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Preface

The treatment of psychopathology in children has been a centerpiece of the
overall field of problem behaviors in children. Therefore, a considerable number
of data have been accumulated, particularly in recent years. These efforts have
expanded at such a rate as to result in the publication of several new journals,
such as the Journal of Clinical Child Psychology and Education and Treatment of
Children. Similarly, many standard general clinical journals have begun to de-
vote more attention to children. Despite these efforts, few books have emerged
that are devoted directly and specifically to treatment in childhood psychopath-
ology.

This volume’s scope is broad in that it reviews not only behavior therapy,
but also the rapidly expanding efforts in psychopathology and traditional psy-
chotherapy, and at an advanced level. It is designed to provide an in-depth
scholarly review of the empirical evidence, including an overview and analysis
of the available techniques, their effectiveness, and the limitations and complica-
tions arising from the use of these treatment methods with the full range of
psychopathology displayed by children. Many nationally and internationally
recognized experts have agreed to contribute chapters to this book, and we hope
that what has emerged is an up-to-date and authoritative volume.

The book is geared to the graduate student in clinical child psychology,
school psychology, child psychiatry, special education, and related areas in
which interest is likely to be considerable. This book should also serve as a
source book for practicing professionals in the field. Illustrations and examples
of various techniques are provided to further enhance the utility and appeal of
the book. An effort was made to produce a book that is both scholarly and of
practical utility.

Some features of this book include its coverage of major psychological and
pharmacological approaches. Also, it is this author’s view that far too many
handicapped groups have not received the attention they deserve from mental
health professionals. Therefore, specific attention is directed to mentally re-
tarded, visually impaired, and hearing-impaired children, as well as more fre-
quently discussed childhood groups. It is hoped that this book will highlight
areas for futher consideration, study, and intervention. It is also hoped that this
volume will not only serve to define where we currently are as mental health
professionals but will also serve as a springboard to a better understanding of
how best to and where we most urgently need to further advance our knowl-
edge.

Johnny L. Matson
Baton Rouge, Louisiana
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I History, Systems, and
Methods

A number of general issues deserve discussion in a treatment book on child
psychopathology. Thus, this book begins with an overview of past views of
childhood emotional disorders. Certainly, a major issue is the very rapid (from a
historical view) positive advances in this area. This chapter is followed by one on
classification. Obviously, this topic is important for the selection of treatments.
Movement in this area has been considerable and substantial, and important
research has occurred of late. The final chapter in this section is on family
therapy. It was felt that any treatment book on children would need to include
this topic. However, as this area does not fit conveniently into the format used in
the remainder of the volume, it was placed here. The methods used are well
founded in the best available research. Hopefully, these initial chapters will set
up the remainder of the book in describing some of the broad and very impor-
tant topics in the field.



1 Historical Trends

LizETTE PETERSON AND DANIEL J. BURBACH

The primary purpose of this chapter is to describe the history of child psycho-
pathology and its treatment. In order to accomplish this task, ancient to modern-
day awareness of children and their psychological dysfunctions are considered.
As this chapter begins to unfold, it will become clear that nothing resembling
current conceptualizations and treatments of child psychopathology existed be-
fore this century. Nevertheless, it seems useful to explore earlier notions about
the psychological disorders of children in order to gain insight into how modern-
day treatment modalities, many of which are described in this book, evolved.

Because we wish to provide a broad overview of this subject, it will be
necessary to sample only briefly the numerous ways in which child psycho-
pathology has been approached over the course of history. Thus, rather than
attempting to provide exhaustive coverage, we will identify and discuss repre-
sentative historical beliefs and events, as well as current treatments. The goal is
to provide the reader with a background for interpreting current and future
trends in the treatment of psychopathology in children.

HistoRrY BEFORE THE 20TH CENTURY

Before this century, childhood was almost never conceptualized as a sepa-
rate developmental period (Senn, 1975). In classical China and ancient Greece,
words connoting childhood (i.e., individuals in the first decade of life) simply
did not exist. For example, words like child and boy suggested a kinship relation
and an economically dependent relationship, respectively (Aries, 1962). There
were no available words to describe the period of early development now
known as childhood. Thus, children were most often viewed as inferior or inade-
quate adults who, if tolerated and provided for, might eventually develop out of
their current worthless state (Kessen, 1965). The decision about whether to
tolerate or provide for children was by no means automatic and, as will be
demonstrated later, depended on the economic and political needs of society. In
fact, in most early cultures, even the soundest child was considered a most
expendable item, and not surprisingly, a maladaptive child was viewed as a
detriment to both society and the family. It was not until the 17th century that
childhood was regarded as a special time for learning. The notion that childhood
was a time for nurturance and love came even later (Gelfand & Peterson, 1985).

LizeTTE PETERSON AND DANIEL J. BurRBACH * Department of Psychology, University of Missouri—
Columbia, Columbia, Missouri 65201.
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With no systematic study or knowledge of childhood, it was impossible to
identify typical or normal development, and thus, there was no way to deter-
mine what was pathological in children. Of course, at the beginning of our
history, there was limited scientific understanding of either physical or mental
disorder. What little understanding there was almost always concerned dys-
function in adults (Rie, 1971), for several reasons. Adults’ dysfunction is usually
more interpretable, as it is set against a more static developmental course than is
childhood dysfunction. More important, the economic impact of psychological
disorder in an adult is more immediately apparent and serious than of that in a
child. For whatever reason, society’s concern for the child has always lagged
behind that for the adult (Wenar, 1982). Furthermore, the earliest interventions
applied to children were merely downward extensions of treatments created for
adults (Roberts & Peterson, 1984). These treatments, although frequently inap-
propriate, represented a substantial improvement over the brutal methods that
had been used by earlier societies to deal with dysfunctional children. Some of
these methods are discussed below.

Children of the Old Testament

The writings contained in the Old Testament of the Bible (authorized King
James version) provide some of the earliest recorded references to children and
their difficulties (Despert, 1965). Although there appeared to be some recogni-
tion of the physical and emotional limitations of young children at this time
(e.g., Genesis 33:13), it is clear that even preadolescent children were often
expected to assume major responsibilities. For example, Manessah (II Kings
21:1) became the king of Judah at the age of 12. Josiah (II Kings 22:1) took over
this task at the age of 8. Furthermore, although children were referred to as “a
gift from God” in the Book of Psalms (127:3), it is clear that they were often
tortured or executed during times of political unrest and familial discord (e.g.,
Gensis 21:10; IT Kings 11:1). Unfortunately, children were treated in similar ways
for many years to follow.

Ancient Greece: Sparta and Athens

Infanticide was commonly accepted in ancient Greece as a method of deal-
ing with unwanted children. In deciding on the survival of children, the primary
determinant was their physical intactness, that is, their ability to serve the state
(Nathan & Harris, 1975). In Sparta, boys were expected to develop as laborers
and soldiers. The boys of Athens were expected to develop into loyal and peace-
ful leaders. The major contribution of girls in both societies was considered the
bearing of male children. Minimal attention was paid to psychological function-
ing, especially in Sparta, although a child with clearly aberrant psychological
functioning or psychopathological symptomatology was likely to be judged a
poor physical specimen and thus was eliminated. In Sparta, this decision was
made by the leaders of the state. In Athens, this decision was made by the
father. The most common method of putting a child to death was abandonment;
the child would die of exposure or would be killed by wild animals (Despert,
1965). Some methods were more artistic, however: infants were sometimes as-
phyxiated within large, ornamental clay pots.



Gainful employment typically began at approximately age 7, and it was
anticipated that, by this time, children would be relatively physically self-suffi-
cient and able to perform rudimentary manual labor and domestic tasks (Des-
pert, 1965). There was no special spokesperson or protector of working children.
Instead, children were expected to serve the state. This was a primary difference
between the Greek culture and the later Roman Empire.

Roman Empire

The Roman Empire was a patriarchal society. Fathers were considered the
only citizens of the state and the major controlling force in their respective
families. Thus, within a family unit, the father made several choices regarding
the children. First, like the Athenian father, he alone determined which of his
children would live or die. Further, if the decision was to raise the child, there
remained the question of whether the child would live within the family or be
sold to others later as a slave. This decision often depended on the child’s value
to the family (Goodsell, 1934).

Despite the apparent harshness of a culture with no provision for the pro-
tection of its children, the Roman Empire exhibited a much more liberal attitude
toward children than had previous cultures. This was one of the first societies to
overindulge children and adolescents. Some authors have suggested that chil-
dren were overindulged in exciting sports and games at the expense of lessons
concerning labor and duty and that this practice contributed to the fall of the
Roman Empire (Goodsell, 1934).

Despite great regard for sports, art, and poetry, there was also a continuing
disregard of individual differences in children and a relative intolerance of chil-
dren who were physically, emotionally, or intellectually atypical. The treatment
of emotional disorders in adults typically involved physical interventions such
as trephining, bloodletting, and laxatives to restore the balance of humoral
substances in the body. There is little record of any treatment being applied to
children, other than abandonment. However, given the later treatment meth-
ods, such as torture and burning, seen in the Middle Ages and the Renaissance,
the absence of child treatment modalities may have proved a blessing to
children.

Middle Ages (A.D. 500-1300)

This time period has been called the Middle Ages, or the Dark Ages. The
latter term may be a more accurate depiction of reality, as this period was
characterized by a strong, repressive interlocking of Church and State that
proved detrimental to the freedom of individual citizens. The Catholic church’s
primary dictum relevant to children at this time was that of original sin (Aries,
1962). Basically, this point of view suggested that humankind is born in a state of
sin and that children will remain inherently evil if not led toward a life of piety.
Infanticide was regarded by the Church as a major sin, but it was not until the
12th century that secular legislation equated infanticide with murder. Even then,
very few illegitimate children survived to be baptized, and the ratio of baptized
boys to girls exceeded three to two. Thus, it seems likely that the number of
unwanted illegitimate or female children who were murdered was relatively

5
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high (Holmes & Morrison, 1979). It is said that Pope Innocent III began his
efforts to establish orphanages in Italy after being appalled at the sight of
“countless” bodies of newborns floating in the Tiber (deMause, 1974; McLaugh-
lin, 1974).

Children continued to have no legal rights in this culture. Beating and
neglect were common. One 13th-century law read, “If one beats a child until it
bleeds, then it will remember, but if one beats it to death, then the law applies”
(deMause, 1974, p. 42), suggesting that severe beating was desirable, even if
murder was not. At about age 7, children were often removed from their moth-
ers. A child could be legally sold into slavery only before age 7, although it
seems clear that many families disobeyed the law, selling their children at a later
age. Even in wealthy families, children were often sent to serve still wealthier
gentry in nearby castles and were treated as slaves or servants (Despert, 1965). A
child might also be given as an oblate or religious offering to the Church for the
betterment of the parent’s soul. The child was then obligated to serve the rest of
his or her life in a monastery or a convent, excommunication being the penalty
for leaving the Church.

During this time, the Church also became involved in a search for the
followers of Satan in an attempt to eliminate the evils and wickedness that
existed in society. It was thought that such individuals were often easily recog-
nizable by their bizarre behavior and beliefs. Thus, children experiencing out-
ward manifestations of psychopathology became easy targets of the Inquisition.
Interestingly, the families of such children were often among the first to con-
demn them, lest the family be regarded by others as also being followers of
Satan. It is difficult to estimate the number of children who were tortured to
confess their allegiance to the devil or who were burned at the stake as witches
because of their disordered behavior. Some historians have suggested that their
number may have been quite high (Zilboorg, 1941), whereas others believe that
this number remained quite small, at least until the Renaissance (Kroll, 1973;
Neugebauer, 1979).

Renaissance (1300-1600)

The term renaissance implies a societal enlightenment. Unfortunately, this
enlightenment led to only limited improvements in the ways in which children
were treated by society. Up through 1600, professionals still used demonic pos-
session as an explanation for childhood psychopathology (Hunter & Macalpine,
1963). Although some began to advocate more nurturant forms of discipline,
physical punishment was still routinely applied. Often, very severe punishment
was used in the most elite families. For example, John Milton’s wife commented
on how she hated to hear her nephews scream as Milton beat them. Louis XIII of
France was whipped routinely from the time he was 2 years old, and as an adult,
he reported continued nightmares about the beatings (deMause, 1974).

By this time, putting children to death was condemned; however, it was still
considered acceptable to abandon a child to the Church or to an orphanage. In
terms of actual outcome, this practice amounted to infanticide in many cases, as
most infants abandoned in this manner died. In one French orphanage, for
example, not a single child admitted survived into adulthood (Marvick, 1974). In



one Russian orphanage, 1,000 children were eventually adopted, and 6,100
remained living at the orphanage. However, the majority (over 30,000 children)
died before puberty (Dunn, 1974).

Whereas poor families were inclined to abandon their children to or-
phanages, wealthier individuals sent their children to a wet nurse until the child
was of preschool age. Some estimates suggest that as few as 3% of the infants
born in Paris as late as 1700 were nursed by their own mothers (deMause, 1974).
In total, one of every three children during this time period died during
childhood.

There were some positive trends in the treatment of children toward the
end of this period. With John Locke’s doctrine of the tabula rasa came an in-
creased focus on the need to educate children. Although this resulted in very
strict educational practices, it also removed some children from a life devoted
exclusively to labor. There is evidence that the educational materials used at the
time emphasized pictures and toys for educational purposes.

The first English book on pediatrics was written in 1545. Thomas Phaire’s
The Boke of Chyldren (1545/1955) considered such child problems as ‘““Terrible
Dreames and Feare in the Slepe’” and “of pissing in the Bedde,” and it repre-
sented one of the first formal treatments of problems that are unique to children.
Thus, by the end of this period, at least in Europe, the scene was set for a change
in attitude and in emphasis in the treatment of children.

Colonial North America (1600-1700)

Just as the tide in Europe was turning toward more nurturant treatment of
children, with a greater focus on education, the demands of the New World
were rendering childhood an even more arduous experience than in earlier
European society. Public health officials have estimated that as many as two
thirds of all children in colonial America died before they were 4 years old
(Duffy, 1976). Infanticide itself was rare, but common practices such as “tough-
ening” infants with icy baths in the winter and rampant disease contributed to
their mortality. Also, children and youth were more often than adults the targets
of witch hunts, such as in the trials held in Salem in 1692.

There were also laws, such as the 1654 Stubborn Child Law, that allowed a
parent to put a child to death as an ultimate penalty for disobedience (Katz,
Schroeder, & Sidman, 1973). However, because children were economically very
important, there was a clear cost in using disciplines severe enough to maim or
kill. Despite children’s economic value, however, parents continued to employ
corporal punishment: “Thou shall beat the child with the rod and deliver his
soul from hell” (John Elliot, quoted in Illick, 1974).

It was not uncommon for children under 6 years old to work in shops and
on farms. Children could be bound out as apprentices if the family business did
not necessitate their labor, if their families could not afford to keep them, or if
they were atypical in some respect. Even with the economic value of children
recognized, there were few advances in the treatment of physical illness beyond
the bleeding and purging that characterized much more ancient times. There
was even less explicit treatment of child psychopathology.

7
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Post-Renaissance: Europe and America (1700-1900)

Although a modern conceptualization of childhood was not articulated dur-
ing this period, there were many changes in attitude regarding children during
these two centuries. Part of this change was facilitated by Locke’s tabula rasa
doctrine, which implicitly suggested that, because the later adult will be a prod-
uct of learning that takes place in childhood, such learning early in life is of
monumental importance. Curiously, the movement was also furthered by Jean-
Jacques Rousseau, who had a very dissimilar attitude toward childhood. Rous-
seau believed that, rather than being born completely tabula rasa, children were
born innately good. He advocated a simple recording of children’s developmen-
tal progress (Kanner, 1973) and suggested that children would come to love
learning and to learn spontaneously if given the appropriate environment (i.e.,
the “noble savage” concept). Both Rousseau and Locke produced data relevant
to child development by maintaining records on the development of their own
children.

This was an age of many firsts. Although the bulk of deviant children
continued to be indentured or cared for in almshouses with the elderly, the
diseased, and the insane, there were several reports of the use of hospital-based
interventions for children’s medical and psychopathological conditions (Stone,
1979). Benjamin Rush, the founder of modern-day psychiatry, first described
cholera symptoms in infants, and his student, Charles Caldwell, wrote the first
medical degree dissertation on pediatrics. Duffy (1976) described one of the first
admittances of a child to Pennsylvania Hospital in 1765. The 13-year-old child
had experienced a severe negative reaction to the death of her mother and
sibling. At this time, she was ““seized with so violent a grief as would not yield to
any comfort, her Mind was disturbed and she cried Day and Night” (Duffy,
1976, p. 94). The commander of the ship on which the girl was traveling had
recommended hospitalization, and the hospital had accepted her for treatment.

Nearly a century later, Henry Maudsley (1867) included a chapter in his
psychiatric text on Insanity of Early Life (although the chapter was so severely
criticized that the second volume began the chapter with an apologetic explana-
tion). In contrast to this early reluctance to describe child psychopathology, by
the late 1800s, there were whole textbooks on the subject published in Germany,
France, and Great Britain (Kanner, 1973).

The first institutions for the mentally retarded also began to be formed at
this time (Stone, 1979). Johann Jakob Duggenbuhl founded an institute in
Abendberg, Switzerland, which served, among others, those individuals from
Alpine areas suffering from endemic cretinism. Samuel Gridley Howe was influ-
enced by such endeavors and persuaded the Commonwealth of Massachusetts
to begin similar programs in 1848.

In a similar spirit, the first Board of Charities and Corrections was organized
in 1863 in Massachusetts, and it assumed public responsibility for children who
were “dependent, defective, and delinquent.” By the end of the century, 16
states had similar boards, and 92 cities had family service agencies (Kideneigh,
1965). The first case charging child abuse was also heard in 1870, although at the
time there were no laws prohibiting the beating of a child. The case was tried
under the auspices of the American Society for the Prevention of Cruelty to
Animals, the prosecution arguing that the child should be entitled to the same



rights as other animals (Brown, Rox & Hubbard, 1974). Although this may not
sound like much of a triumph, it should be recalled that it was the first time that
the family’s right to inflict injury on a child was publicly challenged.

Finally, by the end of the 19th century, the first attempts to systematically
study children were being made. Alfred Binet’s early work on the measurement
of French children’s intelligence and G. Stanley Hall’s work measuring typical
motor and emotional development in the United States typified these efforts.
They would soon be joined by Arnold Gesell, who conducted numerous studies
of children at the Yale Child Study Clinic. It is fortunate that, as large institutions
and associations were being formed to provide services and treatment to child
populations, simultaneous efforts were being made to explicitly study the devel-
opment and difficulties of children. Because of these efforts, it became possible
to begin to establish a scientific basis for the many treatments that were to be
used with children. However, as will be seen, the study and treatment of chil-
dren remained relatively separate for the next several decades (Gelfand & Peter-
son, 1985).

Early 20th Century (1900-1950)

Throughout this period, there were specific political reform movements
oriented toward protecting and bettering the lot of children, particularly poor
children. In 1909, President Theodore Roosevelt organized the first White House
Conference on Children and renounced the commonly accepted Elizabethan
Poor Law, which suggested that children could be removed from their homes
solely on the basis of their family’s poverty. The federally funded Children’s
Bureau was formed in 1912 to serve in an advocacy capacity, to support child
protective legislation and child welfare services, and to provide aid to dependent
children. This support fostered the growth of still other, voluntary organiza-
tions, such as the Child Welfare League of American, formed in 1920 (Hetz-
necker & Forman, 1971).

The formation in 1922 of the National Committee on Mental Hygiene was an
outgrowth of Clifford Beer’s mental hygiene movement. The description by this
group of the link between childhood difficulties and later mental health prob-
lems was instrumental in establishing the child guidance movement (Rie, 1971),
which will be described in the next section. Legislation and funding for child-
hood disorders was also influenced by the 1946 National Mental Health Act,
which contained explicit provisions for the prevention of mental health prob-
lems. This act focused additional attention on early childhood and family inter-
ventions. Although the primary intent of the act was to guarantee the delivery of
preventive services, training and treatment aspects gradually overshadowed the
emphasis on prevention.

The formation of the National Institute of Mental Health in 1949 marked
another turning point in governmental support for mental health services, but
this was directed largely toward adult-based research and training. The contro-
versy surrounding the advisability of primary prevention, with its accompany-
ing explicit focus on the child, has continued since the first report of the Joint
Commission on Mental Illness and Health in 1961. In this document, the com-
mission discouraged applied primary prevention and research on primary pre-
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vention. As a consequence, the Community Mental Health Centers Act did not
include prevention in its list of essential services. It should be noted, however,
that the consultation and educational services provided for by this act were often
interpreted as having a preventive component. The explicit partitioning of ser-
vices and facilities for children was not a part of any of these bodies, however,
and children have remained underserved in terms of federal mental-health dol-
lars to the present time (Meyers, 1985).

The interest in political reform was accompanied by an increase in the
number of volumes devoted to the assessment and treatment of child psycho-
pathology. One of the first texts in this area was Ireland’s Mental Affections of
Children (1898). This was followed by Freud’s The Case of Little Hans (1950),
originally published in 1909. In 1918, Cameron published The Nervous Child.
Several years later (in 1935), the first American textbook on child psychiatry was
published by Kanner (1957).

Several useful chapters and articles also appeared at this time. For example,
Hutchinson’s Lectures on Diseases of Children (1904) contained two chapters on the
functional disorders of children. Kenworthy (1930) outlined the social maladjust-
ments of children in an article that appeared in Mental Hygiene.

Despite the absence of large-scale political advocacy and detailed publica-
tions concerning the assessment and treatment of child psychopathology, this
was the time period in which treatment centers began to be formed specifically
for children. These early clinics began with an explicit focus on educational
problems, social dysfunction, or behavioral (“habit”’) disorders, as will be seen
below.

Child Treatment Centers

The mental hygiene movement was seen as the impetus for Lightner
Witmer’s establishing the first psychology clinic in 1896 at the University of
Pennsylvania. It was Witmer who first coined the term clinical psychologist
(Achenbach, 1982) to describe his psychoeducational methods. These methods
were directed toward children with school adjustment problems such as stutter-
ing and spelling difficulties, as well as toward children who were intellectually
atypical. Thus, Witmer’s efforts resulted in the first treatment center that
focused primarily on the difficulties of children.

A little over a decade later, with the support of the Hull House reformer
group, William Healy founded the Juvenile Psychopathic Institute in Chicago in
1909. The first juvenile court had been established in Chicago a decade earlier
(1899) and Healy’s institute focused specifically on juvenile delinquency and
other socially unacceptable behavior. Together, psychiatrist Healy and his wife,
psychologist Augusta Bronner, created an interdisciplinary approach in which
the psychiatrist, the psychologist, and the social worker contributed equally to
the diagnosis of the child. The couple went on to organize a second clinic in
Boston, and this clinic, the Judge Baker Guidance Center, came to epitomize the
child guidance approach in this country.

Shakow (1968) contrasted the contributions of Witmer and Healy by noting
the basic differences in the patients they served, the techniques they used, and
the conceptualizations that they formulated. Witmer was strongly influenced by
the more traditional Wundtian-Kraepelinian theories, whereas Healy was more



influenced by Freud’s, James’s, and Meyer’s concepts of prevention. Witmer’s
clinics tended to serve primarily the retarded, the gifted, and children with
speech difficulty or those requiring vocational adjustment. The emphasis was on
the intellectual and cognitive aspects of personality, which led to frequent con-
tact with schoolteachers or institutions for the mentally retarded. In contrast,
Healy treated juvenile delinquents, sociopaths, and conduct-disordered chil-
dren, with an emphasis on the social-affective aspects of development. This
approach led more often to contact with social agencies and legal bodies.

Although it is Healy whom most credit with the “‘real” beginning of the
child guidance movement, it is important to acknowledge some of the areas of
initial and eventual overlap between the approaches used by Healy and Witmer.
Initially, Adolph Meyer, an influential member of the National Committee on
Mental Hygiene, urged consideration of the disturbed child (more typically
treated by Healy) in the context of the educational situation (more typically
served by Witmer). Meyer urged that psychiatrists be placed within the schools
and that they actively work with teachers and parents to prevent problems, a
viewpoint that typifies today’s approach to primary prevention.

Eventually, the overlap between the two methods occurred in a different
fashion, through the gradual shift away from the treatment of the juvenile
offender. The Commonwealth Fund Report of 1921 provided for the creation of
demonstration child-guidance clinics, and such clinics were established in
dozens of teaching hospitals and laboratories (Duffy, 1974). In their early histo-
ry, the majority of referrals to child guidance clinics came from juvenile courts,
but gradually, more children were referred by families and schools. Studies in
the late 1920s showed that the clinics gradually accepted more non-foreign-born
children of higher intelligence and from middle-class homes, who were being
raised by their natural parents (Stevenson & Smith, 1934). State outpatient
clinics came to be the recipient of most court referrals, and they treated not only
the mentally retarded and the neurologically disabled but the severely delin-
quent as well. Eventually, even with the selective accepting of cases, the large
case load, in conjuction with the limited resources, led clinics to advocate educa-
tion as a possible solution. Consequently, mental health professionals began to
devote energy to teaching mental hygiene principles to parents, teachers, court
workers, and social workers (Hetznecker & Forman, 1971).

By 1932, there were over 200 child guidance clinics that operated on one of
two therapeutic models. The first was concerned with the individuality of the
child and with methods of helping him or her adjust to his or her environment.
This approach focused on the child, his or her unique history, and his or her
emotional difficulty. The second viewed the child as a product of the educational
and social environment, and this method was more interested in community
involvement and social reform. It seems noteworthy that both philosophies are
mirrored in current approaches to child psychopathology.

A third movement, relatively separate from the other two and far less in-
volved in the formation of psychiatry as a discipline, was the early behavioral
movement. This movement influenced many clinicians, including psychiatrist
Douglas Thom, who used behavioral methods in his Habit Clinic in Boston. In
fact, some credit Thom’s success with his Habit Clinic, rather than Witmer or
Healy, with the funding for the Demonstration Child Guidance Clinics (Kanner,
1973). These clinics accepted any child whose behavior puzzled, worried, or
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annoyed parents and teachers, whether or not the behavior was likely to lead to
later dysfunction. The basic approach was to influence the child’s typical behav-
iors and habits by working not only with the child, but also with the adults in the
child’s immediate environment in order to alter their attitudes toward and be-
liefs about the child. This approach was continued in academic and research
settings by individuals like John Watson and Mary Cover Jones and reappeared
as a major treatment force only in the later part of this century.

Parallel Contributions

There were several contributions from many diverse groups, such as radical
behaviorism, developmental and educational psychology, and adult psychiatry,
that laid the foundation for the development of child-focused interventions.
Some of these events did not have an immediate and direct influence on child
treatment. Instead, they continued to evolve as separate, nonoverlapping phe-
nomena. We will consider three such examples briefly.

One sample of such an event began with Watson’s essay ‘“Psychology as a
Behaviorist Sees It” (1913). Behavioral psychology had important implications
for child rearing and treatment, but for the next two decades, it remained pri-
marily within the province of academic psychology and basic research. Of
course, there were (as noted above) early examples of child treatment using
behavioral methods, but for the most part, these techniques were not yet widely
applied to children.

Similarly, Freud’s “Three Essays on the Theory of Sexuality” (1905) sug-
gested that various childhood events were the source of adult neuroticism and
maladjustment. Although some aspects of a healthy and normal childhood were
spelled out by this theory, more attention was given to the many ways in which
parental errors could lead to long-lasting pathology. For example, parents could
err by giving the child either too little or too much gratification. Freud thought
that such errors condemned the child to serious dysfunction as an adult unless
the developmental shortcomings could be analyzed and worked through in later
life. Interestingly, although Freud’s theory underlined the importance of child-
hood, Freud never treated a child directly. It is true that one of his earlier
mentioned, most famous illustrative cases was the treatment of a child’s phobia
of horses (“little Hans”’). However, Freud treated Hans only through the child’s
father, and he commented at the conclusion of the case that he had learned
nothing that he had not already known from treating adults. As will be noted in
the next section, on modern-day treatment, psychoanalysis did not become
relevant to child treatment until it was later modified by Anna Freud.

A third sample of parallel contribution was the assessment of intellectual
abilities begun in France during the 19th century. It was not until the first half of
the 20th century, however, that this contribution began to have a major impact
on children. In 1838, the French physician J. D. Esquirol, was one of the first
professionals to define mental subnormality (Goodenough, 1949). By the 1890s,
there were a few specific tests of intellectual performance in existence (e.g.,
Gilbert, 1894; Munsterberg, 1891). Binet and Simon’s early efforts in this area
(1905) are among the best known. The work of these and other professionals
eventually made possible the valid assessment of intellectual ability, which, in
turn, facilitated large-scale compulsory education for intellectually normal chil-



dren. Although the examination of children’s intellectual abilities had clear im-
plications for treatment, the province of assessment per se remained within the
domain of psychometricians and developmental psychologists. Their concerns
about the statistical properties and the developmental stability of the tests dif-
fered from the clinicians’ desire to use the tests to diagnose specific deficits, and
they characterize what some clinicians continue to perceive as the inadequacies
of standardized intellectual assessment.

There were many other parallel trends, such as the description of self-
directed speech for self-regulation by neuropsychologists L. S. Vygotsky and
A.R. Luria (Zivin, 1979) and findings concerning the importance of early parent—
child bonding by numerous developmental psychologists (Lamb, 1981), both of
which could be discussed here but will not be because of lack of space. Gelfand
and Peterson (1985) considered some of these trends further and pointed out the
problems that result from separate and parallel, rather than cooperative and
multidisciplinary, contributions to the child area. Hopefully, some of the gaps
between research on the treatment of child psychopathology and other contrib-
uting areas of research will diminish by the end of the current decade. This
notion will be considered later, when future trends are discussed.

THERAPIES OF THE MODERN ErRA

We have thus far described the historical roots of what appears to be a
jungle of competing therapeutic approaches to child psychopathology. In this
section, we sample from four major current approaches to child psychotherapy,
and we introduce a brief history of pediatric pharmacotherapy.

Child Pharmacotherapy

Although there were some scattered investigations of the treatment of child
psychopathology with organic agents such as nonspecific sedatives and dietary
manipulation before the late 1930s, there is a consensus that there was little
systematic study or use of drug therapy in children before that time (Rapoport &
Kruesi, 1985). In Wiener and Jaffe’s detailed history of childhood psychophar-
macology (1977), they described only a handful of relevant studies that bridge
the 1930s and 1950s. This early work began with Bradley’s landmark study
(1937) concerning the use of Benzedrine at the Emma Pendleton Bradley Home,
the first residential home for children in the United States. This report suggested
that “spectacular” improvement in school performance, involving increased
interest, accuracy, and speed of comprehension, could be obtained with this
medication. Molitch and Sullivan (1937) also reported improvements in verbal
intelligence scores after the use of Benzedrine with preadolescent and adoles-
cent boys residing at the New Jersey State Home for Boys. Two years later, Cutts
and Jasper (1939) described the positive effects of Benzedrine and the negative
effects of phenobarbital (e.g., increased irritability, impulsivity, and destruc-
tiveness) in 7- to 10-year-old children at the Bradley Home.

Benzedrine continued to be studied by Bradley at the Bradley Home and by
Bender at Bellevue Hospital throughout the 1940s. This drug, the first used in
formal research work with children, was gradually replaced in the late 1940s by
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other stimulant drugs. For example, Bradley (1950) described a comparative
study on the use of Benzedrine and dextroamphetamine in a population of over
350 preadolescent children. He reported the drugs to be equally effective.
Bender and Nichtern (1956) similarly reported Dexedrine to be as effective as
Benzedrine, even at much lower doses. Ritalin was synthesized in 1954, and
preliminary studies noted clinical improvements in subjects from age 4 years to
young adulthood (Zimmerman & Burgemeister, 1958).

Major tranquilizers such as chlorpromazine were also investigated during
this time for use with emotionally disturbed, mentally retarded, and cerebral-
palsied children, with varying degrees of effectiveness (e.g., Bair & Herold,
1955; Gatski, 1955). Other studies outlined the successful use of meprobamate
for problems as varied as enuresis (Breger, 1961) and prepsychotic symptoms
(Litchfield, 1957). Freedman (1958) reviewed the literature at that time and
stated that “one is appalled at the number of drugs recommended and the
conflicting claims both as to efficacy and absence of toxicity’” (p. 573). He noted
the methodological inadequacy of the majority of studies, including poor de-
scriptions of diagnostic procedures and lack of adequate control strategies.
Thus, this early period provided only a rudimentary foundation for the study of
pediatric pharmacotherapy.

Wiener and Jaffe (1977) identified five major developments that characterize
progress in this field in the 1960s. First, they noted ““an almost quantum leap
forward in the study of stimulants in children with hyperkinetic symptoms” (p.
18). These studies were characterized by a focus on specific drugs, such as
Ritalin and Dexedrine, and on improved methodologies, such as double-blind,
placebo-controlled, cross-over designs (e.g., Conners, Eisenberg, & Barcai,
1967). The first reports of negative side effects of stimulants, such as toxic psy-
chosis (Ney, 1967) and dyskinesia (Mattson & Calverlez, 1968), were also pub-
lished at this time.

The second major development was the use of two additional classes of
major tranquilizers, including the piperazines, such as Stelazine (trifluopera-
zine), Prolixin (fluphenazine), and Compazine (prochlorperazine), and the
piperidine compounds, such as Mellaril (thioridazine). The third major develop-
ment, related to the second, was the use of major tranquilizers, such as thiothix-
ene (e.g., Navane) and the butyrophenones (e.g., Haldol). Unfortunately, the
early studies in this area were also poorly controlled and overenthusiastic in
their claims, but they were later joined by better controlled studies. For example,
later studies compared the major tranquilizers to both stimulants and placebos,
in double-blind administration (e.g., Alexandris & Lundell, 1968). More atten-
tion to diagnosing subtypes of childhood problems also occurred during this era.
For instance, Fish and Shapiro (1965) separated children into four subtypes and
noted that Types I and II, who were of lower intellectual functioning, improved
with chlorpromazine more than Types Il and IV, who were intellectually intact
but had behavioral disorders. Finally, extended concern about the side effects of
these drugs occurred during this time. In a typical study, Ucer and Kreger (1969)
noted that Haldol (haloperidol) was more effective in controlling disturbed be-
havior in mentally retarded children than thioridazine, but that it also resulted in
greater agitation, ataxia, and extrapyramidal reactions.

The fourth development noted by Wiener and Jaffe (1977) was the use of
antidepressant drugs for a variety of child problems. The first reports described



TasLE 1. History of Childhood Pharmacotherapy*

Years study began Drug and current status?
1935-1940 Benzedrine, N
1945-1950 Dilantin, C; Dexedrine, O
1950-1955 Chlorpromazine, O; reserpine, N; Benadryl, O
1955-1957 Ritalin, O; meprobamate, N; thioridazine, O; lithium, C
1957-1960 Imipramine, O; Trilafon, C; Compazine, C; Prolixin, C; Stelazine, O; LSD,
N; Taractan, C
1960-1965 Cylert, C; Elavil, C; Navane, C; Haldol, O
1965-1970 Phenylzine, C; Triperidol, O

aAbstracted from Wiener and Jaffe (1977).
tN = no longer in use; C = controversial or experimental use; O = ongoing use.

the use of Tofranil (imipramine) for the successful treatment of enuresis (e.g.,
Breger, 1961; MacLean, 1960). Elavil (amitriptyline) also began to be used to treat
depression in hyperkinetic children (e.g., Lucas, Lockett, & Grimm, 1965;
Rapoport, 1965) during this decade.

The fifth development was an increased attention to improved meth-
odology in research studies on children’s reactions to drug therapy. With so
many parameters to consider, including the diagnostic groups, the developmen-
tal status and the intellectual level of the subjects, the drug dosage, the timing of
the dosage, the drug type, the target behavior, and the potential drug side
effects, it became crucial to control for as many sources of error as possible.

Table 1 summarizes this abbreviated history of child pharmacotherapy from
1930 to 1970. As can be seen, the 1960s were marked by increased attention to
stimulant, tranquilizer, and antidepressant drugs in comparative, controlled
studies. However, many experts still note that pediatric psychopharmacology is
far less advanced than adult psychopharmacology (e.g., Werry, 1982), although
much exciting progress has been made in the 1970s and 1980s (e.g., Rapoport &
Kruesi, 1985; Wiener & Jaffe, 1977). Later chapters in this volume outline mod-
ern contributions to this rapidly developing area. We turn our attention next to
four different types of psychotherapy.

Dynamic Psychotherapy

The two primary types of dynamic therapy that have been applied to chil-
dren are psychoanalytic therapy and nondirective play therapy. Psychoanalyti-
cally oriented therapy for children uses some of the same techniques as are used
in adult psychoanalysis, but it differs in several important respects. Full-scale
analysis requires multiple sessions per week over a period of years and thus is
impractical for most children, who are likely to leave childhood before leaving
analysis. Also, children’s “weak ego structures,” placed on a background of
continuing development, make them poor analytic subjects (A. Freud, 1968).
Thus, the basic goal of analytically oriented child therapy is the loosening of
fixations and the increasing of children’s capacity for reality testing (Brody,
1964). These goals are typically accomplished by bringing unconscious conflicts
into conscious awareness through dramatic play and artwork (Bornstein, 1949).
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Nondirective therapy for children (Axline, 1976) also uses play materials
and art, but with a somewhat different aim. This form of child therapy devel-
oped from Carl Rogers’s nondirective, client-centered therapy for adults (1951),
which was, in turn, strongly influenced by Frederick Allen’s developmental
theory. Allen suggested that if the therapist conveyed clear respect for and
confidence in children’s abilities to help themselves, children would develop
adaptive abilities and faith in their own problem-solving. Thus, Rogers’s ap-
proach is imminently relevant to children. Axline (1976) advocated the use of
common child activities like play and art as vehicles for forming an alliance with
the child, which allows the child a greater ability to express feelings. In this
fashion, where feelings can be expressed without judgment or censure, the child
can learn to control or give up feelings while experiencing a sense of self-
acceptance.

Dynamic therapies are still used for special populations, such as medically
ill children (e.g., Abbott, Hansen, & Lewis, 1970) and emotionally disturbed
children (e.g., Abramson, Hoffman, & Johns, 1979), but in general they are
regarded as less efficacious than behavioral techniques (Gelfand, Jenson, &
Drew, 1982). It remains to be seen whether these therapy forms will gain more
research support or whether they will continue to decline in popularity.

Family Therapy

The historical beginnings of current forms of family therapy are less clear
than those of many other currently espoused therapies. Apparently, in the late
1940s and the early 1950s, several therapists in differing locations around this
country and in Great Britain began to treat their adult clients within the context
of the entire family, rather than treating the client individually. Some have
suggested that this shift in focus can be traced back to the lack of success that
professionals had had in treating schizophrenia as well as juvenile delinquency
and other behavior difficulties in children by using traditional forms of psycho-
therapy (Guerin, 1976). Others believe that the reasons therapists began to use
family-based interventions are not entirely clear, especially given the resulting
professional isolation (Haley, 1971). In any case, such techniques were initially
subjected to much criticism. However, these methods were later strengthened
by family studies of schizophrenia such as Bateson’s Stanford-based study of
communication patterns in the early 1950s and Laing’s later work in the late
1950s at the Tavistock London Clinic.

These early studies produced new concepts about the family, such as home-
ostasis and the double bind. Homeostasis refers to the existence of a steady state and
a sense of balance within the family. According to this theory, a family seeks to
preserve even a maladaptive, uncomfortable state if that state produces a sense
of balance within the family. Furthermore, if change does occur in one part of
the family, it is likely to cause a corresponding change in another part, as the
family is motivated to maintain its balance. The concept of the double bind sug-
gests that the family places the “’sick” member or the “identified patient” of the
family in a no-win situation by sending him or her mixed messages. For exam-
ple, if the member is competent, she or he is seen as abandoning the helpful
parent; if not, she or he is incompetent and a drain on the family. It is thought



that the member placed in the double-bind situation is often sacrificed in order
to maintain the homeostatic functioning of the family.

As can be seen in these examples, this early research was instrumental in
altering thinking about the functioning of the family. Rather than continuing to
treat individuals in the context of their families (also made up of separate indi-
viduals in separate roles), Bell and others began to treat the family as an intact
system in which the sum of the family was viewed as greater than the group
made up of the individual members (Taschman, 1975). More recently, investiga-
tors have also begun to consider the other systems in which individuals function
(e.g., peer systems and school) and how these various systems interact with one
another (Henggeler, 1982).

The early work on family therapy was conducted primarily with adult-
identified patients, however. Early forms of family therapy directed toward
children often began with treatment through the mother, with the child occa-
sionally attending, too, in order to provide the therapist with an opportunity to
observe the child—parent interaction. This approach gradually developed into
“conjoint therapy,” in which a parent and child or several other selected mem-
bers of the family work together. Still, because traditional family therapy in-
volves a complex interchange typically conducted through verbal exercises and
examples, it may be inappropriate for very young children and is viewed as
more appropriate for adolescent clients (Korchin, 1976). Although some at-
tempts have been made to use play and other developmentally appropriate
vehicles for child—family—-therapist communication (e.g., Zillbach, Bergel, &
Gass, 1972), these have remained outside the mainstream of most family therapy
interventions.

This mainstream includes a variety of different approaches, some of which
are more similar than others. In fact, there are even several different ways of
classifying family therapists based on the similarities of their approaches, includ-
ing one delineated by the Group for Advancement of Psychiatry, and others by
theorists such as Foley, Guerin, and Beels and Ferber (Jones, 1980). We will use
Beels and Ferber to very briefly characterize the divergent approaches in this
rapidly developing area.

Beels and Ferber (1973) suggested three major types of family therapists.
They differ in the degree to which they believe that the therapist should actively
direct the session, rather than following the direction of the family, and the
degree to which internal processes, as opposed to external power, should be the
focus of intervention. Beels and Ferber labeled the first group conductors. These
individuals believe that the therapist should lead the discussion in the directions
where it will be most therapeutic for the family and should assume responsibil-
ity for the direction of the sessions. Theorists such as N. Ackerman, J. Alex-
ander, M. Bowen, S. Minuchin, and V. Satir espouse this approach. Next, Beels
and Ferber described reactor analysts. These individuals believe that the family
should determine the direction of therapy sessions and that the therapist’s pri-
mary function is to react to the material presented by the family. The important
material, as viewed by this group, is not the content of the sessions per se, but
the internal functioning of the family members. This conceptualization charac-
terizes therapists such as J. Framo, H. Searles, C. Whittaker, and L. Wynne.
Finally, the third group is identified by Beels and Ferber as reactor purists. These
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therapists also allow the family to determine the direction of the sessions, and in
addition, they explicitly focus on the balance of power within the family, at-
tempting to identify the degree to which the family members adaptively or
coercively influence one another. This conceptualization is typified by J. Haley,
O. Jackson, and G. Zuk.

Family therapy is a good example of a method of intervention that was
largely nonexistent during the first half of this century and that has rapidly
proliferated only since the mid-1960s. As is frequently true of clinical techniques
that develop to fill a therapeutic need, research on the efficacy of these methods
has lagged far behind conceptualizations and practice. In the 1950s, only 60
articles were published on family therapy. During the 1960s, this number in-
creased to 250. Few of these, however, contained empirical research (Olson,
1970). Wells, Dilkes, and Trivelli (1972) found only 18 studies that offered out-
come data, and 15 of these were considered methodologically inadequate. Al-
though additional research support has accumulated since the mid-1970s, family
therapy remains an intervention much in need of experimental investigation.
This is also true of intervention methods that have viewed the community rather
than family as the relevant target for intervention, as is seen in the next section.

Community-Based Diversion Programs

No other area of intervention for children and youth has generated more
controversy than community-based treatments for juvenile offenders. Some,
like Orlando and Black (1975), have suggested that treatments that originate in
the courts are ineffective or even harmful: “It would probably be better for all
concerned if young delinquents were not detected, apprehended, or institu-
tionalized. Many of them get worse in our care” (p. 370). Others have claimed
that there is evidence that interventions can be effective if individual differences
are recognized, if enough treatment is available, and if interdisciplinary inter-
vention is the rule (Gendreau & Ross, 1979).

The immediate history of the area is fraught with challenges to community-
based approaches. One of the best known and earliest interventions for delin-
quency was the Cambridge—Sommerville Youth Study begun in 1935 (McCord,
1982). A control group of boys 5-11 years old, matched for age, socioeconomic
status, and possibility of delinquency, received no treatment. The boys in the
experimental group were each assigned a counselor, who was to develop a
special relationship with each boy, taking trips, arranging for medical or dental
care, and coordinating attendance at summer camps and church. There were a
number of procedural problems with the treatment application, including main-
taining the one-to-one counselor—child ratio. A decade later, only 75 of the
original 325 boys in the experimental group had maintained counselor contact.
Disappointingly, a 10-year follow-up showed no effects for the program (Mc-
Cord, McCord, & Zola, 1959), and what was even more devastating, a 30-year
follow-up showed that the experimental group had had more negative outcomes
than the control group in terms of criminal convictions, major psychopathology,
and alcoholism (McCord, 1982). The reasons for these negative effects have
never been completely elucidated, but with such findings, the reasons for the
controversy surrounding community-based treatments for delinquency are
clear.



Like family therapy, interventions with this population have been based
more on common sense than on an empirical research. Lipton, Martinson, and
Wilks (1975) reviewed 231 treatment studies published between 1945 and 1967.
Only 138 used a measure of recidivism to crime as an outcome criterion, and
only 65 showed even minimal methodological strength. Fewer than half indi-
cated positive results. Yet, the field has continued to expand; partly, at least,
because of the continued increase in juvenile crime, as well as increased govern-
mental and societal concern about this issue.

The model set by the Cambridge—~Sommerville program of establishing a
one-to-one relationship with the troubled child was repeated in other earlier
programs and continued through the late 1960s and early 1970s. Many of these
programs attempted to engineer supportive contacts for the child and to alter
basic resources within the community (e.g., the Chicago project) or to focus on
the child’s own skills and abilities, such as communications and problem solving
(e.g., Project CREST in Florida). However, individual counseling still provided
the foundation for these programs.

The Juvenile Justice and Delinquency Prevention Act of 1974 marked a
turning point for treatment in this area. Specific funding was made available for
the deinstitutionalization of status offenders (DSO; Kobrin & Klein, 1983) and to
promote the diversion of juvenile offenders from the juvenile justice system.
The latter aim was based on the notion that status offenders should be treated
differently from delinquent offenders. Status offenders are youths whose only
misdeed involves a behavior that would not be a problem in an adult (e.g.,
running away, being ‘“‘uncontrollable,” or smoking cigarettes). These indi-
viduals are slightly more often female than male (perhaps because parents toler-
ate more “wild” behavior in males), more often 15-16 years old (as opposed to
younger or older), and are most often charged with being incorrigible or with
running away. Once charged, they have a one-in-six chance of being charged
again, higher if they are from single-parent families (Hellum & Corry, 1983). For
such individuals, placement in community-based services without the stigma of
a court hearing was the goal. The 12 prototype programs funded by the federal
government to demonstrate such treatment were summarized by Kobrin and
Klein (1983).

The other major goal of the Juvenile and Delinquency Prevention Act was to
promote the “diversion” of juvenile offenders. Like the DSO interventions, the
goal here was to prevent the stigma of a juvenile record, to prevent association
with other delinquents, and to maintain close community ties. Although a large
number of such programs have been evaluated, there has been a surprising lack
of specificity in the research reports regarding the actual services provided. For
the most part, it appears that services are tailored to the individual case and
include such components as academic tutoring, vocational counseling, and
training (e.g., Quay & Love, 1977; Shore & Massimo, 1964). The use of special
one-to-one relationships and counseling also appears common (e.g., O’'Donnell,
Lydgate, & Fo, 1979).

The most effective interventions established thus far have used combina-
tions of behavioral techniques and family therapy (e.g., Alexander & Parsons,
1973; Wade, Morton, Lind, & Ferris, 1977). These methods have demonstrated
an enduring impact on positive behaviors such as school achievement and nega-
tive behaviors such as recidivism to crime. Further, behaviorally based residen-
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tial centers whose staffs operate as a teaching ““family” have shown very promis-
ing results (Phillips, Phillips, Fixsen, & Wolf, 1973). Thus, other more recently
validated methods are being increasingly used across populations.

The rapid growth of behavioral and cognitive behavioral techniques in re-
cent years and the rapidly accruing evidence of their effectiveness with children
exceeds those of any other therapeutic method. Thus, we conclude this section
with a discussion of the development of behavior modification and behavior
therapy in children.

Behavioral Techniques

Behavior Modification

As was noted earlier, in the beginning of the behavioral movement there
were successful demonstration projects concerning the treatment of child psy-
chopathology. However, from Watson’s time to the formative period under B. F.
Skinner, behaviorism remained largely the province of the laboratory. It was not
that behaviorists doubted the efficacy or applicability of behavioral techniques to
children. Far from it. Rather, behaviorists were certain that the rules they inves-
tigated applied to any species. Furthermore, behaviorists felt that research with
children required the control of many extraneous variables, whereas research
with rats or pigeons would allow the same conclusions with less effort. The early
scientific investigation of behavior relied on subjects whose behavioral history
and ongoing level of deprivation and reward could be tightly controlled. Thus,
animal subjects were preferred, even for research on normally child-based tasks,
such as the acquisition of arithmetic skills (e.g., Ferster & Hammer, 1966).

With movements such as the founding of the Journal of Applied Behavior
Analysis in the late 1960s, however, behaviorism came increasingly to be used as
the treatment of choice with children. Early studies established the credibility of
behavioral methods by demonstrating success with severe problems that tradi-
tional interventions had failed to solve. These included studies that illustrated
the ability of behavioral techniques to decrease life-threatening ruminative
vomiting in an infant (Lang & Melamed, 1969) and self-injurious behavior in
psychotic children (Lovaas, Young, & Newsom, 1978). Behavioral techniques
also showed a successful impact on language training in psychotic and severly
mentally retarded children (Lovaas, Berberich, Perloff, & Schaeffer, 1966; Miller
& Yoder, 1972) and on increasing parent—child interaction in autistic children
(Kozloff, 1973).

Behavior modification also demonstrated its efficacy in influencing less se-
rious but often intractable problems in normal populations of children, reducing
thumb sucking (Knight & McKenzie, 1974), enuresis (Kimmel & Kimmel, 1970;
Mowrer & Mowrer, 1938), and excessive bedtime crying (Williams, 1959). Sug-
gestions for regular parenting techniques were eventually formulated from this
basis, and they dealt with the entire range of early behavioral disturbances.

One aspect of the behavioral tradition that contributes to our somewhat
arbitrary distinction between behavior modification and behavior therapy was
the earlier limiting of appropriate targets of intervention to explicit external
events. As the field grew, however, some behaviorists increased their use of



cognitive techniques, such as self-instruction, and began to focus on problems
involving self-control or self-regulation. This attention to internal events became
recognized by many as a valuable feature of behavioral interventions for
children.

Behavior Therapy

As noted earlier, the Soviet psychologists Vygotsky and Luria described the
process in which physical intervention and verbal instruction from others lead to
the child’s own overt self-instructional speech and eventually to covert self-
instruction. In this way, techniques of external control can be used to facilitate
internal control in children. Behavioral psychologists (e.g., Meichenbaum &
Goodman, 1971) demonstrated that this sequence of events could be accelerated
and trained through modeling and reinforcement, and that it could be success-
fully applied to children who lacked impulse control. Such techniques are now
used frequently with a variety of clinical problems, such as hyperactivity, learn-
ing problems, social withdrawal, and aggression (Gelfand & Hartman, 1984).

Currently, behavioral techniques are used to treat the entire range of child-
hood disturbances (Kazdin & Bornstein, 1985). Just to give a sample of this
range, children’s gender-appropriate behavior and concept of their own gender
have been improved through modeling and reinforcement (Rekers, 1981); chil-
dren’s inadequate social skills have been improved through the use of popular
peers as models and agents of reinforcement (Axelrod, Hall, & Maxwell, 1972);
and children’s problem eating and exercise habits have been influenced by con-
tracting, self-monitoring, and reward (Epstein, Wing, Koeske, Andrasik, & Os-
sip, 1981). Broad-spectrum programs improve general skills such as a child’s
ability to problem-solve (Kendall & Zupan, 1981). Also, as will be seen in our
final section, behavioral treatments form the basis for most preventive endeav-
ors with children.

INTERLOCKING FUTURE TRENDS

It seems appropriate to give some consideration to the future of the treat-
ment of child psychopathology, if only to demonstrate that several recurrent
themes are currently receiving the recognition that they have always deserved,
whereas other unfortunate trends continue. For example, children are now pro-
tected from physical abuse, from child labor, and from physically harmful sub-
stances such as lead, alcohol, and tobacco, in explicit recognition of their vul-
nerable developmental state. Parents are legally obligated to provide for the
child’s physical welfare, although there are still alarmingly high rates of the
physical and sexual abuse of children in the United States (Broadhurst, Ed-
munds, & MacDicken, 1979), and children with serious illnesses like AIDS are
still abandoned by their parents and ostracized by others (Goodman, 1986).
Special laws (e.g., Public Law 94-142) have also been passed to ensure that
children will receive the best and most appropriate educational and mental
health interventions.

However, the historical emphasis on adult as opposed to child psycho-
pathology noted by Wenar (1982) continues. Children and adolescents currently
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represent nearly half the population in the United States, yet only one of every
nine mental health dollars is spent on services for children (Hobbs, 1982). If this
situation is to improve in the future, attempts must be made to increase political
lobbying efforts on behalf of children. The belief that children will “grow out” of
problems without interventions, that children are unusually resilient, and that
child dysfunctions do not have serious long-term consequences all currently
militate against such efforts, as does children’s economic dependence on adults.

One factor that may turn the tide of public opinion is the increasing recogni-
tion of the importance of developmental factors in understanding and treating
childhood psychopathology (Gelfand & Peterson, 1985). The recent emergence
of a separate field calling itself developmental psychopathology demonstrates this
trend (Cicchetti, 1984). As it becomes clearer that childhood is the essential time
period for the formation of social and language skills (Curtiss, 1977), and that
serious behavior disorders are generally long-lasting and rarely remit spon-
taneously with increasing age (Gelfand et al., 1982), funding for mental health
services for children may indeed improve.

The gap between clinical child psychology and other disciplines, particu-
larly developmental psychology, has been noted throughout this chapter as an
unfortunate historical trend. Now, there is increasing recognition of the impor-
tance of joining relevant professionals together to maximize the possibility of
solving the most intractable problems in child psychopathology.

There is also an increasing emphasis on the utility of considering multi-
system approaches in which biological, affective, cognitive, familial, and social
factors are all considered. With such complexity has come an appreciation of
multidisciplinary teams, with members from within psychology, including
clinical, developmental, educational, social, and experimental psychology, and
members from disparate other fields, such as medicine; speech and language;
occupational, physical, and recreational therapy; law; anthropology; and social
work. These trends, because they are likely to meet with success, should con-
tinue and intensify in the future.

The other major impact of the increased recognition of the importance of
developmental factors has been a renewed appreciation of prevention. The con-
cept of prevention has reoccurred historically since ancient times, first in the
societal practice of eliminating children who were or who were likely to become
dysfunctional, and later as a prominent part of the mental hygiene movement.
Prevention is now an explicit or at least implicit focus of most modern therapies
for children in the form of relapse prevention. Yet, it is noteworthy that the
primary prevention of childhood disorders has not received strong support until
recently. It is currently recognized that because the prevention of disorders must
occur before the onset of the disorder, it is most logical to intervene in childhood
before reading problems, social skill deficits, eating disorders, substance abuse,
or depression have even had a chance to begin (Roberts & Peterson, 1984).
Children are also an ideal population for milestone prevention; because of com-
pulsory education, they are frequently brought together to remediate deficits,
they go through clear developmental transitions, and they show good sensitivity
to preventive interventions.

Prevention programs have been successfully used with a very wide range of
problems, including elevating IQ in high-risk premature infants through psy-



chosocial stimulation, preventing school problems in preschoolers through early
remedial education, preventing negative reactions to life stresses such as school
transition or divorce, preventing substance abuse and injury during automobile
accidents, and increasing the ability to cope with and cooperate in stressful
medical situations (Roberts & Peterson, 1984). Future research is likely to con-
tinue to focus on preventive interventions where possible as an economically
and emotionally preferable alternative to intervening in cases of existing psycho-
pathology.

SUMMARY

This chapter has described the history of the treatment of child psycho-
pathology. For most of recorded history, both normal and atypical children have
been the victims of murder and abuse as a result of the political and economic
needs of society. Those children who were maladjusted in any way were likely
to fare the worst from the typically brutal societal practices that characterized
earlier time periods. For the most part, the treatment of psychopathology in
adults before the last two centuries involved crude physical remedies such as
trephining, bleeding, fasting, and purging, but these appear to have been infre-
quently applied to children. The 17th and 18th centuries brought the beginnings
of scientific curiosity about the child, a focus on the child’s need to learn, and the
protection of the unwanted child’s life through the founding of almshouses and
orphanages. More often than not, however, the child was regarded as an in-
ferior, second-class adult, and the status of disturbed children was even worse.

The turn of the century brought many changes in regard to children. Chil-
dren began to have legal rights, such as the right not to be removed from their
home solely on the basis of poverty and the right not to be physically abused.
The availability of treatments designed specifically for educational and emo-
tional dysfunction increased rapidly over the first three decades of this century.
The accompanying research interest in the child began to allow for the pos-
sibility that treatments used for child psychopathology could be empirically
validated.

A variety of therapeutic modalities are currently used to treat child psycho-
pathology. These include, but are not limited to, those methods discussed here:
dynamic therapy, family therapy, diversion programs, and behavioral treat-
ments. As this chapter has illustrated, the methods, research bases, and prob-
lems targeted vary greatly across these treatments, and additional variation in
treatment methodology is added every year.

Because the modern treatment of child psychopathology has such a brief
history, future trends in this area are somewhat uncertain. Much will depend on
improvements in funding for mental health services, continued support for
multisystem and multidisciplinary approaches, and the amount of vision and
energy that is devoted to remediating and preventing child psychopathology.
We can make predictions only by examining past and current practices. The
historical events and current trends examined in this chapter suggest that, after
a long time in the shadows, the treatment of psychopathology in children is
finally approaching the light.
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2 Diagnostic Classification
Systems

CyNTHIA L. FRAME,
MARKHAM S. GIBLIN, AND GEORGE R. JOHNSTONE

It has not been until within the past several decades that significant advances
have been made in the development of diagnostic classification systems for
childhood psychopathology. Several important factors throughout history seem
to have contributed to the failure to develop any such system (see Frame &
Matson, 1987; Nathan & Harris, 1983), the most important factor possibly being
the relatively insignificant attention paid to the study of psychopathology in
general until the late 1800s. Because there was little interest in psychopathology
in general, there was no perceived need for diagnosis or classification. Second, it
was not truly until the turn of this century that children were viewed as being
different from adults. Therfore, little attention was given to issues pertaining to
children or their development. A third factor that diverted attention away from
childhood psychopathology involved the work of Alfred Binet. He and his asso-
ciates, using extensive normative and developmental data, developed a test that
was very successful in assessing intellectual functioning. The utility and popu-
larity of their test turned attention toward intellectual assessment and away
from other psychological problems of children. Finally, a movement of Ameri-
can psychiatrists led by Adolf Meyer in the first half of this century stressed the
unimportance of diagnostic labels and classification systems and stated that,
instead of assigning meaningless labels, one should focus on each individual’s
symptoms and ways of responding to the environment. Needless to say, the
influence of this movement further hindered the development of classification
systems.

HisToORICAL PERSPECTIVES

Although advances in the assessment of childhood psychopathology have
been lacking until recently, the assessment of adult psychopathology was also
neglected until the second half of the nineteenth century. Because the assess-
ment of childhood psychopathology has obviously been directly influenced by
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advances in the study of adult psychopathology, it is worthwhile to mention a
few of these now.

During the late 1800s, it was discovered that certain organic factors and
infections sometimes caused mental symptoms such as delusions, hallucina-
tions, mood swings, and memory loss. These findings led to the development of
a medical model of mental disorders and therefore, to a classification system for
such disorders. At about the same time, the psychiatrist Emil Kraepelin at-
tempted to identify psychopathological conditions in his patients by the system-
atic documentation of various conditions. Noting the etiology, the symp-
tomatology, the course, and the outcome of each of his patients’ conditions,
Kraepelin contributed greatly to the study of classification by emphasizing the
importance of the careful description of each of these factors.

Still lacking at the time, however, were adequate theories of abnormal be-
havior. Although proposing two very different orientations, Sigmund Freud and
John B. Watson were two of the first individuals to provide such theoretical
frameworks. Freud emphasized symptomatic behavior as being indicative of an
underlying psychological conflict, whereas Watson and his fellow learning theo-
rists proposed that abnormal behaviors could be learned by operant or classical
conditioning. Nonetheless, from that time on, scientists had several theoretical
propositions to draw from in their study of psychopathology.

Freud made another significant contribution to the study of childhood psy-
chopathology by describing psychosexual stages of childhood and suggesting
that various developmental delays characterized by specific symptoms may oc-
cur in the different stages of childhood. Thus, Freud proposed a theory that not
only provided a foundation for theories of psychopathology, but also implied
that children may have distinct psychopathological disorders and, as a result,
special assessment needs.

In the United States, the study of children and their development was
formally begun with the founding of child development institutes during the
early 1900s. The Iowa Child Welfare Research Station, founded in 1916, set the
precedent for future institutes by becoming a center for the study of the physio-
logical and mental growth of children. Soon, other states founded similar in-
stitutes, which studied such areas as the social, physical, cognitive, intellectual,
and behavioral development of children. The information generated by these
institutes concerning normal child development permitted a better understand-
ing of abnormal behavior at various ages of childhood.

Two individuals who made significant contributions to the child mental-
health movement at the turn of the century were Lightner Witmer and William
Healy. Witmer founded a clinic at the University of Pennsylvania dedicated
solely to the assessment, treatment, and study of childhood disorders. Similarly,
Healy founded the Institute for Juvenile Research in 1909 to learn about the
causes and prevention of juvenile delinquency and to assess and treat delin-
quents. Largely because of these two men, awareness of the need for psycholog-
ical services for children grew, so that by 1921, and continuing into the present
time, the government has provided funding for the development and support of
child guidance clinics across the country.

Finally, although the work of Alfred Binet on intellectual assessment may
have hindered the study of childhood psychopathology as previously stated, his
work also had several positive effects. First, it focused attention on children and



issues pertaining to their intellectual development. Second, it produced a mea-
sure that could predict which children might need special assistance in school.
Third, and probably most important, it set a precedent for future research on
children both by using extensive normative and developmental data for predic-
tion and by highlighting the importance of psychometric properties in assess-
ment.

Today, significant advances in the assessment of childhood psychopathol-
ogy are being made because of an increased interest in issues pertaining to
childhood. Several fields, including learning theory, psychoanalysis, criminal
justice, and child development, have enhanced the study of child psycho-
pathology by developing special assessment and treatment techniques for chil-
dren. The American Psychiatric Association’s third edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM-III, 1980) represents the culmination
of an awareness of the advantages of psychiatric diagnosis and the need to make
such classification reliable and valid. (This manual is discussed at length in a
later section of this chapter.)

THE MEANING AND PURPOSES OF DIAGNOSIS

Now that the history of childhood classification systems has been briefly
reviewed, it is important to turn our attention to the meaning and purposes of
diagnosis. As Mezzich and Mezzich (1987) noted, the term diagnosis has two
meanings, both of which are essential to an understanding of the important role
of diagnosis and classification in the study of psychopathology. First, diagnosis
means “distinguishing.” This definition underscores the necessity of accurately
differentiating between various categories of disorders in order to successfully
identify, and thus treat, different disorders. Second, the Greek diagignoskein
means “to know thoroughly,” or to provide a careful, comprehensive descrip-
tion of an individual’s condition. By providing such descriptive information,
diagnosis can reflect vast information concerning different aspects of an indi-
vidual’s disorder, most notably its etiology, the symptomatology, the prognosis,
and the probable treatment response. In simple terms, a diagnosis is a label
assigned to an individual by a clinician ““so as to convey to himself and others as
much as possible about etiology, the immediate manifestations, and the prog-
nosis of the patient’s condition”” (Shepard, Brooke, Cooper, & Lin, 1968, p. 13).

Diagnostic systems in general are based on scientific classification schemes
that involve the systematic description of observable data. By means of classifi-
cation, diagnostic systems have been used in an attempt to organize the perti-
nent data into the concise categories that are best suited to describing the condi-
tion of an individual. In this sense, diagnosis can be viewed simply as the
organization of an individual’s symptoms into a known category that reflects the
symptoms common to that individual’s disorder. Thus, the utility of diagnosis
can best be understood when these diagnostic categories are viewed as the focal
point of thought: using the diagnosis, one can go back to the possible etiology
and forward to prognosis and treatment.

Morey, Skinner and Blashfield (1986) discussed in detail five main purposes
of psychiatric classification. The first is communication. Classification provides a
nosology that serves as a basis for communication among the professionals in a
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given field. Thus, the use of standard terminology permits the exchange of
understandable, clear, and consistent information regarding an individual’s dis-
order. A second goal is information retrieval. As previously stated, classification
organizes information within a given field of science. Because of this categoriza-
tion of information, one has only to go to the literature in order to gain informa-
tion on differing aspects of the disorder. The third primary purpose of classifica-
tion is the accurate description of the significant similarities and differences
between disordered individuals. Careful description serves the purpose of pre-
senting us with homogeneous categories that provide a concise summary of the
important factors in a disorder.

Perhaps the most important function of diagnosis and classification is predic-
tion concerning etiology, prognosis, and differential response to treatment.
Knowing the descriptive symptoms of a disorder can be useful, but it does not
directly benefit the individual. A good classification system allows one to predict
which treatment strategies may be most beneficial to a person; in this manner,
prediction serves as a link between classification and intervention.

Finally, the classification of disordered behavior can serve as a foundation
for theory formulation in psychopathology research. The characteristics of a classi-
fication system can limit the type of theory that evolves from it, and vice versa.
Similarly, the choice of classificatory concepts serves as a guide for research and
organizes the explanatory principles.

It is apparent that classification systems optimally attempt to achieve several
purposes. The DSM-III has attempted to fulfill all of these purposes by means of
the innovative use of a multiaxial diagnostic system. The multiaxial diagnostic
system was incorporated to meet one of the most common criticisms of the
DSM-II (1968), which was that its diagnoses were of little help in treatment
planning. The DSM-III attempted to correct this fault by linking diagnostic judg-
ments to their environmental determinants via a multiaxial system.

Generally using two components (categorical and dimensional), multiaxial
systems utilize separate axes, which are thought to have high clinical informa-
tion value and are conceptualized as being as independent from one another as
possible. Drawn from numerous multiaxial models from around the world, the
following themes seem to be incorporated into the majority of multiaxial sys-
tems: phenomenology; etiology; a time frame, including information regarding
onset and duration; and social functioning.

REQUISITE PSYCHOMETRIC PROPERTIES

In the evaluation of classification systems, it is essential to discuss several
psychometric properties that are mandatory in a useful and meaningful ap-
proach to classification. The first concept is reliability. In its broadest sense,
reliability refers to the “repeatability” of a finding across persons, time, and
situations. For example, a patient diagnosed as depressed by one professional
should also be given that diagnosis by a different professional on the next day in
another hospital. Because the process of diagnosis can be complex, there is
ample opportunity for error. Two major sources of diagnostic unreliability are
the variability produced while obtaining clinical information and the variability
produced while formulating diagnoses. Structured clinical interviews are fre-



quently used in an attempt to reduce the variability that develops while gaining
clinical information. The structured interview achieves this aim by specifying the
areas to be assessed, by providing precise definitions of terms, by presenting the
actual questions to be asked, and by giving instructions for rating the presence
and the severity of the symptoms.

On the other hand, reliability associated with the actual process of assigning
a diagnosis has been increased through the development and use of explicit
diagnostic criteria. The use of diagnostic criteria has served to set clear and
objective rules for assigning diagnostic categories, instead of permitting clini-
cians to formulate diagnoses based on idiosyncratic reasoning. These concepts
are examined in greater detail in the next section.

The reliability of a diagnosis places an upper limit on its validity, or the
extent to which a label can be thought to explain a true phenomenon. That is, if
no two people can agree on whether any patients are schizophrenic, for instance
(poor reliability), then it is unclear whether there can be such a diagnostic entity
as schizophrenia. In a valid diagnostic system, the diagnostic labels must clearly
represent distinct disorders, each of which has its own symptomatology, etiolo-
gy, and course. If a diagnosis is not both valid and reliable, then it serves none of
the five previously described purposes of classification systems and therefore, is
worse than useless; it would have the potential to hinder both careful research
on and the choice of effective treatments for psychiatric disorders.

Finally, it should go without saying that all assessment measures, such as
tests and questionnaires used during the diagnostic process, need to be reliable
and valid themselves. As previously stated, and as evinced by Kraepelin and
Binet in their work, the collection of extensive normative and developmental
data is very useful in establishing reliability and validity.

ASSESSMENT METHODS

A number of assessment methods are used to gather diagnostic informa-
tion, including unstructured clinical interviews, structured interview schedules,
written questionnaires, direct observations of behavior, role-playing and self-
monitoring procedures, and physiological response measures. Some of these
methods have adequate reliability and validity, whereas others do not. Given
the critical role that assessment plays in the diagnostic process, each of these
methods is discussed briefly below. For a more comprehensive listing of assess-
ment procedures and a more detailed accounting of specific assessment meth-
ods, the reader is referred to the updated Handbook of Behavioral Assessment
(Ciminero, Calhoun, & Adams, 1986).

One of the most frequently used assessment methods is the unstructured
clinical interview. During a typical clinical interview, the clinician or interviewer
inquires about the patient’s functioning in a variety of areas by asking the
patient or significant others in the patient’s life (e.g., parents and teachers) about
specific symptoms and behaviors. With no specified format to follow, the inter-
viewer must frequently rely on his or her clinical experience to decide which are
the most appropriate areas to assess, given a patient’s appearance and present-
ing concerns. Although most interviewers routinely assess areas such as mood,
affect, and thought processes, the wording of specific questions and the depth
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and breadth of assessment often vary greatly from one interviewer to another.
These differences can result in two interviewers’ obtaining different diagnostic
information about the same patient during separate interviews. As can be seen,
the unspecified format of the typical clinical interview produces variability in the
type and amount of diagnostic information obtained by different interviewers,
which, in turn, decreases diagnostic reliability.

In recent years, a number of structured interview schedules have been
developed in an attempt to reduce variability in the interview process and there-
by to increase diagnostic reliability. In general, structured interview schedules
contain lists of questions pertaining to specific disorders that are to be asked in a
specified manner and order. Additionally, structured interviews usually provide
instructions for rating the severity of the endorsed items and for assigning
diagnoses. These innovations greatly reduce variability in the type and amount
of information obtained during clinical interviews. A few of the more commonly
used interview schedules include the Present State Exam (PSE; Wing, Cooper, &
Sartorious, 1974); the Schedule for Affective Disorders and Schizophrenia
(SADS; Endicott & Spitzer, 1978); and the reformulated children’s version of the
SADS (Kiddie SADS; Puig-Antich & Chambers, 1970).

While these schedules help to increase diagnostic reliability, they do have
limitations. The PSE and the SADS yield a relatively small subset of clinical
diagnoses, for example, and still require the interviewer to use his or her clinical
experience to determine when and how to probe certain issues. The more recently
developed Diagnostic Interview Schedule (DIS; Robins, Helzer, Croughan, &
Ratcliff, 1981) takes the process a step further. The DIS attempts to eliminate the
need for judgments based on clinical experience by providing standard probes
that can be used to clarify or to further explore certain items. Additionally, the DIS
uses computer algorithms to help make diagnostic decisions and yields a greater
number of psychiatric diagnoses, including a number of DSM-III Axis I and Axis II
diagnoses. Although research findings have suggested that some of the probes
are inadequate and still sometimes require the interviewer to make judgments
based on clinical experience (Ganguli & Saul, 1982), the DIS greatly reduces
variability in the assessment process and represents a significant improvement
over the unstructured clinical interview.

Another common method of assessing psychopathology is the written ques-
tionnaire. Assessment questionnaires typically contain questions about specific
behaviors and symptoms that require forced-choice answers. Many question-
naires use true—false or multiple-choice formats, and others require the re-
spondent to answer items on a Likert rating scale. Typically, the patient or the
significant-other respondent is able to read the questions and mark the appropri-
ate responses without assistance. However, it is often necessary to read the
questions aloud to young children or individuals who have difficulties in read-
ing. In any case, questionnaires are usually easy to administer and require
relatively little time to complete. Most of the commonly used questionnaires
have been standardized and offer normative data for comparing individual
scores and assessing psychopathological deviance. Reliability and validity coeffi-
cients are reported for most scales, as well. There are questionnaires that pro-
vide a global assessment of psychopathology, such as the Child Behavior Profile
(Achenbach, 1978), and there are questionnaires that are designed to assess
specific disorders, such as the Childhood Depression Inventory (Kovacs & Beck,



1977). Although a number of questionnaires report adequate reliability, the
forced-choice nature of most scales can sometimes obscure valuable information.
As a result, other assessment methods are frequently used in conjunction with
questionnaires to provide more detailed information about symptoms and
behaviors.

One of the major problems with interviews and written questionnaires is
that they rely on others’ recollections of symptoms and behaviors to provide
diagnostic information. This reliance reduces the reliability and validity of the
information obtained, as research has demonstrated that retrospective reports
tend to be unreliable and distorted in the direction of social desirability (Evans &
Nelson, 1977). That is, people have a tendency to respond to questions in a
socially conforming and approving manner, which can obscure real problems
that they may be experiencing. In order to obtain a more accurate indication of
symptoms, direct observation of the patient’s behavior is frequently required.

Behavioral observation techniques typically involve training two or more
independent observers to identify and code specific behaviors displayed by the
patient during a given period of time. To increase the reliability and validity of
information obtained through observational procedures, several steps should be
taken. First, the observers must be given precise definitions of the behaviors
they are to observe, as well as specific criteria for determining the occurrence or
nonoccurrence of the identified behaviors.

Second, the observers should practice identifying and coding the targeted
behaviors until they have attained an acceptable rate of agreement among them.
In this way, adequate reliability may be demonstrated. If repeated observations
are to take place over an extended period of time, the observers should be
retrained periodically to ensure that they will not inadvertently alter the defini-
tions of the targeted behaviors over time.

Third, as behaviors can be scored in a number of ways, the method of
coding the targeted behaviors must be decided on in advance. Some common
coding methods include timing the duration of the behavioral occurrences, tab-
ulating the number of times a behavior occurs during a given period of time, and
dividing the time period into segments and recording whether the behavior
occurs during each segment.

Steps should also be taken to reduce the possibility of subject reactivity, as it
is not uncommon for a patient who knows that he or she is being observed to
exhibit atypical behavior. One method of reducing reactivity is to allow the
patient to become accustomed to the presence of the observers by having them
practice observations in the presence of the patient for a time before the
assessment.

As training, practicing, and retraining take time, observational techniques
can be both costly and time-consuming. However, direct behavioral observation
is frequently invaluable to the diagnostic process; when it is properly performed,
it can provide reliable and valid diagnostic information that cannot be obtained
in any other manner.

Another method of obtaining information is to instruct the patient to
monitor and record his or her own behaviors and feelings. Using a self-monitor-
ing procedure, it is possible to obtain information about personal feelings and
covert behaviors that independent observers cannot identify. However, self-
monitoring is subject to a number of problems that make its utility questionable.
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First, patients tend to be inaccurate in their reporting and thus reduce its reliabil-
ity. Additionally, the monitoring process itself inevitably makes the patient
more aware of his or behavior and tends to reduce the frequency of inappropri-
ate behaviors. Although training individuals in the practice of self-monitoring
and reinforcing accurate recordings when possible have been shown to increase
accuracy to some extent (Nelson, 1977), the reliability and validity of self-
monitoring procedures remain questionable.

Another assessment method involves asking the patient to act out or “role-
play”’ a situation while observers rate the appropriateness of his or her re-
sponses. This method is most frequently used to obtain information about an
individual’s social skills. Like those of self-monitoring procedures, the reliability
and validity of role-playing methods appear to be questionable (Van Hasselt,
Hersen, & Bellack, 1981).

A final method of obtaining diagnostic information involves using sophisti-
cated instruments to monitor the physiological responses of a patient in particu-
lar situations or in reaction to specific stimuli. Physiological response measures
are most commonly used to assess specific phobias or fear reactions. The use of
psychopysiological measures generally requires specialized training, and their
expense places limits on their availability at the present time. However, because
they do not rely on reported information or analogue procedures and directly
measure physiological responding, psychophysiological measures can provide
important, reliable, and valid diagnostic information when they are properly
and appropriately used.

CLINICAL DIAGNOSTIC SYSTEMS

As previously mentioned, two of the major sources of diagnostic un-
reliability are the variability present in the information-gathering process and
the variability associated with the assignment of diagnoses. Recent improve-
ments in assessment procedures, such as the development of structured inter-
view schedules, have served to reduce variability in the information-gathering
process. Similarly, the development and use of explicit diagnostic criteria have
served to reduce variability in the diagnostic process.

One of the earliest sets of explicit diagnostic criteria was developed pri-
marily for research purposes (Feighner, Robins, Guze, Woodruff, Winokur, &
Munoz, 1972). These criteria specify explicit features that must be present for a
given diagnosis to be made, and they specify other features that, when present,
rule out the possibility of a particular diagnosis. Although they cover only 15
psychiatric disorders, these criteria set the stage for the development of more
comprehensive diagnostic systems in later years.

The Research Diagnostic Criteria (RDC), developed by Spitzer, Endicott,
and Robins in 1978, improved on the Feighner et al. criteria by adding eight
diagnostic categories. In addition to specifying the necessary and sufficient diag-
nostic criteria, the RDC provides methods of subtyping some of the more impor-
tant categories. Like the Feighner criteria, however, the RDC was developed for
research purposes and consequently ignores many of the disorders which are
encountered in clinical settings.

The Third Edition of the Diagnostic and Statistical Manual of Mental Disor-



ders (DSM-III), which was published by the American Psychiatric Association in
1980, extended the use of explicit diagnostic criteria even further. Because the
DSM-III was developed for use in clinical settings, it covered a broad range of
psychopathology, including developmental disorders and psychiatric disorders
of childhood. Additionally, the DSM-III used a multiaxial system of evaluation
to provide more comprehensive diagnostic information and help with treatment
planning and outcome prediction for individual patients. The DSM-III provided
information about the features, age of onset, course, impairment, complications,
predisposing factors, prevalence, sex ratio, and familial patterns that are associ-
ated with each disorder. Finally, the DSM-III employed a hierarchical organiza-
tion of diagnostic classes, such that disorders which place high in the hierarchy
may have features found in lower disorders, but the presence of features associ-
ated with higher order diagnoses rules out the assignment of lower order diag-
noses. This enabled differential diagnoses to be made using a decision tree
format.

The multiaxial system in DSM-III contained five ““axes,” each of which
referred to a different class of information. The DSM-III required that every case
be assessed on each of the five axes. The first three axes were categorical in
nature and comprised the official diagnostic assessment. The remaining two
axes were dimensional and provided supplemental information which might be
useful in planning treatment and predicting treatment outcome. The classes of
information covered by each of the five axes are listed below:

7

Axis 1 Clinical Syndromes
Conditions Not Attributable to a Mental Disorder That Are a
Focus of Attention or Treatment
Additional Codes
Axis II Personality Disorders
Specific Developmental Disorders
Axis Il Physical Disorders and Conditions
Axis IV Severity of Psychosocial Stressors
Axis V Highest Level of Adaptive Functioning Past Year

All of the mental disorder classifications were listed on Axes I and II. Disor-
ders contained on Axis I included organic mental disorders, substance abuse
disorders, affective disorders, schizophrenic and psychotic disorders, anxiety
disorders, somatoform disorders, psychosexual disorders, and dissociative dis-
orders, as well as a number of disorders of interest to readers of this volume
which commonly onset during childhood or adolescence. Axis II, which focused
on more stable or longstanding behavior handicaps, listed personality disorders
and specific developmental disorders. When indicated, individuals could be
assigned Axis I and Axis II diagnoses concommitantly. For example, a child
could be given an Axis I diagnosis of Conduct Disorder while receiving a diag-
nosis of Developmental Reading Disorder on Axis II. Multiple diagnoses were
also acceptable within Axes I and II.

Axis III permited the clinician to communicate information about current
physical disorders or conditions which may be relevant to the understanding or
management of an individual. As with Axes I and II, multiple diagnoses could
be assigned within Axis III.

Axis IV assessed psychosocial stressors which may have contributed to the
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development or exacerbation of a current disorder. Psychosocial stressors, such
as the death of a family member, were listed in order of their importance. The
severity of the overall stressor (i.e., the combination of specific psychosocial
stressors when two or more stressors are identified) was then rated, using a
seven point rating scale. The DSM-III provided instructions and examples for
rating the severity of psychosocial stressors.

Axis V permitted the clinician to communicate his or her judgment of an
individual’s highest level of adaptive functioning during the past year. Adaptive
functioning was conceptualized as a composite of three major areas: social rela-
tions, which focused on relations with family members and friends; occupa-
tional functioning, which consisted of consistency and quality of performance as
an employee, student or homemaker; and use of leisure time. The highest level
of adaptive functioning was rated on a seven point scale. Instructions and exam-
ples for assigning ratings were provided in the DSM-III.

DSM-III represented a significant improvement over its predecessors, DSM-
I (APA, 1953) and DSM-II (APA, 1968), as these early editions of the Diagnostic
and Statistical Manual of Mental Disorders did not provide explicit diagnostic
criteria and consequently left the content and boundaries of diagnostic catego-
ries for clinicians to decide upon individually. Additionally, the DSM-III encom-
passed a much broader range of psychopathology, particularly with respect to
child disorders, which increased its utility to clinicians and mental health
professionals.

Since its publication, the DSM-III has attracted an enormous amount of
attention. Experts in the field of child psychopathology praised it for (a) utilizing
a multiaxial format; (b) specifying necessary and sufficient diagnostic criteria; (c)
providing additional descriptive information about disorders; (d) including ways
of communicating information about stressors and adaptational functioning;
and (e) providing a more comprehensive listing of child psychiatric disorders
(e.g., Achenbach, 1980; Rutter and Shaffer, 1980; Mezzich and Mezzich, 1985).
At the same time, criticisms were made regarding its reliance on the medical
model of classification and its inclusion of diagnostic categories which have yet
to be validated (Achenbach, 1980; Rutter et al., 1980; Werry, Methven,
Fitzpatrick, & Dixon, 1983; Werry, 1985).

In response to these criticisms, a revised version of DSM-III began to be
developed in May 1983 under the supervision of Robert L. Spitzer as Chairman
of the Work Group to Revise DSM-III. This recently published revision (DSM-III-
R; American Psychiatric Association, 1987) was circulated for comment among
mental health professionals with the aims of improving its clarity, clinical de-
scriptions, and specific diagnostic criteria for each disorder. Perhaps the most
notable change from DSM-III with regard to childhood disorders involves a
reconceptualization of the organization of the diagnostic system. In DSM-III,
Axis I Disorders Usually First Evident in Infancy, Childhood, or Adolescence
included Mental Retardation; Attention Deficit Disorders; Conduct Disorders;
Anxiety Disorders; Other Disorders of Infancy, Childhood, or Adolescence; Eat-
ing Disorders; Stereotyped Movement Disorders; Other Disorders with Physical
Manifestations; and Pervasive Developmental Disorders. In contrast, the DSM-
I1I-R considers Mental Retardation, Articulation Disorder, and Pervasive Devel-
opmental Disorder to be subtypes of Developmental Disorders, all of which are
to be coded on Axis II. The new Axis I childhood disorder section consists of



eight types of problems: (1) Disruptive Behavior Disorders, which include Atten-
tion Deficit Disorder—Hyperactivity, Conduct Disorder, and Oppositional Disor-
der, (2) Eating Disorders; (3) Tic Disorders; (4) Disorders of Elimination; (5)
Anxiety Disorders; (6) Gender Identity Disorders; (7) Speech Disorders; and (8)
Other Disorders of Infancy, Childhood, or Adolescence, which include Reactive
Attachment Disorder, Stereotypy/Habit Disorder, Elective Childhood Mutism,
Identity Disorder, and Undifferentiated Attention Deficit Disorder. Childhood
categories that were eliminated in DSM-III-R include the Schizoid and Sleep
Terror/Sleepwalking Disorders, the latter of which is now classified under Sleep
Disorders that may occur in adults or children.

These changes were all made in response to input from both researchers
and clinicians in the field of childhood psychopathology. The final version repre-
sents an attempt to satisfy both groups of users through compromise regarding
the inclusion of specific categories and criteria. Thus, while it should be an
improvement over the old DSM-III, without a clear emphasis on empirical find-
ings, DSM-III-R may still be subject to problems of poor validity and reliability.

STATISTICAL CLASSIFICATION SYSTEMS

Another approach to the classification of childhood behavior problems has
gained popularity over the last two decades, due largely to the early work of
Peterson (1961) and the more recent research by Thomas Achenbach and his
colleagues (Achenbach, 1966, Achenbach & Edelbrock, 1978, 1983). These writ-
ers have combined information about the presence of specific symptoms in
hundreds of children of both sexes across all possible ages with the use of
sophisticated statistical techniques to develop a quantitive classification system
with excellent psychometric properties.

Quay (1986) provides an extensive review of research findings pertaining to
the statistical classification of childhood disorders. He proposes that these data
indicate the presence of several reliable dimensions of childhood behavior prob-
lems. Most commonly found is a factor comprised of aggressive, noncompliant,
disruptive, and sometimes hyperactive behaviors, which would appear to corre-
spond closely with DSM-III-R Disruptive Behavior Disorders. A second dimen-
sion, found to occur primarily in older children and adolescents, involves non-
aggressive, norm-violating behavior such as stealing, lying, and truancy, and
would also be subsumed under DSM-III-R’s Disruptive Behavior Disorders.

Two other patterns of deviant behavior that Quay proposes deviate some-
what from DSM-III and DSM-III-R, however. First, statistical studies have
strongly supported the notion of attention problems as an entity separate from
conduct and hyperactivity problems. In fact, the attention problem syndrome
contains symptoms of underactivity such as daydreaming and sluggishness, as
well as impulsivity, distractibility, and poor concentration. By contrast, DSM-III-
R classifies attention deficit-hyperactivity disorder as a Disruptive Behavior Dis-
order. After considerable controversy about whether attention problems and
hyperactivity would be separable under DSM-III-R, the Undifferentiated Atten-
tion Deficit Disorder diagnosis was included. Likewise, DSM-III-R provides no
category that is equivalent to the clearly established childhood multivariate di-
mension of Anxiety—Withdrawal-Dysphoria that includes fearfulness, tension,
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sadness, shyness, and low self-esteem. However, the final version of DSM-III-R
does contain three types of childhood anxiety disorders that may be accom-
panied by depressed mood.

Finally, the statistical approach provides some tentative support for four
other possible patterns of childhood problems. These include a schizoid dimen-
sion, consisting of aloofness, withdrawal, and lack of interest; a social ineptness
pattern characterized by poor peer relations; a psychotic disorder involving
hallucinations and odd speech and behavior; and a motor overactivity dimen-
sion, which consists of excess motor behaviors in the absence of attention or
conduct problems. DSM-III-R contains no parallels for the first two of these
tentative categories, while the pychotic disorders would be classified under Axis
II Pervasive Developmental Disorder or Axis I Schizophrenic Disorder (child-
hood or adolescent onset). The motor overactivity dimension, like the attention
problem dimension, would be subsumed under the DSM-III-R Disruptive Be-
havior Disorders, but without a clear differentiation from Attention Deficit
Disorder.

The advantages of the statistical approach to classification are obvious.
These findings represent disorders with symptoms that are clearly, observably,
related to each other across hundreds of individuals. The procedure is also free
from the influence of biases or idosyncratic approaches on the part of the person
assigning the diagnosis, thereby increasing reliability.

On the other hand, the statistical method currently exhibits one major lim-
itation. Studies using this approach have concentrated almost exclusively on
symptomatology, to the neglect of etiology, course, prognosis, and response to
treatment. Although such a limitation is understandable given our current lack
of knowledge about childhood psychopathology in general, the statistical classi-
fication approach must demonstrate its relationship to these important charac-
teristics before its final value can be determined.

SpeEcIAL CONSIDERATIONS

Although this chapter has provided a great deal of information regarding
the rationale and methodology for using psychiatric diagnoses with children,
several caveats are still in order for the researcher and the clinician alike. These
warnings involve common assessment pitfalls that are related to a failure to
evaluate childhood symptoms in context.

The first factor that must be considered in the assessment and diagnosis of
children and adolescents is the child’s developmental level, both chronologically
and mentally. Familiarity with normal developmental processes is a prerequisite
to understanding deviant behaviors in children. For instance, almost all children
might be viewed by their parents as qualifying for a diagnosis of Oppositional
Disorder during their second year of life! This is the time when normal children
are likely to become negative and/or noncompliant, as they come to recognize
their control over their own behavior. Yet this is hardly a mental disorder.
Likewise, the mentally retarded adolescents who cry frequently may be display-
ing normal tendencies typical of a child of their low cognitive developmental
level, rather than of their chronological age, making it inappropriate to diagnose
depression or dysphoria.



Second, all children being assessed must be screened initially for other
handicaps that could result in misdiagnosis. Hearing impairments, speech disor-
ders, visual problems, and motor disorders can all lead the unwary diagnosti-
cian toward impressions of psychopathology. In fact, we are aware of one pre-
school child who was labeled depressed and regressed because she was unable
to learn color names, when later tests indicated that she was color-blind. An-
other child was labeled mentally retarded because the assessor neglected to
ascertain that the child’s native language was not English. The ramifications of
such misdiagnoses can have a lifelong impact on the individual and must be
avoided at all costs.

Finally, the diagnostician must attend to the family characteristics of the
child being assessed. In some cases, reliance on the report of a parent who is
suffering from psychopathology can lead to an inappropriate diagnosis of the
offspring. For instance, depressed mothers are much more likely than non-
depressed mothers to endorse disruptive behavior problems in their child
(Wells, McMahon, Griest, & Rogers, 1982; Griest, Wells, & Forehand, 1979;
Griest, Forehand, Wells, & McMahon, 1980). Furthermore, home environment
factors, including the parents’ marital problems may be related to the onset
and/or maintenance of various child behavior problems, sometimes rendering
the assignment of a clinical diagnosis to the child questionable. These facts
underscore the necessity of considering etiology as well as symptomatology
during childhood assessment. Although the diagnosis may be the same based
on the presenting symptoms, the most effective treatment may be determined in
some cases by differing etiological factors.

In summary, the good diagnostician reviews critically all the characteristics
of a child or adolescent, as well as those of his or her environment, before
assigning a diagnosis. Careful diagnoses of child disorders are necessary to
enhance our understanding of childhood psychopathology and to permit more
effective intervention and prevention. Although our current practices are far
from perfect, the field has progressed remarkably since the early 1960s, giving
conscientious clinicians and researchers an increased number of valuable tools
for their work.
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3 Family Therapy

KAReN C. WELLS

INTRODUCTION

Family therapy for children and adolescents has its historical roots in the child
guidance movement of the 1920s, when it was first recognized that, in addition
to the individual treatment of the child, some form of collateral counseling was
needed by the parents of children with behavioral and emotional disturbances
(Korchin, 1976). Before that time, contact with the families of patients was often
avoided, based in large part on the theories of Freud, who emphasized that
neurotic conflicts were acquired in the early relationships of children with their
parents. Although this theory would appear to imply family treatment, Freud
took the position that, because of the family’s pathological influence, the patient
must be isolated from the family if improvement was to occur. In addition, early
in the development of his ideas, Freud adopted the position that it is not factual
events, but the patient’s subjective perceptions, opinions, and fantasies about
those events, that is of primary therapeutic importance. Therefore, observing
and intervening in overt family interactions were considered not only unimpor-
tant but, potentially, counterproductive to the therapeutic process.

With the advent of the child guidance movement in Vienna and later in the
United States, there was for the first time a recognition that, in addition to work
with the child, some form of intervention with the parents, usually the mother,
was of potential benefit. However, under the dominating influence of psycho-
analysis, mother and child were seen in separate sessions by separate therapists,
and the individual analysis of the child continued to be of primary importance.
Work with the mother was viewed as collateral or adjunctive treatment. Joint
sessions did not occur, and often, the child’s and the mother’s therapists assidu-
ously avoided discussion of the case in order to protect the privacy of the
respective therapeutic relationships.

Eventually, under the influence of such psychoanalytically oriented psychi-
atrists as John Bowlby and Nathan Ackerman, who had begun to develop in-
teractional theories of psychopathology, a shift of emphasis began to occur from
the view of parents as disturbed and disturbing influences on their children’s
mental development to the view that the interactional relationship between parent
and child was at least part of the problem. This shift set the stage for studying
the family—and the interactions among its members—as a means of under-
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standing the child’s presenting symptoms, and it allowed for the development
of family intervention techniques.

In more recent times, since the advent of systems, communications, and
behavioral theories of symptom development and maintenance, family theory
and therapy have achieved a strong foothold in the conceptualization and treat-
ment of child and adolescent psychological disturbances. However, with the
exception of behavioral family therapy, theory and technology development
have far outdistanced empirical demonstrations of efficacy. Gurman (1971) has
pointed out that family therapists developed largely in child guidance centers,
where psychologists, whose degrees prepared them for behavioral research,
were less actively involved than psychiatrists and social workers. Consequently,
by 1978, there were only approximately 38 studies of family therapy, involving
children or adolescents as the identified patients, in which even gross rates of
improvement were reported (Gurman & Kniskern, 1978). With the exception of
behavioral family therapy, this state of affairs remains largely unchanged today.

Even without a strong research base, family therapy is increasingly being
used as a treatment for children and adolescents (Johnson, 1986; Masten, 1979;
Nichols, 1984). The proliferation of family therapy has been based largely on the
theoretical/anecdotal writings of compelling, charismatic leaders in the field and
by the creation of numerous training programs for family therapy. Paralleling
these developments, behavioral therapy has advanced from the S-R-C (stim-
ulus-response—consequences) paradigms of Skinner and others to theories em-
phasizing the reciprocal influences imposed by each member of an interacting
dyad on the behavior of the other in highly interdependent reinforcement and
punishment systems (Patterson, 1982). These advances in behavioral theory
have influenced and have been influenced by a proliferation of research in the
literature on behavioral family therapv.

In the remainder of this chapter, I will review some of the major schools of
family therapy that have dealt with the problems of children and adolescents.
Where it exists, I will review some of the relevant outcome research on family
therapy, and I will point out which approaches to family therapy are most
appropriate for specific disorders when such information is available.

STRUCTURAL FAMILY THERAPY

Perhaps the leading figure in structural family therapy is Salvador Min-
uchin, a child psychiatrist who first began seeing families in the 1960s. Although
not among the first wave of family theoreticians and therapists, Minuchin has
had a tremendous impact on the field of family therapy, largely because of his
reputation as a clinician, and because of the excellent training programs at the
Philadelphia Child Guidance Clinic, which he directed in the 1960s and 1970s.
Along with Montalvo, Rosman, and Haley, Minuchin transformed what had
been a traditional child guidance center into a world-renowned family therapy
training and treatment center with excellent physical facilities, including vid-
eotaping equipment and even small apartments so that whole families could be
“hospitalized” together. Literally thousands of family therapists have been
trained in structural family therapy at the Philadelphia Child Guidance Clinic.

In addition to the personal renown of Minuchin, the success of structural



family therapy can be related to the simple, practical theory that underlies the
treatment. The theory describes families as having an underlying organization
or structure. This structure is homeostatically maintained and regulated by re-
peated transactional patterns among and within its subsystems, which are sepa-
rated from each other by boundaries. Thus, the three key concepts in structural
family therapy are structure, subsystems, and boundaries (Nichols, 1984).

Family organization or structure is an organized pattern of interpersonal
transactions that are repeated and that become established modes of interacting
within the family. Such predictable, repetitive sequences of behavior can involve
two or more family members. For example, a husband-wife dyad experiencing
marital conflict may begin to argue. As the argument escalates, the two children
begin to fight with each other in the next room. The parents terminate their
argument in order to attend to the children. If this sequence is repeated, it
creates a structure in which child acting-out becomes a (short-term) solution for
marital conflict.

Family structure also involves covert rules that develop as family members
learn to accommodate to each other. Sometimes, these rules are adaptive in
terms of promoting the positive development of all family members. For exam-
ple, there may be a family rule that the parents are responsible for cooking
dinner, and the children are responsible for after-dinner clean-up. This rule
regarding division of labor reduces conflict around dinnertime by making clear
the expectations of all family members and promoting a sense of contribution
and responsibility ih the children. On the other hand, covert rules can also
promote maladaptive patterns of behavior. For example, in a family with an
asthmatic child, a rule may develop that because he or she is sick, the affected
child does not have to conform to the expectations of the other children in the
family, such as performing chores, obeying the parents, and socializing with
peers. This rule retards the social development of the child and promotes con-
flict and resentment among the siblings and/or the parents.

Family dysfunction also can develop when covert rules are not created by
the family when they are necessary to meet the demands of a new situation. For
example, in the same asthmatic family, there may be no rules regarding the
division of emergency tasks by the parents when an asthmatic attack requires
hospitalization. Consequently, panic and chaos break out, delaying effective
action and exacerbating the child’s attack.

Other aspects of family structure involve the hierarchial organization of the
family or how parents and children share authority. In some families, children
are given more power and authority than they are developmentally capable of
managing, and the result is often anxiety or acting-out behavior.

An early task in family therapy is discerning the family structure. Accoruing
to Minuchin, this can only be done by observing over time the repeated
sequences of family behavior that reveal structural patterns.

A second key idea in structural family therapy is that families group them-
selves into subsystems of members who join together to perform various func-
tions (Nichols, 1984). Subsystems can be obvious groupings, such as “the par-
ents” or “the teenagers,” but they can also involve more covert coalitions (e.g.,
the father and the oldest daughter form a coalition that excludes the mother).

A final concept in structural therapy is the notion that the individuals within
a family, the subsystems, and whole families are separated by interpersonal
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boundaries that regulate the amount of contact with others inside and outside
the family. In functional families, the boundaries around certain subsystems are
clear, but they are flexible enough to allow adaptive input into other subsystems
when necessary. For example, the boundaries around the marital subsystem
may provide certain times for husband and wife to spend away from the chil-
dren, but they are flexible enough to allow for effective parenting.

On the other hand, boundaries can be overly rigid or overly diffuse. Diffuse
boundaries invite enmeshment among subsystems, in which there is often a
sense of mutual support, but at the expense of promoting independence and
autonomy (Nichols, 1984). In addition, in enmeshed families, the executive
hierarchies are confused, so that the children may join one parent in criticizing
the other, or the children may take inappropriate parental roles toward each
other. Rigid boundaries limit contact among family members or subsystems and
often result in the development of autonomy, but at the expense of warmth,
affection, nuturance, and a sense of support from the family.

Children involved in enmeshed subsystems with their parents tend to grow
up to be dependent and unsure of themselves. They often do not function well
when society’s conventions force a separation from their parents, and they have
trouble relating to non-family-members. Children growing up in disengaged
families (i.e., those with rigid boundaries) often develop a fierce sense of inde-
pendence and autonomy but may have difficulty in forming close affective rela-
tionships with and attachments to other people. In either case, the children
often display oppositional or acting-out behavior problems because their parents
cannot or do not perform the executive parenting functions that are necessary to
promote adaptive, socialized behavior in their children, although for different
reasons in enmeshed and in disengaged families.

Structural family therapy is predicated on the assumption that presenting
problems or symptoms are maintained by dysfunctional family structures, that
is, structures that have not adjusted adequately to the maturational, develop-
mental, or situational challenges faced bv the family or one or more of its mem-
bers. Therapy is therefore directed to an alteration in family structure, which
has, as its by-product, symptom change.

Some aspects of family structure are thought to be generally important in
families, for example, creating an appropriate power hierarchy in which the
parents, as a cohesive executive subsystem, are in positions of authority over,
not equal with, their children; promoting differentiation in enmeshed families;
and increasing interaction in disengaged families. Other aspects of family struc-
ture are idiosyncratic and must be assessed case by case.

Therapy often begins with a process in which the therapist “joins” with a
family by listening to each member in a balanced fashion, by finding a common
ground or a common goal with people in the family, and by supporting the
needs of individuals in the family, if not necessarily the actions taken to meet
those needs (Howe, 1986). Joining the family is considered a necessary condition
for restructuring to take place.

After joining the family, the therapist attempts to understand the family’s
structure and to reframe the family’s presentation of its problems into one that is
based on this understanding. To accomplish this, the therapist focuses on spon-
taneous behavior sequences that occur naturally in the therapy session or on
enactments in which the therapist directs the family to demonstrate how they



handle a particular type of problem. In both spontaneous behavior sequences
and enactments, the therapist observes the family process, looking for evidence
of relevant enmeshed or disengaged subsystems, covert coalitions, imbalanced
hierarchies, repetitive maladaptive behavior sequences, and/or the use of con-
flict avoidance tactics. The therapist may often direct the enactment in such a
way as to stimulate more adaptive family structures. This process often requires
forceful interventions involving intensity on the part of the therapist (e.g., to the
mother of a child behaving disruptively in a therapy session: “Do you really
want your child disobeying you like that? What are you going to do about it?”).

Family therapists are also boundary menders. For example, in enmeshed
families, the therapist will invoke boundaries by directly blocking interruptions,
urging family members to speak for themselves, and allowing relevant dyads to
finish an interaction without intrusions from others. In disengaged families,
therapists may direct distant family members to interact or even argue in a
therapy session because disengagement is usually maintained as a way of avoid-
ing arguments or conflicts. Subsequently, the therapist may prompt more effec-
tive problem-solving and may have family members plan pleasant activites
together.

Another reason for the widespread use of structural family therapy with
children and adolescents is that Minuchin has published a number of papers in
respected psychiatric journals both outlining his conceptual model and present-
ing data on the outcome of treatment. Minuchin’s first outcome study was
conducted at Wiltwyck School for Boys, a school for low-SES urban delinquents.
Although this study did not meet the criteria of a true experiment, 7 of 11 boys
were judged to be significantly improved after 6-12 months of treatment. In-
terestingly, none of the families rated as disengaged improved. Treatment ap-
peared to be more successful with enmeshed families (Minuchin, Mantalvo,
Guerney, Rosman, & Schumer, 1967).

After his work with delinquents Minuchin developed a strong interest in
working with families of children and adolescents with “psychosomatic” illness,
such as superlabile diabetes, intractable asthma, and anorexia nervosa.

In two interesting papers, (Liebman, Minuchin, & Baker, 1974b; Minuchin
et al., 1975) Minuchin and colleagues argued for the importance of moving
beyond linear models of psychosomatic illness, in which the child is seen as a
passive recipient of noxious environmental influence, to an open systems
model, in which the child is examined in his or her social context. In this model,
it is assumed that multiple feedback processes occur among the child and sub-
systems in the family, with the child as much the influencer as the influenced.
These feedback processes, as well as certain family characteristics associated
with them, often serve to escalate and maintain asthma attacks, noncompliance
with medical regimens in diabetics, and self-imposed starvation in anorectics
(Liebman, Minuchin & Baker, 1974a,b,c; Minuchin, Baker, Rosman, Liebman,
Milman, & Todd, 1975).

Minuchin et al. (1975) presented data from the treatment of 13 diabetics, 10
asthmatics, and 25 anorectic patients using a structural family therapy approach.
In almost all of the cases, rather dramatic improvement was reported after
treatment in terms of substantial decreases in hospital admissions; an absence of
recurrent ketosis and chronic acetonuria in diabetics; a reduction in the scaled
grade of clinical severity in asthmatics; and either full or partial recovery (in
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terms of weight gain) for 22 of 25 anorectics at 1- to 4-year follow-up. Again, no
control groups were used. Thus, alternative explanations for improvement were
not ruled out.

There is at least one experimental evaluation of the effects of ““family psy-
chotherapy” on childhood asthma (Lask & Matthew, 1979). Although the thera-
py model used was not specifically identified as structured family therapy, the
conceptual focus was described as emphasizing “understanding the individual’s
symptoms and behavior as arising from and feeding back into the general family
system of interaction” (p. 117), certainly consistent with an open systems model.
In this study, 29 asthmatic children, between 4 and 14 years years old, and their
families were randomly assigned to receive medical management alone or medi-
cal management plus family therapy. There were no differences at follow-up
between the groups on peak expiratory flow rates or on activity limitation.
However, the group that received family therapy was significantly more im-
proved on a daily wheeze score and on thoracic gas volume, compared to the
group that did not receive family therapy. These results, along with the work of
Minuchin and colleagues, lend some empirical support to the popularity of
structural family therapy in the treatment of children and adolescents.

STRATEGIC FAMILY THERAPY

There are several prominent writers and practitioners of strategic family
therapy, including Haley and Madanes, Palazzoli and her colleagues in Milan,
Hoffman and her colleagues at the Ackerman Institute, and Fisch, Weakland,
Watzlawick, and colleagues at the Mental Research Institute in Palo Alto. Al-
though these groups may represent slightly different approaches to strategic
family therapy, they have in common a general theoretical foundation in general
systems theory, cybernetics, and communications theory.

In applying cybernetics theory to families, strategic therapists view families
as systems that strive to maintain equilibrium or balance. Whenever the family
system is disturbed, it initiates moves to return to a homeostatic balance.
Viewed in this context, symptomatic behavior by one family member serves the
cybernetic function of returning the family to equilibrium; that is, symptoms are
homeostatic mechanisms.

Strategic theorists also view cybernetic processes within the context of gen-
eral systems theory, which postulates that “living systems are characterized by a
dynamic tension between homeostasis and change. That is, they operate to
maintain a pattern of stability, but also are able to grow and adapt. Pathological
families are systems in which homeostasis begins to take precedence over
change and transformation” (Nichols, 1984, p. 434).

Viewed in the context of cybernetics and general systems theory, develop-
mental, maturational, or situational events may challenge a family system in a
way that disturbs the ongoing equilibrium. The family can react by facing the
challenge and adapting to it, reaching a new homeostatic balance in the process.
On the other hand, the family may create ways to avoid confronting the chal-
lenge, thereby maintaining the present homeostatic balance. In this way, fami-
lies maintain outmoded patterns of behavior that once worked but are no longer
functional.



For example, a couple decide to separate, and the husband moves out of the
family home. Shortly thereafter, one of the children develops severe tantrums
and disobedience to his mother, who calls the father to come over and “deal
with his son.” This happens two or three times a week. The son’s tantrums do
not diminish.

In this scenario, the father’s moving out represents a severe challenge to the
ongoing equilibrium of the family. Rather than adapting to the challenge in more
constructive ways (e.g., the mother’s moving into the disciplinary role and the
mother and father’s taking steps to develop new lives for themselves), the son
displays behavior problems that bring the father, the disciplinarian, back into
the intimate family system. This “maneuver” seeks to reestablish the former
homeostatic balance. However, it results in a pathological situation in which the
son must continue to act out, the mother is not motivated to develop executive
parental functions, and the mother and the father are blocked from effecting the
kind of separation that would allow them to make the transition from marital
couple to separate, independent adults. Strategic family therapy uses thera-
peutic techniques that are designed to blast families such as this one out of
outmoded, repetitive, pathological patterns of behavior, and to create new be-
havior patterns in place of the vicious circles.

In recent years, there has been some overlap between strategic and struc-
tural family therapy, especially as practiced by Haley. As mentioned in an earlier
section, Haley worked with, and was strongly influenced by, Minuchin. In his
more contemporary writings, Haley has discussed the application of strategic
techniques within the context of the structural model of family organization. For
example, Haley believes that normal families are hierarchially organized and
that problems arise when the hierarchy is unbalanced or unclear, or when covert
coalitions occur across generational boundaries (e.g., a father and a daughter in
a coalition that keeps the mother at a distance).

The term strategic therapy was coined by Haley to emphasize a planned,
problem-focused orientation to change. In this therapy, the first step is to identi-
fy the problem, as well as the interactive sequence that is maintaining it. The
latter may be accomplished by asking the family what ““solutions” they have
tried. The major techniques involve “reframing’” or relabeling the problem in
such a way that the conceptual or emotional viewpoint of the problem is
changed, and this change allows for new and creative solutions. For example, in
a case involving the family treatment of an epileptic 12-year-old child, it became
apparent to the therapist that the child’s provocative, disobedient behavior re-
sulted from the overindulgence of the parents and their failure to act as an
effective, executive parental unit. Furthermore, it was clear that the parents
believed that their posture toward the child represented good, caring parenting
because, after all, the boy was so sick. Once the therapist understood this
emotional viewpoint of the parents, he attempted to reframe it with the com-
ment, “Of course, he is sick. Why, then, do you handicap him further by
providing poor parenting?”’ This statement jolted the parents into more effective
executive action toward the son, with further input from the therapist.

Another set of techniques in strategic family therapy involves the use of
either straightforward or paradoxical directives. Paradoxical directives often in-
volve “‘prescribing the symptom,” that is, identifying an ongoing sequence that
appears to be maintaining problem behavior and then instructing the family to
do it more and harder. This process sets up a situation in which the family either
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complies with the therapist (thus bringing the family’s out-of-control behavior
under the therapist’s control) or doesn’t comply, in which case change is
necessary.

Although some strategic therapists are very quick to use paradoxical direc-
tives, others use straightforward directives first and then move to the use of
paradox only when resistance is encountered. Other therapists use pretend tech-
niques, in which children may be instructed to pretend to have a tantrum and
parents may be asked to pretend to stop it, thereby bringing the behavior se-
quence under control.

Other paradoxical maneuvers include the use of restraining if change has
begun, that is, warning the family that they should not move too quickly. This
paradoxical instruction is intended to promote and maintain change by provok-
ing resistant families into proving the therapist wrong. Relapse is often pre-
dicted for the same reason.

There is a large theoretical-anecdotal literature advocating the use of strate-
gic family therapy (Fisch, Weakland, & Segal, 1982; Haley, 1963, 1973, 1976,
1980; Hoffman, 1981; Madanes, 1981; Palazzoli, Boscolo, Cecchin, & Prata,
1978). However, there are very few experimental investigations of the outcome
of the use of this form of therapy with children. Without empirical support for its
efficacy, strategic family therapy will remain a popular but unproven approach
to the treatment of children and adolescents.

BEHAVIORAL APPROACHES TO FAMILY THERAPY

Parent Training

Behavioral approaches to family therapy with children initially developed
within a parent-training model and were focused primarily on the treatment of
childhood conduct and oppositional disorders. The parent-training model is
based on the assumption that child behavior is largely a function of naturally
occurring environmental contingencies of positive and negative reinforcement
and punishment. Specifically, the interactions occurring in the family among
parents and children contain social influence and learning processes that result
in the escalation and maintenance of disruptive child behavior (Griest & Wells,
1983; Patterson, 1982).

In the early parent-training work, the force of influence was thought to be
linear and unidirectional; that is, certain parent behaviors, when displayed in
interactions with children, were thought to evoke problem child behaviors fol-
lowing the laws of learning. The basic process contributing to children’s disrup-
tive behavior was assumed to be a parenting-skills deficit. Some parents did not
have appropriate skills for developing and promoting prosocial behavior in their
children and therefore resorted to inappropriate, usually coercive, methods that
served to escalate and maintain oppositional, aggressive child behavior.

As a consequence of this early unidirectional model (parent skills deficits —
child misbehavior), the parent-training approach has proliferated since the
mid-1960s and has focused almost exclusively on teaching parents new skills for
managing positive and negative child behavior (for reviews, see Wells & Fore-
hand, 1981, 1985). Consistent with the empirical tradition in behavior therapy,



the teaching of the parents focused on increasing the positive parent behaviors
empirically identified as occurring at a lower rate than normal in the parents of
conduct-problem children, and on decreasing the coercive parent behaviors
identified as occurring at a higher rate than normal (Patterson, 1982). Positive
parent behaviors include such skills as attending to and rewarding prosocial
child behavior in microscopic parent—child interactions, as well as the institution
of macroscopic family-management practices, such as clearly specified house
rules, clearly delineated schedules for individual and family activities, rules
governing the social behavior among family members, parental monitoring of
the child’s whereabouts, parental monitoring of the child’s performance of basic
expectations, and the use of contingent consequences (Forehand & McMahon,
1981; Patterson, 1982). Negative parent behaviors to be decreased include the
use of poor commands (commands that are vague, nonspecific, interrupted by
superfluous information, stated in question form, or delivered in a threatening,
nagging manner), criticisms, and ambient and contingent aversive behavior
directed toward the child (Wells & Forehand, 1985).

In parent-training therapy sessions, parenting skills are introduced one at a
time. The therapist first provides a rationale for the use of the skill; then carefully
defines the skill, giving examples; and finally, models the use of the skill for the
parent. The parent practices the skill (e.g., attending) with the therapist, who
plays the part of the child. Subsequently, the parent practices with the child,
with feedback from the therapist. Homework assignments are given for extra-
session home practice (see Forehand & McMahon, 1981).

In contrast to other forms of family therapy for children and adolescents,
parent training for the treatment of child aggressive disorders has been evalu-
ated empirically in a number of studies using quasi-experimental and experi-
mental designs. Illustrative of the former were a number of studies in the 1960s
and the early 1970s using small numbers of subjects and no control groups
(Bernal, 1969; Bernal, Duryee, Pruett & Burns, 1968; Forehand & King, 1974;
1977; O’Leary, O’Leary, & Becker, 1967; Patterson, 1974; Patterson, Cobb, &
Ray, 1973; Patterson & Reid, 1973). In each of these clinical demonstration stud-
ies, positive effects of parent training were found on a number of parent and
child behavioral and attitudinal measures from pre- to posttreatment. Subse-
quent experimental studies used waiting-list control groups (Karoly & Rosen-
thal, 1977; Peed, Roberts & Forehand, 1977; Wiltz & Patterson, 1974) or atten-
tion-placebo control groups (Walter & Gilmore, 1973) and, generally, demon-
strated that behavioral parent training was more effective than no treatment or
inert treatments for conduct-problem children (for review, see Wells & Fore-
hand, 1981).

Since 1980, three studies have been conducted comparing behavioral parent
training to active nonbehavioral treatments (Bernal, Klinnert & Schultz, 1980;
Patterson, Chamberlain, & Reid, 1982; Wells & Egan, in press). In two of these
studies, the nonbehavioral comparison groups represented other forms of fami-
ly interventions (Bernal et al., 1980; Wells & Egan, in press).

In the first of these studies, Bernal et al. (1980) compared parent training to
“client-centered parent counseling,” involving the exploration of feelings, at-
titudes, and experiences in the family and using student therapists. Parent
report measures, parent-completed behavior-rating scales, and parent satisfac-
tion measures showed superior treatment effects for behavioral parent training
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compared to client-centered counseling at posttreatment. No differential treat-
ment effects were found on behavioral measures collected in the home by
trained observers.

In the second study, Patterson and his colleagues (1982) compared behav-
ioral parent training conducted by experienced professional therapists with com-
munity-based treatment. Families in the comparison group were randomly re-
ferred to community agencies or psychologists and psychiatrists in private
practice. The results showed that behavioral parent training was clearly superior
to community-based treatment on behavioral measures collected in the home by
trained observers and on the parents’ general level of satisfaction with treat-
ment. Differences in parents’ daily reports were generally in favor of parent
training, but were not statistically significant.

In the final experimental study, Wells and Egan (in press) compared behav-
ioral parent training to systems-oriented family therapy. The systems treatment
was consistent with the contemporary approach of Haley, using a structural
model of family organization and a strategic approach to planning interventions.
In this study, parent training was significantly superior to systems family thera-
py on behavioral measures of disobedient, noncompliant behavior displayed by
children with oppositional-behavior-disorder diagnoses. No differences were
noted between treatments on measures of parent anxiety, depression, and mar-
ital satisfaction.

In summary, the rather extensive treatment-outcome literature clearly dem-
onstrates that parent training is significantly more effective than no treatment
for child aggressive behavior disorders. In studies comparing behavioral parent
training to other forms of active therapy, parent training has been demonstrated
to be equally efficacious or superior, depending upon the outcome measure
being evaluated and the assessment interval (i.e., posttreatment or follow-up).
In no case have other forms of therapy been found to be superior to parent
training for child oppositional and aggressive behavior disorders (Forehand &
McMahon, 1981; Wells & Forehand, 1985).

Behavioral Family Therapy

In spite of the positive effects of parent training, it has become apparent in
recent years that parent training alone may represent incomplete or inadequate
treatment for a subset of families with aggressive and oppositional children. This
conclusion is based on the fact that, in group outcome studies, up to one third of
the families in the parent-training group do not change their behavior in the
expected direction even though the group as a whole may show a statistically
significant improvement. For those families that do change, positive treatment
effects may erode with the passage of time, as attested to by the relapse rates
reported in some studies, by the number of families who require “booster ses-
sions” or other adjunctive interventions to maintain treatment acquired gains,
and by studies documenting the failure of many families to cooperate fully with
therapy (Wells, 1984).

These observations converge with the recent model of behavioral family
therapy for conduct disorders in children explicated by Griest and Wells (1983;
Wells, 1985). In this model, we reviewed evidence showing that, in addition to
or instead of parenting-skills deficits, families of conduct-disordered children



differ from normals on a number of important dimensions. Parents of aggressive
children differ from parents of normals in their perceptions of their children’s
behavior, in their own (the parents’) psychological adjustment, in their marital
satisfaction, and in their social and community adjustments; the parents of
aggressive children display more maladjustment on these measures. Further-
more, there is reason to believe that parent maladjustment on one or more of
these dimensions is related to the short- and long-term outcome of parent train-
ing. Maladjusted parents are less likely to remain in treatment, to benefit from
treatment, and to maintain any positive treatment effects that may occur (Griest
& Wells, 1983). We have hypothesized that parent-training programs that fail to
address the parental cognitive-psychological-marital-social maladjustment con-
tributing to perceived or actual child deviance represent incomplete treatment.
For such families, an expanded behavioral family-therapy model is advocated
(Wells, 1985).

In behavioral family therapy, areas of parent maladjustment are assessed
before treatment. For families in which the parents display significant evidence
of depression, anxiety, marital maladjustment, and social insularity, treatment is
expanded to include interventions in these problem areas. Because this ap-
proach to therapy has arisen out of a behavioral model, proven behavioral and
cognitive-behavioral approaches to the treatment of these dimensions have been
advocated. Such treatment can occur in the context of family meetings (e.g., all
family members learn relaxation training together as an anxiety reduction strat-
egy) or with subunits of the family system (e.g., husband and wife meet in
sessions without the children to work on marital and communication issues).
Such treatments occur during or after parent-skills-training sessions.

There is currently one study providing empirical evidence that the ex-
panded behavioral family-therapy model results in significantly greater im-
provement in the behavior of conduct-disordered children than parent training
alone (Griest, Forehand, Rogers, Breiner, Furey, & Williams, 1982). In this
study, families of parents who, in addition to parent training, received ad-
junctive therapies designed to address their expectations and perceptions of
their children, their own mood and psychological adjustment, their marital com-
munication and problem-solving skills, and their social interactions were com-
pared with families in which parent training was the sole intervention. In this
study, behavioral family therapy was more effective than parent training alone
in decreasing child deviant behavior at posttreatment. At 2-month follow-up,
behavioral family therapy resulted in greater use of positive parent skills than
did parent training alone. This study was the first empirical demonstration that
addressing variables other than parenting skills deficits alone is important to
consider in the treatment of conduct-disordered children. Other studies have
also shown that incorporating adjunctive treatment strategies can enhance the
effects of parent training (Wells, Griest, & Forehand, 1980).

In summary, behavioral parent training clearly has been demonstrated to be
an effective treatment approach for children with oppositional and aggressive
conduct disorders; comparative outcome studies suggest that it may very well be
the treatment of choice for these disorders. When parent training is incorporated
into a more comprehensive ““behavioral family therapy’” model in which paren-
tal psychological, marital, and social maladjustment are also addressed, evi-
dence suggests that even more beneficial short- and long-term effects are
obtained.
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The effects of parent training and behavioral family therapy on other child-
hood and adolescent disorders have not been systematically evaluated; howev-
er, using parents as the administrators or mediators of the behavioral treatment
of a variety of childhood disorders, such as enuresis, encopresis, and obesity, is
a frequently employed treatment tactic in child behavior therapy (Ollendick &
Cerney, 1981).

Functional Family Therapy

Functional family therapy (FFT) is a therapeutic model that has evolved out
of the behavioral-systems work of James Alexander and his colleagues, notably,
Barton, and Parsons, at the University of Utah. FFT represents an integration
and extension of behavioral psychology and systems theory that has resulted in
an interesting theoretical model for explaining human action in a family context,
and for selecting treatment strategies.

Like many of the systems theorists, functional family therapists derive the
meaning of behavior from an examination of the relational process in which it is
embedded. Like many behaviorists, functional family therapists also assume
that behavior is best understood in terms of the outcomes that the behavior
functionally evokes from others (Barton & Alexander, 1980). In this approach,
presenting symptoms are viewed as sometimes maladaptive but, nevertheless,
legitimate in terms of their functional significance; that is, the ultimate interper-
sonal outcome of behavior is adaptive, whereas the behavior that produces that
outcome may be inefficient or maladaptive. For example, a child’s tantrums may
produce a legitimate short-term outcome (contact and closeness with the moth-
er), but in a way that is maladaptive to harmonious family life.

Functional family therapists tend to emphasize the relationship outcomes pro-
duced in family interaction sequences. In this regard, they have hypothesized
that interpersonal intimacy, interpersonal distance, and interpersonal midpoint-
ing (a phenomenological and behavioral blend of the first two) are the functions
of much behavior occurring within a family context. Furthermore, these func-
tional outcomes may be consistent with or directly contrary to the stated wishes
of the people involved; for example, a wife may state that she wants more
contact with her husband and may simultaneously engage in behavior that
repeatedly results in his leaving the house.

Functional family therapy assumes that problem behavior arises when such
behavior is the only course through which interpersonal functions can be met;
that is, “problem behavior represents the most presently available means to
attain interpersonal functions or outcomes” (Barton & Alexander, 1980, p. 31).
Furthermore, this model assumes that family life constitutes a series of develop-
mental epochs in which the interpersonal needs of respective family members
change over the course of their own individual development. For example, most
would agree that infancy is a time when interpersonal intimacy is necessary and
adaptive, whereas adolescence is a time when interpersonal distancing becomes
an issue. Problems are assumed to arise when the family and/or its subunits do
not recognize and adapt well to the changing interpersonal outcomes sought by
the members over the course of development.

In functional family therapy, the therapist has two major tasks. The first is
to assess and understand what are the interpersonal outcomes of particular



sequences of problem behavior. The second is to select and implement treatment
strategies that maintain the interpersonal outcome, but in a more efficient, less
disruptive fashion. In this regard, the functional-family-therapy model di-
chotomizes intervention into two phases: a “therapy” phase and an “educa-
tion” phase (Barton & Alexander, 1980). Therapy is conceptualized as the phase
of intervention that motivates families to change. Education has to do with the
selection and implementation of well-known and evaluated behavioral technolo-
gies (e.g., contracting and contingency management) that replace problem be-
havior with more adaptive, efficient forms of behavior, while maintaining rele-
vant interpersonal outcomes for family members.

In the therapy phase of intervention, the therapist attempts to assist the
family in relabeling some of their attributions about the nature of the problem.
Families often come to therapy with person-specific definitions of problems
(e.g., ““Our problem is that he is a lazy teenager”’). The therapist helps the family
to redefine the problem in relational terms. This is done by asking questions of
everyone in the family, by asking questions designed to elicit information on
relationship outcomes (e.g., “After he did that what did you do?”), and by
making relationship-oriented comments (e.g., ““You two don’t spend much time
talking about your differences of opinion”), rather than content-oriented com-
ments (e.g., “You want a 1:00 A.M. curfew, whereas he wants you to have an
11:00 P.M. curfew”), in the beginning. Therapists also attempt to provide new
labels that “revalence’” behavior in ways that reduce anger and defensiveness
and create a new value or affect toward the behavior. For example, a family that
labels a 6-year-old tantruming child as “bad” might be told that the child is
seeking the attention of the family in a 3-year-old way. This new label (1) helps
the family to see the child in a more positive light (he’s “attention seeking”
rather than “bad”); (2) focuses them on the task of helping him behave in a more
mature fashion; and (3) emphasizes the relational aspect of the child’s problem
(e.g., the family’s attention is involved in the child’s problem behavior). Accord-
ing to Barton and Alexander (1980), effective relabeling always revalences be-
havior in benign ways that decrease resistance and increase the motivation to
work on the relational aspects of the problem.

In the “educational” phase of intervention, the therapist must select system-
change strategies that are consistent with the functional outcomes of family
members’ behavior, and with the new labels that the therapist has provided in the
therapy phase. For example, an adolescent daughter who has been staying out
late at night without telephoning home (distancing function) may be greatly
upsetting her legitimately concerned yet smothering mother, who wants to
control all aspects of her daughter’s behavior (intimacy function). The therapist
might initiate a contingency contract approach that includes a message board for
communicating the daughter’s whereabouts. Both of these techniques allow for a
midpointing function in which the mother has some control over her daughter’s
activities or whereabouts, and the daughter is allowed to maintain some distance
from her mother.

The behavioral-systems family therapy model, from which functional family
therapy evolved, has received empirical support for its use with conduct-disor-
dered delinquent adolescents and their families in a series of studies conducted
at the University of Utah. The series was based on work with 86 families referred
by the Salt Lake Juvenile Court or the Utah Youth Services Bureau to the family
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clinic administered by James Alexander and his colleagues. The families were
largely upper-lower to middle class, and the adolescents were involved in status
offenses such as shoplifting, running away, and truancy.

The first set of studies demonstrated the effectiveness of treatment on cer-
tain processes of communication identified empirically as differentiating be-
tween delinquent and nondelinquent families (Alexander, 1973; Parsons & Alex-
ander, 1973). Subsequently, the effects of treatment on recidivism and other
measures of outcome were evaluated by means of powerful experimental de-
signs that controlled for maturational, attention—placebo, and test-retest influ-
ences (Alexander & Parsons, 1973) and that compared the treatment with other
forms of family intervention, for example, client-centered family counseling,
and psychodynamic family therapy (Alexander & Barton, 1976; Klein, Alex-
ander, & Parsons, 1977). The latter study also looked at the rates of court contact
for siblings of the delinquents originally referred 3 years earlier, based on the
assumption that, as the focus of treatment was the family system and not just
the identified patient, the program could be expected to assist the family in
dealing more effectively with subsequent developmental changes in younger
siblings.

These studies showed that behavioral-systems family therapy resulted in
50%—-66% lower rates of recidivism in the referred delinquents than that achieved
with client-centered therapy or psychodynamic psychotherapy. The order of
treatment effectiveness from most to least effective was behavioral-systems fami-
ly therapy, client-oriented family therapy, no-treatment control, and psycho-
dynamic family therapy. Furthermore, the reduction in recidivism rates in the
behavioral systems group was found to be statistically related to changes in the
family process (Alexander & Parsons, 1973).

The siblings of delinquent youths whose families were in behavioral-sys-
tems family therapy also showed lower rates of contact with the court 3 years
after treatment than siblings in families receiving other forms of treatment or no
treatment. The behavioral-systems treatment produced an incidence of sibling
delinquency one third to one half lower than the sibling delinquency rates in the
other treatment and control groups (Klein et al., 1977).

The results of the studies by Alexander and colleagues lend strong empirical
support to the use of behavioral-systems therapy with conduct-disordered delin-
quent adolescents and their families. Strictly speaking, this conclusion cannot be
generalized to other patient populations or diagnostic categories because effic-
acy has not yet been demonstrated with other groups. However, as conduct-
disordered and delinquent youths are notoriously difficult to treat, the results
obtained by Alexander and his colleagues lend strong support to the use of this
approach and suggest that it should be evaluated with other populations as well.

CONCLUSIONS

In preparing this overview of family therapy models for children and ado-
lescents, [ was guided by the comprehensive review by Gurman, Kniskern, and
Pinsof (1986). These authors presented a table (Gurman et al., 1986, p. 595) that
provides estimates of the effectiveness of family therapies for specific child and
adolescent disorders. Because behavioral, structural, and functional approaches



to family therapy have probable or established effectiveness with some disorders
of childhood and adolescence, these approaches were emphasized in this chap-
ter. Strategic family therapy was also reviewed because of its frequent use with
children. Other approaches to family therapy that have uncertain or untested
effectiveness for childhood disorders were not presented here (e.g., Bowenian,
humanistic, and psychodynamic), although these approaches have demon-
strated effectiveness with adult disorders and may, in the future, be tested with
childhood disorders as well. It is incumbent on practitioners of other models to
design and carry out studies of the outcome of these models so that the clinical
practice of family therapy with children can be guided by empirical demonstra-
tions of efficacy. At present, behavioral and structural family therapy show the
greatest evidence of effectiveness, particularly for conduct, delinquent, and psy-
chosomatic disorders (Gurman et al., 1986).

In reviewing these models of family therapy, the reader may have noted the
similarities among them, particularly among the structural, strategic, and func-
tional family models. Structural and strategic therapy are both offspring of sys-
tems theory. Both incorporate concepts of homeostasis, stability, and change in
the face of normal and extreme challenges from within or outside the family.
Both focus on repetitive, interpersonal transactions among various members of a
family as a target of both assessment and intervention. Functional family thera-
py also focuses on interpersonal transactions among family members but views
these with a behaviorist’s eye, looking at the interpersonal outcomes for various
family members as being of central importance.

Unlike structural and strategic therapy, which arose directly out of the
study of family process, behavioral family therapy arose from a theory devel-
oped from work with individuals and was only later applied to family problems.
Early applications of behavior therapy to the problems of children in the family
were based on a unidirectional model in which parents were thought to shape
and maintain problem child behavior by the way they dispensed reinforcers and
punishers. More contemporary approaches to behavior therapy and the family
have analyzed reciprocal influence processes in which two members of an in-
teracting dyad (e.g., parent and child) both influence and are influenced by the
behavior of each other (Patterson, 1982). In addition, modern behavior therapy
has identified parent-controlled ““family management practices,” which sound
very similar to the “‘executive functions” discussed in structural theory. Behav-
ior therapy has done a more meticulous job of identifying exactly which parent-
ing functions and skills discriminate strong from weak executive parental units
and the consequences in children’s development of the absence of these func-
tions. The two approaches (structural and behavioral) still differ in the tech-
niques used for addressing those absent functions. In addition, behavior thera-
py has not yet advanced beyond an analysis of dyadic interactions, whereas
structural and strategic theories easily incorporate the evaluation of triadic influ-
ence processes.

It seems that, although there are clear differences among the models of
family therapy, there are also areas of overlap and movement in the direction of
a greater assimilation of concepts and techniques. This has occurred most nota-
bly in the work of Jay Haley, who has blended structural concepts with strategic
intervention techniques. As noted above, there is an increasing similarity in
some of the concepts and techniques of behavioral and systems family therapies
as well.

59

FamiLy THERAPY



60

KAReN C. WELLS

In spite of the explosion of interest in family therapy, there has been a
lamentable lack of empirical research on both the process and the outcome of
strategic and structural family therapies. The need for such work is evident in
the calls to document the effectiveness of all forms of psychotherapy, and one
hopes that the future will find family therapists more willing to submit their
ideas and strategies to the empirical test.
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11 Treatment Methods:
Querview

Numerous methods have been proposed and described to treat psychopathol-
ogy in children. And within this framework are major theoretical formulations
that support this array of methods. There are, of course, many theories of child
psychopathology, and entire volumes have been written on the available em-
pirically supported and generally most frequently used treatments. Obviously,
the selections that are made in this regard still rely in part on judgments and
personal bias. The reader should, of course, be aware of this factor.

Four general areas have been selected and formulated into chapters. Be-
cause most research in the treatment of children involves behavioral learning
theory, two of the four chapters are devoted to this area. The first chapter deals
with operant and classical conditioning. The operant and behavioral methods
have traditionally used techniques that fall into this general category. The oper-
ant method in particular is popular and well documented in its use with young
children and the multiply handicapped, especially the mentally retarded—emo-
tionally disturbed. A major new trend is cognitive and social learning ap-
proaches to the treatment of children, which are discussed in the second chapter
in this section. The interface of modeling, vicarious learning, and the modifica-
tion of thoughts is among the areas that are being given the most attention in
this regard.

Pharmacotherapy certainly has a number of biological rationales and is
therefore approached more from the standpoint of describing various principles.
This method follows the style we have discussed in the two previous chapters,
which have been briefly mentioned above. Pharmacotherapy has become quite
popular with adults, but except for drugs that have received special attention in
their use with children, such as stimulants, progress has been made more slow-
ly. Only recently, for example, have antidepressant medications been experi-
mentally tested for affective disorders in children. And as with some of the
aversive behavior modification procedures used with children, there has been
controversy about the use of many of these drugs. In the next few years, it is
hoped that professionals will be better able to agree on when and how these
behavioral and pharmacological interventions should be used. As yet, the de-
bate rages and, in fact, has intensified.

The final chapter in this section is entitled ““Psychotherapy.” Obviously,
this is a very broad category; thus, only the major formulations are reviewed.
Psychotherapy has been used as a treatment technique longer than any other
general method, and it is still widely employed. However, research in this area
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has lagged far behind what has been reported in the previous three chapters in
this section. As a result, the popularity of this approach with children, as com-
pared to adults, has lost ground in recent years. Even so, psychotherapy is still a
very influential approach with emotionally disturbed children. The acceptability
of this approach will continue for some time to come and warrants attention in
any broadly developed treatment-oriented book.



4 Operant and Classical
Conditioning

THomMmAs M. DILORENZO

This chapter is the first of two that outlines behavioral treatment strategies for
children. The behavioral approach to treating childhood problems has been
characterized by some researchers as a very simplistic type of therapy (i.e., the
focus is only on environmental or situational variables). Other researchers char-
acterize the approach as quite complex (i.e., the focus encompasses not only
environmental, person, and cognitive variables but also the interaction among
the variables). However, a fairly clear consensus has been obtained on how the
behavioral approach is different from other psychological theories of person-
ality. Kazdin (1984) cogently summarized these differences:

The behavioral approach departs from the traditional conception of behavior by reject-
ing inferred motives, hypothesized needs, impulses, and drives, which supposedly
explain behavior. Rather, emphasis is placed upon environmental, situational, and
social determinants that influence behavior. Other events within the individual, in-
cluding various cognitive processes, often serve as the focus of behavioral treatment.
However, these processes are specified as measurable events, and their connection to
overt behavior can be evaluated empirically rather than only presumed. (pp. 13-14)

Furthermore, learning plays a critical role in the development of both normal
and abnormal behavior. Three types of learning have been specified (i.e., oper-
ant conditioning, classical conditioning, and observational learning, or model-
ing), as well as the formulation of a theory that integrates the three around
cognitive processes (i.e., social learning theory) (Kazdin, 1984).

BEHAVIORAL ASSESSMENT

The cornerstone of the behavioral approach to the treatment of problem
behaviors has been the link between assessment and treatment. Indeed, the
majority of behavioral researchers would agree that behavioral assessment and
treatment go hand in hand and that treatment is not possible without a good
assessment phase. Hersen (1976) noted that

contrary to the practice of traditional psychotherapy, where there is a tendency to
apply a rather uniform therapy irrespective of the presenting problem(s), the choice of
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treatment in behavior modification [or therapy] is determined on the basis of the
findings derived from the behavioral analysis [or assessment]. (p. 13)

Because this assessment—treatment link is such an indigenous part of the ap-
proach, behavioral treatments can be discussed only after a thorough but brief
presentation of behavioral assessment.

Bornstein and van den Pol (1985) indicated that no single model of behav-
ioral assessment has emerged as the one most widely used. They cited five
models that have been developed to guide the practitioner or are used as con-
ceptual or taxonomic classification systems: (1) the functional analysis of behav-
ior model (Peterson, 1968); (2) the S-O-R-K-C model (Kanfer & Saslow, 1969); (3)
the BASIC ID model (Lazarus, 1985); (4) the behavioral assessment grid model
(Cone, 1978); and (5) the multimethod assessment model (Nay, 1979). The func-
tional analysis of behavior and S-O-R-K-C models appear to have the greatest
utility for the practicing clinician, so they will be discussed in some detail.

A basic component of behavioral assessment is a functional analysis (some-
times referred to as a behavioral analysis). Bornstein and van den Pol (1985)
considered this approach somewhat inadequate because of its lack of emphasis
on cognitive factors. However, the generic approach can be applied to a wide
range of behaviors, cognitions, situations, and person variables. The importance
of performing a functional analysis before the initiation of specified treatment
cannot be overemphasized. A functional analysis is defined as a thorough as-
sessment of the problem behavior and its interrelationship with the variables
that control its emission (DiLorenzo, 1987) to determine cause-effect rela-
tionships. The variables are located in a chain or series of behaviors, with the
problem behavior juxtaposed to antecedent and consequent events. This interac-
tional sequence may be analyzed from within a molecular framework (e.g.,
antecedent discriminative cues—response—consequences) or within a molar
framework (e.g., matching the rate of responses with the rate of reinforcement).

This functional analysis (leading to the specification of controlling variables)
would tie the assessment procedure directly to specific treatment implications
(i.e., modifying the controlling variables). Effective interventions rely on a com-
prehensive analysis of the functional relationships among behaviors in child-
environment interactions. Without this process, treatments are very often
adopted uncritically (Phillips & Ray, 1980).

In the interest of developing a treatment plan, several steps should be
followed in the functional analysis. First, the problem must be specified, and the
behavior of interest must be defined. Second, the variables that control the
problem must be identified. Third, Schreibman and Koegel (1981) suggested
grouping the behaviors according to common controlling variables. In this way,
as with every functional analysis or assessment performed, the treatment is
specified automatically (Matson & DiLorenzo, 1984). Fourth, a procedure should
be selected that will manipulate the controlling variables in the most efficacious
way to change the behavior in a desirable and predictable direction (Schreibman
& Koegel, 1981). Throughout this process, data or assessments must be collected
to determine whether treatment goals are being met (Mash & Terdal, 1981).

The S-O-R-K-C model (Kanfer & Saslow, 1969) of behavioral assessment is
an extension of Lindsley’s (1964) earlier S-R-K-C model. Each letter represents
an important area that needs to be assessed in a full behavioral analysis (i.e., S—



stimulus or antecedent events; O—organism or biological conditions; R—re-
sponse or observed behaviors; K—contingency, refers to contingency-related
conditions; and C—consequences, refers to environmental or organismic events
that follow R or events). Actually, this model serves as a nice extention of the
functional analysis model by using the above criteria to help specify controlling
variables.

Kanfer and Saslow (1969) added a seven-part analysis or assessment to the
model. They noted that this analysis

should serve as a basis for making decisions about specific therapeutic interventions,
regardless of the presenting problem. The compilation of data under as many headings
as are relevant should yield a good basis for decisions about the areas in which inter-
vention is needed, the particular targets of the intervention, the treatment methods to
be used, and the series of goals at which treatment should aim. (p. 430)

The areas to be assessed are as follows. First, an initial analysis of the
problem situation is conducted with special reference to whether the problem
behavior could be considered a behavioral excess or deficit. Further assessment
would be aimed at defining (1) the frequency, (2) the intensity, (3) the duration
or form, and/or (4) the stimulus conditions of the problem behavior. Finally,
behavioral assets (i.e., nonproblem or adaptive behaviors) should be assessed to
aid in the execution of the therapeutic program.

The second step involves a clarification of the problem situation. Behavior
does not occur in a vacuum, and changes will inevitably affect other areas of the
child’s life, including the family situation.

The third step involves a motivational analysis of the ongoing behavior and
situation. Two important component parts of this analysis are identifying the
reinforcement contingencies of the problem behavior and the major aversive
stimuli present for the child.

The fourth part of the overall behavioral analysis or assessment involves a
developmental analysis. Biological, sociological, and behavioral restrictions are
assessed that contribute to the ongoing problem(s). Also, the potential for
changes in each area are assessed as precursors of the implementation of a
treatment strategy or strategies.

The fifth step involves an analysis of self-control. A goal of the treatment
program would be to get the child involved in whatever way possible rather
than relying solely on external controls.

The sixth step involves an analysis of the social relationships that are cur-
rently important to the child. Not only are the significant people in the child’s
current environment important, but the expectations of the child and significant
others should also be assessed.

The final step involves an analysis of the social-cultural-physical environ-
ment. Several questions that are asked in this part of the assessment are

What are the norms in the [child’s] social milieu for the behaviors about which there is a
complaint? . . . Are these norms similar in various environments in which the [child]

interacts, e.g., home and school, friends and parents, work and social milieu, etc.?
(Kanfer & Saslow, 1969, p. 436)

As noted earlier, the concepts of behavioral assessment and behavior thera-
py are inextricably interwoven. A thorough and complete assessment and analy-
sis must be conducted before a treatment strategy is selected. The next section
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describes and defines the operant strategies that would be applied to ameliorate
the problem behavior.

OPERANT CONDITIONING

The procedures that are defined as operant conditioning fall into three
general categories: reinforcement, extinction, and punishment programs. Al-
though these procedures are often used together in comprehensive programs,
they are presented below individually.

Reinforcement Procedures

The intervention of choice varies as a function of how the target behavior is
defined (Bellack & Hersen, 1977). If the problem behavior is conceptualized as a
behavioral deficit, reinforcement programs are implicated as the treatment of
choice. Conversely, if the problem behavior is conceptualized as a behavioral
excess, extinction or punishment programs are implicated as the treatment of
choice. (The reader may remember that, in the assessment phase, one specific
guideline called for the assessor to define the problem behavior as a behavioral
deficit or excess.) The clinician should attempt to define most problem behaviors
as deficits so that reinforcement programs may be designed. This does not
appear to be a problem in many cases. Even some problems defined as behav-
ioral excesses can be reconceptualized as behavioral deficits. For example, dis-
ruptive out-of-seat behavior (i.e., a behavioral excess) could be redefined as
infrequent in-seat behavior (i.e., a behavioral deficit). The reason for this empha-
sis on defining problems as deficits is that reinforcement programs are generally
more positive and therefore easier and more acceptable to design.

Bellack and Hersen (1977) defined at least three of the innumerable factors
that may categorize deficits:

First, the environment might not provide adequate prompts (SPs) for the child to emit a
response in his [or her] repertoire. Second, a response in the repertoire might be
prompted, but fails to appear because its occurrence is not maintained by reinforce-
ment. Third, the response simply might not be in the child’s repertoire (i.e., a skill
deficit). Frequently, two or all three of these factors appear in combination. (p. 174)

These factors should be assessed in each child when the program development
phase is initiated. If the problem behavior can be defined as a behavioral deficit,
then a reinforcement program may be used. Reinforcement contingencies are
designed to define and accelerate positive behaviors:

The word reinforcement refers to the effect of an operation; it does not describe an
independent variable but is the interaction of an independent variable with behavior.
By reinforcement is meant an increase in responding as a function of a stimulus event
following the response. The stimuli having these effects are reinforcing stimuli or reinfor-
cers. Schedules of reinforcement are the rules used to present reinforcing stimuli. (Zeiler,
1977, p. 202)

In addition, contingencies of reinforcement have been defined as the inter-
relations among a discriminative stimulus, a response, and reinforcement (Skin-
ner, 1969). Clear indications of the effective control of behavior using contingent



reinforcement (as opposed to noncontingent reinforcement using the same stim-
ulus) have been demonstrated (Hart, Reynolds, Baer, Brawley, & Harris, 1969;
Redd, 1969). Similarly, the contingent application of a stimulus not demon-
strated to be a reinforcer is ineffective in increasing the targeted behavior
(Bassett, Blanchard, & Koshland, 1977; Kelleher, 1966).

Ten parameters of reinforcement are delineated that increase the probability
of effectively using stimuli to increase behavior. First, the selection of effective
reinforcers is critical. Bellack and Hersen (1977) suggested that the reinforcing
value of a stimulus cannot “be determined on an ipso facto basis” (p. 177).
Observations must be made as a stimulus is presented to assess the reinforcing
value, quality, or preference (Kazdin, 1980) of the individual. Too often, we
assume that specific stimuli act as universal reinforcers.

Second, after demonstration of the stimulus’s reinforcing value, it should be
given only contingently.

Third, the greater the amount of a reinforcer delivered for a response, the
more frequent the response. However, limits on the quantity of the stimulus are
defined by the fourth parameter: The reinforcer should not be so large that
satiation occurs. The effect that magnitude has on reinforcement is limited by
the point at which the individual becomes satiated (Kazdin, 1980).

The fifth parameter has been termed the temporal gradient of reinforcement.
Immediate presentation of the reinforcing stimulus after the desired response is
emitted leads to the greatest effect (Hull, 1952; Terrell & Ware, 1961).

If a response is not exhibited, it cannot be reinforced. The sixth and seventh
points involve various aspects of this statement. If the response is in the indi-
vidual’s repertoire, it may need to be prompted. The prompt may involve the
verbalization of the specific if-then contingency (“If the desired behavior is
performed, then you will receive the reinforcing stimulus”). If the behavior is
not in the individual’s repertoire, it may need to be shaped. This process in-
volves the reinforcement of successive approximations of the target behavior.

To prevent satiation, different reinforcers should be available to the indi-
vidual. This is the eighth parameter. Effective reinforcers can be outlined by
using a reinforcement menu (Homme, 1971), which is simply a list of reinforcers
and dispensing media.

The ninth and tenth parameters involve the scheduling of reinforcers. The
beginning stages of a program should be operating on a continuous reinforce-
ment schedule (e.g., each time the behavior is emitted, it should be reinforced).
However, the tenth parameter suggests that the contingency should be faded
into a specific intermittent schedule because this schedule is the most resistant to
extinction. (Several types of schedules are presented later.)

Many stimuli may serve as effective reinforcers for different individuals.
Several classes or types have been delineated in the behavioral literature. Five
global categories are material reinforcers, social reinforcers, activity reinforcers,
token reinforcers, and covert reinforcers.

Material reinforcers include such things as food, drink, money, and toys.
This type of reinforcer appears to be most effective for young children. Rimm
and Masters (1979) suggested that most reinforcers in the natural environment
are social (e.g., smiles, praises, and physical closeness). Therefore, it is often
suggested that social reinforcers be incorporated into reinforcement programs
from the beginning. If a person is not responsive to typical social reinforcers, a
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suggestion is made to pair material reinforcers (if effective) with social reinfor-
cers and then gradually to fade the material reinforcers.

The third type of reinforcers is preferred activities. Researchers and clini-
cians (Becker, 1971, Homme, 1971) have referred repeatedly to “grandma’s
rule,” or “if-then” contingencies. For example, “If you do your homework first,
then you can watch television.” The fourth type of reinforcer is a token (Kazdin,
1977). A token reinforcer is presented to the individual, contingent on perfor-
mance. The token is redeemable later for other “backup reinforcers,” including
any of the first three defined (i.e., material, social, and activity). Finally, covert
reinforcers are covert stimuli (i.e., thoughts or cognitions) that take the form of
positive self-evaluations that an individual may engage in contingent on his or
her own behavior (Cautela, 1977; Masters, Furman, & Barden, 1977; Masters &
Santrock, 1976).

Extinction

Although, in a technical sense, extinction is not considered a punishment
procedure because a specific stimulus is not applied (Azrin & Holz, 1966; Matson
& DiLorenzo, 1984), it is considered a reductive procedure because a reduction
in the future probability of a response is observed when the procedure is used
correctly. Harris and Ersner-Hershfield (1978) defined extinction as the

withholding of previously given positive reinforcement following the emission of the
target behavior. No discriminative cues, such as environmental changes or verbal
warnings, are given. For example, in using an extinction procedure to treat tantrums,
the therapist simply ignores the tantrum behavior and proceeds as though nothing has
happened. (pp. 1355-1356)

Extinction is probably one of the most widely attempted procedures and
also one of the most widely misunderstood. Clear and serious associated effects
accompany and probably outweigh its use in most circumstances.

DiLorenzo and Ollendick (1986) outlined several treatment considerations
that should be included in attempts to use extinction. First, the ease with which
a response is extinguished is directly related to the frequency of the response-
reinforcement relationship. That is, those responses that are continuously rein-
forced are easier to extinguish than intermittently reinforced responses (Kazdin,
1980). However, most responses in everyday life are intermittently reinforced.
Second, every response must be consequated. If it is not, an intermittent rein-
forcement schedule is produced, and the response is maintained indefinitely.
Third, responses are harder to extinguish if (1) the behavior has been greatly
reinforced; (2) the behavior has been in existence a long time; and (3) the behav-
ior has been exposed to extinction repeatedly. All three of the preceding condi-
tions are typical of resistant high-rate maladaptive behaviors. Fourth, extinction
is a gradual process. It usually takes a long time for extinction to work. Fifth,
extinction bursts should be expected. Extinction bursts are defined as increases
in the maladaptive behavior to above baseline levels after an initial decrease has
been observed.

For the above reasons, extinction is simply not suggested as a treatment of
choice in most instances. It is simply too difficult to ignore extremely prob-
lematic behaviors for long periods of time. It is not being suggested that extinc-
tion is not an effective procedure if the preceding treatment considerations are



observed. However, in most applied settings, it is virtually impossible to gain
the amount of control necessary to make the procedure effective.

Punishment

When a problem behavior is defined as a behavioral excess, then punish-
ment is the treatment of choice. Azrin and Holz (1966) define punishment as

a reduction of the future probability of a specific response as a result of the immediate
delivery of a stimulus for that response. The stimulus is designated as a punishing
stimulus; the entire process is designated as punishment. (p. 381)

Note that the behavioral definition describes a process in which three essential
components are outlined; (1) a behavior is defined; (2) a punishing stimulus is
administered; and (3) a decrease is observed in the behavior. Several specific
types of punishment procedures are detailed next.

Qwercorrection

Azrin and Foxx introduced overcorrection in the early 1970s as a viable
method of reducing maladaptive behavior (Azrin & Foxx, 1971; Foxx & Azrin,
1972, 1973). As originally conceptualized,

the general rationale of the proposed restitution procedure is to educate the offender to
assume individual responsibility for the disruption caused by his misbehavior by re-

quiring him to restore the disturbed situation to a greatly improved state. (Foxx &
Azrin, 1972, p. 16)

Although overcorrection has been defined as an educative procedure or as a
type of reinforcement, Axelrod, Brantner, and Meddock (1978) noted that, be-
cause the purpose of overcorrection is to decrease the frequency, duration,
and/or intensity of the inappropriate behavior that precedes the application of
the overcorrection technique, it is, by definition, punishment.

Overcorrection has been defined as a two-stage process in which the child
must provide some work and expend some effort for some disruption. The first
stage, referred to as restitution overcorrection, requires the child to restore the area
that was disturbed to its original condition. For example, if a child pushed a
glass of water off a table, he or she would be required to clean the mess (restitu-
tion) as well as to clean other adjoining areas (overcorrection). Therefore, the
required work would result in considerably more effort than merely reversing
the original disruptive behavior. The purpose for the extended effort is to make
the task particularly aversive by requiring additional repetitive tasks that result
in an increased expenditure of effort (Matson & DiLorenzo, 1984).

The second stage, defined as positive practice overcorrection, requires the child
to practice appropriate modes of responding in situations where he or she nor-
mally misbehaves (Azrin & Powers, 1975; Foxx & Martin, 1975). For example,
after the child completes the restitution overcorrection, the glass would be set up
again in the disrupted area, and the child would be required to walk past the
glass appropriately (positive practice). This task would be repeated 10-20 times
(overcorrection) (Matson & DiLorenzo, 1984).
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Time-Out from Reinforcement

Time-out from reinforcement, or simply time-out, has been defined in a
number of ways. Some researchers have defined time-out as the removal of all
positive reinforcers for a certain period of time (Kazdin, 1980; Wells & Forehand,
1981). Others have defined time-out as removing an individual from positively
reinforcing events (Bellack & Hersen, 1977). Still others have defined it as a
combination of the preceding (Harris & Ersner-Hershfield, 1978; Plummer, Baer,
& LeBlanc, 1977, Rimm & Masters, 1979).

Harris and Ersner-Hershfield's definition (1978) appears to be rather com-
prehensive and will be used here. Time-out is defined as

removing attention or another reinforcing event upon emission of the target behavior.
This removal is marked clearly by such events as removing the subject from the room,
physical withdrawal of the therapist, or other discrete acts that signal the withdrawal of
reinforcement. Return of access to reinforcement may be contingent upon cessation of
the target behavior. This procedure is often called time-out but is more actively punish-
ing than most definitions of time-out permit. (p. 1356)

Punishing Stimuli

Researchers originally considered punishing stimuli to be quite specific, as
opposed to elaborate procedures (i.e., overcorrection or time-out). Therefore,
any specific stimulus that reduces the future probability that a response will
occur would be considered a punishing stimulus. Contingent electric shock was
the first punishing stimulus that was thoroughly researched with humans.

Other stimuli that have been administered contingent on the emission of
maladaptive behaviors and that have resulted in the reduction of the behavior
include noxious substances. Noxious substances are defined as any substances
that are not physically harmful but that are unpleasant for the child to either
hear, ingest, or smell (Matson & DiLorenzo, 1984). In addition, for a noxious
substance to be considered a punishing stimulus, it must fulfill all the other
properties of punishing stimuli (e.g., consistent application and reduction in the
behavior observed). Some examples are lemon juice, aromatic ammonia, ice,
noise, water squirts, and mouthwash.

Finally, a number of other stimuli have been used to decrease the frequency
of problem behaviors. Some of these punishing stimuli are reprimands or verbal
commands, slaps, and shaking.

Physical Restraint

Traditionally, the term physical restraint has referred to the use of leather or
cloth bracelets to restrict the movement of a client’s limbs (Rosen & DiGiacomo,
1978). Physical restraint had been used primarily with psychotic clients to con-
trol violent behavior (Abroms, 1968; Bursten, 1975; Wells, 1972). However, the
term physical restraint in the behavior modification literature refers to a very
different procedure. Matson and DiLorenzo (1984) referred to physical restraint
as a special case of time-out in which a client is removed from an environment
that is highly reinforcing. These authors defined physical restraint as the phys-
ical restriction of the movement of a person’s limbs (e.g., holding the limb
behind the person’s back) for a specified brief period of time. The procedure is
initiated contingent on the emission of a specific behavior that is functionally



related to the limbs involved in the procedure. Finally, the expressed purpose of
the procedure is to decrease the future probability of the occurrence of the
targeted behavior. This procedure is a relatively new advancement in the behav-
ioral literature, and therefore, little research has been conducted on the use of
physical restraint.

Response Cost

Response cost is a punishment procedure based primarily on assessing fines
or withdrawing positive reinforcers. Typically, response cost is one part of token
economy systems. In the reinforcement component of a token economy, indi-
viduals earn tokens or some other form of tangible product for exhibiting appro-
priate behavior. At some later time, they are given the opportunity to trade the
tokens for reinforcers. If the individual exhibits inappropriate or maladaptive
behavior, tokens will be removed or fines assessed.

Reinforcement and Punishment

One of the justifiable criticisms of punishment is that it teaches the child
what behaviors not to exhibit but does not teach what behaviors to exhibit.
Therefore, alternative adaptive responses should be prompted and reinforced.
This point cannot be overstated. No punishment program should ever be initiated
without a reinforcement program overtly expressed and initiated either before or in addi-
tion to the punishment program. There is no reason to expect that an adaptive
behavior that is not being emitted at the present time will increase unless rein-
forcement for the desired response occurs. This statement is a simple principle
of learning, and yet, it is often ignored.

Several specific types of reinforcement schedules have been used in punish-
ment programs. These schedules have been referred to as differentiation schedules
or differential reinforcement of positive and/or neutral behaviors.

“In differentiation schedules reinforcers are presented when a response or a
group of responses displays a specified property”” (Zeiler, 1977, p. 203). At least
four differentiation schedules have been defined in the behavioral literature.
Differential reinforcement of other behavior (DRO) is defined as the delivery of
reinforcement when the targeted behavior has not been emitted for a specified
interval. Differential reinforcement of low rates of responding (DRL) is defined
as the delivery of reinforcement when the rate of the targeted behavior is less
than or equal to some specified criterion. Differential reinforcement of incom-
patible responding (DRI) is defined as the delivery of reinforcement for re-
sponses that are topographically incompatible with the targeted behavior. Dif-
ferential reinforcement of alternative behavior (DRA) is defined as the delivery
of reinforcement for adaptive behaviors that are not necessarily topographically
incompatible with the targeted behavior (Repp & Brulle, 1981).

CrassicAL CONDITIONING

The second form of learning that is discussed in this chapter is classical
conditioning (also called Pavlovian conditioning or respondent conditioning). This
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form of conditioning has not been used as extensively in the behavioral literature
as operant conditioning.

This form of conditioning is concerned with stimuli that automatically elicit
reflexive responses (Kazdin, 1984). These stimuli are called unconditioned stimuli,
and the responses are called unconditioned responses. In classical conditioning, a
neutral stimulus is conditioned to elicit the same type of response that the
unconditioned stimulus elicits by being paired repeatedly with the uncondi-
tioned stimulus. When this occurs, the neutral stimulus is called the conditioned
stimulus, and the response that it elicits is called the conditioned response. In
classical conditioning, the conditioned stimulus controls the response, whereas
in operant conditioning, the consequence usually controls the emission of the
response (Kazdin, 1984).

However, Kazdin (1984) noted that the distinction between classical condi-
tioning and operant conditioning is blurred in at least two important respects.
First, the distinction between the types of responses that are considered in each
approach is difficult to make. At one time, it was thought that the responses that
were changed by operant conditioning were exclusively voluntary, and that the
responses that were changed by classical conditioning were involuntary. How-
ever, some involuntary responses (e.g., heart rate and blood pressure) have
been manipulated or changed by operant consequences. Second, operant behav-
ior can also be controlled by antecedent stimuli (i.e., stimulus control pro-
cedures). It is noted that, in operant conditioning, the stimulus does not elicit
the response as in classical conditioning, but the stimulus does occasion the
response or increase the probability that the response will be performed
(Kazdin, 1984). Kazdin (1984) summarized as follows:

Even though these and other reasons point to the difficulties in distinguishing
[classical] and operant conditioning, it is important to keep the major difference in
mind. In [classical] conditioning, the primary result is a change in the power of a
stimulus to elicit a reflex response. In operant conditioning, the primary result is a
change in the frequency of the response emitted or a change in some other aspect of the
response such as intensity, speed, or magnitude. (p. 17)

Therefore, from this account, the clinician should be interested in elicited
responses when using classical conditioning. Responses produced from fears
and phobias seem to fit into this category, and therefore, desensitization pro-
cedures are implicated as the most well-known behavioral technique that oper-
ates (or may operate) within the classical conditioning paradigm.

Desensitization Procedures

Two types of desensitization procedures are explained briefly here: system-
atic and in vivo. Wolpe (1958) developed the desensitization procedure known as
systematic desensitization. In this procedure, the client is first trained to relax.
When proficiency has been gained in this technique, the client is asked to use
this procedure during the desensitization therapy. As originally conceptualized,
the client would be asked to relax and then imagine anxiety-provoking stimuli or
situations. Often, a hierarchy is used, in which the client starts with imagining
low-anxiety situations and moves up through the hierarchy to high-anxiety
situations. The client is instructed to use relaxation to counter the anxiety.

More recently, in vivo desensitization has been developed, in which the



actual environment is manipulated to reduce fear and anxiety (Rickard & Elkins,
1983). This technique has been used to treat school phobias and fears of dogs,
buses, water, and darkness.

As mentioned earlier, techniques derived from the classical conditioning
paradigm do not appear often in the behavioral literature. Although a number of
successes have been documented with the desensitization procedures, the basic
premises have been questioned. The procedures used currently for fears and
phobias would appear to be more exposure-based than grounded in the original
conceptualization of how desensitization works.

MAINTENANCE AND GENERALIZATION

In this chapter, operant and classical conditioning behavior-change meth-
ods have been delineated. However, of equal importance is the maintainance of
treatment gains. Stokes and Baer (1977) noted:

Traditionally, many theorists have considered generalization to be a passive phe-
nomenon. Generalization was not seen as an operant response that could be pro-
grammed, but as a description of a “natural” outcome of any behavior-change pro-
cess. . . . Even though the literature shows many instances of generalization, it is still
frequently observed that when a change in behavior has been accomplished through
experimental contingencies, then that change is manifest where and when those con-
tingencies operate, and is often seen in only transitory forms in other places and at
other times. The frequent need for generalization of therapeutic behavior change is
widely accepted, but it is not always realized that generalization does not automatically
occur simply because a behavior change is accomplished. Thus, the need actively to
program generalization, rather than passively to expect it as an outcome of certain
training procedures, is a point requiring both emphasis and effective techniques. (pp.
349-350)

Kazdin (1984) referred to two types of generalization: (1) response mainte-
nance, defined as the degree to which behaviors are maintained after the pro-
gram has been terminated, and (2) transfer of training, defined as the degree to
which behaviors transfer to situations and settings other than the training situa-
tion. He suggested at least eight pragmatic techniques for helping to ensure
maintenance and transfer.

The first procedure is to bring the changed behavior under the control of
natural contingencies. During training, the target behavior should be reinforced
or punished with naturally occurring consequences (e.g., praise or reprimands).
Also, behaviors should be chosen that are naturally consequated.

Second, naturally occurring reinforcers should be used. This procedure
consists of developing a program that takes advantage of events and resources
in the natural environment.

Third, the programmed contingencies should be removed or faded gradu-
ally. An abrupt withdrawal will produce the baseline condition too quickly and
can be discriminated easily by the child.

Fourth, stimulus control should be expanded. The term stimulus control
refers to the control obtained by associating certain stimuli with programmed
contingencies or conditions. If a narrow range of cues is programmed, the de-
sired behavior will occur only when the circumscribed cues are presented. With
a broader range of cues, the behavior will occur in a greater number of situ-
ations.
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The fifth technique that aids in generalization involves schedules of rein-
forcement. After the targeted behavior is well established, it should be reinforced
intermittently, as behavior controlled under this schedule is most resistant to
extinction.

The sixth procedure involves delaying reinforcement. Because most reinfor-
cers in the natural environment are delayed (e.g., an allowance at the end of the
week), it is important to fade from immediate reinforcement. One caution is to
be sure that the behavior is well established before instituting a delay.

The seventh technique is to use peers or other behavior-change agents in
the program, as they may have contact with the child across a variety of
situations.

The final technique is the designing of self-control procedures. Kazdin
(1984) noted that performance may not be restricted to a narrow set of stimulus
conditions (i.e., involving external behavior-change agents) if children can be
trained to control their own behavior.

Response maintenance and programming generalization should be critical
aspects of every behavioral program. Some of the practical considerations and
procedures presented exemplify methods that should ensure this process.
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5 Cognitive and Social Learning
Theories

SHARON L. FOsTER, PHILIP C. KENDALL, AND
DaviD C. GUEVREMONT

Theoretical and therapeutic approaches falling under the general heading of
“cognitive” and “’social learning”” have gained wide popularity since 1960. No
single “cognitive” or “social learning theory” is uniformly accepted, although
numerous approaches fit these general descriptive terms. These theories share
an emphasis on the complex interaction among cognitive events and processes,
affect, overt behavior, and environmental contexts and events as underlying
various facets of dysfunctional behavior. Similarly, these different theories agree
that learning has a pivotal role in the acquisition and maintenance of deviant and
adaptive behavior, and like operant theories (but to a lesser degree), they recog-
nize the importance of environmental consequences—particularly those pro-
vided by the social environment—in these processes. Unlike operant theories,
however, cognitive social learning (CSL) theories postulate that most learning is
a function of how the individual cognitively processes stimulus and conse-
quence information. Possibly because these mediating processes are assumed to
explain deviant behavior more adequately than the principles of operant and
classical conditioning alone, much of CSL research and writing has been de-
voted to defining, examining, and defending their nature. It is in this arena that
different CSL theories diverge most widely (cf. Meichenbaum & Cameron,
1982).

Cognitive-behavioral treatment approaches, like social learning theories,
are not defined by a single technique or set of strategies. Nonetheless, most
interventions have a common conceptual framework of the change process un-
derlying effective therapeutic procedures (Meichenbaum, 1985). In accord with
cognitive and social learning models, change may be induced through various
methods, including direct, vicarious, or symbolically represented experience.
Regardless of the procedures producing change, though, the mechanisms as-
sumed to be responsible for the change lie in the cognitive events or processes
producing behavior. Possibly as a result, many cognitive-behavioral interven-
tions with children recognize the importance of the learning process and of the
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influence of contingencies and models in the environment, while underscoring
the centrality of mediating and information-processing factors in both the devel-
opment and the remediation of childhood disorders (Kendall, 1985a).

This chapter first overviews major cognitive and social learning theoretical
stances toward psychopathology in general and deviant child behavior in partic-
ular. We then highlight major tenets of these approaches that should be in-
cluded in a unified theoretical system for explaining the etiology and mainte-
nance of childhood disturbance. Finally, we summarize and critique important
treatment modalities that have emerged within this tradition, describing their
typical procedures and use.

SociaL LEARNING AND COGNITIVE THEORIES

Most social learning and cognitive theories of psychopathology were devel-
oped without an explicit focus on children. Rather, they initially either ad-
dressed adult disorders or assumed that the same principles applied equally to
children, with little discussion of the role of development in the processes un-
derlying adaptive and disordered behavior. Here we review several influential
theoretical frameworks proposed to account for deviant behavior, recognizing
that many have been uncritically extrapolated to children.

Bandura’s Formulations of Social Learning Theory

Although developmental psychologists speculated on and investigated the
role of learning processes in the family in the 1950s, using social learning models
(e.g., Sears, Maccoby, & Levin, 1957), the seminal work describing a coherent,
extensive theory with an explicit focus on modifying deviant behavior is gener-
ally held to be Albert Bandura’s Principles of Behavior Modification (1969). Bandura
conceptualized psychopathology in terms of behavioral excesses and deficits,
defined and labeled by the social environment. Behavior resulted from learning
processes that operated, not unidirectionally from an active environment’s shap-
ing passive organisms, but in reciprocal, mutually influenced interactions be-
tween the individual and the environment. Bandura (1969) described the critical
components of these interactions: “Human functioning . . . involves interre-
lated control systems in which behavior is determined by external stimulus
events, by internal information-processing systems and regulatory codes, and
by reinforcing response-feedback processes” (p. 19).

In later publications (e.g., 1973, 1977a,b, 1986), Bandura further developed
his version of social learning theory, explicating in particular the nature and
workings of cognitive processes, but still emphasizing the notion of reciprocal
determinism, in which behavior, environment, and cognitive processes operate
together, each element influencing and influenced by the others (Bandura,
1986). The relative influence of each of these factors at any given point depends
on both the situation and the behavior in question (Bandura, 1977b). The inter-
dependence of internal and external events can be illustrated in a socially anx-
ious adolescent who believes adamantly that his peers dislike him. His negative
cognitions (e.g., “No one will talk to me”’) lead him to behave in a cold, aloof
manner when he encounters his peers. Consequently, few peers interact with



him, strengthening his conviction that he is disliked and maintaining the chain
of biased thinking (distorted information processing), social aloofness, and re-
jection. Here, cognitions, behavior, and the environmental outcomes of these
events are interlocked in a self-perpetuating cycle of defeat (Kendall, 1985b).

From the notion of reciprocal interactive processes came Bandura’s dual
emphasis on the roles of both the environment and internal processes in the
development and maintenance of devant behavior. Like Mischel (1968), Bandura
(1969) rejected trait theories in favor of more situational accounts of behavior.
His early descriptions of the role of the environment in learning relied heavily on
the importance of Contiguous associations between events, stimulus control,
and the kind of response—environment relations described in classical and oper-
ant conditioning.

Bandura’s social learning theory differs from operant approaches in his
stance toward cognitive, internal events. Although not disputing the powerful
effects that external contingencies exert on behavior, Bandura has maintained
that these effects are mediated by cognitive events and processes that are critical
links in causal chains producing behavior. He has defined covert events broadly
to include verbal mediators, imaginal mediators (images), and arousal mediators
(reactions with physiological components). These can serve as stimuli and con-
sequences for other covert and overt responses. Cognitive events are critical
components of the mediational processes that comprise what Bandura (1986)
postulated are basic capabilities of humans: representing events and ideas sym-
bolically, thinking about the future, learning vicariously (without direct personal
experience of consequences), using internal standards and self-generated ac-
tivities to regulate one’s actions, and consciously reflecting on the self. These
capabilities, together with the concepts of attention to relevant stimuli, memory
of experience, conversion of symbolic representation into specific actions, and
motivational states, are used to explain the acquisition and performance of
learned behavior (Bandura, 1986).

Cognitive events and processes are integral to Bandura’s formulations of
learning, which he assumed to be mediated through symbolic activity. Learning
processes involve the association of environmental events with other events and
with outcomes through direct and vicarious experience, with modeling empha-
sized as a particularly potent form of vicarious learning. Once an individual is
capable of performing a particular response, its performance at a particular point
in time depends on the stimulus cues present in the environment and the
expected outcome of the behavior.

According to Bandura, the outcomes of behavior influence future actions
through their informational and motivational properties rather than via a direct
strengthening of responses. By directly or vicariously experiencing particular
outcomes, the individual acquires information (which may or may not be subject
to awareness) about the response—consequence relations operating in particular
situations. Over time, the individual translates this accumulating information
into expectations, which, together with the value the individual attaches to the
outcomes associated with the action, influence the likelihood that the response
will be reproduced in similar and related situations in the future. Thus, expected
consequences are assumed to influence an individual’s behavior more than actu-
al consequences, until new experiences change the person’s expectations (Ban-
dura, 1986). Consequences are cognitively represented and are translated into
incentives, which are symbolically depicted as potential future outcomes.
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Self-regulatory processes are also postulated to be crucial to learning. These
processes include setting standards for one’s own behavior, evaluating one’s
performance relative to these standards, and providing self-administered conse-
quences, such as self-praise or self-criticism. Self-administered consequences
function as do external consequences by providing information about the out-
comes of behavior.

Bandura (1977a) also explained the influence of planned therapeutic inter-
vention on behavior via cognitive processes, speculating that a variety of mecha-
nisms, including performance accomplishments, vicarious experience, persua-
sion, and emotional arousal, induce individuals’ expectations that they can
perform in ways that will produce positive outcomes. These efficacy expecta-
tions, together with relevant behavioral skills and appropriate incentives, deter-
mine whether a client will engage in new behavior patterns.

Numerous mechanisms by which deviant behavior can be produced and
maintained can be derived from social learning theory (Bandura, 1969, 1977b).
Dysfunctional learning can result from adventitious association among stimuli,
behavior, and outcome, which the individual mistakenly construes as a causal
relationship, as when a child who has a bad dream at night comes to fear the
dark as the source of the dream. Faulty information-processing can also result in
defective association of responses with outcomes, inappropriate or inadequate
linking of responses with relevant social cues, or inappropriate generalization
from aversive to nonthreatening circumstances (e.g., withdrawing from all en-
counters with peers after being rudely teased by the local bully). Dysfunctional
self-evaluation systems, too, can produce overly high standards of performance,
leading to insufficient self-commendation and excessive self-criticism, with cor-
respondingly low self-esteem.

Mahoney (1974) described several processes that specify potential cognitive
and behavioral determinants of deviant behavior in greater detail and that are
compatible with Bandura’s theoretical framework. One set of mechanisms in-
volves attentional processes; misguided cognition in this area includes ignoring
relevant environmental stimuli, perceiving but inaccurately labeling these stim-
uli, and focusing on or generating irrelevant stimuli that interfere with perfor-
mance. In processing stimuli, individuals can make errors in classifying informa-
tion (as when events are classified dichotomously into “good” and “bad,” with
no middle ground), errors in comparisons (as when performance is always
evaluated as falling short of goals), and errors in inference (as when negative
consequences are incorrectly predicted). An inadequate storage of information
about relations among environmental events can also lead to behavior that fails
to capitalize on positive environmental outcomes in appropriate situations. Fi-
nally, an inadequate repertoire of responses appropriate to particular situations
will lead to inappropriate behavior, even if the cognitive processes function
adaptively.

Certain environmental factors could also enhance the likelihood of deviant
behavior. Although less often emphasized by social learning theorists than are
cognitive processes, these may be particularly important for children who are
presumably in the process of forming important connections between their be-
havior and its outcomes. Erratic or insufficient positive familial and peer conse-
quences for adaptive behavior, coupled with highly valued consequences regu-
larly paired with deviant behavior, would be likely to produce and sustain



negative behavior. Environments where prosocial behavior is rarely seen or
rewarded and where deviant behavior is modeled and reinforced would also
encourage the development of maladaptive behavior.

Although Bandura’s theory does not explicitly focus on children, he re-
cently speculated on cognitive development (Bandura, 1986). Acquiring in-
creased knowledge and cognitive skills in childhood, like other kinds of re-
sponse acquisition, results from experience (both direct and vicarious), as well as
from guided teaching, and depends heavily on the child’s social environment.
As in other forms of behavior, the cross-situational use of acquired skills is not
assumed, nor is development assumed to take a uniform course for all indi-
viduals across all situations.

Because social learning theory is a general framework for explaining the
development of all behavior, not just deviant responding, it includes relatively
little explicit consideration of the mechanisms underlying specific patterns of
maladjustment (with the exception of aggression; see Bandura, 1973). Similarly,
with the exception of modeling, Bandura has not developed specific therapeutic
procedures based on this theoretical framework. Instead, social learning theory
appears to have been formulated as a comprehensive system to explain various
data on behavior and treatment outcome within a coherent theoretical frame-
work.

Cognitive Models of Adult Psychopathology

Several models of adult psychopathology offer cognitive theories with ex-
plicit statements about the relation of dysfunctional thinking to deviant behavior
and to intervention efforts. Among the most prominent of these are those of-
fered by Albert Ellis, Aaron T. Beck, and their colleagues, which have had major
influences on cognitive-behavioral theory and practice.

A fundamental premise underlying both Ellis’s and Beck’s cognitive-behav-
ioral theories as applied to adults is that much maladaptive behavior and nega-
tive emotion arises from distorted, cognitively mediated representations of ex-
ternal events. Distorted processing and worldviews are causally linked to
problems of depression, anger, anxiety, and other disturbances of thought and
behavior (e.g., Beck, 1976; Beck, Rush, Shaw, & Emery, 1979; Ellis & Grieger,
1977). Faulty cognitive styles are generally assumed to have been acquired
through experience, both direct and vicarious. Cognitions play a critical role in
mediating responses to external events and are themselves influenced by exter-
nal events and behavior in a continuous reciprocal interplay.

At the core of Ellis’s rational-emotive therapy (RET; Ellis, 1970; Ellis &
Bernard, 1983) lies the assumption that certain kinds of irrational beliefs, and not
environmental events, directly produce emotional upsets. One prominent form
that these beliefs take is characterized as self-statements (self-talk). Self-state-
ments that result in negative emotional reactions have several distinctive charac-
teristics. First, they may not follow logically from the precipitating external
event. Second, they are irrational and are often based on unverifiable faulty
assumptions. Finally, problem self-statements frequently involve an exceedingly
strong moralistic and inflexible sense of duty (e.g., “I must” and “I have to”).
Although irrational beliefs can take numerous forms, Ellis and Bernard (1983;
Bernard, 1984) speculated that, in children, these irrational self-statements re-
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volve around three general themes: an overemphasis on approval and perfect
performance, the distorted importance of getting what one wants, and a per-
ceived inability to tolerate negative experience.

Beck and his colleagues have identified three interrelated types of cognition
that contribute to the development and maintenance of emotional disorders:
cognitive events, cognitive processes, and cognitive schemas. Cognitive events,
defined by the content of thoughts and images, are automatic, are rapidly shift-
ing, and, in disturbed individuals, are idiosyncratic and are often adamantly
believed despite available contradictory evidence. These thoughts describe the
personal meanings that individuals attach to events, and they take the forms of
self-instructions and self-monitoring, anticipation, and rules for guiding one’s
behavior (Beck, 1976). Different types of self-defeating thoughts are associated
with different emotional reactions. For example, negative self-evaluations, mis-
conceptions of others’ perceptions or evaluations, and pessimistic hopes and
ideas about the future characterize the cognitive events common to depressed
individuals (Beck et al., 1979; Hollon & Kendall, 1980; Hollon, Kendall, & Lumry,
1986), whereas anxious people are prone to repetitive thoughts about danger
(Beck, Emergy, & Greenberg, 1985) and automatic questioning (Kendall & In-
gram, 1987).

Faulty cognitive processes, or the mechanisms by which individuals make
sense of and interpret external events, can also predispose an individual to
emotional problems. Beck et al. (1979) specified six biased ways in which de-
pressed individuals are likely to process information: (1) dichotomous reasoning
(thinking in extremes or in all-or-none ways); (2) overgeneralization (drawing
unjustified conclusions based on a single incident or limited evidence); (3) mag-
nification and minimization (grossly over- or underestimating the significance of
an event); (4) arbitrary inference (drawing conclusions based on inadequate or
even contradictory evidence); (5) selective abstraction (drawing conclusions
based on details taken out of context); and (6) personalization (drawing conclu-
sions about the self from irrelevant external events).

The cognitive events and cognitive processes elicited by particular situations
are knit together by an individual’s cognitive structures or schemas, which are
relatively stable, learned cognitive patterns. These provide the basic filters
through which individuals selectively focus on, differentiate, and organize cer-
tain aspects of the environment while ignoring others. Established via experi-
ence, schemas are hypothesized to be situationally linked and vary in terms of
their generality and in the likelihood that they will be activated in particular
situations (Beck et al., 1985). When overly active, idiosyncratic, and negatively
biased, these can dominate more rational schemas, filtering new information in
ways that maintain the fundamental distortions by which they operate. As a net
result, the individual both experiences emotional disturbance and is relatively
immune to the kinds of environmental input that could, if attended to, challenge
the inferences, beliefs, and processes that create and sustain the schemas (see
also Ingram, 1986).

The emphases on cognition and learning evident in both Ellis’s and Beck’s
models of psychopathology are also evident in the therapies derived from both
theoretical frameworks. Although there are many variants on both approaches,
most endorse the role of learning as a foundation for interventions and are
typically considered cognitive-behavioral (Kendall, 1984b, 1985a). By structuring



a series of vicarious, instructional, competency and performance-based, and
direct experiences, therapists teach clients to challenge their current thinking
patterns and to create and use alternative forms of thinking and behavior, thus
interrupting the chain of events (external, cognitive, and behavioral) controlling
maladaptive behavior. Therapy generally involves teaching clients to (1) observe
their self-denigrating or distorted thoughts; (2) relate these to emotional distress
and dysfunctional performance; (3) gather data and/or challenge the premises
underlying distorted thinking; and (4) alter or restructure maladaptive thoughts
and thought processes by replacing them with incompatible, adaptive cogni-
tions and behaviors (e.g., Beck et al., 1979; Kendall & Hollon, 1979; Meichen-
baum, 1985). Clients participate as active collaborators in the change process by
collecting information from their everyday lives to help them recognize their
own problem thought processes and how these relate to the presenting com-
plaints and by implementing interventions to challenge and change maladaptive
thoughts and behavior.

In the same way that confirmatory outcomes may reinforce distorted cogni-
tive patterns, disconfirmatory outcomes may contribute to changes in cognitive
appraisals of external events. Thus, it is not surprising that cognitive-behavior
therapists sometimes attempt to alter overt behavior directly in addition to
targeting faulty thought processes, recognizing their ongoing mutual influence.
Techniques such as behavior rehearsal, homework assignments, and self-
monitoring are used extensively to promote cognitive and behavior change (see
also Jacobson, 1987; Kendall, 1984b; Kendall & Bemis, 1984).

Cognitive-Behavioral Models of Child Psychopathology

The theoretical and treatment approaches of Ellis and Beck evolved in
efforts to understand and alter various forms of adult psychopathology, both
views stressing the pivotal role of cognition as a determinant of behavior and
emotion and as a critical element in therapeutic change processes. Cognitive-
behavioral models of childhood maladjustment and therapy overlap consider-
ably with adult models in both theory and technique. Both adult and child
cognitive-behavioral approaches emphasize the relationship between thinking
processes and dysfunctional behavior, endorse the notion of reciprocal deter-
minism, and acknowledge the role of the environment and learning processes in
the etiology and maintenance of behavior.

Despite these similarities, cognitive-behavioral applications with children
are not merely a downward simplification of the approaches used in concep-
tualizing adult behavior (Kendall, 1981b). One reason lies in the difference be-
tween why children and why adults seek mental health professionals for help.
Whereas adult problems, such as anxiety and depression, are often coupled with
subjective distress, child problems, such as inattentiveness, aggression, and
impulsivity, are frequently targeted not because they are personally distressing,
but because they are disturbing to others, such as parents and teachers. As a
consequence, cognitive theories and therapies with adults are most often ap-
plied to problems with major affective components (“internalizing problems”),
whereas cognitive-behavioral approaches with children have more often ad-
dressed “‘externalizing” behavior problems. In adult-oriented theories, affective
distress is believed to be a major outcome of distorted (dysfunctional) thought;
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in childhood, unwanted behavioral reactions are thought to result from an ab-
sence of or a deficiency in various cognitive processes.

Although several types of adult psychopathology (e.g., depression and
anxiety) are thought to derive from distorted or erroneous cognitions, theories of
childhood disturbances such as impulsivity, attention deficits, and/or acting out
often emphasize cognitive deficiencies, or the absence of certain forms of cognitive
activities that are assumed to be prerequisites for effective and adaptive behavior
(e.g., Kendall, 1985b; Kendall & Braswell, 1985). One of the primary deficiencies
postulated as underlying child behavior problems is the absence of self-guiding
private speech. Private speech is assumed to serve an important self-regulatory
function by guiding behavior via covert self-instruction (e.g., Meichenbaum,
1977). Other theorists speculate that deficiencies in interpersonal problem-solv-
ing skills, including problem recognition, means—end thinking, the generation of
alternative solutions, and the analysis of cause—effect relations may be central to
acting-out problems in childhood (e.g., Spivak, Platt, & Shure, 1976). Spivak et al.
(1976) also suggested that deficiencies in role-taking skills, or the ability to see
events from the perspective of others, may be related to childhood deviance, a
speculation echoed by some developmental psychologists (e.g., Chandler, 1973;
Selman, Lavin, & Brion-Meisels, 1982).

Although cognitive deficiency (i.e., not actively processing) is thought to be
a primary component of certain types of child deviance, Ellis and Beck-type
distortions are associated with other disturbed child behaviors. Dodge (1980;
Dodge & Frame, 1982; Dodge, Murphy, & Buschbaum, 1984) and Asher and his
colleagues (Renshaw & Asher, 1982; Taylor & Asher, 1984) have each postulated
and provided data to support the hypothesis that distorted processing underlies
socially incompetent performance. Dodge endorsed the hypothesis that ag-
gressive children misattribute neutral circumstances as reflecting peer hostility,
a misattribution leading them to retaliate inappropriately. Asher postulated that
socially incompetent children hold inappropriate goals for interpersonal tasks
and thus fail to work cooperatively, a process producing behavior that alienates
others and leads to peer rejection.

Different emphases on cognitive distortions versus deficiencies also pro-
duce distinct cognitive-behavioral treatment approaches. As will be described in
more detail in a later part of the chapter, cognitive-behavioral interventions with
children that derive from deficit models, while stressing learning and the active-
directive methods that characterize adult-oriented approaches, generally pro-
ceed by teaching various cognitive self-control activities. When new cognitions
are taught, they often take the form of self-instructional or coping self-state-
ments, sometimes sequenced into a series of steps that accumulate to teach the
child a complete decision-making process to guide behavior, such as problem
solving. As in the adult cognitive-behavioral approaches, a variety of strategies,
including modeling, instruction, behavior rehearsal, and homework, are used to
produce cognitive and behavioral change.

The cognitive approaches used with adults and children also differ in the
need to consider developmental factors. Although only a few of the early de-
scriptions of cognitive-behavioral treatment devoted explicit attention to the
child’s developing cognitive and behavioral repertoires, more recent writings
have begun to describe how this development might be considered in the plan-
ning of assessment and intervention strategies (e.g., Cole & Kazdin, 1980;



Copeland, 1983; Kendall, 1977, 1984c). Among the factors highlighted by various
writers are (1) differences in the sorts of situations that children encounter and
must master as they grow up (e.g., Mize & Ladd, in press); (2) qualitative
changes in the ways children selectively attend to and remember environmental
stimuli (Cohen & Schleser, 1984; Mize & Ladd, in press); (3) increases in the
ability to manipulate symbolic information and to reason (Bernard, 1984; Bier-
man, 1983; Ellis & Bernard, 1983); (4) the increased ability to process different
concepts simultaneously and to use strategic planning and problem-solving
(Bierman, 1983; Cohen & Schleser, 1984); (5) the effects that different forms of
rewards and punishments may have at different ages (Robinson, 1985); and (6)
differences in the cognitive conceptual abilities needed to generalize acquired
skills. The fact that children differ in each of these areas as they age implies that
the intervention materials, procedures, and skills selected as intervention targets
should be chosen with careful consideration of both the children’s current cog-
nitive skills and the types of environmental situations with which they must
cope at their particular stage of development.

Recent Developments in Social Learning and Cognitive Theories

We have overviewed the major social learning and cognitive theoretical
frameworks explicitly aimed at explaining psychopathology and behavior
change, integrating recent developments into our description of these frame-
works. Several additional models have joined the ranks of those summarized
above. Although most of these are not new to psychology, their extension to
child behavior problems is relatively recent.

Self-Efficacy Expectations

Recent developments in cognitive social learning theory have focused
largely on the cognitive side of the label. For example, Bandura’s description of
self-efficacy theory (1977a) is firmly placed within an expectational analysis of
human behavior. The degree to which individuals develop the expectancy that
they will be able to perform desired behaviors is an important facet of this
extension of cognitive social learning theory, and it can be divided into two
components: self-efficacy expectations and response outcome expectations. Re-
sponse outcome expectancies have to do with the likelihood that a behavior
(performed by anyone) will have a given effect. The more important expectational
factor is the self-efficacy expectation, that is, the person’s own sense that he or
she can master a particular situation or perform a particular action. According to
self-efficacy theory, individuals’ changes in self-efficacy expectations (i.e.,
changes in their beliefs that they can perform desired actions) are crucial deter-
minants of whether behavior change will occur.

A central feature of the notion of self-efficacy is its claim to providing a
unified theory of behavior change. That is, self-efficacy theory is said to be a
conceptual framework for understanding the effectiveness of different treat-
ments. Independent of the method of treatment used, increased self-efficacy
expectations are required for behavioral improvement at the end point. Data
presented by Bandura and colleagues (Bandura, Reese, & Adams, 1982) support
self-efficacy theory by demonstrating associations between improvements in
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formerly snake-phobic subjects and enhanced perceptions of self-efficacy. Other
studies also document the predicted relationship between self-efficacy increases
and desired behavioral gains (see Kendall, 1984c). In the words of a colleague,
for therapy to be effective, ““You gotta believe.”

Social Information-Processing

Dodge (1983, 1986) offered a model that incorporates many of the elements
described earlier into a sequential process that he believes describes the cog-
nitive substrate of social behavior in childhood. Influenced by literature address-
ing social cognitive development (e.g., Flavell, 1974) as well as adult models of
social competence and problem solving (D’Zurilla & Goldfried, 1971; McFall,
1982), Dodge (1983) described several processes that he believes proceed in a
lockstep fashion to determine the child’s social behavior. The task or social
situation provides a variety of complex but coherent cues to the child, eliciting
filters for processing that information. These filters, which Dodge called ‘“un-
conscious influences,” are similar conceptually to Beck et al.’s schemas (1979,
1985) and to cognitive structures (Ingram & Kendall, 1986) and are assumed to
be learned and to determine how a sequence of specific cognitive processes will
be used to process situational information. This sequence consists of encoding
environmental cues, representing and interpreting those cues, searching for
potential behavioral responses, evaluating and selecting from these alternatives,
and enacting the behavior that has been selected.

Dodge (1986) described several ways in which problems at stages in this
process can produce deviant behavior, including (1) the inefficient or inaccurate
encoding of stimulus information; (2) the inaccurate or biased interpretation of
this information; (3) an inadequate or biased response search, possibly as a
function of errors in the previous processing steps; (4) misinterpretations or
misjudgments of the possible consequences of responses, resulting in poor se-
lection of the behavior to perform; and (5) an inability to monitor and alter one’s
own behavior as a function of its immediate results.

Dodge proposed his model as an explication of the sequential processes
involved in socially inadequate performance, particularly aggression, rather
than as a comprehensive model of psychopathology and behavior change.
Nonetheless, this model is compatible with the more comprehensive theories
described earlier. Its description of the specific steps hypothesized as occurring
in an invariant sequence is appealing because the framework can be evaluated
empirically (i.e., is subject to disconfirmatory data). Furthermore, although not
developed into a specific behavior change package, Dodge’s model specifies
different cognitive skills that could form the basis for assessment and interven-
tion efforts.

Social-Cognitive Developmental Approaches

Developmental psychologists concerned with the interface between social
cognition and social behavior have amassed an impressive amount of data about
the ways in which children’s knowledge and thoughts related to social interac-
tion change as they grow older. Most of this research has attempted to examine
the relationship in normal children between the emergence of various types of



cognition and social behavior, in a search for answers to questions about
whether specific types of social cognition are related to specific classes of social
behavior in causal or correlational ways (cf. Serafica, 1982). Thus, there appears
to be no unified “social-cognitive developmental theory”; rather, there is a
collection of theoretical and empirical literature revolving around questions of
the relationship between the development of social thought and action. The
development of child psychopathology is not a central concern of these re-
searchers, although some research in this area deals with disturbed children
(e.g., Selman et al., 1982).

The literature on social-cognitive development contributes to CSL theories
of child deviance in two major ways. First, its focus of investigation involves
domains very different from those typically explored by more clinically oriented
researchers, often targeting children’s knowledge and understanding of social
phenomena such as affect and trait labels (e.g., Harter, 1982), friendship (e.g.,
Bigelow, 1977), and social norms and rules (e.g., Shantz, 1982). Second, the data
generated from such studies provide normative indications of the kinds of skills
and knowledge that children commonly display at different ages. These provide
an important descriptive data base for normative comparisons and ultimately for
an understanding of the role of cognitive development in the etiology of child
behavior problems. Moreover, such data are necessary for intervention agents to
evaluate properly how their change efforts should be modified for children of
different skill levels.

Unifying and Critiquing Cognitive Social Learning Theories

One apparent consistency across various cognitive social learning perspec-
tives is the dual focus on the learning processes and on the internal information-
processing factors that influence this learning. Many of the essential ingredients
of a more operant learning model are retained, but within a less doctrinaire
context, allowing the needed focus on and inquiry into individuals’ internal and
contextual representations.

The analysis of “cognition” has played an important role in the recent
advances in theory; yet, there are inconsistencies in the terminology used to
describe the various features of cognition. One general system for conceptualiz-
ing cognition involves cognitive content (propositions), cognitive processes,
cognitive products, and cognitive structures (e.g., Ingram & Kendall, 1986).
Cognitive content is defined by the actual sentences (self-talk) and information
represented in the organism’s mental activity. Cognitive processes are the vari-
ous procedures operating on the content, including such general processes as
attentional focusing, remembering, active problem-solving, and processing
biases (e.g., confirmatory bias). Cognitive processing may be distorted, as in
illogical and irrational thinking, and/or deficient, as in instances in which behav-
ior emerges without the benefit of prospective processing. Cognitive products
are the cognitions that result from the interaction of information and processes.!

1Because the interaction of cognitive process, cognitive content, and cognitive product is
ongoing, whether a cognitive event is labeled as cognitive content or cognitive product
depends on the focus and punctuation used to describe cognitive sequences. Thus, a
child who is the victim of peer ridicule may think about the ridicule, remember the last
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Cognitive structures are organized systems of internally represented experi-
ences, and they derive from repeated interactions among cognitive content,
processes, and related products.? After structures develop sufficiently, they,
too, come to influence the manner in which content is processed, serving as a
background or template that influences current processing. Self-statements illus-
trate cognitive content, distorted thinking represents cognitive processing, at-
tributions reflect cognitive products, and a negative view of the self, the world,
and the future comprised of a complex system of negative self-statements and
processing biases depicts an illustrative cognitive structure. These cognitive fea-
tures interact and, in different ways, contribute to the development of distinct
psychopathologies and to the most effective means of their remediation. Even
within this classification system, however, specific schemes for describing cru-
cial contents, processes, and structures and their relationships to specific child
problems will remain to be organized into a coherent and comprehensive de-
scriptive framework.

The distinction between cognitive deficits and cognitive distortions may
provide the beginnings of a more in-depth framework of this sort for under-
standing child psychopathology. Kendall (1986), for example, postulated that
cognitive deficiencies may predispose a child to externalizing behavior prob-
lems, whereas internalizing problems, such as anxiety, depression, and social
withdrawal, may be more closely linked to the types of cognitive distortions
found with similar adult difficulties. It will be particularly important for future
research to identify the types of cognitive deficits and distortions common to
particular child problems, and to demonstrate empirically their relationships to
maladaptive behavior and to environmental antecedents and consequences.

Another area in need of additional theoretical development concerns the
manner by which cognitive structures (schemas) develop. An initial explication
of the development of cognitive schemas (Kendall & Braswell, 1982b) used a
temporal model and included both cognitive and behavioral components. Cen-

time it happened, and attribute the event to his unpopularity with peers. These thoughts
lead the child to notice other negative incidents, concluding that no one likes him. In this
instance, the attribution of unpopularity as a cause of the ridicule is the cognitive prod-
uct of the thoughts and the remembering process that preceded it. The attribution can
also be seen as a cognitive content that, together with the child’s selective attention and
thought processes, leads to another cognitive product: the conclusion that no one likes
him.
2As an alternative, it is possible to define cognitive structures as content-free architectures
that define abstractly the relationships among component bits of cognitive content,
process, and product. Although this definition has some theoretical appeal, in practice
cognitive structures always contain content. Whether, in fact, structure and content are
relatively independent or are mutually determined, each constrained by and constrain-
ing the other, is a theoretical and empirical question. In the meantime, we use the term
cognitive structures to refer to organized systems of related cognitive contents, processes,
and products that have both content and organizational characteristics. From a clinical
perspective, this definition implies that assessing a cognitive structure involves examin-
ing the network of thoughts, beliefs, attributions, processes, and so on that relates to the
target behaviors (i.e., the content of the structure), specifying the connections among
these factors (i.e., the organization or architecture of the structure), and determining the
situations in which the cognitive structure appears to be elicited.



tral to the model are behavioral events that vary in their impact and mean-
ingfulness for the individual. Preceding these behavioral events, expectational
factors are important; during the behavioral events, one’s ongoing cognitive
content and processing take charge; following the behavioral events, attribu-
tional explanations for the preceding behavioral events contribute to persons’
understanding of the causes of their own behavior and its outcome.

Behavioral events retain a central role in Kendall and Braswell’s cognitive-
behavioral model (1982b), as cognitive structures are said to be affected to vary-
ing degrees, according to the potency of diverse behavioral events. More potent
behavioral experiences become associated with more influential cognitive events
and processes than do less salient behavioral events. For example, the impact of
a broken toy on a child’s developing cognitive structures should be less than the
impact of a parent’s illness. The emotional state of the child at the time, the
presence or absence of significant others in the situation, the existing cognitive
structure(s) associated with an event, and the degree to which the child focuses
attention on the event all influence its potency. The relative salience of experi-
ences changes as a child grows older, so that many key behavioral events for
younger children lose their importance as different situations become more
compelling for older children.

Social learning processes provide additional speculations that supplement
Kendall and Braswell’s hypotheses about how cognitive structures develop.
Environmental situations and consequences undoubtedly assist in the acquisi-
tion and maintenance of cognitive structures. The child is only one actor in an
environment peopled primarily by parents, teachers, and peers who provide
consequences contingent on the child’s behavior in particular situations. These
individuals also model the use of language to describe, organize, and communi-
cate about experience. This modeling contributes to individual differences in the
ways children use language, both publicly and in creating the semantically
based structures through which stimulus information is selectively attended to
and organized cognitively.

Cognitive structures are entrenched as a result of multiple behavioral events
in which the individual’s expectational, ongoing, and attributional cognitions
are exposed to consequences provided by the self and/or others. After a repeti-
tion of particular kinds of cognitive information-processing, after repeated be-
havioral events, and after some degree of consistent consequences, the indi-
vidual acquires a cognitive representation of similar and related situations. This
structure then contributes to how related information is processed, as well as to
the person’s actions in those situations.

Cognitive social learning theories could also benefit from increased atten-
tion to two curious omissions. These are not omissions in the sense that they are
totally missing in the conceptual system; rather, they are factors that have been
mentioned but insufficiently integrated. First, variations in children’s cognitive
abilities and the role that these differences play in the development of psycho-
pathology and/or the coping skills needed to adjust to challenging personal and
social contexts have received insufficient attention. The plurality of children’s
cognitive skills has been addressed more in the applied arena, where interven-
tion strategies are moderated by and modified for individual differences in cog-
nitive skills, than in the theoretical treatises on the development and mainte-
nance of psychological difficulties. Related to cognitive ability factors are cog-
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nitive developmental features in general. Greater emphasis on a theoretical
analysis of individual differences in the development of cognitive processing
and structures could enhance CSL contributions to child and adolescent psycho-
pathology.

A second omission in CSL theories concerns the role of the environment,
which appears to have been downplayed to an undesirable degree. The social
environment is the context in which learning takes place, and an individual’s
cognitive structures are inextricably related to social situations. For children, in
particular, social relations constitute an especially potent environment. It is not
outrageous nor new to point to the crucial influence of peers (Hartup, 1984) and
the family in a child’s social functioning. Although most CSL theorists would
agree that environmental factors contribute to the development of individual
differences in cognitive structures, and that these, in turn, modify the effects of
the environment on behavior, the precise mechanisms by which these factors
interact in specific situations sorely beg explication.

Thus, CSL theories could be improved by directing greater attention to the
mechanisms by which environmental (e.g., family and peer) influences contrib-
ute to the development of faulty (or adaptive) cognitive events, processes, prod-
ucts, and structures. Perhaps the neglect of the environment is benign, as no
one in the entire cast of cognitive social learning theorists disputes the notion
that environmental consequences influence behavior. It may be that these be-
havioral processes are simply assumed to be a part of the method by which
cognitive influences come to be acquired and maintained. Indeed, Beck and
Bandura have postulated that schemas and self-efficacy expectations develop
through interactions with the social environment. Nevertheless, the develop-
ment of a unified CSL theory would profit from a more detailed reflection both
on the processes influencing the development of the proposed cognitive pro-
cesses and structures and on how and in what circumstances cognitive processes
override environmental consequences and/or work in concert with these factors
to contribute to pathological behavior. Family and peer contexts are viewed as
important (e.g., Kendall, 1985b), but it is surprising that the consequences that
parents, teachers, and peers provide for children’s behavior have received so
little attention within cognitive-behavioral theories of child psychopathology.
The work of Patterson (1982; Patterson & Bank, 1986), in which deviant parent-
ing styles have been empirically linked to various types of child problems, seems
sufficient to spur and speed continued theoretical analysis (see also Robinson,
1985).

Contributing to a reasonable degree of consensus among theoreticians is an
often unstated agreement on a set of basic tenets or guiding principles (see
Mahoney, 1977), and these form a general foundation on which a unified CSL
theory might stand and build. Basic to cognitive social learning theories is the
assumption that the human organism responds primarily to cognitive represen-
tations of the environment and not to the environment per se. Similarly, there is
areasonable consensus that most human learning is cognitively mediated. There
is also agreement, though inconsistent terminology dominates, that “cognition”
can be broken down into subfactors such as cognitive content, processes, prod-
ucts, and structures. Thoughts, feelings, and behaviors are causally interrelated,
a statement with which cognitive social learning theorists would agree, and a
statement that reflects the absence of a simple ““cognition-causes-all” formula-
tion.



THERAPEUTIC APPROACHES

Scientist—practitioners, researchers, and clinicians have developed a range
of therapeutic strategies aligned with social learning and cognitive traditions.
Although some are closely tied to theoretical frameworks, others are less tightly
connected to formal theory. Here, we describe illustrative intervention strategies
that, in part or in whole, are believed to rely on cognitive and social learning
processes. Three strategies—modeling, coaching, and teaching self-regulation
—explicitly attempt to influence behavior but explain their impact via cognitive
mechanisms. The remaining cognitive strategies directly target cognitive skills,
with the assumption that changes at the cognitive level will produce changes in
children’s behavior.

Like CSL approaches in general, CSL interventions with children are not
defined by specific techniques. Nor are they defined by content, as CSL interven-
tions can address cognitive or behavioral targets. Rather, these interventions are
unified by a common belief in cognitive mechanisms and processes as being the
crucial factors underlying change. Accordingly, the content and techniques of
CSL interventions rely primarily on strategies designed to get the child to think
differently and to translate these new thought processes into action. Because
new learning is assumed to be cognitively mediated, generalization and mainte-
nance are often presumed to follow spontaneously from cognitive change with-
out requiring explicit intervention. As we will discuss later, this assumption
appears to be mistaken: generalization is not a magical positive side effect of
cognitive behavioral treatment; rather, it is a specific target of intervention
planning.

The distinctions among content, technique, and mechanisms of change,
together with the strong relationship between cognitive and behavior change
emphasized by many CSL approaches, underscore the importance of evaluating
several different potential outcomes of CSL interventions with children. First, it
is important to assess whether treatment affects the child’s presenting problems,
which are often defined in terms of behavior problems such as disruption,
inattention, and aggression. These changes are what Rosen and Proctor (1981)
called ““ultimate outcomes”: their attainment is necessary and sufficient to call
the therapy successful, and they are defined by the client’s (or the referral
agent’s) wishes rather than the therapist’s orientation. At another level of eval-
uation are instrumental outcomes, or those steps dictated by the therapist’s
theoretical framework as the prerequisites for achieving the ultimate outcomes.
These are chosen by the therapist and are closely related to the mechanisms that
the theory postulates as necessary and sufficient for change; in cognitive-behav-
ioral approaches, they generally comprise changes in the child’s thoughts or
cognitive processes. Their presumed relationship to ultimate outcomes is an
empirical question. Thus, for example, the ultimate outcome for an impulsive
child may be improved academic performance and reduced disruptiveness in
the classroom, whereas the instrumental outcomes that achieve this aim may be
an increased ability to provide covert self-guidance via self-instruction. An eval-
uation of both types of outcomes allows the clinician to assess whether the
instrumental goals were met and to examine the relationship between the attain-
ment of the instrumental goals and the attainment of the ultimate goals.

The latter is important because the basic premises underlying the theory are
supported only if measures of instrumental and ultimate outcome both change
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during the course of treatment. When changes in presenting problems occur
without changes in the measures of instrumental outcomes, the proposed mech-
anisms by which change is presumed to occur can be called into question. When
changes in the measures of instrumental goals occur without changes in the
measures of ultimate goals, the issue is more complex. On the one hand, the
instrumental targets may not play a pivotal role in causing the child’s behavior.
On the other hand, these skills may be necessary but not sufficient to produce
behavior change. If, for example, the specific cognitive skills targeted in treat-
ment are part of a broader set of cognitive skills required for successful perfor-
mance, simply training these skills per se will not produce behavior change.
Instead, additional components should be added to the therapy package. Lack
of change on both instrumental and ultimate outcomes should lead to questions
about the efficacy of the therapeutic procedures used to induce change, rather
than to questions about the relevance of the instrumental goals.

The distinction between instrumental and ultimate outcomes is particularly
important for cognitive behavioral approaches, because methods designed to
change behavior in addition to cognition are often used based on the assumption
that inducing new behavior will interrupt problem cognition-behavior cycles.
For example, a child might be taught a series of problem-solving skills with
treatment culminating in role-played practice of the new and better solutions
that the child had arrived at to handle interpersonal conflict. Assessing only a
child’s handling of conflict without also assessing changes in problem-solving
skills would be less than optimal. Suppose that the child handled conflict with
peers more adaptively (a behavior change representing an ultimate outcome)
after treatment. This approach would not establish that changes in problem-
solving skills (instrumental outcomes) were responsible for the change, as be-
havior change may have been achieved via the enactment procedures without
altering the child’s problem-solving skills. To support a cognitive interpretation
of the mechanism by which the behavior changed, it would be necessary to
demonstrate that (1) the child had acquired the problem-solving skills; (2) the
child had used them in relevant circumstances; and (3) the child’s identified
target problems had improved.

Assessing the acquisition and generalization of problem-solving skills with-
out assessing behavior change would be insufficient, as the impact of altered
cognitive performance cannot be determined. Thus, a complete assessment of
cognitive-behavioral interventions should include assessments of the acquisition
of those cognitions presumed to change as a function of therapy (cf. Kendall,
1981a; Kendall & Korgeski, 1979), of the generality of that change, and of
changes in the child’s presenting problems (see Kendall, Pellegrini, & Urbain,
1981). Unfortunately, as we shall see, few studies have assessed change at all
three levels; thus, the possible conclusions about the impact and mechanisms of
cognitive-behavioral interventions with children are considerably limited.

Modeling

Modeling approaches rely on imitative learning and involve exposing the
child to a model performing the desired behavior; the performance may be live,
filmed, or imagined, and it is often accompanied by a commentary pointing out
features of the model’s behavior or describing the model’s coping self-state-



ments. Modeled scenes may be sequenced so that the easiest behaviors are
depicted initially, and more complex or difficult behaviors are presented in later
scenes. Modeling by others is sometimes followed by participant modeling, in
which the child is encouraged to engage in the target behavior under adult
supervision and is praised for his or her performance attempts. Modeling has
been used both alone and as a component of other strategies, such as coaching.
Here, we describe its use as a primary intervention strategy; later sections show
how modeling is integrated into multicomponent treatment approaches.

Because most CSL theories agree that imitation is a basic mechanism by
which information is acquired, modeling has obvious ties to theory. Modeling
can operate via several mechanisms (Bandura, 1986; Rosenthal & Bandura,
1978): (1) teaching the child responses not currently in his or her repertoire; (2)
reducing or increasing the probability that responses already in the child’s reper-
toire will be displayed, presumably as a function of the consequences that the
child observes for the modeled behavior; (3) eliciting responses already in the
child’s repertoire; (4) providing new information that changes the child’s self-
regulatory processes (e.g., by increasing or decreasing the standards the child
sets for himself or herself); (5) directing the child’s attention to particular aspects
of the environment; and (6) altering emotional arousal.

Modeling has been used as a treatment for socially isolated preschool chil-
dren displaying low rates of interaction and has shown some success in produc-
ing increases in rates of interaction, assessed via direct observation (Evers &
Schwartz, 1973; Keller & Carlson, 1974; O’Connor, 1969, 1972). These ap-
proaches generally use a varying number of films of same-aged children interact-
ing positively with peers, the modeled behaviors including responses like join-
ing others’ play, smiling, giving objects, and displaying physical affection. The
films often include commentaries describing the models’ behavior to heighten its
salience for the children; the films also show positive peer responses to the
modeled behavior. Modeling appears to lead to greater increases in social behav-
ior if the child highly values peer interaction (Evers-Pasquale, 1978; Evers-
Pasquale & Sherman, 1975) and if the film is accompanied by coping self-state-
ments, voiced as though the model child is providing self-instructions for his or
her interaction attempts (Jakibchuk & Smeriglio, 1976). Interestingly, two stud-
ies that assessed whether positive adult consequences provided after increased
interaction enhanced the effects of modeling found that they did not (Evers &
Schwartz, 1973; O’Connor, 1972). However, most positive outcomes of interac-
tion are presumably provided by peers, not adults, and in neither study was the
effect of the modeled behavior on peers assessed for a determination of whether
sufficient reinforcement for changed behavior without experimental program-
ming made the adult rewards superfluous. Providing some support for this
hypothesis are two studies that included observations of peer behavior toward
models which found significant increases in positive peer behavior toward chil-
dren who increased their own positive interactions (Jakibchuk & Smeriglio, 1976;
Keller & Carlson, 1974).

Positive results of modeling have been maintained in several studies for up
to 4 weeks (Evers-Pasquale & Sherman, 1975; O’Connor, 1972), although main-
tenance failures have been noted as well (Gottman, 1977; Keller & Carlson,
1974). Geller and Scheirer (1978) failed to replicate earlier results in a series of
carefully designed studies aimed at increasing cooperative play with Head Start
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children, although their efforts were more successful with middle-class pre-
schoolers, a finding suggesting that modeling may not be as effective with
disadvantaged children as with children from more privileged environments.
Interestingly, Geller and Scheirer (1978) found that only videotapes with sound-
tracks containing extensive descriptions of the models’ behavior were effective,
a finding that may indicate that this component elicits new thoughts and/or
helps to sustain young children’s attention and to focus it on the models’
responses.

Although numerous studies demonstrate that modeling can be effective
with young children who interact infrequently with peers, they have been crit-
icized on several grounds. First, many writers have questioned the relevance of
increases in interaction rate to the child’s long-term adjustment (e.g., Asher,
Markel, & Hymel, 1981) or the use of increases in interaction rate as an index of
immediate peer acceptance (Conger & Keane, 1981; Foster & Ritchey, 1979).
Second, as Conger and Keane noted, the observation categories used to assess
the effects of modeling generally appraise rates of interaction rather than the
specific behaviors modeled in the films, and thus, they do not establish the
extent to which children actually imitate what they have seen. In two studies
that carefully assessed children’s performance of the behaviors emphasized in
modeling films, few (Keller & Carlson, 1974) or none (Jakibchuk & Smeriglio,
1976) of the emphasized behaviors changed significantly. Instead, in both stud-
ies, the increased rates of interaction appeared to be due to increases in the
category verbalization, which was displayed in the videotapes but not empha-
sized in the commentaries. This finding points to the importance of assessing
those instrumental outcomes that the strategy is designed to produce as a critical
part of evaluating the mechanism of change that operates in the ultimate out-
comes. Finally, Kendall and Morison (1984) pointed out that, as investigators do
not report the specific skill deficits of low-rate interactors, it is unclear whether
the modeling films contained examples of the specific behaviors that these chil-
dren failed to perform.

A second application of modeling has been its use with fearful children to
encourage approach to feared objects or situations, such as dogs (Bandura,
Grusec, & Menlove, 1967; Bandura & Menlove, 1968), snakes (Kornhaber &
Schroeder, 1975), and water (Lewis, 1974), based on the assumption that dis-
plays of fearless behavior serve both to teach approach behavior and to ex-
tinguish fear vicariously. These studies have often compared various forms of
modeling and have evaluated the treatment effects in terms of the children’s
willingness to approach and engage in feared situations that are analogues of the
modeled situations. Based on these studies, participant modeling appears to be
superior to filmed modeling in promoting approach behavior, and follow-ups
usually show maintenance 1 month after treatment (see Ollendick, 1979, and
Graziano, DeGiovanni, & Garcia, 1979, for reviews). As Ollendick (1979) and
Graziano, DeGiovanni, and Garcia (1979) have pointed out, however, most of
these studies used volunteer populations with isolated fears, thus raising ques-
tions regarding the generalizability of these findings to clinical populations.
Further, evaluations of treatment gains have generally been conducted via struc-
tured behavioral avoidance tests without assessing whether gains on these tasks
generalize to the child’s behavior in his or her daily environment, the ultimate
goal of most studies.



A related use of modeling is geared toward reducing fear and disruptive
behavior in preadolescent children experiencing frightening or unfamiliar medi-
cal procedures, such as surgery (e.g., Peterson, Schutheis, Ridley-Johnson, Mil-
ler, & Tracy, 1984) and dental work (e.g., Melamed, Yurcheson, Fleece,
Hutcherson, & Hawes, 1978). Effective models in these circumstances have
involved filmed children (e.g., Melamed & Siegel, 1975), live models (White &
Davis, 1974), and puppets (Peterson et al., 1984). Many of these approaches have
been preventive, being used with all children as a part of the medical prepara-
tion procedure. The findings are that children experiencing the procedure for
the first time display less self-reported fear and directly observed uncooperative
and/or anxious behavior than children exposed to a placebo control experience
(e.g., Klingman, Melamed, Cuthbert, & Hermecz, 1984; Melamed & Siegel,
1975; Peterson et al., 1984). As in the reduction of other types of fearful behavior,
involving children as active participants by encouraging them to practice coping
strategies while viewing a model who is demonstrating these tactics appears to
enhance the treatment effects (Klingman et al., 1984). Interestingly, Klorman,
Hilpert, Michael, LaGana, and Sveen’s data (1980) failed to support the oft-
noted recommendation based on research with adults to use “coping”” models
(who demonstrate initial fear but cope effectively with the situation) rather than
mastery models (who are fearless from the outset): both were equally effective in
reducing disruptiveness in children going to the dentist for the first time.

Although the effects of modeling are generally positive on children who
have not experienced a medical procedure before, its impact on children who
have previously experienced the medical procedure is less clear. Some investiga-
tors have found modeling to have no significant effects on this population (Klor-
man et al., 1980), and others have noted different patterns of effects for experi-
enced and inexperienced youngsters (Klingman et al., 1984; Melamed et al.,
1978). Both White and Davis (1974) and Klingman et al. (1984) found positive
effects of modeling on children who had previously been to the dentist. In-
terestingly, both of these studies selected children who were either more fearful
than average (Klingman ef al., 1984), or who had been extremely disruptive on
previous dental visits (White & Davis, 1974).

A final focus of modeling interventions involves teaching autistic and se-
verely mentally retarded children to imitate verbal and/or motor behaviors (e.g.,
Baer, Peterson, & Sherman, 1967; Lovaas, Berberich, Perloff, & Schaeffer, 1966;
Lovaas, Freitas, Nelson, & Whalen, 1967). Once generalized imitation has been
established, it can then be used as a convenient means of teaching more complex
skills. Establishing imitation generally involves establishing stimulus control for
command verbalizations via shaping, prompting, and immediate reinforcement.
In teaching nonverbal psychotic children to imitate sounds and words, for exam-
ple, food reinforcers are first delivered contingent on any verbalization, then
only when the verbalization occurs soon after the therapist's command. This
procedure is followed by reinforcing successively closer approximations to the
therapist’s verbalizations, which gradually increase in complexity (Lovaas &
Newsom, 1976). Teaching motor imitation follows a similar process, using
prompting (via physical guidance) to elicit initial imitation and then fading the
prompt (e.g., Baer et al., 1967; Lovaas et al., 1967).

There is no doubt that modeling can affect behavioral performance. Howev-
er, questions remain regarding the conditions under which it is successful as a
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sole treatment strategy. Its widest use has been with two “internalizing’ prob-
lems—social withdrawal and fearful behavior—where presumably the modeled
behaviors are already in the child’s repertoire and will be supported by their
natural environmental consequences. Although modeling appears to be effec-
tive in lowering the probability of disruptiveness during medical procedures,
whether it is as effective in reducing more pervasive acting-out, disruptive be-
haviors in home and school settings is more questionable. Gresham and Nagle
(1980) found that a modeling intervention for socially unskilled third- and
fourth-graders was effective in increasing positive behavior, but not in decreas-
ing negative behavior, although the rates of negative behavior had been fairly
low before treatment and were perhaps less susceptible to reduction.

From a social learning vantage point, the consequences that the child en-
counters when imitating a model’s prosocial behavior should be the critical
determinants of whether the child will continue to perform the response: a child
who imitates a model’s initiations to peers but is rebuffed will be unlikely to
continue that behavior, regardless of its positive effects for a child in a film. With
the exception of two of the social withdrawal studies (Jakibchuk & Smeriglio,
1976; Keller & Carlson, 1974), most investigations have not assessed peer re-
sponses to engagement in the modeled behavior. This finding may be particu-
larly important for children with histories of rich reinforcement for deviant social
behavior, whose newly acquired prosocial repertoires at first produce negative
or neutral consequences because of the child’s long-standing negative
reputation.

From a more cognitive vantage point, the child’s internal dialogue preced-
ing and during the desired prosocial behavior should be a critical determinant of
continued prosocial action. The focus on cognitive, social, and environmental
antecedent and consequent events together results in an apparently potent strat-
egy. All of these factors point to the importance, in the clinical use of modeling,
of assessing the child’s performance of the modeled behavior and its impact in
relevant environmental situations, so that additional strategies can be planned,
if needed, to improve performance (Rosenthal & Bandura, 1978). In addition,
the therapist should be concerned with the child’s self-talk (e.g., Meichenbaum,
1977) and should ensure that positive consequences for the modeled responses
are likely in the child’s environment, are valued by the child, and outweigh the
rewards for competing responses.

Coaching

Coaching is a multicomponent approach that relies on a variety of tech-
niques to teach a child new behaviors, including instruction, modeling, behavior
rehearsal, and feedback. Widely used in social skills training with children,
coaching generally involves several specific steps: (1) instructing the child in the
target skill concept and its relation to the behavior to be performed; (2) providing
a rationale for the behavior; (3) modeling the response; (4) prompting the child
to rehearse the response; (5) providing feedback; and (6) recycling through
rehearsal and feedback until the child can perform well. Coaching is used in one-
to-one treatment or small groups, sometimes involving children with similar
problems, sometimes involving nonclinic peers.

Ladd and Mize (1983) described the potential types of learning that coaching



promotes. Like modeling, coaching conveys information about responses and
their likely consequences through verbal instructions, discussion, and model-
ing. Through practice, the child refines and develops the appropriate responses,
distinguishes the relevant aspects of performance, and matches his or her be-
havior to the knowledge acquired through instruction. Feedback assists the child
in matching behavior to a criterion. Ladd and Mize further speculated that using
rehearsal situations that approximate actual social situations, creating oppor-
tunities for the child to practice skills in the natural environment, teaching
persistence in skill use, and instructing the child in how to monitor cognitively
the outcomes of skill use and to adjust performance when necessary will en-
hance the maintenance and the generalization of the skills learned during coach-
ing sessions. Unfortunately, these last steps are rarely explicitly described as
components of coaching packages (but see Ladd, 1981, for an exception).

As will be seen in later sections of this chapter, strategies akin to coaching
have also been used successfully to teach cognitive skills such as problem solv-
ing and self-instruction. As a means of directly teaching behavioral skills, coach-
ing has been widely applied in social skills training with elementary-school
children in Grades 3-6. Although specific treatments and their results have
varied, coaching procedures have resulted in (1) changes in the coached behav-
iors in analogue settings and/or role-played performance (Berler, Gross, & Drab-
man, 1982; Bornstein, Bellack, & Hersen, 1977, Whitehill, Hersen, & Bellack,
1980); (2) increases in knowledge about the coached behaviors (LaGreca & San-
togrossi, 1980); and (3) increases in coached behavior in the child’s natural
environment which have been maintained at 4-week (Ladd, 1981) and 6-week
follow-up (Bierman & Furman, 1984).

Despite these positive results, some investigators have not demonstrated
changes in behavior in analogue settings (Oden & Asher, 1977), and others have
found that, although children show improvement in role-play situations, their
behavior in their daily environments has not improved (Berler et al., 1982).
Further, most studies have not used populations referred for mental health
services; instead, they have selected children receiving low scores on sociometric
measures in their classrooms. In the one study on a clinic-referred population,
Michelson, Mannarino, Marchione, Stern, Figueroa, and Beck (1983) found
fewer and less extensive changes after outpatient group coaching in social skills
than had been reported in apparently less disturbed populations.

Thus, although coaching has a substantial track record of producing behav-
ior change during intervention sessions, its impact on behavior in the natural
environment is less clear. This issue has been complicated by the fact that only a
few studies have included observations of children’s performance of specific
coached skills in their ongoing peer interactions, so that it is difficult to assess
whether the behavior change, when it does occur, is a function of changes in
coached behavior. Furthermore, many writers question whether coaching pro-
grams target the skills most pivotal in peer acceptance (e.g., Foster, DeLawyer,
& Guevremont, 1985; Putallaz & Gottman, 1983) in light of the repeated finding
that behavior change after coaching is not always associated with widespread or
lasting gains in peer acceptance (e.g., Bierman & Furman, 1984; Gresham &
Nagle, 1980; LaGreca & Santogrossi, 1980), the ultimate goal of many of these
programs. In addition, most coaching studies have been more concerned with
producing behavior change than with assessing the mechanisms by which it is
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produced and thus have not included measures that assess whether the pro-
cesses offered by Ladd and Mize (1983), or related cognitive processes, occur
during successful coaching.

Finally, as with modeling, coaching advocates have paid little attention to
the outcome of coached behavior when children attempt to change the quality of
their peer interactions by behaving differently. Bierman'’s finding (1986) that
positive peer responses to treated children’s display of target conversation skills
during coaching sessions positively correlated between .37 and .48 with peer
acceptance after treatment underscore the importance of focusing on whether
trained behaviors produce positive peer outcomes. Thus, assessments of both
the degree to which the child generalizes coached behaviors and the conse-
quences provided by the social environment for these behaviors may be neces-
sary if we are to understand and enhance the effects of coaching.

Teaching Role-Taking Skills

Role taking—and its cousin, empathy—refer to the child’s ability to under-
stand (role-take) and emotionally experience situations (empathize) from the
perspectives of other individuals. Developmental psychologists’ interest in the
relationship between social cognition and social behavior has provided a greater
impetus for the study of these skills than have CSL theories of abnormal behav-
ior. Initially stimulated by Piagetian observations related to egocentrism in child-
hood, investigators of role taking explored the possibilities that these skills
mediate prosocial behavior, that deficits in role taking and/or empathy may
underlie the development of aggressive and antisocial behavior, and that im-
proved role-taking skills would enhance adjustment.

Unfortunately, studies of the relationship between role taking, empathy,
and measures of social behavior and adjustment have yielded mixed findings,
and writers sometimes disagree about the conclusions that can be reached from
this body of literature (Kurdek, 1978; Underwood & Moore, 1982). These issues
are further complicated by unclear definitions of the role-taking construct and
researchers’ use of numerous different measures of role taking that may lack
sufficient psychometric investigation, particularly of their validity (Enright &
Lapsley, 1980).

The same difficulties unfortunately plague the literature related to the ef-
fects of teaching children to be better role-takers. Role-taking interventions have
varied considerably, but most have used a series of group experiences for chil-
dren involving tasks designed to encourage practice in role taking, such as
making a series of videotapes in which each skit is replayed several times, with
the group members switching roles. Some have also involved discussion of
and/or practice in understanding the feelings of others (see Urbain & Kendall,
1980, for a detailed review).

Because of the relatively few studies in this area, the wide variety of curricu-
la and methods used to teach role taking, the large variations in the ages (pre-
school through adolescence) and the degree of disturbance of the participating
children (from not identified as disturbed to institutionalized, emotionally dis-
turbed), and the lack of generalization and follow-up data in most of these
studies, it is difficult to draw firm conclusions from this literature. Nonetheless,
various methods of training perspective-taking appear to lead to improvements



in analogue measures of trained skills (e.g., Chandler, 1973; Chandler, Green-
span, & Barenboim, 1974), but fewer gains in adjustment have been noted (see
Urbain & Kendall, 1980). Further, it is not clear what the active ingredients of the
therapeutic procedures actually are: Iannotti (1978) found that switching roles
did not heighten the improvement in role taking produced when 6- and 9-year-
old boys read, discussed, and acted out how they would handle mock situa-
tions, whereas Little (1979, described by Urbain & Kendall, 1980) found equal
changes in role taking for a group of delinquent adolescent girls who switched
roles while making a series of videotapes and a control group that also created a
videotape but did not appear in it. These studies raise questions about whether
the cooperative group effort, rather than role-taking training per se, was respon-
sible for the treatment outcomes, and they highlight the need for more systemat-
ic outcome research on the effects and parameters of interventions designed to
improve various forms of children’s role-taking and empathy.

Problem-Solving Training

Problem-solving training is a strategy for generating a variety of alternatives
to deal with a problem and for increasing the probability of selecting the most
appropriate and effective response from among these alternatives (D’Zurilla &
Goldfried, 1971). Several models of problem solving have been described, al-
though the component skills common to most include (1) defining the problem;
(2) specifying a goal; (3) generating multiple solutions (alternative thinking); (4)
evaluating the probable consequences (consequential thinking); (5) sequentially
planning a strategy for achieving the goal (means—ends thinking); and (6) eval-
uating the outcome (e.g., D’Zurilla & Goldfried, 1971; Mahoney, 1977; Spivack &
Shure, 1974).

Deficiencies in one or more of these problem-solving skills have been linked
to a variety of childhood adjustment problems. In general, researchers have
demonstrated poorer performance by maladjusted children than by their better
adjusted peers on measures of social goal-setting (Renshaw & Asher, 1982),
alternative thinking (e.g., Kendall & Fischler, 1984), consequential thinking
(e.g., Spivack & Shure, 1974), and means—end thinking (e.g., Asarnow & Cal-
lan, 1985).

Problem-solving training directly targets those cognitive skills assumed to
mediate overt behavior (Kendall, 1984a). Through an extensive use of modeling
and rehearsal, children are taught to apply component problem-solving skills to
real-life problems, with the ultimate goals of either reducing current behavior
problems, enhancing peer relations and interpersonal sensitivity, or preventing
later maladjustment.

Much of the rationale for teaching children problem-solving skills is based
on the CSL emphasis on the cognitive-mediational processes thought to govern
human action. Although alternative theories of problem solving have been de-
scribed (e.g., Skinner, 1984), a basic premise of cognitive social learning theories
is that individuals can learn effective ways of behaving both through cognitive or
symbolic appraisals of a situation and the potential outcomes of their behavior
and through direct experience (e.g., Bandura, 1977b). Learning through cog-
nitive appraisal makes unnecessary the performance of an endless series of
actions to test potential outcomes (Bandura, 1977b) by permitting cognitive ex-

101

COGNITIVE AND SOCIAL
LEARNING THEORIES



102

SHARON L. FOSTER et al.

plorations of probable response—consequence relations without direct experi-
ence of the consequences of specific actions. Thus, altering the manner in which
children think about a problem by developing systematic cognitive strategies
would presumably result in more favorable ways of behaving.

Problem-solving training has been used with nonclinic preschool, pre-
adolescent, and adolescent populations, as well as with children exhibiting dys-
functional behavior and referred for treatment (Urbain & Kendall, 1980). Many
of the programs tested to date have been part of large-scale classroom-based
curricula (e.g., Allen, Chinsky, Larcen, Lochman, & Selinger, 1976; Weissberg,
Gesten, Rapkin, Cowen, Davidson, Flores deApodaca, & McKim, 1981) geared
to enhancing interpersonal relations and preventing later maladjustments in
normal children. Prevention-oriented problem-solving programs have been ex-
tended to disadvantaged children, such as those from lower-income families,
because these children are often identified as being at risk for developing behav-
ioral problems (e.g., Richel & Burgio, 1982).

Fewer training programs have targeted children with adjustment problems.
This situation is somewhat surprising, given that much of the research on chil-
dren’s problem-solving has focused on the deficits of maladjusted populations.
When problem-solving training has been used as a treatment strategy, children
identified with “‘externalizing’” disorders (e.g., acting-out or aggressive) have
most often been targeted (e.g., Camp, Blom, Herbert, & van Doorninck, 1977),
usually with the ultimate goal of altering these children’s social behaviors. Prob-
lem-solving training has also been used to teach coping skills to child psychiatric
outpatients (Yu, Harris, Solovitz, & Franklin, 1986), and to enhance the assertive
social skills of shy young adolescents (Christoff, Scott, Kelley, Schlundt, Baer, &
Kelly, 1985).

Evaluations of problem-solving training have yielded promising but equiv-
ocal results. The most consistent and robust finding is that the training results in
improved problem-solving skills as measured by hypothetical problem vignettes
(Urbain & Kendall, 1980). Trained children of varying ages and presenting prob-
lems, relative to untrained controls, have been shown to have improved signifi-
cantly in problem identification (e.g., Weissberg et al., 1981b), the number of
solutions they generate (e.g., Camp et al., 1977), the quality of their solutions
(e.g., Sarason & Sarason, 1981), and consequential and means—end thinking
(e.g., Spivack & Shure, 1974) after training.

Of pivotal importance, however, is the relationship between the acquisition
of problem-solving skills and the ultimate goals of most clinical interventions:
enhanced behavioral adjustment. A fundamental premise underlying problem-
solving training is that the development of more sophisticated cognitive strat-
egies will mediate changes in behavior, but on this score, the results have not
been conclusive (Kendall, 1986). Spivack and Shure (1974) reported that prob-
lem-solving training led to significant improvements in the behavioral adjust-
ment of behavior problem preschoolers and that these gains were maintained at
a 1-year follow-up. Attempts to replicate these findings, however, have pro-
duced mixed results. Some studies using comparable training methods and
outcome measures have documented children’s acquisition of problem-solving
skills while failing to find clear concomitant changes in behavioral adjustment
(e.g., Allen et al., 1976; Camp et al., 1977; Richel, Eshelman, & Loigman, 1983).
Other studies have reported improvements in both problem-solving skills and



behavioral adjustment, but little systematic relationship between the two (e.g.,
Elardo & Caldwell, 1979; Weissberg, Gesten, Carnrike, Toro, Rapkin, Davidson,
& Cowen, 1981). Equally disconcerting are failures to find a reliable relationship
between responses to hypothetical problem-solving assessments and actual be-
havior in analogue or simulated problem-solving tasks (e.g., Kendall & Fischler,
1984; Krasnor & Rubin, 1981).

Several factors may account for these mixed findings. It is possible that
problem solving, as it is now conceptualized and measured, has little mean-
ingful relationship to children’s social behavior. Alternative explanations are
viable as well, however. The use of hypothetical vignettes to assess problem-
solving skills may produce data of limited generalizability, as the vignettes are
often generated on the basis of face validity and are rarely tied empirically to
problems that children may actually encounter. It is equally plausible that the
commonly used measures of adjustment (e.g., teacher ratings) may not suffi-
ciently tap more subtle or delayed benefits of problem-solving training interven-
tions (Krasnor & Rubin, 1981). Furthermore, whether children actually use the
problem-solving strategies after training in their day-to-day encounters is rarely
assessed in problem-solving studies but would be important to know if we are to
ascertain that the skills learned in therapy are being used in the child’s daily life.

Weaknesses in the training programs may also account for the mixed find-
ings. It is becoming increasingly apparent that generating more solutions with-
out careful consideration of the quality of these solutions may not be sufficient to
produce significant behavior change. In a large-scale study of the relationship
between problem solving and children’s adjustment, using both hypothetical
and direct observational measures, Kendall and Fischler (1984) found that only
qualitative and not quantitative measures of problem-solving performance were
related to adjustment ratings. Thus, it is not surprising that studies failing to
alter behavioral adjustment either have not specifically assessed the quality of
the solutions that the children generate or have noted little improvement on
qualitative measures of alternative thinking (e.g., Camp et al., 1977; Seaman &
Sloane, 1984). In addition, active efforts to program the generalization of cog-
nitive and behavior change are notably absent in problem-solving studies.
Learning problem-solving skills would not be expected to lead automatically to
improved social performance unless the skills are actually used in relevant cir-
cumstances (e.g., in the classroom).

Finally, factors such as age, developmental level, intelligence, and other
subject variables may play a moderating role in the efficacy of problem-solving
training and may explain some of the inconsistencies in outcome (Kendall,
1984c, 1986). Similarly, attention to the relationship between the nature of the
disorder (e.g., aggression or withdrawal) and the impact of training may prove
useful for ascertaining the optimal applications for problem-solving training. As
noted by Kendall (1986), the proper matching of treatments to disorders would
be facilitated by the identification of specific childhood psychopathologies in
which problem-solving deficits are documented as being pivotal to the disorder.

Self-Instructional Training

Self-instructional training is designed to enhance children’s self-control
through verbalizations that prompt, guide, and maintain performance. Al-
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though earlier theory and research examined the development of relationships
between children’s verbal and nonverbal behaviors (e.g., Bem, 1967), Meichen-
baum and Goodman (1971) were among the first to apply training in self-instruc-
tional procedures to clinical problems. Like problem-solving interventions, self-
instructional training teaches children a systematic and reflective method for
approaching a problem. It is distinguished from other strategies by its emphasis
on developing self-verbalizations to control performance.

In self-instructional training, children learn to verbalize a sequence of steps
designed to facilitate their performance on a task. Most researchers use modified
versions of the steps described initially by Meichenbaum and Goodman (1971),
teaching children self-statements related to (1) defining the nature of the prob-
lem (e.g., “What is it that I have to do first?”’); (2) guiding nonverbal actions
(e.g., “This one is the same so I'll circle it”’); (3) focusing attention (e.g., “I have
to look at one problem at a time”’); (4) coping (e.g., “I missed that one. I should
go slower”’); and (5) providing self-acknowledgment or self-reward (e.g., “I did
a good job”).

Children are taught during training to use the self-instructional steps aloud
while performing a task. Gradually overt verbalizations are faded to a whisper,
and finally, the children say the instructions covertly. Modeling, rehearsal, and
social reinforcement are used extensively. Response—cost techniques can sup-
plement these techniques with especially difficult or impulsive children to cue
off-task and inappropriate behavior and to facilitate learning the self-instruc-
tional steps and the related nonverbal responses (e.g., Kendall & Braswell,
1985). Self-instructional training is also often used as one component in more
comprehensive cognitive-behavioral interventions with children (see Urbain &
Kendall, 1980) and is thought to enhance impulse control by increasing the
child’s use of adaptive cognitive strategies.

The theoretical basis for self-instructional training lies in the prominent role
ascribed to self-regulatory processes and the use of “cognitive aids” in exercis-
ing control over one’s own behavior (e.g., Bandura, 1977b). Presumably, chil-
dren manifesting problems related to self-control are often deficient in their use
of adaptive cognitive strategies. Self-instructional training facilitates the use of
helpful thinking strategies by developing a repertoire of covert self-talk. Like
cognitive-behavioral approaches in general, self-verbalizations are linked di-
rectly to thinking processes, and thus, inner speech is a vehicle for developing
adaptive cognitions. The role of cognitive controlling factors and the develop-
ment of self-regulatory skills is relevant to the social learning principles empha-
sizing children’s ability to alter their behavior in accordance with social or situa-
tional constraints, independent of adult-mediated influences (e.g., Mischel,
Ebbesen, & Zeiss, 1972). The link between linguistic, cognitive, and behavioral
processes highlights the CSL emphases on higher learning capacities and the
interdependence of thinking and overt behavior.

Self-instructional training has been used widely with impulsive, hyperac-
tive, and acting-out preschoolers and preadolescents (e.g., Bryant & Budd, 1982;
Kendall & Braswell, 1982a; Kendall & Finch, 1978). Fewer studies have been
conducted with adolescents (e.g., Williams & Akamatsu, 1978). Children identi-
fied as “‘externalizers” or as being deficient in self-control often share the charac-
teristics of attentional difficulties, excitability, and impulsive behavioral styles.
Essentially, these are children who act before thinking, who have difficulty



initiating the required activity because they are easily distracted, and who fail to
sustain focused attention for sufficient periods of time to accomplish important
tasks.

Because these problems are often most evident in educational settings, it is
not surprising that self-instructional training has been almost exclusively ap-
plied to the ultimate goals of improved academic performance, sustained atten-
tion, and general classroom behavior. Self-instructional procedures have also
been used to enhance the academic achievement of normal (e.g., Schleser,
Meyers, Cohen, & Rodick, 1984), mentally retarded (e.g., Whitman & Johnson,
1983), and learning-disabled (e.g., Swanson & Scarpati, 1984) school-aged
children.

To date, few studies have used self-instructional training in isolation as the
primary intervention for nonacademic problem behaviors. Self-instructions
have, however, been incorporated into larger treatment packages targeting so-
cial behavior (e.g., Camp et al., 1977; Kendall & Braswell, 1982a), anxiety (e.g.,
Kanfer, Karoly, & Newman, 1975), and anger (e.g., Blue, Madsen, & Heimberg,
1981). Common to these treatment programs is the emphasis on teaching chil-
dren to use adaptive, coping self-statements to regulate their behavior.

Numerous studies have found self-instructional training to be effective in
enhancing impulsive and hyperactive children’s performance on standardized
educational tasks similar or identical to those used in the training (e.g., Kendall
& Finch, 1978; Palkes, Stewart, & Kahana, 1968). Increases in the performance
accuracy of trained subjects relative to untrained controls suggests that the
training may indeed lead to improved cognitive and behavioral strategies. Fur-
thermore, component analyses of self-instructional training packages show that
self-instructional steps are critical to achieving positive gains (e.g., Arnold &
Forehand, 1978; Kendall & Braswell, 1982a), although modeling and self-rein-
forcement procedures may also facilitate the change process (e.g., Kendall &
Zupan, 1981; Nelson & Birkimer, 1978).

Studies evaluating the effects of training on various aspects of children’s
classroom performance have produced encouraging but inconclusive findings.
Some studies have reported improvements in on-task behavior (e.g., Bornstein
& Quevillon, 1976; Burgio, Whitman, & Johnson, 1980), whereas others have not
found significant changes (e.g., Billings & Wasik, 1985; Friedling & O’Leary,
1979). Similarly, although a number of researchers have documented improved
performance on some educational tasks (e.g., Guevremont, Tishelman, & Hull,
1985; Kendall & Braswell, 1982a; Whitman & Johnson, 1983), others have not
(e.g., Burgio et al., 1980; Robin, Arnel, & O’Leary, 1975). Mixed findings have
also been reported when investigators have assessed changes in parent and
teacher ratings of the child’s behavior, with some studies demonstrating positive
gains on ratings of self-control and hyperactivity (e.g., Guevremont et al., 1985;
Kendall & Wilcox, 1980) and others finding few changes in the reports of others
(e.g., Kendall & Finch, 1978; Moore & Cole, 1978).

Altogether, these findings suggest that self-instructional training may be
effective for some of the children some of the time (Hobbs, Molguin, Tyroler, &
Lahey, 1980). As a result, researchers have begun to examine the training and
subject variables that may account for the mixed findings. Of particular impor-
tance is generalization of the training to children’s natural environments. Teach-
ing self-instructional skills is founded, in part, on the assumption that children
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will use these strategies in nontraining conditions and that these self-instruc-
tions will continue to have a self-controlling function. Preliminary efforts to
understand the training parameters that facilitate generalization across settings
and responses suggest that teaching conceptual rather than concrete or task-
specific self-instructions (e.g., Kendall & Wilcox, 1980; Schleser, Meyers, & Co-
hen, 1981), involving children in the generation of self-instructional statements
(e.g., Schleser et al., 1984), using naturalistic training material (Bryant & Budd,
1982), and incorporating natural change agents—for example, parents —into
training (e.g., Guevremont et al., 1985) may lead to more generalized effects.

With respect to subject variables, equivocal findings with preschoolers sug-
gest that younger children may require more structured and concrete training
than older subjects. Kendall (1977) hypothesized that factors such as IQ and
developmental stage may play crucial roles in training outcome, and indeed,
several investigators have found interactions among cognitive-developmental
level and treatment gains (e.g., Schleser et al., 1984). Children’s attributional
styles (e.g., internal versus external locus of control) may also play a role in the
effects of self-instructional training (e.g., Bugenthal, Whalen, & Henker, 1977)—
and/or cognitive-behavior therapy in general—although such hypotheses re-
quire further examination. Finally, children’s involvement in the training ap-
pears to predict treatment success; those who are more active in therapy ses-
sions display the greatest improvements on teacher ratings of classroom
behavior (Braswell, Kendall, Braith, Carey, & Vye, 1985).

Other Self-Regulation Models

Problem-solving training and self-instructional training are characterized by
a multitude of component skills (e.g., alternative thinking and self-reinforce-
ment) combined into treatment packages aimed at enhancing children’s self-
control. Other self-regulation processes have been examined that focus on more
specific cognitive-mediational devices or self-produced behavioral responses as-
sumed to facilitate children’s self-regulatory capacities.

In laboratory settings, researchers have extensively examined children’s use
of cognitive-mediational strategies in delaying gratification and resisting tempta-
tion (e.g., Hartig & Kanfer, 1973; Mischel et al., 1972; Monahan & O’Leary,
1971). In the delay-of-gratification paradigm, children must choose between an
immediately available but less valued reward (e.g., a cookie) and a delayed
reward of greater value (e.g., three cookies). Similarly, in temptation resistance
studies, children are instructed to perform a task in the presence of more attrac-
tive options (e.g., watching a toy clown or cheating to obtain an available re-
ward). Delayed rewards are contingent on completing the task and following the
rules. Self-regulatory tactics must presumably be invoked to comply with the
instructional demands.

Children using mediational strategies, either spontaneously or as a result of
instruction, demonstrate greater self-control (e.g., fewer rule infractions) than
children not using these strategies. In general, cognitive activities that distract
attention from the arousing qualities of the tempting goal-object appear to facili-
tate self-control. These strategies include transforming (in imagination) external
stimuli into less attractive objects (e.g., Mischel & Baker, 1975), thinking “fun
things” to reduce the aversiveness of the delay periods (e.g., Mischel et al.,



1972), and verbalizing the rules related to the task demands or the benefits of
resisting (e.g., Patterson & Mischel, 1975).

These studies support social learning accounts of self-regulation, emphasiz-
ing the cognitive representational mechanisms mediating responses to external
stimuli. In contrast to self-control strategies directing children’s attention to
relevant stimulus information to enhance adaptive responding (e.g., self-
instruction), cognitive distraction techniques appear to reduce the controlling
effects of the external stimuli associated with maladaptive responding.

Surprisingly few studies have systematically evaluated cognitive distraction
and imagery techniques with clinical samples of children. Several investigators
have, however, reported positive effects when these procedures are used in
conjunction with other interventions (e.g., relaxation training) in reducing chil-
dren’s nighttime fears (e.g., Graziano, Mooney, Huber, & Ignasiak, 1979b; Kan-
fer et al., 1975), disruptive behavior and fear during visits to the dentist (Siegel &
Peterson, 1980, 1981), and aggressive behavior (e.g., Robin, Schneider, & Dol-
nick, 1976).

Another self-regulation paradigm involves teaching children self-manage-
ment skills. This approach is based on the assumption that teaching children to
manipulate the antecedent and consequent events surrounding their behavior
will increase the occurrence of positive behaviors in the absence of adult control.
Three interrelated processes are commonly included in this process: self-evalua-
tion, self-reinforcement, and self-determined standard setting (e.g., Kanfer &
Karoly, 1972).

Self-evaluation involves comparing one’s performance with some standard,
usually externally imposed (Bandura, 1977b; O’Leary & Dubey, 1979). Several
studies have examined whether using self-evaluation procedures affects chil-
dren’s classroom behavior (e.g., disruptive activity or on-task behavior) and
academic productivity, with mixed results (e.g., Nelson, Lipinski, & Boykin,
1978; Santogrossi, O’Leary, Romanczyk, & Kaufman, 1973). When used as a
isolated procedure, self-evaluation does not appear to produce marked or dura-
ble changes. Self-evaluation procedures may be as effective as evaluation by
others, however, when they are accompanied by external rewards for accurate
assessment and for achieving externally established criteria. Furthermore, the
durability of the behavior change after adult-delivered contingencies are with-
drawn appears to be enhanced once children accurately use these skills, sup-
porting the contribution of self-evaluation to the self-regulation process (e.g.,
O’Leary & Dubey, 1979; Wood & Flynn, 1978).

Self-reinforcement, judged by CSL theorists to be a critical component of
self-regulation, refers to processes by which individuals increase and maintain
their own behavior by self-produced consequences (Bandura, 1976; Catania,
1975). When examined in laboratory settings, children’s use of self-administered
rewards has been as effective as (e.g., Bandura & Perloff, 1967; Switzky &
Haywood, 1974) or more effective than (e.g., Bolstad & Johnson, 1972; Glynn,
1970) externally delivered rewards. Although not extensively examined as an
isolated procedure, the application of self-reinforcement to clinical problems has
produced comparable findings (e.g., Ballard & Glynn, 1975). The effectiveness
of self-reinforcement procedures as used by children appears to be tied to the
accuracy of their self-evaluation (e.g., Drabman, Spitalnik, & O’Leary, 1973), a
finding highlighting the interdependence of various self-regulation processes.

107

COGNITIVE AND SOCIAL
LEARNING THEORIES



108

SHARON L. FOSTER et al.

Thus, the potency of self-reinforcement and its regulating function is predicated
on children’s accurate assessment of their own behavior and the contingent
administration of rewards.

A final related approach to teaching children to regulate their behavior
involves teaching them to set self-determined standards of performance. Viewed
by CSL theorists as a cognitively based source of motivation (Bandura, 1977b),
self-determined performance standards are believed to have instructional or
attentional functions, to provide information regarding the level of performance
required to earn a reward, and to prompt self-evaluations in the form of overt or
covert consequences for achievement (O’Leary & Dubey, 1979). Thus, these
procedures are integrally related to self-evaluation, goal setting, and self-
reinforcement.

On laboratory tasks and measures of academic achievement, setting self-
determined criteria in isolation does not appear to lead to significant or long-
term behavior change (e.g., Bandura & Perloff, 1967; Felixbrod & O’Leary, 1974).
When combined with rewards for achieving the performance standards, howev-
er, self-selected goals lead to as much improvement as externally controlled
criteria and may enhance maintenance when external influences are withdrawn
(e.g., Brownell, Coletti, Ersner-Hershfield, Hershfield, & Wilson, 1977; Weiner
& Dubanowski, 1975). The stringency of the standards that children select ap-
pears to be tied directly to performance gains. As one would expect, children
setting higher standards (either spontaneously or through external prompts)
demonstrate more desirable performance than children setting standards below
their capabilities (e.g., Brownell et al., 1977).

All of these data suggest that children can control their behavior by apply-
ing cognitive and behavioral strategies to inhibit maladaptive responses and to
activate and maintain desirable behavior. Children often have to be taught how
to use self-control tactics effectively, however, to achieve maximum benefits.
The gradual transition from adult-controlled to child-controlled standards and
evaluation appears to be essential to achieving clinically significant behavior
change. Moreover, increasing the involvement of the child in the learning pro-
cess may further enhance treatment gains.

Toward Further Advancements

One major impetus for the movement toward integrating cognitive factors
into social learning interventions was the widespread belief that attending to the
children’s cognitive functioning would yield increased generalization and great-
er clinical improvement. The expectation regarding generalization has not re-
ceived unilateral support, and inconsistent evidence for generalization seems to
be a relatively consistent conclusion (see Braswell & Kendall, 1988). For exam-
ple, Abikoff and Gittelman (1985) reported that adding a cognitive training
regimen to a medication program with hyperactive children neither enhanced
the effects of the medication nor contributed to an increased generalization of
behavior change.

If cognitive processes are assumed to have a certain situational specificity
(and not to have traitlike cross-situational power), however, why would gener-
alization be in any way primed by cognitive training? It seems reasonable to
return to more behavioral notions and to restate the generalization issue as



aiming direct effort at behavioral change in different situations (e.g., Stokes &
Baer, 1977). What may be a reasonable explanation is that cognitive strategies are
more efficient to teach because they have broad applicability, but that they do
not necessarily generalize more readily than behavioral skills. Newly acquired
behavioral skills and newly acquired cognitive functioning both appear to re-
quire generalization programming. It may also be that focusing on the develop-
ment of cognitive structures in addition to cognitive content (the major target of
most cognitive-behavioral interventions with children) improves generalization.

If cognitive structures play crucial roles in cognitive social learning applica-
tions, it is entirely reasonable to ask, “How modifiable are cognitive structures?”
and, if they are modifiable at all, “How are they best modified?”” An emerging
consensus seems to be that cognitive structures are plastic, but that they are not
as readily modifiable as discrete behaviors. Once influenced by interventions,
cognitive structures are subject to new input and further refinements. For the
clinician, the question then becomes how to proceed in describing, assessing,
and modifying cognitive structures.

Ingram and Kendall (1987) and Kendall and Ingram (1987) have described
various procedures for schematic modification. The methods proposed contrast
surgeons, mechanics, and carpenters. In the surgical approach, the therapeutic
goal is the removal of an unwanted structure (e.g., eliminating the anxious
person’s schema for threat and, as a consequence, reducing anxiety). In depres-
sion, removing the negative schematic view of the self, the future, and the world
should elevate the depressed mood.

But is it genuinely likely that cognitive structures, which represent indi-
viduals’ cumulative experiences of their history, can be removed? A second
model suggests that structures are not removed; rather, they are altered in
meaningful ways through therapy. Here, the therapist is the mechanic, fixing
troubled and dysfunctional cognitive schemas. The therapeutic procedures
would be designed to decrease the activation of dysfunctional schemas in key
situations, to reduce the number of associations between environmental events
and the existing schemas, and to increase the associations with altered and more
adaptive schemas.

The cognitive carpenter model proposes that the task of the therapist is to
create or construct new schematic structures. These new procedural structures
are essentially a series of cognitive contents, processes, and products that enable
the individual to actively and adaptively cope with the environmental situations
that have previously been the source of the disproportionate, maladaptive, and
unwanted emotional and behavioral reactions.

The challenge facing cognitive social learning interventionists is first to
develop useful, generalizable, empirically based models of the specific kinds of
cognitive structures that accompany different types of child disorders, with
particular attention to the interaction among the child’s environment and the
child’s developing cognitive and behavioral repertoires. It is then necessary to
design psychometrically sound methods for assessing cognitive structures and
to further develop effective procedures for modifying the various components of
cognitive functioning, especially those structures that pose the greatest difficulty
for distressed children. Consistent with what has been learned to date from
evaluations of behavioral and cognitive-behavioral treatments with children, it
seems quite reasonable to recommend that performance-based interventions,
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concerns about the personal and social consequences of action, emphases on
generalized cognitive and behavioral change, and a focus on the organism'’s
active information-processing of the therapeutic experiences may collectively
contribute to maximal gains.
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6 Pharmacotherapy

JaMES E. MARTIN AND MARTIN AGRAN

Psychotropic drugs are those prescribed by a medical doctor to alter the behavior
or emotions of children with severe childhood disorders (Gadow, 1986a; Sprague
& Ullmann, 1981). Pharmacotherapy is the active use of psychotropic drugs to
change behavior or emotions, and it has enabled many children to function wellin
school and to live fuller, happier lives (Aman, 1978, 1980; Kauffman, 1985).
Although generally useful, the effects of psychotropic drugs need to be
monitored closely because children’s learning ability and social performance can
be adversely affected (DiMascio & Shader, 1970). Therapists, teachers, and others
who work with disturbed children need to understand both the benefits and the
costs associated with the use of psychotropic drugs. The purpose of this chapteris
to explain basic pharmacotherapy concepts and to discuss the effects of psycho-
tropic drugs.

CONCEPTS

Classification

The psychotropic drugs used with children are generally grouped into four
categories: (1) major tranquilizers; (2) minor tranquilizers; (3) antidepressants;
and (4) stimulants. Each of these drug groups is discussed in detail. The most
common trade names are used to describe each drug. When a drug is first
introduced, the generic name is also included.

Major Tranquilizers

These drugs, also called neuroleptics or antipsychotics, are used to treat psy-
chotic disorders and to manage hyperactive, aggressive, self-injurious, self-stim-
ulatory, and delusionary behaviors. The major tranquilizers are divided into
three main groups: (1) the phenothiazines, which include Mellaril (thioridazine),
Thorazine (chlorpromazine), and Stelazine (trifluoperazine); (2) the butyro-
phenones, which include Haldol (haloperidol); and (3) the thioxanthenes, which
include Navane (thiothixene). The phenothiazines are the major tranquilizers
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most often used to treat childhood problems (Gadow, 1986a). Thorazine, the
first psychotropic drug, was introduced in the early 1950s (Spiegel & Aebi, 1983).
Generally, children who use these drugs are attending special education pro-
grams for students with emotional problems or mental retardation (Gadow,
1986b).

Minor Tranquilizers

These drugs, also called antianxiety-sedative drugs or anxiolytics, are used to
treat anxiety disorders. However, the ability of Valium (diazepam) to relax skel-
etal muscles promotes its use with children who have cerebral palsy. Valium and
Clonopin (clonazepam) are also frequently used to help control seizures in epi-
leptic children. The minor tranquilizers are grouped into three classifications
based on their chemical makeup. The first group is the benzodiazepines, which
include Valium, Librium (chlordiazepoxide), and Clonopin; all of these drugs
have some antiepileptic properties. The second group is the diphenylmethane
derivatives, which include Atarax (hydroxyzine) and Benadryl (diphenhydra-
mine). In young children Atarax is used occasionally to help manage hyperac-
tivity and to promote sleep. The third group is the propanediols, which includes
Equanil (meprobamate). This last group must be used with caution, as the drugs
have been associated with suicide attempts and accidental poisonings (Gadow,
1986a).

Antidepressant Drugs

These drugs are divided into two categories: the tricyclics and the monoamine
oxidase inhibitors (MAOIs). The MAO inhibitors are used less often than the
tricyclics because they are less effective and more toxic. The drugs in the tricyclic
category include Tofranil (imipramine) and Elavil (amitriptyline). These drugs
are used to treat severe, chronic childhood depression. As Gadow (1986a) indi-
cated, however, the term antidepressant is somewhat misused, as these drugs are
used to treat a variety of childhood problems. Tofranil is often prescribed to treat
enuresis (bedwetting) and, at times, hyperactivity. Elavil is also used to treat
hyperactivity. Lithium is the only known drug that can be used to treat indi-
viduals who are manic-depressive. Fortunately, very few children need to be
treated for this disorder.

Stimulants

These drugs appear to be the most-often-used childhood psychotropic
drugs. They are used to treat attention-deficit disorders with or without hyper-
activity. Ritalin (methylphenidate), Dexedrine (dextroamphetamine), and Cylert
(pemoline) are the most-often-used stimulants. Like other drugs, stimulants can
be used to treat other disorders. At times, they may be used to treat the drow-
siness caused by antiepileptic drugs and to control narcolepsy. Narcolepsy, a
disorder marked by sudden sleep, is rare and seldom develops in children under
the age of 12 (Gadow, 1986a).



Frequency of Use

Psychotropic drugs are often used to treat various childhood disorders; yet,
the majority of children with these problems do not take medication. The exact
number of children prescribed psychotropic drugs is difficult to determine, as
only a few prevalence studies have been completed. However, several estimates
of drug use have been reported; and it appears that the use of psychotropic
drugs varies by the type of disorder. About 15%-30% of children who have been
labeled by the schools as being emotionally disturbed use psychotropic drugs
(Gadow, 1986a; Safer & Krager, 1984). Of all elementary-school-aged children,
1%-2% receive psychotropic drugs to control hyperactivity (Gadow, 1986a).
About 5% of students who are moderately mentally retarded and 13% of stu-
dents who are mildly mentally retarded are prescribed psychotropic drugs
(Aman, Field, & Bridgman, 1985; Gadow, 1986a; Gadow & Kalachnik, 1981). Of
the 5% of the moderately mentally retarded students prescribed psychotropics,
about 37% use major tranquilizers; of this group, a third are 13 years of age or
younger (Gadow & Kalachnik, 1981). This rate of use is well below the figures
for public residential institutions (Hill, Balow, & Bruininks, 1985) and adult
community programs (Martin & Agran, 1985).

Administration

Psychotropic drugs are usually administered orally. The drug—once dis-
solved by the stomach and intestinal fluids—passes through the intestinal walls,
goes into the blood stream (after being processed by the liver), and is delivered
to the brain. Once past the blood-brain barrier, the drug molecules affect brain
cell activity. The amount of food and time when food is eaten, the supply of
blood, stomach acidity levels, and other factors can all affect the rate of absorp-
tion into the blood stream (Leavitt, 1982). The drug is primarily removed from
the blood stream by the kidney and is excreted with the passage of urine. A
stable concentration of drug in the blood stream is achieved when the amount of
drug intake equals the amount of drug output.

The half-life of a drug is the time the body takes to decrease the amount of
the drug by half. Extreme fluctuations in the amount of drug in the blood stream
can generally be prevented by administering another dosage each half-life. (See
Gadow, 1986a,b, for a more detailed discussion of the administration of psycho-
tropic drugs.) In an emergency, psychotropic drugs can also be administered
intramuscularly. A needle passes the drug directly into muscle, where absorp-
tion into the blood stream is much quicker than when pills are taken orally.

Dosage

Titration is the most common method of determining an effective medica-
tion dosage. A small amount of medication, often below the recommended
effective level, is first prescribed. The amount is increased slowly until the
desired effect is obtained. During titration, a different drug may be substituted
or another added. Titration requires that each person’s dosage be monitored
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individually, as two individuals who have similar physical characteristics may
respond differently to the same amount of medication.

The titration process requires input from significant others to ensure that
the physician will have adequate information. For example, Sleator and Ullmann
(1981) reported that only 20% of children who are hyperactive can be accurately
diagnosed based on observations completed only in the medical office. Conse-
quently, other individuals (e.g., teachers) who interact with these children for
extended periods of the day need to be asked to provide their observations.
When teacher-completed observational checklists are given to the physician, the
accuracy of diagnosis and follow-up drug monitoring improve dramatically. In
the case of attention-deficit disorders with hyperactivity, a completed scale, like
the one called ACTeRs developed by Ullmann, Sleator, and Sprague (1985), can
be sent to the physician by the child’s classroom teacher weekly or monthly. This
additional information would ensure effective monitoring.

Dose Response

Psychotropic drugs are prescribed to modify a specific target behavior. Vari-
ous dosages of a drug have differing effects on the target behavior. The rela-
tionship between the dosage and its effect on the target behavior is called the
dose response. When the desired results have been obtained, the threshold re-
sponse has been reached (Ray, 1978). Marholin and Phillips (1976) discussed
psychotropic drug effects in relation to the acquisition of skills. In their view, a
therapeutic effect is obtained when symptomatic or deviant behavior is reduced
concurrently with the demonstrated acquisition of new skills. To achieve this
level of therapeutic effect, one must monitor the target behavior closely (Agran
& Martin, 1982).

Besides affecting the target behavior, psychotropic drugs may also affect
other behaviors. When collateral behavior becomes adversely affected, the drug
is regarded as having toxic effects (DiMascio & Shader, 1970). A study com-
pleted by Sprague and Sleator (1975) illustrated the dose—response relationship
between the target behavior and collateral behavior. As the dosage of stimulant
medication was increased to control hyperactive behavior, academic behavior
was negatively influenced. If the amount of drug was reduced from the level
that best controlled the hyperactive behavior, academic behavior improved, but
the level of hyperactive behavior increased. Whalen and Henker (1984) reported,
however, that Sprague and Sleator’s dose-response pattern across different be-
havioral domains (1975) has not been replicated. Whalen and Henker (1984)
summarized by indicating that no definitive answer about temporary cognitive
impairment is possible. The physician, in consultation with the family and the
educational staff, must determine a dosage that will achieve the most positive
control over the target behavior with as little effect on academic abilities as
possible.

Tolerance

Children may develop tolerance for any psychotropic drug. The same dosage
of a drug that had successfully managed the target behavior may no longer
control the child’s problem behavior (Gadow, 1986a). The exact point during



treatment when a child develops a tolerance for any particular drug is unknown.
When tolerance is reached, a slight increase in the dosage level may often
reestablish the threshold response. Sleator, von Neumann, and Sprague (1974)
reported, for instance, that a slight increase in Ritalin usually reestablishes the
treatment threshold. Gadow (1986a) warned of possible serious side effects
when the dosage level of a drug is repeatedly increased to reestablish lost treat-
ment effects, as heightened amounts of the drug may still be in the child’s blood
stream. After a brief period in which there may be a dramatic effect, a few
children will develop complete tolerance (Gross & Wilson, 1974; Spiegel & Aebi,
1983). For instance, Shaywitz and Shaywitz (1984) estimated that 20%-30% of
the children given stimulant medication for attention-deficit disorder do not
show significant improvement.

Polypharmacy

Children who receive psychotropic drugs to help manage their emotional or
behavior problems often receive more than one type of drug. This practice is
called polypharmacy, or multiple-drug treatment. A potential problem may arise
when one drug alters or negates the effect of another. Gadow and Kalachnik
(1981) estimated that 7%-10% of the children in special education classes who
receive medication are given drugs to control their behavior and seizure disor-
ders. Hill ef al. (1985) reported that 54% of the residents (including children and
adults) of community residential programs for mentally retarded individuals
were regularly given more than one psychotropic or anticonvulsant drug. Al-
though several researchers have attempted to determine the prevalence of poly-
pharmacy, the effects of multiple-drug therapy on behavior have received little
attention (Agran & Martin, 1982). Gadow (1986a) indicated that the negative
effect of drug interactions warrants multiple-psychotropic-drug therapy only in
unique cases.

Drug-Free Periods

Children who receive psychotropic drugs on a long-term basis should occa-
sionally undergo a brief drug-free period. This recommendation is derived from
research suggesting that up to 30% of the children who are on psychotropic
drugs could be removed from them with no recurrence of the deviant or symp-
tomatic behavior. The drug-free period should be long enough to ensure that
significant others, especially teachers or mental health workers, will be able to
note any changes in behavior. For the facilitation of unbiased feedback, these
individuals should not be told that the child is in a drug-free period. A study by
Sleator et al. (1974) illustrates this point. During the course of a long-term investi-
gation to determine the effects of stimulant medication on hyperactive behavior,
the children were taken off medication. Before treatment, these children had
displayed high levels of hyperactive behavior. Once the drug was removed, the
children’s teachers reported that 26% of the sample no longer had unacceptable
behaviors. This unexpected finding is remarkable, as the teachers were not
given information about the drug’s being discontinued. The reasons behind the
findings are unclear, and explanations range from environmental modifications
to spontaneous remission. The point remains that, after continuous drug treat-
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ment, many children no longer needed the medication. If the drugs had not
been withdrawn for a brief trial period, the behavior of these children in drug-
free conditions would not have been known.

ErrFECTS OF PsYCHOTROPIC DRUGS

Psychotropic drugs almost always effect changes in a child’s behavior.
These changes may be wanted, unwanted, or both. In other words, deviant or
symptomatic behavior may be reduced or brought under control, and at the
same time, desired behavior may be impaired (Aman, 1980). Interestingly, an
unwanted effect for one person may be the desired effect for another (Gadow,
1986a).

Drug-induced side effects are generally manifested through impairments in
adaptive behavior or physical symptoms (Engelhardt & Polizos, 1978). Behav-
ioral toxicity, discussed in the dose response section, may impair a child’s adap-
tive functioning or learning ability. Physical side effects vary along a continuum
from less to very serious, and they range from a transitory change in speech,
coordination, or clarity of thought to permanent damage to an organ, such as the
liver or the heart. The major and minor tranquilizers, the antidepressants, and
the stimulants all have the potential to induce desired as well as unwanted side
effects. Fortunately, some of these negative conditions may improve when the
dosage is reduced or the drug is discontinued.

Major Tranquilizers
Desired Effects

Thorazine, Mellaril, and Haldol are the major tranquilizers most often pre-
scribed to assist in the management of childhood aggressive, destructive, and
antisocial behavior. The major tranquilizers have been used to treat almost all
childhood psychiatric disorders (including schizophrenia, autism, severe behav-
ior problems, and conduct disorders). Although many studies examining the
effects of these drugs on adult behavior have been completed, little research has
been conducted on children (Gadow, 1986b). Most research information has
been derived from studies conducted on mentally retarded children. Also, the
overall lack of well-controlled studies limits the conclusions that can be drawn
from the available reports (see Aman & Singh, 1980; Sprague & Werry, 1971).

In early and middle childhood, the major tranquilizers are used for the
behavior management of severe conduct problems. Gadow (1986b), however,
indicated that these drugs do not seem to help in treating autism. For adolescent
psychotic problems, such as schizophrenia and severe affective disorders, these
drugs are often successful. The drugs appear to manage the person’s acute crisis
and to calm agitated states. Usually, these drugs are prescribed on a short-term
basis, but those few children diagnosed as having schizophrenia may receive
long-term treatment.

Several well-controlled studies have suggested the usefulness of the major
tranquilizers in reducing stereotypical behaviors (Davis, Sprague, & Werry,



1969; Singh & Aman, 1981; Zimmerman & Heistad, 1982). These studies targeted
stereotypical behaviors as their major dependent measure. Other studies that
have used broad-based clinical measures have found that the major tranquilizers
did not reduce the frequency of occurrence of these behaviors (Aman & Singh,
1983). Because the subjects in these studies were children who were mentally
retarded, generalization to children who are autistic, in whom stereotypical
behaviors are also common, should be done in a cautious manner.

Among students who are mentally retarded, the usefulness of these drugs
in helping to manage such behaviors as aggressiveness, destructiveness, and
hyperactivity is still uncertain. However, clinical practice and a few well-con-
trolled studies seem to suggest the usefulness of these drugs in certain cases.
Aman and Singh (1983) indicated that Mellaril and Haldol can be used to control
aggressive and other hostile behaviors. Menolascino, Ruedrich, Golden, and
Wilson (1985) reported that Navane and Mellaril were used to successfully treat
schizophrenic mentally retarded adults. Interestingly, the dosages prescribed
were lower than those needed to treat patients who were not mentally retarded.
Mellaril, Thorazine, and Haldol have also been used to successfully treat self-
injurious behavior (Burk & Menolascino, 1968; Singh & Millichamp, 1985).

Duration of Effect

Usually, the major tranquilizers are given in one daily oral dose. Their
maximum effect is reached in 1-4 hours and is maintained for up to 24 hours.
Prolixin (fluphenazine decanoate), a drug that can be given intramuscularly, is
given for long-term treatment, especially for individuals who can’t manage their
own medications. Its half-life—that is, the time at which its therapeutic action
begins to lessen—is from 2 to 3 weeks. A child’s body will take about 4 weeks to
eliminate all traces of the drug.

Side Effects

The major tranquilizers can cause varied physical side effects, perhaps the
most serious being extrapyramidal (a motor area of the brain) disturbances
(Charalampous & Keepers, 1978). About 20% of the individuals on Mellaril and
Thorazine complain of drowsiness and dry mouth. In addition, about 10% of the
cases experience visual problems and constipation. For low dosages, these side
effects are often short-term. However, as the dosage increases, adverse effects
become more likely. Certain major tranquilizers have unique effects. Mellaril
may inhibit ejaculation while not affecting the ability to have an erection. Thor-
azine is often associated with weight increase.

Four extrapyramidal syndromes are associated with major tranquilizer use:
Parkinsonian syndrome, akathisia, acute dystonic reaction, and tardive dys-
kinesia. According to Gadow (1986b), these side effects occur most often with
Haldol, Stelazine, and Compazine (prochlorperazine). Mellaril seems to cause
the least extrapyramidal complications of all the major tranquilizers.

Parkinsonian Syndrome. This side effect causes the person to look “drugged
out” or to have masked facial expressions. Other symptoms include rigid mus-
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cles, poor posture, involuntary quivering, and finger rubbing (i.e., pill rolling).
A decrease in the amount of drug or the adminstration of anticholinergic
drugs—that is, Artane (trihexyphenidyl) or Cogentin (benztropine)—may help
reduce the frequency and intensity of the Parkinsonian reaction.

Akathisia. The major characteristic of this disorder is restless behavior. The
person is always fidgeting, appears agitated, and has difficulty sitting still. At
times, dosage reduction or taking anticholinergic drugs helps control this
problem.

Acute Dystonic Reaction. This disorder is characterized by facial grimacing,
an upward gaze, protruding tongue, or clenched teeth. Gadow (1986a) indicated
that these symptoms usually occur in younger individuals and near the start of
drug treatment. Anticholinergic drugs are of great help.

Tardive Dyskinesia. This disorder is usually noticed after months of treat-
ment with high dosages of a major tranquilizer, and it is often observed only
when the drug has been stopped. This syndrome is characterized by sterotyped
involuntary movements: smacking of the lips, movement of the chin, movement
of the fingers, and jerky body movements. Gadow (1986a) estimated that 15%—
30% of the people who receive long-term treatment develop tardive dyskinesia.
Schroeder and Gualtieri (1985) suggested that gradual withdrawal of the major
tranquilizer will produce fewer instances of dyskinesia than immediate cessa-
tion. Unfortunately, some people never seem to stop having symptoms, even
though the symptoms lessen. At times, the only way to provide symptom relief
is to resume drug treatment.

Even though the major tranquilizers have been used to treat childhood
disorders for several years, little is known about the effects of these drugs on
learning (Aman, 1980), in part, because many of the studies have relied on
insensitive instruments to measure the dependent variables (Gadow & Swan-
son, 1985). The few studies that have been conducted with non-mentally-re-
tarded subjects suggest that the major tranquilizers do not produce consistent
cognitive gains and, in fact, seem to worsen cognitive performance, especially at
higher doses (Aman, 1978). When these drugs do appear to help cognitive
performance, the dosages are relatively low (Aman, 1980). Several studies sug-
gest that certain major tranquilizers are inimical to the cognitive performance of
mentally retarded individuals (Wysocki, Fuqua, Davis, & Breuning, 1981).

Minor Tranquilizers
Desired Effects

This group of drugs is primarily used to treat anxiety disorders. However,
little information is available about the use of these drugs in the treatment of
children (Gittelman-Klein, 1978). This situation exists for several reasons. No
data exist on the prevalence of the use of minor tranquilizers among children
under 13 years old. The few studies that have investigated childhood prevalence
rates have found little, if any, use of these drugs. The development of the recent



DSMH-III childhood anxiety disorder categories (avoidance and separation disor-
ders) have not allowed time for detailed studies to be completed (American
Psychiatric Association, 1980). Even though the overanxious disorder was in-
cluded in DSM-II, to date few research studies have examined the use of drugs
to treat this disorder. Finally, the rarity of obsessive-compulsive disorders cre-
ates a situation in which subjects are very difficult to find. In contrast, several
studies have been completed that have decreased childhood phobias (for a
change), but drugs are seldom used in these cases (Schwartz & Johnson, 1985).

Pomeroy and Gadow (1986) indicated that few children under the age of 13
are treated with drugs for anxiety disorders, as the age of onset usually occurs
during adolescence. Clinical practice with adolescents and young adults sug-
gests that short-term drug therapy, coupled with psychological treatment, is the
most effective approach. In these cases, Valium and Librium have been the
most-often-used drug. Gittelman-Klein and Klein (1971) reported that Tofranil
(an antidepressant) reduced children’s fear of going to school and made them
less depressed.

Instead of being used to help treat anxiety problems, the minor tranquilizers
seem to be used more with children to help manage other problems. Valium and
Clonopin are often used as antiepileptic drugs. Children who have cerebral
palsy are frequently given Valium to help relax their skeletal muscles, although
its use is of limited value because of its sedative nature and its weakening effect
on the muscles. Dantrium (dantrolene sodium) is also used as a muscle relaxant,
but its use may lower the seizure threshold (Denhoff, Feldman, Smith, Litch-
man, & Holden, 1975). Atarax is used at times to help control hyperactivity.

Duration of Effect

The effects of the minor tranquilizers can be observed within 15-60 minutes
after they have been taken. The maximum therapeutic effect begins to wear off
in 2—-6 hours; in other words, their half-lives are short. Because of this short
duration, the drugs are usually administered three to four times a day.

Side Effects

Sedation is the most frequent side effect. Less frequent is blurred vision,
urinary incontinence, and constipation. Baldessarini (1980) reported that central
nervous system activity is slowed and responsiveness to external stimuli is
reduced. Increased aggressiveness and irritability have been observed to be
associated with the use of Librium and other benzodiazepines. LaVeck and
Buckley (1961) reported that behavior problems increased and the degree of play
behavior decreased when children were prescribed this medication. Other side
effects include failure to ovulate, headaches, nausea, skin rashes, and impaired
sexual ability. Unfortunately, dependency can be developed when the minor
tranquilizers are used for a long period of time. Gradual reduction and short-
term use of these drugs can limit or impede the development of side effects.

Investigation of the effects of these drugs on cognition remains limited.
However, the drugs do appear to limit the responsiveness to stimuli and, as a
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result, would seem to impair learning. Although somewhat dated, the conclu-
sion reached by McNair (1973) that these drugs depress learning still seems to be
relevant.

Antidepressants
Desired Effects

Little information has been reported on the effects of the antidepressants.
Pomeroy and Gadow (1986) indicated that Tofranil and Elavil are used to help
treat childhood depression, and their use is almost always limited to individuals
who are not mentally retarded. Clinical practice suggests that the tricyclics are
useful in helping children recover from the hurt and sadness associated with
severe depression. Tofranil is also used to help stop bed-wetting.

Duration of Effect

The maximum therapeutic effect, or half-life, of the tricyclic antidepressants
is 10-18 hours. Usually, the drugs take 4-9 hours to reach peak effectiveness.
Because of a delay in the onset of the primary effect, Tofranil must be taken for at
least 4 weeks before its effect can be evaluated (Pomeroy & Gadow, 1986). Drug
treatment should generally last from 3 to 6 months. As the MAO inhibitors are
seldom used, this drug group will not be discussed.

Side Effects

The tricyclics frequently produce physical side effects, including nausea,
blurred vision, constipation, drowsiness, and dry mouth. Infrequently, the
drugs cause the heart to race or to develop unusual rhythms. As a result, an
overdose can be lethal. In rare cases, the drugs may be associated with the onset
of epileptic seizures. The effects of these drugs on learning and adaptive en-
vironmental functioning have not been well studied (Aman, 1980). The little
research available suggests that the antidepressants do not impair cognitive
ability and may, in some instances, help.

Stimulants
Desired Effects

Stimulant medication, usually Ritalin or Cylert, is used to treat most chil-
dren who are diagnosed as having an attention-deficit disorder with hyperac-
tivity (Schwartz & Johnson, 1985). The effects of stimulant medication are by far
the best researched of all of the psychotropic drugs (Aman, 1980; see the recent
reviews completed by Barkley, 1981; Ross & Ross, 1982). The effects of the
medication have been assessed across many different dependent variables, most
of which have been in an analogue setting (i.e., a laboratory) rather than in the
children’s natural environment.

Before the effects of the stimulants are examined in relation to hyperactive
children, the effects of these drugs on normal children will be discussed.



Rapoport, Buschbaum, Weingartner, Zahn, and Ludlow (1980) administered
Dexedrine and placebos to 14 normal boys. These children responded in much
the same way as hyperactive children. When on the medication, the boys were
less active, made fewer errors on a cognitive task, were able to learn and re-
member more on a memory task, and improved their language performance. In
summary, the drug seemed to enable the children to focus their attention better.

Even though not all hyperactive children have conduct problems, those who
do are most likely to be treated for hyperactivity (Sleator, 1982). Many studies
have demonstrated that stimulants can suppress aggression, noncompliance,
and other nonsocial behaviors (Ross & Ross, 1982). The use of Ritalin appears to
help hyperactive children acquire both fine and gross motor skills. Wade (1976)
reported that hyperactive children could do better on a gross-motor beam task
when they were on medication. Lerer, Lerer, and Artner (1977) found that over
half the hyperactive children in their sample of 50 had a better quality of handwrit-
ing when on Ritalin than when on a placebo, and that the improvement was
maintained as long as the children were on medication. Ritalin has also been
found to produce better reaction time (Reid & Borkowski, 1984), to reduce errors
in sustained-attention tasks (Michael, Klorman, Salzman, Borgstedt, & Painer,
1981), to reduce impulsivity (Brown & Sleator, 1979), to aid in memory (Sprague &
Sleator, 1977), and to help with problem solving (Sprague, 1984). Finally, the
effects, if any, of stimulants on academic performance (e.g., reading and writing)
seem small (Gadow, 1983).

Duration of Effect

In comparison to the other psychotropic drugs, the duration of effectiveness
for some stimulants is rather short. For children, the half-life varies for different
stimulants. The half-life of Ritalin is 4-5 hours (Safer & Allen, 1976). The half-life
of Cylert, a long-lasting drug, is about 10 hours. Ritalin-SR, a long-lasting drug,
has a half-life of about 8 hours. The advantage of using a long-lasting drug is that
it eliminates the need of a noontime dose during the school day (Whitehouse,
Shah, & Palmer, 1980). Usually, the effects of these drugs can be seen 30 minutes
after they have been taken.

Side Effects

Stimulant medication produces few physical side effects, and those associ-
ated with proper moderate dosages are seldom serious (Safer & Allen, 1975). At
the start of stimulant treatment, difficulty in sleeping and loss of appetite are the
two most common side effects. Because the stimulant medications are typically
given to a child at breakfast and at lunch, the possibility of any loss of appetite is
reduced. The effect of the drugs taken in the morning and at lunch usually wear
off by bedtime, and thus, potential sleep problems are limited. Minor side ef-
fects, which are usually only experienced at the start of treatment, include
headaches, moodiness, and irritability. At times, the dosage needs to be reduced
to eliminate these effects. Whalen and Henker (1984) reported that, in their
clinical work and review of the research literature, many children become sad or
depressed while on stimulant medication. Finally, Safer, Allen, and Barr (1972)
reported that long-term stimulant treatment may cause some children to gain
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130 less weight and height. However, when the drug treatment is stopped, these
children catch up in their growth rates (Safer, Allen, & Barr, 1975).

JaMEs E. MARTIN AND . . . . ey

MARTIN AGRAN Stimulant medication may have a detrimental effect on cognitive perfor-
mance when the dosage is too high. When this occurs, Gadow (1986a) indicated
the medication may improve the child’s attention span to the point where he or
she may be overfocused. On cognitive tasks, the overdosed child will make the
same mistake over and over again. When the medication is reduced, perfor-
mance improves. Whalen and Henker (1984) suggested that only complex cog-
nitive tasks may be impaired by higher levels of stimulants, and that more
routine tasks are not affected.

SUMMARY

Pharmacotherapy represents an effective therapeutic procedure for manag-
ing the symptomatic behaviors or emotions of children with behavior disorders.
The drugs prescribed to manage childhood behavior disorders are referred to as
psychotropic drugs. Generally, these drugs are grouped into four categories:
major tranquilizers, minor tranquilizers, antidepressants, and stimulants. Major
tranquilizers are prescribed to treat psychotic disorders; minor tranquilizers are
prescribed to treat anxiety disorders; antidepressants are prescribed to treat
childhood depression; and stimulants are prescribed to treat attention-deficit
disorders. Although the available reports suggest that these drugs are generally
effective in managing behavior disorders, psychotropic drugs may also produce
unwanted or toxic side effects. These drug-induced side effects are manifested in
physical symptoms or impairments in adaptive functioning.

Among the factors that may influence the severity of these effects are the
nature of the drug prescribed, the dosage level, the period of time for which the
drug is prescribed, and the number of drugs that are prescribed concurrently.
Because of the problems that may occur when psychotropic drugs are pre-
scribed, it is essential that the use of these drugs be carefully monitored. Observ-
ing these effects as they are manifested in children’s daily lives is a responsibility
of the medical community, parents, therapists, and teachers.
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7 Psychotherapy

EDWARD J. NUFFIELD

INTRODUCTION

The purpose of this chapter is to present the theoretical underpinnings of a
method of treating children and adolescents exhibiting major psychopathology.
The method is psychotherapy, which is based on psychodynamic principles,
rather than on learning theories, which in themselves are quite varied (see
Chapters 4 and 5 of this book).

This distinction, when fully examined, is unfortunately not water-tight, nor
is it as conceptually clear cut as the initial statement suggests. When the process
of dynamically based therapy is laid bare and the fact of personality or behav-
ioral change is exposed, it becomes difficult to exclude the fact that learning has
taken place and has not acted as a lever producing the change. Nevertheless,
there are important semantic differences between the behaviorist and the dy-
namically oriented therapist; it is the vocabulary of the latter that will be used in
this discussion.

In the case of children and adolescents, the psychodynamic theoretician has
to be sensitive to the developmental process, which is a critical element. This
movement is slow in relation to the usual time frame of therapy, and it may be
uneven in its velocity. The developmental movement has to be incorporated into
a theoretical matrix whose elements are the dynamic exchanges between the
subject and his or her psychological environment, and also between the sub-
ject’s internal psychological structures, such as desire and conscience. It is the
appreciation of these so-called intrapsychic elements that makes psychodynamic
theories distinct and separable from other psychological conceptual systems. In
the case of children and adolescents, intrapersonal or intrapsychic conflicts seem
to play a smaller or perhaps a more subtle role than in the case of adults.
Furthermore, members of different “schools” of psychotherapy place different
emphases on the relative importance of intrapsychic and interpersonal events;
accordingly, their therapeutic strategies are shaped differently. A practical con-
sequence is the preference of individual over group treatments, or vice versa.
However, there is much overlap between individual and group therapists as far
as theory is concerned. The former do not always stress intrapersonal events,
nor do the latter confine themselves to dealing with interpersonal relationships.
Nevertheless, the individual practitioners almost always lean toward one side or
another. Thus, Slavson (1950), a group therapist, focused on intrapsychic pro-
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cesses, whereas Reisman (1973), an individual therapist, laid more stress on
interpersonal events. The former was influenced substantially by psychoanalytic
theory, and the latter showed more of the influence of Carl Rogers. Those two
separate “schools” constitute the main theoretical sources of psychodynamic
therapy, although there are other, lesser theoretical contributions, such as theo-
ries of play. These conceptual strands are traced here through a historical ac-
count of the emergence of child and adolescent psychotherapy.

HisTORICAL PERSPECTIVES

In tracing the beginning of psychotherapy for children and adolescents, one
does not have to go very far back in the history of human civilization. The chief
reason is that psychotherapy itself is relatively recent; furthermore, the early
psychotherapists focused more on adults than on children and adolescents.

There are some forerunners of child psychotherapy who deserve mention.
At the beginning of the 19th century, the French physician Jean-Marc-Gaspard
Itard (1806/1962), when undertaking the treatment of Victor, the “wild boy of
Aveyron,” engaged in an activity that can be labeled either psychoeducational or
psychotherapeutic by modern standards. Another pioneer was Edward Seguin
(1866), who used a variety of methods, including training of all the senses, to
enhance the development of the idiotic child.

The emphasis on the educational aspects of the treatment of children was
continued by the work of Lightner Witmer (1907), whose treatment method was
retraining the child who had been subjected to inadequate methods of educa-
tion. Witmer was more interested in diagnosis than in treatment; the children at
his clinic, established in 1896, were subjected to a great deal of physical examina-
tion, anthropometric measurement, tests of reaction time, tests of vision, and so
on (Reisman, 1966).

The treatment of children by these three pioneers was basically pedagogical.
Nevertheless, there were elements of psychotherapy, in that the relationship
between the tutor and the child was of some importance, even though it was not
stressed in the written accounts. This directive, or tutoring, approach continued
into the modern era.

It is traditional to assign the beginning of psychotherapy with children to
Sigmund Freud’s treatment of little Hans (Carek, 1979). In this classic case,
Freud (1959) was asked to deal with a phobic condition in a 5-year-old boy. He
chose to treat the boy through the father, without ever seeing the child. This
approach tends to be frowned on by most current practitioners, although the
method of “filial therapy” closely resembles what Freud actually carried out.
The first generation of psychoanalysts was concerned almost exclusively with
treating adults. However, the underlying theory of infantile sexual traumata,
especially in cases of hysteria and obsessional neurosis, made it inevitable that
psychoanalytic intervention and the treatment of younger subjects would
sooner or later be practiced.

The first practitioners of the psychoanalytic treatment of children were all
women. This should occasion no surprise when one considers the cultural biases



during the first third of the 20th century. Because the psychoanalytic method
depended heavily on free association and dream analysis, the latter requiring
the subject to free-associate to the manifest dream content, the analyst who
attempted to treat children was left with no clinical tool to explore the material.
A new avenue to the child had to be found, and this was achieved through the
activity of play.

The significance of play has been looked at from different perspectives:
biological, intrapersonal, interpersonal, and sociocultural (Schaefer & O’Con-
nor, 1983). Biological theories are derived from Darwinism through Herbert
Spencer and K. Groos, “the great nineteenth century authority on play” (Slobin,
1964). These authors considered play a release of surplus energy and also a
““preexercise’”” of skills useful in later life, a sort of rehearsal for the future: “Play
is the agency employed to develop crude powers and prepare them for life’s
uses, . . . natural selection will favor those individuals in whom the less elabo-
rated faculties have more chance of being worked out by practice under the
protection of parents—i.e., those individuals that play” (Groos, 1901).

The intrapersonal perspective is represented primarily by Sigmund Freud,
with later elaborations by Fenichel, Waelder, and especially Erik Erikson. Freud
dealt with the phenomenon of repetitive play and considered it a way of achiev-
ing mastery over a past traumatic event that had originally been experienced
passively. Such repetitions go “beyond the pleasure principle”” (1950). Erikson
(1950) believed that the child, in play, creates new situations and masters reality
through his or her experimenting and planning. This provides a guiding princi-
ple of psychoanalytic play therapy.

The interpersonal perspective shifts the focus onto play with others. This
social parameter leads to the concept of role in play and the need, in group
games, for the child to know the roles of all the others as well as of himself or
herself (Slobin, 1964). The child also learns the social rules that regulate behav-
ior; hence, an important element of social learning is involved in group play.

Finally, the sociocultural perspective seeks to explain the different games in
different societies, and to reduce these differences to a finite number of common
themes.

Hermine von Hellmuth (1921) was the first psychoanalytic worker to use
play in therapy with children. She was soon followed by Anna Freud (1928) and
Melanie Klein (1932). The approaches of Freud and Klein were very different. It
appears that the technique of Klein was more closely tied to the basic canons of
psychoanalysis than were the practices of the daughter of the founder of psycho-
analysis. Klein (1948) stressed that “consistent interpretations, gradual solving
of resistances, and the persistent tracing of the transference to earlier situa-
tions—these constitute in children as in adults the correct analytic situa-
tion.”

On the other hand, Anna Freud viewed the play behavior of the child as not
always requiring direct interpretation along the lines that Melanie Klein pre-
scribed. Freud (1964) placed much more emphasis on the development of a
positive relationship, an ““affectionate tie,” between the child and the therapist.
She recognized the difficulty that children have with free association, and in-
stead, she used material from daydreams to help the child form mental images
that could then be verbalized. Her patients were generally somewhat older than
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those of Melanie Klein, who described the treatment of a number of pre-school-
aged patients. Although Melanie Klein exerted much influence among British
child analysts, she made little impact on the practice of American child thera-
pists. Here, Anna Freud’s ideas were given much greater weight. There were
other theoretical influences at work, however.

Otto Rank (1929) had placed great importance on the psychological effects
of birth trauma. Furthermore, he deemphasized the importance of transference
and that of other past psychic traumata and laid more emphasis on the patient’s
current life situation. Though Rank did not work with children himself, his ideas
influenced such child therapists as Taft (1933) and Allen (1942).

Whereas this line of thinking led away from exploring the consequences of
past traumatic events in the child’s life, an opposite approach was taken by Levy
(1938), who structured play material in such a way as to facilitate the child’s
reenactment of the past traumatic event. This caused an abreaction or catharsis,
which should, if repeated several times, provide relief from symptoms. Levy
called this technique “‘release therapy.”

Somewhat similar was the technique of active play therapy practiced by
Solomon (1938), in that abreaction of feelings was also involved. There was
special emphasis on the therapist’s benign reaction to the child’s expression of
rage, by which a “corrective emotional experience” is provided. The success of
this technique can also be explained in terms of social learning theory.

Another therapist who operated in the adult field but whose influence on
child therapists was striking was Carl Rogers (1942). His approach was entirely
focused on the here and now, stressing the relationship between therapist and
client, and being essentially nondirective. The main protagonists of this ap-
proach as applied to play therapy with children were Axline (1947) and Mousta-
kas (1959).

Axline put forward eight basic principles that should guide the therapist in
her or his endeavors: warmth, acceptance, establishing an atmosphere of per-
missiveness, reflecting back feelings, respect for the child’s ability to solve prob-
lems, nondirectiveness, leisurely pacing of the therapy, and setting only the
most necessary limits in therapy. These guidelines were more-or-less accepted
by a wide variety of therapists who may or may not have used special techniques
or media, such as art, music, or dancing (e.g., Gardner, 1975).

Moustakas (1959) approached the treatment of children from an existen-
tialist position: The therapist “regards every situation as a unique, living experi-
ence which contains its own requirements and its own methods and techniques”
(p- 3); “Through the process of self-expression and exploration within a signifi-
cant relationship, through realization of the value within, the child comes to be a
positive, self-determining, and self-actualizing individual” (p. 5; italics added).
Moustakas also stressed the importance of an atmosphere of harmony, tran-
quility, and human relatedness in the playroom. He did not avoid the issue of
setting limits but dealt with it in a forthright manner. Limits have to be set to
avoid real damage to persons or property. When they are broken, the rela-
tionship is temporarily suspended but can be resumed at the next encounter.
Psychotherapy can be sustained with children who act out in a very primi-
tive way.

The setting of limits not only is necessary to prevent physical damage but
can also be therapeutic in itself. This was first pointed out by Bixler (1949). He



stressed the fact that limits should be enforced in a nonpunitive manner. He
described three steps in the mechanism of limits setting:

1. Reflecting the child’s feelings in carrying out the act.
2. Making the limit verbally explicit.
3. Physical control of the child’s behavior, if necessary.

Most children desist after Steps 1 or 2, making the last step redundant.

Ginott (1959) likewise stressed the fact that limits are not punitive, nor are
they arbitrary or capricious. They need to be stated in a firm, unconditional
manner. On the other hand, there should not be a recital of a series of limits at
the beginning of a therapeutic session; they are stated when they are about to be
broken. When a number of instances of broken limits are analyzed, it becomes
evident that the child patient has welcomed the therapist’s firmness and control
of the situation.

Whereas the emergence of individual psychotherapy with children took
place primarily in outpatient clinics (child guidance clinics) or in private offices,
group therapy began and flourished originally in residential or inpatient set-
tings. Traditionally, the role of the grandfather of modern group therapy has
been assigned to Joseph H. Pratt. Pratt treated severely ill tuberculous adults, in
a sanatorium. His treatment consisted of running classes of 20—-30 patients; the
methods were didactic and supportive. Similar methods were used by E. W.
Lazell and L. Cody Marsh with psychiatric patients (Sadock, 1980).

A forerunner in the children’s field was J. L. Moreno, who is best known as
the inventor of psychodrama. He began a type of group, a “theatre of spon-
taneity,” in Vienna in 1911. This was initially for children, whom he collected in
the gardens of the city. He told them improvised stories and arranged them in
concentric circles, after which they interacted spontaneously (Moreno, 1947). He
moved his spontaneity theater to the United States in 1925; at this time, he may
have influenced Slavson, who is considered the father of child and adolescent
group therapy. Moreno, however, did not operate in a clinical setting at any
time.

At the same time, two other seminal figures in psychiatry had begun group
work with youth. Alfred Adler (1930) had opened child guidance clinics in
Vienna and Munich immediately after World War I, when the younger genera-
tion were generally in turmoil. The treatment there was described as taking
place “with the doors wide open,” in the presence of strangers, suggesting to
the child that his or her problems were not a private affair and hence not of a
unique and extraordinary character. There was no focus on child—child interac-
tion and no systematic process of group formation. Group formation was pi-
oneered by August Aichhorn (1935), a student and follower of Sigmund Freud.
Beginning in the early 1920s, this therapist applied psychoanalytic knowledge to
groups of delinquent and disturbed children and adolescents found in a training
school near Vienna. The importance of grouping the children according to cer-
tain criteria was recognized for the first time. The main principle was homogene-
ity according to sex and presenting behaviors. The attitude of the therapists was
one of great tolerance and permissiveness. The latitude of the institution’s ad-
ministration evidently allowed Aichhorn and his cotherapist to ride out the most
severe storms of aggressive behavior among the children.

Slavson, like Aichhorn, came to group therapy via education. He had orga-
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nized groups of youngsters into a club as early as 1911 (Rachman & Raubolt,
1984). He worked out a club program consisting of reading literature and poetry,
interpretative dancing, discussion of scientific and philosophical subjects, and
occasional group attendance at cultural events. The goal of these ““treatments,”
or experiences, was for each student to discover her or his real self. Slavson
considered this progressive education a new way of life. He began strictly
clinical work in 1934 when he joined the Jewish Board of Guardians in New York
City. That institution was to develop a number of group psychotherapists under
the influence of Slavson. One of these was Betty Gabriel, who did not publish
her work until 1943, but who had begun to conduct groups of adolescent girls
considerably earlier (Gabriel, 1944).

Both Slavson (1950) and Redl (1942), who ran therapeutic groups beginning
in the early 1940s, paid considerable attention to the proper selection of cases in
order to produce properly “composed” groups. One of the parameters that
proved to be critical was the toughness versus the shyness dimension, and
youngsters were assigned so as to prevent extreme contrasts and not to risk
physical hurt to the passive, yielding child.

Although Redl’s work was important in advancing the cause of formal
group work with delinquent and predelinquent youngsters, it had even greater
influence on the structuring of the milieu in which these children and adoles-
cents were being treated (Redl & Wineman, 1951).

The targeting of a particular subsection of the large group of disturbed
children and adolescents is seen in the work of Wollan (1941, 1951), who also
worked with delinquent adolescent boys in the Boston area. The treatment
combined physical activities with verbal discussions, with an emphasis on the
former. The groups were conducted in the context of a training program that
aimed to produce an increase in the personal responsibility and the emotional
maturity of the boys.

The group work of Bender and Woltman (1936) and of Curran (1939) took
place in the children’s and adolescents’ wards of a large psychiatric hospital.
Bender and Woltman used puppet shows, more or less as a catalyst, to illumi-
nate the children’s psychopathology, which was then dealt with in the discus-
sions that followed. They were struck by the children’s ability to become emo-
tionally involved with the puppets and by their close identification with some of
the characters. There was relief from tension through catharsis, as well as a
change from aggression to love and acceptance, facilitated by the script of the
puppet show.

In dealing with an older group of young to mid-adolescent boys, Curran
gave his patients the responsibility of authoring their own scripts. The roles of
the various characters were often assigned by the boys themselves, and the
production was viewed by the rest of the adolescent population, the staff, and
some outsiders (i.e., patients from other wards). Again, the performances were
followed by group discussion. Apart from the acceptable release of aggressive
drive, this form of therapy threw light on the symbolic meaning of the child’s
behavior and helped the individual therapist in future sessions. Both the work of
Bender and Woltman and that of Curran could be described as activity group
therapy followed by interview group therapy, and optionally followed by indi-
vidual therapy.

By the middle 1950s, psychotherapy with children and adolescents seemed



to be well established, at least in North America and Britain, and something of a
consensus about its psychodynamic foundations was established. However,
questions about its efficacy began to be raised. Eysenck (1952, 1955) criticized the
claims of adult psychotherapy, and his method of comparing series of treated
and untreated subjects was adopted by Levitt (1957). Although the method of
combining several studies dealing with different subsets of the treated popula-
tion and using varying types of psychotherapy over a range of time periods was
criticized as having only limited relevance (Heinicke & Goldman, 1960), ques-
tions began to be raised about the possibility that psychotherapy might be no
better than no treatment, or “inferior” therapy, that is, therapy that uses a
behavioral approach. The latter was first attempted by Watson (1921) and Jones
(1924) but was not fully developed in the case of children until somewhat later
(Graziano, 1975; Ullman & Krasner, 1965; Werry & Woolersheim, 1967). The
history of learning theories is discussed elsewhere in this book (Chapter 4); most
of the time, there has been a sharp distinction between psychodynamically
based psychotherapy and behavioral therapy in the area of child and adolescent
therapy. These “schools”” have taken up postures that are not only separate but
antagonistic.

However, intermittent attempts to mediate between these two approaches
can be found (Marks & Gelder, 1966). In the children’s field, Blom (1972) de-
scribed how the two approaches could be integrated practically in a day-care
center. Repeatedly, it became clear that, at a clinical level, both psychodynamic
and learning theories could be applied, even though they were divided concep-
tually.

A very important event of recent decades has been the appearance of family
systems theory affecting the practice of child and adolescent psychotherapy.
Family therapy was pioneered by Nathan Ackerman (1958), a child psychiatrist
and analyst, whose therapeutic efforts were still directed toward the child, al-
though they are now seen more clearly in the context of the family. Psycho-
dynamic principles continued to guide the practice of early family therapists,
such as Ackerman and Bell. McDermott and Char (1974) felt that a later the-
oretical basis for family therapy—namely, communication and systems theory—
caused an alienation between child psychotherapists and family therapists. The
child’s pathology and its expression were nothing but a mirror reflecting a
disturbance in the family system. The source of the problem was often specified
as being marital conflict; hence, any direct intervention with the child was super-
fluous. Consequently, the participation of children in family therapy was at best
peripheral, the therapist’s focus was on the parents, and the decision about
when and how to include the children became problematic (Satir, 1967). In time,
the practice of family therapists became more and more remote from the practice
of psychotherapy with children and adolescents, in spite of their common his-
torical roots. The treatment of families is a process that focuses on a metaper-
sonal plane and seeks to effect change by manipulating ecological forces within
the family as a system. Although therapists of children and adolescents have to
understand those ecological vectors, they concern themselves with producing
changes in the internal dynamic system of their individual patients and with
improving interpersonal relations between the child and significant others.

Another historically influential development has been the emergence of the
community mental health movement, which surfaced more as a result of politi-
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cal and social events than as the product of any scientific theory. The impact of
the vast extent of mental illness in society finally produced legislative action in
the 1960s that led to the establishment of a network of publically funded treat-
ment facilities for all age groups, namely, the community mental health centers.
These structures were a novelty in a society where the bulk of the resources had
consisted of public state hospitals, private offices, and clinics; none of these had
a mandate to treat a population at risk. Large numbers of previously under-
served or unserved children and adolescents became potential patients or cli-
ents. After an initial brief period of enthusiasm on the part of child therapists,
disillusionment set in (Rafferty, 1975). Paradoxically, children again became one
of the underserved groups in the community mental health system. In the
meantime, the practical fact remained that, although waiting lists, especially for
treatment services, were long, brief psychotherapy was one way to reduce those
lists (Proskauer, 1969, 1971; Rosenthal & Levine, 1971). Actually, the practice of
brief psychotherapy with children predated the impact of the community mental
health movement. H. Witmer (1946) reported several cases treated briefly, and
Allen (1942) published a number of such cases. Somewhat later, Shulman (1960)
actually proposed ‘“‘one-visit psychotherapy,” which was successful in some
cases. A trend away from long-term treatment with indefinite goals had become
clearly apparent by the mid-1960s.

A historical account of the practice of psychotherapy with children has to
consider the conceptual underpinnings and their evolution, as well as changes
in practical application. In terms of the former, a complete description would
have to include changes in psychoanalytic theory, learning theory, the epi-
genetic theories of Piaget (1962) and Werner (1948), ethology (Hess, 1959), and
general living systems theory (Miller, 1960), to mention only the more pertinent
trends. The influence of those theories can be traced via the understanding of
psychopathology that they offer to the shaping of therapeutic practice that has
taken such varied forms during this century.

The practical possibilities of the therapeutic situation have also determined
what therapists of children have actually done. Social and political forces have
played important roles. Although the 20th century has been described as the
century of the child, the effect of this viewpoint has fluctuated over the decades.
Demographic trends have been important factors in producing changes. The
post—World War II baby boom made its impact on society in the late 1950s and
the 1960s, and this impact led to a considerable augmentation of interest in and
concern about childhood psychopathology (President’'s Commission on the
Mental Health of Children, 1978). With the passing of that boom, one can
discern a slackening of this interest, and more attention is being paid to the
elderly. It appears that the psychotherapy of children and adolescents is not as
fashionable as it was a generation ago. On the other hand, once concern has
been raised about the psychological health of children who will be the adults of
tomorrow and are therefore potentially productive members of society tomor-
row, a strong public demand for services remains. Economic forces have had the
effect of limiting sharply the expansion of resources to deal with these demands.
The widening gap between the perceived need and the available capacity has
exerted great pressure on service providers to come up with innovative and
“cost-effective”” types of therapy. What was once prescribed routinely (i.e.,
indefinite-term, psychodynamically based individual psychotherapy) has be-
come a luxury in the present era of austerity.



Basic PRINCIPLES

The previous section described the diversity of the theoretical schools that
led to the modern practice of psychotherapy with children and adolescents.
Allowing for ideological diversity, it is still possible to postulate some basic
principles that meet with a consensus of most practitioners:

1. The child is a living organism, developing continuously, if unevenly, in
the areas of thinking, feeling, and behavior.

2. The child’s overt behavior is determined, in part, by internal forces, such
as needs, wishes, desires, and fantasies; some of these forces are
unconscious.

3. The child lives in an interpersonal context, consisting of family, other
significant adults, school, and peer group. All these facilitate motivation
and action.

4. The child’s instrumental behavior is the result of innate disposition or
temperament, past experience, and current environmental influences.

For operational purposes, one needs a definition of psychotherapy, not only
to specify its essential ingredients, but also to delimit its scope. It should not
only be clear what psychotherapy is, but also what it is not. It is easier to begin
by describing what it is not. Esman (1983) indicated that child analytic play
therapy are not recreation, not education, and not abreaction. Reisman (1973)
made a distinction between what is psychotherapy (i.e., a specific procedure)
and what is psychotherapeutic (i.e., therapeutically affective). An example of
the latter would be the child’s watching a football game (which may help her or
him). Reisman went on to speak of “‘professional psychotherapy,” the corollary
being that there is ““non-professional psychotherapy.” He excluded “drugs,
ridicule, verbal abuse, tutoring and vacation trips” (p. 9) from the ambit of
psychotherapy. He also excluded bad techniques, such as the therapist’s merely
“sitting quietly, and providing a warm, friendly acceptance during the child’s
play” (pp. 10-11), from psychotherapy, therefore equating bad psychotherapy
with what is not psychotherapy.

Of necessity, a definition of psychotherapy includes its goals and purposes.
I have defined psychotherapy elsewhere (Nuffield, 1983) as “‘the formalized
exchange between one or more therapists and one or more patients or clients for
the purpose of attaining a clinical goal. It is an event that can be described in
terms of structure, process and content” (p. 353). The terms exchange, therapists,
and events are crucial to this definition. The first and third terms are broad, so as
to include a variety of structural elements and techniques, particularly nonverbal
techniques; these are omitted by some other definitions (e.g., Shoben, 1953).
The term therapist specifies the active agent in this exchange. We can define
therapist “as a professional helper.” He or she must have certain credentials to
be qualified as a professional. A limited number of professions are included in
this definition: psychiatry, clinical psychology, psychiatric social work, and psy-
chiatric nursing; they are the four core professions. Others can be added, and
their members may also be considered therapists.

The other important ingredient in the definition is the qualifier formalized,
which excludes chance encounters and unplanned and random contacts be-
tween therapist and patient or client.

The term clinical goal is both rigorous and open-ended. On the one hand,
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there can be a variety of understandings about what type of clinical goal is
intended to be met; on the other, it specifies the need for defining that goal
beforehand. The clinical goal may be the attainment of basic personality change
in the child, or the overcoming of a situational crisis, or any other goal of
intermediate ambitiousness.

In setting of goals, a certain amount of ideological bias is evident. For
example, Carek (1979) sees the goal ““for the child to become freer within the
experience, to gain a deeper awareness of himself and others, and to find a path
to the reasonable expression of emotions” (p. 36). Statements like this have been
criticized because they are difficult to put into operation. This is also a problem
with the goals of various practitioners of “relationship therapy” (e.g., Rogers,
1962). They see the attainment of a therapeutic relationship as an end in itself,
rather than a means to achieving the resolution of a clinical problem.

It is apparent that the assessment and evaluation of the clinical problem is a
necessary precursor to psychotherapy with children and adolescents. The ap-
plication of what has sometimes been deprecated as the “medical model” has
not always been accepted. Some treatment facilities have ““prescribed” psycho-
therapy for the child almost routinely, no matter what the presenting problem is
or what the underlying pathology may be. Such indiscriminate practices are less
common now.

The adequate evaluation of the problem will not be described here in detail.
Assessment is sufficiently complex to occupy several volumes for its explication
(e.g., Section 3, Volume 1, of Basic Handbook of Child Psychiatry, 1970, pp. 485-
691; A. Freud, 1965). Suffice it to say that an adequate evaluation has not only to

.assess the child in the clinical setting, but also to include past history and family

functioning and to examine sociocultural factors before a diagnostic formulation
can be made. The diagnosis will then lead to a rational treatment plan (see
Group for the Advancement of Psychiatry, 1983). The result of a comprehensive
assessment is usually the structuring of a treatment plan. Psychotherapy with
the child or adolescent is then placed within the context of a number of treat-
ment services. It is useful to consider briefly some of the ingredients of a charac-
teristic treatment plan.

One of the basic circumstances of childhood and adolescence is that the
individual lives in considerable dependence on others: either the natural family,
a foster family, a group home, or an institution. In these circumstances, the
psychological environment contains parents or substitute caretakers. Almost
invariably, some positive action will need to be taken in relation to them: coun-
seling, psychotherapy, other psychiatric treatments for parents, or family thera-
Py, unless a personnel change in the caretakers is prescribed. The latter leads to
a drastic change in the child’s milieu. If it is undertaken, a fresh evaluation of the
new psychological changes will then be required, and psychotherapy will be
placed in a new context. Apart from those cases that involve administrative and,
occasionally, legal steps, treatment of the child or adolescent is a logical conse-
quence of the original assessment and evaluation.

Selection of Subjects

It is difficult to be certain which children and adolescents, once evaluated,
do not require, or are unsuitable for, psychotherapy. If this decision is made,



there are two broad possibilities: (1) the problem is so mild and temporary that
no intervention is required, or (2) some other form of therapy is indicated. The
latter may consist of direct treatment of the child by some other method, such as
behavior modification, or by indirect measures, such as marital therapy, milieu
therapy, or major environmental manipulations.

Disposition without some form of child psychotherapy is still uncommon.
The usual recommendation is to incorporate psychotherapy with the child into
an overall treatment plan. The implementation of this direct form of treatment
depends on the availability of suitable therapists.

What are the qualities of a suitable therapist? This question has attracted a
great deal of attention (see Chapter 4 of The Process of Child Psychiatry, 1982, pp.
61-79). A distinction is drawn between the ideal and the actual, that is, what can
be described theoretically and sometimes poetically about the quality of a thera-
pist and what therapists are really like and what they actually do. Apart from
psychotherapists” behavior, there is the fact of personality traits, which express
themselves as stable behavioral patterns. Of these, empathy, warmth, flexibility,
and enthusiasm or zeal are often mentioned. One should add humility (realizing
one’s limitations) and emotional maturity, which enables the therapist to avoid
seeking inappropriate gratifications from therapy and precludes positions of bias
in the conflicts between child and parents.

The therapist of children and adolescents needs to be in touch with his or
her own childhood in order to understand his or her patient’s current situation.
The therapist’s own maturity will preclude any attempt to solve his or her own
psychological problems through a relationship with child patients. On a cog-
nitive plane, the therapist has to have a sufficient knowledge of human develop-
ment and to know some of the technical aspects of therapy.

GOALS OF PSYCHOTHERAPY

As part of the overall treatment plan, certain goals and objectives need to be
selected specifically for psychotherapy. In the case of adults exhibiting evidence
of acute psychopathology, the ideal goal is a return to normal health. The under-
lying supposition is that there was a baseline of more-or-less healthy function-
ing, which was overlaid by a pathological process; therapy will reverse this
process, and the patient or client will function as well as she or he did before
becoming ill.

In the case of children and adolescents, it is occasionally possible to concep-
tualize the situation in this way, for example, in a previously healthy child who
develops a simple phobia after a near drowning. The child may be relieved of
this symptom fairly simply, so that he or she can function as before the event.
Such a clinical problem is more likely to call for behavioral methods rather than
psychodynamically based psychotherapy, which considers the developmental
dimension as well as dynamic or field factors and aims to propel the child
forward along a developmental axis. Progress as a result of such treatment is
measured along developmental lines. These lines are not as well calibrated as
overt behaviors that can be measured in terms of frequency, duration, and
intensity. Any changes brought about by dynamically based psychotherapy are
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difficult to quantify. When one tries to evaluate the efficacy and efficiency of this
form of therapy, this problem becomes very evident.

PrROCESs OF THERAPY

Psychotherapy as a concrete event occupies a series of individual sessions in
time and space. As an activity, it must be planned and legitimized. It receives
general sanction from the facts that the therapist (or therapists) is considered
properly qualified to carry out such a treatment, either autonomously or under
supervision, and that the subject or subjects have assumed the position of pa-
tient or client in the context of a treatment facility: a hospital, a clinic, or a
professional office. It is important to set up a contract before treatment begins.
This can be a verbal understanding, which will suffice if there is adequate
communication between the affected parties. Communication between therapist
and parent(s) can be understood as the transmission of information from adult
to adult and is usually a straightforward matter. It can be a problem because of
factors in either the therapist or the parent, but a resolution is usually attained.
The parent either accepts the therapeutic proposition or rejects it.

When a child or adolescent is the patient or the client, setting up a contract
and obtaining consent is much more complicated. In the case of adolescents, the
inclusion of the patient in contract making is essential. Janzen and Love (1977)
described the utility of involving adolescent patients in the structuring of a token
economy plan (i.e., a behavioral form of therapy). Preparation for dynamically
based psychotherapy has been reported variously, and its effects have been
studied (Hoen-Saric, Frank, Imber, Nash, Stone, & Battle, 1964; Orne & Wender,
1968; Yalom, Houts, Newel, & Rand, 1967). Holmes and Urie (1975) prepared
children aged 6-12 for therapy and found that this step reduced the dropout rate.
In comparisons of “prepared” children with unprepared ones, preparation did
not seem to affect the process or the outcome of therapy.

It is an obvious fact that children referred for treatment to a clinical facility
where many will have psychotherapy “‘prescribed” for them have, for the most
part, little positive motivation for participating in such a process. Children, and
often adolescents, are referred for treatment because someone else was con-
cerned about their behavior, their emotional functioning, or their appearance
(Adelman, Kaser-Boyd, & Taylor, 1984). There is considerable difficulty in con-
veying the desirability of some change in the child to the subject. Nevertheless,
the therapist should state her or his own opinion that such a change is necessary
or at least desirable, and that it can be achieved in a foreseeable period of time.

The issue of time-limited versus indefinite or open-ended psychotherapy
becomes pertinent before therapy begins. A great deal has been written about
the former (Dulcan, 1984; Lester, 1968; Leventhal & Weinberger, 1975, Mackay,
1967; Rhodes, 1973; Rosenthal & Levine, 1971; Turecki, 1982; Williams, Lewis,
Copeland, Tucker, & Feagan, 1978). Brief psychotherapy should not be confused
with crisis intervention, nor with “trial of therapy.” Nor should it be considered
time-limited only by necessity; it should be elective, and it requires separate
techniques (Turecki, 1982). Although the advocates of brief psychotherapy
stress that it should be focused, it can be said categorically that all psycho-
therapy should focus on relevant content, and not meander aimlessly all over



the psychological map. There is, however, a crucial difference between time-
limited and nonlimited therapy in the original presentation of the treatment plan
to the child and the family. In the former, a specified number of sessions, or a
range of sessions, is contracted for. If at the end of the planned block of treat-
ments the problem has not been resolved satisfactorily, a new contract can be
negotiated. Obviously, if this process is repeated several times, it will resemble
“unlimited” psychotherapy.

Having completed the preliminaries of drawing up a contract between psy-
chotherapist and family, including an agreement on time, place, duration, and
the goals to be attained, the process of therapy can begin. A description of this
process contains the transactions between therapist and patient, and, in the case
of group therapy, between the members of the group as well. The complexity
and the number of events taking place are enormous; any observer can select
only a finite portion. This will consist of what is perceived as being of primary
importance. The therapist has great difficulty in recalling even the critical events
in the session afterward unless he or she is totally inactive and functions solely
as an observer. However, such a stance is considered nontherapeutic. The thera-
pist needs to be active, though not necessarily directive.

Observations of therapy sessions through one-way screens or by way of
videotape enlarge the possibility of capturing events, but still, much that occurs
is lost. The observers cannot experience the subjective and intuitive feelings of
the therapist who is in the room with the child. Apart from this major exclusion,
there are also technical limitations that prevent outside observers from seeing
and hearing everything that is taking place.

Having said much about limits and difficulties, we can still draw the broad
outlines of the process. A number of stages can be described; the first of these is
the beginning of the consolidating of the therapeutic relationship with the child.
A great deal of effort is put into this stage, for it is the very ground of therapy;
without it, further progress is impossible.

A working relationship is contingent on effective communication between
the parties. The therapist must decide which medium will be most effective in
this regard. With younger children, the medium of play is of primary utility, as
verbal dialogue by itself may not be feasible. (The term play therapy, though in
common use, is inappropriate. “Psychotherapy through the medium of play” is
a preferred phrase.) When play is chosen as a medium, the question becomes
what kind of toys are most suitable. The potential list of “props” (which include
games as well as toys) is huge: crayons, paper, dolls, a doll house, toy furniture,
toy soldiers, toy Indians and cowboys, guns of all varieties, telephones, blocks,
Lego sets, nursing bottles, puppets, sand boxes, pots and pans, sieves, water,
finger paints, boards, aprons, miniature bowls, basketballs, bop bags, and board
games of different degrees of complexity have all been used. Obviously, not
everything can be accommodated at once when one is treating an individual
child or a group of children. Some of the materials are more suited to preschool
children (e.g., nursing bottles and baby dolls). Others are appropriate for the 6-
to 12-year-old child (e.g., crayons, drawing paper, and some board games).
Much has been written about older children’s being “turned off” when present-
ed with toys for preschoolers (e.g., Lebo, 1956), and it has been said that some
toys induce regression in the older child. On the other hand, Fishbein (1974)
found that it did not seem to matter to either younger and older children whether
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“appropriate” or “inappropriate”” toys were presented to them. They accepted
some and rejected some others in each class of toys. It may well be that, initially, a
somewhat arbitrary collection of toys will help to “break the ice” with any
nonverbal child. As therapy proceeds, however, the selection of toys becomes
more critical if the patient is to become involved with the material.

The typical child’s posture at the beginning of therapy is often resistance.
Although a number of children will express themselves in a revealing manner to
the therapist, either verbally or through play, they are in the minority. The
therapist’s prime objective is to gain a foothold on the child’s genuine thoughts
and feelings. Above all else, this process requires patience and perseverance.
Two main forms of resistance are encountered: the passive and the active.

The novice therapist dreads nothing so much as passive resistance. It pres-
ents the therapist with a vacuum, a situation most likely to cause him or her to
feel helpless. In the case of passive adult patients, the technique of the thera-
pist’s remaining passive himself or herself may be legitimate; however, this is
not appropriate when one deals with a totally passive child or adolescent. The
therapist must remain active, either verbally or in play, and must attempt to
convey his or her own feelings about the situation. Sooner or later, and some-
times it is much later, the patient will break his or her own silence and inactivity.

The active form of resistance is exhibited by acting out on the part of the
child. This has to be distinguished from abreaction or catharsis, which is behav-
ior that looks similar but occurs in a different context. The latter is part of a
sequence of transactions between therapist and patient and provides emotional
relief to the child. The acting-out behavior of the resistant child is provocative
and demands a planned and rational response from the therapist. It raises the
question of how to set limits. This issue has been much discussed in the liter-
ature (Bixler, 1949; Dorfman, 1951; Ginott, 1959, 1961; Moustakas, 1959;
Reisman, 1973) already referred to in the previous section. The question is not
only when limits should be set, but also how. It is axiomatic that the therapist
cannot allow patients to injure themselves or the therapist. The question of
property destruction is less easily agreed on. Some materials, like paper, are
obviously expendable. Other toys, intended to be used with a number of pa-
tients, cannot be allowed to be wasted indiscriminately. Smearing finger paint
on walls and urinating or defecating on the floor are also not tolerable by the
average therapist. In the technique of imposing limits verbal intervention pre-
cedes physical action, unless the child’s behavior is sudden and dramatically
dangerous. Providing alternative expressions of aggressive feelings is a way of
preventing having to set limits. There is good evidence from the experience of
many therapists that the imposition of limits can be reassuring to a child who
lacks internal controls, and who is basically frightened of her or his own ag-
gressive impulses.

Once a working relationship has been established, the main work of thera-
py can begin. This middle phase can be subdivided into two subphases. The first
of these consists of a liberation of impulses that are more freely expressed in
therapy. At this time, there may be a symptomatic worsening of the child’s
behavior outside therapy. Parents and others usually react negatively to this
trend, and the continuation of therapy may be jeopardized. The previously
inhibited, so-called neurotic child becomes more expressive and even explosive.
This reaction is based not on any new insight or cognitive advance that the child



has made, but on the covert message of permissiveness and freedom that has
been received in the therapeutic situation.

On the other hand, during this subphase, there may be a rapid disap-
pearance of symptoms, such as the school-phobic child’s returning to school
without any further anxiety. Such a development has been called a transference
cure, or a flight into health, but both designations are misleading. As far as the
former is concerned, no transference has taken place at this stage; with regards
to the latter, the assumption that nothing has been gained is unwarranted, and
the inevitability of relapse has not been confirmed at follow-up.

Nevertheless, the goals of emotional growth and of strengthening the
child’s sense of self-worth are not achieved until the next subphase has been
completed. The transactions during that time consist of both greater activity on
the part of the therapist in guiding the patient toward problem solving and the
patient’s gains in autonomy and self-assurance. Much of the interaction through
play may be replaced by dialogue at this stage.

The last phase of therapy is termination. In long-term psychotherapy, once
a decision has been made by the therapist in accordance with the attainment of
preset goals, this decision should be communicated to the child in time for the
latter to be able to deal with it. With adolescents and some older children,
termination may be arrived at through negotiation and mutual agreement. In the
case of younger children, the negotiation is with the parent, not the child. Three
to four sessions should be devoted to wrapping up the relationship and bringing
about a satisfactory conclusion. It is assumed, not always correctly, that a child
who has been in psychotherapy for any length of time—say, for more than 6
months—will recapitulate earlier separation and loss experiences and will have
to go through a minigrieving process when confronted with termination. The
depth of the child’s attachment to the therapist can, however, be greater than it
has appeared both to the parents and to the therapist.

The preceding description of the process and phases of individual psycho-
therapy with children may appear to be unduly formal, rigid, and ideal. Unfor-
tunately, it is true that, in many instances, the even progression of therapy
comes to an abrupt halt when termination is unplanned and is brought about by
nontherapeutic forces. Dulcan (1984) stated that the commonest duration of
children’s treatment in clinics is four to six sessions, which include assessment
of the case. So small a number hardly suggests that the attainment of therapeutic
goals is the rule.

When termination occurs abruptly and without planning, it is either be-
cause the child refuses to come, because the family no longer sanctions the
therapy, or because of some adventitious factor, such as unexpected relocation
by the family or the therapist, physical illness in either party, or funds running
out. Partly for these reasons, brief psychotherapy has become somewhat popu-
lar with child therapists. This model is also favored by some behavior therapists
and by some family system therapists (Woodward, Goodman, Levin, & Epstein,
1981). If 8-10 sessions are contracted for (a common range selected), the therapy
must be very tightly structured, and the goals must be well demarcated. In terms
of content, the issue of termination and therefore of separation pervades the
whole series of treatment sessions. It is as if the earlier phases of the process are
telescoped into the final phase. This form of treatment requires a great deal of
activity and initiative on the part of the therapist, who must confront, interpret,
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advise, guide, and direct the child, and who gives the family homework. These
are tasks they must carry out between sessions (Rosenthal, 1979).

GROUP PSYCHOTHERAPY

Although the basic goals and objectives in group psychotherapy with chil-
dren and adolescents are broadly similar to those discussed for individual psy-
chotherapy, the process is quite different. As has already been pointed out, the
analysis of this process is more complex, involving not only therapist—patient
interactions, but also a consideration of what happens between the group mem-
bers themselves. Additionally, the group as a whole undergoes a certain de-
velopment. This phenomenon has been studied by means of DiMock’s (1971)
coding system of task roles, group roles, and individual roles, as displayed by
individual group members. Bernfeld, Clark, and Parker (1984) found that, as the
group of adolescents progresses, the incidence of individual roles declines, and
that of group roles increases. Group roles are largely prosocial: coordinating,
harmonizing, facilitating, supporting, encouraging, and following the move-
ment of the group. Individual roles are more antisocial or asocial: digressing,
seeking recognition, blocking by arguing, disagreeing persistently, and with-
drawing from the field. Task roles seems qualitatively mutual: seeking informa-
tion, defining the problem, giving information, and seeking and giving opinions
(pp- 116-117). The method is derived conceptually from the work of Bales (1950)
on the analysis of the interpersonal activities of adults.

The structure of group therapy involves the inclusion of several group
members selected according to a set of criteria. These have to do with number,
with child or adolescent characteristics such as to age, sex, and clinical presenta-
tion, and with group balance. These variables are not entirely independent of
each other. Thus, the number may be restricted by child characteristics, such as
the excessive motility of the subjects in relation to the available setting. Adult
groups of a verbal type, using discussion as their vehicle, are usually composed
of six to eight members. Such a number may be too large for certain activity
groups composed of latency-aged children.

The grouping according to age is fairly standard. Four brackets are com-
monly used: preschoolers (aged 3-5); early-latency children (6-10 years old);
preadolescents (11-13 years old); and adolescents (from 14 to 19 years old). The
latter group may be subdivided further. Mixed-sex groups are the mode as far as
the earlier years are concerned; single-sex groups generally appear only in the
case of adolescents, although many of these are put into mixed-sex groups also.
This procedure follows the lead of Ackerman (1955), who broke away from the
practice of single-gender groups of adolescents. Mixing the sexes was found to
be constructive and to facilitate the emergence of important psychodynamic
material.

Another structural variable is the presence of a cotherapist. There are ad-
vantages and disadvantages in this strategem. The advantages include the aug-
mentation of therapeutic skills, the enhanced opportunity for the subjects to
relate to one therapist, and the added opportunity for identifications to occur,
especially when the therapists are of different sexes. Most important, there is the
ability of the therapists to model a healthy relationship, demonstrating mutual



respect as well as intimacy. The disadvantages are also quite obvious: the possi-
ble display of cognitive dissonance between the therapists and the difficulty of
each therapist in assuming a role vis-a-vis the other. Dick (1980) described four
stages in the development of cotherapy peer experiences. Stage I is one of
getting acquainted and of straightening out of administrative issues. Stage II
occupies the phase of working out conflicts between the therapists in actual
therapy. Stages IIl and IV are described as arriving at mutual trust and achieving
effortless cotherapy. These last two stages overlap to a large extent. In order to
facilitate the process of mutual adjustment, Corder and Cornwall (1978) devised
personality- and behavior-rating scales that were considered relevant to the
work of the therapists. Each therapist rated himself or herself and the cothera-
pist on 11 items at the beginning of therapy. After 3 months, it was found that
critical issues had arisen in areas where the previous ratings were discrepant and
had anticipated future problems. Subsequently, the rating scale was expanded
and was used prophylactically with good effect (Corder, Cornwall, & Whiteside,
1984).

Group psychotherapy and individual therapy may be applied to the child at
the same time. If they coexist, with the same therapist acting in both, the process
is called combined therapy. If another therapist carries out the second modality,
the term conjoint therapy is used (Pfeifer & Spinner, 1985). Most workers prefer
the former situation in order to prevent therapist competition and splitting on
the part of the patient (Rutan & Alonso, 1982). In practice, the use of two
separate therapists is more common because of the division of skills and the
different preferences for different treatment modalities among therapists. It is
unusual for both therapies to be planned at the outset. More commonly, the
second modality is initiated because an impasse has been reached in the first
(Rutan & Alonso, 1982). Group psychotherapy as an add-on is often used be-
cause the child exhibits social anxiety, poor peer relations, or considerable sib-
ling rivalry. Individual therapy may be “inserted” into a block of group therapy
sessions when the child suffers from deep-seated conflicts that she or he cannot
bring forward in the group situation. Indeed, some authors (e.g., Slavson &
Schiffer, 1975) see such children as being unsuitable for activity group psycho-
therapy. However, many can be included in activity—interview group therapy.

The question of group balance, though seemingly a matter of great impor-
tance, gets relatively little attention in the literature, largely because of the
prevalence of pragmatism in a field of clinics with relatively small pools of
candidates for group therapy. What one finds is that a child will be placed in a
group chiefly because there is a slot available. A certain homogeneity in age
br