replaced by an approach that is applied, behavioural and 

analytic. Such an approach entails far more than changing behaviour. It 

entails understanding behaviour and the complexity of the interactions 

between individuals and their environment, particularly their social 

environment (p. 101).

Mediational and non-mediational concepts of learning have given rise to two 

distinct traditions within the field of behaviour therapy (Kazdin, 1994). Mediational
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concepts of learning recognise the role of subjective states and cognitions (such as 

perceptions, plans, attributions and expectations) in processing or mediating 

environmental events. Mediational concepts emerged in the context of the cognitive 

revolution which took place in the 1970’s, when behavioural therapists began to 

identify themselves as cognitive-behavioural (Sheldon, 1995). Kazdin (1994) 

identifies social learning theory, which belongs to the mediational tradition, as the 

dominant view within contemporary behaviour therapy because

...it recognizes the importance of both cognitive and environmental 

influences and their interaction. A broad social learning view is a useful way 

of considering multiple influences on behaviour and of incorporating research 

from different areas (p. 24).

Non-mediational concepts of learning focus exclusively on observable 

behaviour and environmental variables:

The external variables of which behaviour is a function provide for what may 

be called a causal or functional analysis. We undertake to predict and control 

the behaviour of the individual organism. This is our “dependent variable”- 

the effect for which we are to find the cause. Our “independent variables”- 

the causes of behaviour- are the external conditions of which the behaviour 

is a function. Relations between the two- the “cause and effect relationships” 

in behaviour- are the laws of a science. (Skinner, 1953, p. 35)

The science to which Skinner refers is behaviour analysis, and the philosophy on 

which it is based is radical behaviourism. Mattaini and Thyer (1996) identify a 

number of distinct but interrelated activities within behaviour analysis which include; 

the experimental analysis of behaviour, which involves laboratory research with 

humans and animals, and of which Skinner’s own experimental work with pigeons 

and rats is an example; the conceptual analysis of behaviour which involves 

theoretical and historical explorations (for example, Baum, 1994); cultural analysis 

and design, which seeks to understand and design social systems (for example,
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Thyer, 1996); and applied behaviour analysis, of which the research which is 

presented in this thesis is an example. Applied behaviour analysis has a more 

narrow focus than forms of behaviour therapy which are based on mediationa! 

concepts of learning and which attempt to generate broad theories of behaviour;

the goal of applied behaviour analysis has not been to develop a broad 

theory of behaviour The overall questions of applied behaviour analysis 

concern the extent to which the principles developed in laboratory research 

can be useful in developing effective treatment, education, and rehabilitative 

programmes and the extent to which human behaviour can be altered in 

significant ways to improve functioning in everyday life. (Kazdin. 1994, p.

24)

In 1968, Baer, Wolf and Risley published “Some current dimensions of 

applied behaviour analysis” which represents a milestone in the emergence of 

applied behaviour analysis as a distinct discipline, and which identified 7 criteria for 

assessing research which is based on this method;

1. Applied. This term distinguishes applied behaviour analysis from the 

experimental analysis of behaviour which is usually conducted in laboratory 

settings, and involves the examination of functional relations which may not be 

directly related to human problems. This criterion requires that research focuses 

upon behaviour which is directly relevant to the client or to society. Applied 

behaviour analysis has been applied to virtually all socially significant human 

behaviour including (to cite but a few examples which illustrate its broad range 

of application) smoking, littering, speeding, child-rearing, marital conflict, 

academic skills and child-rearing practices (Cooper et al. 1987).

2. Behavioural. Behaviour analytic research focuses on behaviours which have a 

specific topography, or physical shape which is distinct from the verbal report of 

that behaviour (Cooper, Heron, & Heward, 1987). The specific topography of a 

behaviour allows it to be measured in terms of one or a number of dimensions
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of behaviour which include; frequency, duration, latency (which refers to the length 

of time, or the delay, between the stimulus and the behaviour), and percentage 

correct or incorrect (Grant et al., 1994). Baer et al. (1968) emphasise that, while the 

client’s target behaviour must be measured, so too must the behaviour of all people 

involved in a study, in order to ensure that what appears to be a change in the 

client’s behaviour is not due to change in the behaviour of the experimenters.

3. Analytic. Behaviour analytic studies are designed to demonstrate a causal 

relationship between a manipulated event (the independent variable) and the target 

behaviour (the dependent variable). In a laboratory setting, the experimenter can 

demonstrate a causal relationship between the independent and dependent 

variables by controlling the occurrence or non-occurrence of the independent 

variable. In applied settings, however, ethical considerations often prevent the 

removal of the independent variable (e.g. the cessation of a form of therapeutic 

intervention), and behaviour analysts have adopted a pragmatic approach to the 

demonstration of experimental control:

The ultimate issue is believability: has the experimenter shown enough control to 

demonstrate a functional relation. (Cooper et a!., 1987, p. 5)

4. Technological. Behaviour analytic studies must include explicit and comprehensive 

descriptions of all procedures which are used, to the extent that it should be possible 

to replicate them.

5. Conceptually systematic. The procedures which are used in behaviour analytic 

studies must be conceptually systematic, to the extent that the procedures which are 

applied are derived from behavioural concepts (Cooper etal., 1987).

6. Effective. In order to be judged effective, an applied behavioural study must 

demonstrate behavioural change which is socially, rather than theoretically or 

statistically significant.

7 Concern with generalisation Generalisation has been defined as the

“...occurrence of relevant behaviour under different, non-training conditions (i.e., 

across subjects, settings, people, behaviours and/or time without the scheduling
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of the same events in those conditions as had been scheduled in the training 

conditions)” (Stokes & Baer, 1977, p. 350). This definition of generalisation has 

been characterised as being both pragmatic and relative: generality of behaviour 

change is accepted as having occurred if the trained behaviour occurs at other 

times or in other places without being re-taught completely, or if training results 

in the occurrence of other, related behaviours which do not require complete 

training (Cooper etaL  1987). Stokes etal. (1977) contend that even if additional 

training is provided in order to produce change of behaviour in non-training 

conditions, generalisation can be deemed to have occurred as long as the cost 

or the extent is less than the initial intervention. The emphasis which applied 

behaviour analysis places on generalisation is consistent with its emphasis upon 

socially (rather than theoretically) significant behaviour change. Generalisation 

of treatment effects is an important issue because treatment is successful only 

when the desired change is achieved in relevant settings or in the presence of 

relevant persons:

“If the application of behavioural techniques does not produce large enough 

effects for practical value, then the application has failed”. (Baer et a/., 1968, 

P- 7)

For example, if behavioural change is achieved in the clinic setting but does not 

generalise to the home setting, treatment cannot be considered complete or 

successful. Without due consideration of the generalisation of treatment effects, 

treatment becomes unnecessarily prolonged and relapse is much more likely.

These criteria for behaviour analytic research indicate that evaluation is an integral 

dimension of intervention, and that the criteria for research apply equally to

intervention.
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The exclusive focus on observable behaviour which characterises applied 

behaviour analysis has led to the popular misconception that the discipline 

dispenses with subjective experience from its analysis, and is therefore at odds with 

other contemporary theoretical and philosophical approaches to human behaviour 

(TaylorS O’Reilly, 1997) Applied behaviour analysis is, however, distinguished from 

methodological behaviourism (a version of behaviourism which predated it) which 

relies exclusively on objective definitions of behaviour (Baum, 1994). Methodological 

behaviourism involves the definition of behaviour in purely objective terms:

Methodological behaviourists ...argued that science must confine itself to 

events that can be observed by two or more people; truth must be by 

agreement. There is a private world of feelings and states of mind, but it is 

out of reach of a second person and hence of science. That was not a very 

satisfactory position of course. How people feel is often as important as what 

they do. (Skinner, 1989, p. 3, cited in Taylor & O’Reilly, 1997, p. 21)

Baum (1994) identifies the distinction between methodological and applied 

behaviour analysis in terms of their different philosophical foundations. 

Methodological behaviourism reflects a philosophical outlook termed realism. 

Realism, when applied to the study of behaviour, contends that knowledge of 

behaviour which is based on sensory data is imperfect, and that scientific knowledge 

provides a means of studying an objective reality, to which behaviour belongs. 

Methodological behaviourism therefore accepts the distinction between objective 

date which is obtained through scientific method, and subjective data. Subjective 

data such as an individual's verbal explanation of why he or she is behaving in a 

particular fashion is not of interest to methodological behaviourism which focuses 

exclusively on the mechanics of that action. Applied behaviour analysis and radical 

behaviourism reflect a philosophical outlook termed pragmatism, which is not as 

concerned with the question of what constitutes real behaviour, as much as it is 

concerned with providing a useful explanation of behaviour. A useful explanation of
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behaviour from a radical behaviourist perspective can include an individual’s verba! 

explanation of why he/she is behaving in a particular fashion, but it will also include 

an examination of immediate and historical environmental events which, influence 

the behaviour The environmental events which influence behaviour do not, 

however, exist exclusively outside the individual, because the environment is not 

conceived as an objective reality:

When we say that behaviour is a function of the environment, the term 

“environment” presumably means any event in the universe capable of 

affecting the organism. But part of the universe is enclosed within the 

organism’s own skin...With respect to each individual, in other words, a 

small part of the universe is private. (Skinner, 1953, p. 257)

Private events, such as a tooth-ache, are accessible to and can only be 

reported on by one individual. Public events, such as a storm, are accessible to and 

can be reported on by a range of individuals. Apart from accessibility, the distinction 

between public and private events is of little importance to radical behaviourism, 

which asserts that both are governed by the same laws of behaviour:

We need not suppose that events which take place within an organism’s skin 

have special properties for that reason. A private event may be distinguished 

by its limited accessibility, but not, so far as we know, by any special 

structure or nature. (Skinner, 1953, p. 257)

From the perspective of radical behaviourism, private events such as thoughts and 

feelings are governed by the same laws of behaviour as public events, and are 

therefore not the sole cause of behaviour. This approach to private events is a 

distinguishing characteristic of applied behaviour analysis:

Our “radical” component insists that we can and should talk about private 

events, but in behavioural ways: at least, that will rob them of their mystical 

status as causes in cognitive science; and at best, it may show us how to 

achieve some degree of experimental control over them. (Baer, 1997, p. ix)
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While radical behaviourism is distinct from methodological behaviourism 

which dispensed altogether with private events, it is also distinct from a range of 

orientations within the behavioural sciences which focus primarily on private events 

in the search for the causes of behaviour (e.g. Rogers, 1975). The application of 

science to human behaviour stands in direct contrast to these orientations, involving 

as it does description, prediction and ultimately, control:

Prevailing philosophies of human nature recognise an internal “will” which 

has the power of interfering with causal relationships and which makes 

prediction and control impossible. To suggest that we abandon this view is to 

threaten many cherished beliefs- to undermine what appears to be a 

stimulating and productive conception of human nature. (Skinner, 1953, p. 7) 

Prediction and control of human behaviour involve determinism, which is a 

fundamental characteristic of science. When science is applied to human affairs it 

runs counter to long-standing cultural traditions which explain human behaviour in 

terms of free will, choice and individual responsibility (Baum, 1994).

From the perspective of radical behaviourism, the explanation of behaviour 

in terms of inner causes constitutes mentalism (Baum, 1994). Mentalism involves 

the explanation of behaviour by reference to inner states and feelings such as, for 

example, interpretations, perceptions, attitudes, thoughts, beliefs, wants and desires 

(Taylor & O’Reilly, 1997). From a mentalistic perspective, behaviour is not a focus 

of primary interest, but is indicative of an hypothesised inner entity:

Unable to understand how or why the person we see behaves as he does, 

we attribute his behaviour to a person we cannot see, whose behaviour we 

cannot explain either but about whom we are not inclined to ask questions. 

(Skinner, 1971, p. 19)

Baum (1994) identifies two characteristics of mental fictions which limit their 

usefulness in providing explanations of behaviour:
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1. Mental fictions obstruct enquiry. When behaviour is attributed to an 

hypothesised inner entity (e.g. “Paul's aggressive behaviour and other 

symptoms indicate that he is conduct disordered”), further enquiry is deflected 

because it is not possible to study the entity:

Mentalistic explanations allay curiosity and bring inquiry to a stop. It is so 

easy to observe feelings and states of mind at a time and in a place which 

makes them seem like causes that we are not inclined to inquire further. 

(Skinner, 1974, p. 15-16)

2. Mental fictions lead to circular reasoning. The use of mental fictions to explain 

behaviour involves inferring a fictional entity from behaviour and then using the 

inferred entity as the explanation; e.g. a statement such as “Paul’s aggressive 

behaviour and other symptoms indicate that he conduct disordered”, usually 

leads to a statement such as “Conduct disorder in Paul causes him to be 

aggressive": the behaviour is considered to be evidence of an hypothesised 

inner entity which in turn is offered as an explanation of behaviour.

The explanation of behaviour by reference to hypothesised inner entities is 

facilitated by the use of summary labels (Grant & Evans, 1994). Summary labels 

refer to a number of different categories of behaviour which share a common quality, 

and can lead to explanations of behaviour which are based on mental fictions. They 

differ from behavioural descriptions which refer to behaviour which is observable, 

whether privately or publicly. While acknowledging that summary labels can quickly 

provide useful information about an individual’s behavioural repertoire, Grant et al. 

(1994) identify three other disadvantages which are associated with their use: firstly, 

they can lead to a person, rather than the behaviours which he/she performs, being 

labelled; secondly, they obstruct the quantification of discrete behaviours; and 

thirdly, they can distract from an accurate perception of an individual’s behaviour, 

and lead to stereotyping.
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From the pragmatic perspective of applied behaviour analysis, both mentalism 

and realism are restrictive because they inhibit inquiry (Cooper et at., 1987). In order 

to pursue the study of behaviour as a primary subject of interest, applied behaviour 

analysis has developed a “consistent, systematic, comprehensive, natural science of 

behaviour” (Taylor et al., 1997, p. 41). Applied behaviour analysis therefore 

resembles other natural sciences, such as physics, biology and chemistry in its 

focus on a physical (as opposed to a non-physical or mental) subject matter:

Natural scientists are consistent in attending only to physical phenomena- 

events that are known or at least strongly suspected to exist. Furthermore, 

they attempt to explain physical phenomena only in terms of other physical 

phenomena. (Johnston et at, 1993, p. 4)

Johnston and Pennypacker (1993) identify two fundamental differences between the 

study of behaviour from a natural science and from a social science perspective;

1. The generation of theory. The natural sciences generate theories which are 

based on empirical evidence derived from the physical subject matter. By 

contrast, the social sciences are freed from the constraints of physical subject 

matter:

...in the social sciences, a style of theorising seems to have evolved in which 

theories are also free to ignore facts that are inconvenient. It is almost as if 

the theories are more important than the facts (p. 5).

2. Techniques of measurement. The natural sciences use an idemnotic method of 

measurement which is based on absolute units “whose existence is established 

independently of variability in the phenomena being measured“ (p. 35). The use 

of absolute standards of measurement (such as duration, latency or percentage 

correct) is appropriate to a science which has a physical subject matter, and 

which seeks to explain variability between and within phenomena. This form of 

measurement is employed in both experimental analysis and applied behaviour 

analysis, where the focus of interest is on variation in the dependent variable in
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response to manipulation of the independent variable, in order to investigate 

functional relationships. The social sciences have adopted a vagonitic method of 

measurement, which is suited to the description of non-physical subject matter, 

such as the variability of static characteristics in a population or the variability 

between groups in a population. Vagonitic measurement involves describing 

variability in natural phenomena “with the aid of the calculus of probability and, 

from these descriptions, not only are new phenomena defined, but units for 

scaling them are created” (p. 29). For example, the null hypothesis, which forms 

the basis of between-group experimental designs, contends that the differences 

between an experimental and a control group are not caused by the 

independent variable, but by the variability which is inherent in the population to 

which both groups belong. The probability of obtaining the observed differences 

among the means of each group is calculated, and if it is sufficiently small, one 

can conclude that the between-group differences are caused by the independent 

variable, rather than being a reflection of variability which is inherent in the 

population. The vagonitic measurement strategy of the social sciences 

approaches variability as an inherent quality of its non-physical subject matter. 

The statistical methods of the vagonitic strategy are therefore designed to take 

into account the potentially disruptive influence of the variability which is inherent 

in the population which is being studied. This approach to variability is 

fundamentally different from the idemnotic strategy, where variability in the 

dependent variable, as the result of manipulation of the independent variable, is 

the focus of interest:

We argue that the measurement strategy adopted influences the resulting 

tactics of subject matter definition, experimental design, reduction and 

analysis of data, and interpretation (p.35).

These fundamental differences between a natural science and a social 

science perspective in the study of behaviour are apparent in the field of child
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development. For example, -Schlinger (1995) notes that the reliance on normative or 

correlational (vagonitic) methods has led developmental psychology to focus on the 

structure rather than the function of behaviour. The structure of behaviour refers to

its topography, or form. The function of behaviour refers to Its relationship to 

environmental antecedents and consequences which elicit and maintain behaviour.

The focus on the structure, rather than the function, of behaviour in developmental

psychology often leads to the introduction of explanatory fictions which inhibit 

inquiry, such as for example “maturationa! effects” (Richman. Stevenson. & Graham. 

1982):

...the purpose of much of the correlational, normative research in 

developmental psychology seems to be to demonstrate whether a behaviour 

is present or not at a particular age. but not how the behaviour came to be. 

(Schlinger, 1995, p. 22)

Never-the-less, Schlinger (1995) also acknowledges that normative data is not 

useless because it provides “clues about environmental changes rather than about 

underlying genetic or biological changes, as many developmental psychologists 

believe” (p.42). Behaviour analysis advocates that, rather than concentrate on the 

structure of behaviour which reflect hypothesised inner entities, the study of child 

development should “concentrate on changes in the environmental contingencies 

and analyse how they affect human behaviour” (Dillenburger & Keenan, 1997, p.

15).

Learning theories

Applied behaviour analysis, in common with behaviour therapy in general, is 

characterised an emphasis on learning experiences as the basis of behaviour 

change, whether this occurs in a therapeutic, educational or social domain Three 

types of learning are fundamental to the development and alteration of behaviour
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and have been used widely in behaviour therapy: classical conditioning, operant 

conditioning and modelling.

Classical (or respondent) conditioning

Among the physiological research of 19th and 20th centuries in which 

behaviour modification originated, the work of Ivan Pavlov (1849-1936), a Russian 

physiologist, occupies a prominent position (Grant etal., 1994; Kazdin, 1994).

Pavlov studied the influence of environmental stimuli on reflex reactions and found 

that reflex reactions could be elicited by novel environmental stimuli. He 

demonstrated that while salivation in dogs is elicited by the presentation of food, it 

can also be elicited by, for example, the sound of a metronome. The process of 

learning whereby a new stimulus comes to elicit a reflex is termed classical, or 

operant conditioning. A simple reflex reaction involves the presence of an 

unconditioned stimulus (US), which elicits an unconditioned reflex (UR). For 

example, onion vapours (US) lead to the release of tears (UR) in humans. Classical 

conditioning involves pairing a neutral stimulus (NS) with a US (which elicits a UR) 

to the extent that a predictive relationship is established between the NS and the US 

(Grant et al., 1994). Classical conditioning has occurred when the NS comes to elicit 

the UR and involves the transformation of a neutral stimulus into a conditioned 

stimulus (CS) which elicits a conditioned reflex (CR). The transformation is effected 

through spatial or temporal pairing (Sheldon, 1998). For example, if the sound of a 

buzzer (NS) is paired with onion vapours (US) so often that the buzzer comes to 

predict onion vapours, the buzzer (CS) will eventually elicit tears (CR). Conversely, if 

the sound of the buzzer (NS) ceases to be paired with the onion vapours to the 

extent that ceases to be predictive of them, it will no longer elicit tears (CR): 

extinction, or unlearning takes place when the temporal or spatial pairing of the US 

with the CS interrupted (Sheldon, 1998).

It has been suggested that the simple reflex is central to behaviourism 

because it emphasises that humans are biological organisms which respond directly
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to the environment (Slife & Williams, 1995). From the perspective that humans are 

biological organisms, behaviour is seen as being essentially automatic and not 

involving conscious thought. The automatic nature of human behaviour (both public 

and private) is emphasised by Skinner (1953) who gave the title “Man the Machine” 

to an introductory discussion on reflexes and conditioned reflexes:

Man has, in short, created the machine in his own image. And, as a result, 

the living organism has lost some of its uniqueness ...we have discovered 

how the living organism works and are better able to see its machine-like 

properties (pp. 46-47).

Slife et at. (1995) clarify that behaviourism’s view of human behaviour as essentially 

automatic is not to deny the existence of cognition, but to assert that conscious 

awareness is not necessary to explain behaviour. While behaviourism is concerned 

with a broad range of behaviours which are both voluntary and more complex than 

simple reflexes, the study of simple reflexes highlights key relationships between 

behaviour and environment, and how these can be altered through classical 

conditioning.

Operant conditioning

Whereas classical conditioning relates to reflexes which are involuntary 

behaviours and which involve the action of glands, operant conditioning influences 

voluntary behaviours which involve complex movement of the skeletal muscles 

(Grant et al., 1994). The term operant refers to behaviours which operate upon and 

are therefore influenced by, the environment (Kazdin, 1994). Operant behaviours 

are strengthened (occur more frequently) or weakened (occur less frequently) 

depending upon their effect on the environment. For example, it the act of clipping 

hedges leads to more light and greater growth in one’s garden, one is likely to 

repeat the exercise. If, on the other hand, clipping hedges leads to a reduction in 

one’s privacy, one is less likely to repeat the exercise.
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While respondent behaviour provides a person with a set of automatic 

responses which are determined by genetic endowment (which is ultimately 

determined by natural selection) operant behaviour “enables a person to emit novel, 

complex responses to an ever-changing world” (Cooper eta!., 1987). In addition to 

the influence which the consequences of behaviour have upon the probability that it 

will recur, they

...actually function to define the operant in terms of a given set of antecedent 

conditions... In other words, the operant cannot be defined by the topography 

or physical shape of the response. Operants must be defined in terms of 

their controlling variables. (Cooper e ta i, 1987, p. 21)

A comprehensive description of an operant comprises 3 elements; a precise, 

topographical description of the behaviour (for example, clipping a hedge for 3 hours 

with a garden shears); a specific consequence (for example, the patio was no longer 

shaded); and a setting in which the response-consequence can occur (for example, 

a garden which includes a patio and a hedge). The description of an operant in 

terms of an antecedent (A), a behaviour (B) and a consequence (C) is called a 

three-tenv-contingency (or A-B-C contingency) (Cooper et al., 1987). There are four 

types of relationship between a behaviour and its controlling variables which can be 

described in terms of the three-term contingency, and which are termed principles of 

behaviour (Cooper etal., 1987) (Figure 1.1, p. 22):

1 Positive reinforcement involves the increase in the probability that behaviour will 

recur in response to the presentation of a stimulus, and has been described as 

“...anything for which people will work to obtain” (Grant et al., p. 30. original 

italics). The use of the scientific term positive reinforcement has been 

recommended in preference to the term reward for two reasons; firstly, reward is 

an everyday term which is used imprecisely, and which usually connotes 

material goods which are given in response to work which has been performed 

well; secondly, the term is commonly associated with items which are
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Figure 1.1 Identification of behavioural processes as a function of stimulus-change 

operation and resultant effect on behaviour

Operation

Present stimulus Withdraw stimulus

Increase 1. Positive 2. Negative
behaviour reinforcement reinforcemetent

Effect

Decrease 3. Type 1 4. Type 2
behaviour Punishment Punishment

(Adapted from Morse & Kelleher, 1977, p. 180, 

reproduced in Cooper et ai, 1987, p. 24)

considered to be intrinsically pleasurable (their topography), rather than with an 

increase in the probability that a behaviour will recur (their function) (Grant et 

a/., 1994).

Three conditions are necessary for positive reinforcement:

“...a response-dependent consequence is presented; the response occurs 

more often; the response occurs more often because of the response- 

consequence relationship, not for some other reason”. (Grant et al., p. 31)

An extensive range of positive reinforcers have been used in behaviour therapy 

including material reinforcers (for example, money or tokens), social reinforcers 

(for example, praise, physical affection or a smile), and activity reinforcers (for 

example, going to the cinema, going to the playground, having access to toys). It 

has been widely demonstrated that positive reinforcement can change 

behaviour. For example Hall, Axelrod, Tyler, Grief, Jones and Robertson (1972)
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found that a parent increased the frequency with which a child wore an 

orthodontic device by making a financial reward contingent on wearing the 

device.

2. Negative reinforcement involves the increase in the probability that behaviour 

will recur in response to the removal of a stimulus. While reinforcement always 

leads to a increase in response rate, the distinction between positive and 

negative is based on the type of stimulus change operation which the 

consequence involves; positive reinforcement involves stimulus presentation (for 

example, applause, positive reviews, and higher fees), whereas negative 

reinforcement involves stimulus withdrawal (for example, the audience leaving 

during the performance, poor reviews, and no further offers of roles). Negative 

reinforcement involves either escape conditioning or avoidance conditioning. 

Escape conditioning occurs when a behaviour leads to the cessation of a 

stimulus (for example, closing the car window is negatively reinforced by the 

cessation of the draught). Avoidance conditioning occurs when a behaviour 

avoids, rather than terminates, an aversive stimulus (for example, not opening 

the car window on a wet day is negatively reinforced by the sound of the rain on the 

roof). It has been widely demonstrated that negative reinforcement influences 

behaviour. For example, Gardner (1989) found that mothers of children with conduct 

problems were more likely than mothers of non-problem children to capitulate (i.e. to 

fail to insist that the child complied with an instruction). In this example, maternal 

capitulation was negatively reinforced by the cessation of tantrums (escape 

conditioning).

3. Punishment refers to the decrease in the probability that a behaviour will recur as a 

result of its consequences. Punishment which involves the presentation of an 

aversive stimulus or event subsequent to a behaviour is termed Type 1 punishment. 

The description of a stimulus as aversive depends upon its effect (its function), 

rather than upon whether it is intrinsically unpleasant (its topography). A stimulus is
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described as aversive when a response is strengthened by its contingent removal 

(which constitutes negative reinforcement), or when a response is weakened by its 

contingent presentation. Numerous studies testify to the effectiveness of Type 1 

punishment in altering behaviour. For example, Dolys, Wells, Hobbs, Roberts, and 

Cartelli, (1976) found that social punishment, which consisted of a loud verbal 

reprimand, reduced non-compliance to instruction in 4 learning disabled children. 

Never-the-less, the use of Type 1 punishment techniques with children, such as 

physical punishment, has been strongly criticised both in terms of the associated 

side-effects and in terms of social acceptability (Parke, 1977).

4. Punishment which involves the removal of a positive reinforcer subsequent to a 

behaviour is termed Type 2 punishment. Type 2 punishment has been used 

extensively in behaviour modification. For example, Olmi, Sevier, and Nastasi (1997) 

found that when non-compliance and inappropriate behaviour in two children with 

disabilities was followed by removal from a setting where they experienced physical 

affection and praise to a setting which was devoid of adult attention, the target 

behaviours decreased.

Observational learning

The third type of learning which has been used in behaviour modification is 

observational (vicarious) learning or modelling. Modelling was identified by Dr.

Albert Bandura, who although not a behaviour analyst, has had a significant 

influence on behaviour analysis (Grant et al., 1994). A behaviour analytic 

conceptualisation of modelling is based on the three-term contingency; firstly, a 

model (which can refer to both the behaviour which is demonstrated and the 

individual who demonstrates the behaviour) is presented to the learner; secondly, 

the designated, clearly defined behaviour is emitted by the learner; thirdly, the 

imitative behaviour is reinforced in the learner (Cooper, etal., 1987). However, a 

social learning conceptualisation of modelling distinguishes between learning which
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is acquired through observation and which involves cognition and performance, 

which depends on the availability of reinforcement (Kazdin, 1994). Modelling has 

been described as a stimulus control procedure in which the modelled behaviour 

acts as an antecedent or discriminative stimulus for the learner’s imitation of the 

learned response (Cooper e ta i, 1987; Grant etai., 1994). Modelling has been 

used extensively in behaviour therapy, where it is usually used in conjunction with 

other techniques, such as positive reinforcement and feedback (Kazdin, 1994).

The principles of behaviour were developed in laboratory settings with non

human subjects, and while they have been demonstrated repeatedly in applied 

behavioural studies, it is acknowledged that their successful application to human 

subjects in non-laboratory settings represents a significantly more complex task:

Human behaviour is perhaps the most difficult subject to which the methods 

of science have ever been applied, and it is only natural that substantial 

progress should be slow. (Skinner, 1953, p. 41)

Cooper et at. (1987) identify three sources of complexity in human behaviour:

1. The complexity o f the human repertoire. In any given setting, a number of 

contingencies may vie simultaneously for control of different behaviours, so that 

a single event often has multiple effects. For example, when an individual trims 

a hedge, the positive reinforcement provided by having a brighter garden may 

compete with the negative reinforcement of being more visible to neighbours. 

Furthermore, verbal behaviour adds an extra layer of complexity to the study of 

humans which is not present in the study of animals. Behaviour analysis has 

developed a series of procedures termed functional assessment which is 

designed to unravel the complexities of the antecedent and consequent 

variables which elicit and maintain operant responding (O’Neill, Homer, Albin, 

Sprague, Storey, & Newton, 1997; O’Reilly, 1997; Taylor, 1999).
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2. The complexity o f controlling variables. The environment which controls human 

behaviour is also more complex, as several contingencies can combine to 

increase the probability that a behaviour will recur in a similar situation. Wahler 

and Fox (1981) propose that applied behaviour analysis expands it focus 

beyond immediate antecedents and consequences in order to accommodate 

complex controlling stimuli called setting events:

We propose that behaviour analysts should increase the range of 

environmental phenomena that they seek to manipulate and relate to the 

changes in socially important behaviours ...One can easily conceive of more 

complex and temporally distant behaviour-environmental interactions that 

potentially influence behaviour (p. 328).

The proposal that the focus is broadened beyond the immediate determinants 

of behaviour has potentially far-reaching consequences for applied behaviour 

analysis, which is primarily concerned with establishing functional relationships 

between independent and dependent variables. Wahler et a i, (1981) while 

advocating that the analysis of behaviour should include setting events, 

acknowledges that it may not be possible to control them as one would in a 

laboratory setting:

If we are to maintain our position as behavioural scientists, then some 

analysis of potential setting events that are not directly manipulate is 

necessary...Simply because some specific aspect of the interbehavioural 

field is currently uncontrollable (in the sense of being directly manipulate by 

the scientist) does not diminish such an event’s effects upon behaviour or its 

importance in the analysis of behaviour (p. 333).

Wahler et al. (1981) anticipates that the inclusion of setting events within the 

analysis of behaviour will lead to a period of “theoretical confusion” for the 

discipline because setting events may not be comprehensible in terms of 

operant and respondent concepts (p. 334).
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3. Individual differences. The concept of individual difference is often cited as an 

explanation for the observation that people often respond differently to the same 

set of environmental circumstances. Behaviour analysis has adapted 

evolutionary theory in order to explain such differences in individual behaviour in 

terms of the history of reinforcement and punishment, rather than in terms of 

“nonscientific accounts that refer to a hidden intelligent agent directing 

evolutionary or behavioural change" (Baum, 1994, p. 69). While a history of 

reinforcement and punishment operates on an individual within his or her life

span and determines how he or she responds to a particular situation, natural 

selection operates on a species over generations.

Social work and scientific practice

While there are different views as to whether applied behaviour analysis is a 

sub-category of behaviour modification or whether behaviour modification is an 

outmoded form of behavioural practice (See p. 8 above), both are fundamentally 

scientific activities; they involve the selection of intervention methods based on what 

research suggests is effective, and the ongoing evaluation of progress (Gambrill,

1995). A concern with evaluation is a central distinction between scientific and non

scientific activity:

Measurement is the cornerstone of all scientific activity. The history of 

science is coextensive with the history of measurement of natural 

phenomena because without measurement science is indistinguishable from 

natural philosophy. (Johnston et a!., 1993, p. 21)

Much of the controversy which has greeted the introduction of behavioural 

methods to social work practice relates to the essentially scientific character of these 

activities. The position of social work in relation to applied behaviour analysis can 

therefore be viewed within the broader context of the difficult introduction and
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accommodation of behaviour therapy (including behaviour modification) within social 

work, because many of the objections which apply to behaviour therapy relate to the 

scientific status which it shares with applied behaviour analysis.

Behaviour therapy was first introduced to social work practice in the United 

States in the early 1960’s within the context of doctoral programmes in the schools 

of social work at the University of Michigan and Columbia University (Reid, 1994). It 

was strongly identified with the newly emerging empirical practice movement (EPM). 

EPM promoted social work practice methods which were compatible with three 

activities; firstly, the use of research methods in order to facilitate assessment, 

planning, and the evaluation of social work intervention; secondly, the use of 

interventions whose effectiveness has been established by research evidence; and 

thirdly, the building of knowledge through the dissemination of practice-based 

research (Reid, 1994). While EPM loudly proclaimed its scientific identity, this was 

by no means the first occasion when a scientific basis to social work practice had 

been proposed (Reid, 1994). Richmond (1917), for example, proposed that social 

work practice should be based on social diagnosis. Social diagnosis involved 

gathering facts to serve as the basis of an hypothesis which is then tested by 

obtaining relevant evidence. Similarly Hollis (1963) emphasised that psychoanalytic 

casework was a scientific activity in which factually-based inferences lead to 

diagnosis, and in which the individual is viewed within a framework which is based 

on knowledge. Finally, Reid (1977) introduced a model of task-centred casework 

which included the following elements; planned brevity, a clearly defined focus, and 

the use of contracts, within a clearly defined treatment structure or organisation. 

These early figures contributed to a tradition of social work practice which was 

rational and systematic. This earlier tradition of social work practice was therefore 

broadly compatible with some aspects of EPM; practice decisions were based on 

empirical evidence, environmental as well as individual factors were a focus of 

interest, intervention methods were tailored to individual client needs, and a
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constructive approach was adopted by utilising individual and environmental assets 

(Gambrill, 1995). Never-the-less, while the empirical nature of EPM has led to it 

being closely identified with behaviour therapy, it encompasses a broad range of 

practice methods in an eclectic fashion:

The empirical practice movement became a distinct approach to practice, 

one that absorbed the measurement technology of behaviour modification 

without adopting all of its technology for effecting change (Reid, 1994, p. 

169).

The introduction of behaviour modification to social work practice derived its 

imperative from two important areas of controversy (Payne, 1997). Firstly, 

behaviourism emerged as a credible alternative to psychodynamic theory, on which 

much social work practice was based. From the perspective of EPM, traditional 

social work practice was characterised as “vague, unvalidated and haphazardly- 

derived” (Fischer, 1993, p. 19). From the perspective of the behavioural practitioner, 

it was “lacking clarity and purpose, possessing a vagueness of method and showing 

a wishy-washiness that is altogether indefensible “ (Howe, 1987, p. 82). 

Furthermore, social work practice resembled a client beset by “lack of stable 

identity...chronic self doubt...depression punctuated by bouts of mania and self- 

destructiveness (Sheldon, 1995, p. 2). Secondly, empirical studies of social work 

effectiveness indicated that it was simply not effective. For example, Fischer (1978) 

reviewed 17 controlled studies of the effectiveness of social work practice and found 

that it compared unfavourably with the effectiveness of psychotherapy and 

counselling, corrective intervention by the criminal justice system, psychiatric 

hospitalisation and education- none of which emerged as convincingly effective 

either:

In none of these studies was there clear evidence that professional social 

work services produced results superior to no treatment at all, or in any way
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better than the minimal services provided by non-professional workers to a 

contrast group of clients (p. 218).

While later reviews of studies on the effectiveness of social work practice 

have suggested that it is not as ineffective as Fischer (1978) concluded, they also 

suggest that if there are grounds for optimism about the effectiveness of social work 

intervention, they rest squarely on the shoulders of behavioural methods. For 

example, Reid and Hanrahan (1981) found that, among 18 studies of direct social 

work intervention which used rigorous experimental designs, and which 

demonstrated that social work intervention was effective, the majority involved 

behavioural methods, although other influences, such as task-centred and client- 

centred approaches were also evident. A later review, which used similar criteria to 

Reid et al. (1981) found further evidence of the effectiveness of social work 

intervention, although it acknowledged the relative scarcity of studies which were 

based on sound methodology (Rubin, 1985):

...we need much more methodologically credible experimental research 

evaluating the effectiveness of direct practice (p. 475).

Similarly, a review of 95 experimental, quasi-experimental, pre-experimental and 

client-opinion studies of the effectiveness of social work practice found that almost 

75% showed positive results (Macdonald, Sheldon, & Gillespie, 1992) and that 

behavioural and cognitive-behavioural methods were most strongly correlated with 

positive outcomes.

It is not surprising that the implicit and explicit criticism of non-scientific social 

work practice which has attended the introduction of behavioural methods has 

provoked a generally hostile response within the discipline. Social work’s resistance 

to scientific method in general and to behaviour therapy modification in particular 

has been expressed in both political and philosophical terms.

Political objections.
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Feminism has provided one source of political objections to the application of 

scientific methods to social work practice and research. For example, Davis (1985) 

identifies a rift between clinical social work practice which is identified as 

predominantly female, and academic and research activity which is identified as 

male The rift is predicated upon the dichotomy between the female experience or 

voice which is characterised by connectedness with others, and the male 

experience or voice which is characterised by separateness from others. From this 

perspective EPM, which emphasises evaluation rather than engagement and which 

is advocated primarily by male academics, involves the “suppression of the female 

voice” (p. 111) among social work practitioners who are predominantly female, and 

whose work emphasises engagement with the client. Similarly, Trinder (1996) 

characterises EPM as a myopic search for certainty which ignores wider political 

issues regarding the allocation of resources within society;

In an insecure world, with a hostile media and unruly clients, there is an 

attraction in a practice and research methodology based on control, 

measurement and certainty...The gaze of the researcher and practitioner 

becomes ever narrower as the search for certainty and control heightens (p. 

253).

Lorenz (1994), in a review of the historical and conceptual origins of social 

work in different European countries, also highlights the inherent dangers of 

scientific practices which ignore wider political issues. Lorenz (1994) describes how, 

in the 1930’s, professional training had endowed social work in Germany with a 

degree of autonomy from religious and ideological missions as well as from state 

welfare. International links had been forged which should have enabled the 

discipline to rise above local perspectives and to identify universal concerns. Social 

work, in common with other disciplines, was characterised by a reliance on 

objective, scientific methods. Progressive, innovative methods of intervention were 

devised in the areas of residential care and learning disability, but the
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implementation of progressive methods of intervention was hampered by the limited 

resources of the Weimar Republic. Lorenz acknowledges that it is difficult to 

establish the extent of social work's complicity with the National Socialist regime, but 

suggests that the application of objective criteria for the inclusion and exclusion of 

people from programmes (even though these programmes were innovative and 

highly impressive on their own terms) was compatible with “the logic of a state which 

claimed an absolute, unrestrained power to grant or deny human rights at will, a 

logic towards which all activities of that state, carried out by myriads of officials and 

volunteers, were potentially directed” (p. 63). Lorenz concludes that, with the benefit 

of an historical perspective, it is possible to view social work’s inability to devise a 

unitary model for practice as a potential advantage to the discipline:

A model of practice that is assumed to apply universally is likely to be 

oppressive in the sense that it claims to derive its criteria from a level 

“above” the traditions of practice, personal preferences and cultural norms 

which prevail in specific local contexts (p. 181).

Philosophical objections

The philosophical objections to the application of scientific methods to social 

work practice and research were raised within the context of an epistemological 

debate which took place within the discipline within the 1980’s, and which was 

conducted in terms of logical positivism (or logical empiricism) versus other 

philosophies (Fischer, 1993). Slife etal. (1995) contrast logical positivism with 

realism in terms which indicate its compatibility with the pragmatic outlook which 

informs radical behaviourism (See realism and pragmatism, p. 13 above):

Positivism is...a more moderate position. Its proponents do not hold that 

scientists study things the way they really are. Rather, the purpose of 

science is to help scientists formulate a coherent view, or model of the world. 

From this position, scientists gain confidence about certain regularities on
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the basis of experiments, then they formulate laws and constructs that they 

use to explain those regularities (p. 176).

Positivism therefore contends that the world has a reality which is 

measurable and independent of the views which individuals hold about it (Barber, 

1996).

Prominent among the views which oppose logical positivism is that of social 

constructionism. Social constructionism provides an analysis of the social and 

cultural context within which theoretical knowledge (including scientific knowledge) 

is developed, and is based on four main assumptions; firstly, that knowledge which 

is derived from scientific method is not necessarily endowed with greater authority 

by virtue of having been sanitised of subjective experience; secondly, that 

knowledge of the world (including scientific knowledge) is developed in a social 

context which is culturally and historically determined; thirdly, that scientific 

knowledge has attained dominance through social factors rather than through 

evaluation of evidence; and fourthly, that the dominant position of scientific 

explanation has social and political implications (Witkin, & Gottschalk, 1988; Slife et 

al., 1995; Barber, 1996). Social constructionism belongs to a broader philosophical 

perspective termed postmodernism, which began to influence social work in the 

1990’s (Payne, 1997). Postmodernism opposes itself to modernism, which 

constitutes the dominant tradition in Western philosophy since the 17th century, and 

which concerns itself with the metaphysical, absolute laws which determine how the 

world functions (Slife et al., 1995). Postmodernism therefore contends that there are 

no laws or principles which can be invoked to explain human behaviour, such as the 

unconscious mind of psychodynamic theory, the principles of learning of 

behaviourism, or the structures and processes of cognitive theory;

Indeed postmodernists tend to be suspicious of structures and abstractions 

of any sort that can be invoked as explanation. (Slife et al., p. 54)
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Fischer (1993) notes that, while there is some variation in the specific philosophical 

standpoints of those who oppose logical positivism as it applies to social work 

practice and research, they share a number of common priorities; an emphasis on 

the value of subjective experience and the social context within which research is 

conducted; a recognition of the biases which are inherent in all methods of data 

collection; and support of the use of the insights and involvement of researchers, 

practitioners and clients.

The philosophical debate between proponents and opponents of logical 

positivism has also been conducted in terms of the relative merits of quantitative 

versus qualitative methods in social work research (Barber, 1996; Epstein, 1986). 

Quantitative (or experimental) designs, such as those which are used in this 

research, test and validate hypotheses about cause-and-effect relationships, 

whereas qualitative (or exploratory) designs are used to arrive at descriptions of 

social phenomena either as primary sources of interest, or to assist in generating 

hypotheses for further investigation (Fischer, 1993). Quantitative studies obtain data 

by means of surveys, correlational and experimental designs, and standardised 

observational methods (Fischer, 1993) Quantitative research methods are designed 

to measure specific aspects of client behaviour (for example, changes in the 

behaviour of a client or group of clients in response to intervention). In direct 

contrast to these methods, qualitative studies use participant observation and 

investigative interviews, in order to understand the meaning of the client’s world and 

actions (Kvale, 1996). Qualitative research methods therefore reflect the influence of 

postmodernism which contends that an understanding of social behaviour is 

achieved, not through the measurement, but through active engagement with the 

participants (Slife e ta i,  1995).

The debate about the application of scientific methods to the evaluation of 

social work practice has been distinguished by exchanges which are polarised (for 

example, Thyer, 1987; Nagel, 1988; Thyer, 1988) and, at times, personalised (for
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example, Witkin, 1991; Harrison, Hudson, & Thyer, 1992; and Witkin, 1992). Trie 

polarity of trie debate has been characterised by trie use of rhetoric rather than 

discourse:

The style of the debate is similar to that between politically opposed factions, 

in which each side does not want to hear the other (Piele, 1988, p 8)

The polarised debate has been characterised as a “divisive and destructive 

paradigm war” which has split the evaluation community as a whole, and which has 

been reproduced within social work:

„.up to the late 1980’s and early 1990’s, leading proponents of constructivist 

philosophy and qualitative methods and champions of positivist or post

positivist philosophy and quantitative methods became locked in personal 

combat that deteriorated to name-calling. All together, nearly three decades 

have been marked by acrimony between these seemingly irreconcilable 

methodological persuasions. (Worthen. 2000. July. p. 6)

A number of solutions to the unproductive polarity of the debate have been 

proposed. For example, Piele (1988) suggests that a solution lies in the 

development of an all-inclusive new paradigm research approach which avoids 

absolutism, which includes both empirical and non-empirical research methods and 

in which “neither is seen as better than the other” (p. 12). Similarly Sells, Smith and 

Sprenkle (1995) suggest a multi-method or an integrated multi-methodological 

approach which includes both qualitative and quantitative methods within individual 

studies. These solutions, however, appear to resemble “methodological relativism 

• ■•in which all propositions and findings are created equal, which in turn implies that 

all investigators have won, and all must have prizes” (Sheldon, 1998 p. 4). It seems 

unlikely that methodological relativism, which is in itself reminiscent of eclecticism, 

can withstand scrutiny from a scientific perspective which expects that the choice of 

social work practice methods should be based on evidence, rather than blind
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affiliation (Sheldon, 1995; Barber, 1996). Worthen (2000, July) therefore concludes 

that no convincing resolution to the debate is apparent:

Unless some way is found to re-channel the dialogue about these “opposing" 

paradigms and methodologies into more productive avenues, the field of 

evaluation will still be hampered conceptually and operationally as it moves 

into the next century (p. 7).

There is no evidence of practice-based social work research in Ireland which is 

based on quantitative methods, and post-modernism appears to be the dominant 

philosophical outlook (for example, Powell, 1998). It would regrettable if the 

introduction of research based on applied behavioural analysis, such as that which 

is included in this thesis, were to reactivate the debate which has polarised the 

evaluation community in general and social work in particular.

Ethical issues relating to practice-based research

The clarification and resolution of ethical issues which arise in the course of 

practice-based social work research in Ireland is by no means straightforward.

Firstly, the emergence of new specialisms and the enactment of new legislation 

which defines the social work role in the areas of community care, child protection 

and criminal justice has led to the fragmentation of social work in Ireland, as in 

Britain (Banks, 1998; Powell, 1998). The emergence of different models of social 

work, such as professionalism, consumerism and radicalism suggest “the end of a 

universal professional ethics and of social work as a unitary enterprise” (Banks,

1998, p. 229). Secondly, social research activities (which includes research based 

on the methods of both natural science and social science) can be distinguished 

from practice evaluation in terms of purpose, doctrine, theoretical basis, intended 

audiences, methodology and dissemination (Holosko & Thyer, 2000, July). Holosko 

et al., (2000, July) therefore suggest that the ethical guidelines which pertain to
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social science research are not appropriate to practice evaluation, which is 

adequately covered by codes of ethics pertaining to social work practice.

In addition to these complications, there are currently no explicit professional 

ethical guidelines for social workers who wish to conduct research in Ireland. The 

current code of ethics of the Irish Association of Social Workers consists of a 

definition of social work, a statement of values and an enunciation of 7 principles of 

social work practice (Irish Association of Social Workers, 1995). The 7 principles of 

social work practice endorse the highest standards of practice in the following areas: 

client need as the primary focus of interest; objectivity in professional practice; 

empowerment of individuals, groups, communities and societies; involvement of 

other professionals and agencies; the effects of social policy and service delivery on 

clients; the provision of information to clients, including access to records; and a 

duty of respect and confidentiality. The second principle, which relates to objectivity 

in professional practice, states that “Constant development of self-awareness will 

continuously build upon knowledge and skills to maintain and enhance standards of 

professionalism” (p. 2). Introspection is therefore the only source of knowledge 

which is explicitly cited, and no mention is made of the development of knowledge 

through research. By contrast, the code of ethics of the Australian Association of 

Social Workers specifies 14 ethical responsibilities of social workers who engage in 

research, in addition to the general provisions of the code of ethics (Australian 

Association of Social Workers, 2000). These comprise:

a) Observation of the conventions of ethical scholarly enquiry

b) Utilisation of qualified practitioners to carry out research

c) Maintaining the interests of the research participants as the first priority

d) Consideration of consequences for individuals and society

e) Submission of research proposals to an ethics review body

f) Protection of the privacy and dignity of research participants

g) Obtaining informed consent
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h) Obtaining voluntary consent

i) Protecting participants from distress or discomfort

j) Ensuring anonymity and confidentiality

k) Accurate and objective reporting of research results

l) Informing participants of results

m) Highlighting results which demonstrate social inequality

n) Storing research material securely.

While this constitutes a comprehensive list of responsibilities, c) and d) which relate 

to the interests of the client are fundamental to practice-based research. These 

responsibilities are compatible with the primary and explicit commitment of applied 

behaviour analysis to achieve change in behaviour which is directly relevant to the 

client, and to use methods which are demonstrably effective (See pp. 11-12 above).

To those who advocate an empirical approach, there is a ethical imperative 

to choose social work practices on the basis of proven effectiveness, rather than on 

the basis of unsubstantiated preference, affiliation or habit. Sheldon (1995) advises 

that social workers should choose practice methods in a rational manner, much as 

doctors, dentists, plumbers and garage mechanics choose the most effective 

method of intervention in their different fields, rather than by relying on reflexive 

practice, which refers to practice which is chosen on the basis of habit. Macdonald 

and Macdonald (1995) emphasise the ethical dimension to the choice of practice 

methods:

...how ethical is it to operate a programme, with little rationale, and no in

built attempt to at least make sure we are not doing more harm than good? 

While speculation and good ideas inevitably precede research, taken alone 

they provide a very slender basis on which to intervene in other people’s 

lives (p. 48).

Similarly, Barber (1996) identifies the choice of social work practice methods 

on the basis of proven effectiveness as an ethical responsibility for the profession:



Integrating applied behaviour analysis 39

...the need for a scientific foundation to practice is just as much an ethical 

issue as, say, the principle of client self-determination. I would like to see our 

social work professional code of ethics enshrine the client’s right to be 

offered as a first choice treatment interventions demonstrating significant 

empirical support, where such knowledge exists (p. 386).

However, Myers and Thyer (1997) note that while the code of ethics of the National 

Association of Social Workers stipulates that social workers should “critically 

examine and keep current with emerging knowledge relevant to social work” 

(National Association of Social Work, 1996), there are no direct requirements to 

provide effective treatment. Similarly, while the code ethics of the Australian 

Association of Social Workers (Australian Association of Social Workers, 2000) 

stipulates that social workers “will inform their practice from a recognised social work 

knowledge base” (4.6 a) there are no direct requirements to provide effective 

treatment. In contrast, the Association for Behaviour Analysis’ Task Force on the 

Right to Effective Treatment has formulated a statement which asserts that the client 

has the right to the most effective treatment available (Myers et a i, 1997).

In addition to the general ethical issues which pertain to practice-based 

research, a number of ethical issues which arise in child behavioural assessment 

and intervention and which are directly relevant to the research which is presented
T v

in this thesis have been identified (Rekers, 1984):

1. Children’s rights. The minority legal status of children complicates the ethical 

responsibilities towards them as consumers of behavioural assessment and 

intervention. For example, the guarantee of a child’s rights against excessive 

intrusion may conflict with the potential benefits of intervention:

Professionals must make every reasonable attempt to guarantee that 

behavioural assessment procedures are not used to merely manipulate the 

child or to be applied contrary to his or her own best interests (p. 245).
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2. Proper and legal consent. The three legal criteria which apply to consent to 

intervention with adults involve a consideration of the competence of the person 

to give consent, whether consent was given on a voluntary basis, and whether 

consent was informed. In the case of a child, it is necessary to obtain consent 

from a legal surrogate, such as parent(s) or guardian(s).

3. Professional judgement. The professional who is involved in behavioural 

assessment and intervention must make judgements in a number of areas such 

as; the most appropriate intervention; the definition of deviant behaviour; the 

prognosis; and treatment goals. All professional decisions pertaining to 

assessment and treatment have ethical ramifications.

4. Social values. Parents in collaboration with professionals are appropriate agents 

to make value judgements about what constitutes acceptable and unacceptable 

social behaviour in children.

Summary

In summary, applied behaviour analysis views itself, not as a specialism 

within behaviour modification, but as a discipline which is more closely based on the 

principles of behaviour than behaviour modification. Applied behaviour analysis is 

based on the methods of natural science and on non-mediational concepts of 

learning. Applied behavioural research (and intervention) can be assessed in terms 

of whether it is applied, behavioural, analytic, technological, conceptually 

systematic, effective and achieves generalised behaviour change. Private events 

are recognised in applied behaviour analysis, but they are distinguished from public 

events only in terms of their accessibility. Radical behaviourism offers a critique of 

mentalism, a tendency in the social and behavioural sciences and in western 

European culture in general to attribute behaviour to an hypothesised inner entity.

Applied behaviour analysis involves classical conditioning, operant 

conditioning and modelling. Operant conditioning is based on the principles of
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behaviour which comprise positive reinforcement, negative reinforcement, and Type 

1 and Type 2 punishment. It is acknowledged that the application of the principles of 

behaviour to humans in applied settings is difficult because of the complexity of the 

human behavioural repertoire, the complexity of controlling variables, and because 

of the reinforcement histories of individuals.

Social work’s objections to behaviour therapy relate to its essentially 

scientific character, which emphasises the importance of evaluation. Applied 

behaviour analysis shares this characteristic with behaviour therapy in general, and 

it is therefore possible to consider the position of applied behaviour analysis in 

relation to social work in terms of social work’s objections to behaviour therapy in 

general. These have been on either political or on philosophical grounds. The 

introduction of behavioural methods into social work has generated intense debate 

during the last 30 years. The debate, whether conducted in terms of positivism 

versus post-modernism, or quantitative versus qualitative methods has been 

polarised and ideological. This debate within social work has replicated the terms of 

a debate which has been conducted in the broader evaluation community. As no 

convincing resolution to this debate is yet apparent, persuasion through 

demonstration rather than debate has been advised.

There are currently no ethical guidelines for social workers who undertake 

practice-based research in Ireland, although it has been suggested that ethical 

principles pertaining to social work practice pertain equally well to practice-based 

research. It has also been suggested that there is an ethical imperative to choose 

social work practice methods on the basis of empirical evidence, rather than on the 

basis of preference, affiliation or reflexive practice. Specific ethical issues arise in 

the course of behavioural assessment and intervention with children which relate to 

children’s rights, consent, professional judgement and social values.
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Chapter 2

CHILDHOOD CONDUCT DISORDER

Introduction

All children, at one time or another during the course of childhood, behave in 

ways that can be termed antisocial. This is because all children, as part of the 

learning and socialisation process, break family or community values, expectations 

or rules. Although rule-breaking behaviour in children is very common, it varies 

greatly according to the age of the child, and must therefore be seen in the context 

of overall development (Achenbach, 1991). Antisocial behaviours such as hitting, 

cheating, stealing, truancy or lying are usually transient and do not attract clinical 

attention. However, children and adolescents in whom these behaviours persist and 

become more serious usually come to the attention of professionals in the health 

and social care, educational or juvenile justice systems. The term conduct disorder 

has been applied to children who break family or societal rules to this extent:

The term conduct disorder is used to refer to instances when children 

evidence a pattern of antisocial behaviour, when there is significant 

impairment in everyday functioning at home or at school, or when the
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behaviours are regarded as unmanageable by significant others. (Kazdin 

1987, p. 187).

Although the terms antisocial behaviour, as applied to problem behaviour which 

occurs in the course of normal development, and conduct disorder, as applied to 

problem behaviour which is of clinical significance, suggest two distinct patterns of 

behaviour, the definition and classification of child behaviour problems is by no 

means straightforward. Wolff (1977) queried whether childhood conduct problems 

can be classified with the same degree of rigour as other clinical syndromes. Usually 

clinical syndromes are categorised either by the occurrence of clusters of common 

symptoms or by a single conspicuous symptom. For example, autism involves the 

presence of a range of symptoms which include ecolalia or mutism, stereotypical 

behaviours, lack of social behaviours and fixation on particular objects. Encopresis, 

however involves only the single symptom of soiling. The definition of conduct 

disorder differs from other clinical syndromes because it involves both the 

consideration of specific instances of antisocial behaviour by the child and of the 

effect of these behaviours on others:

At the core of these disorders is an unresolved question about the nature of 

the child’s insensitivity to others and what may appear to be a diminished 

capacity to learn from experience. As a result, in defining them greater 

emphasis is given to the impact of such behaviour on others than on the 

personal distress or discomfort of the individual child (Earls, 1994, p. 308).

In an attempt to draw some kind of diagnostic distinction, Wolff (1977) looked at the 

boundary between delinquent and non-delinquent disturbances of conduct. This 

distinction is difficult to sustain, however, due to the occurrence of broad and 

overlapping patterns of behaviour. Wolff (1977) therefore concluded that conduct 

disorder cannot be defined as rigorously as other clinical syndromes:
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... we shall have to do without specific syndromes and limit ourselves instead 

to considerations of the general associated, antecedent and outcome factors 

related to children who, whatever else may be the matter with them, also 

display aggressive, acting-out but non-delinquent behaviour (p. 490).

The term conduct disorder, then, does not refer to a clinical syndrome in the 

traditional sense. It is a diagnostic category which has limitations, both in terms of 

the identification of individuals with the disorder, and because “... the correlates of 

such behaviour are likely to be less valuable in the management of individual cases 

than if we were dealing with a more specific clinical syndrome” (Wolff, 1977, p. 490).

This chapter reviews childhood conduct disorder in terms of the methods by 

which it is classified, its prevalence, and its course and outcome. A range of factors 

which are associated with conduct disorder are reviewed comprising child-specific, 

ecological and family factors. These factors are reviewed in terms of their 

implications for parent-child interactions. Finally, the role of parent-child interactions 

in the development and maintenance of child conduct disorder is discussed.

Classification

Three distinct methods of classifying child behaviour disturbance have been 

identified, all of which are relevant to research and clinical intervention (Sanders & 

Dadds, 1993). These are:

1. The diagnostic taxonomy

2. The dimensions of dysfunction approach

3. The behavioural approach

1. The diagnostic taxonomy. This is a classification of symptoms upon which the 

diagnosis of a disorder by a medical practitioner is based. Diagnostic
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taxonomies summarise symptom clusters by giving them a common label, and 

the diagnosis is made on the basis of explicit criteria for inclusion or exclusion, 

such as for example the number or the duration of symptoms. There are 

currently two main systems of classification; The Diagnostic and Statistical 

Manual of Mental Disorders (DSM -1V Draft Criteria) (American Psychiatric 

Association, 1993), and The ICD -10 Classification of Mental and Behavioural 

Disorders (World Health Organisation, 1992). The two systems of classification 

were developed independently until recently, when an increasing level of 

interaction between them has led to a convergence of definitions (Earls, 1994). 

Both systems of classification distinguish between behavioural problems which 

occur in early childhood which are classified as oppositional defiant disorder 

(ODD), and those which occur in late childhood and adolescence, which are 

classified as conduct disorder (CD). Conduct disorder is rarely diagnosed in 

children who are less than six years of age.

Both ODD and CD involve a pattern of behaviour which leads to impaired 

functioning in the social, the academic or (in the case of adolescents) the 

occupational spheres. In order for a diagnosis of ODD to be made, a pattern of 

negativistic, hostile and defiant behaviour lasting at least six months must be 

present, as well as at least four of the following eight symptoms; throwing 

tantrums, arguing with adults, defiance and refusal to comply with adult rules, 

blaming others, and annoying, touchy, angry or resentful behaviour. The ICD -10 

elaborates on the distinction between ODD and CD:

It is defined by the presence of markedly defiant, disobedient, provocative 

behaviour and by the absence of more severe dissocial or aggressive acts 

that violate the law or the rights of others. (World Health Organisation, 1992, 

p. 270).
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A diagnosis of CD therefore requires the presence of a pattern of behaviour 

which is repetitive and persistent, and which involves the violation of either the 

rights of others or of social rules, as well as impaired social, academic or 

occupational functioning. Fifteen symptoms of CD are categorised in terms of 

aggression to other people and animals, destruction of property, deceitfulness or 

theft, and serious violations of rules. Aggression to other people and animals 

comprises; bullying, initiating fights, using a weapon which can cause serious 

physical harm, causing physical cruelty to people, causing physical cruelty to 

animals, mugging, and coercing a person into sexual activity. Destruction of 

property distinguishes between fire-setting and deliberate destruction of property 

by other means. Deceitfulness or theft comprises; breaking and entering, lying to 

obtain goods or favours, and stealing. Serious violations of rules comprise; 

staying out at night, running away, and truanting. A diagnosis of CD requires the 

presence of at least three symptoms in the previous twelve months, and the 

presence of at least one symptom in the previous six months. Both systems of 

classification distinguish between childhood onset CD, where the disorder 

occurs before the age of 10, and adolescent onset CD, where the disorder does 

not occur before the age of 10. The severity of the disorder is also rated as mild, 

moderate or severe.

The integrity of ODD as a discrete clinical syndrome has been challenged on 

a number of grounds. Firstly, it has been suggested that the symptoms of ODD 

are not serious enough to amount to a handicapping condition, and therefore do 

not constitute a psychiatric disorder (Rutter & Shaffer, 1980). Secondly, 

empirical evidence suggests that ODD is not a distinct clinical syndrome. A 

comparison of children with a diagnosis of ODD, CD and normal children found 

that that although ODD is not a variant of normality, it is not distinct from CD, but 

is perhaps a mild variant of CD (Schachar & Wachsmuth,1990). Thirdly, as well
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as the apparent overlap between CD and ODD, both syndromes also overlap 

with the syndromes of overactivity and attention deficit.

It has also been suggested that the overlap between CD, ODD and the 

syndromes of overactivity and attention deficit reflects diagnostic ambiguity as 

well as true comorbidity (Webster-Stratton & Herbert, 1994). Diagnostic 

ambiguity arises because, in contrast to CD and ODD, the definitions of 

syndromes of overactivity and attention deficit in the ICD and the DSM 

classification systems have not converged. The DSM -1V uses the term 

attention deficit /hyperactivity disorder (ADHD), whereas the ICD -10 refers to 

hyperkinetic disorders. Although both ADHD and hyperkinetic disorder involve 

similar patterns of behaviour, they differ in terms of the criteria for inclusion. A 

diagnosis of ADHD can be made if either inattention or hyperactivity- 

impulsiveness are present, whereas a diagnosis of hyperkinetic disorder 

requires the presence of both. Taylor (1994) suggests that the definition of 

hyperkinetic disorder refers to a pattern of behaviour which is less common, but 

more distinct from child conduct problems:

The reluctance to make impulsive behaviours a sufficient ground for the 

diagnosis stems from the likelihood that behavioural ratings of impulsiveness 

tap a much wider range of behaviours than those likely to contribute to the 

definition of the core disorder (p. 288).

Diagnostic ambiguity arises because impulsive behaviours which are included 

as symptoms of ADHD, such as “blurts out answers”, “difficulty awaiting turn” 

and “interrupts or intrudes on others” (American Psychiatric Association, 1993, 

p. 64) are easily confounded with symptoms of ODD such as “argues with 

adults”, “refuses to comply with adults’ requests or rules” and “often deliberately 

annoys other people” (p.68).
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Comorbidity between ADHD and ODD is evident among children who are 

referred for help due to disruptive behaviour, many of whom display hyperactivity 

as well as defiant and oppositional behaviour (Szatmari, Offord and Boyle,

1989). Never-the-less, ADHD is associated with developmental delays in 

cognitive, language and motor skills which are not associated with either CD or 

with ODD (Schacher, 1991). The symptoms of ADHD and CD among children 

with both disorders tend to be more extreme and more resistant to treatment 

than those of children with either disorder (Taylor, 1994). The differentiation 

between ADHD and CD or ODD is therefore important in terms of research and 

clinical intervention:

The association with conduct disorder is so strong that researchers must 

always take it into account, and clinicians must be wary in their interpretation 

of the literature lest they base their management of hyperactivity on findings 

that were wholly attributable to conduct disorder (Taylor, 1994, p. 285)

The adoption of common criterion symptoms by both the ICD -10 and the 

DSM -1V represents a move towards a more standard classification of child 

conduct problems. Never-the-less, the classification of child conduct problems in 

terms of these two major diagnostic taxonomies has been criticised on a number 

of grounds. Firstly, it has been argued that the criteria for reaching a diagnosis in 

terms of a specified number and a specified duration of symptoms are quite 

arbitrary (Kazdin, 1995). Secondly, the symptoms which have been included in 

the most recent editions of the DSM and the ICD include symptoms which are 

more likely to be committed by males, and therefore display a gender bias. The 

symptoms which are more likely to be committed by males involve acts of 

extreme violence, such as cruelty, coercive sexual activity and mugging.

Criterion symptoms which have been excluded, such as use of alcohol and 

drugs, precocious sexual activity, and running away are forms of antisocial
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behaviour which are more prevalent among girls (Robins, 1991). Thirdly, it has 

been suggested that symptoms of CD should not be applied in fixed terms 

throughout childhood and adolescence, but should vary with age, as some of 

these symptoms do not occur in younger children (Kazdin, 1995).

2. The dimensions of dysfunction approach. This approach to the classification 

of child conduct problems identifies the degree to which a child’s behaviour 

varies from that of a normative comparison group. The approach is 

characterised by the use of behavioural checklists, such as the Child Behaviour 

Checklist (CBCL) (Achenbach, 1991), the Conners’ Rating Scales (CRS) 

(Conners, 1990) and the Eyberg Child Behaviour Inventory (ECBI) (Eyeberg & 

Ross, 1978). These checklists contain lists of specific behaviours which are 

deemed to be constituents of categories of behaviour, termed dimensions of 

dysfunction. The dimensions of dysfunction in the CBCL comprise; withdrawn, 

somatic complaints, anxious/depressed, social problems, thought problems, 

attention problems, delinquent behaviour and aggressive behaviour. A measure 

of internalising behaviour is derived from aggregating scores on the subscales 

for withdrawn, somatic complaints, and anxious/depressed. A measure of 

externalising behaviour is derived from aggregating scores on the subscales for 

delinquent and aggressive behaviour. The dimensions of dysfunction and the 

specific items of behaviour are empirically derived from studies of problem 

behaviour among populations of children and adolescence, and take into 

account the child’s age and sex (Eyberg & Robinson, 1983). Behavioural 

checklists provide a means of comparing a child’s behaviour with that of a 

normative comparison group which is matched to the child in terms of age, sex 

and nationality. The checklists are used for screening, for identifying reasonable 

therapeutic goals, and for evaluating the effectiveness of interventions. They can
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be used by a wide range of personnel including “psychologists, social workers, 

physicians, counsellors, psychiatric workers, paediatric nurses, teachers, school 

officials, and pastoral counsellors” (Conners, 1990, p. 4). Behavioural checklists 

are designed to be completed by parents and teachers and provide information 

about the child from the perspective of adults who see the child in very different 

circumstances.

The classification of childhood disorders according to dimensions of 

dysfunction assumes that disorders can be distinguished on the basis of the 

number and intensity of problems which children experience. However, the 

dimensions of dysfunction which are associated with conduct disorder vary 

considerably, and range from delinquent to non-delinquent behaviour. It is also 

difficult to establish concrete normative data of antisocial or conduct disordered 

behaviours as family and cultural norms and values differ considerably and what 

is considered antisocial in one family or culture may well be acceptable in 

another.

3. The behavioural approach to the classification of child behaviour problems 

relies on a clear description of the individual’s repertoire and focuses on 

excesses and deficits of behaviour within the context in which the behaviour is 

performed (Sanders & Dadds, 1993). A behavioural approach to child conduct 

problems focuses on the actual behaviour of the child. A dear description of the 

child’s behaviour is obtained by observing the child in the natural setting, such 

as the home or the dassroom. It identifies how the child’s behaviour is 

influenced by aspects of the environment (such as home, school or community). 

The influence of the environment upon the child’s behaviour is described in 

terms of the laws of behaviour (See p. 21, Ch. 1). The behavioural approach is 

characterised by its focus upon specific behaviours as primary sources of 

interest. The approach does not involve the process of inferring that specific
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behaviours are symptomatic of another underlying entity, such as a disorder or 

dimension of dysfunction. It also advocates the use of behavioural descriptions 

which are precise, and which facilitate measurement in terms of frequency, 

duration and latency. The precise measurement of target behaviours is the first 

step towards effective intervention:

... once we have identified a target behaviour, a behaviour selected for 

change, the problem lends itself to treatment because behaviour analysts 

have developed a large number of treatment procedures aimed at changing 

specific and measurable behaviours (Grant etaL, 1994, p. 7).

The classification of child behaviour disturbance according to diagnostic 

taxonomies and dimensions of dysfunction is attended by the disadvantages which 

are associated with the use of summary labels (See p. 15, Ch. 1). Never-the-less, 

both methods of classification provide a common international language of child 

psychopathology to clinicians and researchers (Sanders et a i 1993). The 

internationally accepted terminology has in turn provided a basis for epidemiological 

studies (e.g. Robins, 1991). However, diagnosis and classification do not 

necessarily assist in the management of specific cases of child behaviour 

disturbance (Wolff, 1977). The behavioural approach to classification is based on 

precise descriptions of behaviour which facilitate effective intervention, rather than 

on summary labels. Each of the approaches to the classification of child conduct 

problems has advantages and disadvantages in terms of research and clinical 

practice, and the incorporation of all three methods into the assessment and 

treatment process has been advocated (Sanders et a i, 1993: Ollendick & Hersen, 

1985).

While a broad range of terms have been used to describe child problem 

behaviour, the term conduct disorder, based on Gardner’s (1992) definition, rather



Childhood conduct disorder 52

than connoting a formal medical diagnosis, is used where possible in this thesis1. 

The definition was proposed on the basis that it has practical utility and empirical 

support:

Children with CD exhibit a wide range or behaviours that can be classified as 

antisocial to some degree, such as aggression, temper tantrums, 

disobedience, destructiveness, rudeness, defiance, lying, restlessness, and 

disruptiveness at school. To be considered as conduct-disordered, children 

need to show several of these behaviours, persisting for at least six months, 

and occurring more frequently than in most children of the same age. 

(Gardner, 1992, p. 136).

Prevalence

The prevalence of childhood conduct disorder has been examined in a 

number of epidemiological studies. These studies differ in terms of the measures of 

behavioural deviance, the criteria for inclusion, the age of the child and the 

geographical location. Not surprisingly, different rates of prevalence are reported.

The prevalence of behavioural problems in children of pre-school age who 

lived in the London borough of Waltham Forest was examined in the first phase of a 

prospective study of children aged 3-7 years and their families, which found that 

78% of children did not demonstrate clinical disturbance; 15% demonstrated mild 

clinical disturbance; 6% demonstrated moderate clinical disturbance; and 1 % 

demonstrated severe clinical disturbance (Richman etal., 1982). The prevalence of 

behaviour problems in 7-year-old children was examined in a longitudinal study of 

child health and development from birth to seven years of age in Dunedin, New 

Zealand which found that a high level of problem behaviour was identified in 17% of

1 The adjective conduct-problem is used in preference to conduct disordered throughout this 
thesis, on the basis that it is less suggestive of an underlying disorder and does not 
constitute a label to the same extent.
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children by parents, in 9% by teachers, and in 6% by both parents and teachers 

(McGee, Silva, & Williams, 1984). The prevalence of conduct problems among 10- 

11-year-old children living on the Isle of Wght was examined in an epidemiological 

study of childhood disorder which found that the prevalence rate for conduct 

disorder was 4% and for neurotic disorder (the second most common condition) was 

2.5% (Rutter, Tizard, & Whitmore, 1970). A study of psychiatric disorder in a sample 

of 10-year-old Norwegian children, which used a screening and individual 

assessment procedure similar to the Isle of Wight study, found a prevalence rate of 

5% for unspecified psychiatric disorder (Vikan, 1985).

These studies suggest that the prevalence of childhood disorders varies 

according to geographical location. A systematic comparison of the rates 

prevalence of childhood psychiatric disorder in an urban and a rural setting was 

conducted by Rutter, Cox, Tupling, Berger and Yule (1975). The prevalence of 

psychiatric disorder in 10-year-old children from a typical inner London borough 

(ILB) was compared with those from the Isle of Wight (IOW). Among the ILB 

children, 19% were rated as deviant on teacher questionnaires, in comparison with 

11% of IOW children. When these children were assessed individually, 25% of ILB 

children received a psychiatric diagnosis in comparison to 12% of IOW children. The 

increased prevalence of disorder in ILB children applied to both conduct and 

emotional disorders. A similar comparison between the prevalence of childhood 

disturbance among children between 7 and 10 years in an urban and a rural setting 

in an Irish context (Fitzgerald & Kinsella, 1989). The urban setting was socially 

disadvantaged and characterised by high-density housing, over-crowding and 

unemployment. The rural area comprised a small market town which included some 

industry, agriculture and service industries. Among urban children, 35% were rated 

as behaviourally deviant in comparison with 11% of the rural children.
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Course and outcome

Childhood conduct problems have traditionally been seen either as transient 

milestones which occur in the course of normal development or as being no more 

than the reflection of disapproval of what constitutes normal behaviour among 

working class children by middle-class teachers (Robins, 1981). The advent of 

prospective and retrospective longitudinal studies has begun to dispel both of these 

traditional views. While it is true that some problem behaviours, such as tantrums 

between ages 2 and 3, can be seen within a developmental framework, it is also 

true that problem behaviours persist in some children. Researchers have 

increasingly attempted to distinguish between problem behaviour which is part of 

normal development, and persistent problem behaviour which constitutes a disorder 

and which merits clinical intervention. In this section, the course of conduct disorder 

during childhood is traced, as well as the continuities and discontinuities between 

childhood conduct disorder and antisocial behaviour in adolescence and adulthood.

The course of conduct problems in childhood

Children of preschool age manifest problem behaviours most frequently in 

the general areas of feeding, sleeping, manageability, and bowel and bladder 

control. Richman etal. (1982) found that 16% of 3-year-old children were rated by 

their parents as having poor appetite, 14% woke at night, 10% were difficult to 

control, 12% soiled and 37% were noctumally enuretic. Jenkins, Bax and Hart 

(1980) found similar rates of frequency for individual items in the same behavioural 

domains among a sample of preschool children, 12% had poor appetite, 8% had 

sleep difficulties, 10% had management difficulties, and 29% were nocturnally

enuretic.

Child problem behaviours do not necessarily indicate the presence of 

behavioural disturbance, but can also reflect developmental immaturity in a specific 

domain which usually resolves in the course of normal development. For example,
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Richman et al. (1982) found that nocturnal enuresis declined from 34% at 3 years to 

4% at 8 years among a sample of children which was representative of those living 

in Waltham Forest. Similarly Rutter et al. (1970) found that enuresis and thumb

sucking declined in children between 10 and 12 years.

Behavioural disturbance is indicated by the presence of problem behaviours 

across a range of domains, such as sleeping, feeding and manageability, rather 

than by the presence of circumscribed problems within one domain. Richman et al. 

(1982) found that 3-year-old children who had been allocated to a problem group on 

the basis of scores above a cut-off point on screening checklists which were 

completed by parents manifested significantly more of the following problem 

behaviours than children in a matched control group; poor appetite, difficulty settling 

at night, waking at night, overactive and restless behaviour, poor concentration, 

dependency, attention-seeking behaviour, tempers, being difficult to control, 

unhappy mood, worries, fears, poor relationships with siblings, and poor 

relationships with peers. Furthermore, Richman et al. (1982) found that problem 

behaviours such as over-activity, poor concentration, attention-seeking behaviour, 

being difficult to control and temper tantrums were more prevalent among the 

behaviour problem group, and also persisted more between the ages of 3, 4 and 8 

than they did among a group which was representative of the total population. 

Children in the problem group also showed significantly higher rates of problems in 

bowel and bladder control. At 8 years, although problem behaviours associated with 

over-activity had decreased in the behaviour problem group, this group continued to 

exhibit a broad range of problem behaviours including tantrums, attention-seeking 

behaviour, stealing and getting into fights. The authors conclude;

behaviour arising out of adverse parent-child relationships or an inability to 

withstand frustration is therefore distinctly less likely to decline with age in
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children who show generalised emotional and behavioural disturbance (pp 

77-78).

Similarly, Campbell, Ewing, Breaux and Szumowski (1986) found that 50% of 

children whose parents had sought help due to behaviour problems at 3 years 

continued to display clinically significant problem behaviours at 6 years, and that 

externalizing behaviours such as aggression predominated.

Continuity from childhood and persistence in adolescence

The study of the persistence of conduct disorder from childhood to 

adolescence is complicated by the reliance upon police and court statistics in 

adolescent studies, whereas childhood studies usually rely upon parents as sources 

of information. Loeber (1991) identified the reliance upon arrest statistics which 

provide a crude measure of general antisocial activity in comparison with youth self- 

reports, as one factor which accounts for a general underestimation of the continuity 

of disruptive/antisocial behaviour in adolescence by researchers. Other explanations 

cited include; the use of a narrow definition or a single mode of antisocial behaviour 

such as aggression; the use of short time-frames which lead to the conclusion that 

non-recurrence of criminal behaviour equates with cessation from antisocial 

behaviour; the conceptualisation of antisocial behaviour as continuous, rather than 

as both continuous and intermittent; and the use statistical procedures in prediction 

studies which often result in minimal estimates (Loeber, 1991). Despite the apparent 

discontinuity between child conduct disorder and juvenile delinquency, a review of 

longitudinal studies of conduct problems in childhood and adolescence, including 

the Waltham Forest Study (Richman et a/., 1982), and the Isle of Wight Study 

(Rutter et a!., 1970) concluded:

... between 10 and 15 years, and probably between 8 and 15 years, it is 

likely that there is little change in the overall proportion of children showing 

disturbances of conduct, although patterns of behaviour and the
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administrative recognition of delinquent activities change during these years 

(Rutter & Giller, 1983; p. 51).

It has also been suggested that the dramatic increase in the rate of criminal 

conviction of children over 13 years of age can be attributed to the use of police 

cautioning of younger children as an alternative to conviction, rather to the sudden 

onset of antisocial behaviour at age 13 and over (West, 1982).

Early childhood conduct problems have been strongly implicated in the 

persistence of antisocial behaviour in adolescence (Farrington, 1985; Farrington, 

Loeber, & Van Kammen (1990). Official arrest statistics indicate that the rate of first

time criminal convictions peaks during adolescence before declining in early 

adulthood (West, 1982). The decline in the overall rate of offences in late 

adolescence, as well as the decrease in the rate of first-time offences during these 

years suggest that the acquisition of a criminal conviction in adolescence does not 

necessarily indicate the beginning of a long criminal career, as a large number of 

adolescents acquire only one or two convictions (West, 1982). Adolescents who 

acquire a high number of convictions are distinguished by early initial conviction 

(West, 1982; Farrington, 1985).

Although the continuity of antisocial behaviour in adolescence has been 

established for some individuals, it is equally evident that many individuals desist 

from antisocial behaviour. A number of pathways have been proposed to account 

for patterns of continuity and discontinuity of antisocial behaviour in adolescence. 

Robins (1981) identifies a sequence in the development of antisocial behaviours 

during the course of adolescence, in which truancy and school failure are 

succeeded by smoking, drinking, and sexual activity. Illicit drug use and delinquency 

by theft are characterised by late onset and are often accompanied by school drop

out and departure from the family home. Loeber (1991) distinguished between an 

aggressive/versatile pathway and a non-aggressive pathway of antisocial behaviour
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in adolescence. The aggressive/versatile pathway is characterised by the onset of 

conduct problems during early childhood, including problems of hyperactivity and 

inattention, which are less likely to be outgrown. This pathway is also characterised 

by high rate, “versatile” forms of antisocial behaviour, which often include substance 

abuse. The non-aggressive pathway is characterised by late onset, includes more 

females, and includes more concealing, non-aggressive forms of antisocial 

behaviour with or without substance abuse. The non-aggressive pathway is also 

characterised by a higher rate of remission than the aggressive/versatile pathway.

Moffitt (1993) distinguishes between adolescence-limited and life-course- 

persistent antisocial behaviour. Life-course persistent antisocial behaviour occurs in 

about 5% of males and is stable across time and circumstances. Poor scores on 

tests of language and self-control, and the symptoms of inattention, over-activity 

and of ADHD which have been noted among persistently antisocial adolescents 

suggest subtle dysfunctions of the nervous system and a biological basis to this 

pattern of antisocial behaviour (Moffit, 1993). Adolescence-limited antisocial 

behaviour is characterised by the absence of behavioural precursors in childhood 

and by the cessation from antisocial behaviour before adulthood. It is highly 

prevalent among adolescents to the extent that it constitutes normal adolescent 

behaviour, and is not continuous across time and situations. It has its basis in the 

discontinuity between adolescence and adulthood in modem secular society. Moffitt 

(1993) contends that the early onset of biological maturity, combined with the 

absence of rites of passage during adolescence which confer social status and 

which clearly delineate the assumption to new roles and responsibilities, have led to 

the emergence of adolescent subcultures,

Contemporary adolescents are thus trapped in a maturity gap, chronological 

hostages of a time warp between biological age and social age (p. 687).
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.. . «¿thin the confines of adolescent subculture, where adult Moffit (1993) proposes that within tne com..

■ a i;_i «Up antisocial behaviour of the small number of role models are not influential, the antisocial

. antisocial provides a highly visible model to other individuals who are persistently antisocial p.uv

adolescents. Whereas the extreme antisocial behaviour of the minority persists into 

adulthood, the antisocial behaviour of the majority for whom it provides a model is

confined to adolescence.

Persistence into adulthood

in view of the persistence of conduct problems from childhood to 

adolescence in some children, it is not surprising that a high degree of continuity has 

been found between child conduct problems and serious adjustment problems in 

adu« Robins (1966) examined the aduh outcome of children who had been 

referred to a child guidance clinic due to antisodal behaviour and found that ex- 

patients dWered from a matched control group in many aspects of personal 

relationships and social partidpation. There was evidence of a higher rate of 

geographical mobilKy and a history of troubled personal relationships among males. 

Both male and female ex-patients had higher rates of divorce than the control 

group. A higher proportion of the ex-patients were unemployed or in unskilled jobs, 

had lost al, contact vrith their immediate family, and lacked significant friendships.

A high degree of continuity between child conduct problems and adult 

criminality has been established in a number of longKudinal studies (Robins, 1966; 

Quinton, Rutter, S Gulliver, 1990; Mitchell & Rosa. 1981; Huesmann, Eron, 

Lefkowitz. ft Waider, 1984). Robins and McEvoy (1990, found .ha, childhood

~ o nrprursor to drug abuse in adulthood. Despite the high 
conduct problems were a precu

ra. u kuaon rhildhood antisocial behaviour and adult degree of continuity between ch
■ . Kxahav/imir does not persist into adulthood in the majority maladjustment, antisocial behaviour does no ^

t u- -1 Ofifi- Robins 1978; Mitchell et al., 1981).of cases (Robins, 1966, KODins,
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Child-specific factors

The study of childhood behaviour problems differs from the study of 

personality structures in the emphasis which it places on the role of the environment 

in the development and maintenance of behaviour problems. This contrasts with the 

earlier constitutionalist trend, which focused upon heredity and constitution as the 

basis for personality structure (e.g. Freud, 1936; Klein. 1932). Despite the emphasis 

upon environmental factors in the field, Webster-Stratton and Herbert (1994) refer to 

the emergence of a child deficit hypothesis which proposes that elements of the 

child’s internal organization at a physiological and neuropsychological level make a 

partial contribution to the development of behaviour problems. This hypothesis has 

led to a number of child-specific factors being implicated in the development of 

childhood behaviour problems including; gender, temperament, neuro-psychological 

impairment, social skills deficits and academic deficits.

Gender

Childhood conduct problems are more prevalent among boys. Richman et 

al. (1982) found that the male:female gender ratio for the prevalence of conduct 

problems at 3 years was 1 .5 :1 , which had increased to 1.7:1at 8 years. Rutter etal. 

(1970) found that the male:female gender ratio for conduct disorder among a 

population of 10- and 1 1 -year old children was 3.7:1.

There is some evidence to suggest that the course and outcome of conduct 

problems among boys and girls differ, and that conduct problems are associated 

with restlessness, overactivity and with developmental immaturity in boys but not in 

girls (Richman etal., 1982). During adolescence, however, a reversal is evident in 

the prevalence of psychiatric disorder among boys and girls. While psychiatric 

disorders are more prevalent among boys during childhood, most disorders become 

more prevalent among girls during adolescence (McGee, Feehan, Williams,
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Partridge, Silva, & Kelly, 1990). The reversal to «he prevalence of general disorders

among toys and girls between 1 1  arid 1 5  years Is also evident In relation to non-

aggressive conduct disorder (McGee, Feehan, Williams, Anderson, Silva, &

Kelly,1991). McGee eta/. (1991) noted that, after depression, non-aggressive

, thp nearest increase between 11 and 15 years andconduct disorder showed the c

concluded that;

In part, this reflects the greater availability of alcohol and Illicit drugs (primarily 

marijuana) at adolescence. However, in the sample as a whole, there have 

been considerable Increases In the occurrence of petty theft, truancy, glue 

sniffing, and the use of cannabis, other illegal drugs, and alcohol across the 

adolescent years. This seems to have been particularly so for adolescent

girls (pp. 56-57).

Explanations for the gender deferences in the prevalence and persistence of 

conduct problems in childhood and adolescence lend to incorporate both biological 

and environmental influences. For example, Rlchman ef at (1982, conclude that the

and lower developmental scores among boys association between restlessness ana ww

. . nrnh|Pms “ suggests that in boys either constitutionalwith persistent conduct probie

oral immaturity enhance sensitivity to stress, or that some factors producing general imrnatumy

. adverse emotional environment are selectively harmful to factors such as an early adverse emuu

boys because they interne. * »  factors such as poor quaiity of sflmulaflon which 

also lead to poor eariy developmental status’ (p. 141). Slmilariy, Earis ,1994) has

* nnn ennressive conduct disorder in adolescent girls is suggested that the onset of non-aggressive

, factors such as the earlier physicalfacilitated by the interaction of biological factors.

fartors such as recruitment into older peer networks maturation, and environmental factors, suen

which are already involved in deviant activity.

It has been suggested that the influence of biological factors upon gender

. of annression may be direct, for example throughdifferences in the development of aggression y
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the role of hormones in generating a differential sensitivity to eliciting stimuli, or 

indirect, for example through the selective reinforcement of nurturing behaviour and 

the inhibition of aggression in girts because of their role in child-bearing and child- 

rearing (Maccoby & Martin. 1983) (See histories of reinforcement, p. 27, Ch. 1). 

Parke and Slaby (1983) suggest that biological differences serve as setting 

conditions for differential responses by parents which promote different patterns of 

aggressive behaviour in males and females. Biological differences include; a lower 

pain threshold among newborn males, greater skin sensitivity among newborn 

females and greater muscularity and strength among boys. Differential parenting 

responses include; the positive reinforcement of play with sex-typed toys such as 

guns in boys; the discouragement of aggression, competitiveness and “tomboyish” 

behaviour in girls, and the tendency to use physical punishment with boys and 

inductive techniques such as reasoning with girls.

Neuro-psychological Deficits

Child conduct problems are often accompanied by deficits across a range of 

domains which include concentration, motor co-ordination, emotional regulation, 

verbal functioning and language comprehension. Although these deficits are not as 

pronounced as they are among children with specific developmental delays, the 

consistently poor scores achieved by children with conduct problems on tests of 

language, self-control and cognitive ability suggest that there may be an organic or 

neuro-psychological basis to these deficits among children with conduct problems. 

Neuro-psychological deficits have been defined as “the extent to which anatomical 

structures and physiological processes within the nervous system influence 

psychological characteristics such as temperament, behavioural development, 

cognitive abilities, or all three’ (Moffitt, 1993, p. 681). A number of studies have 

identified specific neuro-psychological deficits among conduct problem children (for 

example, Coble, Taska, Kupfer, Kazdin, Unis, & French. 1984; Schmidt, Solant, &
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Bridger, 1985). to an extent which suggests that children with conduct problems 

have specific neuro-psychological deficits. These deficits may be manifested as 

clumsiness, awkwardness, over-activity, inattentiveness, irritability, impulsiveness, 

delay in reading and in reaching developmental milestones, difficulties In 

comprehension and expression, difficulty at staying on task, and difficulty In new 

learning situations (Moffitt. 1993). Goodman (1994). however, distinguishes between 

these -soft- neurological signs which reflect immature motor development, and 

■ • • P11(~h a history of seizures, spasticity, or an abnormalfrank signs of brain injury such as a msxory u.

electroencephalogram profile, and conclude

While such abnormalities add extra weight to the suspicion that something is 

wrong with the child ... these abnormalities do not prove that the something 

is the child's brain, (p. 174)

Goodman (1994) also notes that the adjustment problems of individuals who have 

distinguishing physical charac.ens.ics are assodated wrih soda, prejudice rather

4 Hcdaif and cautions against the attribution of childhood than genetic endowment in itself,

.. fault in the child’s brain” without consideration ofdisorders to “an inherited hardware fault in tne cn

environmental factors:

In a prejudiced sodety. for example, genes for skin pigmentation, short 

stature or adiposriy may be risk factors for peer rejection, low self-esteem, 

and secondary behavioural problems that have nothing to do with brain 

abnormalities (p. 174).

Similarly, although the developmental immaturity which is associated with

j  which is usually present at a sub-clinical level may have child conduct problems and whicn is us y k

• , u *e it ¡c not a sufficient explanation for the development and a neuro-physiological basis, it is not a sumo
maintenance of child conduct problems, but may serve as a setting event for 

environmental influences such as punitive parenting, peer rejection and academic 

failure. Other environmental factors also suggest themselves as possible
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explanations for the indicators of developmental immaturity which frequently 

accompany conduct disorder, especially in boys. These include; poor diet, food 

allergies, and an impoverished play environment.

Temperament

The study of temperament emerged in reaction to what was perceived as an 

exclusive concentration upon the role of environment in the development of child 

conduct problems;

It was our repeated experience in the early and mid-1950’s to find most of 

our colleagues reproaching us for returning to an outdated and discredited 

constitutionalist position when we expressed the idea that individual 

organismic behavioural differences important for development might exist in 

young children.... It was indeed the period of the “empty organism” for many 

workers and thinkers in psychiatry. (Thomas, Chess, & Birch, 1968, p. 6) 

Temperament is defined as “the behavioural style” of an individual, which is 

distinguished from motivation and ability (Thomas et a/., 1968, p. 4). It is considered 

to be an aspect of the individual’s constitution, rather than a response to the 

immediate environment, and is consistent across time and circumstance. From a 

behaviour analytic perspective, the concept of temperament, like that of conduct 

disorder, is a summary label (See p. 15, Ch. 1). From this perspective, temperament 

is an unhelpful concept because it deflects attention away from variables which 

control behaviour, and because its ambiguity leads to inconsistent findings. Never

theless it has been studied extensively in relation to conduct disorder. Earls (1994) 

identifies two distinct orientations in the study of temperament. Firstly, temperament 

is viewed as a stable organismic phenomenon which determines behaviour 

(Thomas e ta i, 1968; Scholom, Zucker, & Stollak, 1979; Reitsma-Street, Offord, & 

Finch, 1985). Secondly, temperament is viewed as an interactive concept, which
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provides a measure of how parents perceive and interact with the child (Scholom ef 

a/., 1979; Barron et a/., 1984; Simpson & Stevenson-Hinde. 1985).

Academic deficits

The concept of intelligence and its measurement have given rise to much 

controversy. A central controversy relates to whether IQ tests are free from cultural 

influences and provide a measure of innate intelligence (which can be used as the 

basis for claims of superiority by one social class or racial group over another), or 

whether an IQ test measures a sample of behaviour which is susceptible to cultural

influence (Rutter & Madge, 1977):

the concept of intelligence is an abstraction, but one which has proved to 

have considerable practical utility. In spite of its limitations, the IQ test 

continues to be the most reliable and valid indicator of current intellectual 

performance. However, it does not and cannot measure innate Intelligence

(p. 82).

Unlike IQ tests, which provide a measure of pedormance across a wide variety of 

tasks, reading tests assess performance on a task which is directly attributable to 

schooling. Reading tests therefore provide an important measure of academic

functioning.

Conduct disorder is strongly associated with both low IQ and reading delay 

(Rutter ef a/., 1970; Sturge, 1 9 8 2 ; West, 1982). Rutter ef a/. (1970) found that

antisocial boys vwth specie reading delays shared characteristics with boys who

. . „niw and thev differed from non-delayed antisocial boys had specific reading delays only, and tney

in having very poor concentration.

These findings make it very unlikely that reading backwardness commonly 

developed as a consequence of antisocial disorder. Rather, they suggest 

that antisocial behaviour developed as a consequence of educational failure
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or that the same pathogenic influences led to the development of both 

conditions (p. 250).

The finding that conduct problems are secondary to educational failure was 

only partially confirmed by Sturge (1982), who found that children with specific 

reading delay combined with conduct disorder more closely resembled a reading- 

delay-only group than a conduct-disorder-only group in terms of restlessness and 

poor concentration, but that there was a higher rate of family discord among the 

combined group. Sturge (1982) concluded that between specific reading delay and

conduct problems

there is no simple causal relationship but the association is a complex one. 

The hypothesis that reading retardation gives rise to antisocial behaviour 

cannot be the overall explanation for the association in London boys. The 

evidence of both the present study and the Isle of Wight study is against the 

reading problems being secondary to the antisocial behaviour. No common 

cause for both disorders is indicated by the present results (p. 29).

The studies which have been reviewed suggest that the association between 

childhood conduct problems and academic deficits is complex, and that no single 

explanation suffices. Never-the-less, it seems reasonable to conclude that the 

restlessness, poor concentration and developmental immaturity which have been 

strongly associated with conduct problems serve as obstacles to school adjustment 

and the development of reading skills.

Social skills deficits

Children with conduct disorder exhibit a range of aversive behaviours more 

frequently than other children. The behavioural excesses of children with conduct 

disorder are accompanied by social skill deficits, such as an inability to initiate social 

interaction appropriately, to share, to take turns and to problem-solve (Freedman, 

Rosenthal, Donahoe, Schlundt, & McFall,1978; Shinn, Ramsey, Walker, Stieber, &
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O'Neill, 1987). The social skills deficits of children with conduct problems are 

accompanied by cognitive distortions and poor problem-solving ability (Dodge & 

Newman, 1981; Richard & Dodge, 1982; Asamow & Callan, 1985).

The social skills deficit model proposes that the aversive behaviour of 

children with conduct problems which leads to peer rejection can be remedied by 

teaching children specific skills such as turn-taking, sharing, listening, and anger- 

management (Webster-Stratton, 1991). There is some evidence to challenge the 

hypothesis that children with conduct problems want the same social experiences 

as popular children, but lack the necessary skills. Asamow et al. (1985) found that 

boys in a negative status group evaluated aggressive solutions more positively and 

prosocial solutions more negatively than boys in a positive status group. Patterson 

et al. (1992) contend that this finding suggests that

...the use of aggressive strategies may involve more than just skill deficits 

...it appears that antisocial boys fail to use the social skills they do have. 

Time after time, their immediate reactions are coercive. This happens often 

enough that the negative events overshadow the much larger class of 

episodes in which their reactions are appropriate (or at least neutral) (pp 

130-131).

Patterson et al. (1992) therefore conclude that social skills deficits are secondary to 

coercive behaviour which develops and is maintained in response to coercive 

interactions within the home:

Our position is that teaching ...social skills is a useful adjunct to parent 

training, but these skills are neither necessary nor sufficient for reducing 

antisocial behaviour (p. 131).
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Intra-familial and extra-familial factors

While the early research upon child conduct problems focused upon dyadic 

interactions between mother and child, the focus of more recent research has 

broadened to include an ecological perspective which focuses upon hierarchical 

levels of interacting systems inside and outside the family (Dadds, 1987). These 

systems are thought to operate at a molecular or micro- level within the family in 

terms of patterns of interaction, and at a molar or macro-level outside the family in 

terms of broad social processes such social class, employment, poverty, ethnic 

status and cultural beliefs and attitudes. Patterson et at. (1992) identifies a concern 

with the relationship between context, or social structure, and family interaction 

patterns as characteristic of a social interactional perspective, and notes that the 

focus of research on child conduct problems has broadened to include molar as well 

as molecular events. Webster-Stratton (1990) distinguishes between intra-familial 

and extra-familial stressors which disrupt family functioning and notes that research 

on families of conduct-problem children has focused upon parent- and child- 

variables, to the exclusion both of intra-familial stressors (such as marital discord 

maternal depression and parental criminality) and extra-familial stressors (such as 

poverty, unemployment and overcrowding). This section therefore reviews the role 

which a number of intra-familial and extra-familial factors play in the development 

and maintenance of conduct disorder. Parental antisocial behaviour, maternal 

depression and family discord are reviewed initially. These are among the most well 

researched intra-familial variables, and they illustrate some of the processes 

through which conduct problems develop and are maintained within the family. 

Finally, the role of socio-economic disadvantage in the development and 

maintenance of conduct disorder is considered.
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Parental antisocial behaviour

A history of parental antisocial behaviour has been strongly associated with 

a range of measures of child and adolescent disturbance, all of which are indicative 

of childhood conduct disorder. Robins (1966) found that while behaviour difficulty or 

psychiatric disorder was noted in over 60% of the parents of children who were 

referred to a child guidance service due to conduct problems, this referred to 

nervousness in 78% of mothers, but to antisocial behaviour in 65% of fathers. 

Furthermore, Robins (1966) found that a history of parental antisocial behaviour 

significantly increased the risk that a child would merit a diagnosis of antisocial 

personality in adulthood. Nearly 30% of those whose father was chronically 

unemployed, or whose father or mother was arrested or deserted, received a 

diagnosis of antisocial personality in adulthood, which was nearly twice the 

percentage those whose parents had no known problems.1 Four types of paternal 

antisocial behaviour increased the risk of an adult diagnosis among those who had 

been less troubled as children; excessive drinking, chronic unemployment, 

desertion and non-support. Robins (1966) also found that the combination of 

paternal alcoholism and severe child antisocial behaviour led to a rate of adult 

diagnosis of over 50%, which was “the highest rate of sodopathy which we have yet 

encountered” (p. 161). Rutter et at. (1974) found a history of paternal imprisonment 

among 6.5% of IOW children who received an unspecified psychiatric diagnosis, in 

comparison with 1.3% of children from a normal control group. The comparable 

figures for ILB children were 20% and 7% respectively. Rutter etal., (1974) also 

found a history of paternal offending among 29% of IOW children who received an

The inclusion of chronic unemployment as an indicator of paternal antisocial behaviour is 
questionable, given that the data which was included in the study related to the six years 
between January 1924 and December 1929, when the rate of unemployment in St Louis 

was high, as it was in other cities in the United States.
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unspecified diagnosis, in comparison with 12.5% of children from a normal control 

group. The comparable figures for ILB children were 47.3% and 24.1% respectively, 

which was consistent with the finding that there were higher rates of childhood 

disorder and family adversity among ILB families. Robins, West and Herjanic (1975) 

found that, among an Afro-Caribbean sample in an inner city area, parental arrests 

were an extremely powerful predictor of children’s arrests, for both boys and girls. 

West (1982) found that a history of parental criminality was more predictive of 

juvenile delinquency than a number of other risk factors which included coming from 

a low-income or large family, having parents whose parenting ability received a low 

rating from social workers or having a below-average IQ. West (1982) also found 

that the risk of acquiring a conviction by 21 years was doubled if there was a history 

of paternal conviction. Over 50% of adolescents whose fathers had a history of 

convictions had been convicted themselves, and 35% were recidivists. By contrast, 

only 27% of adolescents whose fathers had no history of convictions had been 

convicted themselves, and only 14% were recidivists. Farrington (1985) found that 

having convicted parents at 10 years predicted convictions between 14 and 16 

years, between 17 and 20 years, and predicted antisocial tendencies (as indicated 

by such behaviours as heavy gambling, heavy smoking, driving after drinking, and 

sexual promiscuity) at 18 years. While these studies all indicate an association 

between parental and child antisocial behaviour, Huesman etal. (1984) found a 

stronger association between aggression in children and the level of aggression 

which their parents displayed when they themselves were children, than with the 

contemporary level of aggression which their parents displayed.

The studies which have been reviewed indicate that a history of parental 

antisocial behaviour, and paternal antisocial behaviour in particular, places children 

and adolescents at risk for behavioural disturbance, according to various measures 

of parental and child antisocial behaviour. Very little attention has been devoted,
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however, to identifying the mechanisms whereby the continuity between parental 

and child antisocial behaviour is established. Robins (1966) found some evidence to 

suggest that an adult diagnosis of antisocial personality was associated with having 

had a physically abusive father, but child physical abuse was taken as a separate 

indicator of antisocial parental behaviour, rather than as a parenting style of parents 

who were antisocial in other respects. Similarly, the surprising finding that fathers 

who were cold, but not physically abusive, had less children with an eventual adult 

diagnosis, did not necessarily apply to the parenting behaviour of fathers with 

antisocial behaviour. West (1982) found some evidence for an explanation, based 

on labelling theory, to the effect that once the stigma of conviction is applied to one 

family member, it increases the risk of a similar label being applied to other family 

members. Lytton (1990) concludes that while there is some evidence that antisocial 

behaviour is transmitted not only from parents, but from grandparents (for example 

Huesman etal., 1984), which gives some support for the argument that 

transmission is based on genetic inheritance, it is also likely that a parent whose 

antisocial behaviour leads to criminal conviction acts as a reinforcer and as a model 

for antisocial behaviour in the child.

Maternal depression

All studies of the prevalence of depression have found that the condition is 

twice as common among women than among men, both in the general population 

and in patient populations (Kendell, 1993). The gender difference in the prevalence 

of depression is greatest in early adulthood, as the prevalence of depression among 

women increases considerably during the reproductive years (Kendell, 1993) Three 

distinct forms of depression have been identified among women; postnatal 

depression (or baby blues), puerperal psychosis and maternal depression 

(Puckering, 1989). Postnatal depression is experienced by 50% of mothers and 

refers to a transitory disturbance of mood during the first 10 days after childbirth
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which involves of crying, irritability, depression and emotional lability. Puerperal 

psychosis involves confusion, perplexity, and lability of mood in the absence of a 

definite physical cause (Cox. 1993). Although puerperal psychosis is rare, occurring 

in only .02% of women, this figure represents a 20-fold increase in the prevalence of 

psychosis among women in general populations (Kendell, 1993).

Maternal depression refers to depression which may or may not arise after 

the birth of a child, but which is associated with child-rearing (Puckering, 1989). 

Maternal depression involves depressed mood, low self-esteem, a lack of hope for 

the future, and an inability to cope with the demands of everyday life. There is also 

an accompanying loss of energy, poor sleep, poor appetite, and general irritability 

(Kendell, 1993). The condition is less severe than endogenous depression or 

melancholia, and many mothers who fulfil the criteria for a major depressive episode 

never seek professional help (Kendell, 1993). Environmental factors have been 

found to play a significant role in the aetiology and maintenance of maternal 

depression. These include recurrent daily stressors, social class, housing, having 

young children, marital problems, the lack of full-time or part-time work outside the 

home, the loss of mother before adolescence, and a negative relationship with 

mother in childhood were also associated with depression.

Maternal depression has been strongly associated with the parental role. 

Women with young children are particularly vulnerable to depression (Browne & 

Harris,1978; Richman et a/.,1982; Jeffers & Fitzgerald, 1991; Leader, Fitzgerald & 

Kinsella 1985). There is evidence to suggest that the high rate of depression 

among mothers of young children is caused by the numerous daily stressors which 

the parental role involves (Patterson & Forgatch, 1990). Patterson etal. (1992) 

suggest that the higher prevalence of depression among mothers than among 

fathers of young children is associated with the burdensome nature of the 

caretaking role which falls primarily to mothers:
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The stress and aversive events that are part of family life take their greatest 

toll on mothers, who often are directly in the line of fire. ... Even under the 

best conditions (i.e., normal mother, intact family, normal infant), raising an 

infant exposes the mother to massive increases in aversive events and 

reductions in positive reinforcement, (p. 54)

Maternal depression appears to be more prevalent among mothers of young 

children whose caretaking needs are greater (Browne et a/.,1978), and mothers of 

children who exhibit behaviour problems are more likely to suffer from depression 

(Rutter et al., 1974; Richman et a/., 1982; Leader et a!., 1985). There is some 

evidence that the experience of depression in mothers influences their perception of 

their child’s behaviour (Webster-Stratton & Hammond, 1988), that specific child 

characteristics influence the perception of mothers who are depressed (Brody & 

Forehand, 1986), and that maternal ratings of child maladjustment vary according to 

the level of maternal depression and the gender of the child (Friedlander, Weiss, & 

Traylor, 1986).

The experience of depression in mothers appears to influence directly the 

manner in which they interact with their child. Rutter (1966) distinguishes between 

direct effects of psychiatric disturbance in a parent, where exposure to adult 

symptoms such as delusional and bizarre thinking is distressing to the child, and 

indirect effects where child distress is caused by the parent’s inability to parent 

adequately. Puckering (1989) suggests that the distinction between direct and 

indirect effects is not helpful because

... all parent behaviours to which a child is exposed can be seen as a 

component of child-rearing (p. 918).

Cox, Puckering, Pound, & Mills (1987) found that during joint activities, depressed 

mothers served to be more preoccupied, used a less positive tone, offered less 

explanation and persuasion, and engaged in shorter sequences of interaction than
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mothers from a control group. Children of the depressed mothers resorted to more 

high-intensity demands, which resulted in more frequent interactional sequences 

involving maternal attempts to assert control and consequent child distress. Lower 

level requests by the child were responded to less often by depressed mothers. 

Depressed mothers and their children were observed to be less responsive to cues 

from each other, particularly if the child showed significant emotional and 

behavioural disturbance. Maternal depression is also associated with negative 

parenting behaviours which include statements of criticism, hostility and physically 

negative behaviours (Conrad & Hammen, 1989; Webster-Stratton etal., 1988). 

There is also evidence that the adverse effect of maternal depression on parenting 

behaviour varies according to the severity of depression (Webster-Stratton et a/., 

1988).

Maternal depression has been strongly associated with child emotional and 

behavioural disturbance (Cox et al., 1987; Dumas, Gibson, & Albin, 1989). Hops, 

Biglan, Sherman, Arthur, Friedman, and Osteen (1987) found, however, that 

unhappy affect in depressed mothers served to suppress aggressive behaviour in 

family members. Dumas etal. (1989) found partial support for each of these 

apparently contradictory findings. Maternal depression was found to be associated 

with increased child compliance and decreased child aversive behaviour. In 

contrast, children of depressed mothers were significantly more emotionally and 

behaviourally disturbed than children of non-depressed mothers. Dumas and 

Gibson (1990) found evidence to support a third explanatory model which reconciles 

the apparently contradictory views on the relationship between maternal depression 

and childhood disturbance. According to this model, conduct disordered children of 

depressed mothers are selectively disturbed; they behave less aversively towards 

their mothers but behave more aversively towards siblings and fathers.
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These studies on the environmental determinants of maternal depression 

and the implications of maternal depression for child disturbance suggest that 

aversive parenting is the pathway through which ecological factors lead to child 

conduct disorder. A study which examined the causes of treatment relapse following 

behavioural parent training provides an analysis of this process (Wahler, 1980). A 

group of mothers who had been referred for clinical intervention because of 

oppositional behaviour in their child, and because of their own aversive reactions 

recorded the valency of their community interactions. Although parent-child 

problems decreased in response to parent training, treatment gains were not 

maintained and the daily rate of mother-child problems varied inversely with the daily 

rate of social contacts which the mother had with friends. Wahler (1980) proposed 

the term insular to describe mothers who perceive their social interactions, relatives 

and helping agencies negatively, and who experience little support from friends. 

Maternal insularity leads to aversive parenting practices which in turn lead to child 

conduct disorder.

Family discord

Attachment theory proposes that a stable family background is vital to 

healthy child development, and that family disruption leads to child disturbance 

(Bowlby, 1969). Rutter et at. (1970) lent some support to this view. Never-the-less, 

the level of conflict and disharmony between parents, rather than the alteration in 

family structure or the separation from one or both parents which attends marital 

difficulties and divorce, has been found to contribute to the development and 

maintenance of child conduct problems. Robins (1966) examined the family 

backgrounds of adults who received a diagnosis of antisocial personality disorder 

(for which childhood conduct disorder was an inevitable precursor) and found; firstly, 

a higher rate of adult diagnosis among those whose homes had been disrupted in 

childhood by divorce rather than by death; secondly, a similar rate of adult diagnosis
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among those whose homes had been disrupted in childhood for reasons other than 

disharmony and among those whose homes had remained intact; and thirdly a 

significantly higher rate of adult diagnosis among those whose homes had been 

discordant in childhood than among those whose homes had been harmonious 

Rutter et at. (1974) found a significantly higher rate of severe marital discord among 

families of disordered IOW and ILB children than among matched controls. Although 

family disruption was associated with disorder among ILB children but not among 

IOW children, it emerged that family disruption in the IL B sample was strongly 

associated with family disharmony.

Further studies have supported the hypothesis that marital conflict is 

associated with child conduct problems. Farrington (1978) found that marital 

disharmony at 14 years was a better predictor of newly emerging aggression at 16- 

18 years than parental history of criminality. There was also some evidence that the 

onset of marital disharmony at 14 years was associated with the onset of 

aggression at 16-18 years. Richman etal. (1982) found that marital problems were 

reported by a significantly higher number of mothers of 3-year-old children with 

behaviour problems than by mothers in a matched control group. Quinton et al 

(1990), in a follow-up study of a representative sample of psychiatric patients and 

their children, found that the higher rate of conduct problems among boys was 

associated with open family conflict and hostility, and that while family discord was 

not associated with disturbance in girls, there was evidence that long-term exposure 

to discord had an adverse effect on girls. Schachar et al. (1990) found higher levels 

of discord within the families of children who had been diagnosed as having either 

ODD or CD than within the families of a normal control group.

A number of studies have found that the association between marital discord 

and child behaviour problems is both direct, through the exposure of children to 

displays of anger between parents, and indirect, with aversive parenting behaviour
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as a mediating factor. Johnson and Lobte (1974) examined the maritai adjustment 

and parenting behaviour of a sample of parents whose sons had been referred for 

clinical intervention due to behaviour problems, and found that marital adjustment, 

parenting behaviour, and child behaviour problems were interrelated, although it 

was not possible to establish the direction of causality between the three variables. 

Firstly, there was a positive association between marital discord and child behaviour 

problems. Secondly, there was an inverse relationship between marital satisfaction 

and negative parental behaviour towards the target child, and thirdly, there was a 

positive association between negative parental behaviour and child behaviour 

problems. Dadds and Powell (1 9 9 1 ) examined the effects of mantal adjustment and 

parenting disagreement on aggression, anxiety and immaturity among a sample of 

3-,o 8-year-old children whose parents had sought clinic intervention due to conduct 

disorder, and among a matched control group. Maternal perception of marital

problems was strongly associated with aggression in both boys and girls among 

both groups, although the strength of the association was consistently stronger 

sample. Parenting problems were the strongest predictor of

both the clinic and nonclinic groups, although a
among the clinic:

childhood aggression among 

consistently stronger association was found among the clinic sample. Jenkins and

Smith (1991) examined the association between child behaviour problems and overt

parental discord, covert interparental tension and discrepant childcare practices

lotion Overt Darental conflict was most strongly associated among a general population. Oven pare..
• e r>rnhipms according to mothers, fathers and children, with externalizing behaviour problems accoru y

,. lWir.y, WoS associated with child behaviour problems 
and it was the only vanable which was associa

after controlling for the influence of both interparental tension and discrepant

childcare practices. Overi parental conflict was also posflively associated wflh a lack

, u ovtpnt to which parents monitored the child s of childcare (as indicated by the extent to wn.c f

, u ^  established and enforced rules, and organised 
whereabouts outside the home,
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family activities such as mealtimes), and parental verbal and physical aggression 

towards the target child. Webster-Stratton and Hammond (1999) examined whether 

marital conflict management style and child conduct problems with peers and 

parents were directly associated among a sample of both referred and non-referred 

children, or whether they were mediated by a parenting style which was 

characterised by criticism and low emotional responsiveness. Marital powerlessness 

in mothers (which referred to low confidence in problem-solving) was directly 

associated with child conduct problems. Negative marital conflict management 

(which referred to negative communication, non-collaboration and negative affect) 

was associated directly with negative child behaviour towards peers and parents, 

and indirectly through its influence on low parental emotional responsiveness, which 

in turn was associated with child conduct problems. Negative marital conflict 

management in fathers was associated directly with negative child behaviour 

towards peers and parents, and indirectly through its influence on both low 

responsiveness and criticism, which in turn were associated with child conduct 

problems. Webster-Stratton et al. (1999) conclude.

negative parenting and negative marital conflict management are highly 

intertwined ...and even if parents do maintain positive parenting relations 

with their children despite high levels of marital conflict, children will still be 

affected directly by the negative conflict management style of the marriage 

(925).

Socioeconomic disadvantage

Socioeconomic disadvantage refers to the accumulated effects of a broad 

range of sodai adversities which include poverty, unemployment, dependence upon 

social welfare, overcrowding and poor housing. It has been identified as a risk 

factor for the development of child conduct problems and juvenile delinquency.

Rutter et al (1974) found an association between unspecified psychiatric disorder
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and a number of factors which indicated socioeconomic disadvantage among IOW 

and ILB children. These comprised; the number of children in the household; the 

number of children in the family; overcrowding; the father’s employment status; and 

living in local authority housing. Rutter (1975) concluded that the difference in the 

prevalence of unspecified psychiatric disorder between IOW and ILB samples was 

due almost entirely to the greater frequency of family adversity in the two areas, and 

that these differences were highly relevant to the development of conduct disorder: 

Single chronic stresses are surprisingly unimportant if the stresses really are 

isolated. The damage comes from multiple stress and disadvantage, with 

different adversities interacting and potentiating each other’s influence (p. 

111).

This point is confirmed by West (1982) who found that while family size and family 

income each increased the risk of delinquency, if the family had adequate living 

accommodation, the presence of four or more children did not significantly increase 

the risk of delinquency. West (1982) also found that low family income was 

associated, not only with overcrowding, but with inadequate parenting (as rated by 

social workers) and particularly with poor supervision, and concluded:

It is easy to see how the social alienation imposed by poverty may lead to 

identification with a subculture of low social standards and to the 

abandonment of middle-class ideals of conformity and respectability. Parents 

in overcrowded accommodation in poor tenements cannot protect and 

supervise their young children as they might wish. They have to let them out 

to roam the streets and fight their own battles among a similarly 

disadvantaged peer group p. 37).

Farrington (1985) found that a number of measures of family adversity were 

c° nsistently implicated in conduct disorder at different ages in late childhood and 

d°lescence; low family income at 8 years predicted troublesomeness between 8
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and 10 years; low social class at 14 predicted convictions between 17 and 20 years; 

large family size at 10 years predicted antisocial tendencies at 18 years (as 

indicated by such behaviours as heavy gambling, heavy smoking, driving after 

drinking, and sexual promiscuity); and low family income at 14 years predicted 

convictions between 21 and 24 years. Farrington e t a i ,  1990 found that the families 

of children who had both hyperactivity-impulsivity-attentional problems (HIA) and 

conduct disorder (CD) were characterised by low income, large family size and poor 

housing. The families of children with HIA only were characterised by large family 

size and poor housing, and the families of children with CD were characterised by 

low income.

Rutter et al. (1983) suggested that it is difficult to establish a direct 

association between socio-economic adversity and juvenile delinquency because 

socio-economic disadvantage is so strongly associated with other family variables, 

such as maternal depression and parental antisocial behaviour. Rutter et al. (1983) 

concluded:

...it seems likely, that at least in part, poverty and poor living conditions 

predispose to delinquency, not through any direct effects on the child, but 

rather because serious socio-economic disadvantage has an adverse effect 

on the parents, such that parental disorders and difficulties are more likely to 

develop and that good parenting is impeded (p. 185).

^ Ig nt-child interactions

The examination of parenting represents one method of studying parent- 

c îld interactions. This approach assumes that the parent influences the child in a 

bidirectional fashion, and is characteristic of early research on social interaction in 

general (Lytton, 1990; Parke, 1979). It also assumes that parents exhibit a range of 

aversive behaviours towards their children as a result of parenting skills deficits is
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based on the parenting skills deficit hypothesis (Webster-Stratton etal., 1994). The 

parenting skills deficit hypothesis is supported by a number of studies of child- 

rearing practices which indicate that parents of children with conduct problems are 

significantly more negative in their behaviour and attitudes towards their children 

(Farrington, 1978; Richman etal., 1982; Forehand, King, Peed, & Yoder, 1974).

Between 1960 and 1970, investigators of social interaction manifested an 

increasing preference for the study of social interaction in natural settings, and 

adopted a reciprocal rather than unidirectional model of interaction (Parke, 1979): 

The current Zeitgeist ...has clearly shifted to a study of the reciprocity of 

interaction and the ways that individuals mutually regulate each other during 

the course of interaction (p. 17)

From a behaviour analytic perspective, mutual reinforcement is an essential 

feature of social interaction, whether this is verbal or nonverbal, cooperative or 

conflictual:

We call verbal episodes and coercive episodes social because each 

person’s behaviour provides reinforcement for the other’s... For an episode 

to be called a social interaction and to count as the basis for a relationship, 

reinforcement must be mutual. (Baum, 1994, p. 176)

The examination of reciprocal reinforcement in parent-child interactions has 

revealed a higher rate of coercive exchanges in families of children with behaviour 

Problems (Pettit, & Bates, 1989). Coercive relationships involve interaction between 

a controller and a controllee whose behaviour is mutually reinforcing; the controller’s 

aversive behaviour is positively reinforced by the submission of the controllee, and 

e submissive behaviour of the controllee is negatively reinforced by the cessation 

the controller’s aversive behaviour (Baum, 1994). Coercive relationships are a 

Pervasive feature of social interaction among humans and mammals, whose 

^'erarchical social groups include relationships which are based upon dominance
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and submission (Sidman, 1989). Coercive relationships are pervasive because they 

are effective:

A ll... coercive relationships can be replaced by noncoercive ones. ...Why 

do people so often resort to coercion? ... The main reason is that coercion 

usually works. Those who suggest that coercion is ineffective are mistaken, 

for, trained properly, human beings are exquisitely sensitive to potential 

aversive consequences, particularly disapproval and social isolation. (Baum, 

1994, p. 154)

The coercive exchanges of children with conduct problems and their parents 

have been studied extensively by two research programmes, each of which has 

generated highly influential theories which attempt to explain how antisocial child 

behaviour (and by extension, child conduct problems) are maintained by specific 

patterns of family interaction. Coercion theory was developed by Gerald Patterson 

and colleagues at the Oregan Centre for Social Learning (OSLC) (Patterson, 1976, 

1982, 1986; Patterson e t a i ,  1992), and predictability theory was developed by 

Robert Wahlerand colleagues at the University of Tenessee (Wahler, & Dumas, 

1986; Dumas, & Wahler, 1984).

Coercion theory was developed through the direct observation and analysis 

°f patterns of interaction among families which had been referred to OSLC for 

treatment of antisocial child behaviour. Although OSLC data indicated that coercive 

exchanges constituted only 12% of family interaction among clinic-referred families 

(Patterson, 1982), these coercive exchanges appeared to determine the 

development and maintenance of antisocial behaviour. The sequential analysis of 

c°e reive parent-child exchanges indicated that child aversive behaviour is 

Maintained by parental responses which provide both positive and negative 

reinforcement. Positive reinforcement is evident when coercive child behaviour 

Unctions to maintain parental attention. However, although OSLC data indicated
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that 54% coercive child behaviour occurred in the context of positive parent-child 

interactions and was positively reinforced by parental attention, only 39% of coercive 

child behaviour in clinic-referred families occurred during positive exchanges. These 

findings do not support the hypothesis that positive reinforcement plays a significant 

role in the maintenance of coercive child behaviour. Patterson (1982) also suggests 

that, in addition to being positively reinforced by parent attention, child coercive 

behaviour is positively reinforced by the victim’s pain reaction, but acknowledges 

that

... the notion of victim pain reaction as a reinforcer for aggression remains 

plausible but unproven (p. 107).

While coercion theory has continued to acknowledge the role of positive 

reinforcement in maintaining coercive child behaviour, it has focused primarily upon 

the role of negative reinforcement in maintaining coercive child behaviour (Patterson 

ef a/., 1992). Negative reinforcement arrangements form the basis of the 

compliance hypothesis, according to which coercive child behaviour functions in 

task-avoidance and immediate gratification:

Problem children use aversive behaviour to maximise immediate gratification 

and to deflect or neutralise requests and demands made by others....

These are the ultimate “here and now" children: They are not concerned 

about long-term consequences or the feelings of others who get in their way 

(Patterson e t al., 1992, p. 23)

The com pliance hypothesis contends that when an aversive approach by a family 

Member (such as an instruction that a child tidy his room) is terminated by coercive 

°hild behaviour (such as whingeing and noncompliance), the behaviour of both 

Pafties serves to reduce the aversive events which impinge upon them. The 

ne9ative reinforcement arrangements which characterise such coercive exchanges 

lnv°lve a discrepancy between short-term goals and long-term outcomes which is
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called a reinforcem ent trap (Patterson, 1982; Baum, 1994). Reinforcement traps are 

evident in situations where individuals sacrifice long-term welfare to short-term 

gains, for example by smoking cigarettes, despite overwhelming evidence that the 

practice leads to lung cancer (Baum, 1994). When a parent gives in to a child’s 

demands, or fails to follow through with an instruction, the short-term solution leads 

to problems in the long-term; the child is more likely to whinge and to be non- 

compliant in the future, the parent is more likely to give in, and the task is less likely 

to be completed. Even if the parent does not yield to the child’s counterattack, but 

counterattacks in turn, the short-term victory has deleterious long-term 

consequences, because the parental counterattack serves as a model of coercive 

behaviour for the child (Forehand, & McMahon, 1981).

There is evidence to suggest that negative reinforcement arrangements 

maintain coercive child behaviour, in accordance with the compliance hypothesis. 

OSLC data indicated that although a high proportion of coercive child behaviours 

occurred in response to aversive approaches by other family members, the 

proportion among clinic-referred families (32%) was not significantly higher than that 

among non-clinic families (25%) (Patterson, 1982). Never-the-less, clinic-referred 

children experienced twice as many aversive approaches by their mothers as non- 

clinic children, four times as many by their fathers, and three times as many by their 

siblings (Patterson, 1982). Although clinic-referred children were less likely to attack 

^an either parent, they were four times more likely to attack their mothers than non- 

clinic children, and twice as likely to attack a sibling (Patterson, 1982). These 

findings suggest that coercive child behaviour serves to ward off aversive 

aPproaches by other family members. While child coercive behaviour has also been 

*°Und to deter parents from following through on instructions (Gardner, 1989), it 

does n°t appear to lead parents to capitulate to aversive child demands (Gardner, 

1989I Wahler, & Dumas. 1986).
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Negative reinforcement arrangements in which coercive child behaviour 

deters aversive parental approaches also accounts for the punishment paradox, 

whereby parental reprimands lead to the persistence of aggressive child behaviours 

(Patterson, 1976). Patterson (1976) found that once clinic-referred children emitted 

an aversive response, they were more likely than non-clinic children to persist in this 

response than non-clinic children. Specific responses by other family members were 

associated with the persistence of coercive child behaviour, and these were five 

times more prevalent among clinic-referred families. Parental punishment functioned 

as a maintaining stimulus for clinic-referred children who were twice as likely to 

persist in aggressive behaviour than non-clinic children (Patterson, 1976). Patterson 

(1982) refers to the ineffectual parental reprimands of clinic-referred families as 

“nattering (which seems to be the transatlantic equivalent of nagging):

Nattering is an expression of parental displeasure. It signifies irritation with no 

intention of following through. ...parents of antisocial children ...do not really 

try to stop coercive behaviour; they only ineptly meddle in it. The effect of 

their nattering is to produce extensions of the behaviours which elicit their 

displeasure (Patterson, 1982; p. 112).

The potentially serious outcome of extended coercive chains is suggested by OSLC 

data that over 30% of clinic-referred children had been physically abused by their 

Parents (Patterson, 1982), and by the finding that many children are physically 

a&used by their parents during extended disciplinary confrontations (Milner, & 

c hilamkurti, 1991).

While the compliance hypothesis contends that the dual function of coercive 

c^kl behaviour is task-avoidance and immediate gratification, the predictability (or 

Uncertainty) hypothesis contends that aggressive child behaviour serves to reduce 

UnPredictability of parental responses (Wahler et at., 1986). The predictability
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hypothesis is based upon the observations that clinic-referred children received 

higher rates of maternal aversive responses, regardless of whether they were 

behaving prosocially or aversively (Patterson, 1976), and that the probability of 

receiving a positive, neutral, or aversive consequent from parents was independent 

of child behaviour. The predictability hypothesis contends that these inconsistent, 

indiscriminate parental responses are experienced as aversive by the child, who 

engages in aversive behaviour in order to elicit a more predictable maternal 

response, regardless of whether this response is aversive (Wahler e ta l., 1986). 

Dumas e t al. (1985) compared maternal responses of a group of socially 

disadvantaged insular mothers with those of a group of clinic-referred mothers and 

found that while non-insular mothers became increasingly aversive in response to 

aversive child behaviour, insular mothers became aversive in response to both 

aversive and non-aversive child behaviour. Dumas and Wahler (1985) concluded; 

These results provided evidence to indiscriminate mothering in insular 

families by suggesting that the aversive behaviour of insular mothers was 

under the stimulus control of child antecedents, almost irrespective of the 

valence of these antecedents. In other words, aversive and nonaversive 

child behaviours acted as if they were discriminative for aversive maternal 

responding, (p. 10)

Wahler and Dumas (1986) conducted extended baseline observations of three 

mother-child dyads and found further support for the predictability hypothesis; 

matemal indiscriminate attention was positively associated with child aversive 

behaviour, but decreased during extended aversive exchanges, when mothers 

became more discriminating and consistent but more aversive. The measures of 

Maternal insularity in both these studies suggest that while intervention with the 

^other-child dyad is effective with non-insular mothers, it is not be effective with
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insular mothers who, while they report that they respond to the cues provided by 

their children

...may in fact often attend and respond to a broader pattern of cues that 

includes cues provided by other social agents in other settings. (Wahler et 

al., 1986, p. 15)

Coercion theory has been criticised for its almost exclusive concentration on 

conflictual family interactions, and its consequent failure to examine the role of non- 

conflictual parent-child interactions in the development of conduct disorder 

(Gardner, 1992; 1998). A number of studies have suggested that, while coercive 

exchanges play a significant role in the development of conduct disorder, the quality 

of non-conflicted parent-child interactions also make a contribution. Gardner (1987) 

found that although the length of time which was spent in angry conflict between 

conduct-problem children and their mothers was over seven times more than that in 

normal families, it represented only 20% of their time. Gardner (1987) also found 

that conduct-problem dyads spent less time in joint activities which involved play 

and conversation, and that when alone, conduct-problem children spent less time 

engaged in constructive purposeful activity:

...the conduct problem child was more likely than the non-problem child to 

be watching TV or doing nothing, which included wandering, sitting and not 

playing, fiddling, and passing single comments (p. 291). 

pettit e t al., (1989) found that earty displays of family coercion predicted parental 

ratings of behaviour problems at 4 years, but not as strongly as the absence of early 

Positive interactions, and concluded that ‘positive involvement with parents, or its 

absence, is more clearly associated with earty social development than is amount of 

c°nfiictual involvement' (p. 417). Furthermore, Gardner (1994) found that mother- 

interaction during joint play activities differed markedly between conduct-
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problem and non-problem dyads, particularly in terms of maternal behaviour. 

Mothers of non-problem children took the lead in the activity by initiating most 

episodes, by making three times as many suggestions, and by asking more 

questions about the activity as the child. They were also highly responsive to 

questions and suggestions from the child, showed higher rates of positive affect and 

used more sensitive forms of control. In contrast, mothers of conduct-problem 

children initiated a minority of episodes, with the child making an equal proportion of 

the of suggestions about the joint activity. They were less responsive to questions 

and suggestions than their child was to them, and than their non-problem 

counterparts. Furthermore, mothers of conduct-problem children used more 

imperative, and less sensitive methods of control, and demonstrated a significantly 

higher rate of negative affect towards the target child.

Summary

This review identified three methods of classifying child problem behaviours, 

all of which make distinctive contributions to treatment and research. Firstly, the 

diagnostic taxonomy classifies clinical syndromes according to symptoms, and 

includes specific criteria by which a diagnosis of disorder can be made. Conduct 

disorder is a diagnostic category which refers to a pattern of persistent antisocial 

behaviour leading to impairment in everyday functioning, and which is regarded as 

unmanageable by significant others. Secondly, the dimensions of dysfunction 

aPproach identifies the degree to which a child’s behaviour differs from that of a 

n°rmative comparison group in terms of dimensions of dysfunction. Thirdly, the 

behavioural approach involves a focus on specific behaviours which are considered 

to be of primary interest, rather than symptoms of either an underlying disorder or of 

a dimension of dysfunction.
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excesses and deficits gives rise to peer rejection, academic failure, and perhaps 

crucially, to differential parenting. The review also suggests that the child deficit 

model is useful in highlighting the partial role which child-specific factors, which may 

originate in genetic inheritance, play in the development and maintenance of 

conduct disorder.

The review of intra-familial and extra-familial factors highlights the central 

position of aversive parenting practices in the development and maintenance of 

conduct disorder. Parental antisocial behaviour is strongly associated with conduct 

disorder, although little is known about the mechanisms of transmission from parent 

(especially from father) to child. Maternal depression is strongly associated with the 

burden of caretaking young children, and is the pathway through ecological factors 

exert their influence on conduct disorder. Maternal depression has a direct influence 

on conduct disorder through an increase in aversive parenting practices, such as 

being unresponsive to cues from the child, making critical comments, and slapping. 

Interparental discord exerts it influence on conduct disorder directly, by providing a 

model for aggression, and indirectly by promoting aversive parenting practices in 

mothers and fathers. While it is difficult to establish a direct link between socio

economic deprivation and conduct disorder, an indirect link has been established 

through its influence on maternal depression.

The study of aversive parenting practices gave rise to the parenting skills

deficit hypothesis which is based on a unidirectional model of influence. Coercion

theory and predictability theory are based on models of reciprocal influence and 

provide coherent accounts of the pain-inflicting and apparently self-defeating 

patterns of interaction which are found in families of children with conduct problems. 

These patterns of interaction include extended aversive exchanges, the escalation 

from minor to major coercive episodes (including physical abuse), and the pervasive 

use of punitive parenting techniques which are apparently ineffectual in reducing
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aversive child behaviour. There is increasing evidence to suggest that while 

coercive parent-child interactions play a significant role in the development and 

maintenance of conduct disorder, so too does the absence of harmonious parent- 

child interactions.

This review therefore indicates that conduct disorder arises from the 

coincidence of child-specific factors which place the child at risk of aversive 

parenting, with intra-familial and extra-familial stressors which also increase the 

likelyhood of aversive parenting practices. Chapter 3 considers a form of clinical 

intervention which is designed to alter the parent-child interactions which are 

associated with conduct disorder.
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Chapter 3

Behavioural parent training

Introduction

The vast majority of children in modern western society are reared within the 

context of the nuclear family. While the nuclear family has endowed its members 

with greater privacy and independence than was available to the traditional family in 

pre-industrial society, it has also isolated them from sources of extra-familial and 

communal support (Shorter, 1975). This isolation has implications for parents who 

are reliant on familial, social and cultural contexts as sources of advice and 

information on child-rearing methods (Callias, 1994). In the absence of traditional 

sources of advice on child-rearing from kinship and community groups, parents in 

modem society have become increasingly reliant on professionals for this 

information. Professional advice on infant- and child-care, which is based upon 

research on child development and clinical experience, is now available through 

books and increasingly through parent training. Parent training refers to “educative 

interventions with parents that aim to help them cope better with the problems they 

experience with their children” (Callias, 1994, p. 918). Many parent training 

programmes are designed to help parents to cope with problems which arise within 

the normal course of childhood and adolescence. For example, Quinn and Quinn 

(1997; 2000) provide advice to parents on how to understand their child’s behaviour
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in motivational terms and include training in reflective listening and problem-solving. 

These programmes emphasise the importance of improved communication and 

relationships between parents and children, and are based upon Rogerian and 

Adlerian concepts (Callias, 1994).

Behavioural parent training (BPT) refers to a form of clinical intervention with 

children who present with a range of problems which are more persistent and/or 

more serious than those which occur within the course of normal development, and 

for which their parents have sought help. BPT has been described as a set of 

“treatment procedures in which parents are trained to alter their child’s behaviour at 

home” (Kazdin, 1997, p. 1349). Kazdin (1997a) identifies two main influences in the 

development of BPT:

1. The emergence of operant theory (Skinner, 1953; 1971) which is based on 

basic research in laboratory settings with animals, and on applied research 

with a range of populations which include clinical samples.

2. Research upon the role of parental disciplinary practices in the development of 

aggression in children.

BPT is based upon both operant and social learning traditions, and in 

common with behaviour therapy in general, it represents a convergence of a range 

of theories and influences into heterogenous movement (See p. 7, Ch. 1). The 

influence operant theory on BPT is indicated by the prominent position which the 

three-term-contingency occupies in BPT (See p. 21, Ch. 1). Parents who undergo 

BPT are taught to identify, record and modify a range of events and stimuli which 

occur prior to the child's behaviour. Typical antecedents include; the parent’s own 

behaviour, such as unclear or aversive instructions which can elicit non-compliance; 

°r the immediate environment, such as a disorganised household at mealtime or 

uPon departure for school, which can elicit aggression. Typical child behaviours 

which are the focus of interest in BPT include; prosocial behaviours such as 

c°mpliance to instruction, the initiation of positive social interaction with the parent
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parent or other family members, and independent or co-operative play; and aversive 

behaviours such as non-compliance to instruction, tantrums and physical 

aggression. Consequences which act as positive reinforcers for prosocial or positive 

behaviours are provided by parents and include social reinforcers, such as praise or 

positive attention, and material reinforcers, such as tokens. Consequences which 

decrease aversive child behaviour include time-out and the loss of tokens or 

privileges. Modelling plays a key role both in the manner in which child management 

skills are taught to parents, and as a means whereby parents demonstrate prosocial 

(and aversive) behaviour to the child (Forehand & McMahon, 1981).

BPT has been used as method of intervention for a broad range of problem 

behaviours which children present. These include circumscribed problem 

behaviours such as thumbsucking (Ross, 1975), hyperactivity (Frazier & Schneider, 

1975; Erhardt & Baker 1990), stealing (Stumphauzer, 1975), enuresis (Houts & 

Mellon, 1989), sleep problems (Douglas, 1989), tics and stuttering (Levine & 

Ramirez, 1989), headaches (Beames, Sanders, & Bor, 1992), food refusal (Werle, 

Murphy, & Budd, 1993), and chronic hair-pulling (Gray, 1979). BPT has been used 

as a method of intervention for children with learning disabilities, with whom an 

emphasis is placed upon the acquisition of self-help skills (Carr, 1995), and with 

children who have developmental disabilities, with whom an emphasis is placed 

upon the acquisition of communication skills (Koegal, Schreibman, Johnson, O’Neill, 

& Dunlap, 1984), as well as upon behaviour problems (Breiner & Beck, 1984). BPT 

has also been used as a method of intervention with parents who physically abuse 

their children (Urquiza & MacNeil, 1986). Among the broad range of presenting 

problems to which BPT has been applied, however, conduct disorder occupies a 

prominent position because of the reciprocal influence which is evident between 

research on parent training and research on conduct disorder, and because the 

factors which promote the emergence of conduct disorder also inhibit the 

effectiveness of BPT (Rutter, 1985). A review of four methods of intervention with



Behavioural parent training 95

conduct disorder which included BPT (also termed parent management training) 

(PMT), functional family therapy, cognitive problem-solving skills training and 

community-based interventions concluded that:

On balance, PMT is one of the most promising treatment modalities. No 

other intervention for antisocial children has been investigated as thoroughly 

and shown as favourable results (Kazdin, 1987, p. 192)

This chapter examines BPT as a method of treatment for conduct disorder. It 

examines the triadic model, alternative training formats, the expansion of the 

treatment paradigm, and treatment generalisation. A number of treatment 

components of BPT are also examined including; compliance training, punishment 

positive reinforcement.

The triadic model

The emergence of parent training as an intervention strategy represents a 

change from the traditional dyadic model of service delivery in which the clinician 

intervenes directly with the child, to a triadic model in which the clinician trains a 

caretaker to intervene with the child. The recruitment of parents, teachers and 

institutional staff as behaviour change agents has been a hallmark of behavioural 

intervention with children (Sanders etal., 1993). Early studies demonstrated that 

Parents and caretakers could be reliably trained to actively participate in behaviour 

niodification programmes. Zeilberger, Sampen, and Sloane (1968) achieved 

significant improvement in the behaviour of a 4-year-old boy by training his mother 

*° use time-out, ignoring and contingent praise. Hall, Cristler, Cranston, & Tucker 

(1970) demonstrated that a mother and two teachers could be trained to both record 

and modify target behaviours, in the home and the school setting respectively, and 

that this represented a viable alternative to employing researchers or clinicians to 

Perform the same tasks. Hall, Axelrod, Tyler, Grief, Jones, & Robertson (1972) 

f°und that parents who attended a course on operant principles could both observe
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and devise interventions which modified mild problem child behaviours such as 

failure to wear an orthodontic device, to perform household chores, or to get 

dressed. Herbert and Baer (1972) found that parents could be trained to self- 

recording contingent attention to appropriate child behaviour. Adubato, Adams and 

Budd (1981) demonstrated that a mother who had been trained to use behaviour 

modification techniques in order to increase her son’s self-help skills was able to 

train her husband to use the same techniques effectively.

The active involvement of parents in programmes which are designed to 

alter their children’s behaviour has implications for parent-professional relationships. 

Calias (1994) distinguishes between the expert model, where the professional is in 

charge of treatment and decisions, the transplant model in which parents are trained 

to use specific skills under the supervision of the professional, and the consumer 

model, where the parents choose and decide what they believe is most appropriate 

for their child. Calias (1994) concludes that parent training is largely based upon the 

transplant and consumer models which emphasise collaboration and partnership. 

Webster-Stratton et al. (1994) advocate a collaborative model for working with 

parents of children with conduct problems which is characterised by equality and 

joint problem-solving:

The therapists’ role as collaborator, then, is to understand the parents’ 

perspectives, to clarify issues, to summarise important ideas and themes 

raised by the parents, to teach and interpret in a way which is culturally 

sensitive, and finally, to teach and suggest possible alternative approaches 

or choices when parents request assistance and when misunderstandings 

occur, (p. 108).

Similarly, Sanders et al. (1993) emphasise the importance of actively involving 

parents in behavioural intervention, and suggest four strategies to achieve this; the 

development of a shared definition of the problem, the careful explanation of the 

rationale upon which the intervention is based, the sharing of inferences and
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hypotheses by the clinician with the parents, and the reinforcement of parent 

behaviour change.

Alternative training formats

A number of different training formats have been adopted in the application 

of BPT to the treatment of conduct disorder. These include clinic-based programmes 

using an individual- or group-training format, and home-based programmes. 

Forehand e ta i (1981) is an example of a clinic-based programme which uses an 

individual-training format. The programme content is standardised, and parents are 

taught individually in the clinic setting during twice-weekly training sessions in order 

to prevent “performance decay” (p. 49). The programme has also been adapted for 

self-administration in book format (Forehand & Long, 1996). Five specific skills are 

taught in two phases. In the first phase the parent is taught to be a more effective 

reinforcing agent through the use of differential attention to the target child. 

Differential attention is taught before disciplinary practices in order to reduce the risk 

of drop-out before the acquisition of skills for promoting and maintaining prosocial 

child behaviour. The skills which are taught during this phase include positive 

attending, rewards, and ignoring. In the second phase of the programme, the parent 

is trained to decrease child non-compliant behaviour through the use of clear 

instructions and time out. The duration of the programme depends on the speed 

with which the parent reaches a specified treatment criterion for each skill, and 

varies between 5 and 12 sessions. The skills are taught in a prescribed sequence 

and the parent does not proceed to the next skill until the criterion for each skill has 

been reached. The programme is practice-based, and each phase is taught through 

rehearsal in the clinic setting. Differential attention is rehearsed by means of an 

unstructured play activity which is termed the child’s game, during which the parent 

Practices each of the three skills while the child is engaged in free play. The clinician 

observes parent and child behaviours and provides the parent with feedback on how
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each skill was implemented, as well as prompts by means of a bug-in-the-ear 

device. The parent is encouraged to practice and self-record implementation of the 

specific skills in the home setting by engaging in the child’s game at home between 

clinic-based sessions. Compliance training is rehearsed by means of a structured 

activity, which is termed the parent's game, during which the parent gives 

instructions and provides consequences for compliance and non-compliance. 

Parents are not encouraged to practice the parents game in the home setting until 

they have reached the criterion for clear instructions and time out, as it is in the 

context of the parent’s game that conflict between parent and child is most likely to 

arise. Clinic-based BPT which uses an individual-training format has been found to 

lead to significant changes in both parent and child behaviours (Peed, Roberts, & 

Forehand, 1977), improvement in maternal perceptions of the target child (Forehand 

& King, 1977), and to maintenance of treatment gains after 14 years (Long, 

Forehand, Wierson, & Morgan, 1994).

The Parents and Children Series (Webster-Stratton, 1992) is an example of 

BPT which is based on a group-training format. It is designed to be presented to 

groups of 8 to 12 parents, but it can also be self-administered or presented in a 

lecture format to large groups. The course is presented through a multimedia 

teaching format which involves the use of videocassettes, printed material for 

leaders and participants, and comprises three programmes: How to Support Your 

Child’s Education, Promoting Positive Behaviours in School Age Children, and 

Reducing Inappropriate Behaviours in School Age Children. The first programme 

focuses on how parents can enhance the child’s school adjustment by promoting 

self-confidence and good learning habits, responding to discouragement, and 

working collaboratively with teachers. The second programme focuses on promoting 

co-operation, creativity, self-esteem and prosocial behaviour in the child through 

praise, rewards and positive attention. The third programme focuses on reducing 

inappropriate behaviour through rules, instructions, ignoring, time out and problem
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solving discussion. Leaders are advised to begin the course with either of the first 

two programmes because of their constructive emphasis. The small group format 

encourages discussion and exchange of experiences, information and support 

among participants. The course is designed for parents of normal children aged 5- 

10 years, parents of children with conduct problems aged 5-10 years, and parents 

whose children have been assessed as being at risk of physical abuse or neglect. It 

can be presented in a range of settings which include; health centres, mental health 

centres, community colleges, high schools, and in hospitals or medical settings. It 

can also be used as an educational tool to illustrate child development with 

teenagers, and to illustrate child management principles with a range of health 

professionals. The course can be administered by a wide range of people including 

teachers, psychologists, nurses, social workers, doctors and parents. BPT which 

uses videotape modelling and a group-training format has been found to lead to 

significant treatment effects among self-referred families which include; increased 

positive affect and decreased lead-taking, non-accepting and dominant behaviours 

among mothers (Webster-Stratton, 1981); and significant reductions in negative, 

non-compliant and submissive child behaviours (Webster-Stratton, 1982a). Changes 

in mothers’ and children’s behaviour post-treatment were either maintained or 

improved at 1-year follow-up (Webster-Stratton, 1982b).

Child Management Training (CMT) is an example of BPT which is based on 

behaviour analytic methods. CMT uses a home-based individual-training format 

which involves direct observations of parent and child behaviours in the home 

setting as an integral part of the treatment process (Sanders & Glynn, 1981;

Sanders & Dadds, 1982; Dadds, Sanders, & James, 1987). The clinician observes 

parent and child interactions in the home setting before, during and after treatment 

and provides feedback to the parent on programme implementation and on changes 

in the behaviour of the target child. The parent receives initial instruction during two 

clinic-based training sessions by means of didactic instruction, role-play, modelling,



Behavioural parent training 100

and the provision of printed material. The programme content includes descriptive 

praise and rewards to increase prosocial child behaviour, and a behaviour correction 

procedure to reduce aversive child behaviour. The behaviour correction procedure 

involves verbal correction, followed by response cost or time out if the aversive child 

behaviour persists. Subsequent training is provided in the home setting during 

feedback sessions, when a clinician calls to the home twice weekly to observe 

parent-child interactions for 30 minutes, and provides feedback to the parent on how 

the behaviour management techniques have been implemented. The clinician also 

encourages the parent to discuss any problems which have arisen in implementing 

the techniques in the home setting at other times. CMT has been implemented by 

clinical psychologists who are practising in the area of child behaviour (Dadds et al., 

1987).

Comparisons of group- and individual-training formats suggest that there is 

little to choose between them in terms of effectiveness. Pevsner (1982) found a 

lower rate of treatment drop-out, a higher rate of resolution of the primary problem 

behaviour during the course of treatment, and better knowledge of behaviour 

principles as applied to children among parents who received BPT in a group

training format in comparison to parents who received BPT in an individual-training 

format. Brightman, Baker, Clark, & Ambrose (1982) concluded that a group-training 

format was more effective than an individual-training format because, although they 

achieved similar treatment gains in terms of parental acquisition of knowledge of 

behaviour modification, and improvements in child self-help skills and behaviour, the 

group training format required half the amount of therapist time. Webster-Stratton 

(1984) found no significant differences in either attitudinal or behavioural measures 

between BPT based on an individual-training format and a video-modelling group

training format among a clinic population, but noted that the video-modelling group

training format was more cost-effective in terms of therapist’s time. Sutton (1992) 

found that parents could be successfully trained to implement behavioural principles
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in the management of child conduct problems, whether they had been trained in 

groups or individually through home visits or through telephone contact.

Expansion of the treatment paradigm

The parenting skills deficit hypothesis has played an significant role in the 

application of behavioural parent training to the treatment of conduct disorder (See 

p 70 Ch 2). The parenting skills deficit hypothesis contends that parent training 

provides a means of offsetting deficits in those parenting skills which lead to the 

development and maintenance of child conduct problems which include; the 

absence of positive parenting behaviours and supervision of the child’s behaviour 

and whereabouts, the use of excessively punitive discipline, the inadvertent 

reinforcement of aversive child behaviours, and the extinction of prosocial child 

behaviours through ignoring (Webster-Stratton et al., 1994). The parenting skills 

deficit hypothesis led to an initial focus upon parent-child interactions in the 

treatment of conduct disorder without examining the influence of parent and family 

variables on treatment outcome. For example, Forehand et al. (1977) examined the 

effectiveness of a standardised parent training programme with a group of families 

whose economic status ranged from upper middle class business executives and 

university professors to welfare recipients. Similarly Peed et al. (1977) examined the 

generalisation from the clinic to the home setting of the treatment gains of a 

standardised treatment programme among a group of families whose socio

economic status ranged from upper middle class (social class 1) to welfare 

recipients (social class V).

It has become apparent that a range of contextual factors outside the parent- 

child dyad can influence the outcome BPT in the treatment of conduct disorder. 

McMahon, Forehand, Griest and Wells (1981) found that 8 families who dropped out 

of behavioural parent training differed from families who completed treatment in 

three areas they were of lower economic status, there was a higher incidence of
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maternal depression, and the parents issued more instructions. Dumas et al. (1983) 

found that while behavioural parent training was effective in treating conduct 

disorder with non-insular mothers who did not experience socio-economic 

disadvantage, the probability of treatment failure, as indicated by treatment dropout 

or the absence of change on measures of parent and child behaviour, increased 

significantly among insular mothers who experienced socio-economic disadvantage. 

Dumas et al. (1983) found that BPT led to a successful outcome in 50% of families 

who experienced either maternal insularity or socio-economic disadvantage. 

Webster-Stratton (1985) found that socio-economic disadvantage and negative life 

events accounted for between 70% and 80% of families where parent training was 

not successful. Furthermore, socio-economic disadvantage and social isolation 

placed single parent families particularly at risk for treatment failure. Furey and Basili 

(1988) found that mothers who dropped out of behavioural parent training came 

from lower socio-economic groups and had poorer parenting skills, as indicated by a 

higher rate of beta commands, than mothers who completed treatment.

Furthermore, mothers who were depressed before treatment were more likely to 

drop out of treatment and less likely to maintain positive perceptions of their child's 

behavioural gains in response to treatment than mothers who were not depressed 

before treatment. Webster-Stratton and Hammond (1990) found that, at one month 

follow-up, pre-treatment parental depression predicted parental reports of child 

maladjustment, and single parent status or marital conflict predicted negative parent 

behaviours and child aversive behaviour. Webster-Stratton et al. (1990) also found 

that at one year follow-up extra-familial factors such as negative life events and 

socio-economic status were stronger predictors of poor treatment outcome than 

parent adjustment factors (such as depression) or intra-familial factors (such as 

marital conflict or single parenthood). Prinz & Miller (1994) found that families who 

dropped out of behavioural parent training had higher scores on a family adversity 

scale than families who completed treatment and concluded that:
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Focusing on parenting to the exclusion of other family and adult concerns

can drive some families out of treatment and prevent the children from

receiving help (p. 648).

As the influence of contextual factors upon treatment outcome has become 

apparent, a number of reviews have recommended an expansion of the parent 

training model as it is applied to the treatment of conduct disorder. McAuley (1982) 

noted that some researchers have begun to look beyond parent-child interactions 

and to examine different levels of parental functioning and family interaction which 

influence treatment outcome. Griest and Wells (1983) suggested that multi-modal 

family therapy may be more effective than circumscribed parent training, which 

focuses upon parent-child interactions. Multi-modal family therapy addresses a 

range of parent and family variables which include parent cognitive variables (such 

as parental perception of the child), parent adjustment variables (such as parental 

depression), marital adjustment variables (such as marital discord), and social 

variables (such as extra-familial social contacts) which have been linked to the 

aetiology and maintenance of conduct problems, as well as with a poor response to 

behavioural parent training. McMahon (1987) advises a broadening of the 

conceptual model of assessment from a focus on the parent-child dyad to a multi

method, multi-informant and multi-setting assessment of conduct disordered 

children and families, in order to address the multiple family factors which are 

associated with conduct disorder

Variations in the strength and in the continuity of intervention have also 

emerged as potential areas for expansion in the application of behavioural parent 

training to the treatment of conduct disorder. Kazdin (1987) suggests that increasing 

the strength of treatment is a potential option, but expresses a number of 

reservations including; the difficulty in defining this dimension of psychosocial 

treatments, the acceptability to consumers, the presence of side-effects, and the 

expense in terms of therapist time and training. Kazdin (1997b) notes that child
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psychotherapy research in general rarely considers the influence of treatment 

variables such dose, strength and duration on treatment outcome and recommends 

that high-strength treatment should be considered as a viable treatment and

research option:

For severe or recalcitrant clinical problems in particular, it may be valuable to 

test the strongest feasible version of treatment to see if the problem can be 

altered and, if so, to what extent. The high-strength model is not only an 

effort to maximise clinical change, but also to test the current limits of our

knowledge (p. 122).

Dumas (1989) challenges the expectation that brief, time-limited interventions such 

as parent-training intervention can “cure" a multifaceted, chronic and stable problem 

such as conduct disorder, and suggests that regular, periodic intervention over 

years may be more appropriate. Similarly Kazdin (1997b) suggests that it might be 

more helpful to consider conduct disorder as a protracted condition, comparable to 

mental disability or to pervasive developmental disorders in terms of the need for 

continued intervention, rather than once-off intervention .

The expansion in the models of treatment and assessment of conduct 

disorder has also been accompanied by an expansion in conceptual models of child 

deviance. Wahler et al. (1984) propose a multiple coercion hypothesis as an 

explanation for the failure of some families to respond to behavioural parent training. 

This hypothesis is related to the concept of maternal insularity which identified 

causal links between aversive exchanges with the broader social system and 

aversive maternal parenting behaviour (Dumas et al., 1985; Wahler etal., 1986) 

(See pp. 66-67, Ch. 1). The multiple coercion hypothesis proposes that the

i ; , -nnrjUCt disorder which is largely determined by environmental factors
The comparison o nprvasive developmental disability, both of which are determined 

with mental disabil"ty an P® . not helpful. Their different determining variables suggest 
by biological or gene 'C management and intervention. The comparison illustrates,
the need for different o labels can distract from important environmental variableshowever, how the use of summary id
(See p. 16, Ch. 1)
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presence of constant sources of aversive stimulation prevent some parents from 

responding to parent training. Wahler ef a/. (1984) challenge the parenting skills 

deficit hypothesis and suggest that multiple coercion involves both behavioural and

attentional consequences for the mother.

The behavioural consequences centre on the dual increase in parental 

aversiveness and inconsistency..., while the attentional consequences result 

from the fact that troubled mothers commonly fail to monitor accurately the 

many environmental events which repeatedly set them up to act toward their 

children in ways likely to maintain their deviance (p. 389).

Similarly, Dumas (1989) challenged the competence-based hypotheses that conduct 

disorder is caused by deficits of skills among children or parents in the social, 

cognitive, educational or interpersonal domains, and proposed a performance model 

which focuses upon the examination of patterns of interaction rather than offsetting

skills deficits.

The expansion of models of treatment, of assessment and of 

conceptualisation of child deviance has been reflected in the increasing tendency to 

combine behavioural parent training with adjunctive treatments which are designed 

to offset the influence of contextual variables upon parent-child interactions, and to 

enhance the generalisation of treatment effects. Kelly, Embry and Baer (1979) found 

that a combination of training in marital conflict management and spouse support, 

which was considered the most valuable aspect of training by the clients, led to the 

maintenance of treatment effects after six months. Wells, Griest and Forehand 

(1980) found significantly greater treatment gains among children whose parents 

had received parent training combined with self-control training than among children 

whose parents had received parent training only, although there was no difference 

between the two groups in terms of changes in parental behaviour. Self-control 

training consisted of self-monitoring and positively reinforcing the implementation of 

the parent management techniques. Gnest, Forehand, Rogers, Breiner, Furey and
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Williams (1982) found significantly greater treatment gains among parents who 

received parent training and parent enhancement therapy, which focussed upon 

parental perception of their child’s behaviour, parental personal adjustment, parental 

marital adjustment, and extrafamilial relationships, than among parents who 

received parent training only. The combined treatment package led to a higher level 

of maintenance of changes in both parent and child behaviours at two months 

follow-up. Kazdin, Esveldt-Dawson, French and Unis (1987) compared the 

effectiveness of a treatment programme which combined parent training with 

cognitive-behavioural problem-solving skills training with parent training alone. 

Children whose parents received the combined treatment programme showed 

significantly less aversive behaviour, and more prosocial behaviour one year after 

treatment than children whose parents had received parent training only. Wahler, 

Cartor, Fleischman and Lambert (1992) compared the effectiveness of parent 

training with a treatment programme which combined parent training with synthesis 

teaching. Synthesis teaching involved training parents to discriminate between 

stressful stimuli which originate with the target child and those which originate either 

within or without the family domain. Although neither the parent training-alone nor 

the combined treatment group manifested treatment gains in the clinic setting, the 

combined treatment group manifested delayed, but progressive improvements in 

both parent and child behaviours in the home setting six months and one year after 

treatment.

As noted previously, the contribution of adjunctive treatments to the 

generalisation of treatment effects of CMT has been extensively investigated.

Sanders etal. (1981) examined the generalisation of treatment effects upon parent 

and child behaviours across settings during CMT followed by self-management 

training. During the self-management training phase of treatment, parents were 

trained in goal setting, self-monitoring, and planning or arranging the stimulus 

environment. Self-management training led to increased changes in parent and child
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behaviours which generalised to non-training home and community settings and 

which were maintained three months after treatment. Sanders et al. Dadds (1982) 

examined setting generalisation during CMT followed by planned activities training. 

Planned activities training comprised skills in advance planning which were 

designed to be implemented in situations where parents had competing demands 

upon their attention, for example during preparation of meals, during telephone calls, 

or during shopping trips. Planned activities training led to increased changes in 

parent and child behaviour in both home and community settings in 60% of families. 

Sanders, & Christensen (1985) found, however, that planned activities training did 

not lead to increased changes in parent and child behaviour in a range of settings 

within the home and concluded that planned activities may produce greater effects 

in community settings. Sanders et al. (1985) also suggested that while some parents 

can employ management skills in all circumstances, other parents require setting- 

specific training for situations where either the child is especially difficult to manage, 

or where the parent engages in high rates of coercive behaviour. Dadds eta!.,

(1987) examined setting generalisation among a group of multi-distressed families 

who received CMT and generalisation training, which comprised planned activities 

and social-marital support training. Generalisation training led to increased 

improvements in both parent and child behaviours in non-training home and 

community settings which were maintained at three months follow-up. Dadds, 

Schwartz and Sanders (1987) compared changes in parent and child behaviour in 

response to CMT-only and in response to CMT combined with partner support 

training (PST) among two groups of families who were distinguished by the 

presence and absence of marital discord. PST focussed upon the marital 

relationship as a source of support in order to reduce sources of coercion and to 

increase parental supportive and problem-solving skills. While PST made little 

contribution to changes in parent and child behaviour in the non-discordant group, it 

led to significant changes in parent and child behaviour among the discordant group,
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although the rate of marital satisfaction continued to be lower among this group after 

treatment. Dadds and McHugh (1992) compared the treatment outcome of a group 

of single parents who received CMT-only with that of a similar group who received 

CMT combined with ally support training (AST). AST consisted of training an 

nominated ally (such as a friend, neighbour or relative) of the single parent to 

respond to problems when needed, to share in casual discussions, and to 

participate in problem-solving discussions. Although the combined treatment group 

did not differ from the CMT-only group on measures of parent and child behaviour 

either post-treatment or at six month follow-up, a high rate of social support from 

friends was associated with responsiveness to treatment in both group. Dadds et al. 

(1992) conclude that the results indicate both the importance of social support for 

positive treatment outcome, and the difficulty in incorporating this variable into

treatment programmes.

Generalisation of treatment effects

While the generalisation of treatment effects is a central concern in applied 

behaviour analysis, it is treated as a penpheral concern in many studies of BPT. In 

the early 1980s, Moreland, Schwebel, Beck, and Wells (1982) reviewed the 

presentation of data on generality of treatment effects in parent management 

training studies which were published between 1975 and 1981. Moreland et al. 

(1982) concluded that the question of treatment generalisation had not received 

sufficient attention, and called for a concentration on the issue in future studies.

Since there now appears to be substantial evidence that parent training 

procedures do reduce targeted children’s behaviour problems, future studies 

should focus upon evaluating factors which may facilitate the generalisation 

of parent training effects (p. 268).

It would appear that many researchers of behavioural parent training have heeded 

their recommendations, as data on the generalisation of treatment effects is
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produced more often in this area than it is among behavioural studies in general. For 

example, a review of 146 studies in three behavioural journals found that only 12% 

presented data on temporal generality, 10% on setting generality and 9% on 

behavioural generality (Keeley, Shemberg. & Carbonell, 1976). By comparison, a 

review of 148 parent training studies found that between 1975 and 1984, 51% of 

studies included a consideration of generalisation, which increased to 63% between 

1984 and 1990 (Wiese, 1992). Edelstein (1989), however, has noted “the continued 

meagre attention” (p. 309) which is paid to the topics of generalisation and 

maintenance in the behaviour therapy outcome literature.

Within the field of BPT, four types of generality of treatment effects have 

been identified as therapeutic goals (Forehand, & Atkeson, 1977):

1 Temporal generality refers to the maintenance of treatment effects following 

termination of treatment. The maintenance of treatment effects has been 

demonstrated after varying periods of time which include; 2 months (Griest et al., 

1982), 3 months (Sanders et al., 1985; Dadds et al., 1987), 5 months (Oltmanns, 

Broderick, & O'Leary, 1977) and 1 year(Kazdin etal., 1987; Webster-Stratton, 

Hollinsworth, & Kalpacoff, 1989).

2 Setting generality refers to the occurrence of treatment effects in non-training 

settings. Setting generality has been assessed in terms of a number of different 

dimensions which include; clinic-to-home generalisation (Peed etal., 1977); 

generalisation to a range of settings within the home, such as breakfast time, 

departure for school, playtime, bath-time and bed-time (Sanders et al., 1985); 

and home-community generalisation (Sanders et ai, 1982). These studies 

suggest that setting generality is enhanced by teaching parents antecedent 

skills such as planned activities training (Sanders et ai, 1993). The assessment 

of home-school generalisation has found that while both home-based BPT 

(Wahler, 1969) and clinic-based BPT (Breiner & Forehand, 1981; Forehand,

Sturgis, McMahon, Aguar, Green. Wells, & Breiner, 1979) led to a decrease in
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aversive child behaviour in the home setting, neither forms of BPT led to 

behavioural gains in the school setting. Wahler (1975) found some evidence of a 

contrast effect whereby BPT led to both a decrease in child aversive behaviour 

in the home setting and an increase in child aversive behaviour in the school 

setting. In contrast, McNeil, Eyberg, Eisenstadt, Newcomb and Funderburk 

(1991) found that a group of children whose parents were provided with clinic- 

based BPT (Parent-Child Interaction Therapy-PCIT) showed significant 

decreases in aversive behaviour in the school setting, in comparison with a 

normal classroom control group and an untreated deviant classroom control 

group. McNeil et al. (1991) speculate that the emphasis in PCIT, which was on 

compliance training and on the promotion of prosocial child behaviour, enhanced 

the generalisation of these behaviours from the clinic to the school setting.

Overall, these findings suggest that BPT may not lead to spontaneous 

improvements in child behaviour in the school setting, and both Webster- 

Stratton (1992) and Sanders etal. (1993) advocate training parents in school 

liaison skills as a means of promoting behavioural gains which have occurred in 

the home setting in response to BPT.

Behavioural generality refers to changes in behaviours which were not the focus 

of treatment. Sanders etal. (1993) note that the generalisation of parent 

behaviour change is important because parents must apply child management 

techniques in a range of settings, often with more than one child, and that 

changes in parent and child behaviour must be maintained over time if 

interventions are to be considered effective. Sanders et al. (1993) also note that 

most BPT programmes teach parents all component skills rather than only a 

subset of these skills:

It is probably better to provide direct instruction for parents in the range of

skills they require to deal with specific problems ...than to train only a subset
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of these skills. Such training makes it unnecessary to demonstrate behaviour 

generalisation (p. 144).

Patterson (1974), however, found minimal support for the hypothesis that 

parents would apply behaviour management techniques to child behaviours 

other than those to which they had been specifically trained to respond.

4. Sibling generality refers to changes in the behaviours of the treated child’s 

siblings. There is some evidence that BPT leads to sibling generality (Patterson 

ef a/., 1979), although Forehand et al. (1977) noted that few studies used 

behavioural observational material. Forehand et al. (1977) suggest that sibling 

generality can occur because of parents’ use of behavioural techniques with the 

untreated sibling, because of observational learning by the untreated sibling and 

because of reduced sibling reinforcement for deviant behaviour. The inclusion of 

siblings in the training process has been recommended as a means of 

enhancing sibling generality (Forehand et al., 1977).

Cooper etal. (1987) proposed six general strategies for producing behaviour

changes with generality, all of which have been applied in BPT:

1. Aim for natural contingencies of reinforcement. The rationale behind this 

strategy is that behaviours which are not reinforced are less likely to be 

maintained. When parents are trained in settings where child management 

problems occur, they are more likely to continue to use child management 

techniques. While BPT is conducted largely in clinic or community settings, 

home-based training has also been adopted (Herbert & Iwaniec, 1981; Sanders 

etal., 1993), and some programmes have been conducted in specific problem 

settings, such as the supermarket (Clark, Greene, Macrae, McNee, Davis, & 

Risley, 1977; Barnard, Christopherson & Wolf 1977).

2. Teach enough examples. BPT involves teaching parents to increase the 

behavioural deficits and to decrease the behavioural excesses which children 

with conduct disorder display in a range of settings. Parents are therefore taught
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a number of different skills to be used with a range of behaviours. For example, 

the Parents and Children Series (Webster-Stratton, 1992) provides parents with 

an opportunity to view 8 vignettes of the effective and ineffective use of social 

rewards. Similarly CMT teaches parents eight strategies for increasing desired 

behaviour or teaching a new skill; spending quality time with children, tuning in 

to desirable behaviours, giving physical affection, conversing with children, using 

incidental teaching, modelling desirable behaviour, and encouraging 

independence (Sanders et a!., 1993).

3. Programme common stimuli. The rationale behind this strategy is that a target 

response is likely to be emitted in the presence of stimuli which resemble the 

stimulus conditions under which it was previously reinforced. One example of the 

application of this strategy in BPT is the involvement of both parents in 

treatment. While parent training has been criticised for its almost exclusive 

concentration upon training mothers (Strauss & Atkeson, 1984), the role of 

fathers in BPT has also received some consideration. For example, Adubato, 

Adams & Budd (1981) enhanced the maintenance of treatment effects by 

successfully training a mother to teach behaviour management skills to her 

spouse. Although Martin (1977) found that treatment outcome was not enhanced 

by the inclusion of fathers in treatment, Patterson (1974) and Webster-Stratton 

(1985) found a higher level of maintenance of treatment effects among families

where the father had been involved in BPT.

4. Train loosely. Generality is enhanced by varying dimensions of the antecedent 

stimuli, such as the teaching format, and reinforcing a wide range of responses. 

Baer (1981) suggests a wide range of variations in teaching procedures which 

can enhance generality including; the use of two or more teachers, the presence 

or absence of other people, the variation of aspects of the training setting in 

terms of furniture, brightness, temperature and level of noise; and altering the 

teacher’s appearance. The application of this strategy in BPT is evident in the
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wide range of didactic methods which are utilised in varying combinations 

including: direct instruction, discussion, role-play, provision of printed material, 

video-modelling, and feedback. Training in social learning principles has been 

found to enhance generalisation of treatment effects (McMahon, Forehand, & 

Griest, 1981), although it has been suggested that training which includes direct 

observation and feedback rather than education in social learning principles is 

more effective with parents who experience literacy problems (Sanders et at, 

1993)

5. Use indiscriminate contingencies. This strategy is designed to address the 

vulnerability to extinction of behaviours which are developed and maintained 

under continuous schedules of reinforcement. In BPT this refers to the tendency 

of parents to revert to pre-intervention levels of coercive behaviour towards the 

target child when the programme has ended. In order to counteract this 

tendency, Sanders et al. (1993) include a post-training phase, during which the 

clinician continues to conduct observations, but rather than provide feedback, 

encourages the parent to assess his/her implementation of the child 

management techniques. Similarly, Patterson (1974) advocates regular 

monitoring of child behaviour during the first year after treatment, and the use of 

booster sessions to retrain parents when necessary. Kendall (1989) questions 

the expectation that clinical intervention can cure those forms of 

psychopathology which are particularly resistant to treatment, and advocates the 

concept of continuing care, such as the provision of short-term booster 

treatments on a long-term basis, as a realistic means of achieving generalisation 

and maintenance of treatment effects.

Teach self-management techniques. The rationale behind this strategy is that if 

parents can be taught to prompt and reinforce themselves for changing their 

behaviour in different settings, at different times, and in relevant forms, then the 

likelyhood of the generalisation of treatment effects is ensured. In an early study,
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Herbert, & Baer (1972) found some evidence that self-recording helped parents 

to increase their rate of attention to appropriate child behaviour. Seif- 

management skills have been used widely as an adjunctive treatment to BPT 

(See p. 107, above).

Cataldo (1984) identified two main strategies that have been adopted in BPT 

for the enhancement of generalisation. On one hand, specific procedures are 

applied to the target problem behaviours in a range of settings. This approach can, 

however, present certain problems, especially when The consequence is that 

parents then seek additional behavioural programmes for each succeeding problem” 

(Cataldo, 1984, p. 340). The other approach to enhance generalisation effects in 

BPT is not to deal with the target problem immediately, but instead to teach parents 

general behavioural principles first. This approach is based on the assumption that if 

parents are “...well versed in the principles, generalisation of techniques to 

successive behaviour problems is supposed to be enhanced" (Cataldo, 1984, p. 

340). In most studies this assumption is not explicitly tested. In fact, this approach is 

so unpredictable that Stokes and Baer (1977) refer to it as the train and hope 

strategy for promoting generalisation. Cataldo (1984) proposed compliance training 

as a more reliable method to enhance generalisation of treatment effects in BPT:

“Parents are taught to reinforce compliance using a standard, specific set of 

techniques. Since almost any behaviour problem can be identified as a 

compliance problem, an immediate solution is provided for the target or 

referred problem. ...Generalisation is inherent in the procedure instead of a 

process that parents must extrapolate from successive behaviour 

programmes or from being taught principles (p. 340).

Compliance training

Compliance training refers to a set of procedures where the child is 

reinforced for responding appropriately to parental instructions. Duchanme &



Behavioural parent training 115

Poppynick (1993) describe compliance as a keystone behaviour, because an 

increase in compliant responding has been associated with an increase in non- 

targeted prosocial behaviours, a phenomenon which is termed behavioural 

covariation. The behavioural covariation effect has been examined in a number of 

studies. Russo, Cataldo, and Cushing (1981) examined changes in the aberrant 

behaviour of three children (between 3 and 5 years of age) with developmental 

disabilities in response to contingent reinforcement of compliance to adult 

instruction. Although there was some variation between subjects, compliant 

responding was accompanied by a reduction in aberrant behaviour even though 

these behaviours had not been targeted directly.

In a later study, Parish, Cataldo, Kolko, Neef and Egel (1986) examined 

whether a functional relationship existed between compliance to adult instruction 

and maladaptive behaviours. Four developmental^ disabled children (between 3 

and 5 years of age) who had been identified as exhibiting non-compliance and 

inappropriate behaviour were studied. Results indicated that compliant and 

maladaptive behaviours varied inversely; contingent reinforcement of compliant 

behaviour led to a decrease in inappropriate behaviour and contingent punishment 

of inappropriate behaviour led to an increase in compliant behaviour. Cataldo, Ward, 

Russo, Riordan and Bennet (1986) found that compliance to adult instruction 

weakened when it was not followed by explicit consequences, and acknowledged 

that a number of features of the study might restrict the clinical implications of the 

results:

1. Observations of the children were conducted in a residential setting with clinic 

staff, rather than with parents.

2. The children were developmental^ disabled.

3. In discrete trials the children were given five specified instructions, such as “Sit 

down/Stand up”. These were repeated three times during each training session
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during each phase of the study. The precision of this kind of procedure would be 

difficult to achieve within a home setting with non-delayed children.

Despite these misgivings, the authors conclude that the results “...lend strong 

support for a clinical treatment strategy based on reinforcing children for complying 

with instructions in order to also modify a variety of problem behaviours in addition 

to non-compliance" ( Cataldo et al., 1986, p. 279).

The therapeutic potential of compliance training to modify non-compliance as 

well as untreated aversive behaviour has been illustrated in a number of studies. 

Mace, Hock, Lalli, West, Belfiore, Pinter and Brown (1988) conducted a series of 

experiments with learning disabled adults in order to examine whether the 

reinforcement of compliance to high-probability instructions (those instructions with 

which the subjects were likely to comply) would increase the likely-hood that the 

subjects would comply with low-probability instructions (those instructions with which 

the subjects were likely to respond with non-compliance). The study found a 

behavioural momentum effect whereby compliance to high-probability commands 

led to an increase in compliance to low-probability commands. Ducharme et al. 

(1993) also distinguished between high- and low-probability commands in order to 

teach compliant responding to four developmentally disabled children. This 

distinction formed the basis of an errorless learning approach to compliance training, 

whereby compliance to high-probability instructions was reinforced before the 

presentation of low-probability instructions. The positive reinforcement of 

compliance to high-probability instructions led to less non-compliance to low-

probability instructions.

Although all these studies suggest that compliance training is an indirect 

means of reducing both aversive behaviour and non-complisnce, there are a 

number of ethical considerations to be considered. Firstly, it is important to establish 

that compliance to instruction is not a terminal goal, and that compliance training 

takes place within the context of a programme which includes other prosocial
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elements (LaVigna and Donnellan, 1986) Secondly, some compliance training 

programmes have advocated the use of forced by which Is meant the

physical management of the subject, in order to ensure compliance (Englemann 8 

Colvin, 1983), The physical management of severely oppositional and aggressive 

children within the context of a compliance training programme can lead to 

confrontational parent-child interactions (Ducharme eta/., 1993). Since abusive 

parents have been found to engage in more physical discipline strategies than non- 

abusive parents (Urqulza & McNiell. 1996) and since the physical abuse of children 

often takes place within the context of disciplinary confrontations (Bourne, 1993), 

there are risks associated with the physical management of conduct disordered

children.

Disciplinary practices

While the inverse covariation effect which is associated with compliance

. mpans of reducing aversive child behaviour, thetraining represents an indirect mea

x ■ Q behaviour bv direct means has been strongly advocated in reduction of aversive behaviour y

BPT:
If | were allowed to select only one concept to use In training parents of 

antisocial children, I would teach them how to punish more effectively. It is 

the key to understanding familial aggression. (Patterson. 1982, p. 111,

This emphasis on the use of punishment techniques w*h children whose families

.. a hinh rate of coercive interactions is initially surprising, 
are charactensed by a high raie

MQRo, on emphasised the distinction between parental 
However, Patterson (1982) also empn

, inn hpatina and “nattering”, which function as 
punishments such as spanking,

„ro^ ive  child behaviour, and effective punishment (See p. 
maintaining stimuli for aggress

85, Ch. 2). Effective punishment is derined. no. by ris inherent aversiveness, bu, by 

its function in reducing targe, behaviours (See p. 24. Ch. 1):
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Specifically, a decrease in the future probability of the occurrence of the 

behaviour must be observed before a procedure can be called punishment 

(Cooper et a!., 1987, p. 411).

Type 2 punishment techniques, such as response cost and time-out have been 

widely implemented within the context of BPT.

Response cost

Response cost has been defined as “a form of punishment in which the loss 

of a specific amount of reinforcement occurs, contingent upon the performance of an 

inappropriate behaviour, and results in the decreased probability of future 

occurrence of the behaviour” (Cooper etal., 1987). The loss of reinforcement is 

generally in the form of conditioned reinforcers such as points, tokens or stars. The

reinforcers can be given non-contingently at the beginning of the day, contingently in 

response to appropriate behaviour as part of a token economy, and as part of an 

individual or group contingency programme (Pazulinec, Meyerrose & Sajwaj, 1983) 

Cooper et at. (1 9 8 7 ) emphasise that while the procedure may be implemented 

correctly, it does not constitute response cost unless it functions to reduce target 

behaviours. Response cost has been implemented by teachers and residential staff 

to reduce inappropriate child behaviour in classroom and institutional settings 

(Pazulinec etal., 1983). Response cost has also been implemented successfully by

. „mmnnitv settings. For example, Hall et al. (1970) trained a parents in home and community semnya

mother to reduce the duration of time which it took her 5-year-o.d daughter to dress 

by making access to television contingent upon dressing wrthin 30 minutes of getting 

up Similarly, Barnard etal. (1977) and Clark etal. (1977) used response cost in

conjunction with token reinforcement to increase appropnate behaviour in the

, . ^  n  gem found that a response cost procedure in which
supermarket. Little and Kelly (19«^

at the beginning of three or four intervals during the child was awarded free points at tne ey

the course of an entire day was
effective in decreasing non-compliance and

aversive parent and child behaviour. and concluded:
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...response cost may be a new procedure to add to current behaviour 

management techniques offered to parents. Response cost was relatively 

easy, effective and acceptable to parents (p. 533).

Time-out

Time-out has been defined as “the withdrawal of the opportunity to earn 

positive reinforcement or the loss of access to positive reinforcers for a specified 

period of time, contingent upon the occurrence of a behaviour; the effect is to reduce 

the future probability of that behaviour” (Cooper et at., 1987, p. 440). Whereas 

response cost involves the withdrawal of a positive stimulus, such as a token, 

contingent upon the occurrence of the target behaviour, both time out and extinction 

involve the withholding of a reinforcing consequence, such as being included in 

conversation, following a response (Pazulinec et al„ 1983). Time-out can be either 

exclusionary or non-exclusionary. Exclusionary time-out involves the physical 

removal of the individual from the immediate environment for a specified period of 

time, contingent upon a target behaviour. Within the home setting, exclusionary 

time-out typically involves a bedroom or the hallway. Non-exclusionary time-out 

does not involve the physical removal of the child from the immediate environment, 

and is implemented in the home setting by means of planned ignoring or the 

withdrawal of a specific positive reinforcer, such as access to TV.

Both exclusionary and non-exclusionary time-out have been widely 

implemented within BPT. Forehand et at. (1981) advocate placing the child on a 

chair facing the corner of the room for three minutes in response to non-compliance. 

Webster-Stratton (1992) advocates placing the child on a chair within view of the 

parent, or in a hallway, bathroom or bedroom in response to inappropriate behaviour 

which cannot be ignored, with the age of the child determining the length of time-out 

in minutes. Webster-Stratton (1992) also recommends that time-out should not be 

used for every instance of inappropriate behaviour, but advocates the use of logical 

consequences such as the imposition of an extra chore, or the withdrawal of access
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to a preferred item or activity, in response to inappropnate behaviour. Sanders et a 

(1993) advocate exclusionary time-out, as a back-up for non-exdusionary time-out 

and logical consequences in response to a broad range of inappropriate child 

behaviours which range in seriousness from fighting, teasing or irritating siblings to 

minor whining and interrupting parents' conversations or telephone calls.

Although time-out has been widely advocated within PMT. its acceptability as 

a treatment method for aversive child behaviour has been questioned. Kazdin 

(1 980) found that non-exdusionary time-out was rated by undergraduate students 

as a more acceptable form of treatment for inappropriate child behaviour than 

exclusionary time-out, but that exclusionary time-out was rendered more acceptable 

when it was accompanied by a contingency contract which included the child, and 

which involved careful explanation of the procedure in advance.

Resistance to time-out, whether by refusal to go to the designated place 

(time-out refusal), or by refusal to stay there (time-out escape), must be managed 

successfully if timeout is to be established as an effective punishment practice 

»¡thin the home. Forehand ef a/. (1981) advocate the threat and use of a mild spank 

as a back-up means of enfordng compliance to timeout, and acknowledge that the 

use of spanking is not appropriate for parents with a history of child abuse.

Alternatives to spanking include loss of privileges for older children, or the use of a 

timeout room, physical restraint, or logical consequences with younger children. 

Webster-Stratton (1992) advocates increasing the duration of timeout up to a 

maximum of 10 minutes, followed by the removal of a privilege in response to tim e 

out refusal, and the use of a timeout room in response to timeout escape. McNeil, 

Clemens-Mowrer, Gurwitch & Funderburk (1994) devised a hvo-cba/rbo/d technique 

as an altemafive to spanWng for the management of timeout escape. The twechair

• , ,oc thP Dhvsical restraint of the child in a designated holdinghold technique involves the pny

. on a second chair. The child is held on a chair rather than chair by a parent who sits on a
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on the parents lap in order to provide minimal reinforcement. McNeil et al. (1994) 

acknowledge that the technique is not therapeutic:

It is used only as an aversive consequence for children who test the limits of 

time-out (p. 34).

Furthermore, the technique is not suitable for children above 6 years of age. 

Reitman and Drabman (1996) developed the read my fingertips technique for the 

management of verbal resistance to time-out. The technique involves the parent 

signalling to the child by hand that the duration of time-out will be increased by one 

minute for each word of protest uttered after a warning to stop talking.

While the effective management of time-out refusal and time-out escape is a 

very important therapeutic goal, the use of mild spanking and physical restraint 

(which constitute Type 1 punishments) (See p. 24, Ch. 1) has generated intense 

controversy. Lutzker (1994) strongly criticised the two-chair hold technique as being 

both morally and scientifically unacceptable and characterised McNeil et at. (1994) 

as “appalling” (p. 35). Kemp (1996) places Lutzker’s reservations about the two- 

chair hold technique in the context of the more general trend against the use of 

aversive methods in behaviour therapy (for example, Lavigna et al., 1986), but 

concludes that McNeil et al, (1994) represents an important contribution to the 

treatment of children with serious conduct problems.

While the procedure can be described as aversive, most would agree that a 

brief period of time-out and a brief period of physical restraint is certainly in 

the category of mild aversiveness, with little or no likelyhood of pain, tissue 

damage, injury, dehumanisation, or humiliation. ...No one wants to use 

aversives, any more than anyone wants to use surgery or radiation or 

amputation or powerful medications. But there are extremes in the world and 

there are extremes of severe behaviour problems that cry out for treatment

(p. 22).
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Positive reinforcement

While the use of time-out has generated some controversy, BPT also places 

a great emphasis upon the promotion of prosocial child behaviour through positive 

reinforcement. This emphasis is consistent with behaviour analysis’ abiding concern 

with the application of positive reinforcement procedures as an alternative, or as an 

antidote to punishment (Grant et a/., 1994; Sidman, 1989).

A range of positive reinforcement practices have been applied in BPT. 

Forehand et at (1981) provides instruction in positive attending and rewards within 

Phase 1 of the programme, which focuses upon differential attention. Phase 1 also 

provides instruction in ignoring. Positive attending and rewards are used to increase 

desirable child behaviour, while ignoring is used to decrease undesirable child 

behaviour. Positive attending refers to monitoring and enthusiastically describing the 

child’s play activity within the context of the child s game. Positive attending is 

distinguished from issuing instructions, asking questions and teaching, all of which 

involve the parent imposing structure upon the child s activity. Rewards refer to the 

provision of social reinforcement through labelled praise (which contains a verbal 

description of the behaviour being praised) and unlabelled praise (which contains a 

positive statement about the child, but which does not describe a specific child 

behaviour), and through physical affection. The main thrust of Phase 1 is to alter 

parent-child interactions from a negative to a positive the focus, and the parent is 

instructed to implement the positive reinforcement practices by adopting the motto; 

“Catch your child being good” (Becker, 1971). The constructive focus of the 

programme is emphasised by introducing positive reinforcement practices in Phase 

1. whereas compliance training, which includes time-out, is introduced in Phase 2.

The rationale for this arrangement is clearly outlined;

We have found that parents who are first taught a disciplinary procedure 

such as TO (which is a type of punishment) will frequently reduce their 

children's problem behaviours and terminate therapy. Unfortunately, these
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parents have not learned any positive skills for Interacting with their children 

or for maintaining their child's positive behaviour Therefore, for both ethical 

reasons and overall therapeutic effectiveness, it is important to teach 

punishment procedures to parents last in the therapy process (pp. 50-51). 

Webster-Stratton (1992) emphasises the important role which play occupies in child 

development, and specifies skills which enable parents to play more effectively with 

children. Four types of play are described; physical play, manipulative and 

exploratory play, games, and symbolic or make-believe play. These play activffies 

enable children to learn conflict resolution and problem-solving skills, to develop 

their vocabulary and values, as well as their creativity, imagination, and self-esteem. 

Parents are taught a range of positive reinforcement practices in order to promote

play activities and desirable behaviour in general:

One of the most important tasks of parents is to teach their children 

appropriate behaviours. One of the best ways to do this is for parents to give 

their children attention and encouragement whenever they observe them 

doing something positive. Those moments of posHive behaviours are 

opportunities for teaching appropriate behaviour by focusing on it and 

praising it. (Webster-Stratton, 1992, Programme 9, Part 1, p. 7)

Specific positive reinforcement skills include s tro n g  interest, following the child's

lead, self-praise, labelled and unlabelled praise, physical affection and tangible

,  ctirkprs CMT (Sanders et a i, 1993) teaches parents to 
rewards such as tokens and stickers, u m  to

. etratenies which are designed to encourage positive use 8 positive reinforcement strategies wm

interactions between parent and child, and to promote socially appropriate 

behaviours, and skills In seff-care and Independence. Posrilve reinforcement

¿»nr-iinn Quality time with children, tuning in to desirable 
strategies comprise, spending q y

. „huoiral affection, conversing with children, using 
behaviour, giving plenty of phy

-I ovamnie through modelling, encouraging 
incidental teaching, setting a good example tnro

. ,he nr0vjsion of verbal, gestural and manual prompts, and 
independence through the pr
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providing engaging activities for children. All these programmes emphasise the 

importance of using positive reinforcement practices contingent upon desirable 

behaviour, and anticipate parental reservations that the practices constitute bribery.

While a broad range of positive reinforcement practices have been applied in 

BPT, there have been remarkably few evaluations of what contribution, if any, these 

practices make to the overall effectiveness of BPT with conduct problem children 

(Gardner, 1994). Bernhardt and Forehand (1975) found that labelled praise was 

more effective at changing the behaviour of young children than unlabelled praise, 

and that this effect was not influenced by social class. Never-the-less, two strands of 

research suggest that praise does not serve to positively reinforce appropriate child 

behaviour. Firstly, no difference has been found in the rate at which mothers of 

clinic-referred and non-clinic children provide praise in response to compliance 

(Griest, Forehand, Wells, & McMahon, 1980), and positive attention in response to 

appropriate child behaviour (Forehand et ai, 1975). Secondly, a number of studies 

have shown that differential attention, which consisted of praise in response to 

compliance, and ignoring in response to non-compliance, was ineffective in 

influencing child behaviour until it was used in combination with TO (Wahler, 1969; 

Budd, Green, & Baer,1976). Wahler (1969) suggested that parental praise 

influenced child behaviour only when it was implemented in combination with TO 

because the overall treatment package increased child responsiveness to parental 

positive reinforcement practices. Roberts (1985), however, found that child 

responsiveness to parental praise did not increase following successful treatment of 

child non-compliance. Roberts (1985) also found that child compliance was 

maintained for reasons other than immediate praise and concluded;

...praising child compliance did not appear to serve a reinforcement function. 

Given overt compliance as the independent variable, the practice appeared 

to be a socially acceptable, widely used ritual (p. 627).



Behavioural parent training 125

Wahler and Maginnis (1997) examined whether praise and mirroring (the description 

of appropriate child behaviour with neutral affect) were components of a broader 

construct, which is termed responsiveness, and which derives from social 

attachment theory. Responsiveness refers to parental responses which have a 

positive, neutral and even negative content, and which are loosely contingent upon 

appropriate child behaviour. Wahler et at. (1997) hypothesised that, rather than 

acting as positive reinforcement, maternal responsiveness leads to “maternal 

congruence (which) creates a harmony or synchrony that fosters child reciprocity, in 

general, as well as specifically fostering compliance” (p. 433). Mothers who were 

trained to use either praise or mirroring (the experimental groups) offered more 

supportive comments to their children, and their children responded with a higher 

rate of compliance, than an untrained control group. However, Wahler etal. (1997) 

also found a higher rate of maternal responsiveness among mothers in both 

experimental groups, and that higher rates of child compliance and maternal 

satisfaction were associated with responsiveness, rather than with praise or 

mirroring. Wahler etal. (1997) therefore concluded that these findings are relevant 

to mothers (and, by implication, to providers of BPT) who question the nature of 

positive parenting practices:

Clearly, their search for answers will be most fruitful if they focus on a means

of attaining interactional synchrony instead of pursuing a more narrow focus

on refining their selective use of any particular practice (p. 439).

Summary

This chapter reviewed the emergence BPT within the context of the 

increasing trend towards the professionalisation of support for parents which occurs 

in modem society. It also reviewed the emergence of the triadic model, alternative 

training formats, the expansion of the treatment paradigm, and treatment

generalisation.
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BPT is a form of clinical intervention in which parents are trained to alter their 

child’s behaviour. While BPT has been implemented with a wide range of problems 

in children, it is closely identified with conduct disorder because ecological factors 

which promote conduct disorder have been found to inhibit the effectiveness of BPT. 

The triadic model which applies in BPT has led to the recruitment of parents as co

therapists with whom the clinician works in a collaborative relationship. BPT has 

been delivered in a number of different formats which include individual clinic-based 

programmes, group training programmes which are community-based or clinic- 

based, and home-based programmes. While there appears to be little to choose 

between the different formats in terms of overall effectiveness, the group format 

appears to be the least expensive to implement.

The models of assessment, treatment and conceptualization of child 

deviance on which BPT is based have expanded as research has revealed the role 

which ecological variables play in the development and maintenance of conduct 

disorder. This expansion has led to the development of a range of adjunctive 

treatments which are designed to offset the influence of factors outside the parent- 

child dyad. The development of high-strength treatment programmes has also been 

recommended. Four types of treatment generalisation have been established as 

goals within BPT which comprise setting generalisation, behavioural generalisation, 

sibling generalisation and temporal generalisation.

This chapter also reviewed three major components of BPT which comprise 

compliance training, punishment and positive reinforcement practices. Compliance 

training has been identified as having the potential to reduce aversive child 

behaviour indirectly by means of the inverse covariation effect. Type 2 punishments, 

such as response cost and time out, have been used in BPT. The use of mild forms 

of Type 1 punishment as a means of overcoming time out refusal, such as spanking 

or physical holding, has generated some controversy, although the need to use mild 

aversive procedures in the treatment of severe conduct disorder has been justified.
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Finally, although positive reinforcement practices such as praise and positive 

attending occupy a key position within BPT, they have not been evaluated 

extensively. There is some evidence to suggest that the positive reinforcement 

practices which are taught in BPT are not used by parents of non-problem children 

to reinforce prosocial child behaviour.

Conclusion

This literature review indicates that childhood conduct disorder can have 

very serious implications for the individual in terms of conflicted relationships with 

parents and siblings, peer rejection and academic failure, and increased risk of 

juvenile delinquency and poor adult adjustment. While conduct disorder is 

associated with a number of child-specific factors, it is also associated with adverse 

family factors such as maternal depression, parental antisocial behaviour, and family 

discord, all of which are exacerbated by socio-economic deprivation. Within the 

context of this broad range of child-specific, familial and ecological factors, parenting 

practices play a key role in the development and maintenance of conduct disorder.

Behavioural parent training is a form of behaviour therapy which has been 

used extensively as a method of intervention with conduct disorder, and which 

focuses primarily, but not exclusively, on parent-child interactions. Behaviour 

therapy includes a range of intervention methods which are based on diverse 

concepts of learning. Applied behaviour analysis, a form of behaviour therapy which 

is based on non-mediational concepts of learning, is concerned with the 

development of effective methods of intervention for problems which are important 

to the client. Although there has been much criticism of behaviour therapy within 

social work, its advocates place a priority on the development of effective methods 

of intervention. The development of a behavioural parent training programme which 

is based on applied behaviour analysis is now descnbed.
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Chapter 4

Programme development

Introduction

A series of 7 studies was conducted in the course of developing a high-

intensity behavioural parent training programme between April 1996 and June 1999 

Ethical approval was granted by the ethics review board of the agency in which the 

studies were conducted in November 1995. The parents of all clients who 

participated in the studies sought professional assistance due to management

difficulties in the home, and were referred to a local child guidance clinic by a range 

of health and social service personnel which included G.P. s, social workers and

psychologists.
Study 1 a pilot study, examined the clinical feasibility of a home-based parent 

training programme. Study 2 examined the effectiveness of a compliance training 

strategy for the treatment of moderate/severe conduct problems. While the 

programme which is described in Studies 1-2 was based primarily on a compliance 

training strategy, Studies 3-5 describe the inclusion of additional components. Study

3 sought to increase the effectiveness of the programme by including high-intensity 

training in time-out in response to noncompliance and aversive child behaviour. 

Study 4 examined whether training a parent to praise compliant responding would 

lead to praise of other prosocial child behaviours. Study 5 examrned the 

effectiveness of training parents to positively reinforce prosocial child behaviour by
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means of praise, positive attending and active listening. The multi-component 

programme which was implemented in Studies 6-7 therefore provides parents with 

training in a range of skills which include; effective instruction-giving, the use of time 

out, and the use of positive reinforcement practices in response to both compliance 

and prosocial child behaviour. Study 6 examined the generalisation of treatment 

effects to untreated siblings. Study 7 examined the generalisation of treatment effects 

from the home to the school setting.

The method and results of each study are presented in sequence. A brief 

discussion at the end of each study addresses the issues which were raised and 

provides a link to the following study. General issues are addressed in the final 

discussion (Chapter 5).
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STUDY 1 (PILOT STUDY).

Background to pilot study

The behavioural parent training programme which is described in Study 1 

adopts the home-based training format of Child Management Training (CMT) 

(Sanders et al. ,1982,1993), but it is based upon a different treatment strategy. CMT 

is based primarily upon a behaviour reduction strategy according to which parents 

are trained to apply a behaviour correction procedure to specified problem 

behaviours such as demanding, aggression, temper tantrums, interrupting and non- 

compliance. A home-based training format was adopted because parent child 

observations were an essential compontent of both treatment provision and of the 

research programme. A compliance training strategy was adopted as an alternative 

to a behaviour reduction strategy for four reasons. Firstly, compliance occupies a 

central position in the socialisation of children (Patterson etal., 1992). Secondly, the 

inverse covariation between compliance and aversive responding endows 

compliance training with the potential to reduce aversive child behaviour indirectly by 

increasing compliant responding (Cataldo, 1984). Thirdly, the reduction of child 

conduct problems by indirect methods is consistent with a growing trend in behaviour 

analysis to adopt constructive interventions which increase prosocial responding, as 

an alternative to punishment (Lavigna etal., 1986; Donnellan etal., 1988; Sidman, 

1989). Fourthly, it has been argued that a wide range of aversive child behaviours 

can be construed as noncompliance, and responded to appropriately by an 

instructional procedure (Cataldo, 1984).

The choice of the programme’s constituent elements was determined by the 

adoption of a compliance training strategy. Firstly, compliance training was carried 

°ut by means of instruction-giving and positive reinforcement of compliance. 

Secondly, planned activities training was chosen in order to enable parents to issue 

■nstructions in a positive context (See p. 107, Ch. 3). The procedure enables the 

Parent to plan activities in advance, thus setting the stimulus context within which
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constructive instructions to which the child is likely to comply can be issued, and 

offering opportunities for positive reinforcement of compliance. Thirdly, a mild 

correction procedure (response cost) was chosen in order to reduce non-compliance. 

Response cost was chose as an alternative to planned non-reinforcement 

(extinction). The decision not to employ an extinction procedure in response to non- 

compliance was based upon the observation by Patterson (1982) that when parents 

ignored aggressive behaviour they appeared to reinforce it. It was hypothesised that 

compliance training, in combination with planned activities training and response cost 

would increase prosocial parent and child behaviours. The aim of the pilot project 

was to examine whether a home-based behavioural parent training programme 

which was based on these constituent elements was a feasible strategy for the 

treatment of child conduct problems within the context of a child guidance service.

Method

Screening

Given the broad range of referrals which are received by the child guidance 

service where the study was conducted, it was necessary to include an initial 

screening of cases prior to inclusion in the programme. The following criteria were 

set for inclusion in the study;

1. The subject had to be between 3 and 7 years of age and not suffering from an 

organic condition which was directly associated with behaviour problems.

2. During a pre-baseline assessment interview, parents had to report that child 

behaviour problems included antisocial behaviour.

3. The child had to score within the clinically significant range for externalising 

behaviour on the Child Behaviour Checklist (CBCL) (Achenbach, 1991). The 

CBCL is a behavioural checklist which comprises 118 items. It measures 

parental perceptions of child behaviour problems. Each item contributes to a 

specific dimension of dysfunction (e g. delinquent, withdrawn, somatic) which in
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turn contribute to two global dimensions of disturbance (internalising behaviour 

and externalising behaviour), and a total behaviour problem score. It has been 

tested for reliability and validity.

4. A score within the clinically significant range on the child domain of the Parenting 

Stress Index (PSI) (Abidin, 1990). The PSI is a checklist which is designed to 

measure the relative components of stress in the parent-child dyad. It has 101 

items and has been tested for reliability and validity. The child domain includes 

items on adaptability, acceptability, demandingness, mood, and distractability- 

hyperactivity. The parent domain includes items on depression, attachment, 

restriction of role, sense of competence, social isolation, relationship with spouse 

and parental health.

5. A rate of compliance to instructions of 40% or less during baseline home 

observations (Forehand et al., 1981).

Client

A 7-year-old boy, who had been referred to a child guidance clinic because of 

behaviour problems at home, was the client in Study 1. His mother reported that he 

had recently begun to destroy her personal belongings following disciplinary 

confrontations. The client lived at home with his mother and his 3-year-old brother.

His father had left home six months previously in order to undergo a residential 

treatment programme for drug addiction. His mother acknowledged that the 

atmosphere in the home during the previous two years when the clients father had 

become addicted to heroin had been marked by tension and unhappiness. At the 

time of referral, the client’s father had relocated to another part of the country. He 

visited the home on a regular basis but did not participate in the treatment 

Programme. The client met all the criteria for inclusion in the study and BPT was

recommended.
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Consent

Written consent was obtained from the mother to conduct home observations 

and to use the data which was obtained for the purposes of treatment and research. 

(See Appendix 1)

Settings

Clinic-based training sessions were conducted in the child guidance clinic to 

which the client had been referred. These were supplemented with 

observation/feedback sessions which were conducted in the home environment at 

pre-arranged times. The mother was provided with a set of printed guidelines for the 

arrangement of 30-minute observation sessions which specified that:

1. Family members were to remain in the living area of the house within view of the 

observer.

2. The television set was to be switched off.

3. Visitors and phone calls were to be kept to a minimum.

4. Other family members were to be present

5. The observation session should include 15 minutes of play activity chosen by the 

child, followed by 15 minutes of goal-directed activity chosen by the parent.

Observations of mother-child interactions were conducted in two different 

settings within the home:

1. Training setting. Weekly observation/feedback sessions were carried out by the 

author.

2. Test setting. Twice-weekly observations were carried out by a trained observer. 

This setting differed from the training setting in a number of aspects: it took place 

on a different day, at a different time, involved an activity which was not included 

in the training setting, and which parents had identified as being associated with 

problem behaviour. The mother chose homework as the test setting activity.
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Observation procedures

Each observation session was pre-scheduled, of 30 minutes duration and was 

carried out in the home using a time sampling procedure. The observer was cued by 

an audio tape to observe the mother-child dyad during a 20-second “observe” phase, 

and to record one category each of parent and child behaviour during a 10-second 

“record” phase. The observer was a social work trainee (Master’s level) who had 

received eight hours of training in the use of the coding schedule. Video sequences 

were reviewed during training and decisions about coding were discussed. Re

calibration sessions were conducted weekly during the course of the study during 

which video sequences were reviewed and decisions about coding were discussed.

Behaviour categories

The observational coding schedule was based on the Family Observation 

Schedule-V (FOS-5) (Dadds & Sanders, 1996). This schedule was modified to 

include an instructional sequence (Tables 1.1) and categories for specific parent 

behaviours (Table 1.2) and child behaviours (Table 1.3). (See Appendix 2 for 

observational coding schedule.)

Table 1.1 Instructional sequence categories

Category Symbol Definition

Alpha Instruction la An order, suggestion, rule or question to which a motoric 
response is feasible, and which is presented in a 

non-aversive manner.
Aversive Alpha Instruction la- An Alpha Instruction which is presented aversively.
Beta Instruction lb A command to which the child has no opportunity to 

comply due to vagueness or due to lack of opportunity 
to respond.

Aversive Beta Instruction lb- A Beta instruction which is delivered in an aversive 
manner.

Compliance c Compliance or attempt to comply with parental 
instruction within 5 seconds.

Non-Compliance nc Non-compliance to parental instruction within 5 seconds
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Table 1.2 Parent behaviour categories

Category Symbol Definition

Parent Continqent Attention

Praise Pr Praise, approval or acknowledgement, in response 
to compliance or prosocial child behaviour.

Response cost RC Parent issues a warning that a privilege will be lost in 
response to non-compliance.

Aversive contact C- Parental physical contact with the child in an aversive 
fashion which causes pain or physical discomfort.

Aversive social attention S- Social attention which is deemed to be aversive due to 
tone or content.

Contact c+ Parental physical contact with the child in a friendly, 
affectionate manner.

Social attention s+ Prosocial verbal or non-verbal parental attention.
Non-Attend NA Parent does not attend to the target child.

Table 1.3 Child behaviour categories

Category Symbol Definition

Physical Negative p- Actual or threatened motor movement in relation to 
another person that involves inflicting physical pain. 
Also destruction of objects.

Complaint ct Whining, crying, protesting, temper tantrums.
Demand d An instruction or command which is aversive due to tone 

and/or content.
Oppositional o Inappropriate child behaviour that cannot be included 

readily into any other categories.
Contact c+ Child physical contact in a friendly, affectionate manner.
Social Attention s+ Prosocial, verbal or non-verbal child attention to other 

family members.
Appropriate behaviour a Non-social, constructive behaviour.
Withdrawn w Absence of interaction with objects or persons, or self

stimulation.

Inter-observer reliability

Inter-observer reliability was assessed on 25% of observation sessions in the 

generalisation settings. The author acted as a second observer. Inter-observer 

reliability was calculated on an interval-by-interval basis, using the following formula:

_____ agreement intervals________x 100 = % agreement

agreement + disagreement intervals

(Cooper et al., 1987)

Inter-observer reliability was assessed for each category of behaviour comprising the 

instructional sequence, parental behaviour and child behaviour. Overall agreement
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ranged from 81% for child oppositional behaviour to 100% for the implementation of 

response-cost and !00% for the child withdrawn behaviour category.

Design

A single-case-study design (AB) was used during this study.

Baseline

Four baseline points were collected on each of the parent and child behaviour 

categories.

Compliance training

The compliance training programme lasted four weeks and was divided into 

two phases. The first training phase lasted two weeks and included one introductory 

clinic-based training session, followed by weekly home-based observation/feedback 

sessions when the therapist called to the home. During the following two weeks 

(training phase 2) weekly clinic-based training sessions were continued as a 

supplement to weekly home-based observation/feedback sessions. Didactic methods 

included; provision of printed handouts, role-play, verbal and written feedback on 

implementation of the procedures, and discussion.

The compliance training programme was based on three procedures: 1. 

Activity planning, 2. Giving instructions, and 3. Response cost.

1. Activity planning

The parent completed an activity planning checklist on a daily basis. This 

checklist was designed to prompt the parent to specify;

(a) Three activities which she wanted the child to engage in during the practice 

session;

(b) Three steps which she could take in order to leave herself free to give direction 

as necessary during the training period;
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(c) Whether she had prepared the child by telling him of the plan for the 30-minute 

session;

(d) Her feedback to the child on how he had performed during the session.

2. Giving instructions

The instructional procedure involved the following steps:

(a) Get the child’s attention.

(b) Issue a single instruction calmly, with one behavioural referent.

(c) Pause for 5 seconds to assess the child’s response.

(d) Respond appropriately in the case of

Compliance: make a statement of descriptive praise

Non-compliance: repeat steps (a) and (b). If the child complies, make a 

statement of descriptive praise.

Non-compliance: issue a warning calmly that response cost will be implemented. 

If the child does not comply, implement response cost 

procedure

3. Response cost

At the beginning of the training session, the child was awarded points in the 

form of a row of smiling faces printed on a row of smiling faces printed of a sheet of 

paper. If the child failed to comply with and instruction after having been given a 

warning, one of the faces was removed. At the end of the training session, the points 

were exchanged for preferred items which had been specified at the outset of the 

session (e g., four faces earned four sweets)

Post-training

The post-training phase lasted two weeks and was designed to enhance 

Maintenance of intervention effects. During this phase the mother was not asked to 

complete any further activity planning checklists. The therapist conducted 

observations, but did not provide written feedback on implementation of the



Programme development 138

procedures, and during discussion the mother was facilitated to self-assess 

implementation of the procedures.

Results

Data which was obtained in the test setting is presented.

Alpha Instructions

The rate of parental Alpha instructions (Figure 1.1) during baseline averaged 

17% of intervals. The introduction of Phase 1 of the compliance training programme 

was associated with a significant increase in the rate of parent Alpha instructions and 

averaged 32% of intervals. The rate of Alpha instructions decreased somewhat 

during Phase 2 to an average of 28% of intervals. An average of 36% of Alpha 

instructions was recorded during the post-training phase.

% of Baseline Inter- Int. 2 Post
intervals vention 1 Training

Figure 1.1. Rate of effective instructions across sessions (test
setting)
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Contingent Attention

The rate of parent contingent attention (praise and implementation of 

response cost procedure) averaged 2% of intervals during baseline (Figure 1.2). The 

introduction of Phase 1 of the compliance training programme was not associated 

with a significant increase in the rate of parent contingent attention; an average of 6% 

parent contingent attention was recorded. However, the introduction of Phase 2 led 

to an increase in the rate of parent contingent attention, and an average of 18% was 

recorded. The increase was maintained during the post-training phase, when an 

average of 31% parental contingent attention was recorded.

% of 
intervals

Baseline Inter- Int. 2 
vention 1

Post-
Training

Observation Days

Figure 1.2. Percent of parental contingent attention across 
sessions (test setting)

Correct programme implementation

Correct programme implementation was a summary measure which was 

calculated as the number of intervals in which two specific parent behaviours (Alpha 

lnstruction and contingent attention) and one specific child behaviour (compliance)
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were recorded. The rate of parent correct programme implementation during baseline 

averaged 1% of intervals (Figure 1.3). The introduction of Phase 1 of the compliance 

training programme led to an increase in the rate of parent correct programme 

implementation. The introduction of Phase 2 led to a further increase. During the 

post-training phase this increase was maintained.

0/ of Baseline Inter- Int. 2 Post
intervals vention 1 Training

Figure 1.3. Percent of parental correct programme 
implementation across sessions (test setting)

Child compliance

The rate of child compliance during baseline averaged 18.7% of intervals (Figure 

1.4). The introduction of Phase 1 of the compliance training programme led to a 

significant increase in the rate of child compliance. During Phase 2 and post-training, 

this increase was maintained.
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% of 
intervals

Baseline Inter- Int. 2 
vention 1

Post-
Training

Observation Days

Figure 1.4. Percent of child compliance across sessions
(test setting)

Discussion Study 1

A behavioural parent training programme was implemented with one parent- 

child dyad, a seven-year-old boy and his mother. The programme was based on a 

compliance training strategy which included planned activities training, instruction

giving and response cost. The results from this study showed an increase in the use 

of non-aversive instructions (Alpha instructions) by the parent, an increase in 

contingent attention by the parent, an overall increase in correct programme 

implementation by the parent, and an increase in compliant behaviour by the child. 

Most of the increases were rather small and therefore only allow for tentative 

conclusions about the efficacy of the procedures. Never-the-less, the pilot study 

achieved its primary aim by demonstrating that home-based BPT which was based 

on a compliance training strategy was a feasible method for the treatment of child 

conduct problems within the context of a child guidance service. Firstly, the mother 

welcomed home-based intervention as an expression of interest by the service in the 

Problems which she was experiencing. Secondly, the pilot study demonstrated that
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home observations of the mother-child dyad could provide data on the constituent 

elements of a behavioural parent training programme, which would assist programme 

development. The acceptable levels of inter-observer reliability indicated that the 

behavioural categories were well-defined and did not overlap.

The pilot study also highlighted a number of methodological problems. Firstly, it 

was not possible to examine the inverse covariation between compliant responding and 

aversive child behaviour, because only one instance of child behaviour was recorded in 

each interval. The reduction in the overall rate of aversive child behaviour during 

sessions could therefore be attributed to the physical incompatibility between aversive 

and compliant responding (i.e. the rate of aversive responding in each session decreased 

because there was less time available to the client to respond aversively), rather than 

reflecting a functional relationship between these two classes of behaviour (Cataldo et 

al., 1986). Secondly, the mother was asked to complete planned activity checklists in 

both training and test settings, which led to a degree of confounding between these 

settings. It was therefore not possible to examine the generalisation of treatment effects 

from the training to the test setting. Thirdly, it quickly became evident that once-weekly 

home-based observation/feedback sessions were not sufficient to enable the mother to 

master the procedures, and supplementary clinic-based training sessions were 

introduced in Phase 2 of treatment.

Study 2 was designed to overcome the methodological problems which were 

highlighted by Study 1. Firstly, the strategy which was suggested by Cataldo et al. (1986) 

as a solution to the problem of physical incompatibility was adopted; during intervals 

when child compliance was observed, a further measure of child behaviour during the 

same interval was also recorded. It was hypothesised that this strategy would facilitate 

the examination of the functional relationship between compliant and aversive 

responding. Secondly, it was decided to obtain data from the training setting only. Thirdly, 

it was decided to increase the frequency of home-based observation/feedback sessions 

trom once- to twice-weekly, which is the level of therapist contact provided in CMT 

(Sanders eta!., 1982; 1993).



Programme development 143

STUDY 2 

Method

Client

The client was a 6-year-old boy, an only child who had been referred to a child 

guidance clinic due to behaviour problems. His mother reported physical aggression, 

noncompliance and oppositional behaviour during an initial pre-baseline assessment 

interview. Problem behaviours had developed while she and her son had lived in the 

maternal grandparents home, where maternal grandparents were over-indulgent and 

inconsistent in child management. The natural father had not been involved at any 

stage in the client’s upbringing, and was not involved in treatment. Mother and son had 

been housed by the local authority when the subject was 5 years old, at which time 

child management difficulties became more pronounced. The mother had attended a 

community-based parent training group which had improved her ability to manage 

problem behaviour. She sought further assistance when problem behaviours re- 

emerged. Maternal verbal report of problem behaviour was confirmed during baseline 

home observations. The same screening procedures were used as in Study 1, and the 

client met all criteria for inclusion in the study. BPT was recommended.

Consent

Written consent was obtained as in Study 1.

Training Setting

Observation/feedback sessions were conducted twice-weekly in the home setting 

during all phases of the study. The mother was issued with identical guidelines the 

arrangement of 30-minute observation sessions as in Study 1.
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Test setting

During all phases of the study, the mother recorded the incidence of physical 

aggression using an event recording format. Physical aggression was defined as “the 

infliction of pain on the mother by the subject by punching, slapping or kicking”. Physical 

aggression was recorded between 6:00 p.m. and 8:00 p.m. on days when the therapist 

did not call to the home.

Observational procedures, behaviour categories

Observational procedures and behaviour categories were identical to those 

employed in Study 1

Design

The design in this study included baseline, two training phases, post-training 

and follow-up.

Baseline

Three observations were conducted during the baseline phase.

Intervention Phase One

The first author acted as therapist and conducted observations in the training 

setting. The programme content was identical to that in Study 1. The mother was 

mstructed in the use of activity planning, instruction-giving, and response cost during an 

lr|itial clinic-based training session which was of two hours duration. Didactic methods 

deluded; printed handouts, role-play, and discussion. Further instruction took place 

during twice-weekly observation/feedback sessions, which consisted of 30 minutes
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observation and 30 minutes feedback and discussion, during which the mother was 

provided with verbal and written feedback on her implementation of procedures.

Intervention Phase Two

The mother was taught to apply the planned activities procedure to the test 

setting, and to devise specific strategies for the reduction of aggressive behaviour (e.g., 

to give her son advance warning of time to come in from play).

Post-training Phase

Written feedback was discontinued, and the mother was encouraged to make 

her own evaluation of her implementation of procedures during observation sessions.

Follow-up

One observation was conducted after an interval of six weeks.

Results

Child compliance and aversive child behaviour.

The inverse covariation between child compliance and aversive child behaviour 

was examined by comparing the percentage of intervals in which these behaviours 

occurred across observation sessions. The average incidence of child compliance and 

of aversive child behaviour during baseline were respectively 14% and 24% (Figure 

2.1). The introduction of Phase 1 of treatment was associated with an inverse 

covariation between compliance which increased to an average of 29%, and aversive 

behaviour which decreased to an average of 6% of intervals. The incidence of 

compliance during Phase 2 of treatment did not alter significantly and averaged 32% of 

'otervals. The incidence of aversive behaviour during Phase 2 averaged 8% of intervals.
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The incidence of compliance and of aversive behaviour during post-training were 

respectively 27% and 17%. At follow-up, compliance and aversive behaviour were 

respectively 35% and 3%.

Baseline
Phase

Intervention 1 Int. 2 Post Follow
Tr. Up

% of 
Intervals

Observation Days

Figure 2.1. Percentage intervals compliance and aversive child behaviour
across sessions

Bate of effective instructions

The rate of effective instructions was calculated by taking Alpha instructions as 

a percentage of total instructions across sessions. The average rate of effective 

"istructions was 50% during baseline (Figure 2.2). This increased significantly to an 

average rate of 82% during Phase 1 of treatment, which was maintained at 89% during 

phase 2, and at 86% during post-training. The rate of effective instructions at follow-up 

was 80%.
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Observation Days

Figure 2.2. Rate of effective instructions across sessions

Praise in response to compliance

The rate of praise in response to compliance was calculated by taking praise as 

a percentage of compliance across sessions. The average rate of praise in response to 

compliance during baseline was 26% (Figure 2.3). This increased significantly to an 

average of 77% during Phase 1 of treatment, which was maintained at an average of 

79% during Phase 2, and at 80% during post-training. The rate of praise in response to 

compliance at follow-up was 61%.
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Baseline Intervention 1 Int. 2 Post Follow up
Tr

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0 %  H— i— I— i— I— i— I— I— I— I— i— I— i— I— I— i— i— i

0 2 4 6 8 10 12 14 16

Observation Days

Figure 2.3. Rate of praise in response to child compliance across
sessions

Rate of behaviour reduction procedure

The rate of the implementation of the behaviour reduction procedure in 

response to noncompliance was calculated by taking response cost as a percentage of 

child compliance across sessions. The average rate of parental use of the behaviour 

reduction procedure in response to child noncompliance during baseline was zero 

(Figure 2.4). The average rate of child noncompliance during baseline was 62%. The 

rate of behaviour reduction in response to noncompliance increased significantly to an 

average of 52% during Phase 1 of treatment. The rate of behaviour reduction on 

observation days 8 and 10 was zero, as child noncompliance was not observed on 

either day. The average rate of behaviour reduction during Phase 2 of treatment was 

70%, which decreased to 50% during post-training. The rate of parental use of the 

behaviour reduction procedure in response to child noncompliance at follow-up was 

2ero, as child noncompliance was not observed.
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Baseline Intervention 1 Int. 2 Post Follow up
Tr

Figure 2.4. Rate of behaviour reduction procedure in response to 
child noncompliance across sessions

Child Physical Aggression

The incidence of physical aggression in the test setting, which was recorded by 

the mother, provided a measure of generalisation. The average incidence of physical 

aggression during baseline was 4 (Figure 2.5). This decreased slightly to 3.75 during 

Phase 1 of treatment. A decreasing trend in the incidence of physical aggression during 

Phase 1 was evident; an average of 4.1 was recorded during the first half of Phase 1, 

and an average of 3.3 was recorded during the second half of Phase 1. The 

introduction of Phase 2 of treatment led to a decrease in the average incidence of 

Physical aggression to zero. Although there was a slight increase of physical 

a9gression at the beginning of post-training, the average incidence was .375. No data 

°n physical aggression was obtained at follow-up.



Programme development 150

Baseline Intervention 1 Int. 2 Post training

Observation Days

Figure 2.5. Incidence of physical aggression in test setting 

Discussion Study 2

A parent management training programme was implemented with a lone parent 

and her six-year-old son. The programme was based on a compliance training strategy 

and included three procedures; planned activities, instruction-giving and response cost. 

The inverse covariation between compliance and child aversive behaviour was 

demonstrated. The results of this study show that parent and child behaviours changed 

ln response to the initiation of the parent management training programme. The rates of 

effective instructions, of praise in response to compliance, and of implementation of the 

behaviour reduction procedure in response to child non-compliance increased. The 

Ganges in parent and child behaviour were significant and were maintained at six 

Weeks follow-up. The results of the study must be treated with some caution due to the 

*9ck of independent reliability assessments for observational data in the training setting,
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the reliance on self-report data in the test setting, and the relatively short length of time 

between treatment and follow-up observations. The results do suggest, however, that 

the procedures were effective in increasing child compliance and in reducing aversive 

child behaviour. They also suggest that parent instructional and reinforcement skills 

improved in response to the behavioural parent training programme.

The self-report data from the test setting suggest that child aggressive 

behaviour reduced significantly when the mother was trained to implement the 

procedures in the test setting. This indicates that generalisation of the procedures did 

not take place spontaneously. Some measure of generalisation can be claimed, 

however, because the training setting differed from the test setting, where the clinician 

was absent (Stokes et al., 1977). The results suggest that the mother had some 

difficulty implementing response cost consistently in the training setting. She reported 

that she found this procedure difficult to implement in other problem settings, such as 

collection from school, and that aversive child behaviour in these settings was not 

effected by the parent management training programme. This suggests that the 

reduction of aversive child behaviour by indirect means is not entirely effective.

Study 3 was designed to overcome some of the limitations of Study 2. 

Generalisation probes and a robust behaviour reduction procedure were included. 

Furthermore, a more rigorous experimental design was adopted.
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STUDY 3 

Method

Screening

Screening procedures were used as in Studies 1 and 2. The fifth criterion for 

inclusion (an observed rate of compliance of 40% or less) was broadened to include 

observation of aversive child behaviour during 20% of intervals during the initial 

baseline observation.

Clients

Two families took part in Study 2.

Family 1

The client was a seven-year-old boy who had been referred due to verbal and 

physical aggression towards his mother and two sisters aged four and eleven years. 

Both parents attended an initial assessment interview at the clinic and the mother 

reported that her son’s behaviour became excessively dominant in the home when his 

father, who worked in construction, was away from home. She reported that her son 

Was oppositional and defiant. He frequently kicked and punched her and his sisters, 

Particularly when he did not get his own way. She acknowledged that she frequently 

'°st her temper, and was concerned that she or her husband would injure him during a 

confrontation. His father left home before the children rose, and returned when they 

Were in bed, six days each week. Parents reported that their marriage was harmonious. 

"R le  the rate Df compliance during the initial baseline observation was 61% (above the 

Rerion of 40%), and aversive child behaviour was observed in only 10% of intervals, 

Mother thought that the client’s behaviour during the initial observation was 

Representative of his general behaviour, and strongly requested intervention. Further
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baseline observations indicated a criterion level of compliance and of aversive child 

behaviour. BPT was therefore recommended. The father undertook to attend clinic- 

based training sessions, but was unavailable for home observations due to work 

commitments.

Family 2

The client was a seven-year-old boy who had been referred due to non- 

compliance and oppositional behaviour at home. He lived at home with his parents and 

his twin sister. His father was in fulltime employment as a factory worker, and his 

mother was the primary caretaker. Both parents reported that their son had been 

difficult to manage since infancy, in comparison to their daughter who presented no 

management problems. Parents described wilful, oppositional behaviour which 

escalated to verbal and physical aggression during disciplinary confrontations. They 

attributed child management difficulties to the burden of care which twins represented. 

Parents reported that their marriage was harmonious, and reported no major stressors 

on the family. A criterion level of compliance (41%) and of aversive child behaviour 

(20%) was observed during the initial baseline observation, and the client met all the 

criteria for inclusion in the study. BPT was therefore recommended. The father 

undertook to attend clinic-based training sessions, but was unavailable for home 

°bservations due to work commitments.

Written consent was obtained as in previous studies.
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Observation procedures

Observations of mother-child interactions were conducted in two different 

settings within the home:

1. Training setting (twice weekly). Observation was carried out by the author who also 

acted as therapist.

2. Generalisation setting (once weekly). This setting differed from the training setting 

across a number of dimensions; it took place on a different day, at a different time, 

involved an activity which was not included in the training settings, and which 

parents had identified as being associated with problem behaviour. Both families 

chose homework as the generalisation setting activity. The observer in this setting 

was a social work trainee (Master’s level) who had received eight hours training in 

the use of the coding schedule. Video sequences were reviewed during training and 

decisions about coding were discussed. Re-calibration sessions were conducted 

weekly during the course of the study. Video sequences were reviewed and 

decisions about coding were discussed at weekly re-calibration sessions which 

were conducted during the course of the study.

behaviour Categories

The behaviour categories in Study 2 were identical to those in Study 1, with the 

e*ception that a category for time-out from positive reinforcement (Cooper, Heron, & 

Reward, 1987) was included. Time-out was defined as “Warning or implementation of 

time-out in response to noncompliance or aversive child behaviour”.

Qesign

A multiple-baseline-across-clients design was used during Study 2.
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Baseline

Three baseline points were collected from Family 1, and four from Family 2 on 

parent and child behaviour specified above.

Intervention Phase 1

Treatment was identical to Intervention Phase 1 in Study 1.

Intervention Phase 2

A high-intensity training format was used in order to instruct parents in the use 

of an exclusionary time-out procedure. Parents were encouraged to use time-out in 

response to non-compliance and aversive child behaviour. Training in the use of time

out took place during the course of day. Both parents and all children attended a self- 

contained annex in a residential unit which was arranged to resemble a family home. It 

comprised a kitchen and a living room which were joined by a short corridor, in which 

was placed a time-out chair. The child was sent to time-out for two minutes in response 

to non-compliance and aversive child behaviours. The duration of time-out was 

extended by means of an electronic kitchen timer for refusal to go to time-out. A 

Maximum duration of 10 minutes was specified. Time-out was re-initiated for refusal to 

remain on the chair and for refusal to sit quietly. Parents were encouraged to use the 

Procedure consistently with all their children. The parent was instructed in the use of 

active ignoring for refusal to go to time-out. A restraint procedure was also devised in 

event of the target child becoming assaultive. When the restraint procedure was 

lrYlPlemented an adult who could physically restrain the child (maternal grandfather in 

Panr»ily 1, and the father in Family 2) was contacted by telephone. The child was held on 

^'s bed until he undertook to go to time-out.
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The therapist initially intervened directly by training the child to accept the time

out readily. When the procedure had been established in the clinic setting, the mother 

was encouraged to take responsibility for its implementation, initially with the clinician 

present. The therapist and the father then observed the mother implementing the 

procedure by means of a video link-up, following which both parents and therapist 

reviewed a video recording of the mother implementing the procedure. The family 

returned home for the final stage of training in the time-out procedure. The therapist 

called to the family home and conducted an observation and feedback session. Parents 

were encouraged to explain the consequences of refusal to go to time-out to their 

children. Two hours after the observation and feedback session, the therapist 

telephoned the parents in order to review any difficulties which had arisen during the 

interim.

Post-training Phase

Treatment was identical to post-training in Study 1.

Follow-up

One observation session was conducted with each family in the training setting 

three months after post-training.

Results

Sate of Child Compliance

The rate of child compliance was calculated by taking compliance as a 

Psrcentage of the number of alpha instructions across sessions. The rate of child 

c°nip|jance during baseline averaged 48% (Family 1) and 59.2% (Family 2) (Figure 

3-1)- The introduction of Phase 1 of treatment led to a slight increase in the average
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rate of compliance to 58.5% (Family 1) and a decrease to 29% (Family 2). This 

increase was maintained during Phase 2 of treatment in Family 1, and an average rate 

of 85.6% compliance was recorded. The introduction of Phase 2 of treatment led to a 

significant increase in the rate of compliance in Family 2, and an average rate of 92.2% 

was recorded. The average rate of compliance during post-treatment was 97% (Family 

1) and 100% (Family 2). At follow-up, the rate of compliance was 92% (Family 1) and 

100% (Family 2).

Baseline Int. 1 Int. 2 Post Follow up
Treatment

100% -|
80% -

Case 1 60% -

40% - 
20%  -

0 %  - I— i— i— i— i— i— i— i— i— i— i— i— i— i— i— i— i— i

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17

100%
80%

Case 2 60%

40%
20%

0 %  -I--------1--- 1— i--------1------ 1----------1-----1------ 1----------1------- 1-------1 i-------1------- 1-------1------- 1-------1

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17

Observation Days

Figure 3.1. Rate of child compliance across sessions (Compliance as a 
percentage of Alpha Instructions).

^ttild aversive behaviour

An overall measure of child aversive behaviour was calculated by taking the 

iotal incidence of physical negative, complaint, demand, oppositional child behaviour
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and noncompliance across sessions. Child aversive behaviour was observed in an 

average of 20% of intervals in Family 1 and 17% of intervals in Family 2 during baseline 

(Figure 3.2). The introduction of Phase 1 of treatment led to an increase in the average 

incidence of aversive child behaviour to 35% (Family 1) and 37% (Family 2). The 

introduction of Phase 2 of treatment led to a significant decrease in aversive child 

behaviour Family 1, and an average of 4% was recorded. The introduction of Phase 2 

of treatment led to an initial increase in aversive child behaviour in Family 2, but this 

quickly decreased, and an average of 6.7% was recorded. During post-treatment the 

average incidence of aversive child behaviour was 2% in Family 1 and 7% in Family 2. 

At follow-up, the average incidence of aversive child behaviour was 2% in Family 1 and 

3% in Family 2.

Baseline Int. 1 Int. 2 Post
Treatment

Follow up

%
intervals

100 -I

80 -
Case 1 60 -

/40 -
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0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17
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20 -  

0 -A— . V  1— ?

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17
+ ...

Observation Days

figure 3.2. Percentage intervals child aversive behaviour across sessions
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Rate of Effective instructions

The rates of effective instructions was calculated as in Study 1. The rate of 

effective instructions during baseline averaged 48% (Family 1) and 76% (Family 2) 

(Figure 3.3). The introduction of Phase 1 of treatment led to an increase in the average 

of rate of effective instructions to 72% (Family 1) and 92% (Family 2). This increase 

was maintained during Phase 2 of treatment in Family 1, and an average rate of 95% 

compliance was recorded. The introduction of Phase 2 of treatment led to an increase 

in the rate of effective instructions in Family 2, and an average rate of 100% was 

recorded. The average rate of effective instructions during post-treatment was 86% 

(Family 1) and 100% (Family 2). At follow-up, the rate of effective instructions was 87% 

(Family 1) and 91% (Family 2).

Baseline Int. 1 Int. 2 Post Follow up
Treatment

Case 2

Observation Days

Figure 3.3. Rate of effective instructions across sessions.
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Rate of praise in response to child compliance

The rate of praise in response to child compliance was calculated as in Study 1, 

by taking praise in response to child compliance as a percentage of child compliance 

across sessions. The rate of praise during baseline averaged 14.7% (Family 1) and 

3.2% (Family 2) (Figure 3.4). The introduction of Phase 1 of treatment led to an 

increase in the average rate of praise to 48.5% in Family 1, which continued in Phase 2, 

when an average of 73% was recorded. A similar trend was observed in Family 2, 

where an average of 16.5% was recorded in Phase 1, and an average of 55.2% was 

recorded in Phase 2. The average rate of praise in response to compliance during post- 

treatment was 57% (Family 1) and 57.5% (Family 2). At follow-up, the rate of praise in

response to child compliance was 62% (Family 1) and 60% (Family 2).
Baseline Int. 1 Int. 2 Post Follow up

Treatment

Case 2

Observation Days

Figure 3.4. Rate of praise in response to child compliance across sessions
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Use of behaviour reduction procedures

The rate of behaviour reduction procedures was calculated by taking response cost and 

time-out as a percentage of target child behaviours (non-compliance and aversive child 

behaviour). The average rate of parental use of behaviour reduction procedures in response to 

target child behaviour during baseline was zero in Family 1 and Family 2 (Figure 3.5). The 

introduction of Phase 1 of treatment led to an increase in the rate of behaviour reduction to 18% 

in Family 1 on Observation Day 5. The introduction of Phase 1 of treatment led to an increase in 

the average rate of behaviour reduction to 16% in Family 2. The introduction of Phase 2 of 

treatment led to an increase in the rate behaviour reduction to 67% in Family 1 on Observation 

Day 6. The introduction of Phase 2 of treatment led to an increase in the rate behaviour 

reduction in Family 2 to 96% on Observation Day 7, and 100% on Observation Days 9, 11 and 

14. A high rate of behaviour reduction was observed during post-treatment in Family 1 (75% on 

Observation Day 10) and in Family 2 (89% on Observation Day 16).

Baseline Int. 1 Int. 2 Post Follow up
Treatment

Case 1

Case 2

Observation Days

Figure 3.5. Use of behaviour reduction procedures in response to non- 
compliance and aversive child behaviour across sessions
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Rate of positive reinforcement of prosocial child behaviour

The rate of positive reinforcement of prosocial child behaviour was calculated by 

taking praise as a percentage of the following child behaviours; contact, social attention, 

and appropriate. A zero rate of positive reinforcement of prosocial child behaviour during 

baseline was observed in both Family 1 and Family 2 (Figure 3.6). The introduction of 

Phase 1 of treatment led to an slight increase in the average rate to 6% (Family 1) and 1 % 

(Family 2). This low rate was maintained during Phase 2 of treatment, and an average rate 

of 3% was recorded in Family 1 and 0.75% was recorded in Family 2. The average rate of 

positive reinforcement of prosocial child behaviour during post-treatment was 8% (Family 1) 

and zero (Family 2). At follow-up, the rate was 11% (Family 1) and 4% (Family 2)

Baseline Int. 1 Int. 2 Post Follow up
T reatment

Case 1

Case 2

Observation Days

figure 3.6. Praise in response to prosocial child behaviour across sessions
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Generalisation probes

Five observations in the generalisation setting were conducted with Family 1. 

One observation was conducted during baseline, one during Phase 1 and three during 

Phase 2 of treatment. No observations were conducted in the generalisation setting 

during post-training or at follow-up. The rate of child compliance increased from 29% 

(baseline), to 72% (Phase 1) to an average of 100% (Phase 2) (Table 3.1). The 

percentage of intervals of aversive child behaviour reduced from 21% (baseline) to 13% 

(Phase 1), and to an average of 2% (Phase 2). The rate of parent attention contingent 

upon child compliance decreased from 50% (baseline) to 25% (Phase 1), and to an 

average of 25% (Phase 2). The rate of programme implementation in response to non- 

compliance and aversive child behaviour decreased from 60% (baseline) to 45%

(Phase 1) to zero (Phase 2), due to the reduced rate of the antecedent aversive child 

behaviours.

TABLE 3.1. Generalisation probes. Family 1

BASELINE INTERVENTION 1 INTERVENTION 2

-Cate of child compliance 29% 72% 100%
% Intervals Aversive Child 

.Behaviour 21% 13% 2%
Kate of Effective 

-instructions 70% 66% 60%
Kate of Positive 
Reinforcement of Child 

-Compliance 50% 25% 25%
jJse of Behaviour 
Reduction Procedures

33% 46% 0
positive Reinf. of 
Brosocial Child 

Cehaviour. 0 22% 6%

Ten observations in the generalisation setting were conducted with Family 2.

^ ne observation was conducted during baseline, one during Phase 1, five during Phase 

treatment, and three during post-training. The rate of child compliance increased



Programme development 164

from 60% (baseline), to 80% (Phase 1), to an average of 83.75% (Phase 2) (Table 3.2). 

The average rate of child compliance during post-training was 80.67%. The percentage 

of intervals of aversive child behaviour decreased from 20% (baseline) to 8% (Phase 1). 

The average percentage of intervals of aversive child behaviour during the first two 

observations in Phase 2 was 68%, which reduced to an average of 5% of intervals 

during the last three observations in Phase 2. This low average rate was maintained at 

5% during post-training. The rate of parent attention contingent upon child compliance 

increased from 0% (baseline) to 25% (Phase 1), and to an average of 50% (Phase 2). 

The average rate of parent attention contingent upon child compliance decreased to 8% 

during post-training. The rate of programme implementation in response to non- 

compliance and aversive child behaviour increased from 0% (baseline), to 25% (Phase

1). The average percentage of intervals of programme implementation during the first 

two observations in Phase 2 was 88%, which reduced to an average of 53.6% of 

intervals during the last three observations in Phase 2. A low average rate of 17.3% of 

intervals of programme implementation was maintained during post-training.

TABLE 3.2. Generalisation probes. Family 2

BASELINE INTERVENTION 1 INTERVENTION 2 POST-TRAINING

Rate of child 
-Compliance 60% 80% 84% 87%
% Intervals 
Aversive Child 

-Behaviour 22% 8% 30% 5%
Rate of Effective 

--Instructions 44% 72% 74% 55%
Rate of Positive 
Reinforcement of 

'pÜid Compliance 0 25% 23% 78%
Use of Behaviour
Reduction

■~5l2Çedures 0 17% 67% 40%
ositive Reinf. of 

: r°social Child 
L-Sehavjour 0 0% 3% 6%
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Discussion Study 3

BPT which included home-based training and high-intensity clinic-based 

training was implemented with two families. The results of this study show that parent 

and child behaviours changed in both families in response to BPT. Child compliance 

increased and aversive child behaviour decreased. Increases were observed in the 

rates of effective instructions, positive reinforcement of compliance and in the use of 

behaviour reduction procedures for non-compliance and aversive child behaviour. The 

rate at which parents implemented behaviour reduction procedures increased 

significantly following the high-intensity training in the implementation of a time-out 

procedure. The rate of aversive child behaviour increased significantly in Family 1 

during Phase 1 of intervention, when a response cost procedure was used, and 

decreased significantly with the introduction of time-out. The rate of aversive child 

behaviour decreased in Family 2 during Phase 1, increased initially with the 

introduction of time-out and decreased significantly as time-out was used consistently. 

The significant reduction in the rate of aversive child behaviour during Phase 2 of 

treatment led to zero rates of implementation of behaviour reduction procedures during 

Phase 2, post-treatment and at follow-up in both Family 1 and Family 2. The changes in 

Parent and child behaviours were significant and all were maintained at three months 

follow-up.

Setting generalisation was assessed by means of generalisation probes which 

Were conducted with both families in a non-training setting during baseline and 

•ntervention phases. Generalisation probes indicate that the rate of treatment 

9eneralisation on measures of parent behaviour differed between families. In Family 1, 

*he rate of effective instructions decreased slightly in the generalisation setting during 

phases 1 and 2 of intervention; the rate of praise in response to compliance decreased, 

the use of behaviour reduction procedures decreased. A high rate of use of
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behaviour reduction procedures was observed in Family 1 in the generalisation setting 

during baseline and Phase 1 of treatment. This was also observed during Phase 1 in 

the training setting (data point 5), and was attributed to the mothers use of logical 

consequences. (She reported that she learned this parenting skill at a parent education 

course which she had attended in a community setting one year previously.). 

Generalisation probes indicate a higher level of treatment generalisation on measures 

of parent behaviour in Family 2; increases were observed in the rates of effective 

instructions, praise in response to compliance and in the use of behaviour reduction 

procedures. The data on setting generalisation must be interpreted with some caution, 

however, as inter-observer reliability was not assessed in this study, due to scheduling 

difficulties. The setting generalisation data confirm clinical impressions that the parent in 

Family 1 did not implemented the techniques as consistently as the parent in Family 2.

In both families parents reported that the target child had become more 

manageable, that intense aggression no longer occurred, and that they had a more 

positive relationship with the target child. The results indicate that although praise in 

response to child compliance increased significantly, the rate of praise in response to 

prosodal child behaviour remained almost negligible in both families in the training and 

Generalisation settings. Study 4 was therefore designed to examine whether training 

Parents to praise child behaviour other than compliance would increase contingent 

Positive attention to prosocial child behaviour.
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STUDY 4 

Method

Client

A 4-year-old boy who lived with both his parents and a 2-year-old brother was 

the client in Study 4. His parents reported that he was rarely compliant to adult 

instruction, and frequently aggressive towards his younger brother. They also reported 

that he was difficult to manage in a range of settings including mealtime and bedtime. 

Both parents presented as demoralised and lacking confidence in managing their son. 

They reported that although their marriage was harmonious, they frequently disagreed 

about child management issues. They also acknowledged that the father having been 

made redundant and also experiencing health problems were sources of stress on the 

family. A criterion level of aversive child behaviour (33% of intervals) was observed 

during the initial baseline observation, and the client met all the criteria for inclusion in 

the study. BPT was therefore recommended. The father undertook to attend clinic- 

based training sessions, but was be unavailable for home observations due to work 

commitments.

Consent

Written consent was obtained as in previous studies.

Observation procedures and behaviour categories

Observations of mother-child interactions were conducted in the training setting 

twice-weekly by the author, who also acted as therapist.

A single-case-study design (AB) was used during this study
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Baseline

The commencement of Intervention 1 was delayed due to family circumstances, 

and an extended baseline of 7 observations was obtained.

Intervention 1

Treatment procedures were identical to Intervention Phase 1 in Study 3. 

Programme content consisted of instruction-giving and praise for compliance. 

(Response cost was not included.)

Intervention 2

Treatment procedures were identical to Intervention Phase 2 in Study 3. 

Programme content consisted of time-out and praise for prosocial child behavioiur. The 

parent was advised to extend the use of praise to a range of prosocial child behavioiur 

and provided with feedback on the implementation of this procedure.

Post-training

Treatment was identical to post-training in Study 3 

Follow-up

One observation session was conducted in the training setting three months 

after post-training.

Results

Shild compliance

The rate of child compliance during baseline averaged 54.3% (Figure 4.1). The

'Production of Phase 1 of treatment led to an increase in the average rate of
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compliance to 73.8%. The introduction of Phase 2 of treatment led to an increase in the 

average rate of compliance to 93.5%. This increase was maintained during the post

training phase, when the average rate of compliance was 94.5%. At follow-up, the rate 

of child compliance was 82%.

Figure 4.1. Rate of child compliance across sessions

Child aversive behaviour

A measure of total child aversive behaviour was calculated by taking the total 

incidence of physical negative, complaint, demand, oppositional behaviour and 

noncompliance across sessions. Child aversive behaviour was observed in an average 

of 34.8% of intervals during baseline (Figure 4.2). The introduction of Phase 1 of 

treatment led to a decrease in the average incidence of aversive child behaviour to 

19.6%. The introduction of Phase 2 of treatment led to a significant decrease in the 

average incidence of aversive child behaviour to 4% of intervals. This decrease was 

Maintained at 3.5% of intervals during the post-training phase. At follow-up, the average 

lr|cidence of aversive child behaviour was 12%.
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Observation Days

Figure 4.2 Percentage intervals child aversive behaviour across
sessions

Rate of effective instructions

The average rate of effective instructions was 54.2% during baseline (Figure 

4.3). This increased significantly to an average rate of 80.1% during Phase 1 of 

treatment, which increased to an average of 96% during Phase 2. The average rate of 

effective instructions during post-training was 94%, and at follow-up was 89%.

Baseline Intervention 1 Int. 2 P° st Follow up

Figure 4.3 Rate of effective instructions across sessions
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Rate of praise in response to child compliance

The rate of praise in response to child compliance during baseline averaged 

5.1% (Figure 4.4). The introduction of Phase 1 of treatment led to an increase in the 

average rate of praise in response to compliance to 44.6%. The introduction of Phase 2 

of treatment led to a further increase, and an average rate of 72% was observed. The 

average rate of praise in response to child compliance during post-training was 75%, 

and at follow-up was 79%.

PostBaseline Intervention 1 Int. 2 Follow up

Figure 4.4 Rate of praise in response to child compliance across
sessions

Use of time out

The rate of time out was calculated by taking time out as a percentage of the 

total intervals in which non-compliance and aversive child behaviour were observed. 

The average rate of time out during baseline and during Phase 1 of treatment was zero 

figu re  4.5.) The average rate of time out during Phase 2 of treatment was 75% which

'tocreased to 33% during post-training. At follow-up, the average rate of time out was

40%
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Int. 2
Baseline Int. 1 Post Follow up

Tr

Observation Days

Figure 4.5. Use of time out across sessions

Rate of praise in response to prosocial child behaviour

The rate of praise in response to prosocial child behaviour during baseline 

averaged 7.5% (Figure 4.6). The average rate of this parental behaviour increased to 

an average of 27.6% with the introduction of Phase 1 of treatment. The average rate of 

praise in response to prosocial child behaviour decreased to 10.5% during Phase 2 of 

treatment, and was 15% during post-training. The average rate of praise in response to 

Prosocial child behaviour at follow-up was 9%.
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Baseline Intervention 1 Int. Post Follow up
2 Tr

Figure 4.6 Praise in response to prosocial child behaviour across
sessions

Discussion Study 4

The results of this study show that both parent and child behaviour changed in 

response to BPT. Child compliance increased and child aversive behaviour decreased. 

Increases were observed in the rates of effective instructions, praise in response to 

compliance, and in the use of a time-out procedure. The parent received instruction and 

feedback on the use of praise in response to prosocial child behaviour. While this 

behaviour increased during Phase 1, when it was introduced, it was not maintained 

during subsequent phases of the study, and had reverted to base-line levels at follow

up. Observations confirmed maternal verbal reports that she found praising prosocial 

behaviour artificial and considered it the least valuable element of the programme (even 

though observations indicated a very high rate of praise in response to compliance at 

follow-up). While the results of Study 3 indicated that parental use of praise in response 

fo compliance did not generalise spontaneously to praise of prosocial child behaviour, 

this study indicated that the inclusion of explicit training in praising prosocial behaviour
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led to only short-term change in positive parent behaviour. Observational data and 

maternal verbal report therefore suggested that training the parent to praise prosocial 

child behaviour is not an effective means of establishing positive reinforcement for 

prosocial child behaviour. Study 5 was undertaken in order to examine whether 

teaching parents a broader range of attentional skills would provide a more enduring 

source of positive reinforcement for prosocial child behaviour.
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STUDY 5 

Method

Client

Two clients participated in Study 5.

Family 1

The client was a 6-year-old boy who lived with his parents, his 8-year-old 

brother and his 4-year-old sister. His father was employed on a full-time basis, and 

his mother on a part-time basis. His parents reported no major financial stressors. 

His father acknowledged that he was rarely at home due to work commitments, and 

his mother denied that this was a source of disagreement between them, as she 

was committed to the role of primary care-giver. She reported that her son was non- 

compliant, oppositional, and generally heedless of her authority. She acknowledged 

that she frequently lost her temper with him and resorted to restricting him to his 

bedroom for long periods. She reported that she felt demoralised by her inability to 

manage her son. She also expressed concern about intense conflict which arose 

with his older brother, which she largely attributed to the target child's domineering 

behavior. She noted that she did not have similar difficulties managing the other two 

children, who responded less extremely than the client to minor frustrations. A 

previous teacher had reported disruptive behaviour in class, although this was not a 

concern with his current teacher. She attributed her son’s problem behaviour to his 

fiery temperament, which resembled his father’s. His father agreed with this opinion 

and acknowledged that he was more comfortable in his role as a breadwinner than 

as a parent. A criterion level of compliance was observed (40%) and the client met 

all other criteria for inclusion in the study. The father undertook to attend clinic- 

based training sessions but was unavailable for home observations due to work 

c°mmitments.
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Family 2

The client was a 5-year-old boy who lived with his parents and 6-month-old 

brother. His father was in full-time employment and the family enjoyed middle- 

income status with no major financial stressors. The parents reported an 

harmonious marriage, and both parents reported difficulty in managing persistent 

oppositional and non-compliant behaviour in the home setting and in a variety of 

community settings. His mother, who was the primary care-taker, acknowledged that 

her inability to manage her son effectively was a source of demoralisation for her. 

She reported with bewilderment that she engaged in extended disputes with her son 

over minor matters. Behaviour management difficulties had become a source of 

concern two years previously while she was in full-time employment, and a 

succession of child-minders had reported that they found her son unmanageable. 

She acknowledged that she had felt guilty about working full-time, and was aware of 

a tendency to be overindulgent, by which she meant that was reluctant to impose 

discipline on her son consistently. She attributed her difficulties due to both her 

tendency to be overindulgent, and to her son’s stubborn temperament (which 

resembled her own). The father expressed bewilderment at his son’s difficult 

behaviour, and found that serious punishment, such as spanking and sending his 

son to bed early seemed to have no effect, other than to leave both parents feeling 

demoralised. The referral was precipitated by complaints from the client’s class 

teacher that he was uncooperative in class and domineering with his peers in the 

schoolyard. The observed level of aversive child behaviour was three times higher 

than the criterion (60% of intervals) and the client met all other criteria for inclusion 

in the study. The father undertook to attend clinic-based training sessions but was 

unavailable for home observations due to work commitments.
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Consent

Written consent was obtained as in previous studies.

Observation procedures

Observations of mother-child interactions were conducted in the training 

setting twice-weekly by the author, who also acted as therapist.

Behaviour categories

A number of changes were made in the categories of parent and child behaviour 

which were recorded in Study 5, although the instructional sequence was recorded 

as in previous studies. Parent behaviour categories in Studies 1-4 comprised 

aversive contact, aversive social attention, contact, social attention and non

attention (See Table 1.2, Study 1). The first parent behaviour which was observed in 

each interval was recorded, and aversive behaviour took precedence over prosocial 

behaviour. Praise, response cost (Studies 1 and 2) and time-out (Studies 3 and 4) 

were included in the instructional sequence, and were recorded when they occurred 

in response to prosocial child behaviours (See Table 1.2, Study 1 and Appendix 2). 

Parent behaviour in Study 5 was recorded, not on the basis of the first parent 

behaviour which was observed in each interval, but on the basis of whether the 

parent responded contingently or non-contingently to the child behaviour which was 

recorded in that interval (See Table 5.1). These changes were designed in order to 

examine parental contingent attention to prosocial child behaviour. Both contingent 

and non-contingent attends were coded as positive, negative or neutral. Aversive 

contact (which included such parent behaviours as spanking) was discarded, as it 

was found to have no utility in previous studies. Parent behaviours which had been 

coded as contact (which included physical affection) were recorded as either 

contingent or non-contingent positive attends. The category non-attend was 

stained.
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Table 5.1 Parent behaviour categories

C a te g o ry S y m b o l D e fin it io n

Parent Continaent Attention:

Praise P r Praise, approval or acknowledgement, in response 
to compliance or prosocial child behaviour.

Time Out 

Contingent Attend;

T O Warning or actual initiation of time out in response 
to non-compliance or aversive child behaviour.

Positive cA + Parental Attention which is contingent upon child
Negative c A - behaviour with positive, negative or neutral affect.
Neutral

Parent Noncontinaent Attention
cA o

NonContingent Attend;
Positive A+ Parental Attention which is not contingent upon
Negative A - child behaviour with positive, negative or neutral
Neutral Ao a ffe c t.

Non-Attend N A Parent does not attend to target child

Child prosocial behaviour categories in Studies 1-4 comprised contact, social 

attention, and appropriate behaviour (See Table 1.3, Study 1). The distinction 

between contact and social attention was not useful, and these categories were 

amalgamated into social attention which referred to prosocial behaviour in response 

to either the parent or other family members (See Table 5.2 and Appendix 2). The 

term constructive was considered a more accurate descriptor of self-directed, 

constructive behaviour than appropriate. The category off task was introduced in 

favour of withdrawn, which had not been useful in earlier studies.

Table 5.2 Child behaviour categories

C a te g o ry S y m b o l D e fin it io n

Physical Negative P- Actual or threatened motor movement in relation to 
another person that involves inflicting physical pain. 
Also destruction of objects.

Complaint ct Whining, crying, protesting, temper tantrums.
Demand d An instruction or command which is aversive due to tone 

and/or content.
Oppositional 0 Inappropriate child behaviour that cannot be included 

readily into any other categories.
Social Attention s+ Prosocial, verbal or non-verbal child attention to other 

family members.
Constructive cv Self-directed, constructive behaviour.

J^ffTask o t Stops performing speciftc task.
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Design

A multiple-baseline-across-subjects design was used during Study 5 

Baseline

Two baseline points were collected from Family 1, and four from Family 2. 

Intervention phase 1

Intervention phase 1 was conducted as in Study 4.

Intervention phase 2

During Intervention phase 2, parents were instructed in the use of time out 

as in Studies 3 and 4. They were also instructed in positive reinforcement practices 

in response to prosocial child behaviour (PRP). PRP comprised the following 

reinforcement skills:

1. Praise, which can be labelled or unlabelled. Labelled praise consists of a 

positive statement which describes what the child has done, for example “I really 

like the picture of the house that you've drawn”. Unlabelled praise consists of a 

general statement about the child, for example “Good man!”

2. Positive attending is a method of positively reinforcing constructive and 

imaginative play. It consists of observing and describing the child’s play activity. 

For example, when the child places a figure in the toy garage, the parent says, 

“Now the man has gone into the garage”. Positive attending does not include 

asking questions, or providing information because both of these activities place 

the parent in charge of the play activity.

3 Active listening is designed to encourage the child to seek attention and

assistance from the parent appropriately. Firstly, it involves the parent displaying 

interest in response to the child’s approach. Secondly, the parent listens to what
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the child is saying. Thirdly, the parent states his/her understanding of what the 

child is saying, and checks this out with the child. For example, “Do you mean 

you don’t want to visit Granny?”

Training in PRP also emphasised observational skills, the importance of timing in 

the delivery of positive reinforcement, and the frank expression of a range of positive 

emotional responses such as pleasure, pride and amusement. The emotional 

valence of each form of positive reinforcement was emphasised. A variety of 

didactic methods were used to instruct parents in the use of PRP which comprised; 

role-play, discussion, modelling, and provision of printed material.

Post-training and follow-up 1

Post-training and follow-up were conducted as in previous studies.

Booster

A one-day home-based booster session which focused on the consistent 

implementation of time out was provided to Family 2. The booster session involved 

the same instructional techniques that were employed in Intervention 2 and the use 

of the “Read my fingertips” technique, which is designed to reduce resistance to 

time out through argumentation (Reitman & Drabman, 1996). The parent was 

instructed to devise an explicit set of house rules, which the client assisted in 

formulating. The list of house rules was placed in a prominent position in the kitchen 

and the client was reminded of them on a daily basis. Rule-breaking led to automatic 

time out. The parent was also advised that new rules could be devised for a range of 

settings, such as visits to the supermarket or to relatives

Eollow-up 2

A follow-up observation was conducted in the home setting three months

after the booster session.



Programme development 181

Rate of child compliance

The rate of child compliance during baseline averaged 48% in Family 1 and 

31% in Family 2 (Figure 5.1). The introduction of Phase 1 of treatment led to an 

increase in the average rate of compliance to 61% in Family 1 and to 34% in Family 

2. This increase was maintained during Phase 2 of treatment, and an average rate 

of 83% compliance was recorded in Family 1, and of 72% in Family 2. The average 

rate of compliance during post-treatment was 90% in Family 1 and 70% in Family 2. 

At Follow-up 1, the average rate of compliance in Family 1 was 100%, and in Family

2 was 67%. During the booster phase in Family 2, the average rate of compliance

was 77%, and was 96% at follow-up 2.

Family
1

Family
2

Follow- 
Up 2

Observation Days

Figure 5.1 Rate of child compliance across sessions 

Child aversive behaviour

Child aversive behaviour was observed in an average 30% of intervals 

during baseline in Family 1 and in an average of 57% of intervals Family 2 (Figure
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5.2). During Phase 1 of treatment child aversive behaviour was ovserved in an 

average of 27% of intervals in Family 1 and 40% of intervals in Family 2. The 

introduction of Phase 2 of treatment led to a decrease in the child aversive

behaviour to an average of 20% of intervals in Family 1, and 28% of intervals in 

Family 2. The decrease in child aversive behaviour was maintained during post

training when it averaged 11% of intervals in Family 1, and 16% of intervals in 

Family 2. At Follow-up 1, child aversive behaviour was observed in 2% of intervals 

in Family 1, and in an average of 28% of intervals in Family 2. Child aversive

behaviour decreased to an average of 10% of intervals during the booster treatment

in Family 2, and to 3% of intervals at Follow-up 2.

Base Int.
-line 1

Int.
2

Post Follow B 
Treat- Up 1 o
ment o

s

Follow 
Up 2

Observation Days

Figure 5.2 Percentage intervals child aversive behaviour across sessions.

Rate of effective instructions

The average rate of effective instructions during baseline in Family 1 was 

59%, and in Family 2 was 68%. (Figure 5.3). The introduction of Phase 1 of
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treatment led to a slight decrease in the average rate of effective instructions in 

Family 1 to 54% and an increase to an average of 88% in Family 2. The introduction 

of Phase 2 of treatment led to an increase in the average rate of effective 

instructions to 80%% in Family 1, and the average rate in Family 2 was 81%. During 

post-training the average rate of effective instructions in Family 1 increased to 90% 

in Family 1, and decreased to 72% in Family 2. At Follow-up 1, the rate of effective 

instructions in Family 1 was 94%, and the average rate in Family 2 decreased to 

56%. The average rate of effective instructions during the booster treatment in 

Family 2 increased to 87% in Family 2, which increased to 96% at Follow-up 2.

Family
1

Family
2

Base Int.
-line 1

Post Follow B Follow
T reat- Up 1 o Up 2
ment o

s

Observation Days

Figure 5.3 Rate of effective instructions across sessions.

Bate of positive reinforcement of compliance

The average rate of positive reinforcement of compliance during baseline 

was 6% in Family 1, and 5% in Family 2 (Figure 5.4). The introduction of Phase 1 of
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treatment led to a slight increase in the average rate of positive reinforcement of 

compliance to 8% in Family 1, and to significant increase in Family 2 to 54%. The 

introduction of Phase 2 of treatment led to a slight increase in the average rate of 

positive reinforcement of compliance to 9% in Family 1, and a decrease to 36% in 

Family 2. During post-training the average rate of positive reinforcement of 

compliance in Family 1 increased to 18%, and decreased to 11% in Family 2. At 

Follow-up 1, the average rate of positive reinforcement of compliance in Family 1 

was 20%, and in Family 2 to 53%. The average rate of positive reinforcement of 

compliance during the booster treatment in Family 2 was 47%, which decreased to 

33% at Follow-up 2.

Family
1

Family
2

Base
-line

Int.
1

Int.
2

Post Follow B
Treat- Up 1 °

o
s 
t

ment

Follow 
Up 2

Observation Days

Figure 5.4 Rate of positive reinforcement of compliance across sessions.
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Parent contingent negative attention and time out

The average rate of time out during baseline in Family 1 was 0, and of 

contingent negative attention was 45% (Figure 5.5). In Family 2, the average rate of 

time out during baseline was 0, and of contingent negative attention was 37%. A 

zero rate of time out was observed in Family 1 during Phase 1 of treatment, when 

the average rate of contingent negative attention was 46%. In Family 2, a zero rate 

of time out was observed during Phase 1 of treatment, when the average rate of 

contingent negative attention was 25%. The introduction of Phase 2 of treatment led 

to an increase in the average rate of time out in Family 1 to 33%, and to a decrease 

in the average rate of contingent negative attention to 25%. In Family 2, the 

introduction of Phase 2 of treatment led to an increase in the average rate of time 

out to 57%, and to a decrease in the average rate of contingent negative attention to 

21%. The average rate of time out during post-training in Family 1 was 27%, and of 

contingent negative attention was 40%. In Family 2, the average rate of time out 

during post-training was 61%, and the average rate of contingent negative attention 

was 13%. At Follow-up 1, the rate of time out in Family 1 was 0, as was the rate of 

contingent negative attention. In Family 2, the average rate of time out during 

Follow-up 1 decreased to 9%, and the average rate of contingent negative attention 

increased to 46%. The average rate of time out in Family 2 during the booster 

treatment was 36%, and the average rate of contingent negative attention was 

63%. At Follow-up 2, the rate of time out in Family 2 was 50%, and the rate of 

contingent negative attention was 0.
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Family
1

Family
2

Follow 
Up 2

■ Use o f time out Contingent negative attention

Figure 5.5 Contingent negative attention and time out across sessions. 

Contingent positive attention

. The average rate of contingent positive attention during baseline was 2% in 

Family 1, and 24% in Family 2 (Figure 5.6). The average rate contingent positive 

attention during Phase 1 of treatment in Family 1 was 2%, and in Family 2 was 

22%. The introduction of Phase 2 of treatment led to a slight increase in the average 

rate of contingent positive attention in Family 1 to 8%, and in Family 2 to 33%

During post-training the average rate of contingent positive attention increased to 

22% in Family 1, and to 45% in Family 2. At Follow-up 1, the average rate of 

contingent positive attention in Family 1 was 30%, and in Family 2 was 27%. The
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average rate of contingent positive attention during the booster treatment in Family 2 

was 42%, which decreased to 19% at Follow-up 2.

Family
1

Family
2

Base Int.
-line 1

Post Follow b
Treat- Up 1 o
ment n

Follow 
Up 2

Observation Days

Figure 5.6 Rate of contingent positive attention across sessions.

Discussion Study 5

The results of Study 5 show that both parent and child behaviours changed in both 

families in response to BPT. There was an increase in the rate of compliance, and a 

decrease in the incidence of aversive child behaviour in both families. Increases 

were observed in the rates of effective instructions, positive reinforcement of 

compliance and in the use of time out. The disinction between contingent and non

contingent attention facilitated a comparison between the use of time out and 

contingent negative attention in response to aversive child behaviour. This 

comparison indicates that use of time out varied inversely with contingent negative
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attention, which served to negatively reinforce aversive child behaviour. This finding 

confirms the hypothesis of Patterson (1982) that training parents to use an effective 

method of discipline provides them with an alternative to aversive behaviours which 

merely contribute to coercive patterns of interaction by negatively reinforcing 

aversive child behaviour. The changes in the rate of positive reinforcement of 

compliance in both families was not as significant as in Studies 3 and 4, which was 

surprising, as the didactic methods for this parental behaviour studies were identical.

Study 5 was designed to examine whether teaching parents a broad range 

attentional skills would lead to an enduring source of positive reinforcement of 

prosocial child behaviour. The results indicate that the rate of contingent positive 

attention increased in response to treatment, but that the overall increase in Family 

1 was small, and the increase in Family 2 was not maintained either at Follow-up 1 

or at Follow-up 2. These results suggest that while the treatment programme led to 

significant changes in parent instruction-giving and use of time out, it did not lead to 

comparable changes in parental use of positive parenting practices.

The results also indicate that the techniques were not implemented as 

consistently in Family 2 as in Family 1. A low rate of child compliance and a 

moderate rate of aversive child behaviour were observed at follow-up 1, and 

confirmed during a second observation. These observations indicated that the 

mother responded to these behaviours with contingent negative attention, rather 

than with time out, and that the client became argumentative when his mother 

issued a warning that she would implement time-out. A home-based booster 

treatment was recommended on the basis of these observations. Booster treatment 

led to a significant decrease in the incidence of child aversive behaviour. Booster 

treatment also led to higher rates of effective instructions and use of time out. The 

mother reported that she found it easier to implement time out and to avoid getting 

drawn into arguments by not issuing a warning. This technique appeared to be an 

effective means of dealing with resistance to time out, and it was decided to adopt it
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STUDY 6

Study 6 was designed to examine whether behavioural parent training would 

lead to implementation of the child management techniques with a sibling, and to 

changes in sibling behaviour.

Method

Clients

Two clients participated in Study 6.

Family 1

The client was a 7-year-old boy who lived with his mother and 5-year-old

younger brother. His father had left the family home three years previously following a

period of intense acrimony, and maintained minimal contact with his sons. He was not

involved in treatment. The family was dependent on social welfare provision, but the

mother was due to take up employment, which she anticipated would improve the

financial circumstances of the family. The mother reported that she experienced

difficulty managing her older son. whom she described as generally uncooperative and

who did not accept correction, since his father had left the home. She reported that his

class teacher had begun to express concern about uncooperative and disruptive

behaviour at school. She reported non-compliance, verbal aggression and destruction

of belongings (both his own and hers) following disciplinary confrontations. She was

»so concerned at the level of conflict between her sons, which she attributed to the

dlder boy's domineeririg behaviour. She attributed her current level of difficulties to the

u, . , . . .  ¡n thp home and which had been witnessed by thelevel of conflict which had prevailed in the nome

h- , , .  . cnn rpminded her of his father in both°ys. She acknowledged that her older s

arx -i ormcpouentlv she was less patient with him9PPearance and temperament, and that consequently

th , , „  j mnrp easv to manage. The mother wasthan with her younger son, whom she found more easy xo
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negativistic in her descriptions of her older son’s behaviour, and acknowledged that she 

felt angry with him constantly. She reported that she had significant family and social 

supports. A criterion level of aversive child behaviour was observed (28%) and, as the 

client met all the criteria for inclusion in the study, BPT was recommended.

Family 2

The client was a 6-year-old boy who lived with his mother and his 4-year-old 

brother. His parents had never married and had separated three years previously by 

mutual agreement. The boys visited their father, who lived with his family of origin some 

distance away, at weekends. The father gave his consent to treatment, but was unable 

to participate because of transport difficulties. The family was dependent on social 

welfare provision, and the mother reported that she experienced stress due to financial 

difficulties. She also experienced stress due to the dilapidated state of their 

accommodation, and had applied to the local authority to be re-housed, but was not 

hopeful that this would happen in the foreseeable future. She reported that the boys 

were non-compliant and difficult to manage in a range of a settings both in the home 

(such as mealtime and bet-time) and in the community (such as in the supermarket).

The mother reported that she has experienced difficulty in managing her sons since she 

moved to her current accommodation two years previously. She reported that she had 

few social supports, and that family contacts tended to be acrimonious. She impressed 

as being socially isolated and depressed, but was reluctant to avail of either individual 

casework or psychiatric intervention, and strongly requested that intervention would 

focus on child management. A criterion level of aversive child behaviour was observed 

(40% of intervals) and, as the client met all criteria for inclusion in the study, BPT was

recommended.
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Consent

Written consent was obtained as in previous studies.

Observation procedures

Observations of mother-child interactions were obtained in two different settings 

within the home:

1. Training setting (twice weekly). Observations were carried out by the author, who 

also acted as therapist.

2. Test setting (once weekly). This setting differed from the training setting in a number 

of respects; it took place on a different day, at a different time, and involved an 

activity which was not included in the training settings, but which the mother 

associated with aversive child problem behaviour. Family 1 chose homework and 

Family 2 chose a number of household chores (such as folding washed clothes and 

sweeping the floor) as the test setting activities. The observer in the test setting was 

a social work trainee (Master’s level) who had received 8 hours training in the use of 

the coding schedule. Coding of video sequences was reviewed, and decisions 

about coding were discussed both during initial training, and at re-calibration 

sessions, which were conducted weekly during the course of the study.

Behaviour categories

The behaviour categories which were used in this study were identical to those 

which were used in Study 6, with the exception that the definition of Time Out was

changed from:

Warning, or actual initiation of disciplinary procedure in response to non- 

compliance and aversive child behaviour, 

to;
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Actual initiation of disciplinary procedure in response to non-compliance or 

aversive child behaviour.

Inter-observer reliability

Inter-observer reliability was assessed on 3 of the 21 (14%) observations which 

were conducted in the test setting, with the author acting as the second observer. Inter

observer reliability was calculated on an interval-by-interval basis, as in Study 1. The 

average levels of overall agreement are shown in Table 6.1.

Table 6.1. Average levels of overall agreement between observers (test setting)

Behaviour categories Average level of overall agreement

Alpha instructions 96%

Aversive alpha instructions 100%

Beta instructions 95%

Aversive beta instructions 100%

Compliance 96%

Non-compliance 100%

Positive reinforcement of compliance 96%

Time out

oo

Contingent attention 75%

Non-contingent attention 80%

Non-attend 94%

Aversive child behaviour 98%

Prosocial child behaviour 76%
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Design

A multiple-baseline-across-subjects-design was used during Study 6.

Baseline

Two baseline points were collected from Family 1, and seven from Family 2 on 

parent and child behaviours.

Intervention Phases 1 and 2. Post-training and follow-up

Intervention Phases 1 and 2, Post-training and follow-up were conducted as in

Study 5.

Results

All measures of parent and child behaviour were calculated as in Study 5. Data 

on each measure of behaviour in the test setting is presented, followed by data from the

the test setting.

Rate of child compliance

The rate of child compliance during baseline averaged 50% in Family 1 and 

53% in Family 2 (Figure 6.1). The introduction of Phase 1 of treatment led to an 

increase in the average rate of compliance to 58% in Family 1 and to 72% in Family 2. 

The average rate of child compliance increased further during Phase 2 of treatment to 

90% in Family 1, but decreased to 61 % in Family 2. The average rate of compliance

during post-treatment was
maintained at 90% in Family 1 and increased slightly to 68%
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in Family 2. At Follow-up, the average rate of compliance in Family 1 was 100%. No 

follow-up data was available for Family 2.

Base- Int. 1 Int. 2 
line

Post Follow up
T reat-
ment

40% - 
20%  -

0%  1—I—r- 1—I—I I I I I I I I I I I I I I I
o 2 4 6 8 10 12 14 16 1 8 - 2 0

Family
2

Figure 6.1. Rate of child compliance across sessions 
(target child).

Sibling npnftralisationiRgfóJìti£i!*2^g!ngii2Qgg

The rate of child compliance during baseline averaged 82% in Family l a n d

c o\ Thp averaqe rate of compliance in Family 1 during Phase 78% in Family 2 (Figure 6.2). i ne ave y
.ntainpd at 81% and increased to 91% in Family 2. The average 1 of treatment was maintained at o .

■- HPcreased during Phase 2 of treatment to 67% in Family 1, but 
rate of child compliance dec
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was maintained at 89% in Family 2. The average rate of compliance during post

treatment increased to 93% in Family 1 and decreased slightly to 80% in Family 2.

Baseline Int. 1 Intervention 2 Post
Treatment

100% -]
80% -

Family
t 60% -

40% - 
20%  -

0% -J------ 1----- 1—-—i--------1------ 1------ 1------ 1------ i------ 1-------1-----1
0 1  2 3 4 5 6 7 8 9  10 11

100% -,
80% -

Family 6 0 o/o .
2

40% - 
20%  -

0% I e I i I I I------1------r I------1
0 1  2 3 4 5 6 7 8 9  10 11

Observation Days

Figure 6.2. Sibling generalisation: rate of compliance across sessions.

Child aversive behaviour

Child aversive behaviour was observed in an average of 29% of intends during

^ •, -i cnH in an average of 27% of intervals Family 2 (Figure 6.3). Duringbaseline in Family 1 and in an aveioy

4 ♦ .hiiH aversive behaviour was observed in 26% of intervals inPhase 1 of treatment child aversive u

A ie. in Pamilv 2 The introduction of Phase 2 of treatment Family 1 and in 19% of Intervals in Family 2.

»■,a auprsive behaviour to an average of 15% of intervals in led to a decrease in child aversi

, „  camilv 2 The decrease in child aversive behaviour Family 1, and 12% of intervals in Fam y •

• ;nn xA/hpn it was observed in an average of 5% of was maintained during post-training when
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intervals in Family 1, but increased to an average of 20% of intervals in Family 2. At 

Follow-up, no child aversive behaviour was observed in Family 1. No follow-up data 

was available for Family 2.

% of
intervals

Base
line

Int. 1 Int. 2 Post Follow up 
Treat
ment

Family
1

50%
40%
30%
20%

10%
0%

18 20

Family
2

Figure 6.3. Percentage intervals child aversive behaviour across sessions
(target child).

Sibling generalisation: Child aversive behaviour

Child aversive behaviour was observed in an average of 17% of intervals during 

baseline in Family 1 and in an average of 15% of intervals Family 2 (Figure 6.4). During
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Phase 1 of treatment child aversive behaviour was maintained at 14% of intervals in 

Family 1 and at 16% of intervals in Family 2. During Phase 2 of treatment child aversive 

behaviour in Family 1 was maintained at an average of 15% of intervals, and 19% of 

intervals in Family 2. Child aversive behaviour decreased to an average of 3% of 

intervals in Family 1 during Post-training, and to an average of 8% of intervals in Family 

2 .

intervals Baseline Int. 1 Intervention 2 Post
Treatment

Family
1

Family
2

Figure 6 4 Sibling generalisation: Percentage intervals aversive child
y behaviour across sessions.
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The average rate of effective instructions during baseline in Family 1 was 

51%, and in Family 2 was 54%. (Figure 6.5). The introduction of Phase 1 of 

treatment led to an increase in the average rate of effective instructions to 63% in 

Family 1 and 57% in Family 2. The introduction of Phase 2 of treatment led to an 

increase in the average rate of effective instructions to 83% in Family 1, and 70% in 

Family 2. During post-training the average rate of effective instructions in Family 1 

decreased to 73% in Family 1, and increased to 79% in Family 2. At Follow-up , the 

rate of effective instructions in Family 1 was 73%. No follow-up data was available 

for Family 2.

Rate of effective instructions

Base- Int. 1 Int. 2 Post Follow up
line Treat

ment

Family
1

Family
2

Figure 6 5 Rate of effective instructions across sessions
(target child).
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The average rate of effective instructions during baseline in Family 1 was 

85%, and in Family 2 was 65%. (Figure 6.6). The average rate of effective 

instructions during Phase 1 of treatment was maintained at 87% of intervals in 

Family 1, but increased to 100% in Family 2. The introduction of Phase 2 of 

treatment led to a decrease in the average rate of effective instructions in Family 1 

to 76%, and to 67% in Family 2. During post-training the average rate of effective 

instructions in Family 1 was maintained at 72% in Family 1, but decreased to 41% in 

Family 2.

Sibling generalisation: Rate of effective instructions

Baseline Int. 1 Intervention 2 Post
Treatment

Family
1

100% -I

0 1  2 3 4 5 6 7  8 9  10 11

Observation Days

Figure 6 6 Sibling generalisation: rate of correct instructions across 
y sessions.
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Positive reinforcement of compliance

The average rate of positive reinforcement of compliance during baseline 

was 15% in Family 1, and 3% in Family 2 (Figure 6.7). The introduction of Phase 1 

of treatment led to a significant increase in the average rate of positive 

reinforcement of compliance to 57% in Family 1, and to 26% in Family 2. The 

introduction of Phase 2 of treatment led to a slight decrease in the average rate of 

positive reinforcement of compliance to 42% in Family 1, and an increase to 28% in 

Family 2. During post-training the average rate of positive reinforcement of 

compliance in Family 1 decreased to 38%, but increased in Family 2 to 38%. At 

Follow-up, the rate of positive reinforcement of compliance in Family 1 was 88%. No 

follow-up data was available for Family 2.

Base- Int. 1 Int. 2 Post Follow up
line Treat

ment

Family
1

Family
2

Observation Days

Fioure 6 7 Rate of positive reinforcement of compliance across sessions
a (target child).
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The average rate of positive reinforcement of compliance during baseline 

was 79% in Family 1, and 29% in Family 2 (Figure 6.8). The average rate of positive 

reinforcement of compliance during Phase 1 was maintained at 70% in Family 1, but 

increased to 69% in Family 2. During Phase 2 of treatment, the average rate of 

positive reinforcement of was maintained at 73% in Family 1, but it decreased to 

21% in Family 2. During post-training, the average rate of positive reinforcement of 

compliance in Family 1 increased to 100%, but decreased in Family 2 to 25%.

Sibling generalisation: Rate of positive reinforcement of compliance

Baseline Int. 1 Intervention 2 Post
Treatment

Family
1

100% -I 
80% - 
60% - 
40% - 
20%  - 

0%  - -  

0
1--------- r

1 2

♦-----•

1------1 I------1------1------1------1------1------1
3 4 5 6 7 8 9  10 11

Family
2

Figure 6.8. Sibling generalisation: rate of positive reinforcement of 
compliance across sessions.
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Contingent negative attention and time out

The average rate of time out during baseline in Family 1 was 0, and of 

contingent negative attention was 22% (Figure 6.9). In Family 2, the average rate of 

time out during baseline was 0, and of contingent negative attention was 17%. A 

zero rate of time out was observed in Family 1 during Phase 1 of treatment, when 

the average rate of contingent negative attention was 3%. In Family 2, a zero rate 

of time out was observed during Phase 1 of treatment, when the average rate of 

contingent negative attention was 19%. The introduction of Phase 2 of treatment led 

to an increase in the average rate of time out in Family 1 to 52%, and a decrease

Case 1

Case 2

Base- ; Int. 1 In t 2 Post Follow up
line ! j Treat

ment |

■Use o f time out - o — Contingent negative attention

Figure 6  9 Contingent negative attention and tim e out across sessions
(target child).
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to a zero rate of contingent negative attention. In Family 2, the introduction of Phase 

2 of treatment led to a slight increase in the average rate of time out to 8%, and the 

average rate of contingent negative attention was maintained at 19%. The average 

rate of time out during post-training in Family 1 was zero, and of contingent negative 

attention was 33%. In Family 2, the average rate of time out during post-training was 

2%, and of contingent negative attention was 6%. At Foliow-up, a zero rate of time 

out and of contingent negative attention was observed in Famiiy 1. No foiiow-up 

data was available for Family 2.

Sibling generalisation: Contingent negative attention and time nut

The average rate of time out during baseline in Family 1 was 0, and of 

contingent negative attention was 0 (Figure 6.10). In Family 2, the average rate of 

time out during baseline was 0, and of contingent negative attention was 0 A zero 

rate of time out and of contingent negative attention was observed in Family 1 

during Phase 1 of treatment, in Famiiy 2, a zero rate of time out was observed 

during Phase 1 of treatment, when the average rate of contingent negative attention 

was 25%. The introduction of Phase 2 of treatment led to an increase in the average 

rate of time out in Family 1 to 42%, and an increase in the average rate of 

contingent negative attention to 21%. In Family 2, the introduction of Phase 2 of 

treatment led to a slight increase in the average rate of time out to 5%, and a 

decrease in the average rate of contingent negative attention to 5%. The average 

rate of time out during post-training in Family 1 was zero, and of contingent negative 

attention was 0. In Family 2, the average rate of time out during post-training was o

and of contingent negative attention wao 14 /o.
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Family
1

Family
2

BaseKne In t 1 Intervention 2 Post

■Use of time out ■Contingent negative attention

Figure 6.10. Sibling generalisation: use of time out and contingent negative
attention across sessions.

Contingent positive attention

The average rate of contingent positive attention in response to prosocial 

child behaviour during baseline was 6% in Family 1, and 10% in Family 2 (Figure 

6.11). The average rate of contingent positive attention during Phase 1 of treatment 

increased to 16% in Family 1, and was 13% in Family 2. The introduction of Phase 2 

of treatment led to an increase in the average rate of contingent positive attention in 

Family 1 to 30%, and in a slight increase in Family 2 to 19%. During post-training 

the average rate of contingent positive attention decreased to 16% in Family 1, and 

increased slightly to 24% in Family 2. At Follow-up, the average rate of contingent 

positive attention in Family 1 was 37%. No follow-up data was available for Family 2.
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Base- Int. 1 
line

0 2 4 6

Post Follow up 
Treat
ment

8 10 12 14 16 18 20

40%

30%
Family

2 20%

10%

0%

Observation Days

Figure 6.11. Rate of contingent positive attention across sessions (tarqet
child).

Sibling generalisation: contingent positive attention

The average rate of contingent positive attention in response to prosocial 

child behaviour during baseline was 44% in Family 1, and 25% in Family 2 (Figure 

6.12). The average rate of contingent positive attention during Phase 1 of treatment 

was maintained at 47% in Family 1, and increased slightly to 33% in Family 2. The 

introduction of Phase 2 of treatment led to a decrease in the average rate of 

contingent positive attention in Family 1 to 27%, and in a slight increase in Family 2 

to 38%. During post-training the average rate of contingent positive attention in 

Family 1 increased slightly to 34%, and decreased to 21% in Family 2.
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Family
1

Baseline Int. 1 Intervention 2 Post
Treatment

• • • • • ' I I I I-----1------ 1
0 1  2 3 4 5 6 7 8 9  10 11

Family
2

T I I I I I I I I I----I------ 1
0 1  2 3 4 5 6 7 8 9  10 11

Observation Days

Figure 6.12. Sibling generalisation: rate of contingent positive attention
across sessions.

Discussion Study 6

BPT was implemented with two families and the generalisation of treatment 

effects to untreated siblings was examined. While the results of this study show that 

BPT led to changes in both parental and target child behaviour, thereby replicating 

Study 5, there was only moderate evidence of treatment generalisation on measures 

of child behaviour. The average rate of compliance among both target children 

increased in response to treatment, but that of the siblings increased only slightly. 

The incidence of aversive behaviour among siblings did, however, decrease and 

resembled the decrease of aversive behaviour among the target children in

response to treatment.
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Measures of parent behaviour also provided moderate evidence of treatment 

generalisation. The rate of effective instructions with the target child increased in 

response to treatment in both Family 1 and Family 2, but did not increase with the 

sibling in Family 1. The rate of effective instructions with the sibling increased in 

response to treatment in Family 2, but this increase was not maintained. Similarly, 

the rate of positive reinforcement of compliance with the target child increased in 

response to treatment in both Family 1 and Family 2, but the rate of positive 

reinforcement of compliance with the sibling did not increase in response to 

treatment in Family 1, and increased but returned to baseline levels in Family 2. A 

similar pattern was evident in the rate of contingent positive parenting attention: it 

increased with the target child in response to treatment in both Family 1 and Family 

2, but treatment led to a decrease in this parental behaviour with the sibling in 

Family 1, and an increase in Family 2 in response to treatment which was not 

maintained. The rate of time out with the target child and with the sibling increased 

in both Family 1 and Family. These results indicate that while treatment led to higher 

rates of effective instructions, positive reinforcement of compliance and contingent 

positive attention with the target child, treatment did not lead parents to implement 

these techniques with siblings. The results also indicate that parents implemented 

time out with both the target child and with the sibling, which accounts for the similar 

trends between target children and siblings in the reduction of aversive behaviour. 

Significantly, time out was the only technique which parents were trained to 

implement with both the target child and the sibling. This suggests that 

generalisation of treatment effects to a sibling can be facilitated by actively involving 

the sibling in the treatment programme, as suggested by Forehand eta l (1977).

This could be achieved by observing parent and sibling interaction on at least one 

occasion during each phase of the programme, and providing feedback on 

implementation of techniques with the sibling.
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The results of this study also indicate that while the rates of effective 

instructions, positive reinforcement of compliance and contingent positive attention 

increased in response to treatment in Family 2, the use of time out decreased during 

post-training, when the rate of compliance decreased and the level of aversive child 

behaviour increased. These changes coincided with the mother impressing as 

increasingly depressed and withdrawing from treatment. No follow-up data was 

therefore available.

A comparison of the behaviour of the target child with that of the sibling at 

baseline indicates a lower rate of compliance and a higher incidence of aversive 

behaviour in the target child than in the sibling in both families. In neither sibling was 

a criterion level of compliance or of aversive behaviour observed. The high levels of 

inter-observer reliability for these categories of behaviour (96% agreement for 

compliance, and 98% agreement for aversive child behaviour) indicate that the 

differences between target child and sibling behaviours at baseline are not a 

function of observer behaviour. These differences confirmed the mother’s opinion in 

Family 1 that the target child was more difficult to manage than the sibling, and 

contradicted the mother’s opinion in Family 2 that her sons were equally 

unmanageable.

A comparison of parent behaviour towards the target child and towards the 

sibling indicates differential parenting of the target child in both families at baseline. 

The figures for contingent negative attenion and for contingent positive attention 

must be interpreted with some caution, however, due to the low level of inter- 

observer reliability for parent contingent attention (75%). Never-the-less, the high 

rate of inter-observer reliability for instructions (96%) and positive reinforcement of 

compliance (96%) indicate that the differences between the rates of these parent 

behaviours towards the target child and towards the sibling are not a function of

parent behaviour.
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BPT led to a reduction in the differences between measures of the behaviour 

of the target child and of the sibling in both Family 1 and Family 2. The rate of target 

child compliance in both families increased while the rate of sibling compliance 

remained constant. The incidence of aversive child behaviour of the target child and 

the sibling decreased in both families, although it increased in the target child in 

Family 2 during post-treatment, when it was twice that of the sibling. Similarly, BPT 

led to a reduction in the differences between parenting behaviours towards the 

target child and the sibling which were evident at baseline.

These figures indicate that in both families the target child presented more 

management difficulties than the sibling, and that while the parents displayed 

parenting skills deficits which are associated with conduct disorder towards the 

target child, they did not display them towards the sibling.
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STUDY 7

Study 7 was designed to examine whether behavioural parent training would 

lead to increased compliance and reduced aversive child behaviour in the school 

setting. It was also designed to examine whether a home-school contract (Sanders, 

& Dadds, 1393) would lead to improvement in classroom iunctroning.

Family 1

The client was a 7-year-olu boy whose parents sought assistance due to 

complaints about his behaviour m school. He had previously referred as a 5-year-old 

due to behaviour problems in the home setting. His parents had attended briefly and 

had been offered general management guidelines. The client lived with his parents 

and 3-year-dd sister. His father was absent from the home due to long working

hours, and his mother was the primary caretaker. She reported that despite previous 

clinic attendance, she continued to find her son stubborn, uncooperative moody and 

non-com pliant. While there was little joint parenting due to the father’s general 

unavailability, parents reported that their marriage was currently harmonious. They 

acknowledged, however, the impact of a major extra-familial stressor during the 

previous year which had led to marital disharmony and general irritability. They 

reported that they were currently attempting to contain the impact of this stressor on 

family functioning and on parenting. The mother presented as demoralised by her 

continuing inability to manage her son's behaviour at home, and the father 

acknowledged that he had become increasingly punitive in an attempt to influence 

his son's behaviour when he himself was not at home. This in turn had led to 

increasing disagreements between the parents over child management issues. The 

client’s class teacher reported that he presented as uncooperative, attention-seeking 

and frequently off-task in the class-room setting, and that there were no concerns 

about his learning. He had frequently been referred to the school principal due to 

disruptive behaviour and rule-breaking in the school yard. The principal reported that
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the Client's behaviour had been a significant source of concern for the previous two 

years. Both parents and school reported that home-school relations were 

constructive and co-operatrve. A critenon level of aversive child behaviour (30%) 

was observed, and the client met aH critena tor inclusion ¡n the study. BP i was 

therefore recommended, i he father undertook to attend dime-based training 

sessions but was unavailable for home observations due to work commitments.

Family 2

The client was a 5-year-old boy whose mother sought assistance due to 

complaints about his behaviour in the school setting. His mother had previously 

attended S months previously due to management difficulties in the home setting, 

when sne had reported that her son o problem ucnaviuui nad responded to general 

management guidelines. The client s family circumstances wore anomalous; his 

mother had lived with the maternal grandparents until recently, when she and her 

son moved to live with her long-term partner. His mother worked on a full-time basis, 

but changed to part-time work in order to avail of clinic intervention. The mother 

denied continuing management difficulties in the home setting. The class teacher 

reported that the client was disruptive and uncooperative in the classroom setting, 

where he refused to participate in written tasks unless he was closely supervised 

Concern was expressed about the client’s poor level of attention, although a 

psychiatric assessment at the time of the client’s previous attendance had out-ruled 

ADHD The client was reported to be highly aggressive with peers and with older 

children in the school yard, where his behaviour frequently brought him to the 

attention of the school principal. It was evident from verba! reports that home-school 

relations were conflicted; the mother considered that the school were focussing 

unduly on her son's misdemeanours, and school personnel considered that the 

mother was minimising management difficulties in the home setting. A criterion level 

of aversive child behaviour was observed (28% of intervals) and the client met all
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criteria for inclusion in the study. His mother undertook to participate in a 

behavioural parent training course as a precursor to possible school-based 

intervention.

Consent

Written consent was obtained as In previous studies.

Observation procedures

Observations were conducted within both home and school settings using 

the partial-interval time-sampling strategy which was used in previous studies.

Home observations. Observations were conducted by the author, who also acted as 

therapist, In a training setting wrthrn the home on a twice weekly oasis, during ail 

prases of the study.

School observations. Observations of Ciieni 1 were conducted in the classroom 

setting on a weekly basis during baseline, and during intervention phases 1, 2, and

3. Observations of Client 2 were conducted in the classroom setting twice-weekly 

during baseline, intervention phases 1 and 2, and post-training (intervention 3). 

School observations were conducted at a pre-arranged time and included a 

representative range of classroom activities which included individual and group 

activities. The school observations were conducted by a social work trainee 

(Master’s level) who had received 8 hours training in the use of the coding schedule. 

Coding of video sequences was reviewed, and decisions about coding were 

discussed both during initial training, and during re-ca!ibrat;on sessions, which were 

conducted weekly during the course of the study
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Behaviour categories

The behaviour categories which were used 

were identical to those which were used in Study 6.

dunng home observations setting 

The behaviour categories which

were used in school observations comprised;

1. individualised instructions which referred to instructions which weic  au u I co o cu

directly to the target child only. These were coded as alpha, alpha negative, 

beta or beta negative instructions.

2. Genera! instructions which referred to instructions which were addressed to the 

whole class. These were coded as alpha, alpha negative, beta or beta negative

instructions.

3. Comp Hence end non-compHence was coded as in home observations.

4. Child aversive behaviour was coded as in home observations, and included the 

following categories; physical negative, complaint, demand and oppositional.

5. Child prosocial behaviour was coded as in home observations, and included the 

following social attention, and constructive.

inier-observer reliability

Inter-observer reliability was assessed on 2 of the 14 (14%) school 

observations of Client 1, with the author acting as the second observer. Inter

observer reliability was calculated on an intervai-by-inierval oasis, as in Study 1. It 

was assessed for individualised instructions and compliance, for general instructions 

and compliance, and for aversive child behaviour, i ne average levels of overall 

agreement are shown in Table 7.1.
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Table 7.1. Average levels of overall agreement between observers (Client 1. school 

setting).

214

Behaviour categories
i—----—---------------------------------------------- ----

Average level o f overall agreement

Individualised instructions
------------—-------------------------------------------

non/ i30 70

j  Compliance to individualised instructions Ann/ -13070

i  General instructions
|_

a ro/ H3070

Compliance to general instructions A Art/ H0070

! Aversive child behaviour

Design

A muitipie-basehne-across-subjects design was used during Study 7 

Baseline

Two baseline points were collected from Family 1, and 6 from Family 2 on 

parent and child behaviours in the home setting. One baseline point was collected 

on Client 1, and 4 baseline points were collected on Client 2 in the classroom 

setting.

in .^ n i in n  Phases U > ^ and foiiow-up (Family 1)

Intervention Phases 1 and 2 were conducted with Family as in Study 6. 

During intervention Phase 3, post-training was conducted in the home setting as in 

Study 6 and a daily report card system was introduced. Five classroom goals were 

established at a joint meeting with both the mother and the class teacher which 

comprised; begins assigned work promptly, obeys teachers instructions, attempts all 

assigned work, co-operates in group work, and completes set homework. The

. , behaviours on a scale from 1 (very- poor) to 7teacher rated each of these be,

r*  allocated at the end of three 2-hour periods during the(excellent). Points were a«o—
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school day, on the basis of Client I s performance in the classroom setting, and the 

total number of points earned was recorded on the daily report card. The mother 

provided a reward ¡n the home settiny ^access to a new computer game for a penod 

of time which was determined oy the number of points earned during the day).

Intervention Phases 1 and 2, Post-training and follow-up (Family 2)

Intervention Phases 1 and 2, Post-training and follow-up were conducted 

with Family 2 as in Study 6.

Results

All measures of behaviour were calculated as in previous studies.

Rate of child compliance

The rate of child compliance during baseline averaged 58% in Family 1 and 

5S% in Family 2 (Figure 7.1). The introduction of Phase 1 of treatment led to an 

increase in the average rate of compliance to 84% in Family 1 and to 70% in Family 

2. The average rate of child compliance increased further dunng Phase 2 of 

treatment to 91% in Family 1, and to 95% in Family 2. The average rate of 

compliance during post-treatment was maintained at 95% in Family 1 and at 92% in 

Family 2. At Follow-up, the average rate of compliance in Family 1 was 100%, and

in Family 2 was 100%.
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Figure 7.1. Rate of child compliance acioss sessions.

Child aversive behaviour

Child aversive behaviour was observed in an average of 35% of intervals 

during baseline in Family 1 and in an average of 27% of intervals Family 2 (Figun 

7 2) During Phase 1 of treatment child aversive behaviour was observed in 38% 

intervals in Family 1 and in 23% of intervals in Family 2. The introduction of Phas 

of treatment led to a decrease in child aversive behaviour to an average of 7% of 

intervals in Family 1 and 6% of intervals in Family 2. The decrease in child avers 

behaviour was maintained during post-training when it was observed in an averac 

of 3% of intervals in Family 1, but increased to an average of 11 % of intervals in
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Family 2. At Follow-up, child aversive behaviour was observed 7% oi inteivais in

Family l.and in 7% of intervals in Family 2.
% Base- Int. Int. 2 Post Follow up

intervals line
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T reat- 
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Figure 7.2. Percentage intervals noncompliance and aversive child 
y behaviour across sessions.

p * t*  of effective instructions

The average rate of effective instructions during baseline in Family 1 was 

48%, and in Family 2 was 42%. (Figure 7.3). The introduction of Phase 1 of 

treatment led to an increase in the average rate of effective instructions to 71% in 

Family 1 and 63% in Family 2. The introduction of Phase 2 of treatment led to an 

increase in the average rate of effective instructions to 84% in Family 1, and 74% i 

Family 2. During post-training the average rate of effective instructions in Family 1

¡ncreas to 95% in Family 1, and 88% in Family 2. At Follow-up , the rate of

„  . . , .. in p-ar-nily 1 was 100%, and in Family 2 was 100%.effective instructions in
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Fiyure 7.4. Positive reinforcement of compliance across sessions

Contingent negative attention and time out

The average rate of time out during baseline in Family i was 0 and of 

contingent negative attention was 34% (Figure 7.5). In Family 2, the average 

time out during baseline was 1%, and of contingent negative attention was 27n/ 

zero rate of time out was observed in Family 1 during Phase 1 of treatment Wh~n 

the average rate of contingent negative attention was 13%. in Family 2 time out 

averaged 4% of intervals during Phase 1 of treatment, when the average rate of 

contingent negative attention attention was 41%. The introduction of Phase 2 of 

treatment led to an increase in the average rate of time out in Family 1 to 36% an* 

contingent negative attention was maintained at 13%. In Family 2, the introduction of
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Phase 2 of treatment led to an increase in the average rate of time out to 65%, and 

a decrease in the average rate of contingent negative attention to 25%. The average 

rate of time out during post-training in Family 1 was zero, and of contingent negative 

attention was 50%. In Family 2, the average rate of time out during post-training was 

16%, and of contingent negative attention was 43%. At Follow-up , the average rate 

of time out in Family 1 was 25% and of contingent negative attention was 50%. At 

Follow-up, a zero rate of time out was observed in Family 2, and the rate of 

contingent negative attention was attention was 25%.

Family
1

Family
2

Observation Days

■ Use of time out —o— Contingent negative attention

Figure 7.5. Contingent negative attention and time out across sessions.



Programme development 221

Contingent positive attention

The average rate of contingent positive attention prosocial child behaviour 

during baseline was 6% in Family 1, and 10% in Family 2 (Figure 7.6). The average 

rate of contingent positive attention during Phase 1 of treatment increased to 16% in

Family 1, and was 13% in Family 2. The introduction of Phase 2 of treatment led to

an increase in the average rate of contingent positive attention in Family 1 to 30%, 

and in a slight increase in Family 2 to 19%. During post-training the average rate of 

contingent positive attention decreased to 16% in Family 1, and increased slightly to 

24% in Family 2. At Follow-up, the average rate of contingent positive attention in

Family 1 was 10%, and 19% in Family 2.

Family
1

Family

o

Post _ . -
Base- Int. Int. 2 Treat- Follow UP 
line 1 ment

Observation Days

Figure 7.6. Contingent positive attention across sessions
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Home-school generalisation: Rate of compliance to general classroom instructions

The rate of compliance to general classroom instructions (compliance-g) which 

was observed during baseline in Client 1 was 63% (Figure 7.7). The average rate of 

compliance-g in Client 2 during baseline was 58%. The rate of compliance-g during 

Phase 1 of treatment increased to 77% in Client 1, and to 70% in Client 2. The average 

rate of compliance-g during Phase 2 of treatment was 100% in Client 1 and 92% in 

Client 2. The introduction of Phase 3 of treatment led to an average rate of 100% 

compliance-g being maintained in Client 1. The average rate of compliance-g 

decreased to 73% in Client 2 during the Post-treatment-only phase.

Base- Int. Int. 2 
line 1

Intervention
3

100% -I
80% H «

Client 60% 4 ♦
40% - 
20%  -

0%  -I----- 1----- 1----- 1----- 1----- 1----- 1----- 1----- r 1-----T

0 1  2 3 4 5 6 7 8 9 10 11 12 13 14

Post -
treatment
only

Client
2

60% - 
40% - 
20%  - 

0%  -■

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14

Observation Days

Figure 7.7. Home-school generalisation: Rate of compliance to aenprai
instructions in classroom setting across sessions
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Home-school generalisation: Rate of compliance to individualised classroom 

instructions

The rate of compliance to individualised classroom instructions (compliance-i) 

which was observed during baseline in Client 1 was 100% (Figure 7.8). The average 

rate of compliance-i in Client 2 during baseline was 67%. The rate of compliance-i 

during Phase 1 of treatment decreased to 67% in Client 1, and increased to 75% in 

Client 2. The average rate of compliance-i during Phase 2 of treatment decreased to 

34% in Client 1 and 66% in Client 2. The introduction of Phase 3 of treatment led to an 

average rate of 95% compliance-g in Client 1. The average rate of compliance-g 

increased to 83% in Client 2 during the Post-treatment-only phase.

Base- Int. Int. 2 Intervention
line 1 3

Client
1

Client
2

Observation days

Figure 7.8. Home-school generalisation: Rate of compliance to
individualised instructions in classroom setting across sessions.
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Home-school generalisation: percentage intervals aversive child behaviour in classroom 

setting

Aversive child behaviour was observed in 10% of intervals in Client 1, and in an 

average of 28% of intervals in Client 2 during baseline. During Phase 1 of treatment, 

aversive child behaviour was observed in 3% of intervals in Client 1, and 13% of

intervals in Client 2. Aversive child behaviour was observed in 22% of intervals in Client

1, and in 18% of intervals in client 2 during Phase 2 of treatment. The introduction of 

Phase 3 of treatment led to a reduction in the average number of intervals in which

aversive child behaviour was observed to 2% in Client 1. Aversive child behaviour was

observed in an average of 11% of intervals in Client 2.

Client
1

Client
2

Base- Int. Int. 2 Intervention
line 1 3

Post
treatment
only

Figure 7.9. Home-school generalisation: Percentage intervals child
aversive behaviour across sessions in classroom setting.



Programme development 225

Discussion Study 7

Home-based BPT was implemented with two families in Study 7 and the 

generalisation of treatment effects to the school setting was examined. The results of 

this study show firstly, that BPT led to changes in both parental and child behaviours in 

the home setting, thereby replicating the findings of Studies 5 and 6. An increase in the 

rate of child compliance and a decrease in the incidence of aversive child behaviour in 

response to treatment was observed, and these changes in child behaviour were 

maintained at three-month follow-up observations. Significant changes in parental 

behaviour were also observed: the rate of effective instructions increased and was 

maintained at follow-up observations in both families; the rate of positive reinforcement 

of compliance increased, but was not maintained in either family; the rate of contingent 

negative attention decreased with the introduction of time out, but a higher rate of 

contingent negative attention than of time-out was observed in both families at follow-up 

observations; the rate of contingent positive attention increased in both families, but the 

increase was not maintained at a three-month follow-up observation in Family 1. The 

results indicate that while BPT led to changes in parental behaviour, the rate of effective 

instructions was the only measure of parental behaviour in which treatment-induced 

change was maintained at a 3-month follow-up observation. Secondly, the 

implementation of home-based BPT was reflected in measures of child behaviour in the 

classroom setting. The rate of compliance to general instructions in the classroom 

setting (compliance-g) increased with both clients in response to BPT In the home 

setting. The level of inter-observer agreement for this category of behaviour (88%) 

indicates that these changes in child behaviour were not a function of observer 

behaviour. The rate of compliance to individual classroom instructions (compliance-i) 

decreased in both cases in response to BPT in the home setting. The high level of inter

observer agreement for this category of behaviour (98%) indicates that these changes
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in child behaviour were not a function of observer behaviour. The incidence of aversive 

child behaviour in the classroom setting increased in Client 1, but not in Client 2, in 

response to BPT in the home setting. The level of inter-observer agreement for this 

category of behaviour (87%) indicates that these changes in child behaviour were not a 

function of observer behaviour.
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INDIRECT MEASURES

All parents who participated in Studies 1-7 completed the Child Behaviour 

Checklist (CBCL) (Achenbach, 1991) and the Parenting Stress Index (PSI) (Abidin, 

1990) as part of the initial screening procedure. Parents also completed these 

checklists at the end of post-treatment and at 3 months follow-up. Data from Studies 5- 

7 were aggregated, on the basis that the same intervention programme was used in 

these studies. Average scores for the internalising and externalising subscales on the 

CBCL and for the child and parent subscales on the PSI are presented. Data was not 

available at follow-up for one parent (16%).

Child Behaviour Checklist: Internalising behaviour

The mean score on the CBCL subscales for internalising behaviour were 9 6 at 

pre-treatment, 4.25 at post-treatment and 4.3 at 3 months follow-up.

Fig. 8.1a. Mean scores on CBCL subscales for internalising 
behaviour pre-treatment, post-treatment and at 3 months follow

up.
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Child Behaviour Checklist: Subscales for externalising behaviour

The mean score on the CBCL subscales for externalising behaviour were 28.6 

at pre-treatment, 16.1 at post-treatment and 12.1 at 3 months follow-up.

Pre- Post- Follow-up

Fig. 8.1b. Mean scores on CBCL subscales for externalising 
behaviour pre-treatment, post-treatment and at 3 months follow

up (Studies 5-7).

Parenting Stress Index: Child subscales

The mean score on the child domain of the PSI was 132.5 at pre-treatment 

107.6 at post-treatment and 103 at 3 months follow-up.

Fig. 8.2a. Mean scores on PSI child domains pre-treatment nnci 
treatment and at 3 months follow-up (Studies 5-7) ' P° St’
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Parenting Stress Index: Parent subscales

The mean score on the parent domain of the PSI was 129.8 at pre-treatment,

120.5 at post-treatment and 112.8 at 3 months follow-up.

Post- Follow-up

Fin 8 2b Mean scores on PSI parent domain pre-treatment, post- 
9 treatment and at 3 months follow-up (Studies 5-7).

Discussion (indirect measures)

The average scores for both the internalising and externalising subscales on the 

CBCL were compared with normative data which was drawn from US sample 

(Achenbach, 1991), as normative data for an Irish population is not available. The 

average score on the subscales for externalising behaviour before treatment was within 

clinical range. This decreased to borderline clinical level post-intervention, and 

decreased further to within normal range at 3 months follow-up. The average score on 

the subscales for internalising behaviour before treatment was at borderline clinical 

level. This decreased to within normal range at post-treatment and remained at this

level at 3 months follow-up.

The average scores on 

with normative data which was

the child and parent domains of the PSI were compared 

drawn from US sample (Abidin, 1990), as normative
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data for an Irish population is not available. The average score on the child domain 

before treatment was within clinical range. This decreased to within the normal range 

post-intervention, and decreased further at 3 months follow-up. The average score on 

the parent domain before treatment was within the normal range. This decreased at 

post-treatment and decreased further at 3 months follow-up.

These scores confirm the direct observations of parent and child behaviour 

which indicated significant changes in response to treatment.
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Chapter 5

Discussion

A series of seven studies was conducted in the course of developing a high- 

intensity behavioural parent training programme. The programme was based on 

individual training format and included extensive home-based training. Study 1, a 

pilot study, examined the clinical feasibility of a home-based parent training 

programme. Study 2 examined the effectiveness of a compliance training strategy for 

the treatment of moderate/severe conduct problems. While the programme which is 

described in Studies 1-2 was based primarily on a single compliance-training 

strategy, Studies 3-5 describe the inclusion of additional components. Study 3 sought 

to increase the effectiveness of the programme by including high-intensity training in 

time out in response to non-compliance and aversive child behaviour. Study 4 

examined whether training a parent to positively reinforce compliant responding 

through praise would lead to positive reinforcement of other prosocial child 

behaviours. Study 5 examined the effectiveness of training parents to positively 

reinforce prosocial child behaviour by means of positive parenting practices which 

comprised praise, positive attending and active listening. No additional components 

were included in the programme after Study 5. Study 6 examined the generalisation 

of treatment effects to untreated siblings. Study 7 examined the generalisation of 

treatment effects from the home to the school setting. The multi-component 

programme which was implemented in Studies 5, 6 and 7 therefore provided parents 

with training in a range of skills which include; effective instruction-giving, time out,
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and positive parenting practices in response to both compliance and prosocial child 

behaviour.

Each of the seven studies which were conducted in the course of developing 

the programme has been discussed separately. The overall programme of research 

is now discussed under the following headings; compliance training, effective 

discipline, positive parenting practices, generalisation of treatment effects, ethical 

issues and practice issues. Finally, areas for future research which are suggested by 

these studies are discussed.

Compliance training

Study 2 demonstrated the inverse covariation between compliance and 

aversive behaviour in a 6-year-old boy with conduct disorder in the home setting with 

the mother as therapist. Previous studies had demonstrated the inverse covariation 

effect in developmental^ delayed children and adults in institutional settings with 

trained personnel as therapists (Parrish et at., 1986; Russso et at., 1981). Study 2 

confirmed that compliance training can be used as an indirect method of reducing 

aversive behaviour outside institutional settings with non-delayed clients (Cataldo et 

al., 1986). The mother’s report of persistent aggression in a range of non-training 

settings however, confirmed the author’s clinical impression and the evidence of 

research (Dumas, 1989, Kazdin, 1997b) that while a single-strategy approach may 

be helpful in the treatment of circumscribed behaviours, it is too narrow to treat the 

broad range of behavioural excesses and deficits which comprise conduct disorder. 

Study 2 therefore indicated that a home-based training format does not obviate the 

need for a multi-component strategy in the treatment of conduct disorder.

The modification to the observational coding scheme which was introduced 

after Study 1, whereby a measure of both compliance and child behaviour was 

recorded in each interval, was designed to facilitate the analysis of the inverse 

covariation effect. This modification was reversed in Study 3 and in subsequent
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studies, because aversive child behaviour was reduced directly by means of time out. 

The inverse covariation effect was therefore not examined in these studies. The 

decrease in the average levels of aversive child behaviour which was observed in 

Phase 1 of Studies 4-7, in which compliance training was introduced with no 

accompanying behaviour reduction procedure is, however suggestive of the inverse 

covariation effect.

While some concern has been expressed about the early inclusion of compliance 

training in BPT curricula due to the risk that parents will drop out of treatment once 

they have learned more effective disciplinary techniques (Forehand &t a/., 1981), 

compliance training was the first skill which was taught to parents in Studies 1-7, and 

the only incidence of drop-out occurred (Study 6, Family 2) occurred when the 

curriculum had been completed. Compliance training provided a useful means of 

training parents to monitor the antecedents and consequences of child behaviour. It 

also provided a useful means of demonstrating to parents that the first step to 

changing their child’s behaviour was to change their own, and demonstrated that 

when they approached their child in a less aggressive and more sensitive manner, 

the child responded in a more cooperative manner. It was emphasised that the goal 

of compliance training is not to teach obedience and submission to a set of 

instructions, but to promote cooperation and reciprocity within parent child 

interactions (Lavigna et a i, 1986). All parents were able to distinguish between 

increasing the proportion, rather than the overall level of effective instructions, and no 

parent had difficulty remaining below the criterion level of 20 instructions during a 30- 

minute observation session. The results of Study 7 provided some evidence that 

compliance training in the home setting led to an increased rate of compliance to 

generalised classroom instruction (and by implication, to increased participation in 

classroom activities). This confirms the view that compliance is a key behaviour in 

child development, to the extent that when the issue of compliance to instruction is
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resolved, children are enabled to participate in social activities and learn social skills 

(Patterson etal., 1992).

Effective discipline

Studies 1 and 2 included a response cost procedure which was implemented 

in response to non-compliance (but not in response to aversive child behaviour which 

was reduced indirectly through compliance training). While this procedure was 

implemented in the training setting, both parents reported that they found it 

cumbersome to implement in other settings, and that it provoked outbursts of intense 

aggression. These verbal reports confirmed the extensive evidence that parental 

attempts to implement disciplinary techniques frequently lead to severe aggression in 

children with conduct disorder, which either deters parents from further attempts at 

discipline, or leads to more intense parental aggression which is associated with child 

physical abuse (Patterson, 1982; Gardner, 1989; Urquiza etal., 1996). On the basis 

of this evidence, a time out procedure for the reduction of non-compliance and 

aversive child behaviour was introduced in Study 3. Parents were instructed in the 

procedure by means of a high-intensity training format which was designed to enable 

them to manage time out refusal in a calm and non-confrontative manner. Parents 

were provided with a high level of advice and support in order to enable them to 

establish time out successfully in the home setting in a non-coercive manner. Severe 

aggression was exhibited by three children during Phase 2 of treatment, when time 

out was introduced (Study 3, Family 1; Study 3, Family 2; Study 7, Family 2). In each 

of these cases, severe aggression was precipitated by the parent withholding 

permission to play outside the house until time out was completed. Severe 

aggression consisted of assaultive behaviour towards mother and siblings, and 

breaking and overturning furniture. Severe aggression was managed successfully by 

the recruitment of support twice from the father (Study 3, Family 2), once from a 

partner ( Study 7, Family 2) and once from a grandfather (Study 3, Family 2).
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The introduction of time out led to increased compliance and decreased 

aversive child behaviour in Studies 3, 4, 5, 6, and 7. There was evidence that in 

some cases, the introduction of time out led to a decrease in compliance (Study 3 

Family 2; Study 5, Family 2; Study 6, Family 2) and to an increase in aversive child 

behaviour (Study 3, Family 2; Study 5, Client 2). These changes in child behaviour in 

response to the introduction of time out did not persist. Parents reported that they 

found the procedure effective in a range of settings, and that deferred time out was 

particularly useful in settings outside the home, such as travelling by car, visiting 

relatives and shopping. There was evidence that parents used time out in different 

settings within the home (Family 2, Study 3) and with siblings (Family 1, Study 6; 

Family 2, Study 6). In one case (Study 5, Family 2), use of time out was not evident 

at a 3-month follow-up, although aversive child behaviour was at criterion levei. A 

booster session was implemented which led to a decrease in aversive child 

behaviour, an increase in the rates of effective instructions, use of time out and 

positive contingent attention. In one case (Study 6, Family 2) parental use of time out 

decreased in the post-training phase despite an decrease in the rate of child 

compliance and an increase in the level of aversive child behaviour, although these 

changes in child behaviour were not criterion levels. The decreased use of time out in 

Family 2 Study 6 appeared to be associated with maternal depression which in turn 

led to treatment drop-out. The association between maternal depression or insularity 

and drop-out from BPT has been extensively reported (McMahon et a/., 1981; Prinz 

et al 1994' Wahler, 1980; Webster-Stratton, 1985a). In all other cases, the minimal 

levels of child aversive behaviour which were observed at 3-month follow-up 

sessions in the home were confirmed as representative of the child's general 

behaviour by the parents. Parents reported that they rarely used time out, but that 

when they did, time out refusal was not encountered. They also reported that they 

used a range of logical consequences for mild aversive behaviour, such as loss of 

access to TV. or other preferred activity, and that these practices (combined with
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infrequent use of time out) were effective in maintaining low levels of aversive child 

behaviour. All parents reported that their overall relationship with their child was more 

harmonious, and expressed relief that they no longer engaged in intense conflict.

Positive parenting practices

The programme content was expanded between Studies 4 and 5 with the 

inclusion of positive parenting practices which were designed to positively reinforce 

prosocial child behaviour. Study 3 indicated that when the parents were trained to 

positively reinforce compliance by means of descriptive and non-descriptive praise 

they did not provide this consequence to prosocial child behaviour (i e, generalisation 

of behaviour did not occur). Study 4 indicated that when the parent was trained to 

provide praise as a consequence of prosocial child behaviour, the rate of this 

parental behaviour increased, but the increase was not maintained during 

subsequent phases of the study. Furthermore, the parent reported that the technique 

was cumbersome and, in her opinion, artificial. On the basis of these results, positive 

parenting practices were broadened and praise was supplemented with positive 

attending and active listening.

The expansion of the programme content was accompanied by a modification 

of the observation coding scheme which was designed to facilitate the measurement 

of parental provision of contingent attention to child behaviour. The modification was 

based on the distinction between parent attention which was contingent and 

noncontingent on both aversive and prosocial child behaviours. Contingency was 

defined in terms of whether the parental behaviour was response, whether verbal or 

non-verbal, to the child behaviour which was recorded in that interval.

The distinction between contingent and non-contingent parental attention led 

to parent behaviours in Study 5 being recorded in a different fashion to the previous 

studies. In Studies 1 and 2, when the programme was based primarily on the 

compliance training strategy, parent contingent attention comprised praise and
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response cost and was coded only in the context of the instructional sequence. The 

instructional sequence was constructed in the Antecedent-Behaviour-Consequence 

(ABC) format which facilitated the analysis of contingent attention which the parent 

provided to compliance and non-compliance. During intervals when the instructional 

sequence was not recorded, parent and child behaviours were recorded on an event 

basis; the first parent and child behaviour which was observed in each interval was 

recorded, with the exception that if aversive behaviour was observed later in the 

interval it took precedence over the behaviours which were observed earlier in the 

interval and was recorded. Aversive behaviours were prioritised in this fashion in 

order to provide a more stringent view of the programme’s effectiveness in reducing 

aversive parent and child behaviours.

The introduction of the distinction between contingent and non-contingent 

parental attention led to an change in the rules for recording parent behaviour. While 

the first child behaviour in each interval (or an aversive behaviour, if it occurred later 

in the interval) continued to be recorded, the parent behaviour which occurred during 

the next five seconds was recorded on the basis of whether it was contingent or non

contingent on that behaviour.

The distinction between contingent and non-contingent attention facilitated a 

functional analysis parental behaviours. For example, negative contingent attention 

to aversive child behaviour in Family 1 and Family 2 in Study 5, which consisted of 

complaints, warnings and threats and which resembled “nattering”, as described by 

Patterson (1982), served to positively reinforce these behaviours. Negative 

contingent attention varied inversely with use of time out which was introduced in 

Phase 2 of treatment. This pattern was replicated in Studies 6 and 7 and it confirms 

that time out served to decrease, rather than to positively reinforce aversive child 

behaviour. It was not possible to conduct a functional analysis of positive parenting 

practices in Studies 5, 6 and 7 however, because of the broad definitions of prosocial 

child behaviour which were used. Child behaviour which was neither coded in the
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instructional sequence nor coded as aversive was recorded as either prosocial (a 

composite measure which comprised social attention and constructive behaviour) or 

off task. The use of the composite measure of prosocial child behaviour effectively 

led to child behaviour being coded as either aversive or prosocial, because off-task 

behaviour was observed very infrequently in the home setting. It can therefore be 

argued that in each observation session, increases in prosocial child behaviour 

occurred as the result of decreases in aversive child behaviour, rather than as a 

function of increased rates of positive contingent attention. Therefore, while the rate 

of positive contingent attention increased when the parent was trained to implement 

positive parenting practices in Studies 5, 6 and 7, it is not possible to define the effect 

of this increase in terms of prosocial child behaviour. It is noticeable that the rate of 

increase of positive contingent attention in Studies 5, 6, and 7 is small relative to the 

rates at which other parental behaviours increased in response to treatment. 

Furthermore, in a number of cases (Family 2, Study 5; Family 1, Study 7; and Family 

2, Study 7) the rate of positive contingent attention at follow-up decreased to virtually 

baseline levels. There are two possible explanations for the failure to maintain 

increases in the rate of positive contingent attention at follow-up in these cases.

Firstly, the definition of positive contingent attention is too narrow to detect the 

changes in positive parenting practices, termed responsiveness, which occur in 

response to BPT and which distinguish clinic from non-clinic families ( Wahler et al., 

1997). Secondly, the broad measure of prosocial child behaviour which was used in 

these studies impaired the quality of feedback which was given to parents on their 

use of positive parenting practices. It has been suggested that more specific 

definitions of prosocial child behaviours (such as, for example, “initiates interaction 

with parent”, “engages in joint play” and “engages in individual play”) facilitate the 

identification of parenting behaviours which act as positive reinforcers for prosocial 

child behaviour (Patterson, et ai, 1992). If parents were provided with more specific



Discussion 239

feedback on their implementation of positive parenting practices, the maintenance of 

these behaviours would be enhanced (Grant et al., 1994).

The relatively small increases in the rate of positive contingent attention in 

response to training and the return to baseline levels at 3-month follow-up reflect 

widespread difficulty in the definition and measurement of positive reinforcement 

practices which have been reported (Gardner, 1994; Wahler et al., 1997). Patterson 

etal. (1992), having failed to identify positive parenting practices which positively 

reinforce prosocial child behaviour in children with conduct disorder other than praise 

in response to compliance, concluded:

We expected our measures of positive parenting to carry much more weight. 

Perhaps this is due to the fact that we put less time into developing measures 

of positive parenting. But it seems that we simply underestimated the 

importance of the parenting skills that control child compliance (p. 92).

Generalisation of treatment effects

The home-based training format of BPT involves training parents in settings 

where child management problems occur. This training format is designed to 

enhance the generalisation of treatment effects by availing of natural contingencies 

of reinforcement (Sanders et al., 1993). Four aspects of treatment generalisation 

were assessed during the course of the seven studies which were conducted; setting 

generalisation within the home (Study 3), sibling generalisation (Study 6), 

generalisation from the home to the classroom setting (Study 7), and temporal 

generalisation over 6 weeks (Study 1) and over 3 months (Studies 2-7).

The results of Study 3 indicate treatment generality on measures of child 

behaviour, although they must be interpreted with some caution due to the absence 

of reliability assessments. Measures of parent behaviour indicate treatment 

generality in Family 2, but not in Family 1. This finding confirmed the author’s clinical 

impression that the parent in Family 1 did not implement the child management
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techniques as consistently and is attributable, perhaps, to individual differences. 

These findings replicate previous research on the generalisation of treatment effects 

of home-based BPT (Sanders et al. 1982; 1985).

The results of Study 6 indicate moderate levels of sibling generalisation on 

measures of parent and child behaviour. The variable levels of generalisation 

between families may be attributed to maternal depression and insularity (Family 2), 

which is strongly associated with failure to implement parent management 

techniques and with treatment drop-out (McMahon etal., 1981; Prinz etal., 1994; 

Wahler, 1980; Webster-Stratton, 1985a). The results of Study 6 also indicate 

differential parenting of target children and of siblings. This finding suggests that the 

use of aggressive strategies by parents with their conduct-problem children may not 

be explicable in terms of skills deficits, much as the use of aggressive strategies by 

coercive children may not be explicable in terms of social skills deficits, but in terms 

of the failure to use the skills which the actually have (Asarnow et al. ,1985;

Patterson, 1982).

The results of Study 7 indicate that the generalisation of treatment effects 

from the home to the school setting had both beneficial and adverse effects. The 

increase in the rate of compliance to generalised classroom instructions replicates 

the behavioural gains in the school setting which were found by McNeil etal. (1991), 

although this specific measure of child behaviour was not used. The increase in 

aversive child behaviour in the school setting (Family 1) replicates the contrast effect 

which was noted by (Wahler, 1975), whereby treatment-induced improvements in 

child behaviour in the home are accompanied by a deterioration in the school setting 

Study 7 provided some evidence that the introduction of a daily report card system 

offset the contrast effect, and lends support to the inclusion of home-school liaison as 

an adjunct to BPT (Sanders ef at. 1993, Webster-Stratton. 1992).

The results of Studies 2-7 indicate a high level of temporal generality over

. e rctudv 2) and 3 months (Studies 3-7) on measures of Periods of between 6 weeks (Stuay )
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child behaviour, with the exception of Family 2 Study 5. The provision of a booster 

treatment to Family 2 Study 5 led to the generalisation of treatment effects on 

measures of child behaviour over three months (Follow-up 2). The results of Studies 

2-7 indicate temporal generality on some measures of parent behaviour including 

effective instructions (Study 4; Family 1, Study 5; Family 2, Study 5; Family 1, Study 

6; Family 1, Study 7; Family 2, Study 7) and positive reinforcement of compliance 

(Family 1, Study 3; Family 2, Study 3; Study 4; Family 1, Study 6). As noted earlier, 

the use of time out decreased over time and there was little evidence that parents 

persisted in using positive reinforcement practices. These results replicate previous 

research on the temporal generalisation of home-based BPT on measures of parent 

and child behaviour (Sanders et at. 1981; Dadds efa/., 1987).

Ethical issues

In the absence of ethical guidelines for social work research from the Irish 

Association of Social Workers, the practice-based research which is presented in this 

thesis is assessed in terms of the 14 ethical responsibilities for social workers who 

engage in research which are defined by the Australian Association of Social 

Workers (Australian Association of Social Workers, 2000), and with which it fully 

conforms. Specifically, the interests of the clients were treated as a priority 

throughout the course of the seven studies (Resp. c). For example, the observational 

procedures, which were the primary method of data collection, were also an integral 

part of service delivery; they facilitated the provision of detailed feedback to clients on 

their implementation of the child management techniques. The provision of feedback 

also provided a means of informing the participants of the results of the research 

(Resp. I). Voluntary and informed consent was obtained in writing from each parent 

on their own behalf and on behalf of their child (Resp. f), and refusal to participate did 

not lead to coercion or inferred disadvantage (Resp. g). For example, in one case 

(Study 6, Family 2) the mother stopped participating in the programme, but was in
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evident distress. She was offered a number of follow-up appointments and eventually 

re-engaged with the service, which provided client-centred counselling and school 

liaison. The privacy and dignity of the clients was protected (Resp. f). and all 

research material was stored securely (Resp. no. 14). A research proposal was 

submitted to an ethics review body (Resp. e).

The provision of effective treatment is a criterion of research in applied 

behaviour analysis (Baer et al., 1968) which constitutes an ethical imperative for 

those who assert that social work practice should be based on scientific methods (for 

example, Barber, 1996; Macdonald et a/., 1995), but which is not specified as an 

ethical responsibility in social work codes of ethics (Myers et al., 1997). The search 

for an effective method of intervention with conduct disorder provided the impetus for 

this programme of research. Never-the-less, while the search for an effective method 

of intervention was intrinsically ethical, it raised a number of important ethical issues. 

Firstly, the programme which was offered to the two families who participated in 

Studies 1-2 was less effective than subsequent versions. In order to ensure that 

these clients were not disadvantaged by undergoing a less effective treatment, they 

were subsequently offered the multi-component programme. One family (Study 1) 

completed the multi-component programme and one family (Study 2) refused to 

undergo further parent training in favour of client-centred counselling. Secondly, 

although the introduction of effective dlsciplinarv practices did not protect the 

conduct-problem children from distress and discomfort (Resp. i), effective discipline 

has been identified as a prerequisite to the resolution of conduct disorder (Patterson. 

1982). Furthermore, although ethical objections have been raised both to the use of

. Kohaviour therapy (Lavigna et al., 1986), and the use of 
punishment techniques in beha

~ a/ 1 q87) it is important to emphasise that time out
tim eoutin  particular (Cooper et al., w n .

♦otinn of an aversive stimulus to the child, and that it is does not involve the presentation of an av
—mnnnent programme. Thirdly, although effective 

only one element of a multi-comp
antra l component of the programme which was 

punishment constitutes a centra
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developed, the primary goal of the programme is the increase of prosocial parent and 

child behaviours, rather than the reduction of coercive parent and child behaviours. 

The difficulties which were encountered in defining and measuring positive parenting 

practices and in training parents to use them have been well documented, and 

remain a central concern in BPT research (Gardner, 1994; Patterson et a/., 1992).

Practice issues

The search for an effective method of intervention with conduct disorder 

which has been described in this thesis led to the adoption of a range of alternative 

methods of practice. These included training parents in the home setting, conducting 

observations according to an observational coding scheme, using a high-intensity 

training format, and providing data-based feedback to parents. These practice 

methods conform to the principles of social work practice which are specified in the 

code of ethics of the Irish Association of Social Work (Irish Association of Social 

Workers, 1995). Firstly, the interests of the client were treated as a priority, as has 

been discussed above. Furthermore, client opinion on components of the programme 

informed decisions about modification of programme content (Study 2; Study 4). 

Secondly, objectivity in professional practice is reflected in the development of the 

programme, although this was on the basis of client opinion and empirical findings, 

rather than on the basis of introspection. Thirdly, BPT involves the development of a 

collaborative relationship between the clinician and parents which empowers parents 

to manage their child effectively (Webster-Stratton ef a/., 1995). It must be 

acknowledged, however, that the parents who were empowered to manage their 

children more effectively were all mothers and that all the target children were boys.

_ L ... home in 4 of the 11 families who participated in thisFathers were not living at nome

, . orir1 none of these fathers participated in treatment. Whileprogramme of research, ana

.. j * hnmp attended clinic appointments, all were unavailable for the 7 fathers who lived at home anenue

. .„«rk nr training commitments. In all 7 families, however, home observations due to worK or
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the mother’s role as primary caretaker was not a matter of contention to her, and all 

decided, during extensive pre-intervention discussion with both parents, to be the 

primary focus of intervention1. Fathers were actively involved in clinic-based training 

and the role of fathers in child-rearing was emphasised at all times. Never-the-less, 

the secondary role at best which fathers played in all studies, together with the 

gender of all the target children, is significant in the context of increasing concern 

about the role of males in society in general (Clare, 2000) and about the contribution 

of fathers to family life in particular (Ferguson & Kenny, 1991).

Future research

The series of 7 studies which has been described in this thesis suggest a 

number of areas for further research. These relate to each of the constituent 

elements of the BPT programme which was developed and to the effectiveness of 

the programme as a whole:

1. Instructions were recorded as either Alpha (clear instructions with one

behavioural referent) or Beta (instructions which could not be complied with). 

This distinction did permit terminating instructions (“Don’t rather than “Do” 

instructions) to be recorded as a separate category. Since research indicates 

that parents of conduct-problem children issue more instructions than parents of 

non-problem children (Forehand etal., 1975), and since parents appeared to 

issue aversive terminating instructions contingent on child aversive behaviour 

during baseline observations, it would be useful to include terminating 

instructions as a separate category of parent behaviour in future studies.

2. Parents reported that they used time out less as the frequency of aversive child 

behaviour decreased, and this was confirmed by direct observations. They

1 The observational coding scheme which was used in this research facilitates the 
observation of interactions between only one parent and child, and the provision of feedback 
on this dyad. One parent is therefore the primary focus of intervention
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reported that the decrease in aversive child behaviour was accompanied by a 

decrease in time out refusal. Parental recordings of the frequency and duration 

of time out would provide data on these changes in child behaviour. Parents 

also reported that they used logical consequences as an alternative to using the 

formal time out procedure. It would therefore be useful to include time out in a 

broader category of logical consequences in order to measure and provide 

feedback on this parental behaviour.

3. The measurement of prosocial child behaviour and of parental behaviours which 

positively reinforce them would be facilitated by more specific definitions of child 

prosocial behaviours. Patterson et at. (1992) recommends using parent- 

nominated child behaviours as the basis of assessment and intervention.

4. In the context of fathers not being available to participate fully in treatment, it 

would be useful to assess the extent to which treatment effects generalise 

across parents on measures of parental behaviour.

5. The cost-effectiveness of the programme could be compared with other 

methods of intervention, such as BPT based on a group-training format or client- 

centred counselling, by means of a random-controlled trial (Macdonald et at., 

1995). This experimental design would also allow an examination of its 

effectiveness with different populations, such as maritally distressed and non- 

maritally distressed parents, or families who are at risk of child abuse.
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Afterword

The impulse to develop an effective method of intervention for conduct 

disorder arose through practice experience. As a social worker based in a special 

school for children with severe emotional and behavioural problems between 1986 

and 1995, I had responsibility for working with the child in the family context. My 

clinical impression was that behavioural gains in the school setting were not 

transferred to the home setting, where parents of conduct-problem children reported 

that they continued to find the child's behaviour unmanageable. This was confirmed 

by Fitzgerald, Butler, and Kinsella (1990) who found that parents having a child who 

was placed in a special school reported with frustration that they were not taught how 

to manage their child in the home setting. I shared their frustration, because it was 

evident that these children were usually manageable in the school setting. Generic 

social work training and post-qualifying training in family therapy did not however, 

provide the means to intervene effectively with the child’s behaviour in the home 

setting.

I hope that this research will prompt the introduction of behavioural social 

work practice in Ireland, and that by doing so, it will broaden the practice options 

which are currently available to social workers. I also hope that the introduction of 

behavioural methods will lead, not to further paradigm wars, but to the necessary 

respect for diversity which emerges when social work is considered in a European 

context:

The diversity of social work approaches which, despite all efforts at 

international harmonisation has not been levelled to one standard norm, might 

turn out to be one of the professions greatest assets in facing up to the 

diversity of the newly emerging welfare scenario. (Lorenz, 1994, p. 181)
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Appendix 1

Consent form
I agree to participate in a behavioural parent training programme for 10 weeks, to be

provided by____________ , Child and Adolescent Service, which has been

recommended as being appropriate to the needs of my son/daughter___________

I undertake to attend clinic appointments as specified in order to avail of the parent 

training programme.

I give my consent for:

1. A clinician to call to my home twice weekly at specified times in order to take 

observations of my child/children and myself, and to advise on the 

implementation of the programme.

2. A clinician to call to my home once weekly to take observations for the purposes 

of evaluation and research.

I give my consent that the data which is obtained through these procedures, and 

through questionnaires completed by me may be used for the purposes of evaluation 

and research on the understanding that complete confidentiality will be 

maintained.

Signed:

Date;
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Appendix 11

Observational coding scheme

This observational coding schedule is designed to record key aspects of child and 

parental behaviour: child compliance (and noncompliance) to parental instruction, as 

well as child aversive and prosocial behaviour; parental instruction-giving, parental 

contingent attention, and parental noncontingent attention. It is a modified version of 

the Family Observation Schedule-V [FOS-5] (Dadds and Sanders, unpublished).

FAMILY OBSERVATION SCHEDULE (description).

Categories of parent and child behaviours are recorded on a partial interval time 

sampling basis. Each 30 sec. interval consists of an Observe period (20 secs.) and 

a Record period (10 secs.). The observer is cued as to whether to observe or record 

by a pre-recorded audio-tape, via an ear plug. The FOS-5 includes seven 

categories of child behaviour and eight categories of parent behaviour;

Child Behaviour Categories;



- Non-compliance

- Complaint

- Demand

- Physical Negative

- Oppositional

- Withdraw

- Appropriate

Parent Behaviour Categories;

- Praise

- Contact

- Aversive Contact

- Question

- Instructions

- Social Attention

- Criticize

- (Threat of) punishment

The FOS-5 also includes Affect Codes for each behaviour that occurs, or for an 

expression of affect that occurs without a category of behaviour;

Affect Codes;

- Happy

- Anxious 

-Sad
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-Angry
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- Neutral

A number of studies have employed this observation schedule, or variants of it, to 

evaluate the effectiveness of a child management programme based on a 

behaviour correction procedure (Dadds, Sanders & James, 1987; Sanders & 

Dadds, 1982; Sanders and Christensen, 1985). The schedule has been modified in 

order to focus upon two key aspects of parent-child interaction;

1) parental approach to the target child (instruction-giving, and parental 

response to compliant and noncompliant child behaviour)

2) parental response to aversive and prosocial child behaviour.

The instructional sequence comprises a total of 8 categories of behaviour; Parent 

Instruction (Alpha, Alpha Negative, Beta, Beta Negative), Child Response 

(compliance, non-compliance) and Parent Contingent Attention (Praise or Response 

Cost). The sequence is coded in an Antecedant-Behaviour-Consequence (ABC) 

sequence, with one category of Parent Instruction, Child Response and Parent 

Contingent Attention being scored during each interval in which the parent issues an 

instruction.

Antecedant

parent instruction

Alpha Instruction

Behaviour

child response

Compliance

Consequence

parent contingent 

attention

Praise

Alpha Negative Instruction Noncompliance Time Out
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Beta Instruction 

Beta Negative Instruction

Parent Behaviour Categories;

The Direct Intervention programme focuses upon parental antecedent skills 

(instruction-giving), and reinforcement skills (for child compliance, noncompliance, 

as well as aversive and prosocial behaviour). Parent Contingent Attention refers to 

parental attention contingent upon these specific child behaviours. Parent 

Noncontingent Attention refers to parent attention not contingent upon child 

behaviour. This typically involves the initiation of interaction with the target child by 

the parent. This parental behaviour, although desirable, is not focused upon in the 

Direct Intervention programme.

Parent Contingent Attention

These categories include Praise and Time Out in response Compliance and 

Noncompliance. Praise and Time Out in response to prosocial and aversive child 

behaviour are also coded. Parent Contingent Attend to child behaviour is 

distinguished in terms of affect (Positive, Negative and Neutral).

Behaviour Consequence

child behaviour parent contingent attention

- Praise (Pr)

- Time Out (TO)

- Contingent Attend (cA+, cA-, cAo)

Parent Noncontinqent Attention.



These categories include parent Noncontingent Attention (positive, negative or 

neutral) to the target child which is not contingent upon the child’s behaviour, and
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NonAttend.

Behaviour Consequence

child behaviour Parent Noncontinqent attention

- Noncontingent Attention (A+, A-, Ao).

- Non-Attend (NA).

Child Behaviour Categories;

Aversive Child Behaviours;

- Physical Negative (p-)

- Complaint (ct)

- Demand (d)

- Oppositional (o)

Prosocial Child Behaviours;

- Interact (s+)

- Constructive (con)

Other;

-Off Task (ot)

GUIDELINES FOR RECORDING BEHAVIOURS.

1) AUDIO CUE

During the 10 second "Record" interval the observer codes the behaviours which 

have been observed during the previous 20 second "Observe" interval.

2) FIELD OF OBSERVATION



If either parent or child leaves the field of observation the observer is advised to;

1. pause the audio cue when “Record” sounds,

2. code the behaviour of the previous "Observe" interval and

3. stop observing until both the parent and the target child returns,

4. restart the audio tape.

3) INTERVALS WHEN NO INSTRUCTION IS GIVEN

During each interval in which the parent does not issue an instruction, one instance 

of child and parent behaviour is recorded. The parental response to the child 

behaviour which has been coded for that interval is recorded.

4) RECORDING CHILD BEHAVIOUR

At the outset of each “Observe” interval, the observer focuses upon the target child, 

and codes one category of either aversive or child behaviour. In order to ensure that 

data does not exaggerate behaviour change, the coding schedule is biased towards 

the incidence of aversive behaviours: in the event of behaviours from more than 

one Child Behaviour Category occurring in an interval, aversive behaviour takes 

precedence over prosocial behaviour.

5) RECORDING PARENT BEHAVIOUR

When no instruction has been issued during an interval, only two categories are 

scored; Child Behaviour (either prosocial or aversive) and Parent Behaviour in 

response to the specific child behaviour recorded in the interval. The parental 

response is coded as either Contingent or Non-Contingent Parent Attention. If the 

parent attends to the target child’s behaviour, Contingent Parent Attention is 

recorded. If the parent does not attend to the target child’s behaviour, a category of 

Non-Contingent Parental Attention is coded. If the parent initiates interaction with the
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target child, this is coded as Non-Contingent Attention, as the parent is not 

reinforcing the specific child behaviour which is recorded in the interval.

6) RECORDING ALPHA INSTRUCTIONS

If the parent has issued an Alpha Instruction, the observer codes the instructional 

sequence in Antecedent-Behaviour-Consequence (ABC) format. The instruction is 

taken as the antecedent, and the subsequent child Compliance or Non-Compliance 

is taken as behaviour, and the parental response to compliance/noncompliance is 

taken as consequence.

If the instructional sequence is initiated at the end of the Observe phase and 

is interrupted by the “Record” cue, the child and parent behaviours which were 

observed before the instruction are recorded. If the “Record” cue sounds before the 

ABC sequence has been completed, the observer records the child behaviour and 

the parental response which occurred before the instruction was given.

If the parent repeats the instruction in response to Non-Compliance, this is 

coded as R (Repeat) in the column for Time-Out. If however, the parent repeats the 

initial instruction and the instructional sequence is completed within the interval, the 

complete sequence is recorded.

7) RECORDING BETA INSTRUCTIONS

When a Beta Instruction is coded, the -Behaviour-Consequence categories of the 

instructional sequence are not coded because there is no opportunity for the child to 

comply with the instruction, nor for the parent to provide a consequence (see 

definition of Beta instruction below). The Beta instruction is the only category of 

parent behaviour coded in the interval, with one category of child behaviour also 

being recorded in the usual fashion.

8) RECORDING TIME OUT
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When the parent implements the Time-Out procedure in response to Non- 

Compliance or in response to aversive child behaviour two possibilities arise;

1) The child goes to Time-Out; this is coded in the same manner as when 

the target child leaves the room; pause audio cue at end of the Observe 

phase, and recommence when the target child returns to the field of 

observation.

2) The child refuses to go to Time-Out; the observer continues to record, 

coding subsequent parent and child behaviour for each interval.

9) AFFECT RATINGS

The distinctions between POSITIVE, NEUTRAL AND NEGATIVE affect apply to 

Alpha instructions (la, la-), Beta instructions (lb, lb-), Contingent Attention (Pr, To, 

cA+, cA-, cAo) and Non-Contingent Attention (cA+, cA-, cAo).

INSTRUCTIONAL SEQUENCE CATEGORIES.

1) Alpha Instruction (la).

Definition: The explicit verbal expression of an instruction, suggestion, rule or 

question to which a verbal or motoric response is appropriate and feasible, 

and which is presented in a non-aversive manner.

Physical gestures of instruction with no verbal expression (i.e. parent points at 

something to be done) are not scored as Alpha Instruction. Alpha Instructions can 

direct the child to either initiate or terminate behaviour.

1) Instructions. Orders which specify the child behaviour to be initiated or

terminated.
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examples

- "Tommy, I want you to hang up your coat."

- “Hang up your coat.”

- “Come here.”

- “Tell me what happened.”

- “Stop that.”

- "Don’t bang the door”.

2) Suggestions. 

examples;

- “You might hang up your coat now.”

- “Let's hang up your coat.”

- “See if you can hang up your coat.”

- “Maybe you can hang up your coat.”

- “You should hang up your coat.”

3) Rules (Limit-setting) and statements of permission for the child to perform an act. 

examples;

- “You know that you are to hang up your coat.”

- “You cannot go outside now.”

- “You can watch television now.”

- “It is time for you to do your homework now.”

4) Command Questions.

Command questions are distinct from questions which seek information. Command 

questions cue the child to respond with a particular form of behaviour. Questions 

which are not Command Questions seek information as a response. 

examples;
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-“Will you pick that up for me?"

-“Why don’t you take out your book?”

-“Can you tell me what you have for your homework?”

- NOT “What did you say?”

- “Are you going to pick up your bag?” (“Where is your bag?” is not a command 

question.)

2) Aversive Alpha Instruction (la-).

Definition: an Alpha instruction which is presented aversively.

examples:

-"Tommy, hang up your coat this instant!" (Instruction)

-“Tommy, for God’s sake, why don’t you hang up your coat!” (Question)

3) Beta Instruction (lb).

Definition: a command to which the child has no opportunity to comply.

Beta instructions include;

1) Instructions or rules which are vague, i.e. they do not specify the child 

behaviours to be initiated or terminated.

2) Alpha instructions to which the child has no opportunity to comply either because 

the parent performs the task herself or interrupts with verbiage before the child has 

an opportunity to demonstrate compliance (5 secs ).

3) Instructions referring to the past or future, so that compliance cannot be 

assessed.

4) Multiple instructions. 

examples:



- "Tommy, hang up your coat, come in here and do your homework", (multiple
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instruction)

- "Tommy, I want you to be a good boy now". (Vague)

- “Come on!” (Vague. “Come here” is an Alpha Instruction.)

- “Be careful!" (Does not specify a motoric response“Write carefully” is an Alpha 

Instruction.)

- “Hang on! I want you to put that in the box”, (multiple instruction)

- “I want you to tidy your room later on”. (“I want you to tidy your room now” is an 

Alpha Instruction. If the child leaves to go to his room, Compliance is scored, the 

audio tape is stopped when “Record" sounds, and the observer waits for the child to 

return).

- “Act your age!”

4) Aversive Beta Instruction (lb-).

Definition: Beta instructions which are delivered in an aversive manner.

examples:

-Parent angrily, "Tommy, hang up your coat, come in here and do your homework,

now!"

-"Tommy, grow up!"

5) Compliance (c).

Definition: child compliance to parental instruction within 5 seconds of the 

instruction being given

If the child responds to the initial parental instruction with non-compliance, but 

complies within the interval when the instruction is repeated with a prompt, the
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second child response is coded; compliance takes precedence over non- 

compliance, being the eventual outcome. If the child has made a gesture of 

compliance it is coded as Compliance. 

examples:

- "John, I want you to pick up your coat"; child picks up coat.

- "John, pass me that piece beside you"; child hands parent the object.

- “John, Come over here”; child begins to move in specified direction.

6) Non-Compliance (nc).

Definition: child non-compliance to parental instruction after a 5 second 

interval has elapsed.

examples;

- "John, I want you to pick up your coat". John ignores the instruction and continues 

to play with toy.

PARENT CONTINGENT ATTENTION CATEGORIES

Parent contingent attention is coded if the parent attends to the specific child 

behaviour which is being coded in the same interval. Categories comprise Praise in 

response to Compliance and prosocial child behaviour, and Time Out in response to 

Noncompliance and aversive child behaviour.

7) Praise

Definition: parental expression of descriptive or global praise, approval or 

acknowledgement, contingent upon compliance or prosocial child behaviour.

examples;

-"John, I want you to pick up your coat". Child picks up the coat. "You're a great man 

for picking that up!"



- “Thanks”, in response to compliance or prosocial behaviour e.g. child hands parent

Appendix 11 290

pen as directed, or spontaneously offers parent a sweet.

- Child finishes puzzle. “Well done!”

- Child picks up toy as directed. “Good boy!”

- Child offers to share sweets with sibling. “Very good!”

Not;

-"Robert, come over to the table". Child comes over to the table. "Now, let's draw an 

aeroplane". This coded as noncontingent attention (Ao) because the parent has not 

attended to the act of compliance, but has given neutral attention to the child. The 

coding scheme does not allow the second instruction to be coded as an instruction

8) Time Out.

Definition: Disciplinary procedure is implemented by the parent in response to 

noncompliance or in response to aversive child behaviour.

It is unlikely that the time out procedure will be observed in its entirety during one 

interval. The first step of the procedure (parent repeats the instruction in response to 

noncompliance is coded as R (Repeat) in the Time Out column on the coding sheet. 

During the next interval, parent implementation of the procedure (e.g. parent shows 

timer to the child and states “Time Out”) is coded as TO. 

examples;

- parent tells child to go to time out chair in response to aversive child behaviour. 

not;

- "John, if you don't come in here this minute, I will kill you.” (cA-)

- “If you don’t stop fighting, you will get Time Out”. (A warning, coded as cA-)

9) Contingent Attend Positive (cA+)



Definition: Parent attends to prosocial child behaviour with positive affect
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which can be verbal or nonverbal.

examples:

- “Look at this, Ma”. “You’ve drawn a house”.

- “This is a dog”. “Its a very big dog”.

- “I can’t do it”. “I’m sure I can help”.

- “Can we go out later?” “That sounds like a good idea”.

- Child persists at drawing. Parent says “You’ve drawn a bridge”.

- Child throws dice. Parent cries “Six!”.

10) Contingent Attend Negative (cA-)

Definition: Negative parental attention in response to child behaviour. This 

can be verbal (e.g. parent shouts at child) or nonverbal (e.g. parent slaps 

child).

examples:

- Child drops pencil. “You’re not trying hard enough

- Child makes mistake at homework. "That is really stupid."

- Child hits sibling. "You are very bold to do that."

- Child spills food. "You always mess up your dinner."

- Child spills food. “Why do you always make such a mess?”

- Child hits sibling. “If you do that again, I will put you in Time Out”.

Contingent Attend Neutral (cAo)

Definition: Neutral parental attention in response to child behaviour

examples:

Child picks up toy. “Now, you’ve got your pencil” (said without discernable positive 

affect).
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- Child; “What will we do later”? “I’ll see” (flat affect).

- Parent monitors child doing homework.

- Parent walks over to the child.

- Parent sits on floor beside child.

PARENT NONCONTINGENT ATTENTION CATEGORIES.

These categories refer to parental attention which is not contingent upon the specific 

child behaviour which is coded in the interval.

11) Positive Noncontingent Attention (A+).

Definition; prosocial verbal or non-verbal parental attention to the target child 

which is not contingent upon the child’s behaviour.

examples:

- Child draws quietly. Parent asks, “Will we go for a walk”?

- Child plays with sibling. Parent says, “I found that toy you lost yesterday".

12) Negative Noncontingent Attention (A-)

Definition: parent social attention to target child which is deemed to be 

aversive due to overt content and\ or tone of voice, but which is not 

contingent to the child’s behaviour.

Aversive content is negative e.g. “Where have you left the bloody rubber”? Aversive 

tone can range from relatively low-intensity complaint, nagging, grumbling or 

grousing to more high-intensity shouting.

examples;

- Child looks into schoolbag for books. Parent “Why did you not eat your lunch”? (cv,

A-)



- Child begins to play with toys after a tantrum. Parent “I'm sick of your carrying on”, 

(cv, A-)

- “Can I have a yoghurt?” “I’m really cross that you didn’t eat your dinner” (in an 

angry tone), (apr, A-)

not;

- "You have made a mistake there." (This statement, if made in an encouraging or 

reassuring tone, would be coded as Positive Attend [cA+]. If it was made in a critical 

manner, it would be coded as Negative Attend [cA-])

13) Neutral Noncontingent Attend (Ao)

Definition; parent attention to target child which is neutral in tone and content 

and which is not contingent upon child’s behaviour.

examples:

- Child packs homework away. Parent, “Your pen is on the floor”, (cv, Ao)

- Child plays with toys. “Your dinner is ready now", (cv, Ao)

- “What are we doing later”? “Where is your schoolbag?” (apr, Ao)

- “Put the dice in the cup.”(IA) The child complies, (c) Parent observes, takes up cup 

and rolls dice.

14) Non-Attend (Na).

Definition: the parent does not attended to the child behaviour which is coded 

in the interval.

examples;

- Child fights with sibling. Parent attends to spouse, (p-, Ao)

- Child plays with sibling. Parent performs household chore. (s+, Ao)

- Child does homework. Parent reads magazine, (cv, Ao)

CHILD BEHAVIOUR CATEGORIES.
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The observation schedule includes three categories of prosocial child behaviour 

(Positive Social Behaviour, Physical Positive and Appropriate) and four categories

Appendix 11 294

of aversive child behaviour (Complain, Demand, Physical Negative and 

Oppositional)

15) Physical Negative (p-)

Definition: actual or threatened motor movement in relation to another person, 

that involves or potentially involves inflicting physical pain.

e.g. punching, pushing, kicking, biting, scratching, pinching, striking with an object, 

throwing an object at another person, pulling hair, poking with an object. Physical 

Negative is also scored for any instance of destroying, damaging, or attempting to 

damage any object (i.e. toys, furniture, clothing) during the interval. 

examples:

- child enters and flicks a rubber band at sibling.

- child scratches table with his fork.

- child chases sibling, shouting angrily,"You're dead!" 

not:

- child chases sibling, laughing "you're dead!"

16) Complaint (ct)

Definition: instances of whining, crying, screaming, shouting, grizzling, 

intelligible vocal protests or displays of temper

Complaint does not include the child giving a direct instruction to another person

which is scored as Demand.

example:

- father tells child to stay away from the door. The child says in a whining voice, 

want to go outside". (This is coded as Non-compliance.)



- child falls to the floor kicking and screaming.
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17) Demand (d)

Definition: an instruction, command or question, directed to another person 

by the child, which is judged to be aversive or unpleasant because of the 

content of the instruction, the voice quality of the speaker, and/ or the 

assertive behaviour of the speaker.

example:

- child to mother, "I want my dinner now!"

- child shouts to brother, "Get out of my way!"

- child aggressively to sibling, "Give that to me".

18) Oppositional (o)

Definition: inappropriate child behaviours that cannot be accommodated 

readily into another other aversive child behaviour category.

This category is scored for violations of specific family rules (e.g. No riding bikes in 

the house). It is also scored for instances of teasing, humiliating or embarrassing 

parent or sibling. This category requires the observer to know any specific rules in a 

family, and to judge whether the observed activity is aversive or prosocial. 

example:

- child enters and makes a rude face at a visitor.

- mother asks the child if she had a nice time at school, and the child frowns and 

yawns, as though she is deliberately ignoring the mother.

- child says repeatedly "Barry's a chicken".

19) Social Interaction (s+)



Definition; Prosociai behaviour directed towards person other than parent. If
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directed towards parent, it is coded as Approach.

Examples:

- Child addresses nontarget parent.

- Child addresses sibling.

- Child plays with toys with sibling.

20) Constructive (cv)

Definition: Constructive, appropriate self-directed activity.

If the child engages in toy play with a parent or sibling the activity is scored as Social

Interaction (s+).

example:

- child plays with Leggo.

- child writes in school book.

- child eats his lunch.

Other

21) Off Task

Definition: The child stops performing a task.

examples;

- child gazes out window during homework.

- child stops sweeping floor and plays with toy.


