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Treatment of Emotional Disorders in Children and Adolescents

CHAPTER 1

Individual Psychotherapy

Individual Psychotherapy

Unique Skill

There is nothing more specific, more intrinsic, to
treatment of emotional disorders in children than
individual psychotherapy. It is the novelty that
must be contended with by anyone who attempts
to function well in the field of child treatment. It
is the acid test for someone who can “make it” in
being helpful and therapeutic with children. We can
take family histories, perform physical examina-
tions, order laboratory studies, dispense drugs ap-
propriate to a child’s weight and needs—all on the
basis of earlier acquired skills and knowledge. Al-
most everything else we do in child psychiatry is
derivative or modified from psychiatric work with
adults. Only in individual psychotherapy do we
glimpse what is radically new and different: that
sharp demarcation between the state of the child
and the state of the adult. A truly skillful therapist
can work with a whole range of ages, perhaps, all
across the life cycle, but the singular epoch to test
the mettle of the attending therapist is childhood.
And therapy with the individual child is a unique
art and craft. There is even some promise of semi-
scientific work and study looming in the future.

Terminology

“Individual psychotherapy” is a nonspecific la-
bel. The terms tells us only that one child is being
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seen by a therapist. The term does not say what
they do together, nor does it set any limits on what
they may do. It is like the Zen sign in the post
office: the postmaster is neither required to give
change for bills, nor authorized to refuse. Take
your chances and hope for the best.

Critics of individual psychotherapy are legion.
Some denounce it as a fruitless expenditure of time,
energy and money. Some contend that since it is
not of universally proven efficacy in unselected
cases, it is no better than the passage of time and
the evolution of the natural history of emotional
crises in the human cycle of experienced stresses
and problems. Some see it as dangerous from a
political standpoint because it questions both in-
dividual and societal status quo. Some have phil-
osophic objections, claiming that it is not a suitable
endeavor for mass society, where normlessness,
alienation and loneliness are the major facts of life,
problems that are not readily soluble by individual
verbal therapy. Some point out that all therapies
do some good, have some ameliorative conse-
quences on suffering, but that one type is about as
good as another, and that proves, they say, that no
claims can be made for any particular type of
therapy (Eysenck, 1966).

Ford and Urban (1964) concluded that individual
verbal psychotherapy is done when two people get
together, interacting (mainly by talking) in a pro-
longed series of emotionally charged encounters,
with the whole intent being one of changing the
behavior of one of the dyad. That is a good enough
summation of what it is that happens in individual
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child therapy, too, it would seem. It is largely a
talking cure—dialogue about dreams and wakeful
experiences—although selected times may be given
over to play, to role-taking, to walks, to eating
together, to caressing and holding, and perhaps
even to massage. In Norway, under the influence of
Nik Waal, a Reichian analyst, it is quite acceptable
for a child guidance clinic therapist to undertake
massage and muscle palpation in the interest of
‘‘vegetotherapy,” and yet to make the main burden
of the therapy one that is carried forward verbally.

Individual therapy as it is discussed in this chap-
ter is the kind of therapy that is verbal, dynamically
oriented but adaptable to short and medium terms
of time and effort. That is, it is practicable in child
psychiatry clinics, child guidance clinics, child-and-
family agencies, and community mental health
programs, as well as in private consulting rooms.
It may be that this kind of individual therapy can
be employed along with, or in series with, child
analysis, behavior therapy, crisis intervention,
group therapies, and other modalities. It is not
altogether certain that the form of individual ther-
apy described in this chapter is fully compatible
with all these other forms, but it does seem likely.

Dynamisms and Motives in Individual
Psychotherapy

Insight-oriented psychotherapy takes very seri-
ously the question why and the question how.
Causation of behavior, the precipitants and triggers
of behavior, the remote genesis of behavior, the
driving force, reinforcers and punishers, the motive
power—all are important in individual verbal psy-
chotherapy between adult and child. Yet these are
diverse schools. Some therapists may rely fully on
the general orthodox Freudian dynamisms of Eros
and Thanatos, while others may not be able to
swallow the death instinct and will substitute
aggression for it (Brenner, 1955). Horneyans will be
content with basic anxiety about love loss (and
anxiety-influenced patterns of moving toward,
moving away from and moving against others) as
the wrap-up of motivation. Adlerians will stress
the desire to move into a “relative plus” position
in one’s self-esteem as well as becoming relatively
more competent and sociable in one’s interpersonal
dealings. Sullivanians point out the primacy of
dynamics referable to the child’s wish for gratifi-
cation of animal needs, as well as its needs for
security and comfort interpersonally. Maslow (1943)
developed a more complicated and a more per-

sonal, humanistic, and comprehensive pyramid of
dynamics. Maslow’s scheme encompassed Marxian,
Freudian, Sullivanian, Adlerian, and other systems
of psychodynamics, adding some of the optimism
of Rousseau as to human fulfillment and perfecti-
bility. Maslow added at the peak of his epigenetic
pyramid, self-actualization, a term derived from
Kurt Goldstein and now widely adopted by hu-
manistic psychologists of many and varied stripes.

Caveat Concerning Context

In this discussion of the individual child in direct
psychotherapy some risky assumptions may seem
to be made. For example, it may erroneously be
concluded that the only sensible and effective way
is to work with one child alone. In reality, that
assumption is not made. The present task, sacrific-
ing but not forgetting completeness, is to try to
make as many rational statements as can be made
in a brief chapter about what transpires when one
works directly with a child. But that is not to say
nor to imply that no other work needs to be done.
At times, work with children in groups is impor-
tant, and most of the time work with family groups
is essential. Collaborative work, alongside a col-
league who sees the parents, is a tried and true
procedure in child guidance and child therapy. In
what is said on the topic of direct work with the
single child, it may appear that a message is being
sent that context can be ignored when we dwell on
one child and his inner world. Far from that: a full
awareness of the larger context is a virtue, an aid,
and an adjunct to individual psychotherapy with
the child. Only when we can see the child and the
therapy in a fuller biocultural milieu—and make
the outer world explicit, too—do we commence
being truly of aid and comfort to distressed young
children.

History

The history of individual child psychotherapy is
enwrapped with a diversity of social developments
and intellectual movements which are child-fo-
cused. The history of child psychotherapy is the
subject of a forthcoming publication by Professor
John F. Kenward (1977) of the University of Chi-
cago, which will give a more judicious assessment
of the fuller story. Articles by Crutcher (1943),
Harms (1960), Selesnick (1965), Anthony (1973),



Kanner (1973), and de Mause (1975) will be helpful
to the interested student in the meantime.

It will suffice to point out now that individual
child therapy is eclectic or pluralistic and has a
diversified heritage—in the work of educators, non-
participant child watchers, participant observers of
children, psychometrists, reformers, pediatricians,
norm-finding surveyors of customs and opinions,
revolutionaries, psychoanalysts, social scientists,
social workers, legal scholars, and behavioristic
psychologists. Probably others have played a vital
role in the development of dynamically oriented,
ego-centered, verbal psychotherapy with one child.
But it is a proud heritage that started with John
Amos Comenius, a Moravian bishop uprooted by
the Thirty Years’ War who was an apostle of kind-
ness and permissiveness in educating and encultur-
ating children. Comenius was a refugee, too, from
religious persecution in Bohemia; so from this
beginning on, humaneness with children seems
repetitively bound up with liberation movements.
Lacking, however, from later longings for justice
are the colorful phrasings of Comenius, the beauty
of Moravian music, the joyous simplicity of the
Eastertime love feast, and the whole pietistic spirit
of German Protestantism.

Sustenance for positive valuations on children
during the last two centuries flowed over from the
liberal, anti-monarchical or anti-totalitarian phi-
losophers; from the movement against slavery;
from the movement to protect domestic animals
against cruel treatment (here the spin-off was direct,
for children were first protected in the United
States against cruel beatings on the grounds that
they were animals after all [Kahn, 1963]); from the
movement to end child labor, to provide free edu-
cation for all (and to test IQ); from the women’s
movement to obtain equality and justice regardless
of gender; from the workers’ movement for social-
ism or economic equality, whereby no person was
given special advantage based on inherited great
wealth; from the Heilpaedogogik movement (special
or remedial education); from the psychoanalytic
movement, even if psychoanalysis came to scorn
direct social action and to set itself up as a substi-
tute for social action (seeing itself as an ethical
culture substitute for the neurotic excesses of so-
cialism, democracy, Judaism, and Christianity
[Fromm, 1959]), and most particularly from child
analysis, Hermione von Hug-Hellmuth, Anna
Freud, Melanie Klein, and the followers of the
latter two. In the United States during the twentieth
century additional sustenance for child therapy has
come from the child guidance and mental hygiene
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movements, from Otto Rank’s influence on therapy
and functional casework, from the support given
to child psychiatry within medical schools, from
the new humanistic field of psychohistory, from the
so-called kiddie lib movement (for civil liberation
of children), but alas, hardly anything at all from
the NIMH-fostered community mental health
movement. Recently the field of child therapy has
begun to derive as much as it has given to such off
beat developments as humanistic therapy, growth
or human potential gatherings, transactional anal-
ysis, Gestalt therapy, and other trends included
under Maslow’s “Third Force” rubric. Many of
these are dealt with in sections devoted to therapy
in the Basic Handbook of Child Psychiatry (Nosh-
pitz et al., 1979).

Multiple historical roots can be traced for a
flexible, eclectic, or pluralistic type of dynamover-
bal psychotherapy that values highly the life and
destiny of one small child. Some of this converging
multiplicity and diversity is discernible in the as-
sumptions that underlie the therapy I shall describe.

Axioms and Assumptions

In science, facts are tested statements about
observed events and relationships. Theories are
systems of facts, more general, but still statements,
however, that correspond to replicable, consen-
sually validated experience. When theories become
so well accepted because they are highly useful or
simply earn the status of being statements to which
most sensible people do not take exception, theories
drop out of the spotlight and come to be taken for
granted. Hence, theory merges into the realm of
axioms, undisputed facts, implicitly held assump-
tions. Thereafter, only new hypotheses can call
facts and theories out of the shadows.

Now, psychotherapy is not scientific yet, but it
is so much an art that its footing as a secure craft
is not always earned. Still, there are certain as-
sumptions not commonly spelled out—axioms—
that underlie individual verbal psychotherapy with
one child and one adult. Undoubtedly, there would
be disagreement and controversy about the most
careful and judicious statement of these axioms. If
for no other reason, we object to any critique,
articulation, and formulation of our axioms be-
cause it is “nicer” to leave axioms unsaid, unstated,
sacred.

1. The first axiom underlying individual psycho-
therapy is that a child is a person of value. Some
groups of people in our era and masses of people
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in milieus and epochs different from our own have
not valued children positively. That puts it mildly.
When people do not want to serve and supply
children with resources they need, people will not
do psychotherapy. Instead, they will work for and
with adults exclusively, even to a child’s detriment,
for they find children to be gross, immature, weak,
and too crudely incipient, too inexperienced.

2. A second axiom underpinning this kind of
therapy is that a child depends on adults to provide
security to the child. Children are consumers of
security, both economic and mental, and if a child
is lucky, the fundamental unit for giving and re-
ceiving security is the family unit.

3. Adults can communicate with children; they can
have empathy for children. Adults have been chil-
dren and can reach back across the chasm of
forgetting and repression to the times when they
lived in a sensorimotor, prelogical cognitive stage.
It is a sign of maturity and mental health, and
above all of therapeutic skill, if an adult is able to
be childlike in imagination and thereby establish
warm rapport with a young child.

4. Talking is an important vehicle for interpersonal
relatedness. Distinctively human, speech allows us
to project ideas and feelings from one cerebral
cortex to another. In talking with one another, we
can hurt and insult, or we can bring healing help.
Hence the talking cure becomes a possibility for
child-adult relations.

5. Early intervention is preferable, preventive
work is superior to remedial and rehabilitative
work. Childhood presents us with an opportunity
to do early intervention and to turn the course of
the blighted life cycle around toward health.

6. Problematic behavior can be changed. The bio-
logic foundations given by heredity may be durable
and nearly immutable, but the behavior of an
individual is subject to reinforcers and extinguish-
ers, and is relatively malleable.

7. All behavior loses some of its weirdness when it
is understood in its existential context. The context
must be specified if the behavior is to be rendered
understandable and alterable.

8. It is easier to augment competent acts than to
diminish defective behavior. Behaviorists and Ran-
kians join the majority in stressing the positive
aspects of a child’s behavior (Saslow, 1975; Allen,
1963).

9. When a child’s behavior is healthier, the child
will also feel better and think better. Therapy has
affective, cognitive, and behavioral effects. Therapy
is both rational and humanistic.

10. Medical ethics and practice provide a system

of guides for psychotherapy, even if the therapist is
nonmedical. Values on confidentiality, respect,
moral rectitude, professional constraints, and en-
deavors (with eclecticism and empiricism) to do
anything that is honorable to be of use to the
patient—all are values that undergird both medi-
cine and the kind of child psychotherapy I am
considering. The reader will note that this is in
strong contradistinction to Sigmund Freud’s con-
tentions that lay analysis is superior to medical
analysis, or that a therapist should not touch the
body of his analysand, and so on.

Limits on Applicability

A therapy mode that is marked by diversity, is
pluralistic and flexible, and relies basically on the
help that comes through dialogue, through sharing
of one’s humanity with an imaginative other per-
son, does not have too many areas where it is not
of some helpfulness to unhappy children. Nonethe-
less, there are some therapy prospects that are
considerably more auspicious, relatively speaking.
These must be stated, along with the relatively
unfavorable traits. Limits (some of which may be
needlessly so) include age of child, developmental
stage, 1Q, gender, class, ethnicity, family type, di-
agnostic grouping, ego strengths, physique, tem-
perament and id strengths.

The child under five years of age is not an ideal
candidate for this general therapy approach, and
responds better to more play, less talk, and more
concentrated work through the parents. An alter-
native way of putting this and some subsequent
ideas would be not to emphasize the child’s lacks,
and to put more of the onus for limitations on the
adults, the therapists. In sum, our frailties are not
to be projected as the child’s faults and deficiencies.

Developmental stage is limiting whenever the
child is far behind his expected stage of develop-
ment—that is, in comparison to his chronologic
age. Low IQ—below 70, for example—generallly
makes the work more difficult. Also, ego strengths
that are impaired set up obstacles to the usefulness
of this general type of therapy. Specifically, handi-
caps in perception, in intellection, and in conation
impede therapeutic success (Murray and Kluck-
hohn, 1954). Obversely, intactness of reality testing,
judgment, sense of reality, regulation and control
of drives, object relations, thought processes, adap-
tive regression in the service of the ego, defensive
functioning, stimulus barrier, autonomous func-
tioning, synthetic and integrative functioning, and



mastery-competence will enhance the therapeutic
prospects (Bellak, 1973).

In a society that features econom ‘¢ inequality,
racism, and sexism, and sees to it that each inter-
twines with childism to victimize the child, the
child who is female, who is black or from some
other ethnic minority, or who is poor is a relatively
disadvantaged patient. Class, sex, and ethnicity are
treated not as mere differences, but as impairments.
Disadvantage lowers the child’s chances for ever
getting in contact with the mental health system
(or non system), for proceeding beyond initial
contact or brief evaluation, for being accepted
without bias and prejudice if a trial of psychother-
apy is offered, and for staying during a lengthy
period without being cooled out (Adams and
McDonald, 1966).

Id strengths, too, can be so lacking in depressed,
inhibited, physically ill, leukemic, hungry, poi-
soned, sexually abused, and worm-infested children
that they are not prime candidates for psychother-
apy. A modicum of energy, of zesty appetites and
cravings, of strong feelings and vivid imaginations
helps therapy to move along. If a child is too
listless, he is hardly amenable to the adventure that
is individual psychotherapy (Adams, 1974). Tem-
perament and physique set limits, too, but perhaps
chiefly through their contribution to the child’s
endowment with id strengths.

Methods

Six levels in therapeutic transactions between
one child and one therapist may be conceptualized
as follows:

1. Symmetry or asymmetry of adult-child rela-
tion.

2. Models of adult-child interactiou.

3. Personal styles of therapist and consonance
or dissonance with child’s style.

4. Therapy processes or methods.

5. Therapy operations or procedures.

6. Therapy techniques or modalities.

1. Symmetry in the relationship. Individual psy-
choterapy is an interaction, a series of systematized
transactions. Individual psychotherapy can be
highly asymmetrical, as in brainwashing or hyp-
nosis, for one pers n dictates the correct thoughts
to the other, ertinguishing all resistance and sinful
deviance. Individual psychotherapy can be nondi-
rective, so that only by the therapist’s changes of
posture and muscle tonus, or only by his focusing
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selectively on one item of the passing welter of
topics, can the child catch onto what the therapist
might possibly want of him. Or individual psycho-
therapy may be in a large zone between these
extremes, with something being done by the ther-
apist and some things being said explicitly by adult
to child but without badgering and intruding.

Difficult to explain to someone who is not initi-
ated, the power imbalance referred to herein is set
up by our society, by the way we customarily deal
with children. The child is to be seen, not heard.
Children are expected to approach adult strangers
with a spirit of reserve and deference. Childism is
the fundamental form of exploitation and victimi-
zation which all human beings suffer in some
degree, and childism as a weak-strong dyadic in-
terplay becomes the prototype for our co-optation
into being exploiter and victim, by turns, in differ-
ent interpersonal transactions or in different times
during the interactions we have with a given indi-
vidual. Tutored in childism, we easily go over to
sexism and racism (Pierce and Allen, 1975). Many
of us, by being bought out or selling out, come to
justify our persecution in childhood as “good for
us,” a needed discipline to break our imperious
wills, and so on (Schatzman, 1974). The name often
given to this adaptive or defensive device is identi-
fication with the aggressor.

The power imbalance producing asymmetry in
early psychotherapy sessions with a child not only
is set up through societal pervasion by childism but
is also fostered by the doctor-patient relationship
as it is known to most adults and children. For in
our folklore and cultural axioms the doctor is
agent, the client is patient. “*Patient” connotes long-
suffering and passivity; “doctor’” connotes activity
and enterprise. The doctor teaches actively; the
patient learns in quiet submission. Or more often,
the doctor refrains from much teaching and the
patient knows to wait until he is told what to do
or is otherwise acted upon—however little he may
obey the doctor’s ““orders.” Children come to psy-
chotherapy with prefigured passivity. The adult
therapist’s obligation is to help them see the ther-
apist as realistically as possible. This entails a brief
time of role induction: talking about other doctors
and other therapists, and showing how by contrast
the therapist will expect the child to have more say-
so than the child ordinarily has (Hoehn-Saric et
al., 1964). In short, asymmetry in the therapeutic
relationship between adults and child is a beginning
fact to be dealt with but is not a virtue to be
enshrined.

2. Models of adult-child interaction. We concep-
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tualize children, childhood, and child phychother-
apy through stylized filters. We are so much sub-
jugated by our conventional thought forms that we
do not get the whole picture at all. We see things
only partially and indistinctly, and we selectively
discern certain things while selectively overlooking
other matters. We are the prisoners of our own
thought forms, stereotypes, metapsychologies, and
personal cognitive idiosyncrasies. We think as if our
thoughts corresponded intimately and veridically
with reality. Since our thought models are so
weighty in our therapeutic problem-solving with
children, I will comment more than is customary
on four of these countertransference models that
regularly enter into our professional relations with
children. They enter. They intrude. Oftentimes,
they interfere. They haunt us, at times, and embar-
rass us when we are caught red-handed using a
favorite model inappropriately. Our cognitive
models cast shadows, as would clouds or (more
optimistically!) guardian angels, as they hover
around us and our work as adults in relatedness
with children.

Parent

When a therapist relates “‘parentally’” to a child
in treatment, the therapist moves into the profes-
sional work as though the work were not profes-
sional, but personal, having to do with one or
another variant of fathering or mothering to the
child patient. Often this seems to set up a facilitat-
ing and holding environment for a child that can
provide a footing for a later, sounder relationship
that will be analyzed and become more business
like. Not all parental approaches are ‘“‘holding,”
benign, and enhancing of therapy, however. As a
case in point, the parent who relates to the child
through projective identification is not a useful
model to follow. The child catches on sooner or
later, and says, in compliant word and nonverbal
deed, to the would-be therapist, “Help me, a sinner,
to get right.” The therapist who goes at the child
with projective identification is a moral reformer,
and may be the therapist who prefers to do Reality
Therapy or other therapies with delinquent children
who need, if anyone does, some moral habilitation
or rehabilitation.

Therapists who relate, in the way shown by
parents, through identification and role-modeling
are on safer ground and more therapeutic. They
stand ready to be exemplars for the child when
called on, to teach whatever they know that the

child may find useful, and to serve as handy
reminders that childhood, however painful, is not
lethal. A specimen of human survival, especially if
the adult has survived and lived a full life, can be
a good thing for a child to encounter. These adults,
especially when they are child therapists, identify
with the children with whom they are in close
relations. At least they do not reject and hate the
child, but they sometimes turn children off by the
misty-eyed boosting of the child. Also, these ther-
apists, again mimicking certain parents, tend to be
highly future-oriented, hardly a cognitive mode
that appeals to a child. They are forever inflicting
their private images of the life cycle on the child
patient, and most child patients see such a leap
into the future as a questionable vote of confidence
for the child here and now, or there and then. At
least the “identifying” therapist is like a relatively
harmless parent. ngill never beat, kill, or sexually
exploit a child—which is progress of magnitude—
buthe may never get going on meaningful therapy,
either. Loving identification is not always enough
for therapy.

Much more negative again is the therapist who
apes. a parent in role reversal, as he encounters a
child in treatment. Such a therapist elicits from the
child a message that the child will take care of the
therapist, thus ““I will take better care of you, I
promise.” Sometimes the child may emit this mes-
sage strictly out of transference from his own
parent onto the therapist, but at times the therapist
also makes strong unconscious bids for the child
to be less “‘self-seeking, narcissistic, aggressive,
disobedient, inattentive and so on.” Adults cannot
easily deceive ‘children when the adults pour their
hearts and souls intq their therapeutic work, ex-
pecting rewards of love and caring from their child
patients. Role reversal as a part of as-if playing
(role-playing) during treatment may be a useful
device, but it is clearly categorized and labeled as
play, and discussed somewhat soberly during or
after the play sequence has ended. That kind of
role-playing may find a child assuming adult roles
in imagery and fancy, giving child roles to the
therapist for the duration of the play. But that is
very different from, as an example, the unmarried
child therapists whose only religion, family, and
love life consist in the gratifications received from
their grateful patients.

Ideally, the best model for parentlike relation by
the therapist is the model of the empathic, helping
parent. To such a therapist the child responds,
again with an implicit message: “You meet my
needs and we love and trust each other.” In real



life, the child may see the therapist as a transference
extension not of a parent but of a grandparent.
The child senses that this kind of therapist is out
to serve him well, willing to stand in his shoes,
eager to see how the world looks from the child’s-
eye view, and will never willfully manipulate, con,
exploit, or do violence to the child. Chances are, a
helping, empathic (or empathetic) therapist is one
“protector” from whom the child will not need
protection, and he may not even need to get a
lawyer to look after his interests as opposed to the
therapist’s. Empathy is the adult stance that is
therapeutic, not cramping and warping of the child,
but permitting the child to grow and unfold in
dependence and security. Empathy entails some
liberties freely allocated and waxing with each
added day or year, and empathy affirms the child’s
conviction that as a child one can be dependent,
ever consuming security from dependable grown-
ups. To work in therapy with a child who knows
from the onset, or learns through the course of
therapy, that children are dependent and adults are
dependable is joyous for most child therapists.

Teacher or Tutor

It is not uncommon for persons who have been
schoolteachers to get into the child-therapy field.
They carry very naturally and gracefully some of
the habitual patterns and approaches that they
used as teachers and do some helpful work as
therapists without giving up all of their earlier
trappings. It has often been said that Anna Freud
and the other child analysts functioned according
to the model of the piano teacher in Vienna. They
saw children within their own homes, but apart
from the family, and they came regularly and
punctually, all adding up to traits that children had
come to expect of their piano teachers. Tutors at
heart who engage in child therapy can be empa-
thetic and healing, attentive and serving in a non-
intrusive way, or they can be taskmasters who
overemphasize the cognitive and push children to
perform. Anna Freud and her followers epitomize
in some ways the serving, and healing, tutor-ther-
apists, whereas behavior therapists are good ex-
amples of the tutorial therapists who rush to ade-
quacy and competence, worrying not at all about
the unconscious and intrapsychic meanings to the
child.

Martin Buber, the Jewish existentialist philoso-
pher, thought a great deal about teaching, and
about psychotherapy, both of which Buber re-
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garded as instances of human growth through a
life of dialogue and consensual validation. Buber
(1955) said sagely that education of two varieties
occurs—one is funneling, pouring facts and gen-
eralizations into the relatively passive recipient; the
other is pumping, encouraging the expression (lit-
erally, squeezing out) of what the learner finds
shareable within him. The Kleinians may do both
of these operations, pumping and funneling, with
vigor.

When a therapist “thinks like a teacher,” the
therapist is frequently alert to reference-group
norms in a way that is hard to ken by people who
never taught groups of children. These therapists
often have a good eye for clinical research. They
steadily go about comparing one child to others
and to a class as a whole, and hence they are keenly
adept in using a developmental perspective.

Casual Caretaker

Some therapists bring another kind of ideational
freight to the child-therapy enterprise, for they are
so unobtrusive, so nondirective, that a child may
crave that the therapist did have something to
teach to the child. These therapists do not hold a
parental model or an educational model upper-
most. Instead, they seem unduly impressed by roles
such as babysitter, recreation leader, Scout leader
and camp counselor. A psychoanalytically oriented
Boy Scout leader might do no harm (a first prin-
ciple, to be sure), but he may not get into the real
essence of psychotherapy with an individual child.

However, there are worse models than the casual
caretaker. Or, again, each and every therapist who
acknowledges the limits of time, of will, of human
understanding, and of the capabilities for change
has some of the air of a casual caretaker about
him. Children in professional therapy are with us
for a purpose and for a brief time, all things
considered. We do well to adopt a certain amount
of watchful waiting as we live and work together
with them in a healing relationship.

Policeman or Judge

Some therapists have the model of advancing
law and order uppermost in their minds as they
engage in therapy. They concentrate on power
interactions and on one-upmanship, and worry a
great deal about assertive casework and rational
Reality Therapy. They fret about the use of au-
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thority as they work with their young clients, and
in general, they feel comfortable about carrying a
big stick and about making children toe the line.

A disturbed child might benefit from association
with a therapist who has some values, who believes
in something and is not namby-pamby about as-
serting his own values. Assuredly, the model of the
judge or cop is not all negative. There is always a
measure of asymmetry present whenever a therapist
meets a child and offers professional help to the
child. The adult has more power, more know-how,
and sometimes more accessible brute strength.

As an attempt to ferret out an ideal authoritative,
but not authoritarian, relationship, Erich Fromm
distinguished between rational and irrational au-
thority. Rational authority is realistically, reasona-
bly based, and longs to level the imbalance between
child and adult. Irrational authority, by contrast,
is unreasonably and unlovingly based. Irrational
authority does not aim to end the asymmetry
between adult and child, but to perpetuate it. The
ultimate warrant of irrational authority is ‘Do as
I say for I can make you do it.”

All of these models—parent, teacher, casual care-
taker and authority—enter into most therapeutic
relationships. Even when our intentions are to be
professional and somewhat neutral, and to build
an artificial, as-if relationship with the child, we get
sidetracked into countertransference that is dad-
like, momlike, teacherish, babysitterlike or coplike.
All too often our countertransferences are not
analyzed. They elicit from children a welter of
transference, pseudo-transference and counter-
countertransference. Full inspection, analysis, or
scrutiny of these shadowy images would help all
therapy to be more appropriate to what the child
so insistently requires from a therapeutic adult.

3. Stylistic or temperamental similarities and dif-
ferences. From birth onward, in complicated ways
that are not fully understood and spelled out, each
human being has certain ways in which he expresses
emotions and feelings. Some display, from infancy
until old age, a penchant for deep, strong emotions,
whereas others run more superficially. Also, as the
ancient Greeks attested, certain people who have
deep emotions may be rather coarcted in the range
of feelings they manifest (melancholic) or another
person may be ready to go with a rather broad
range of emotions (choleric). Likewise, the person
whose feelings are shallow may have a narrow
range of expression (phlegmatic) or a broad scope
for manifesting feelings (sanguine). Children are
described conveniently today by these categories,
although we no longer postulate that humors such

as phlegm, blood, and bile are responsible for these
largely heredo-constitutional differences. Thera-
pists, too, have their own biological endowments
and preprogrammed temperaments. Differences
and similarities of temperament impede, enrich,
enhance, distract, and otherwise influence the
course of therapy as an interaction between the
therapist and the child.

Carl G. Jung disliked work with extroverts.
Child therapists generally prefer not to work with
acting-out delinquents. Aichhorn was an exception
to the latter. William Healy appears to have been
another exception to the latter. Otto Rank preferred
work with artistic, creative patients. Some thera-
pists resonate with hysterics, others with obsessives,
and so on. Therapists have their likes and dislikes
that run deeper than mere “unanalyzed predilec-
tions” when it comes to patients they seem able to
help with both enthusiasm and gracefulness. This
is probably not a matter of “auras” and ‘“karma”
and may not even be a question of how Intuition-
Thinking-Sensation-Feeling are distributed—as the
Jungians depict these basic, in-our-bones orienta-
tions. Hysterics find obsessives cold; obsessives find
hysterics primitive. Schizophrenics see manics as
too wild; manics see schizoid people as too woolly
and flaky. Therefore, the two myths, of child and
therapist, cannot clash to a degree that precludes
an alliance.

Children sometimes sense that a therapist is
benign and benevolent enough but that for funda-
mental temperamental reasons they two might
never hit it off. The therapist can be very useful to
the child by considering his viewpoint seriously,
attempting whatever accommodations he can to
meet the child’s needs, and helping the child to
respect and admire the differences between them.
A rule of thumb in psychotherapy is that differ-
ences discussed can have a liberating effect but
differences concealed from candid discussion can
give insuperable barriers to the course of therapy.

4. Processes for change to occur. There are certain
processes whereby behavioral, cognitive, and affec-
tive change occur in a child in therapy. Most
conceptualization of these processes is derived from
psychoanalysis. The major examples are: transfer-
ence analysis (open consideration of how present
behavior is an extension of earliest experiences,
how distortions are carried forth from the individ-
ual child’s babyhood in his particular family, how
the ways the child faces life inclusive of therapy is
a reflection and rehash of these early attitudes of
self-regard and patterns of interpersonal relations);

reality testing (the child probes his cognitive and



behavioral “errors,” he checks on his fantasies and
projections, he curbs his antisocial leanings, he sees
his denials of observable facts undergo an atrophy
of disuse—how he comes to feel that people and
events take on a new vibrancy and sense of alive-
ness);

ego strengthening (nothing succeeds like success,
and as the child makes changes, his optimism
grows for being able to master added difficulties,
or as the child learns to bring some of his longings
and cravings into shared awareness with the ther-
apist, he takes heart that self-understanding and
self-acceptance are more fully possible for him);

insight and outsight (the child learns about his
own motives and interior wishes and makes con-
nections that were not possible previously; too, the
child learns how his behavior includes others in
imagination and reality and that the contexts in
which he lives are determinative of many of his
successes and failures—in Adlerian terminology, he
learns how sociability enhances a happy existence);

catharsis (by injunction and by example, by
rehearsal and replaying of emotion-laden scripts,
the therapist aids the child in derepression and an
outpouring of feelings because that release is a
cleansing force—the child encompasses a picture of
himself as an expressive animal, pleased to emote,
to abreact, and to gain release from inner tension
and conflict);

sublimation (not all lusts and longings can be
unleashed directly, the child learns, but by being
incorporated and made intrinsic to himself they are
controllable, as he must control them for his peace-
able life with others or even with his own self-
esteem—besides, he can obtain satisfactions
through mostly acceptable behavior).

5. Operations or procedures. If the foregoing pro-
cesses are the instruments, the vehicles for bringing
about changes, then the modus operandi for indi-
vidual psychotherapy consists of a number of op-
erations for advancing therapy. In the actual op-
erations of child therapy, semi-abstract as they may
be, we try (1) to teach, (2) to comfort or to heal,
and whenever the occasion demands, (3) to advo-
cate for the child patient. Our didactic efforts, of
course, can be comforting and healing; advocacy
can be comforting and healing also. By convention
we do not ordinarily include advocacy as a thera-
peutic operation. Advocacy can be instructive or
didactic; it can also be comforting to an exploited
child. The operations overlap but are distinctive to
a degree. This tripartite swarm of therapeutic op-
erations will be subdivided into five that may be
seen as principally teaching or tutorial operations,

INDIVIDUAL PSYCHOTHERAPY 11

four that are mainly healing-comforting, and four
that are mainly advocating-protecting.

Teaching Operations

A professionally trained, empathetic adult may
have something worth teaching a child. Teaching is
done in the forms of: imparting information, giving
advice, identifying actuality, clarifying, and confront-
ing.

Imparting information is a basic operation of
individual dynamoverbal psychotherapy with a
child. It is often relegated to the dung heap, as if
it were not worthy of an elegant psychotherapy,
but it is as important and salient as to offer
professional psychotherapeutic help, to aid a child
to grow with fewer arrests and hangups. All psy-
chotherapy gives information, the least in the more
headless versions of Gestalt therapy or in the more
mindless versions of relationship therapy.

It is not possible to work psychotherapeutically
and hold back information from a child who wants
to know about where babies come from, why a
plant in the sun is green but one under a rock is
white, why dreams are important, whether parents
become children as a child grows to womanhood
or manhood (so the child can beat up his parents
and get revenge).

Giving advice is another operation that has re-
ceived a bad, but unmerited, reputation with some
of the schools of dynamic psychotherapy. Naturally,
direct unvarnished advice, as that which a parent
gives a clumsy child, is not helpful. But advice that
has preambles, precautions, and safeguards is a
part of the therapeutic way of working. Orthodoxy
comes easily in psychotherapy, and it is especially
easy to withold advice from a child. The therapist
can be stingy and justify it as good technique, or
as proper deference to the child’s parent(s), or as
a way of promoting the child’s rugged individualism
and independence.

What are the kinds of advice children may ask?
An obsessive child, for instance, may ask if you
have seen anyone with his “kind of troubles”
before; to that, one responds not by a direct answer.
An obsessive may ask you how to diminish his
ritualistic symptoms, and here I think some more
direct advice is warranted. A therapist may ask the
child if anyone’s advice has helped any in the past,
and thereby confront the child with his desire to
lead the therapist into voicing foolish remarks and
counsels. The therapist may ask what the child
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feels would be helpful to relieve the tension he
feels, and when the child has already prescribed
something sensible, say, ‘““That sounds like a decent
thing.” The therapist does better if, instead of the
preceding examples, he seems to want to help the
child but rephrases the child’s request to one such
as “I believe you want me to help you get more
natural and easygoing, and I will try to help you
to feel more natural, more at ease, less uptight.”
That is advice giving, too. The advice does not fit
the question, but it attempts to fit the message.

Identification. When the child gets confused,
seems to be mystified, fearful, or alienated, the
therapist helps to dispel this state of murkiness by
speaking candidly so that the child is led to candor,
too, and knows surely and vividly what it is that
he is really experiencing over and above the games,
the phony scripts, and the conventional roles laid
on him by parents and adults other than the
therapist. Identification is a detective-like opera-
tion, trying to read between the lines, to speak
outright truth, to follow small clues until they turn
up some genuine experience. This attitude of in-
quiry or investigation sometimes delights a child,
but also at times mobilizes a ferocious resistance.
Identification is a device for letting the child realize
what he knows in his heart but has been afraid to
let into full awareness during his everyday exist-
ence.

Clarification is an extension of identification, but
with some additions. If in using identification the
child says, “If I say what I really felt, it was a wish
co run away and never see my father again,” in
using clarification the child will not only identify
the affect clearly but will move on to a bit of
unraveling of mysteries hardly visualized thereto-
fore. The child clarifies by explaining the context
in which his school failure on one particular ex-
amination occurred, by speaking more truth than
poetry about his mother’s alcoholism during a
family session and thereby demonstrating to the
parents he will not keep the pact to remain quiet
that the family made before enrolling in family
group therapy. Clarification is an operation taking
the child away from fog, from feeling behavior is
inexplicable, and from being perplexed by ambiv-
alence and inner conflict. Clarification takes the
child toward better understanding, problem-solving
that is reliable, and some acceptance of the malaise
and ambivalence which is all too human here in
the briar patch.

Confrontation is a brisk educational operation,
often making for speedy learning and change in the
child. It is the kind of device that August Aichhorn

employed when he suddenly faced the neurotically
delinquent child with some information (derived
from collateral sources) that the child previously
either had disclaimed, or, lying, had denied out-
right. Confronting consists of a sudden juxtaposi-
tion of another truth or another perspective that
the child refrained from seeing or adopting. Once
the therapist assertively puts in his few words, the
child, too, must face the situation from a new
vantage point. Soilers, bed-wetters, assaultive chil-
dren, thieves, truants, school refusers, liars, and
obsessives glean most from confrontation, in usual
clinical experience. They seem to be simmering in
denial, so confrontation seizes their attention; it
entails the therapist taking initiative for getting
down to serious business, and more or less de-
manding that the child see the therapist’s point
quickly and change quickly from half-truthful pus-
syfooting to more open honesty. Confrontation
arouses counter-anger in the child, who senses
some anger in the therapist, but after a time the
child patient understands that the therapist may
state things flatly in order to get dialogue started,
not to subordinate and overpower the child. “Now,
wait a minute, I thought you told me”—that is
confrontation. If there is a good alliance, there is
no real problem; and sometimes confrontation is
needed to get an alliance established.

Comforting Operations

Psychotherapy also involves coming to the res-
cue, instilling security and comfort where danger
and unpleasure had previously reigned. The doctor
is not only a teacher but also a healer, and in his
repertoire of therapy operations are four comfort-
ing procedures that will be considered briefly: alli-
ance, promoting regression, reassurance, and inter-
pretation.

Alliance forming begins with rapport externally
and with an inward split between sick and well,
good and bad, competent and defective. Then the
final step comes when the child affiliates his more
positive behavior and striving with the personal aid
and comfort that he imputes to the therapist. That
is a therapeutic alliance that will enhance the work
of both teaching and healing, and will make the
therapist more accessible to the child if needed to
be a child advocate.

The alliance is in evidence when the child asks
the therapist to help him solve a specific problem,
particularly a newly enunciated one, or when the



recalcitrant child begins to show enthusiasm for
coming to therapy, or when a child who proclaims
dreamlessness begins to report dreams to the ther-
apist. Without a therapeutic alliance, little can be
accomplished, but with an alliance, much may be
done that serves the child well.

Reassurance is another operation that is univer-
sally adopted by child therapists but seldom ad-
mitted as worthy by many therapists. The operation
of reassurance spans from a purr of reinforcing
approval (if that suffices to give the child a needed
vote of confidence) to a dare made to the child that
if he works on it harder, you can help him under-
stand some inner turmoil that besets him. Some-
times a challenge can reassure more than a com-
pliment. I have even made bets with children that
if they cooperate in specific ways they will get
better. Reassurance is not necessarily a pat on the
back, but it could be. The main thing in reassuring
is to convey to the child that his therapist has faith
that he is a good egg and will surmount his
difficulties, and that indeed his therapist cannot
accept any other premises and assumptions.

Promoting regression is a comforting procedure
for many hurt children. Until they have had some
compensatory babying, thay cannot benefit from
other therapeutic operations such as confrontation
or reassurance or interpretation. Departures from
talking for doll play, for puppet play, for play in a
sandbox or with water (the regresser par excellence,
in the opinion of many clinicians), taking feeding
breaks, setting aside times for rocking and holding,
or times for massage and cuddling of younger
children—all these will facilitate the child’s acting
younger than his real age or his previous level of
action.

Damaged and neglected children (as seen in some
groups of poor, mentally retarded, hyperactive,
physically and sexually abused children) may re-
quire some compensatory acts of loving kindness
before “‘regular” therapy can take hold, and indeed
may need to regress more than once interspersed
with a more businesslike talking cure.

Interpretation has been defined by Edith Bux-
baum (1954) as “explaining irrational behavior in
terms of fantasies and past experiences.” Very little
of the interpretation is therapist-initiated, accord-
ing to this concept, for most of the work is intrap-
sychic—the child sees his symptoms in relation to
his fantasies and earlier childhood experiences. In
this work, the therapist plays a helpful role, per-
haps, but the best interpretations are those elicited
spontaneously in the child. Still, in all, the therapist
is not passively mute but may converse, help to
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clarify, and add some things of value to the inter-
pretative act.

Dream interpretation is likewise something pro-
duced within the child; not a bright idea planted
by the therapist first and foremost. The child is
asked what his dream means, and if he sees mean-
ing that ties current symptoms with infantile ex-
perience or present fantasies, he has given a valu-
able interpretation of his dream without invoking
any of his oneirocritical virtuosity. Once the inter-
pretation has jelled and been worked through, the
child feels both liberated and comforted.

Advocacy

Children, being dependent on parents and other
adults, may be preyed upon, exploited, or de-
meaned consciously and unwittingly by adult fig-
ures in their real lives. The therapist is a good
counterpoint to some of childhood’s tragic aspects,
and the empathetic therapist is ready to go to bat
to advocate for the child’s protection and liberties
in four customary areas: home, school, court, and
the political arena. The therapist is an ally and
teacher who knows far better what serves the child
best than many of the people who staff those areas.
Parents, schools, and courts are generally more
powerful than the child and therapist combined in
protecting the child. Powerlessness sometimes feeds
the militancy of a therapist’s advocacy, however,
and by working assiduously in the political arena,
the therapist may work toward an ultimate restruc-
turing of institutions so that children are truly
served and not victimized. Many of the professional
organizations of psychiatrists, psychologists, social
workers, and other therapists are more politically
astute and energetic than they were in former times.
Therapeutic alliances blend easily into coalitions
for social action on behalf of children.

6. Therapy techniques or modalities. Finally, on a
concrete level there are techniques (such as play,
talk, operant conditioning, dream study, home vis-
its, family sessions, and concurrent peer group
therapy) that make up the substance of individual
verbal child therapy. Also, there are certain require-
ments of space and setting, of supplies and equip-
ment that give the practical underpinning and
framework by which the healing and teaching
operations are carried forward. These have been
considered sufficiently in the literature (Adams,
1974, for example), so they will not be dealt with
further at this point.
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Comparisons with Other Therapies

Pharmacotherapy—behavior therapy—analysis—
play therapy—this therapy. That spectrum displays,
on the left, three therapies that rely on a mechan-
istic mystique. In the sense of their sharing under-
lying mechanistic assumptions, psychoanalysis, be-
havior therapy, and psychopharmacotherapy are
blood brothers. But at the same time, psychoanal-
ysis, play therapy, and dynamically oriented verbal
child therapy fall close to each other because they
all share in humanistic and biosocial traditions.
Finally, if we see the spectrum as forming a circle
and not as on a ramrod-straight line, we can see
that dynamically oriented individual therapy is
situated next to pharmacotherapy, with which
there are no basic contradictions or inconsistencies.

Individual psychotherapy can draw freely upon
the more relevant offerings of pharmacotherapy,
behavior therapy, psychoanalysis with children, and
play therapy. Indeed, borrowing, adoption, adapt-
ing, and incorporation of other schools are some
of the central features of a flexible, open-minded
approach to child therapy.

Systematic studies of any of these different forms
of psychotherapy, of their outcomes with varied
groups of children, and of their relative costs in
time and money would be highly instructive. Today,
they are largely lacking.

Summary and Conclusions

There are many kinds of relatively unadulterated
therapy, but the one I have elected to practice is
one that is flexible and nondoctrinaire. I prefer to
work without the rituals and controls of orthodoxy,
and to be free to use any devices that I feel apt and
helpful to the child I seek to serve. One can,
however, respect orthodoxy and ‘‘simon-purity”
because there are some values worthy of our es-
pousal as we undertake to help children to solve
their problems and overcome their blocks, regres-
sions, and fixations. Doing a little bit of everything,
but doing it all badly in the long run, is far from
a blessing. It would be better, some say, to master
a single method and apply it well with true crafts-
manship and grace. These are sensible arguments,
I believe.

1 do not believe that flexible, dynamically ori-
ented, individual and verbal psychotherapy is a
second-rate or easy form of therapy, designed for
the lazy or the inept. It probably takes more skill
to be flexible, and help, than to be rigid, and take

it slowly. It probably takes more wisdom to deal
with the here and now than to dig slowly for
antique buried treasures. Simply dispensing drugs
or doing strictest behavior therapy might be less
taxing on one’s limited energies; adhering strictly
to psychoanalytic technique might give greater
security to the therapist than being so available
and vulnerable in a freewheeling therapeutic ap-
proach. Play therapy may be more fun, more
gratifying to child and adult alike. But flexible
talking therapy, drawing in other methods as they
are called for, precludes a therapeutic staleness and
allows for a wider versatility in the therapeutic
offering of an adult therapist in helping an unhappy
child.
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Treatment of Emotional Disorders in Children and Adolescents

CHAPTER 2

Child Psychoanalysis

Brief Historical Account

Child psychoanalysis as a treatment method for
the emotional disturbances of children of various
ages can be said to have started in 1909. The now
famous case of Little Hans was published by Freud
on that date. Yet it will be more appropriate to
state that Hans was the first known child in whom
the psychoanalytic method as it was known and
developed in those days was applied to a child. As
one would expect, the technique that was employed
was significantly different in various respects from
the technique that has since evolved and that
nowadays characterizes the practice of child psy-
choanalysis. Furthermore, the therapist of the case
was the father of the child, whom Freud supervised
closely for the duration of the treatment. This in
itself was naturally a somewhat unconventional
approach by today’s present standards. Neverthe-
less, I should hasten to add that the parental role
in the conduct of a child psychoanalysis is quite
distinct and relevant in contradistinction to the
role played by relatives in the case of adult analysis,
a point that will be discussed later on in this paper.

Not much is known about the vicissitudes of the
development of child analysis as a technique of
treatment up to the twenties. At that time Melanie
Klein was active in this field, first in Germany, and
later on in England, where she was instrumental in
the development of the Kleinian school of psycho-
analysis. Simultaneously, Anna Freud and some
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collaborators were actively engaged in the psy-
choanalytic treatment of children in Vienna.*
Through these various efforts, the technique of
child analysis was developed and reached the form
with which we are acquainted today. It should be
noticed that there were from the beginning signif-
icant differences in the theoretical tenets of Melanie
Klein and Anna Freud, differences that could not
but influence significantly various aspects of tech-
nique. We can say that two well-differentiated
schools of child analysis were developed and estab-
lished. It should be noticed too that though the
differences in the Kleinian and Freudian approach
to child psychoanalysis still exist, there has been
through the years a convergent move, at least in
regard to certain aspects of the field.

Except for the early efforts (perhaps somewhat
informal) at training in Vienna and elsewhere, child
psychoanalysis took many years to become of age.
It is only relatively recently that it became a
formalized, well-organized training program at-
tached to the adult training programs at various
institutes in the world and more particularly so in
this country.

As such, it has developed its own curriculum,
with its specialized faculty, continuous case semi-
nars, seminars on technique, supervision of cases
of various ages for specified periods of time, and

* For a historical review of such developments, see the
Preface of Anna Freud’s The Psychoanalytical Treatment
of Children (1946).
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so forth—in short, a status quite similar to the
training in adult psychoanalysis. In many ways and
to this day, child psychoanalysis has remained
subservient to adult psychoanalysis. Thus, for ex-
ample, it is still the rule that training as a child
psychoanalyst requires previous training in adult
analysis. True, in many training centers the child
aspects of the training can be initiated after the
candidate has reached a certain degree of progres-
sion in his adult training, at which point they can
run concomitantly.

Exceptions to the above rule have existed for
some years, at the Hampstead Child Therapy Clinic
and Course in London (Anna Freud’s clinic), at
Leyden (Holland), and in Cleveland in this country.
In those centers it was possible to undertake train-
ing directly in child analysis, but except for those
from Leyden, their graduates are not officially
recognized by the established psychoanalytic asso-
ciations as child psychoanalysts.

Similarities and Differences between Child
and Adult Psychoanalysis

The basic theoretical principles as understood
for adult psychoanalysis and the theory of tech-
nique are all applicable to child psychoanalysis. Yet
the special characteristics of the functioning of the
mind of children of different ages and stages of
development have determined the use of special
technical procedures and devices in child analysis.
Because of this, the noninitiated may conclude that
such massive apparent differences must imply that
child and adult analysis are two totally different
procedures with little, if anything, in common.

Take, for example, the issue of so-called free
associations, one of the fundamental rules in adult
analysis. Children, as we all know, are quite incap-
able of free associations. In its place, the child
analyst has substituted the child’s natural tendency
to play. Though quite dissimilar in appearance, the
child’s play is as effective as the free associations of
the adult in leading the analysts to identification of
the unconscious mental contents and determinants,
thus elucidating the nature of unconscious fantasies
and conflicts. Because of the above, the term “play
therapy” is frequently and perhaps unfortunately
utilized. It leads many to assume that just playing
with children would bring about the necessary
therapeutic changes. Clearly, play is to be under-
stood as an unconscious derivative, more or less
distanced, that must be interpreted as necessary

and appropriate with due regard for timing, word-
ing, and the like, as is the case with free associa-
tions. Among factors contributing to the apparent
differences between child and adult analysis is the
question of motivation and understanding. The
adult patient has substantial reasons to seek help
actively. He may suffer from painful symptoms,
from severe anxiety, or from inhibitions that inter-
fere in a distressing form with the capacity to work,
to relate to others, to love, to enjoy an active sexual
life, and so forth. In contrast, though some children
may present with obvious neurotic suffering, this
is not always the case. Given that the child is still
in a protected situation and environment, many of
the above symptoms do not have the impact on
him that they would have on an adult. Further, the
symptoms of the child may constitute a nuisance
for the parents, teachers, and other adults, while
for the child they may even be somewhat enjoyable,
as indeed is true for example in some cases of bed-
wetting. His limited understanding of cause and
effect, of consequences for the future, and so forth,
in combination with his protected situation con-
spire against his being strongly motivated for treat-
ment and change. Given, too, that he has a limited
capacity to handle psychological pain, it is easy to
understand that he does not always welcome being
placed in a “treatment situation,” and is not willing
to cooperate, or actively fights it.

Such lack of personal motivation on the side of
the child patient would be an enormous hindrance
to the treatment. The child analyst thus endeavors
to establish a meaningful relationship with his or
her patient. This relationship becomes an impor-
tant motivating factor in sustaining the child’s
interest in the person of the analyst and in contin-
uing to come to his treatment, especially at those
times when he is confronted and faced with painful
interpretations, verbalizations, and confrontations
during the analysis. This special relationship is in
every way similar to the so-called treatment alliance
described in the analytic treaatment of adults. On
its success largely depends the outcome of the
treatment. The child analyst must manage to be-
come an important and significant person, not only
in the child’s perception but in his life. This is not
an easy task, since he must do so without the use
of seductive behaviors of various kinds toward the
child, without reinforcing the secondary gains of
the child, and without losing in the child’s eyes the
necessary authority and distance to carry out the
treatment through its various stages and occasional
painful steps.



In years now long past, the necessity of building
such a relationship led Anna Freud to the descrip-
tion of an introductory phase, a preparatory pe-
riod, preceding the actual analytic work per se. It
was assumed that such a period could last from a
few days to a few months. An extensive description
of such a preparatory phase can be found in Anna
Freud’s Psychoanalytical Treatment of Children
(1946). Though the idea of the necessity of such a
prepratory phase has been abandoned, the concepts
that it embodied are still relevant, and particularly
s0, the development of a meaningful analytic rela-
tionship with the child. Instead, that mandatory
preparatory phase has now blended into the initial
stages of a child analysis.

In part the conceptualization of a necessary
preanalytic period was based on the argument of
how able were children, particularly young ones,
to develop transferences, transference neurosis, and
the like, since they do have by right, reasons of age
and stage of development the closest of relation-
ships to their primary objects. How and why, then,
will they develop transferences? This argument,
rampant in the early stages of the development of
child analysis, seems now to have settled down
considerably. Here again, some found a most sig-
nificant difference between child and adult psycho-
analysis. In my view, children of all ages are very
capable of the transferential phenomena on which
we rely so heavily in adult analysis. Obviously,
some corrections and reformulations may be nec-
essary in this regard to describe accurately and
understand the problems of the transference man-
ifestations in children. They may take into account
the age of the child, stage of development, the
quality of the parent-child relationship, and the
fact that indeed the child is right in the middle of
his interactional developmental transactions with
his primary objects. In short, it is widely accepted
that the transference shows special characteristics,
nuances, and so forth; also accepted is the fact that
it forms an essential element of the analysis of
children. But there remains the still somewhat
controversial question of childrens’ ability to de-
velop a “transference neurosis.” (See, for example,
Anna Freud, 1946.)

The Question of Age:

How early can a child be in analysis is a fre-
quently heard question. Here we must clearly dif-
ferentiate child psychoanalysis proper in a dyadic
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situation from other forms of intervention utilizing
analytic principles and knowledge, on behalf of
children, with or without the participation of par-
ents.

In my judgment child psychoanalysis can start
quite early in the life of the child if this is indi-
cated.* Rather than refer to a given age, what is
important are those preconditions in terms of the
development of the child without which the appli-
cation of such technique becomes an impossibility.
Two necessary preconditions are that the child must
have both a minimum capacity for verbalization
and a minimuum capacity for comprehension of
language and basic propositions. This would be
rare save for exceptional children much before two
or two and a half years of age. The child analyst
may face some additional problems related to the
idiosyncracies of child development. For example,
it is not uncommon that a very verbal and bright
two- or two-and-a-half-year-old child may not feel

* See Bolland and Sandler et al. (1965).

It should be noted that the age of the child has
enormous relevance to the way the analysis evolves and
the technical characteristics of it. Children can be roughly
divided into three main groups: those under five, the
latency child, and the adolescent child. Each group for
reasons of its various developments will pose specific
technical problems characteristic for that age group.
Thus, for example, though generalizations might prove
misleading in the long run and certainly in specific cases,
it can be said that the child under five tends to be more
spontaneous and less well defended, frequently surprising
us with statements that seem to come out of the pages of
a textbook. In a manner of speaking, there is less distance
between the unconscious system and consciousness. Sim-
ilarly, because superego structuralization may be just
proceeding in relation to certain impulses, these and the
fantasies accompanying them may be quite accessible and
undefended. In contrast, the latency child is generally
well defended, at times excessively so, and in that sense
lacks the occasional spontaneity and freshness of those
children under five. The latency child uses massive
amounts of denial, displacement, externalization, and
projection. Analysis in this age group tends to run con-
trary to what the developmental forces are trying to
accomplish. Development is trying to repress certain
drives, socializing others, and so forth, while the analysis
by its very nature keeps some such issues alive temporar-
ily, in the search for a more favorable resolution.

With its manifold developmental tasks to be mastered,
and their consequent turmoil and stresses, the adolescent
stage constitutes a technical problem all of its own, quite
distinct from those of the latency child and the adult. Its
discussion is outside the scope of this presentation.
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comfortable in separating from the mother in order
to go with a stranger (the therapist). This is aggra-
vated, of course, if beyond the natural develop-
mental reluctance the situation is complicated by
specific problems related to separation anxiety. Yet
the lack of ability to separate in a very young
infant need not be a counterindication to his treat-
ment, since it is possible to deal with it by various
parameters such as accepting the mother tempo-
rarily in the consulting room or have her sit outside
the office door. In this way, the child can touch
home as required. Soon most children will be
comfortable and would have developed some kind
of therapeutic alliance, as the trust of the parent is
transferred to the therapist.

Frequency

The frequency of sessions for child analysis is no
different from the frquency of sessions for adult
analysis. Four or five sessions a week are the usual
norm, and any diminution from this is generally
considered a dilution in the direction of psychoan-
alytic psychotherapy.

The child analyst is frequently burdened in most
cases by the fact that the child patient needs to be
brought to him. This undoubtedly constitutes an
enormous stress in the resources of a family, and
more particularly the mother. Coupled with this,
there is a reluctance to accept the realization that
a small child might need such frequency of sessions,
a fact not uncommonly related in the parent’s mind
(wrongly so0) to the severity of the disturbance, that
in many cases they naturally fail to identify. Hence
the child’s analyst needs to clarify all these issues,
as well as to be most cooperative with the family
in terms of time of appointments and so forth.

Technique

I have already discussed the role that play has as
a substitute for free associations and also the fact
that the development, management, utilization, and
analysis of the transference is quite similar to that
of adult analysis, with only a few qualifications.
The countertransference phenomena, though no
different from the range observable in adult work,
does pose some special problems. There is no
question that many reasons contribute to making

countertransference the special problem that it is.
The age of the child, his tenderness, his helplessness
in the face of many life situations, unreasonable
and at times cruel, unconcerned parents, the special
sensitivities and motivations of child analysts—all
contribute to it. But no less important is the child’s
seductiveness, and above all his incredible tendency
toward action and motility. In contrast with adults,
the child frequently does not interpose thoughts
between wishes and actions. The wish is not ver-
balized but becomes action, and his loving feelings
quickly become kisses, embraces, or at times quite
inappropriate attempts at bodily contacts. By the
same token, his negative feelings can become im-
mediately actualized. Thus if he feels like destroy-
ing some of your valuable property, he will not say
so, but will actually destroy it; if he means to hurt
you, the first you may know about it is his attempts
in this direction. In other words, and especially
more so with children with specific types of pa-
thology, the analyst is always kept on the alert. The
sessions can trigger off all sorts of countertransfer-
ential responses and prove quite exhausting. The
child analyst cannot rely on sitting comfortably in
a chair while the patient talks. He must move with
him, sit on the floor, be ready to protect the child
or himself, and so forth.

It will follow from the above that the consulting
quarters of a child analyst should be well adapted
to these potential hazards, a situation that will tend
to minimize unnecessarily unpleasant situations
and loss of valuables, while allowing the child a
“reasonable” freedom of action and behavior.

The question of parameters is a much-argued
problem among different *‘schools” of child anal-
ysis. The purist does not tolerate any, while other
analysts adopt a more flexible posture in this
regard, if the parameters are not capricious but
justifiable by special situations, peculiarities of the
development of the child, and so forth. There is
much debate as well about such things as Christmas
cards, birthday cards, birthday gifts and the like,
or providing certain goodies on occasion or grat-
ifying some specific wishes of the child.

I agree with the view that parameters should not
be included lightly into the treatment situation and
that it is desirable to avoid them. Nevertheless,
each case should be considered on its own merits
and carefully scrutinized in terms of advantages
and disadvantages, gains expected from its intro-
duction and losses to result from it. This type of
assessment is particularly important, since it is
relatively easy to introduce them for countertrans-



ferential reasons and then proceed to rationalize
them on any given theoretical grounds.

The role of the parents cannot be sufficiently
emphasized. Here again, in this regard, there tend
to be significant differences among child analysts.
Some child analysts try to avoid contact with the
parents if at all possible. In my view, this is rather
difficult to do for a number of reasons. Perhaps the
most important is that given some children’s fre-
quent difficulty in chronicling current events to the
therapist, it becomes essential, especially with very
young children, to keep some form of more or less
formal contact with the parents, at the very least
on an ad hoc basis. Further, as part of the treatment
of the child it might be necessary to engage the
parents in a dialogue that may have various pur-
poses such as counseling, guidance, etc. There are
also to be considered the many arrangements nec-
essary in terms of times, vacations, missed sessions,
absences of the therapist, and so forth, as well as
the occasional situation of jealousy, or rivalry that
gets established with the therapist. All the above
are significantly different from the treatment of
adults, since children are not free agents but quite
dependent in this regard.

Some therapists prefer to handle all the above
by means of a third party in the form of a colleague
or social worker who can handle the parents’ end
of the treatment of the child. There can be little
question that in specific situations the above ar-
rangement may be the only viable solution. Yet in
many cases it is possible for the child therapist to
handle the parents as well. In this case, he ought
to discuss with the child such meetings in sufficient
detail, as well as the reasons for it. The child’s
confidence must be respected at all times, a situa-
tion that must be carefully discussed with him.
Betrayal of such trust usually will handicap the
further treatment of the child to the point of
making it unworkable. In many situations there is
no ideal solution to this technical problem, so
general rules should not be applied and each and
every case should be carefully weighed on its own
merits.

Further, parental support is needed at times when
the child becomes highly resistant. He may not
wish to come to his sessions any longer because
they have turned painful, or he may prefer to avoid
discussing and looking at certain issues as a revenge
for disappointment with the therapist, who may
have refused to gratify certain wishes of the child.
It is my personal experience that many children in
analysis, especially those of the latency period, will
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hit one or more such rough spots. At such point,
the treatment alliance breaks down and the special
relationship to the therapist is not enough to sus-
tain it. Such rough spots tend to be temporary and
things get on the right track again rather quickly
through the analysis and handling of whatever may
have motivated the crisis. But the child needs to be
there. I think it is a useful technical device to
forewarn parents, at the initial stage of this even-
tuality, and have found mostly cooperative parents
who send a clear message to the child that they
consider the treatment important and expect him
or her to continue to attend the sessions.

Another important point to consider is that a
successful treatment of a child, particularly a young
child, is difficult if not impossible in the absence of
a reasonably sustaining environment and family
structure. Chaos in the family, lack of a minimum
of stability, or severe forms of parental acting out
are quite detrimental. With a slightly older child,
who has already acquired the capacity to keep
some distance from the family, the situation might
be more hopeful. But this presupposes an intelli-
gent, well-motivated child who has a good rela-
tionship to the therapist. Thus, for example, a
young child who is exposed to her mother’s overt
sexual behavior with various men at their home
may make for an impossible analysis.

There are some special technical problems that
occasionally confront a child analyst. They are
generally due to somewhat unusual situations cou-
pled with the immaturity of the child as well as his
or her developmental needs at the time. Thus the
young child of a single parent (through absence,
death, or otherwise) may strongly wish to invest
the therapist with the role of the dead mother or
father. Though these situations require special care
and handling, they are on the whole manageable,
especially if the child analyst can keep well under
control his or her own countertransference re-
sponses. They are mentioned here mostly to high-
light the importance of the developmental point of
view in child analysis. The child’s present devel-
opmental stage and the way his or her develop-
mental needs and, indeed, rights are addressed and
met are essential considerations for the child ana-
lyst. He must plan and proceed in treatment having
them constantly in the foreground of his mind.
Since the child is not a finished product, whatever
psychopathology he may have acquired must of
necessity be seen in terms of the fact that his
development must continue very actively in a va-
riety of directions against that background.
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Such issues as timing, wording, interpreting,
verbalizing, confronting, educating, dream anal-
yses, analysis of resistances or of the transference,
and so forth are as much an integral part of child
analysis as they are of adult analysis. Some quali-
fications are nevertheless necessary. Appropriate
wording is clearly of enormous importance for
both adults and children, but particularly so for
the latter, since it is easy to talk over a child’s head.
In my opinion this happens only too frequently
with the novice. The child analyst must come down
to the level of development of the child, to his level
of discourse. Once he understands that, his inter-
pretations and verbalizations will be very much to
the point and reflect the world of the child and its
conflicts as the child sees them.

As in all analysis there are certain educational
aspects to it. This is true of child analysis, but
contrary to prevailing opinion among the not too
well informed, the educational role of the child
analyst is limited and well circumscribed. Child
analysts are not educators, and educational inter-
ventions are not the basis of child psychoanalysis.

The role played by dreams in child analysis is
not without interest. I have known some children
who consistently bring their dreams and work with
them much as an adult would. Nevertheless, this is
not the general rule, and many children won’t
pursue their dreams and work with them as some
adults do. In this they are not very different from
many other adult patients, in whose analysis
dreams, important as they are, play a limited role.

Indications

This is another area of disagreement and discus-
sion. I have heard the opinion that in the most
ideal of all worlds, child analysis as a procedure
should be available to all children for its preventive
value as well as to ensure the most ideal unfolding
of development possible. Quite apart from the
merits of the idea (or its lack of merit), the reality
is that child psychoanalysts are an exotic breed.
They are certainly not abundant; indeed, there are
not enough of them to go around to attend to
those children under the most peremptory of needs.

Child analysis ideal indication (as with adults) is
in the resolution of the multiplicity of forms of
psychopathology related to neurotic conflicts and
the various infantile neuroses. Frequently it is re-
served for “bad” cases where nothing else would
be credited with the possibility of working, such as

borderline or psychotic conditions, including cases
of infantile autism. In my judgment these are poor
positive indications for child analysis.

Child analysis may also be well justified in all
those cases where the severity of presenting devel-
opmental disturbances, developmental conflicts,
partial neurotic conflicts (before the first infantile
neuroses gets organized)* make it clear that the
further normal development of the child is or
would be compromised, or would be forced into a
variety of psychopathological outcomes. The inter-
vention here should be restricted to the removal
and resolution of such conflicts as may cause the
child to deviate from the path of normalcy. Once
this is accomplished the child should be turned
over to the progressive developmental forces that
are contained in him. They may carry the day for
him, and if future obstacles are encountered, a
further intervention may be granted.

Much the same reasoning applies to the aims of
child psychoanalysis. As Anna Freud (1945) has
repeatedly pointed out, the essential task is to
remove the obstacles that impede his develop-
mental path and to allow his progressive develop-
mental forces and ego resources to complete the
task of development.

A final word about the length of a child analysis.
A frequent misconception is that because children
are short in years their analysis is not necessarily
very time-consuming. Of course, there is some
truth in the above statement, but the length of a
child’s analysis depends on many other variables,
such as the severity of the conflicts, the intensity of
the developmental interferences either present or
that led to the observable conflicts, fixations and
so on, the favorable and unfavorable circumstances
in which the analysis is carried out (to include such
things as family structure, supporting environment,
familial or parental psychopathology, need to uti-
lize the patient), the ego resources of the child, as
well as other genetic givens in terms of strength of
impulse, adhesiveness of the libido, and so forth.
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CHAPTER 3

Behavior Modification:
Applications to Childhood

Behavior modification as a therapeutic strategy
for troubled children has undergone a rapid met-
amorphosis in its brief existence. As a formal
strategy, the approach began little more than twenty
years ago with the appearance of a few simple
laboratory derived procedures. Since that time,
one can discern a growth pattern in which behav-
ior modification became synonymous with oper-
ant conditioning; then, following a period of in-
house procedural evaluation, a gradual separation
of learning theory as a necessary part of the over-
all strategy became evident. Currently, the term
“empirical” provides the best description for a
set of guidelines summarized by the label. The
theoretical simplicity that marked behavior modi-
fication as a uniform approach to childhood prob-
lems no longer portrays this strategy. The present
chapter outlines this metamorphosis and attempts
to provide a reasonably concise description of what
has evolved.

Historical Origins

Child behavior modification is a specialty area
within the larger field of behavior therapy. As such,
this smaller area shares some of the historical roots
of the overall behavioristic approach—namely, the
guidance of experimental psychology and the en-

Problems

Robert G. Wahler

suing respect for empirical data. Like the larger
behavior therapy movement, emergence of the
child-oriented strategy entailed some shifts from
laboratory empiricism to a somewhat “softer” em-
piricism based in more natural settings. The labo-
ratory-real world transition had two initially sep-
arate, but eventually related, research thrusts. One
of these, seldom recognized as a determining force
of the present-day behavior modification, is com-
monly described as behavior ecology. The second,
more obviously related research avenue bears the
label applied behavior analysis. An appreciation for
both movements provides the clearest understand-
ing of that child-clinical strategy addressed in this
chapter.

Behavior ecology developed from the empirical
work of two investigators who were disciples of the
field theorist Kurt Lewin (1951). Roger Barker and
Herbert Wright strongly believed that Lewinian
hypotheses, or any set of hypotheses for that mat-
ter, required scientific explorations in natural en-
vironments rather than those of the laboratory. So
pronounced and convincing were their anti-labo-
ratory arguments that this emphasis is often cited
as a major contribution to psychology—along with
their discoveries of what children actually do in the
real world (see Barker, 1968).

Many of the Barker-Wright findings and argu-
ments were based on naturalistic observations of
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normal children in a variety of community envi-
ronments, such as school playgrounds, homes, and
the local drugstore (e.g., Barker and Wright, 1954).
The sum and substance of their findings center on
two notions that became crucial underpinnings of
child behavior modification: (1) Child behavior
seems largely governed by the environment setting
in which the child is observed (home, school class-
room, playground). (2) The principles accounting
for these environment-behavior relationships are
yet unknown.

Finding number 1 was surprising in view of the
popularity of personality theories of that day. Con-
trary to the trait notions of human behavior, the
Barker-Wright data showed little consistency in
child behavior from setting to setting. A child’s
behavior in the local drugstore of Midwest was
quite different from that same child’s behavior at
home. Environmental settings were thus shown to
possess powerful behavior-eliciting functions—ev-
idently far more powerful than any supposed child
internalized determinants of behavior.

Finding number 2 was actually an underscoring
of the complexity inherent in behavior-environment
relationships. The Barker-Wright data indicated no
direct, simple relationships between what children
did in an environmental setting and how the stimuli
in that setting were structured. In other words,
contrary to the also-popular learning theory views
of the day (e.g., Skinner, 1953), a one-to-one cor-
respondence between child responses and environ-
mental stimuli did not materialize. The total matrix
of physical and social events composing a setting
was somehow geared to the functioning of each
child’s behavior. But just how these environment-
behavior relationships operated was by no means
clear.

Shortly after the Barker-Wright behavior ecology
movement was underway, another group of re-
searchers, with quite different intentions, began a
similar undertaking. This group, spearheaded by
Sidney Bijou and Donald Baer, examined the fit
between child behavior in the laboratory and that
behavior in the free field. Unlike the Barker-Wright
group, these latter investigators were strongly tied
to learning theory (i.e., Skinner, 1953) as a set of
guidelines to account for what children did. A
Bijou-Baer elaboration of Skinnerian arguments
outlined how principles of operant and respondent
learning could provide a reasonable account of
child development (Bijou and Baer, 1961). In fact,
the early observational and experimental work by
this research group lent good support to these
contentions. The free field behaviors of normal
children as well as disturbed children could be tied

to reinforcement contingencies provided by social
and physical properties of the children’s natural
environments. Out of these findings, a combined
clinical and research strategy known as applied
behavior analysis emerged.

Obviously, the Bijou-Baer production of direct,
simple relationships between child behaviors and
environmental events contradicted the more am-
biguous relationships described by the Barker-
Wright group. In part, this difference may have
been due to research strategies separating the two
groups. The Barker-Wright group was opposed to
any sort of tampering with child-environment sys-
tems; they pointed out that experimental manipu-
lations in essence turned the natural environment
into a scientist-contrived laboratory—a direct vio-
lation of their naturalistic bent. However, the ex-
perimental analysis orientation of Bijou and Baer
urged such scientist probes as necessary to sort out
functional connections between child behaviors and
environmental stimuli. Of course, because such
probes were guided by reinforcement theory, only
brief segments of the behavior-environment stream
of events were likely to be observed. Since rein-
forcement concepts dealt with a one-to-one rela-
tionship between stimuli and the responses they
control, measurement was geared to a narrow
scope of events. :

Thus applied behavior analysis emerged from
the laboratory in much the same fashion as did the
behavior ecology movement. Both rejected a reli-
ance on the laboratory as a proving ground for the
understanding of child behavior. However, applied
behavior analysts did keep two facets of the Skin-
nerian laboratory as guidelines: (1) a reliance on
reinforcement theory as an explanation of what
children did; (2) a continued reliance on the single-
event measurement systems so characteristic of the
laboratory. These facets, along with the experimen-
tal intervention orientation, kept applied behavior
analysis and behavior ecology on very separate
paths. It is not surprising that early work leading
to child behavior modification was almost exclu-
sively the contribution of applied behavior analysis.

Early Success: Ramifications for Clinical
Psychology

Forays into the behavior problems of children
were bound to occur when development psychology
accepted Bijou-Baer interpretations of how chil-
dren progress through the life span. If the devel-
opment of a behavior, or the absence of another,
follow reinforcement principles, might not the same



process account for childhood behavior problems?
As alluded to in Child Development (Vol. 2, Bijou
and Baer, 1965), the absence of a significant behav-
ior (such as talking) might well be due to an
unfortunate lack of reinforcement contingencies or
to an equally unfortunate presence of punishment
contingencies. Similarly, the excessive occurrences
of disturbing behaviors (such as hitting people) are
probably a result of misplaced reinforcers dispersed
by the child’s parents, teachers, and peers. The
reasons for and solutions to these childhood prob-
lems are bound to be in a careful examination and
control of stimuli in the child’s immediate environ-
ment.

Laboratory studies had already shown that de-
sirable, cooperative behaviors between people (in
this case children—Azrin and Lindsley, 1956) could
be established by programming reinforcers follow-
ing designated behaviors by both parties. Thus if
the interpersonal behavior of children could be
predictably shaped and modified in the laboratory,
could not a similar process be produced in real life?
A few years after the Azrin and Lindsley demon-
stration, Williams (1959) did just that in a system-
atic effort to remedy a tantrum problem in a two-
year-old boy. In essence, Williams employed an
extinction procedure based on his assumption that
the boy’s excessive and inappropriate crying was
being reinforced by his parents. When the parents
were instructed to ignore crying at bedtime, the
boy’s duration of crying subsided gradually over a
series of ten bedtimes.

The Williams study provided a needed empirical
documentation of clinical success—with a minor
problem of childhood. The study showed the value
of conceptualizing child behavior problems as a
function of the child’s dyadic interchanges with
others. Most importantly, the dyad appeared to
operate according to those principles of reinforce-
ment previously outlined in the laboratory (Azrin
and Lindsley, 1956; Skinner, 1953). With the theo-
retical credence offered shortly thereafter by Bijou
and Baer (1961), many members of the child-clinical
field took notice. Over the next decade, child
development journals as well as clinical journals
were frequent sources of other empirical documen-
tations.

The range of clinical problems subjected to re-
inforcement procedures was initially rather limited.
First in order were a number of nursery school
studies in which teachers were taught to alter their
social reinforcement contingencies for the benefit
of their children. Not only were such child prob-
lems as regressed crawling (Harris et al., 1964),
isolate behavior (Allen et al., 1964), and crying
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(Hart et al., 1964) shown to change undesirable
directions following the contingency shifts, but
such studies also showed that the problem behav-
iors could be re-created by having the teachers
return to their former schedules of dispensing social
reinforcers. These studies, while again dealing with
rather simple childhood problems, offered further
proof that sound clinical procedures were available.

Later applications were aimed at more serious
child problems, and they occurred in more numer-
ous environments. For example, when the above
nursery school studies were getting underway, Wolf,
Risley, and Mees (1964) had begun their extensive
study of a severely disturbed (autistic) child. Not
only did these investigators demonstrate reinforce-
ment-produced modifications in the boy’s tantrums,
bedtime problems, and speech, but these therapeu-
tic changes were mediated through training a num-
ber of adults in hospital and home environments.
This most impressive therapeutic endeavor marked
the onset of other, more elaborate hospital and
home treatment programs for psychotic children
(Lovaas, 1966).

While the procedural armamentarium of these
behavior modifiers expanded to include punish-
ment contingencies (time-out, electric shock) and
the use of imitative procedures, the basic operant
approach offered all necessary guidelines.

Another important development in reinforce-
ment or operant treatment procedures entailed the
use of this strategy in community settings more
complex than those previously entered by the child
behavior modifier. The complexity factor was due
to several considerations: (1) The mediators, or
direct dispensers of child-directed reinforcers, were
not always so sympathetic to the behavior modi-
fier’s philosophy of change (e.g., public school
teachers; Madsen, Becker, and Thomas, 1968). (2)
More than one setting required intervention for a
single child (e.g., home and school; Tharp and
Wetzel, 1969).

The complexity involved in these broader appli-
cations of operant principles actually seemed to
foster continued pursuit of this approach to child
treatment. Philosophical conflicts were welcomed
by behavior modifiers, and led to a good many
discussions and decisions on ethical issues (Martin,
1969).

The necessity of extending formerly narrow sco-
ped environmental coverage to larger portions of
the troubled child’s environment opened doors to
some mental health centers (Gardner, 1972). The
concept of community behavior consultant (a la
Tharp and Wetzel, 1969) became a reality in some
cities (Briscoe, Hoffman, and Bailey, 1975). In terms
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of a continued documentation of the hows and
whys of producing changes in troubled children,
the volume of research generated grew too big for
the single appropriate journal of the 1960’s (Behav-
ior Research and Therapy). The late 1960’s was a
time frame for a number of new journals on
behavior modification (Journal of Applied Behavior
Analysis, Behavior Therapy, Behavior Therapy and
Experimental Psychiatry). In addition, a plethora
of books and books of readings continued to
outline the success of these applications to children,
as well as outlining the necessary assessment and
treatment guidelines. In family or home settings,
books such as Families (Patterson, 1969) presented
such guidelines based on the training of parents as
change agents for their own children’s problems
(e.g., Patterson and Reid, 1970; Wahler et al., 1965).
In school classroom settings, popular texts by
O’Leary and O’Leary (1972) appeared at about the
same time. In these latter settings, the focus of
childhood change was often preventive in the sense
that teachers were taught to extend these new
helping procedures to all children in their class-
rooms. Once again, the guidelines in these texts
were based on ample classroom research (e.g.,
O’Leary and Drabman, 1971). Research documen-
tation on the utility of operant procedures spread
to every imaginable community setting frequented
by children. Other settings included recreation cen-
ters (Pierce and Risley, 1974), day care facilities for
infants and toddlers (Twardosz, Cataldo, and Ris-
ley, 1974), and for those more seriously disturbed
children, hospitals (Lovaas and Koegel, 1973) and
halfway houses (Phillips, Wolf, and Fixen, 1968).

The flurry of research activity described above
produced a new theoretical niche in the field of
child-clinical psychology and psychiatry. Clinical
training programs across the country were consid-
ered incomplete unless at least partial coverage of
child behavior modification was included; some
programs in the late 1960’s adopted this strategy as
the principal thrust of training (e.g., University of
Hawaii). Even undergraduate texts in abnormal
psychology provided discussions of operant con-
ceptions regarding the development and treatment
of childhood problems.

The Child-Clinical Strategy:
Assessment and Treatment

By the early 1970’s, child behavior modification
could be considered a clinical specialty in the sense
that one could describe the procedural steps and

rationale encompassing this strategy. We turn now
to an outline of the practical features of assessment
and treatment growing directly from the burgeon-
ing research of the 1960’s.

Assessing or measuring the troubled child’s prob-
lems became a process predictable on the basis of
reinforcement theory. Factors to look for in assess-
ment are logically those relating to the reinforce-
ment of more desirable behaviors. As an outcome
in preparation for treatment, an assessment must
specify those environmental conditions necessary
to change the troubled child’s behavior. And one
must always keep in mind that these conditions
will be specific to the environmental setting in ques-
tion. Unlike other assessment strategies (e.g., psy-
chodynamic), this one is geared to specific settings.
For example, assessment in a home setting will not
be of much benefit in creating treatment procedures
in that child’s school classroom.

The Interview

Consider first the kind of interview goals deemed
important in beginning an assessment for troubled
children. Regardless of the environment in ques-
tion, or the child problem in question, a verbal
dialogue between the behavior modifier and the
people who live with the child is a preliminary step.
The interview exchange not only sets the stage for
empirical assessment, but also marks the starting
point for a necessary rapport between behavior
modifier (consultant) and the child’s caregivers
(mediators such as parents and teachers). As in any
clinical endeavor, the troubled people (mediator
and child) must alter a pattern of behavior of some
years’ standing in most cases. Even though one or
both of these parties are seeking help because the
pattern has become aversive, neither is apt to
change unless the clinician (consultant) has instruc-
tional value for at least one of the mediators in a
setting. That instructional value is partly due to the
consultant’s professional status and partly due to
“rapport.” In addition to the humanistic concerns
that are part of any help intending relationship,
rapport building in the interview is advanced by an
educational process specific to the operant frame-
work. Not only should this process of teaching the
mediator(s) to reconceptualize the child’s problems
facilitate the gathering of appropriate information,
but the mediator should also come to anticipate
the whys and hows of later assessment and inter-
vention. Such anticipatory “sets’” are bound to
enhance the instructional value of the consultant.



In examining mediator conceptions of child
problems, Goldiamond (1968) has discussed the
importance of altering these beliefs. As he notes, a
good many parents and other caregivers come to
the initial interview with some common, not very
useful views about the cause of childhood behavior
problems. They may either view the causes as
developmental (events in the past) or as a function
of events internal to the child (in his or her mind).
Following the interview guidelines of Wahler and
Cormier (1970), the mediator must be *“‘educated”
on the importance of looking at current events in
the child’s environment. By shifting mediator focus
to the here-and-now reinforcement contingencies
operating at home, in the school, and so forth, an
important first step has occurred. When the media-
tor comes to share the consultant’s belief system
(reinforcement theory), some insightful new looks
at the child are possible. The motivational prop-
erties of this sort of teamwork cannot be overem-
phasized. Just as the experienced psychodynamic
client becomes a ‘“believer” in that conceptual
system, so must the operant-guided mediator come
to believe in the importance of reinforcement the-
ory.

Obviously the above kind of rapport may only
be initiated through the interview. At least it should
become clear just what constitutes the conceptual
ground rules for further discussions. In addition,
that first interview should yield information about
those behavior and stimulus events that constitute
the targets of measurement and intervention. From
the standpoint of child behaviors, three sets require
definition and discussion between consultant and
mediator: (1) Those problem behaviors likely to
occur in the presence of the mediator. For example,
whining, nagging, clinging, and noncompliance
with mediator instructions are commonly cited
problems. This set of child behaviors will probably
represent the starting points of intervention, since
they are most readily accessible to the mediator.
(2) Those problem behaviors unlikely to occur in
mediator presence. Here, we have reference to
stealing, fighting, truancy, and other episodes that
are typically detected in the aftermath of occur-
rence. Typically, this means that other members of
the community will alert the caregiver concerning
the presence of problems (e.g., neighbors, police).
Later, the caregiver may be able to detect occur-
rences by questioning of the child or the initially
complaining community members—or by simply
noting likely outcome factors such as the child’s
torn clothing, possession of objects not belonging
to the child, an so forth. (3) Finally, the interview

BEHAVIOR MODIFICATION 29

should permit a specification of the child’s foremost
behavior deficiencies; those that should occur in
caretaker presence, but do not. Typical examples
here are sustained work, cooperative social inter-
changes, play and in more serious disorders, recep-
tive and/or expressive language. In the later inter-
vention phase, these deficient behaviors would
hopefully take the place of problem behaviors
comprising set number 1.

In reference to the above child behavior sets, the
consultant interviewer will also find it useful to
initiate caretaker recollection on how these adults
deal with the child. What do they typically do when
stealing is suspected, or how is frequent whining or
self-stimulation dealt with? How does the caregiver
attempt to remedy behavior deficiencies? In terms
of rapport building, this line of inquiry ought to
allow caregiver venting of those failure-induced
frustrations that fostered the help-seeking process
in the first place. In addition, another set of infor-
mation is provided for the soon-to-be-initiated
measurement process: presumably the caregiver is
currently responding to the child in ways that are
maintaining the child’s problems (e.g., complying
with the child’s nagging or clinging; screaming at
the child’s noncompliances with caretaker instruc-
tions). Once again, measurement leading to
planned change first requires a specification of
critical behaviors—in this case, caregiver behaviors.

As a prelude to measurement, the consultant
interviewer and caregiver must finally agree on
some target settings for the measurement phase.
That is, during what times of day are child-care-
giver problem interchanges most likely to occur?
Setting specification is based on the obvious fact
that global setting such as ‘“home” and “school”
are actually composed of numerous subsettings,
each of which can be roughly scaled in terms of
the likelihood of child-caregiver problem inter-
changes. Target subsettings (e.g., fixing dinner, story
time) should be selected with problem interchanges
in mind and by considering the caregiver’s meas-
urement chores. Since the bulk of measurement
must be borne by the caregiver, that adult must
have reasonable opportunity to monitor the action
during the setting time period.

The Child’s Contribution to the Interview

Given that the targeted problem child’s difficul-
ties do not include serious language deficiencies,
that person’s contributions to all phases of the
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helping process should be considered virtually
equivalent to the caregiver’s role. With the prevail-
ing operant model designating child and caregiver
as mutual parties in any problem, it simply makes
good sense to view child reinforcement support of
caregiver behavior as well as vice versa. However,
despite the obvious bi-directional properties of the
operant, the child’s contribution as a useful member
of assessment and intervention procedures did not
see much practical emphasis until the late 1960’s
and early 1970’s. In large part, the earlier differen-
tial emphasis on adult roles in treatment was due
to the technological demands of both the measure-
ment and intervention phases. Since fairly young
children were the usual choices for behavior mod-
ification, there was a logical tendency for the
consultant to emphasize the training of adult mem-
bers of the problem dyad. Then, along with later
technological refinements (see the discussion of
“self-control” procedures below) and the extension
of these helping procedures to include older chil-
dren, the child’s neglected role was brought into
better perspective.

When a reasonable level of rapport is possible
between child and consultant, the interview has
been commonly employed in several child-oriented
directions. Of major importance is the child’s report
on his or her reward goals in the environmental
setting under consideration. Since one of the aims
of treatment will be to produce gains in the child’s
behavior deficiencies, these reinforcers available to
support these gains must be specified. In essence,
the child is asked to list those sorts of things worth
working for (e.g., television watching, outings with
friends). This topic area, incidently, can be related
to a discussion of how the child currently strives to
gain these reinforcers as well as reinforcers not
specified but suspected to support the child’s prob-
lem behavior (e.g., parent attention). Thus a fairly
verbal child might prove capable of drawing con-
clusions about why he or she does the kinds of
things that led to the caregiver’s decision to seek
psychological help. However, this sort of *“contin-
gency insight” is difficult to produce in an initial
interview, and like any interview outcome, depends
largely on the consultant’s skill with children.

In addition to the above listing of child-judged
reinforcers, the overall purpose of talking with
children is geared to the teamwork effort to come.
As noted in this section, the troubled child is a
party equal to the caregiver in the reinforcement
trap, maintaining those interpersonal problems un-
der consideration. Thus, if the child can be given
this perspective early in the assessment phase, later

tasks centering on intervention ought to proceed
more smoothly.

The Measurement Process

The measurement phase might best be viewed as
a means of concretizing information obtained via
interview. Such data reflecting important child be-
haviors and caregiver reactions might serve as a
basis for initiating treatment. However, the success
of any reinforcement-based treatment depends on
the accuracy with which the participants arrange
contingencies. While the usual mediators (parent or
teacher) would know via interview data which child
behaviors to consequate in certain ways, and which
child behaviors to avoid, their success in doing so
presumes that the interview data can provide nec-
essary moment-to-moment guidelines. Unfortu-
nately, the capability of people to translate sum-
mary reports (interview data) into more fine-
grained actions in real-life settings is questionable.
In fact, the degree of distortion in such translations
has been found to be so great as to preclude
successful applications (see Wahler and Leske, 1973).
Thus a measurement phase in which the parties
involved gain experience in concrete, moment-to-
moment detection of relevant behaviors will prob-
ably be prerequisite to treatment.

In an ideal measurement process, caregiver,
child, and consultant would all take part. With all
parties sharing and comparing their independently
acquired findings, correction of inaccuracies as well
as a continued sense of teamwork are likely. Un-
doubtedly, however, the caregiver or mediator will
be required to handle the bulk of measurement.
Since the child may be unable or unwilling to do
so, and the consultant will simply not have the
time, the mediator will have to produce the lion’s
share of data. Of course, mediator training will
require at least periodic evaluations through con-
sultant measurement checks.

Measurement procedures used in applied behav-
ior analysis have varied from elaborate coding
systems appropriate only for consultant use (e.g.,
Patterson et al., 1969), to some simple techniques
appropriate for use by extremely busy public school
teachers (e.g., Kubany and Sloggett, 1973). For a
complete compilation of measurement approaches,
the reader should consult a recent chapter by Evans
and Nelson (1977). For purposes here, we intend to
present only some commonly used procedures for
mediators, children, and consultant.

Mediators should gain competence in two sorts



of measurement: one aimed at their interactions
with the troubled child, and another aimed at a
daily log of significant child problem behaviors.
The interaction measures are geared to those times
of the day specified by the mediator as likely setting
events for problem interactions. During these time
periods (probably once per day) the mediator must
be prepared to note child problem behaviors, as
well as those mediator responses occurring as an-
tecedents and /or consequences for these behaviors.
Now, as outlined in Wahler’s (1976) summary of
caregiver-child problem interactions, the bulk of
these interactions can be described as mand-com-
pliance/punishment interchanges. These inter-
changes, recently documented for aggressive chil-
dren by Patterson (1974), may be initiated by either
child or caregiver. The initiator’s approach to the
other party can usually be specified as manding in
the sense that it seems aimed at producing compli-
ance in the other person. For example, child cling-
ing to a parent or child whining often function as
means of getting the adult to start or stop some
specific action (e.g., start attending to child; stop
attending to someone else). From the other side of
the coin, parent instructions to the child have a
similar function aimed at starting or stopping some
child behavior. Following the mand by child or
adult, the other person may either comply with the
mand or react by punishing or ignoring the mand
giver. In problem interchanges, the latter two re-
sponses will lead to an escalation in rate and
intensity of the mands—as shown by Patterson
(1974).

Using the mand sequence as a measurement
framework, it is feasible for the caregiver to keep
track of these episodes during the measurement
period. Since mands are instructional in function,
they are also good attending cues for one to
monitor the sequence from start to finish. Thus the
mediator may be told: “If you find it necessary to
issue a mand to your child, or if your child issues
a mand to you, that is your cue to remember the
sequence that follows. When the entire episode is
concluded (by mand cessation), write down the
responses of both parties.” In this fashion, most
caregivers ought to find themselves capable of
sampling problem interchanges during specific time
periods of each day.

Those child problem behaviors often occurring
outside the usual social interactions by child and
caregiver can be charted in summary fashion on a
day-to-day basis. Such problems (e.g., night fears,
fighting, enuresis, property destruction), while im-
portant aspects for therapeutic change, pose a
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different intervention strategy than the above in-
teraction problems. A problem behavior such as
stealing is difficult to change through caregiver
contingencies because its detection will usually
follow some time after the actual occurrence. It is
also true that sampling these behaviors may be a
good deal more intermittent—again because of
occurrences outside the caregiver’s scope of direct
observation. One is therefore forced to settle for a
rough approximation of occurrences for these be-
haviors. While the caregiver should be prepared to
chart each detection on a one-by-one basis, a yes-
no statement for each detection should also be
noted at the end of every day. In this way, should
the caregiver neglect to chart detections during the
day, at least one is assured of a weekly incidence
report.

If the child is capable and willing to take part in
the measurement process, procedures similar to
those described for caregivers should be employed.
However, since the tack of therapy will be some-
what different for the cooperating child, the focus
of measurement must be different. Goal setting is
perhaps the most important aspect of measurement
for the child to grasp. The concept is typically
discussed in reference to child behavior deficiencies,
both those evident within caregiver-child interac-
tions (e.g., child cooperative behavior) and those
outside the interactions (e.g., independent work).
In either case, consultant and child work toward
an agreement on improving these deficiencies as
daily goals. Once the child sets some particular
goals as frequencies of expected occurrences, the
stage is prepared for his or her recording. When
the intervention phase is initiated later, the arrange-
ment of child-selected reinforcers for these goal
attainments would follow as a logical step.

The consultant’s own recording of mediator-child
problem interactions rounds out the measurement
phase. Considerations on strategy are somewhat
more complex in that both type of measurement
and the environmental setting in which to base that
measurement must be decided. It is clear, however,
that the consultant’s personal measurement is an
essential means of validating mediator recording
throughout the helping process.

Economic factors may prevent the consultant’s
visits to the natural setting in which child-mediator
problems are focused. Ideally, of course, the natural
setting should be the setting of choice—and in
cases where the mediator cannot readily leave that
setting (e.g., teacher in school classroom), the con-
sultant may have no other choice. In home settings,
however, it is likely that parent and child could
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come to the consultant’s clinic setting for observa-
tion. Fortunately, comparative data are available to
justify the use of such continued settings. Both
Hanf (1968) and Forehand and co-workers (1975)
have offered findings to show that parent-child
interactions in a clinic playroom can be taken as
similar to these interactions at home. Thus if parent
(and child) records of manding episodes at home
are at all representative of ongoing problems, con-
sultant sampling of the interactions should reveal
a similar picture.

Consultant measures might be as simple as those
used by the mediator to objectify problem inter-
actions. For a more complete picture of the inter-
action pattern, the consultant may choose to em-
ploy one of several coding systems now available
commercially (Wahler, House, and Stambaugh,
1976; Patterson et al., 1968). It is of interest to note
that these comprehensive measures consider prob-
lem behavior as potentially affecting five classes of
everyday child activities: opposition-compliance, or
the degree to which a child violates adult-imposed
rules and instructions; social interaction, or the
proportion of child activity involving other people;
work, or those responsibilities set by adults for the
child; play, or self-entertainment entailing complex
interactions with objects; autistic behavior, or self-
directed actions of a repetitive, simple nature. The
comprehensive coding systems essentially specify
problem behaviors as made up of excessive or
infrequent occurrences of one or more of these five
response classes. Peer and adult reactions to the
five classes are commonly specified through two
broad stimulus classes detailed as instructions and
social attention. In essence, then, problem inter-
changes would be measured through five broad
categories of target child activity and stimulus
contingencies made up of two even broader cate-
gories.

The Treatment Process

By the time an adequate measurement phase has
produced concrete samples of child problem be-
havior and its suspected support contingencies, the
focal points of treatment will be obvious. Those
stimulus contingencies provided by caregivers, sib-
lings and other people who live in the child’s
environment must become nonfunctional for the
problem behavior. These people and the child must
work toward some new arrangement of their living
conditions; arrangements conducive to the devel-
opment of more adaptive behaviors by all parties

concerned. The setting of such arrangements is
considered within the same sort of framework
governing assessment. That is, if at least one party
in the trouble-inducing dyad can be taught to alter
his or her interaction style, therapeutic outcomes
should follow. Typically, that one party is the
caregiver because that person is usually most will-
ing to end the problem-supporting interchange. Of
course, if the child, siblings, peers, and relatives are
also willing to learn some new interaction styles,
they, too, would become students in the following
reeducation lessons.

Social Learning Concepts

Most consultants believe that changes in social
interactions are fostered by understanding the con-
ceptual system guiding proposed changes. By using
the measurement data as examples, the concepts of
reinforcement, extinction, and/or punishment are
made understandable as guidelines to promote
alterations in behaviors reflected by that data. The
actual teaching of these concepts can be facilitated
by one of several texts written for parents and
teachers (Living with Children by Patterson and
Gullion, 1968; Parents Are Teachers by Becker, 1971).
In the outlining of learning concepts, these texts
provide working illustrations of how reinforce-
ment, punishment, and extinction operate in daily
life. Then these concepts are discussed as most
effectively (and ethically) applied in the solution of
children’s day-to-day problems. Positive reinforce-
ment is presented in terms of the central means of
solving such problems. This concept is viewed in
conjunction with extinction through the following
logic: ideally, a parent or teacher should arrange
the availability of social and material reinforcers
so that only the child’s desirable behaviors are
effective in obtaining them. This positive reinforce-
ment process will then ensure that the child’s prob-
lem or undesirable behaviors will occur under
extinction conditions—that is, these behaviors re-
sult in neutral, nonreinforcing stimuli. If the care-
giver can conduct arrangements of this sort, desir-
able child behaviors should increase in frequency,
and undesirable behaviors should drop in fre-
quency. All three of the above texts recommend
this process as a formal contractual arrangement
between caregiver and child. In essence, both par-
ties would agree to, or at least understand, the
contractual procedures.

Punishment is also discussed at length in the



concept texts. It is important to note in this dis-
cussion that ethical considerations are again at the
forefront, this time in terms of its use only under
certain conditions, and the use of only certain
forms of punishment. In the latter use category,
time-out and response cost are presented as possible
means of suppressing problem behaviors. In both
cases, the format entails a temporary loss of rein-
forcers for the child, contingent upon the child’s
emitting problem behaviors. In time-out the loss
occurs because the child is isolated for a brief time
interval (usually five to ten minutes). In response
cost, material or token reinforcers already acquired
by the child through contract arrangements are
taken away—with the understanding that they may
be re-earned through desirable behaviors. Both
forms of punishment should of course be covered
in contract arrangements prior to their actual use.

Conditions calling for the use of any form of
punishment are also spelled out in the concept
texts. Sometimes extinction is simply not feasible
to arrange in the treatment setting (e.g., home). For
example, the child’s problem behavior may be self-
injurious (head banging) or injurious to others
(hitting). When such conditions are clearly to be
encountered in the treatment setting, time-out or
response cost will have to be considered in the
treatment contract. Once again, it is emphasized
that the punishment procedures are viewed as
temporary measures; positive reinforcement always
represents the stable, long-term ingredient of a
successful treatment program.

Setting the Treatment Contingencies

Once the intent of treatment and its conceptual
underpinnings are clear, the actual practice of con-
tractual arrangements should be pursued. In the
spirit of any contract, this phase usually begins
with group discussion led by the behavior modifi-
cation consultant. The group, made up of the child
and those people to be active participants in the
behavior change program, are first told about the
consultant’s recommended treatment contingencies.
In essence, these would entail positive reinforce-
ment for some aspects of the child’s behavior and
extinction or time-out for other aspects. Next, these
proposed arrangements are presented for discus-
sion in terms of their “fit with reality” as viewed
by each member of the group: Is the use of time-
out fair? Can its conditions be met (i.e., social
isolation)? Is the listing of positive reinforcers
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complete? While all group members are encouraged
to contribute their individual opinions, the con-
sultant’s directorship implies that he or she must
offer the final opinion. Obviously, the treatment
contingencies must be appropriate to change the
problems outlined in the consultant’s assessment.
But at the same time, the consultant will not
actually implement the contingencies. Thus the
final treatment package must meet with the ap-
proval of those people who will implement the
package. Unless the child’s parents and teachers
and the child (in cases of self-management proce-
dures) believe in the treatment approach, there is
little utility in the consultant’s “final word.” This
process of compromise and belief generation re-
mains a clinical art, not yet subjected to the em-
pirical scrutiny of applied behavior analysis.
Given a consensus on the proposed treatment
contingencies, the practice of such new interactions
must proceed under the consultant’s supervision.
Ideally, these practice rounds should occur in the
natural environment of child and mediator (home
or school), although there is evidence to suggest
that clinic settings may suffice (Forehand and King,
1977). In this latter, economically cheaper strategy,
clinic-to-home generalization of practiced parent-
child interactions has been shown to occur. In any
case, all parties who have agreed to set reinforce-
ment, extinction, or time-out contingencies must
prove their capabilities to do so. Of course, the
consultant’s teaching role now becomes critical—as
model and shaper of mediator behavior. Once the
practice rounds show the mediators to approximate
accurately the new contingencies, consultant super-
vision now shifts to a monitoring and feedback
function for the mediators. Research indicates that
this more natural practice would best be conducted
in the natural environment to maximize generali-
zation possibilities (Forehand and Atkeson, In
press). A continuation of this intervention training
of course assumes that the mediators continue to
display their newly taught contingencies. If not, a
resumption of consultant modeling of correct me-
diator behavior and shaping of mediator practice
is called for. If the practiced interactions do con-
tinue correctly under consultant monitoring, a fad-
ing of consultant supervision would follow. Grad-
ually, the consultant’s role would diminish until the
mediators themselves provide their sole feedback
through baseline initiated measurement proce-
dures. It is important to stress at this point that all
measurement procedures must continue through-
out the treatment phase. Ideally, then, the media-
tors should become capable of sustaining these
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consultant-taught contingencies. The task-setting
contingencies will then be largely complete, al-
though periodic monitoring checks by the consult-
ant should be followed as a rule of thumb (Patter-
son, 1974).

When the troubled child is expected to take part
in contingency setting, some changes in the above
procedures are necessary. The cooperative child as
self-manager will be required to complete several
steps as outlined by Mahoney (1974). Step number
1 typically involves goal setting in which child,
consultant, and caregivers reach a consensus on
some aspect of child behavior to be increased or
decreased in frequency. The goal-setting operation
essentially specifies the extent of change to be
produced over specific points in time. This part of
goal setting must be left largely to the child’s
discretion, for it is he or she who will be responsible
for meeting these goals. While others can and
should contribute advice, the responsibility mes-
sage should be loud and clear: if self-management
is to become a part of treatment, the child has full
control over this intervention.

When the goal-setting operation is concluded,
the consultant must temper any previously dis-
cussed caregiver roles in treatment. In other words,
the caregiver as mediator is largely incompatible
with the self-management procedures to follow.
Rather than having these adults function as the
controllers of reinforcement, they should merely
make these events available to the child. Prior to
the child’s goal setting of behavioral objectives, the
usual child-controlled selection of positive reinfor-
cers will have been completed. The behavior change
practice of self-management would then be initiated
by the child’s specification of what kind and how
many of these reinforcers are to be made freely
available when a goal is reached. Obviously, an
interaction obtains between caregiver surveillance
of goal-reinforcer outcomes and child implemen-
tation of the same. As Bandura has argued, self-
management does not mean that external sources
of behavior control are absent (Bandura, Mahoney,
and Dirks, 1976). Caregiver monitoring is bound
to influence the child’s success in obtaining goals.
Ideally, this influence will be therapeutic and limited
to caregiver observation. But in the absence of
research on interactions between self and caregiver
roles in behavior modification, the therapeutic-det-
rimental poles of such influence are unknown. At
this point, research shows that cooperative children
can use self-management techniques to produce
desirable changes in their own behaviors; and the
extent of these changes is about as noteworthy as

those produced by caregiver control of contingen-
cies. Obviously, the clinical practitioner needs to
know more about how these two strategies interact.

Before moving on to the final section of this
chapter, note should be taken of treatment consid-
erations for special childhood disorders. In those
disorders characterized by severe and chronic be-
havior deficits such as autism, far more intensive
teaching procedures must be added to the above
strategies. For example, the teaching of language
and self-help skills would entail contingency ar-
rangements more akin to a text on educational
practice than one dealing with clinical work. The
interested reader should consult recent surveys of
behavioristic educational strategies such as that of
Rincover and Koegel (1977).

Generalization Issues

The preceding few pages describe clinical practice
as derived from two decades of learning theory
guided research. Like any approach to behavior
change, this current product is by no means con-
sidered final in the sense that a foolproof means of
helping troubled children is now available. Hope-
fully, behavior modification procedures will con-
tinue to evolve as new research adds and detracts
from existing clinical practice. The very fact that
this book deals with a number of clinical strategies
is a position view on the state of the art: no one
strategy has yet solved the task of assessing and
treating human problems. The clinical field has no
therapeutic panacea; while behavior modification
offers some useful means of therapeutic interven-
tion, it too faces some obstacles in the way of
clinical success. These obstacles are best summed
under the heading of generalization issues.

When a contingency treatment operation is com-
pleted, the consultant will need to consider gener-
alization phenomena in evaluating an overall pic-
ture of therapeutic success. Behavior change per se
is of little value unless one can be assured that such
changes will have impact over time, settings, and
the behavior repertoire of the troubled child. Let
us consider these success criteria separately.

Time or Maintenance Generalization

Once a contingency plan produces the desired
changes in child behavior, it is important to antic-
ipate the durability of these outcomes. Since the



contingency plan does involve people other than
the child, there is reason to believe that a mutually
supportive system will have been created. That is,
the mediator’s newly developed positive behaviors
directed to the child should maintain the child’s
newly acquired behaviors. In turn, that new behav-
ior pattern produced by the child should positively
reinforce the mediator’s new style of interacting
with the child. If both parties do in fact offer each
other reinforcement for these therapeutically
learned styles, generalization over time should be
assured.

Setting Generalization

It is obvious that the troubled child moves
through a number of stimulus settings during a
day’s time. The child will enter and leave school,
the playground, other children’s homes, the home
yard, and the child’s own home. Even within each
of these settings, one could describe subsettings.
For example, home as a setting is actually com-
posed of smaller settings such as dinner time,
television watching, sleeping, and so forth. It is
also true that a troubled child’s problem behaviors
may occur in a number of these settings, yet
mediator therapeutic training or the child’s thera-
peutic self-management training is geared to only
a few of these settings. In some fashion, then,
therapeutic success in the training focused settings
must have impact in other settings in which the
child displays problems. Hopefully, the therpeutic
coverage of more than one setting plus the teaching
of social learning concepts will produce a general-
ized approach by all parties to the new settings. In
much the same fashion that one would teach lan-
guage concepts, it is assumed that setting concepts
will be mastered by child and mediators—a mastery
that might ensure setting generalization.

Response Generalization

Just as the child’s environment is broken into
numerous stimulus components, a similar compo-
nent description of the child’s behavior is possible.
Children can do a variety of things, and as such,
it is possible to derive a listing of their most likely
to unlikely actions—a repertoire description, if you
will. In terms of the troubled child’s problem
responses, a consultant will soon realize that not
all problems can become the planned targets of
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therapeutic training. Those responses occurring
outside the scope of mediator coverage (perhaps
stealing) or those occurring so infrequently that
trained intervention is unlikely (fire setting) are just
not feasible to deal with directly. Presumably, the
conceptually trained mediator and/or child can
exert the same contingency-oriented ‘“‘rules of
thumb” in dealing with responses not included in
the therapeutic program. Hopefully, then, the full
range of problems describing the troubled child’s
repertoire will be affected. That is, therapeutic
generalization will be evident across the child’s
response repertoire.

Of course, the above three generalization criteria
are as open to empirical scrutiny as are other
aspects of behavior modification programs. Unfor-
tunately, it has only been in recent years that this
sort of assessment has allowed a look at how well
the various operant strategies have attained these
criteria. We turn now to an examination of those
findings that have emerged.

When the behavior modification consultant ex-
pands assessment procedures to cover a broad view
of time, settings, and behaviors, some perplexing
as well as disappointing data turn up. On the
perplexing side, some forms of treatment-produced
generalization have been shown to occur, but the
phenomena make little sense within an operant
framework. Here we have reference to response
generalization, in which planned changes in one or
more of a troubled child’s responses are followed
by unplanned changes in other aspects of that
child’s repertoire. For a detailed review of these
findings, the reader should consult Wahler, et al.
(1977). At this point let us cite one example of such
behavior covariations. Sajwaj, Twardosz, and
Burke (1972) implemented a teacher-controlled
contingency management program in a preschool
setting. The program was aimed at a child whose
nagging directed to adults was seen as a rather
serious problem for all concerned. The contingency
plan called for teacher use of extinction for the
nagging. Results indicated a reduction in the fre-
quency of nagging along with some unexpected
effects on other behaviors: the boy’s play with girls’
toys dropped in frequency, and his disruptive be-
havior in group activities increased in frequency.
Now it was shown that these ‘“‘side effects” were
clear products of the nagging intervention. That is,
when extinction conditions were removed, the side
effects were reversed; when the treatment condi-
tions were once again implemented, the two side
effects once again materialized. The perplexing part
of this generalization phenomenon was twofold:
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(1) the phenomenon could not be predicted from
the baseline assessment; (2) there was no evidence
that teacher or peers did anything to influence
directly the occurrences of the side effect behaviors.
While more recent work by Wahler (1975) and Kara
and Wabhler (In press) indicate that prediction of
side effects may be possible, an operant explanation
for the findings has yet to be shown. At the very
least, such findings should orient the behavior
modification consultant to broader assessments of
specific interventions.

Generalization of the setting or stimulus type
seems to be the exception rather than the rule.
Thus far, the settings under consideration have
been major ones for most children such as the
home, school classroom, school playground, and
hospital or institutional locations. Smaller, more
idiosyncratic settings within these boundaries have
yet to be studied in terms of stimulus generalization
from one setting to another. A review of the
literature by Forehand and Atkeson (1978) suggests
that contingency operations in one major setting
will not produce effects in any second major setting.
Child behavior change appears specific to the set-
ting in which the change was produced. For ex-
ample, in one of the earliest studies of this sort,
Wahler (1969) studied two children whose problems
were evident in two settings: their homes and
school classrooms. In baseline assessment phases,
professional observers monitored the children’s
19problem behaviors in both settings (work deficit
and noncompliance with adult instructions). Then
both children became the targets of contingency
intervention in their homes—with their mothers
serving as mediators. Over a period of four weeks,
results showed a rapid and stable improvement in
these problems at home. Unfortunately, these same
problem behaviors in the school classrooms showed
no change from baseline levels. In essence, these
children’s home-based therapeutic experiences were
not transmitted across their home-school stimulus
boundaries. Only when the children’s teachers were
trained to mediate a similar contingency plan did
therapeutic changes occur in the school settings. It
seems evident that a behavior modification con-
sultant cannot count on a ‘“natural” spread of
desirable treatment effects across environmental
settings.

Of all three types of therapeutic generalization,
it would seem that time or maintenance generali-
zation is the most likely to follow a contingency
treatment plan. Given that a successfully imple-
mented plan will produce mutual positive rein-
forcement for child and mediator, one ought to

expect durable treatment effects. And to be sure,
the largest share of predicted generalization effects
is of this variety. Patterson (1974) and Wahler and
Moore (1975) have all consistently reported stable
improvements in up to two years of follow-up.
However, both Patterson (1974) and Wahler and
Moore (1975) presented data to show that not all
child-mediator dyads can be expected to show such
durable effects. In fact, Wahler and Moore (1975)
and Wahler, Leske, and Rogers (in press) were able
to specify a grouping of families whose parents
may find it difficult to start and maintain contin-
gency operations with their troubled children.
These parents were poorly educated, financially
impoverished people who usually lived in crowded,
problem-infested inner-city areas. Even though
these parents were willing to function as mediators,
it was also obvious that problem contingencies in
their lives extended well beyond their children. As
the findings of Wahler, Leske, and Rogers (in press)
suggest, any sort of within family change based on
instructive or manding interventions is likely to fail
over time. Given a historical pattern of harassment
by social welfare agencies, kinfolk, and neighbors,
a contingency management approach to such par-
ents is apt to be reacted to as part of that same
pattern. Somehow, the competing influences of
these extra-family manding agents must be consid-
ered in conjunction with the interfamily contingen-
cies that directly lead to childhood problems.

Behavior Ecology:
The Missing Link in Behavior Modification? .

In the above discussion of generalization prob-
lems, we have come full circle to the initial part of
this chapter—namely, the potentially beneficial im-
pact of behavior ecology on the field of applied
behavior analysis. Recall that behavior ecology
developed as a means of understanding the full
scope of natural influences on child behavior (see
Barker, 1964). In the author’s opinion, those critical
generalization problems just reviewed are caused
by precisely such influences. The unpredictable
nature of side effects, the stubborn stimulus bound-
aries of environmental settings, and the difficulties
of promoting treatment durability are mysterious
and frustrating because their causal contingencies
are unknown. More than likely, these contingencies
are observable if the consultant would choose to
observe them. But this choice will require a labo-
rious, much expanded look at the social and phys-



ical environments of children. This kind of “look-
ing” orientation is precisely the definition of
behavior ecology.

Recently, there have been signs of an impending
cooperative interchange between behavior ecology
and applied behavior analysis. In 1977, two groups
of scientists representing these strategies met to
discuss such a liaison. A review of that discussion
can be found in Ecological Perspectives in Behavior

Analysis (Warren and Warren, 1977). In line with "

this discussion, it becomes apparent that liaison
primarily means changes in assessment strategy for
the behavior modifier. Prior to liaison, assessment
had been heavily influenced by the operant-labo-
ratory beginnings of applied behavior analysis.
That is, measurement was restricted to the operants
making up a child-caregiver problem interchange.
This being the case, one need only keep track of a
child problem behavior and its deficient counter-
part, plus a single set of caregiver behaviors con-
sidered to function as reinforcers for the child.
Thus the consultant’s measures entailed records on
a very small portion of the child’s environment.
The spirit of behavior ecology, however, calls for
the widest possible coverage of the environments
common to children. Obviously, operant concep-
tions of environment-behavior interactions cannot
limit the breadth of this assessment. Since the
ultimate goal of this search is to understand gen-
eralization phenomena, one might view behavior
ecology as a means of constructing some new
conception of how environment-behavior inter-
changes operate. While the operant might fit that
new conception, it has not yet permitted an under-
standing of some generalization phenomena (side
effects). At present, the behavior ecology liaison
must proceed in the absence of any guiding theo-
retical model.

Specific approaches to liaison are already evi-
dent. For example, coding systems permitting the
measurement of multiple child and adult behaviors
are now on the clinical market (see Wahler, House,
and Stambaugh, 1976). Such systems allow a “shot-
gun” approach to measurement: not only are tar-
geted problem operants recorded, but other, poten-
tially generalized behaviors can be monitored as
well. Along with the multiple behavior emphasis,
it has also become clear that applied behavior
analysts are conducting these measures in more
than one environment, and for longer time periods
(e.g., see the review by Forehand and Atkeson, In
press). Given that the current liaison continues this
spirit of expanded assessment, childhood generali-
zation problems are bound to be better understood.
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Coincident with this understanding, better means
of helping troubled children should result.
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Treatment of Emotional Disorders in Children and Adolescents

CHAPTER 4

Behavioral Approaches in
Adolescent Psychiatry*

Introduction

Behavior Technology and Psychiatry

The psychiatric literature reveals that until re-
cently learning theory and its clinical application,
behavior therapy, have exerted minimal influence
on the practice of psychiatry. This lack of impact
seems especially remarkable because psychiatrists
generally have agreed upon the significance of
learning as a factor both in the development of
nonorganic psychiatric disorders and in their treat-
ment through psychotherapy.

Several alternative explanations may account for
the failure of learning theory to gain recognition
among psychiatrists. Amidst social, political, eco-
nomic, and intellectual factors, it may be simply
that psychiatrists have felt more satisfied with
traditional psychodynamic theories and therapies
when compared to learning theory alternatives.
Traditional psychodynamic theories have offered
consistent, comprehensive and satisfying descrip-
tion of human behavior; furthermore, traditional
psychodynamic therapies have offered comprehen-
sive treatment methods consistent with theory,

*The authors wish to express their appreciation to
Gary R. Rick, Ph.D. for his assistance in the preparation
of this chapter.

Gene Richard Moss
Ronald A. Mann

methods perhaps more satisfying to the psychiatrist
in the treatment of human behavioral disorders.

In contrast to the wealth of clinical data accu-
mulated by psychodynamic methodology, learning
theory must seem pale indeed. Whereas traditional
inquiry has emphasized the integrity of the human
personality with all its intricate complexities, learn-
ing theory often has concentrated on seemingly
trivial and superficial aspects of human behavior.
Its theoretical constructs have been derived from
animal experimentation and understandably have
appeared mechanistic and inapplicable to human
level of organization. Until recently, clinical appli-
cation of learning theory had been limited to such
an extent that it had not been developed into a
body of specific treatment procedures that could
be designated behavior therapy.

In spite of the seeming deficiencies of learning
theory, there has been increasing pressure for psy-
chiatrists to acquaint themselves with it. This pres-
sure in large measure can be attributed to the
challenge from behavior therapists for traditional
psychotherapists to demonstrate empirically that
their theories are the most valid and parsimonious
and that their therapies the most effective and
swift. The pressure to investigate learning theory
has also come from within the psychodynamic
movement. For example, towards the end of his
career, Franz Alexander (1963) turned his attention
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to learning theory, which he believed to hold great
promise for psychotherapy. Alexander challenged
his psychoanalytic colleagues by speculating that
they may have retained their singular approach as
an unconscious defense against their own anxiety
and urged them to investigate learning theory as
an additional means to further knowledge and
therapeutic efficacy.

Adolescence and Society

Historically, adolescence has been considered a
time of turmoil, both physiological and behavioral.
It is during adolescence that great changes occur
both in the biology of the individual and in his way
of responding to the world. Adolescence is heralded
by puberty, typically occurring at approximately
the ago of 12 or 13. Adolescence, however, extends
well beyond puberty, and its termination has come
to be defined on a legal basis occurring somewhere
between the ages of 18 to 21, depending upon the
locality.

Recently, the problems associated with adoles-
cence have become of increasing social concern;
for example, the continually increasing crime rate
reflects, in part, a large increase in the frequency of
crimes committed by adolescents. Socially, adoles-
cent problems generally fall into one or more of
the following three categories: (1) problems within
the family; (2) problems within the school; or (3)
problems within the community.

Many of these behavioral problems reflect pat-
terns of either behavioral excesses or behavioral
deficits in the repertoire of the adolescent. Behav-
ioral excesses may be defined as any behavior for
which the rate of occurrences and/or duration of
occurrences exceeds socially defined standards of
acceptability, desirability, or appropriateness within
a given context (Mann, 1976). Many behaviors that
meet the above criteria are considered inappro-
priate by various members of society for a variety
of reasons. Behaviors may be considered undesir-
able and excessive because they are dangerous to
the individual himself or to others; because they
interfere with the desired behaviors of others; be-
cause they provoke undesirable responses from
others; or because they violate religious tenets or
cultural norms.

Legal systems define through laws a large num-
ber of behaviors as undesirable and excessive.
Ideally, excessive behaviors are judged illegal only
when they cause harm to the self, to others, or to
the property of others. When such behaviors occur,

they are likely to prompt police, juvenile authori-
ties, or other social agencies to arrest, incarcerate,
detain, or institutionalize those individuals engag-
ing in such undesirable and excessive behaviors.

Behavioral deficits represent the converse of be-
havioral excesses. Behavioral deficits may be de-
fined as any behavior for which the rate of occur-
rences and/or duration of occurrences falls below
socially defined standards of acceptability, desira-
bility, or appropriateness within a given context. A
behavioral deficit may be maladaptive in that either
individually defined or socially defined goals cannot
be met due to a lack of necessary, prerequisite skills
in the behavioral repertoire.

In summary, behaviors are defined as undesirable
due to excess or deficit by various members of
society such as parents, teachers, peers, subcultures,
law enforcement agencies, and so forth. Frequently
occurring or excessive behaviors are labeled as
inappropriate when they exceed the standards of
acceptability within a given context or community.
Infrequently occurring or deficient behaviors are
labeled as inappropriate when they fail to meet the
standards or expectations within a given context or
community. Whether excess or deficit, the behav-
ioral problems of the adolescent may be of such
major proportions that they require immediate and
dramatic change.

Historical and Theoretical Considerations

The roots of behavioral technology can be traced
back to the late nineteenth and early twentieth
centuries. The theoretical and experimental foun-
dation of respondent (or classical) conditioning
procedures can be attributed to Pavlov (1927), and
the early clinical applications of respondent pro-
cedure can be attributed to Watson and his co-
workers (1924). The theoretical and experimental
foundations of operant procedure can be attributed
earliest to Thorndike (1911), with later elaboration
attributed to Skinner (1938).

Respondent Procedure

Ivan Pavlov, a contemporary of Sigmund Freud,
began his scientific career with investigation of
circulation and the heart. Pavlov, a physiologist,
won the Nobel Prize in 1904 for his work on the
physiology of digestion, and it was not until he was
past his fiftieth year that Pavlov began his work on



conditioned reflexes. Perhaps his major contribu-
tion can be viewed as the care with which he
explored numerous empirical relationships and de-
termined certain essential parameters, providing
background and terminology for countless succeed-
ing experiments by others.

Pavlov developed the first systematic procedure
to contitioned animal behavior in his legendary
experiments with the dog, the meat, and the bell.
When presented to the dog, the meat elicited an
innate, reflex-like salivation response. The meat is
referred to as the unconditioned stimulus (UCS),
and the innate, reflex-like salivation is referred to
as the unconditioned response (UCR). Pavlov dem-
onstrated that by pairing the UCS with a second
stimulus (a bell) previously neutral with respect to
the UCR, the previously neutral stimulus by itself
acquired the property of eliciting a response similar
but not identical to the UCR. In this case, by
pairing the presentation of the meat with the bell,
eventually the bell alone elicited salivation. The
previously neutral stimulus is referred to as the
conditioned stimulus (CS), and the response elicited
by the CS is referred to as the conditioned response
(CR). Both the CR and UCR thus fall roughly into
the same class but are distinguished by the stimulus
that elicits them. Although usually similar, the CR
and UCR are seldom, if ever, precisely identical.
The CS is said to acquire its conditioned properties
through reinforcement, a term that refers to the
procedure of following the CS by the UCS. As the
CS is presented alone—that is, without the UCS—
the CR will tend to weaken and eventually disap-
pear. This procedure of nonreinforcement of pre-
viously reinforced responses is referred to as re-
spondent extinction.

The procedural format described above is re-
ferred to as respondent conditioning (i.e., classical
or Pavlovian conditioning). It is characterized by
the pairing of two stimuli, the UCS with the CS.
The applications of respondent conditioning have
been largely in the area of psycho-physiology, es-
pecially autonomic responses.

Recognized as one of the founders of behavior-
ism in the United States, John Watson attempted
to apply the principles of respondent procedure
clinically in an attempt to explain behavioral pa-
thology in humans. Watson and Rayners’s classic
study with Little Albert (1920) represents one of
the earliest attempts experimentally to induce be-
havioral pathology. Watson and Rayner paired the
visual presentation of a rabbit with the presentation
of a loud noise associated with a startle response
in an 11-month-old infant. The rabbit initially was
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neutral with respect to the startle response; how-
ever, by pairing the rabbit (CS) with the loud noise
(UCS), the experimenters were able to produce a
reaction (CR) similar to the startled response from
the loud noise (UCR). This early pioneering study
represented the application of a respondent pro-
cedure to the learning of conditioned emotional
responses in humans. Watson believed that most
human behavioral learning could be explained by
the classical or respondent paradigm. It was left
for Skinner to draw the distinction between the
respondent and operant paradigms, operant para-
digms representing the basis for most clinical ap-
plications.

Operation Procedure

In 1938 B.F. Skinner published his now-famous
treatise Behavior of Organisms. This work went far
to resolve both theoretically and experimentally
many behavioral phenomena not adequately de-
scribed by prior S-R analyses. In particular, it
halted the fruitless attempt to describe all behaviors
on the basis of Pavlovian or respondent condition-
ing principles. Skinner forced the recognition of
two major types of behavior, specifically operants
and respondents, only the latter of which had been
described previously by respondent principles.
Skinner outlined the distinctions between these
behaviors solely by delineating their different rela-
tionship to the controlling environment. This anal-
ysis generated two major paradigms for producing
behavioral change or learning, operant procedure
and respondent procedure.

Skinner’s functional analysis of behavior outlined
empirical definitions and relationships quantified
objectively. Perhaps his most influential contribu-
tions were his persuasive arguments for the impor-
tance of quantifying behavior in terms of rate.
Frequency of occurence became the basic datum
for the functional analysis of behavior.

Operant procedure is based upon the Law of
Effect initially described by Thorndike (1911). The
Law of Effect refers to the change in strength of a
response as a result of its consequences. If the
occurence of a response is followed by a stimulus
that increases the frequency or magnitude of that
response, such a stimulus is referred to as a positive
reinforcer. A negative reinforcer is defined as a
stimulus the removal or postponement of which
strengthens a response. An example of negative
reinforcement is found in the experimental para-
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digm of the conditioned avoidance response
(CAR), in which the presentation of an aversive or
unpleasant stimulus is contingent upon the failure
of a response to occur. Removal of the aversive
stimulus, the negative reinforcer, contingent upon
the occurence of a response serves to strengthen
that response. Punishment, on the other hand, is
defined as the presentation of an aversive stimulus
contingent upon the occurrence of a response, the
effect of which is to decrease the frequency or
magnitude of the response at least in the presence
of the punishing stimulus. Reinforcement, whether
positive or negative, always serves to increase the
frequency or strength of a response; whereas the
effects of punishment are to decrease the frequency
or strength of a response.

In contrast to the eliciting in a reflex-like fashion
of a response by an antecedent stimulus as de-
scribed by respondent procedure, operant proce-
dure describes responses by the organism as emitted
without necessarily being elicited by a prior stim-
ulus. Such responses are referred to as free operants.
If a prior stimulus should become the occasion for
an operant—that is, if the occurrence of a specific
stimulus increases the probability of occurrence of
a specific response—the antecedent stimulus is re-
ferred to as a discriminative stimulus (SP), and the
operant is referred to as a discriminated operant.
The S " is said to acquire its behavioral control
because it has become the occasion on which the
operant previously has been reinforced. Operants
are said to be emitted then either reinforced, posi-
tively or negatively, or punished by the contingent
environmental stimuli. Although a reinforcer need
not follow every response for response strength to
be maintained, repetitive reinforcement is neces-
sary. An operant thus is said to be any behavior
that is affected by its stimulus consequences.

The particular pattern formed by the emitted
responses, referred to as behavioral topography,
has been documented in the animal laboratory to
be a function of the schedule according to which
reinforcement is presented (Ferster and Skinner,
1957). Schedules of reinforcement fall under two
categories: (1) continuous, variable or fixed; and
(2) ratio or interval.

Nonreinforcement of previously reinforced op-
erants is referred to as operant extinction. Resistance
to extinction—that is, the tendency to emit re-
sponses after reinforcement has been withdrawn—
is a reflection of the previous schedule of reinforce-
ment. In general, intermittent or a periodic rein-
forcement generates greater resistance to extinction
than does continuous reinforcement. Although ex-

tinction procedures result in an eventual decreased
frequency leading to a virtual elimination of the
occurrence of an operant, the decrease usually is
not immediate. In fact, the typical sequence is an
actual increase in frequency of response immedi-
ately following the institution of an extinction
procedure followed subsequently by a decrease.
Although originally described from work in the
animal laboratory, these concepts associated with
schedules of reinforcement play an enormous role
in the management of human affairs.

Perhaps one of the greatest contributions of
operant technology to the understanding of human
behavior has been the distinction made between
topographical and functional analyses. Standard
psychiatric classification has been based largely
upon description of process through behavioral
topography. Topographical analysis classifies ac-
cording to effects upon an observational device,
such as the camera or the human eye (Goldiamond
and Dyrud, 1968). This approach concerns itself
with the form of the behavior rather than with the
controlling variable—i.e., the antecedents and con-
sequences associated with the behavior. Topograph-
ically, for example, one might classify a patient as
hysterical or compulsive or depressed by observing
the form of the behavior without reference to
events occurring before or after.

An alternate approach based upon description
of procedure through behavioral function is to be
found in a functional analysis, which specifies the
controlling variables in the form of antecedents
and consequences that can be identified objectively
and that are potentially manipulable (Ferster, 1965).
Antecedents include both the past history and
current stimuli that provide the occasion for the
behavior to occur. Consequences are the objective
events that the behavior produces, such as reinfor-
cers or punishers that increase or decrease its future
probability. Although originally developed in the
experimental laboratory, functional analysis ap-
plied clinically emphasizes an operational thera-
peutic technology by referring to manipulable and
observable events.

Worthy of repeated emphasis is the principle that
behavior similar in topography may fall into dif-
ferent functional classes, and conversely, behaviors
differing in topography may fall into the same
functional class. Clinically, different complex be-
havioral topographies referred to by such labels as
depression, phobia, compulsion, etc., may belong
to the same functional class—i.e., under control of
similar antecedents and consequences. Conversely,
any given topography—e.g., depressive behavior—



may belong to different functional classes—i.e.,
under the control of different antecedents and
consequences.

From an operant point of view, the most pow-
erful demonstrations of behavioral change are
likely to require the discovery and control of rele-
vant consequences of the behavior to be changed.
Such a demonstration requires that a number of
criteria be satisfied. Among these, the most impor-
tant are: (1) a reliable measurement of the behavior;
(2) discovery or supplying of relevant conse-
quences; (3) precise and systematic control of rel-
evant consequences; and thereby, (4) an orderly
and socially significant change in the behavior
under study.

Due to the relative ease of controlling conse-
quences and measuring behaviors in controlled or
confined settings as opposed to outpatient settings,
numerous applied clinical demonstrations of be-
havioral change have been performed with insti-
tutionalized psychiatric patients or residential
clients. Experimental research on behavioral treat-
ments with adolescents in institutional settings has
provided substantial evidence for the effectiveness
of token economies or point systems. The same
cannot be boasted for studies conducted in the
outpatient context, however.

Applications

Inpatient and Residential

Applications of behavioral technology to the
psychiatric hospitalization of adolescents have been
based upon implementation of a token economy
or point system where tokens or points function as
conditioned or secondary reinforcers that can be
exchanged for goods, services, or privileges—simi-
lar to the use of money. Token reinforcement pro-
cedures have been demonstrated to be effective
with a variety of populations and a variety of
behavioral problems. Such procedures were devel-
oped by Allyon and Azrin (1968) to establish and
maintain work and self-care behaviors of chroni-
cally institutionalized psychotic patients. Other in-
vestigators have used these procedures to remediate
problem behaviors among so-called character-dis-
ordered patients hospitalized on a psychiatric ward
for delinquent soldiers (Coleman and Baker, 1969)
and to weaken institutionalized behaviors of
chronic psychiatric patients (Winkler, 1970). Token
programs have been used with patients in a maxi-
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mum security correctional hospital (Lawson et al.,
1971) and with chronic veteran psychiatric patients
(Atthowe and Krasner, 1968), as well as with young
veteran psychiatric patients on a rapid-turnover
ward (Mann and Moss, 1973). Similar techniques
have been utilized in settings other than psychiatric,
such as in classrooms to deal with ‘“‘emotionally
disturbed” and ““mentally retarded” children (Birn-
brauer et al., 1965; O’Leary and Becker, 1967); to
improve social, academic, and self-help behaviors
of predelinquent children (Phillips, 1968; Phillips et
al., 1971); and to weaken problem behaviors and
strengthen academic behaviors of children in spe-
cial classrooms (Wolf, Giles, and Hall, 1968). Eval-
uation of token reinforcement procedures has dem-
onstrated that therapists, nurses, and teachers can
generate therapeutic changes in a wide variety of
behaviors by controlling the consequences of those
behaviors (Allyon and Michael, 1959).

Behavioral treatments have been applied to ado-
lescent behavior problems since the early 1960’s
(Stumphauzer, 1976). Reviews of this literature have
concluded that there is an overall positive pattern
of results (Davidson and Seidman, 1974), and that
behavioral treatments tend to be more effective,
efficient, and specific than traditional treatments
(Foreyt et al., 1975).

Applications of behavioral technology have
evolved through the following phases over time:
(i) demonstration studies—whereby the token
economy was demonstrated to be a flexible and
effective treatment; (ii) component analysis—
whereby the relevant variables were teased out
from the total package in terms of (a) generaliza-
tion, (b) treatment effects, and (c) behavioral eco-
nomics; (iii) the constructional orientation—
whereby methods were developed to generate suc-
cessful living in the natural environment; and (iv)
evaluation research—whereby behavioral ap-
proaches were compared to more traditional ap-
proaches in terms of (a) effects and (b) cost analysis.

Demonstration Studies

Early research with delinquents in community
settings demonstrated that operant conditioning
principles could be used effectively to recruit ado-
lescent delinquents and maintain their attendance
at traditional counseling and therapy sessions
(Schwitzgebel, 1964). In 1968, Ayllon and Azrin
reported the effectiveness of a token economy
system in the management of chronic adult mental
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hospital patients (Allyon and Azrin, 1968). Tokens
were used as generalized conditioned reinforcers to
reinforce specific behaviors. Subsequent studies
demonstrated the application of behavioral tech-
nology and the token system to a wide variety of
populations in a wide variety of settings. Point
systems or token economies were demonstrated to
be effective with juveniles in detention facilities,
with the retarded in institutions, with the retarded
in the classroom, with delinquents in the classroom,
with delinquents in residential settings, with delin-
quents in a summer camp setting, and with pre-
adolescents on a psychiatric ward.

These early studies are marked both by their
lack of experimental elegance and by problems of
implementing a new type of program; nevertheless,
despite these problems, this literature clearly dem-
onstrated that token economies and other behav-
ioral techniques could bring about administrative
control of an institutional setting. Token systems
freed the institution from such common problems
as tardiness, sloppiness and aggression. On the
other hand, while administrative control could be
established, it was not clear to what extent thera-
peutic effectiveness necessarily followed. The extent
to which therapeutic behavioral change obtained in
an institution generalizes to the natural environ-
ment was not part of this early literature.

Component Analysis

In the early 1970’s, behavioral research began to
analyze various component aspects of treatment
programs that might increase the likelihood of
successful living in the natural environment.
Among these component aspects were the follow-
ing: (a) methods to improve generalization; (b)
methods to maximize the effects of treatment; and
(c) parameters of the token economy.

Generalization. In order for token economies to
have socially relevant, therapeutic effects rather
than merely administrative effects, there must be
generalization of effects to the community after
discharge from the institution. Accordingly, behav-
iors established in token environments must trans-
fer to other situations and conditions. It is also
desirable that positive changes spread to new be-
haviors other than those originally rewarded (re-
sponse generalization). In their review of token
economies, Kazdin and Bootzin indicated that in
the absence of evidence of generalization some

researchers had concluded that token economies
were prosthetic rather than therapeutic (1972). They
pointed out, however, that generalization may not
be expected to occur unless specific provisions be
included in a program. While they listed several
ways to increase generalization, they concluded
that the most fruitful approach would come from
systematic programming of the natural environ-
ment. To date, few studies have been concerned
primarily with generalization.

Effects of Treatment. A great deal of empirical
research on the treatment effects of token econ-
omies as a function of their components has come
from Achievement Place, a residential home for
pre-delinquents in Lawrence, Kansas (Phillips,
1968). Numerous studies utilizing component anal-
ysis were conducted at Achievement Place, inves-
tigating such areas as social, academic, and self-
care behaviors; self-government parameters; and
student management skills. One important aspect
of the studies was the demonstration that a series
of empirical investigaions can produce a system
that is maximally efficient, rated favorable by its
consumers, and judged valid by society (Phillips et
al., 1973).

A report of the replication of the Achievement
Place type of program with Mexican-American
youths in California was made by Liberman and
his colleagues (1975). The results of these studies
indicate that the specific procedures of token econ-
omies must be empirically individualized for dif-
ferent settings and populations. The data also
suggest that a token system may function as a
reward and discriminative stimulus for the staff
members as well as the treatment population. The
token economy system may cue the staff to prompt
and socially reward behavior in a way that treat-
ment effects may continue after the use of tokens
is withdrawn.

Behavioral Economics. The term ‘behavioral
economics” was first used by Kagel and Winkler
(1972) to describe the study of the effects of eco-
nomics on behavior. Winkler suggested that one
method of promoting extra-institutional generali-
zation would be to pattern a token system after the
economic pattern used in the natural environment.
More recently, Gagnon and Davidson (1976) ques-
tioned the relevance of institutionalized economics
to those of the outside marketplace. They con-
tended that token economies achieve institutional
orderliness at the price of establishing a set that
does not correspond to human relationships out-
side the hospital. The institutional economy is



equitable and of high predictability, based upon an
administrative monopoly entirely controlled by the
staff. The marketplace, on the other hand, often is
inequitable and of low predictability, established
upon the principle of supply and demand. They
further pointed out that institutionalized patients
are not economically irrational but may be treated
as such by token economies. To date, few empirical
investigations have been conducted in this area.
Behavioral economics remains in its infancy. The
contention that token economies would yield
greater generalization if they were similar to the
marketplace awaits empirical demonstration. An-
other question that remains unanswered concerns
the type of economic experience for which a token
economy should prepare its consumer. For those
who may be faced with chronic unemployment,
transitory low-paying jobs, or welfare roles, it
seems doubtful that a token economy can do much,
in Gagnon and Davidson’s words, to “‘survive the
fact that life is unjust” (1976). If, as appears likely,
former consumers in token economies are able to
adapt to reasonable economic conditions, it then
becomes less a question of an institutional economy
preparing its consumers for dealing with a poorly
predictable economy of the natural environment
than a question of society dealing with its own
problems. A token economy might be more effec-
tive, in this regard, in developing job-related skills
necessary to obtain and to maintain employment.

Constructional Orientation

One method offered for the development of
successful living in the natural environment is the
development of specific adaptive skills suited to the
specific environment. Goldiamond (1974) defined
the constructional orientation as one whose solution
to problems is the construction of repertoires that
can transfer to new situations.

Studies in this area have demonstrated that a
variety of socially adaptive behaviors can be ac-
quired and strengthened. Applications have in-
cluded learning delay of gratification, increasing
verbalization about current events, learning to ask
questions in educational situations, learning effec-
tive negotiation behavior, improving employment
interview skills, learning to communicate more
effectively with authority figures. A variety of be-
havioral procedures were utilized in these studies,
including token and verbal reinforcement, peer
modeling, prompts, and discrimination training.
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Evaluation Studies

Although there is a paucity of comparative re-
search in the literature, a few studies have com-
pared the application of behavioral technology and
the token economy to more traditional treatment
approaches. The few studies conducted indicate
that both staff and patients may have a more
positive attitude toward token economy wards than
milieu-oriented wards, that specific behavioral
goals may be achieved more effectively with behav-
ioral techniques, and that relapse or recidivism
rates may be lower with behavioral approaches.

Comparative outcome studies often are subjec-
tive and methodologically difficult. Experimenter
biases, the Hawthorne effect, and numerous other
factors suggest a cautious interpretive analysis of
comparative treatment research; nevertheless, the
above studies do provide at least some evidence
that behavioral programs and token systems are
relatively effective and provide for maintained im-
provement outside the institution.

A more objective and relevant evaluation crite-
rion for institutional research, cost analysis, has
been suggested by Krapfl (1974). Cost effectiveness
is a measure of the amount of behavioral change
in proportion to institutional costs. Cost-benefit
analysis is concerned with the amount of cost that
is saved by the institution through the implemen-
tation of a program. Foreyt and co-workers (1975)
reported a cost-benefit analysis of a token economy
program. In order to do this, an estimate of the
probable number of years patients would be hos-
pitalized was compared to the costs of the hospi-
talization corrected by an interest rate that dis-
counted future costs to their present value. While
these calculations are subject to strong assumptions
about life-expectancy, treatment effects, and eco-
nomic fluctuations, a reasonably objective range of
cost benefits was believed to have been obtained.
For 74 patients in the program, Foreyt et al calcu-
lated a new savings of 2% to over 10%: million
dollars! A cost-benefit ratio represents the benefits
of a program in relation to its extra costs. In this
study, cost-benefit ratio estimates ranged from 90:1
to 360:1. These results are startling even if one
were to accept only a fraction of the low estimates
reported.

An extension of this study conducted by Rock-
wood and Foreyt (1976) indicated how economic
criteria could be used to select patients for treat-
ment. Results indicated that securing the early
release through intensive token economy treatment
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of younger patients and patients who have been
hospitalized for longer periods of time produced
the greatest economic benefit. The authors pointed
out that this should not be the sole criterion for
patient selection; however, it can be one criterion
of an overall social benefit analysis.

Outpatient

Research conducted in institutional settings has
had a number of inherent advantages over research
conducted in extra-institutional settings. (1) Sub-
jects of the research were in a restricted environ-
ment that facilitated direct observation of behav-
ioral change with far greater ease than could be
accomplished in the natural environment. (2) The
institutional environment lent itself to systematic
management of rewards and penalites under direct
staff supervision. (3) Such systematic management
allowed investigators to analyze the functional re-
lationship between treatment variables and thera-
peutic behavioral change.

In contrast, research conducted in more natural
environments has proven very difficult. (1) Subjects
of the research are not available for direct behav-
ioral observation. Consequently, reports by the
patient, parents, or significant others must be relied
upon. (2) The natural environment resists the high
level of systematic management of the institution.
(3) Due to the lower level of control and prediction,
investigators have found themselves hard-pressed
to document variables associated with behavioral
change. Presumably because of these inherent dif-
ficulties, there has been a paucity of research in this
area. The research that has been conducted gener-
ally has failed to document direct therapeutic effi-
cacy.

Early research in the natural environment ini-
tially concerned itself with the development of
service delivery systems for adolescents with be-
havioral problems. Some of the earlier work iron-
ically utilized shaping and other operant proce-
dures successfully to enlist the involvement of
juvenile delinquents in traditional therapy
(Schwitzgebel, 1964).

Subsequent studies applied behavioral tech-
niques directly in an attempt to achieve behavioral
change. Undesirable behaviors such as truancy,
arson, theft, and assault were demonstrated ame-
nable to change through implementation of home-
based point systems and contingency contracting
(Tharp and Wetzel, 1969). More recent studies im-
plementing point systems and contingency con-

tracts through parents or other agents of behavioral
change have indicated effective application not only
to delinquent behaviors but to behaviors such as
communication skills, problem solving, school-
work, and completion of household chores. Other
studies, however, have cast doubt upon the univer-
sal application of behavioral procedures on an
outpatient basis and have suggested that other
nonspecific factors may exert significant effects
(Weathers and Liberman, 1975; Stuart and Lott,
1973).

While these studies suggest that contingency con-
tracts may be effective, they shed little light on
some important aspects of contracting; for exam-
ple, there has been no systematic evaluation of
reward and response cost parameters. Furthermore,
contracting has been presented as a procedure
without alterable parameters. Weathers and Lieber-
man, 1975; for instance, state, “Contingency con-
tracting ... cannot be considered an effective in-
tervention strategy.” It is not known, however, to
what extent the contracts were correctly and con-
sistently implemented, and if applied, the nature of
their consequent parameters.

Behavioral interventions traditionally have been
applied to individuals or small groups. A recent
approach, referred to as behavioral ecology, is at-
tempting to deal with entire urban communities.
To date, only a few programs have been described
(Burchard et al., 1976). Implementation of these
programs may require that the records of police,
schools, mental health, and other agencies be used
to analyze reinforcement systems throughout the
community. That these investigators have been
developing means to monitor community-wide be-
haviors as a prerequisite to applying community-
wide contingencies raises interesting philosophical
and ethical issues.

Program Methodology

Inpatient

As the behavioral problem of an adolescent often
is of such major proportions that he can no longer
remain within the community, control and therapy
of adolescent problems often require a degree of
behavioral control that can be attained only in a
closed setting—i.e., in a hospital or other institu-
tion. In attempting to deal with adolescent prob-
lems, the therapist often finds himself without
sufficient leverage to control the behavior of the
adolescent in his natural environment. Accordingly



it becomes necessary to place the adolescent into
a setting where sufficient leverage can obviate fur-
ther destructive effects from the problems with
which the adolescent is struggling and permit ini-
tiation of appropriate evaluative and therapeutic
modalities.

Psychiatric treatment programs in a hospital
setting can be subdivided into four categories: (1)
a basic hospital program designed to provide a
consistent therapeutic milieu in which the adoles-
cent can operate without conflicting or destructive
demands placed upon him by his immediate envi-
ronment; (2) an individualized treatment program
involving a variety of modalities, such as individual
therapy, group therapy, somatic therapies (where
indicated), vocational guidance, development of
social skills, etc.; (3) a program of family therapy
through which the dynamics of the family are
analyzed in order to pinpoint problem areas and in
order to target specific remedial alternatives, if
practicable; and (4) the implementation of com-
munity liaison with the patient’s school, probation
officer, vocational rehabilitation counselor, etc., in
order to develop constructive environmental sup-
port outside the home. The integration of these
four treatment modalities is paramount; however,
it should be stressed that a consistent therapeutic
environment staffed by trained personnel is a nec-
essary foundation for successful treatment. Without
a highly structured, consistent hospital environ-
ment, the hospital staff itself can fall into the same
trap as other adults in the adolescent’s natural
environment; for example, staff arguing amongst
themselves as to what to do, staff attempting to
become “good guys versus bad guys,” etc. Opti-
mally, the adolescent’s control of his own personal
destiny should be a consequence of his meeting the
clear and consistent expectation of a specific ther-
apeutic program rather than his manipulating
others to meet his idiosyncratic maladaptive de-
mands. Such a structured program that sets a
consistent standard by which to evaluate the be-
havior of the adolescent patient offers the therapist,
whatever his theoretical orientation, objective cri-
teria by which to judge clinical change.

Because adolescent patients are often a popula-
tion difficult to manage and treat effectively, many
psychiatric units are reluctant to accept them as
patients. The more disturbing behaviors associated
with many adolescent patients include abuse and
destruction of hospital property as well as threat-
ening and assaultive behaviors to one another and
to staff. Consequently, operant reinforcement pro-
cedures similar to those cited previously have been
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designed in an attempt to establish effective ado-
lescent inpatient programs. The following provides
a methodological model for a behaviorally-oriented
adolescent inpatient program that illustrates nec-
essary program requirements and design (Moss and
Brown, 1978; Moss and Mann, 1978).

Patients

Program methodology can be designed to pro-
vide a hospital treatment program for adolescents
presenting problems ranging from psychotic behav-
ior to multiple runaway to child molesting to
school truancy—often with extreme behavioral
problems in the home. Patients may exhibit drug
abuse problems involving alcohol, barbiturates,
marijuana, amphetamines, or even heroin. They
may face legal proceedings or already be on pro-
bation. Whatever the nature of the presenting com-
plaints, clearly adolescents requiring psychiatric
hospitalization will have been engaging in mala-
daptive, undesirable behaviors not under the stim-
ulus control of parents, teachers, community
norms, or legal statutes.

Upon admission, each patient should receive a
complete evaluation, including psychiatric inter-
view; family assessment; medical history and phys-
ical examination; psychological testing with em-
phasis upon intellectual potential, achievements,
and learning disabilities; laboratory tests (CBC,
urinalysis, SMA-12, and serology); and chest x-ray.
EEG may be considered optional. Additional di-
agnostic procedures should be implemented as in-
dicated. With these data and with baseline obser-
vations by staff of the patient’s behavior in the
hospital, specific treatment goals can be specified
for the patient (Moss and Boren, 1971).

General Program Methodology and Goals

Program methodology is based upon the premise
that adolescents with various behavioral problems
can be assisted in their development through the
use of a controlled environment, implementing
principles of reinforcement in a consistent and
systematic fashion. This of course includes selected
therapies and activities as well as constructive,
therapeutic patient-staff relationships. In general,
the methodology is designed to foster independ-
ence, on the one hand, and to improve relations
with family, peers, and the community, on the other.

In order to accomplish these objectives, program
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methodology utilizes operant principles of rein-
forcement to provide an atmosphere of consistent
expectation in which the adolescent patient can
learn to function more effectively as an individual
and as a member of the community. Thus the
program should enhance the strength of adaptive,
desirable behaviors through the use of positive
reinforcement while weakening the strength of mal-
adaptive, undesirable behaviors through the use of
both extinction and punishment procedures; never-
theless, the conceptual framework of the program
should not be to mold the adolescent into a “good
patient” but rather to help him to develop his own
individual creative skills in a positive and construc-
tive manner consistent with the broad limits of
social tolerance.

The major and most important aspect of a
behaviorally oriented, adolescent program is the
point or token system (i.e., the token reinforcement
procedures), which provides the foundation for all
other treatment modalities. As desirable behaviors
typically are rewarded in the community, and un-
desirable behaviors are punished, similarly in the
adolescent program adaptive desirable target be-
haviors are reinforced by the presentation of points
and social praise. Maladaptive or undesirable be-
haviors, on the other hand, are punished by im-
posing penalties, which include penalty fines.

In addition to the point or token system, a
variety of other therapeutic modalities should be
provided for each adolescent patient. Chief among
these therapeutic modalities is the individual and
family therapy offered by the attending psychiatrist.
It is during these sessions that a functional analysis
of the patient’s problems is conducted with an
assessment of family behavioral dynamics. Indivi-
dualized home programs can be designed based
upon principles of contingency contracting (Mann,
1975). As the time for discharge approaches, spe-
cific plans for discharge are formulated, usually
involving outpatient follow-up. Furthermore, spe-
cial adolescent group therapies and family group
therapy sessions should be conducted regularly.
Adjunctive therapies, including occupational, rec-
reational, and industrial therapies, should be of-
fered under the direct supervision of a registered
occupational therapist. Finally, a tutorial program
involving accredited schoolwork should be avail-
able to all adolescent patients and conducted by a
fully licensed schoolteacher with expertise in special
education. When practicable, the adolescent may
be able to attend his own regular school from the
hospital. Chemotherapy should be kept to a mini-
mum, with patients receiving medication for spe-

cific diagnostic entities—e.g., schizophrenia—as
appropriate.

Point or Token System

The point system can be based on a five-day
work week that begins Monday and ends Friday,
similar to that found in the community. Accord-
ingly, patients can earn points during the five
working days and can spend their points seven
days a week. Defined target behaviors for which
points can be earned include grooming, beds made,
clean room, attendance at school and completion
of homework, attendance and participation in ado-
lescent group therapies, and attendance and partic-
ipation in occupational and recreational therapies.

Patients can exchange their earned points for
various goods and services. In other words, the
points derive their reinforcing power because the
adolescents can convert them into desired goods or
privileges. The points are similar to currency that
has no intrinsic value but derives its value by virtue
of the fact that it can be used to purchase goods
and services. Thus the earned points are the cur-
rency of a behaviorally oriented adolescent pro-
gram. It should be pointed out that privileges can
be purchased by the adolescents only if they have
an adequate number of points to buy them. No
credit should be extended in the program. The
various privileges that can be purchased with points
may include a room on the open unit; electronic
equipment in the room (i.e., TV, stereo, radio); off-
ground passes with staff; smoking privileges; day
passes, overnight passes, and weekend passes with-
parents; as well as staying up late at night.

The point economy should be designed in such
a manner that if a patient performs most of the
specified behaviors and does not emit, too often,
behaviors penalized by point fines, he can purchase
most of the goods and services provided. The
economy should be geared so that a patient’s
behavior rather than just staff decision determine
whether the patient is “well enough” or “ready” to
be allowed, for example, to leave a locked ward or
to go on overnight or weekend passes. Accordingly,
overnight, day, and weekend passes appear rela-
tively expensive compared to the price of other
privileges. A patient is required to emit a high
frequency of target behaviors systematically during
the week and to follow the rules of the unit with
few penalties in order to acquire the number of
points necessary to purchase off-ward passes. Thus
decisions that typically consume valuable staff



meeting time due to differences of clinical opinion
as to which patient was “well enough,” etc., can be
avoided. If a patient possesses the required amount
of points—i.e., he has demonstrated a certain de-
gree of “organized behavior”’—he may be able to
purchase off-ward passes with the aproval of his
physician.

Rules

Program methodology should be designed to
reinforce adaptive, constructive behaviors and to
extinguish or punish maladaptive, destructive be-
haviors. Accordingly, a penalty system is an integral
part of the adolescent program through which the
adolescent learns the negative consequences of mal-
adaptive behavior. Its implementation should in-
clude the use of posted rules.

Breaking hospital rules or engaging in undesir-
able behaviors results in penalties that include ward
restrictions, the loss of points (i.e., penalty fines),
and/or specified periods of time in a “time-out
room” (i.e., time out from positive reinforcement).
Penalties must be enforced consistently for behav-
iors considered to be maladaptive. Such behaviors
include assaultive behaviors, destruction of patient
or hospital property, and stealing. Penalties are
imposed if patients appear intoxicated, are found
to have a positive drug screen (using urinalysis
techniques), or are found using illicit drugs, includ-
ing alcohol. Other penalties may be levied for
eating, drinking, or smoking in patient rooms;
possession of contraband items such as weapons,
sharp objects, or drugs; or using offensive language
at inappropriate times.

A behaviorally oriented adolescent program
tends to minimize differential treatment of patients
by staff which typically can occur due to personal
favoritism or prejudice. If a patient engages in
specified target behaviors, he is paid the required
number of points regardless of whether he is liked
or disliked by any particular staff member. The
minimizing of differential treatment of patients by
staff can also be facilitated by providing the op-
portunity for patients to complain formally or to
present grievances at a regularly scheduled “gripe
meeting.”” At these meetings, patients’ complaints
can be investigated. Patients previously penalized
due to staff error can have their point penalties
refunded. Thus one source of patient-staff conflict
in everyday social interactions is minimized. More
importantly, the adolescent is provided the oppor-
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tunity to learn to express grievances against au-
thority in a constructive manner.

Although in a behaviorally-oriented program
there are a number of undesirable behaviors leading
to penalties, the number of behaviors leading to
penalties should be fewer than the number of
behaviors leading to reward. This ratio of reward
to penalty tends to lend a more positive tone to the
program in contrast to the oft-seen punitive at-
mosphere of some adolescent units.

Group Therapies

In addition to the normal routines and target
behaviors of the point system, a behaviorally ori-
ented adolescent program should provide each
adolescent with an opportunity to attend group
therapy sessions on a regular basis. The emphasis
of these sessions is based upon behavioral princi-
ples, with the adolescents being taught to solve
problems in terms of objective behavioral criteria.
Adolescents can be paid points for on-time attend-
ance and for participation.

In addition to adolescent group therapies, the
program can provide the opportunity for parents
to attend regularly scheduled family group therapy
sessions. At these sessions, both parents and pa-
tients should be encouraged to discuss objectively
the specific behavioral changes each believes the
other should make to facilitate more harmony in
the home or community. Patients should be paid
points only if both the patient and at least one
family member arrive on time. Additional points
may be paid to the patient for participation. Pa-
tients neither should earn points nor attend family
group therapy if a parent does not attend. Thus
parents are encouraged to attend family therapy
not only by program personnel but by their off-
spring as well.

Individual and Family Therapies

Complementary to the behavioral treatment pro-
gram offered by the institution is the individual
and family therapy offered by the attending psy-
chiatrist. It is the attending psychiatrist who as-
sumes overall responsibility for the patient’s eval-
uation and treatment during his hospital stay.

In addition to the overall supervision of the
patient’s diagnostic evaluation and treatment plan,
the attending psychiatrist is charged with the res-
ponsibility for providing individual and family
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therapy. For the behaviorally oriented psychiatrist,
the initial task is to arrive at a psychiatric diagnosis
based upon a functional analysis of the problem
behaviors. It is upon this foundation that an indi-
vidually tailored treatment plan is specified, and
discharge planning begun. Frequent regularly
scheduled therapy sessions with the patient, the
parents, and all together usually are mandatory. In
those instances where out-of-home placement is
indicated, communication and planning with ap-
propriate social agencies must be undertaken. Usu-
ally the behaviorally oriented psychiatrist will de-
velop an individually tailored contingency coatract
prior to the patient’s discharge. Design of such a
contingency contract may require many family
therapy sessions, during which a host of family
conflicts may have to be resolved. Following dis-
charge, both the patient and the parents usually
will be followed in outpatient psychiatric treatment.

Outpatient Follow-up

Outpatient treatment following discharge from
a behaviorally oriented adolescent hospital pro-
gram essentially becomes an extension of the meth-
odology implemented by the psychiatrist in the
individual and family therapy sessions conducted
during the patient’s hospital stay. Preparation for
discharge and outpatient follow-up should begin
early in the course of hospitalization and be an
integral part of the hospital treatment plan. Such
preparation may have included a contingency con-
tract to be implemented in the home, appropriate
school placement and programs, as well as appro-
priate social and recreational activities. Thus the
adolescent transitions from a hospital program
implemented by staff to a home program imple-
mented by parents with both being under the
supervision of the psychiatrist.

Therapeutic tasks include the following: instruc-
tion of parents in basic principles of operant tech-
nology and contingency management; revision, as
appropriate, of the contingency contract with both
the adolescent and the parents; prescription of
alternatives to solve conflicts between the adoles-
cent and the rest of the family; provision of infor-
mational feedback to the adolescent and parents
regarding the antecedents and consequences of
their behaviors (i.e., discrimination training); in-
struction to all parties in methods to evaluate the
consequences of behavior prior to its occurrence;
mediation of family disputes; and education of the
adolescent, especially in the use of positive behav-

ioral control versus aversive control. Consequently,
although the psychiatrist remains the agent of the
patient, his role may expand to represent the best
interests of the family as a whole in that context.

As the therapeutic gains made in the hospital
and subsequent outpatient treatment stabilize, the
frequency and duration of therapy sessions can be
reduced gradually through a fading procedure.
Successful termination can be accomplished only
if the adaptive behaviors of the adolescent come
under the control of reinforcers current in his
natural environment,

Summary

In this chapter applications of behavior technol-
ogy to adolescent psychiatric hospitalization and
subsequent outpatient follow-up have been re-
viewed. Basic theoretical considerations pertaining
to respondent and operant technologies have been
discussed with emphasis upon clinical applications
of operant methodology. A review of applications
pertaining to inpatient and residential treatment
has been presented as well as a review of the
relatively few reports pertaining to outpatient care.
Finally, specific program methodology derived
from ongoing adolescent hospital programs has
been offered.
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Treatment of Emotional Disorders in Children and Adolescents

CHAPTER 5

Application of Biofeedback
Training with Children

Introduction

Like many newly coined shorthand terms, the
word “biofeedback” conveys an impression of the
ultra-modern or mysterious. The concept of bio-
feedback training, moreover, carries with it an aura
of control, which although not mysterious may
sound imposing. The reality is more ordinary, per-
haps even mundane.

The term ‘“‘biofeedback” refers to monitoring an
ongoing biologic process and feeding back infor-
mation about the specific process to the individual
in whose body it occurs. We have all used biofeed-
back devices regularly throughout our lives. For
example, when I step on a bathroom scale, the dial
face gives me back precise information about my
body weight. The scale gives me in pounds infor-
mation that I would otherwise have only as an
approximation. I can then use the information
given to modify my behavior—that is, either to
reach for another helping of pie, or renounce pie
altogether. That is biofeedback. A stethoscope will
amplify an ordinarily faint signal; a thermometer
will make changes in body temperature visible in
a precise and uniform way. All of these could be
considered rudimentary biofeedback devices.

What is new and significant about biofeedback
training as a clinical tool is that more subtle, less
consciously available physiologic processes are
being monitored, displayed, and brought under
conscious control. Biofeedback training means
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monitoring a physiologic signal electronically and
displaying the amplified signal back to the person
in an understandable and appealing way. Without
electronics and engineering there would be no
biofeedback.

In working with children’s psychophysiologic
disorders, we see a fascination on the part of the
child with playing the ‘“electronic biofeedback
game.” If the feedback display is made appealing
through interfacing with slide projectors, electric
trains, phonographs, and so on, then the child’s
cooperation can be maintained and motivation can
be high.

In addition, since most psychophysiologic dis-
orders have unpleasant symptoms, children are
usually highly motivated to reduce the severity of
the discomfort. Similarly, since children seem to
learn physiologic control rapidly (perhaps because
they have fewer inhibiting habits to unlearn), they
are, with specific exceptions, excellent candidates
for biofeedback training.

At a time when considerable sensationalism has
been attached to all techniques of self-control in-
cluding biofeedback, and where in the popular
mind there is a confusion between biofeedback and
“mind control,” it becomes necessary to separate
biofeedback from the myths about it. This is true
in describing appropriate therapeutic use of bio-
feedback in treatment of psychophysiologic disor-
ders, whether in adults or children.

Biofeedback training is one of many approaches
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to the treatment of psychophysiologic disorders. It
implies a model of psychosomatic disorder that
Schwartz (1977) has called psychophysiological dis-
regulation. It is an approach resting on the prin-
ciples of operant conditioning, on information the-
ory, and on cognitive self-control, dependent upon
electronic engineering, and rooted in preventive
medicine, which suggests that stress reduction or
production of a low arousal state in a particular
organ system will allow that system to regulate
itself in a more optimal fashion. The theoretical
model of treatment is a disregulation/regulation
model (Schwartz, 1977). The therapist acts as a
teacher or coach, thus placing the child in a familiar
learning role.

In this chapter we will explore the history of
biofeedback training, its experimental base, and its
clinical application. The material presented in-
cludes a review of the current state of the art in
biofeedback training, a description of the modifi-
cation of self-control techniques to children’s ap-
plications, and the case history of the treatment of
an eleven-year-old child with multiple psychophy-
siologic disorders, including tension and migraine
headaches. Attention will be given to the therapist’s
role in biofeedback training, as well as to sugges-
tion, placebo effects, and the maintenance of ther-
apeutic gain.

History

Until quite recently it was believed that while we
could bring the striated muscles of our body under
voluntary control, we could not consciously control
the autonomic nervous system. Respiration, cardiac
rate, systolic and diastolic blood pressure, sweating,
blushing, intestinal contraction, blood flow, and
vasodilation were considered to be beyond or out-
side the control of the higher cortical centers. They
were also considered nonconditionable despite Pav-
lov’s classic experimental production of salivation
to a neutral stimulus.

In part, this belief derives from an accident in
the history of science. Physiologists looked at,
studied, and made inferences about the working of
the interior of the body; they were the basic sci-
entists upon whom medicine relied. Psychologists,
on the other hand, were concerned with external
behavior mediated by skeletal muscle. Conse-
quently the work of Skinner and others in operant
conditioning was never applied to the attempt to
condition smooth muscle or gland. Indeed, Skinner
even wrote that the conditioning of smooth muscle

was not possible. And so a myth developed and
was given the status of a fact: that the laws of
learning, the processes of operant conditioning,
apply only to external behaviors mediated by skel-
etal muscle and not to internal events—the working
of smooth muscle and gland.

In the mid-1960’s research being conducted by
Neal Miller and students in experimental psychol-
ogy at Rockefeller University began to break down
that myth. By 1969 Miller and his research group
had published a series of articles demonstrating
conditioning of cardiac rates in curarized labora-
tory animals, using as a reward electrical stimula-
tion of the brain as the contingent reinforcer.

Miller’s animal studies provided the experimental
evidence necessary to proceed with this work in
humans. In addition to demonstrating increase and
decrease in heart rate, Miller and his associate Leo
DiCara presented studies in which blood pressure
was conditioned. Both increases and decreases in
systolic blood pressure were produced in curarized
rats, independent of changes in heart rate or res-
piration. The same investigators then demonstrated
conditioned changes in vasodilation, increasing
blood flow into one ear while decreasing blood
flow into the other. Glandular responses have been
conditioned in a series of experiments on the intes-
tinal contractions of curarized rats performed by
Banuiozizi in 1972, and Miller has shown condi-
tioning of urine formation by the kidneys in cur-
arized rats who were rewarded by electrical brain
stimulation.

With these animal studies, the foundation was
laid to experimentally condition autonomic nerv-
ous system responses in humans, While experimen-
tal psychologists worked in their laboratories,
physiologist Elmer Green of the Menninger Foun-
dation was studying the physiologic self-control
exhibited by yogis and adepts of the esoteric dis-
ciplines. In 1970, Green and his staff published
their account of Swami Rama, who was able to
increase and decrease his heart rate and direct
blood flow to such an extent that an ll-point
temperature shift was recorded between the right
and left side of his right hand. Rama could also
alter the electrical rhythms of his brain activity.
When his brain was producing patterns that we
have come to recognize on the electroencephalo-
graph as stage 4 sleep; he was awake and conscious
and was able later to report everything that had
gone on in his presence.

This degree of control led Elmer and Alyce
Green to speculate that if Rama could achieve such
control, then perhaps others could also be able to



learn to control physiologic states. They began to
run a series of experiments in which individuals
were asked to increase vasodilation in their finger
to demonstrate conscious control over blood flow.
These first experimental subjects were given train-
ing by sitting in a comfortable room and chair with
a thermistor taped to a finger. They were asked to
watch a light display. When a red light went on, the
temperature in the finger was going up. They were
instructed to keep the red light on as much of the
time as possible. All of the original group were
able to learn this much control. There was a
serendipitous finding: a subject in this hand-
warming experiment who had suffered from years
of migraine headaches began to experience fewer
headaches of less severity as she learned to warm
her hands.

By 1972, Elmer and Alyce Green, Joseph Sargent,
and Dale Walters at Menninger had trained 62
migraine patients in this technique of increased
blood flow to the hands while decreasing blood
flow in the mid-forehead region. Of these 62 pa-
tients, 74 percent were much improved 150 days
after treatment was completed. However, 26 per-
cent showed no reduction of headache activity or
of drug use to control their headaches. We do not
yet understand in what way the nonimproved pa-
tients differ from those who show improvement.

At about the same time Johann Stoyva and
Thomas Budzynski at the University of Colorado
Medical Center began to publish reports of suc-
cessful treatment of tension headache through op-
erant conditioning of tension levels of the frontalis
muscle of the forehead. Bernard Engles at the
research center at Baltimore City Hospital pub-
lished reports of operant control of cardiac rates in
cardiac arrhythmia patients; David Shapiro, Gary
Schwartz, and Bernard Tursky published reports of
control of blood pressure in human hypertension
patients; and Barbara Brown and Joe Kamiya in
independent laboratories in California reported
operant control of brain wave rhythms in humans.

Stoyva and Budzynski have shown that giving
headache patients feedback from the electromy-
ographic activity of their frontalis muscle can heip
them to learn to relax. For this purpose feedback
from the frontalis muscle is sufficient training. In
a clinical application, 23 of 30 patients with tension
headaches were improved by being trained to relax
their frontalis muscles. These findings have now
been replicated by Haynes and others at the Uni-
versity of South Carolina. With patients suffering
from migraine headache, Sargent, Green, and Wal-
ters report that 46 of 62 patients benefited signifi-
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cantly from being trained to warm their hands,
aided by feedback of information about the tem-
perature of their hands. However, headaches are
notoriously subject to placebo effects, and further
studies are needed with additional controls and
with longer-term follow-ups. Also, since the exper-
imenters combined biofeedback training with au-
togenic training techniques based on autosugges-
tion, we are unable to specify the exact process
through which headache control was achieved.

At the present time clinical investigators are
continuing to apply biofeedback training to a num-
ber of specific medical problems. There is general
agreement that a highly convincing therapeutic
application of biofeedback has been in the treat-
ment of premature ventricular contractions (PVCs).
This work done by Weiss and Engel and by Engel
and Bleecker utilizes computer-programmed equip-
ment to operate a light display that allows the
patient to identify a premature heart-beat and learn
to hold his heart rate within a steady narrow range.

Sterman reports studies demonstrating that re-
warding epileptic patients (child and adult) for a
sensorimotor rhythm produced a marked decrease
in their seizures, which after several months
reached the lowest levels in their clinical histories.
This work has been replicated with epileptic chil-
dren by Lubar at the University of Tennessee, who
has also begun application of brain-wave training
to control hyperactivity in children.

Brudny, Grynbaum, and Korein used electro-
myographic feedback to train nine patients to
control their spasmodic torticollis. Feedback from
muscle contraction was first used to train the
patients to decrease progressively the spasm of the
contracted muscle and then to increase the con-
traction in the contralateral muscle. All patients
showed some improvement. Three of them were
able to control the abnormal positions of their
heads for several hours without feedback, and three
others have remained symptom-free for from sev-
eral months to over one year. Because these latter
three patients had had the symptoms for 3, 10, and
15 years, respectively, and had not responded to
previous treatment, it seems unlikely that their
marked improvement was attributable to any pla-
cebo effect. Ken Russ at Jewish Hospital in St.
Louis has demonstrated similar results.

There have been clinical reports of biofeedback
training in cases of fecal incontinence, of asthma
control through feedback training, and of reduced
insulin requirements in a juvenile diabetic through
biofeedback-enhanced relaxation training. Case re-
ports have been published on treatment of tic,
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muscle spasm, Raynaud’s phenomenon, dysmenor-
rhea, and hyperactivity. Many of these applications
are on the level of single case reports. Few studies
have been completed with adequate control groups
and follow-up.

Among the few adequately controlled clinical
studies are those of Sargent, Green, and Walters in
treatment of migraine; Budzynski and Stoyva in
treatment of tension headache; Sterman et al. in
seizure control in epilepsy, and Engel et al. in
control of cardiac arrhythmia. This is a fertile area
of research with many current clinical studies in
progress and new advances appearing yearly.

Theory

An adequate review of the principles of operant
conditioning, information theory, cognition and
self-control, and physiologic disregulation lie be-
yond the scope of this chapter, and the interested
reader is referred to basic works in these areas.

The key operant conditioning concept in bio-
feedback training can be stated as follows: Any
behavior that is immediately positively reinforced will
increase in frequency. Human beings, unlike labo-
ratory animals, derive considerable satisfaction
from their awareness of having done a task they
set out to do. Even a small amount of progress in
a desired direction is rewarding. Consequently, a
person who sees a small light go on to indicate that
he has produced brain waves of a given frequency
or vasodilation of a given vessel or muscle potential
decrease or increase of a given muscle rewards
himself with an awareness of control that is plea-
surable. This “inner smile” may be as potent a
reward as praise or money, lollipops, or the smile
of approval of another person. This inner smile or
sense of accomplishment is intrinsically rewarding.
It is, to switch conceptual frameworks, ego-syn-
tonic, and therefore increases the likelihood of
further change in the desired direction. These
changes are reinforced on a 1:1 ratio schedule of
reinforcement, which enhances rapid acquisition of
skills, which are then shaped from small changes
to changes of the magnitude necessary to produce
symptom remission.

The two information-theory concepts upon
which biofeedback training rests are the concept of
feedback itself, of which biofeedback is simply one
case; and the idea, as summarized by Gaardner
(1976) that “‘a variable cannot be controlled unless
information about the variable is available to the
controller.”” Thus the biofeedback instrument, by

electronically amplifying and displaying informa-
tion about a subtle internal process, permits that
process to change via a loop from person to
monitoring instrument to person.

The disregulation model of psychosomatic ill-
ness, as developed by Schwartz (1975, 1976, 1977),
states simply that the body maintains itself in health
through homeostasis. When the normal homeostatic
system breaks down either through assault from
outside the body or from hypo- or hyperactivity in
a particular system, illness results. The proponents
of this model suggest that it is this diregulation
that is being treated by giving the person infor-
mation about the moment-to-moment operation of
that disregulated system and giving him the re-
sponsibility to regulate that system with the aid of
an information displaying electronic amplifier. Bio-
feedback rests primarily on both information dis-
play and on operant conditioning.

Applicability

At the present time, the range of application of
biofeedback training is quite wide. Most of these
applications, while based in theory, are empirical
and are reported as single case studies or at best as
weakly controlled experiments. As noted earlier, it
will be some years before the controlled studies
with sufficient follow-up are available.

Even less has been adequately documented in
the treatment of children. The most compelling
controlled experimental work has been done by B.
Sterman at Sepulveda Veterans Hospital, by Bar-
bara Brown in the same setting, and by Joel Lubar
at the University of Tennessee, all working on the
control of seizure activity in epileptic children. To
motivate the children and hold their interest,
Brown uses an electric train set which is set in
operation by brain waves of the appropriate fre-
quency. Lubar has developed a system with an
interface to a portable TV showing cartoons, which
is then activated by brain-wave activity in the
desired range. The Lubars have also reported some
success in training hyperactive children for atten-
tion span.

Individual reports have been made of treatment
of children as young as four years. While our own
experience has been largely with children of school
age, in theory age is not a specific limiting factor;
it has been suggested that the younger the patient
is, the more readily he learns a new set of physio-
logic habits and can replace the older habit. Ob-
viously, the younger the child, the more skilled the



therapist must be in developing strategies for hold-
ing the child’s interest and in obtaining home
practice without arousing power or control issues
between parent and child. Similarly, the younger
child with a developmental predisposition toward
magical thinking may attribute power or control
to the biofeedback device, and this could be con-
sidered a limiting factor in biofeedback training in
prelatency age children. Whether this does occur,
and if so, under what circumstances, remains to be
answered by carefully planned research. It is our
feeling that training with prelatency age children
should be undertaken only if symptom severity is
such as to limit the child’s normal development.

Biofeedback training can also be conceptualized
as ego training—that is, training in self-control and
self-regulation. This aspect of biofeedback training
has been considered by Rickles, writing on the
psychodynamics of biofeedback training (1976).

At this point it seems useful to comment on the
family system of the child with a psychophysiologic
disorder. It has been our observation, along with
others working in treatment of children’s psycho-
physiologic disorders, that one must not only treat
the child but also treat a family system that may
tend to maintain the illness through reinforcement
of illness behavior (secondary gain). A well-mean-
ing parent may have to learn how to provide
attention to a child at times other than when the
child has a headache or an asthmatic attack. Par-
ents must also be helped to face any need they may
have for a dependent child so that as the child’s
symptom subsides, the parent can build a comfort-
able relationship with the more independent child.
Family dynamics could thus be a crucial factor in
accepting a child in biofeedback training and one
which must be evaluated accordingly.

Limitations

We have seen that biofeedback training is not a
treatment per se but an application of information
theory and operant conditioning to the develop-
ment of control over a disregulated Physiological
system. The more specific the symptom, the greater
the likelihood of monitoring and displaying infor-
mation about the specific event; therefore the pos-
sibility of conditioning the alternative response.
Conversely, then, the more general the symptom,
the less likely it is that biofeedback training will be
helpful. For example, although relaxation training
is useful in a general way toward reducing the
autonomic arousal that produces increased acid
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secretion in ulcer, the more specific treatment
would be to monitor acid secretion with a tiny,
swallowed PH meter that would provide moment-
by-moment information on acid secretion, a treat-
ment not generally available.

One limitation on biofeedback training is thus a
technical limitation. Without appropriate monitor-
ing equipment or a way to monitor a specific
system, one cannot effect change as readily or with
any degree of certainty. Thus we do better with
migraine headache than with generalized aches and
pains or with a tummy ache, unless the tummy
ache is the result of intestimal motility that can be
monitored and specifically displayed.

Another limitation rests in the ability of the child
to attend to the task at hand and to make the
necessary effort to learn the control task. This
general limitation may be modified both by the
ingenuity of the therapist and by the development
of attractive motivating reinforcement equipment.

Some more specific cautions and limitations also
must be kept in mind before attempting biofeed-
back training. There have been reported cases of
insulin requirements dropping markedly in dia-
betics acquiring feedback-assisted relaxation. In
one such case where blood levels were not moni-
tored regularly, an insulin overdose occurred.

Although there have been no reports of individ-
uals disregulating a normally regulated system,
controlled studies ruling out that possibility have
not been done. Indeed, because biofeedback train-
ing as a therapeutic form is in its infancy, it should
be approached cautiously, with due regard for all
of the possible limitations and only after other less
experimental forms of treatment have been consid-
ered and either attempted or ruled out.

Methods

Most biofeedback training takes place either in
a laboratory experimental setting or in clinical
practice. Although some psychiatrists, social work-
ers, and technicians are now being trained in bio-
feedback techniques, most of the experimental and
clinical work is being done by psychologists with
backgrounds in psychophysiology and by clinical
psychologists.

The material presented here is the result of the
author’s experience in direct clinical work in a
university-based mental health setting in which
biofeedback training was perceived as one ap-
proach to be used either alone or in combination
with other forms of therapy. The mandate of our
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clinic was to treat everyone referred with a psycho-
somatic or psychophysiologic disorder; to find or
devise a treatment plan; and to use that treatment
plan in the attempt to facilitate change, growth, or
simply symptom relief. Our understanding was that
while no one should be turned away, a patient who
did not present a specific psychophysiologic disor-
der could be treated in other sections within our
mental health center and need not be seen in a
clinic primarily devoted to psychophysiologic dis-
orders. The patients treated in the clinic included
children as well as adults, although adults repre-
sented the larger proportion. Consequently, we did
not develop specific electronic devices for holding
the interest of children.

Each treatment room was developed to look
rather like a living room, with a recliner chair, a
table to hold biofeedback consoles, several addi-
tional chairs, a desk, and so forth. The room is
usually softly lit and kept free of distraction at the
outset of treatment, although additional light and
distraction may be added in the final stages of
training in order to facilitate eventual transfer of
the newly learned skill to the larger environment
outside the office. The therapist sits with the child,
first demonstrating the equipment and explaining
its function, then modeling for the child the skill to
be learned, and finally, serving as a coach or
teacher. In that respect the role of the therapist
could be likened to that of a coach, and biofeed-
back training to skill training in any set of complex
learned behaviors. Biofeedback requires practice
and gradual shaping.

Since latency age children are often entranced by
and certainly familiar with games and skill learning
in general, biofeedback becomes a rather natural
part of their routine. The role the therapist will
play is a familiar one, as is their own, and with
some initial attention to explanation and to explo-
ration of the setting, the child seems to swim
naturally in the biofeedback training setting.

In order to minimize the secondary gain associ-
ated with sickness for the child, parents are asked
to develop ways and times of paying attention to
the child other than when they are practicing or
when they are sick. The children are asked to keep
records both of their practice sessions and of the
frequency and intensity of their symptom. They are
asked to bring their symptom records and home-
work practice sheets with them to each session, but
not to review them with their parents. Similarly,
parents are told what it is that the child is being
asked to do, but are asked not to tell the child to
practice or to request to see the child’s symptom

check sheets. We do this in order to place control
in the hands of the child and to minimize the
possibility of the kinds of power struggles parents
may get into around piano or other lessons. Partic-
ularly since biofeedback is a process of developing
self-regulation, or self-control, we want to enlist
the child’s cooperation in the process of working in
his own behalf. Where we encounter resistance
from parents toward the child assuming control or
see early signs of power struggle over practice,
biofeedback training is delayed and these issues are
dealt with in more traditional therapy, family ther-
apy, counseling, and so on.

Once the child and his family have been intro-
duced to the concepts of biofeedback training and
have become familiar with the setting, the equip-
ment, and the information-gathering procedures,
then biofeedback can begin. The child is asked to
sit in a quiet, softly lit room either watching a light
display for feedback or listening to a sound display
which indicates desired change. In the beginning,
change in the desired direction can be backed up
with a material reinforcer—a small toy or a
candy—or just with praise. We have not run con-
trolled studies to demonstrate superiority of one
form of back-up reinforcer over another or of one
form of feedback information, but it is our impres-
sion that children respond quite well to smiles and
praise of their performance, and that where mate-
rial reinforcers are needed to sustain attention, they
can be quickly phased out.

Acquisition and Transfer of Biofeedback
Training Skill

There are four clearly distinct stages or phases
of learning: acquisition, transfer, generalization,
and retention. Fischer (1973) offers a framework
for learning that appears to be a useful tool in
looking at the way in which humans learn a new
behavior or set of behaviors, with implications for
evaluating transfer of biofeedback learning.

Essentially what has been stated here is that
Phase 4 or mastery or overlearning leads to positive
transfer of learning in which the learned behavior
quickly generalizes to a new and like situation. But
where the new behavior has been only partially
learned, negative transfer may occur in which the
new, imperfectly learned behavior may actively
interfere with competing behaviors. Studies dem-
onstration these findings lie beyond the scope of
this chapter.

Below we see a chart adapted from Fischer’s



work, based on the verbal statements of patients in
biofeedback training. We have come to use these
spontaneous verbal statements as feedback to the
therapist for determining phase of treatment.

Assuming that the new behavior (relaxation or
vasodilation or some other newly learned skill) has
reached Phase 4, another aspect of the transfer
situation must be considered. That is, how closely
does the new situation in which the learned behav-
ior is to occur resemble the one in which it devel-
oped. The more closely the training situation ap-
proximates the new situation, or the environment
approximates the training setting, the greater will
be the transfer. To state it in the reverse, the greater
the difference between the training setting and the
environment in which the new behavior is to occur,
the weaker the transfer will be.

In behavior therapy, it has been clearly demon-
strated that systematic desensitization results in
decrease and eventual extinction of a maladaptive
emotional response (fear or unusual anxiety). But
the transfer of a newly learned behavior (assertive-
ness or cooperative play or even calm in exposure
to the fearful stimulus) relies on practice and
exposure in vivo. No water/drowning phobic has
ever been cured without entering a swimming pool.

So we have three major elements involved in the
transfer of biofeedback training:

1. Overlearning of the new behavior.
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2. Degree of approximation of the learning set-
ting to the setting in which it will be practiced.

3. Degree of practice or exposure to life situa-
tions.

Therapist

It has been noted that the role of the therapist
is that of teacher or coach. In addition, the thera-
pist has the added responsibility of serving to
reassure, reinforce the newly emerging skill, trou-
ble-shoot and avert problems either in skill aquis-
ition or in family interactions, and maximize trans-
fer out to the child’s environment.

Considerable attention has been devoted in re-
cent years to the question of adequate training for
the therapist using biofeedback techniques. While
some believe that there should be specific certifi-
cation proceedures for a “biofeedbacker,” most
professionals in the Biofeedback Society of Amer-
ica believe that biofeedback is a tool to be utilized
by an already qualified and certified professional
who should, in addition to his professional training,
have become familiar with psychophysiology, the
electronics of biofeedback instrumentation, oper-
ant conditioning, and information theory, as well
as related areas in psychodynamics, family dynam-
ics, and behavioral approaches to medical prob-

Table 1. Four Phases in Development of a Well-Learned Action

Phase

Organization

Transition Rule

0 Behavior shows no particular organization with regard

to task to be learned.

Recognition

Behavior is relatively disconnected and irregular in
of performance, although parts of task may be

S. recognizes there is a
task to be done or a

Problem performed well. Excitement is present. Behavior is goal to obtain.
1 goal-directed.
Definition Response is slow to begin, but once underway is General outline of task
of performed rapidly without pause. is defined.
Behavior
2
New Task is performed smoothly, ease of starting, but with Components are
Behavior spontaneous pauses during performance. differentiated.
Components
Practiced
3
Mastery Performance is smooth and regular. Responding Components are
4 becomes habit, effortless—overlearned. integrated.

Source: K. Fischer, The Organization of Simple Learning, 1973.
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lems. These areas of additional training are not,
however, a substitute for warmth, empathy, and the
intuitive factors playing so important a role in all
therapies. It is quite likely that biofeedback re-
search, like all other outcome research in psycho-
therapy, will be open to the question of the role of
undefined therapist variables affecting outcome.
This is but one more reason for placing biofeedback
training in the hands of otherwise qualified and
well-trained psychotherapists rather than create an
altogether new discipline.

When biofeedback techniques begin to be taught
more regularly in psychiatry residencies, in clinical
psychology internships, and in social work practi-
cums, there will be a gradual delineation of which
areas of knowledge are vital to biofeedback thera-
peutic applications and which are not.

A Case Study

The following brief case report is typical of our
experience in treatment of children with specific
psychophysiologic disorders. It illustrates a fre-
quently encountered set of problems in a receptive
but not unusually motivated child in a fairly typical
family structure. Although abbreviated for the sake
of clarity, and altered slightly for confidentiality,
the case is one that might be seen in any general
practice using biofeedback training, and follows an
expected course.

Susie was 11 years old when she was first seen in
our clinic on referral from her parents and her
family physician with a history of migraine focusing
over the left eye, accompanied by vomiting and
visual scotoma. She had also had a history of
childhood allergy syndrome, including allergies to
trees, grass, dust, mold, eggs, milk, and chocolate.
Her allergies had produced asthma, and at age 2
she had been hospitalized with an acute asthmatic
attack. There had been no further acute asthmatic
attacks.

Susie was a tense, nail-biting child with a history
of severe stomachache—sometimes accompanying
her headache, but sometimes separate. The oldest
child, with a much more easygoing younger
brother, she was -advanced in school, an all-A
student, a girl scout who enjoyed camping trips
and related activities. As a matter of fact, she was
a thoroughly likable, intelligent, but hard-driving
young lady. Like most of the children we saw in
the clinic, Susie was intrigued at the prospect of
doing biofeedback training and was particularly
pleased at being asked to monitor and chart her
own headaches, as well as maintain her own prac-
tice chart. Her mother was supportive and encour-
aging of Susie’s efforts.

Biofeedback electromyographic training was be-
gun on a twice-weekly basis. She learned Jacobson’s
technique of progressive relaxation rapidly and by
the second session was displaying EMG readings
at 1.4 microvolts per 32 seconds as monitored on

Table 2. Biofeedback Training

Phase Organization of Behavior Verbal Statement

0 No particular organization.

1 Patient recognizes there is a problem. Begins “What should I do?” “I
biofeedback training. Observes fluctuation in feedback don’t know why it
signal but has no control. Excitement and enthusiasm happens.”
are present.

2 Change in desired direction is slow, but accelerates “I think I know what
during training sessions. to do, but I don’t know

how I'm doing it.”

3 Change in desired direction is smooth, but frequent “I do better when you
pauses occur. don’t watch me.”

“Sometimes I get it at
home.”

4 Performance is smooth, regular, consistent, and “I know what I'm

effortless—occurs automatically.

doing.”
“I have control.”




the BIFS electromyograph feedback instrument.
She also spontaneously reported some hand warm-
ing and tingling sensations in her finger tips when
she practiced her relaxation at home. Her mother
confirmed that during the first weeks of treatment
she did her relaxation homework twenty minutes
daily as requested with no encouragement from her
parents. In fact, her mother said that when prac-
ticing she looked “‘relaxed enough to be a plate of
wet spaghetti.”” By the third week of EMG training,
she was reporting spontaneous hand warming, and
when monitored on the temperature training unit,
was indeed producing a 5-degree finger temperature
shift in 15 minutes (without training). When feed-
back in the form of a sound signal as well as a
visual temperature reading was given, she rapidly
learned to accomplish a 5- to 10- degree shift. We
added distraction by bringing observers into the
room, and Susie asked to demonstrate before her
mother and younger brother as well. She practiced
hard and seemed to enjoy what she was doing.
Four weeks from the beginning of active treatment,
Susie came in and reported having aborted a head-
ache the previous Saturday. She said that when she
felt the headache coming on, she went to her room,
lay down, and warmed her hands as she has learned
to do, and the headache went away. Her mother
verified that this had happened in exactly the way
she had described it. Susie had also begun to teach
her mother how to do hand warming, and her
mother, who also had headaches, had aborted a
headache. Her mother also reported that Susie’s
hands were noticeably warmer to the touch after
practicing, and both she and her mother were
convinced that she had learned to do the task.
After 8 weeks of training, Susie had continued
to produce very low EMG levels and to warm her
hands 3 to 5 degrees within a 5-minute period. Her
mother also reported: “It’s good to see Susie so
relaxed and happy. She hasn’t had a headache in a
month, and I have never seen her look so content.”
It is interesting that they also reported that her
nail-biting had diminished, although no treatment
for this symptom had been initiated. She seemed
also to be happier and less tense. Susie, however,
continued to have stomachaches. It was considered
that she had accomplished the task of control over
her migraine, and that perhaps at sometime in the
future an attempt might be made to find a solution
for her stomachache. In the meantime, Susie’s
physician had begun to work on the stomachache
as specific allergy response. A follow-up conference
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had continued to be able to abort her headaches
and had very few of them to abort. A semi-re-
stricted allergy diet has been of help in controlling
her stomachaches. She has continued to do her
relaxation, and it would appear that her ability
both to control muscle relaxation and to maintain
hand temperature control has continued. Although
Susie’s treatment follows the fairly standard pattern
for migraine treatment, it is of interest generally to
notice the rapidity with which this young lady
learned both the task of relaxation and hand tem-
perature control. On the basis of this and other
experiences in treating children, we may speculate
that children are able to learn these tasks rapidly
and well, and perhaps by catching and re-regulating
a poorly controlled system in childhood, at an age
where learning is more rapid and new habits be-
come more easily conditioned, we may be able to
relieve a great deal of subsequent misery.

As in this case, a typical course of biofeedback
training will run about 24 sessions—that is, twelve
weeks of twice-weekly one-hour sessions. Follow-
up with booster biofeedback sessions on a monthly
basis may be necessary for about six months. It
should also be explained to both parents and child
that there is no set time period for learning a
biofeedback skill. Some individuals learn more
quickly, some more slowly; all who try learn to
some extent, but not always in the same time. Since
many children try to compete against others or
against the biofeedback device itself, and since the
effort of competing is counterproductive in learning
a skill that can only be mastered through passive
attention, the therapist must minimize an expecta-
tion of fast response and thereby prevent the sense
of failure that can occur in the beginning phase. In
most behavioral self-control programs, the attempt
is made to arrange the teaching process in small
enough steps to guarantee success—both day by
day and in the long run.

As one particular intervention in behavioral self-
control, biofeedback training develops in a step
progression from the simple to the complex. Just
as we do not expect a child to start reading by
paragraphs in an encyclopedia, we do not expect
a patient to make 5-degree hand temperature shifts
in the first five minutes.

We begin by teaching the patient to recognize
changes of tenths of a degree and to accomplish a
change either up or down of two- or three-tenths
of a degree. As in sports training, once the basic
idea is mastered, then one can work for greater
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minutes before learning to make the same shift in
five minutes. She learned to take time to practice
relaxing when she had no headache before trying
to use her newly developed skill when she felt the
headache coming, and always before it was fully
developed.

Summary and Conclusion

Biofeedback training with children is, as we have
suggested, an extension of previously developed
behavioral self-control systems. It represents a di-
rect intervention in the functioning of a disregu-
lated physiologic system with the specific goal of
enhancing system regulation, establishing a new
internal equilibrium, and reducing or eliminating
a specific system. Change, however, generalizes and
produces change in other systems as the person
establishes a new internal balance and a new rela-
tion to the family and to others in the larger
environment.

Thus biofeedback training, while a specific inter-
vention in the physiologic sense, may nevertheless
initiate a more general change in the psychological
sense. The practitioner using biofeedback thus
functions as more than a rehabilitation technician.
Biofeedback training, as we see it, is a tool to be
incorporated into a treatment program including
family intervention and assistance to the child in
incorporating prohealth behavior into his everyday
life.

We do not yet fully understand the role which
placebo effect and suggestion play in biofeedback
training, and considerable research effort will prob-
ably go into clarifying this issue. From a clinical
standpoint, however, the issue is less vital. If these
techniques work to remediate symptoms that inter-
fere with normal development and healthy func-
tion, then we as clinicians are justified in using
them while we wait to learn whether the “active”
ingredient is biofeedback or suggestion. Here the
issue is one of weighing the value to be gained
from treatment against the uncertainties of a newly
developing modality of treatment. Certainly if an-
other more well established treatment is available,
that is the first treatment choice.

Biofeedback training as a treatment form is new;
it has not yet fully emerged from the experimental
stage, and even less so in application to children.
As Neal Miller, the experimental psychologist and
grandfather of biofeedback training, urged the
members of the Biofeedback Research Society at
their seventh annual meeting: “Be bold in what

you attempt in biofeedback and modest in what
you claim.” The clinical practitioner using biofeed-
back in treatment of children is similarly enjoined
to be knowledgeable, daring in concept, imagina-
tive in practical application, and conservative in
general approach. We are at the forefront of a new
approach to treatment, an approach that brings
together physiology, psychodynamics, family sys-
tems theory, and information and learning theory.
Such a convergence will bring with it as many
questions as answers. Inevitably, the coming years
will have to justify the answers offered, as well as
answer the questions raised.
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Treatment of Emotional Disorders in Children and Adolescents

Introduction

In 1906 the author of a textbook on pediatrics
recommended the following treatment for habit
chorea or habit spasm: adequate diet, Fowler’s
solution (containing arsenic) quinine and stry-
chnine (Carr, 1906). He suggested that if this was
not effective, bromides could be added. Another
author suggested that hysteria should be treated
with aromatic spirits of ammonia and apomorphine
in emetic doses (Chapin and Pisek, 1911). Bromides
might be helpful and valerian, asafetida, and par-
aldehyde were substitutes for apomorophine. Their
diagnostic categories were somewhat obscure and
the medications available were multiple. The state
of the art from these perspectives is quite the same
today. There also remains difficulty viewing treat-
ment of the child as unique, not always acknowl-
edging that whatever is done to alter his state may
likewise alter his development.

This chapter then will approach the clinical use
of psychoactive medications, concentrating on it as
a form of therapy with children and drawn from
what has been learned these seventy years since Dr.
Carr’s book. It will include understanding the emo-
tional effects of being on a drug, relating the
applicability of the use of medications to develop-
mental considerations, producing a clinical meth-
odology for treating children with psychoactive
medications, and finally, placing psychopharma-
cotherapy in relationship to other therapies. The
latter part of the chapter will list some of the
medications currently being used to treat children’s
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behavior. It should, however, be apparent that this
portion of the chapter will be as effusive as the
quotes from Drs. Carr, Chapin, and Pisek, since in
a few more years many of these medications will in
likelihood be obsolete.

Historical Perspectives

The use of behavior-altering medications with
children has been described for many years, at-
tested to by the earlier quotations. However, the
development of a systematic pharmacotherapy spe-
cifically for children began only in the 1930’s.
Tracing the use of central nervous system stimulants
in child therapy could be seen as a history of
childhood psychopharmacotherapy. In 1937, Brad-
ley gave a description of the use of amphetamine
for a disorder unique to children and with a
response equally as unique to them.Through the
1940’s, Bradley and other workers continued the
exploration of the use of amphetamine with hyper-
active children, broadening the numbers of children
treated with the medication (Bakwin, 1948; Bender
and Cottington, 1942; Cutts and Jasper, 1939; Lin-
dsley and Henry, 1942; Molitch and Eccles, 1937,
Moskowitz, 1971). In the 1950’s, d-amphetamine was
introduced and the fewer side effects with this
medication made it even more usable. (Bradley,
1950; Ginn and Hohman, 1953). Late in the 1950’s
and early 1960’s, methylphenidate was recognized
as a competitor to d-amphetamine, one which had
somewhat lessened side effects (Conners and Eisen-

65



66 ZRULL

berg, 1963; Knobel, 1962; Zimmerman and Burger-
meister, 1958). The interest of investigators turned
to the methodology being used (Fisher, 1959; Fors-
ter, 1961), including how the children were classified
(Fish, 1960; Fish and Shapiro, 1965; Laufer and
Denhoff, 1957), the use of blind studies (Chessick
and McFarland, 1963; Conners, Eisenberg, and Bar-
cai, 1962; Cytryn, Gilbert, and Eisenberg, 1960,
Zrull et al., 1966). and careful dose-response eval-
uations.

During this era, the use of these medications
also came under public scrutiny, and another type
of investigation ensued (Report, 1971). In 1971, a
blue-ribbon panel appointed by the Department of
Health, Education and Welfare looked into the
overuse of psychoactive medications when the
classrooms in a large Midwestern city were thought
to be populated by significant numbers of children
given medications for disturbed behavior. This in-
vestigation gave support to the premises that med-
ications when used for specific reasons, after thor-
ough diagnostic study, and in the context of a total
treatment plan were significant aids in the treat-
ment of children’s behavior problems.

In the 1970%s, the use of other stimulant drugs
was introduced with 1-amphetamine (Arnold et al.,
1972), imipramine (Huessy and Wright, 1970), caf-
feine (Schnackenberg, 1973), and pemoline (Con-
ners et al., 1962). During this present decade in-
creasing clarity of the classification of those
behaviors responding to the CNS stimulants has
occurred (Cantwell, 1975; Wender, 1975). Because
the medications now have been used for prolonged
periods, follow-up studies are beginning to appear
(Mendelson, Johnson, and Stewart, 1971; Minde,
Weiss, and Mendelson, 1972; Weiss et al., 1975).
These have been helpful in further delineating side
effects (Safer, Allen, and Barr, 1972). Advances in
the understanding of the central nervous system
have allowed further speculation about the etiology
of the disorder (Satterfield, Cantwell, and Satter-
field, 1974; Wender, 1975). With continuing refine-
ments, the mode of action of the drugs will also
come under further scrutiny, the future, no doubt,
holding more understanding of brain behavior pro-
cesses.

CNS stimulants, of course, were not the only
medication being used with children during these
forty years. Other classes of medications have been
used effectively with children and added to the
understanding of children’s behavior problems.
During the 1940’s and 50’s investigators were look-
ing into the use of anticonvulsants in childhood

behavior problems, especially those with aggressive
outbursts (Fisher, 1959; Pasamanick, 1951).

The 1950’s also saw the introduction of tranquil-
izers such as diphenhydramine (Fish, 1960, 1968),
meprobamate (Kraft et al., 1959), hydroxyzine
(Piuk, 1963), and in the 1960’s, the benzodiazepines
(D’Amato, 1962; Greenblatt and Shader, 1974; Pilk-
ington, 1916; Piuk, 1963), leading to their use in
children. However, the results of the use of these
medications were not as dramatic or easily defined
as those with CNS stimulants.

Major tranquilizing agents were introduced in
the 1950’s, and during that period until now the use
of drugs such as the phenothiazines (Alderton and
Hoddinott, 1964; Campbell, 1975; Fish, 1960; Fish,
Shapiro, and Campbell, 1966; Garfield et al., 1962;
Gatski, 1955; Millichap, 1968; Shaw et al., 1963;
Tarjan, Lowery, and Wright, 1957, Werry et al., 1966),
th.oxanthenes (Campbell et al., 1970; Fish, Shapiro,
and Campbell, 1966; Oettinger, 1962; Pilkington,
1916; Simeon et al., 1974), butyrophenones (Clagh-
orn, 1972; Cunningham, Pillai, and Rogers, 1968;
Engelhardt et al., 1973; Faetra, Dooher, and Dowl-
ing, 1970), and others have been investigated. These
medications have been used for a variety of symp-
toms determined by their use in adults such as
hallucinations and other psychotic manifestations,
extreme agitation, and aggressive behavior. More
specific to children, the drugs have also been in-
vestigated for hyperactivity (Alderton and Hoddi-
nott, 1964; Millichap, 1968; Werry et al., 1966) and
tics (Lucas, 1967, Lucas, Kauffman, and Morris,
1967; Shapiro et al., 1973). The length of the use of
this medication is adding to the investigation of
longer-term effects of medication on children
(McAndrew, Case, and Treffert, 1972).

The use of antidepressants with children has
been more difficult to investigate, since the exist-
ence of clinical depression in children has been less
well defined. Earlier use of antidepressant drugs in
children was in enuresis (MacLean, 1960; Pouissant
and Ditman, 1965) and hyperactivity (Huessy and
Wright, 1970; Winsberg et al., 1972, 1975), studies
showing their efficacy in these two areas. More
recent clinical studies exploring depression in the
child (Cytryn and McKnew, 1972, 1974; Poznanski,
Krahenbuhl, and Zrull, 1976; Poznanski and Zrull,
1970) may produce greater interest in determining
the use of antidepressants with children (Frommer,
1967; Gittelman-Klein and Klein, 1970; Lucas,
Lockett, and Grimm, 1965). The emergence of data
describing manic-depressive disturbances in chil-
dren has prompted the investigation of the use of



lithium carbonate (Annell, 1969; Dyson and Barcai,
1970), which has also been studied in the agitated
psychotic child (Campbell et al., 1972).

Theoretical Considerations: Emotional
Aspects

It is generally understood that the effect of a
medication taken by an individual has both a
physiologic and emotional aspect. The emotional
aspect is the most perplexing, since measuring it
must take into account a series of events and states
of mind. These begin with the attitude of the
physician prescribing the medication and extend at
least to the outcome of the response within the
individual and his interactions.

The attitude of the physician cannot be over-
emphasized. If he views the child as bad and the
medication is given in a disciplinary fashion, it will
be felt by the child, who will no doubt view
treatment as punishment. The physician who uses
the medication to ensure that the patient does not
return can be sure a certain number of his patients
and their parents will feel rejected. Little faith in
the use of a drug or lack of knowledge about it
will also be communicated. Seeing the medication
as an accepted therapeutic device to help a child
and his family solve problems under his care should
be the least a physician should offer.

The process of measuring response of a child to
medication he receives is complicated by the man-
ner in which he arrives at the office of the physician.
Children seldom determine on their own that treat-
ment for their behavior is needed and thus must
come at the direction of someone in their environ-
ment. It could be one of many caretakers, but most
often, the child is brought to the doctor at the
direction of his parent or teacher. It then becomes
problematic as to whom is the responder to the
medication. Depending on the level of development
of the child, his willingness to cooperate, his state
of emotional intactness, and only if he is asked
about his response, the child may become the
observer of his own responses. It is still, however,
a dramatic event for the physician when the child
himself says he feels better on a medication, or
acknowledges its need when he sees a change in his
behavior. Communication about the medication
and inquiries about responses are prequesities to
the child’s involvement in the process.

The physician, of course, can rely on his own
observation of the child as a method of determining
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response. However, the child is not usually being
given the medication for behavior seen in the
doctor’s office, and outside observations are nec-
essary. Understanding this and requesting the in-
formation is all part of the process of giving
psychoactive medication to children.

The parents or teacher being those who often
request help for a child also become potential
responders to the medication. If the parents request
help, they often do it to relieve their own problems
in handling the child’s behavior, or what they
perceive as the child’s anguish. Obviously the ob-
servations depend on the parents’ subjective re-
sponses as well as any objective changes they see
in the child. If the teacher requests help for the
child, a further measure of complexity is intro-
duced. If the parents disagree with the teacher (or
the physician disagrees), the parental response can
be expected to reflect these feelings to some degree
and thus affect the outcome.

The teacher, too, has her own attitude that must
be understood to be able to review critically and
utilize her observations. She may be looking for a
way to manage her classroom better and medicat-
ing the child may be seen as the way to do it. Her
attitude about what her classroom should be like
and the way the children should act within it will
reflect in her responses to the child’s medication.
Her expectations for the specific child and his
potential will color her responses. At the same
time, her observations are critical and can be the
most objective.

Needless to say, the child who is being treated as
an inpatient or in a residential center has the milieu
to replace the parents. The milieu, too, has expec-
tations of its own, and these must be understood
in determining responses as observed by its mem-
bers. Discussions about the use of medication and
in-service training can add to the objectivity of
their observation. In any event, the behavior being
dealt with is subjectively felt by all of the re-
sponders, and in some measure, subjective re-
sponses are as important as those that are entirely
objective.

To understand those emotional factors better in
the response to medication, it is important to be
aware of the conscious, or unconscious, meaning
of taking medication. The child often perceives
himself as going to the doctor because of something
“bad” that he did. Thus the continuing use of
medication may be a reminder that he has done
something bad, or continues to be bad. It may also
be presented to him as a controlling force over his
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behavior. If rebellious, he may need to react to that
control. If dependent, he may assume that all the
control is in the capsule and he no longer needs to
exercise his own.

The child may also harbor concerns about
whether he is or is not *““crazy” and the medication
be seen as that which prevents his craziness. As
long as he takes the medication, it is an indication
that others see him as potentially *“crazy.” Medi-
cation may be seen as the only source of survival,
and dependency thus develops. This is less fre-
quently seen in children than in adults, primarily
because they are not usually involved with treat-
ment by their own will.

Side effects are the basis for many erroneous and
most often unconscious fantasies about medication.
A sense of well-being can be interpreted as strength
derived from the medication and suggest that the
child may be more powerful while on the drug.
Feelings of dizziness, drowsiness, nausea, or other
such malaise may suggest the medication is harmful
and produce fantasies about poisoning. In any
event, the child who is better informed about why
he is taking medication, and what it is to do, is
better able to make effective use of it.

Parents also view medication in light of their
own expectations, fears and knowledge. The par-
ents may be suspicious of the use of medication
and fear that their child will be ““drugged.” During
the time he is being treated these parents no doubt
will be concerned as to whether he will be addicted
or at least see the use of medication as a crutch.
This often reflects the parents’ own responses to
similar medications. Side effects, of course, enhance
the parents’ suspiciousness relative to medications.
To be sure, it is appropriate for the parent to be
concerned about harmful effects of the medication,
but not to the extent that it inhibits positive results.

Control over the child’s behavior is often a
central issue in treating him. If the parents perceive
the drug as producing control, they will respond
according to their interpretation of that, control.
With guilt over their own inability to control, or
with the fear of losing their control, they may find
the medication’s effectiveness unacceptable and at-
tempt to stop or undermine treatment. On the
other hand, they may be dependent or exhausted
to the extent that they abrogate all control to the
medication, and in essence feel little direct respon-
sibility for the child. As with the child, thorough
understanding of the medication and its use will
help to divert from untoward results.

Many of the factors discussed above lead to and
produce the elusive effect known as placebo. This

obviously can enhance or detract from the physi-
ologic effects of medication. Authors have dem-
onstrated placebo effects of from 30% to 50% in
studies of drugs using placebo as one of a series of
treatments. It is clear that placebo effect is influ-
enced by the attitudes and emotional state of the
child receiving the medication, his parents, other
caretakers, and the prescribing physician. All of
these must be taken into account as the physician
approaches the prescription of medication for the
treatment of children’s emotional and behavioral
problems.

Applicability: Developmental Considerations

Probably the most unique aspect of giving med-
ications to children is that the child is in the process
of physical and psychological growth. It is conceiv-
able that besides any immediate alteration in be-
havior produced by the drug, the child’s develop-
ment may be altered in a fashion that is progressive,
inhibiting, or retrogressive. Other than the studies
relating growth retardation to the use of CNS
stimulants, little definitive material has been writ-
ten. Thus, the discussion of this area must be
largely speculative.

In the past, few clinicians or investigators used
medications with the preschool child. However, as
familiarity has been developed in using medication,
the use of them with younger children has in-
creased. It is hard to determine what the long-term
effect of drugs on the ever-developing neural pro-
cesses and endocrinologic system will be. However,
as modes of action of the medications are further
understood, these outcomes will no doubt be
clearer.

The effect on the psychologic interactions-of the
infant or toddler, however, can in some measure be
predicted. The infant who suddenly changes from
a squirming, hypertonic, irritable bit of animal life
to a calm, responsive, cooing baby will no doubt
be positively disposed to his mother’s care. The
mother, in turn, will be more positively oriented
toward her baby. On the other hand, if the child
regresses to a sleepy, hypotonic, motionless state,
his ability to respond to the development-produc-
ing aspects of mothering will be limited. The un-
derstanding of the use of medications must include
finding the zone of effectiveness most productive
to development.

More is known about the effect of these medi-
cations on the development of the school-age child.
It is known that some drugs will enhance the



cognitive performance of children, although it is
not clear whether the child will in fact learn better,
or whether he will retain better what he has learned.
The child whose behavior has altered from intru-
sive, aggresive, antagonizing, or disturbing to re-
ceptive, happy, and acceptable, with channeled
aggression, will better be able to react to family
and peers alike. This of course ensures the devel-
opment of those relationships necessary to the
development of the individual. However, if the
child is sleepy or affectively blunted while on the
medication, he may not be available for, or more
enthusiastic about, the learning situation or the
interactive experiences at home or at play.

The adolescent presents a problem with his de-
velopmentally unstable endocrine system and rap-
idity of physical growth. Determining dosages that
will be productive represents a challenge to the
clinician. The concerns of the adolescent over his
emotional intactness may cause paralyzing anxiety,
and the use of a medication that quells this anxiety
may make him able to continue in his development,
both in relationships and learning. A medication
that produces a sense of depersonalization, on the
other hand, may add to the already inhibiting
anxiety. Growth of the adolescent’s self-concept
and ego ideal depend on a sense of well-being and
adequacy. The medication can produce thisif wisely
used, or it may increase dependency and floings
of inadequacy detrimental to his growth.

It appears that, as with many of the treatment
methods in psychiatry, a proper balance must be
reached. In regard to development, this is especially
true and should determine some of the principles
in the use of medication with children.

Clinical Methods

The use of psychoactive medication is directed
at the alteration of behavior, unpleasant feelings,
and incapacitating states of mind. As such, it
cannot be used to treat a diagnosis, but rather
certain aspects of an individual’s mental and emo-
tional functioning. In an attempt to objectify the
use of psychoactive drugs, discrete symptoms
should become the target for the medication. For
instance, if anxiety is manifested by whininess in a
child, his whining could be expected to be altered
by the medication, If the anxiety was manifested
by difficulty in sleeping, the expected symptom
change would be the return to normal sleep pat-
terns. In depression, a change from unhappiness to
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a sense of well-being would be the looked-for
change. If, however, the depression were manifested
by irritability, aggressive behavior, or poor concen-
tration, these would become target symptoms. In
the hyperkinetic syndrome, any one or more of the
symptoms of hyperactivity, short attention span,
and emotional lability would be noted for change.
Delusions, hallucination, silliness or isolation could
be targeted in the child with psychosis. These are
not exhaustive lists, but represent some of the
symptoms that could be the specific target of the
medication. The target symptom, however, must
always be viewed within the context of a thorough
understanding of the child, his development, his
current functioning, his problems, his family, and
his daily life.

To enable the physician to evaluate further the
effectiveness of his treatment, he must be knowl-
edgeable about and familiar with the use of the
medication prescribed. A reasonable repertoire
would be one containing basic medications that are
consistently used. This list of drugs should ob-
viously be kept at the least possible number to
alleviate effectively the symptoms encountered in
the children seen by the doctor. It can be under-
stood from the foregoing that if combinations of
drugs are to be used in children, the following
evaluation is made more complex. However, if this
is employed, the necessity for keeping track of
target symptoms becomes even more essential. The
target symptoms for each medication must be
delineated and then followed consistently. The ef-
fects of each medication should be thoroughly
understood by the physician and his familiarity
with the drugs used becomes essential.

As in most treatment, pharmacotherapy can be
divided into initial, ongoing, and termination
phases. Initiating drug therapy requires no less
rigor than beginning psychotherapy. A thorough
understanding of the history of the presenting
problem and an evaluation of the child’s develop-
ment, including a past medical history, family his-
tory, and school history, should be obtained from
the parents and child where possible. The child’s
current functioning should be assessed and an
evaluation of his mental status should be done.
Physical examination is equally important and
helpful in determining dosage levels, and should
include a thorough neurological examination. The
use of an electroencephalogram would depend on
the indications found within the physical and neu-
rological examinations. Depending on the medi-
cations anticipated to be used, appropriate labo-
ratory studies should be obtained as a baseline.
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Psychological or educational testing may be helpful
diagnostically, but can also serve as a baseline,
especially when cognitive functioning is to be a
target symptom. Following the diagnostic evalua-
tion and when the treatment plan is being formu-
lated, target symptoms should be delineated. In
this way, if medications are to be used, a reasonable
choice can be made.

The interpretative interview with the parents and
child, where appropriate, should include a discus-
sion of the medication including why it is being
used, what one can expect as a result of its use,
and any side effects that might be expected. The
interview should also include the parents’ and
child’s discussion of their concerns and expecta-
tions. Since the placebo effects can be enhancing to
the effectiveness of the drug, suggestions should be
used appropriately. The dosage schedule should be
discussed with the parents and child and indications
obtained that they understand the schedule.

Pharmacotherapy should be viewed as suppor-
tive therapy and coupled with an interrelationship
with the therapist. The therapist may be the treating
physician or an adjunctive therapist. The therapy
may consist of brief follow-up visits or longer
psychotherapeutic interviews. They may be spaced
at weekly intervals or longer, but never less fre-
quently than once a month. Initially, visits are best
at weekly intervals to determine if an adequate
response is being obtained and if there are any
serious side effects. Side effects must be asked
about throughout treatment.

A definite plan for follow-up with school person-
nel is essential in the initial phase of treatment and
should be continued into the ongoing phase. This
is a sensitive period when the patient and his family
require the close attention of the therapist. An
ongoing phase of treatment is attained when a
response is obtained and maintenance at that level
is continued.

As more precise laboratory measures for moni-
toring actual changes in the CNS become available,
they should be included in the weekly to monthly
visits. For instance, if EEG is changed by a medi-
cation, it should be used as a follow-up at appro-
priate intervals to insure proper dose-response lev-
els. Where biochemical determinations of blood or
urine samples can be clinically meaningful, such as
in lithium or tricyclic drug administration respec-
tively, they, too, should be part of the follow-up.
Psychologic and educational testing may also be
precise enough to be part of the follow-up during
the ongoing phase of treatment. The above meas-
ures move the monitoring of the medication from

observation of symptom removal to a clearer
awareness of the functionality of the child while on
medications.

Termination is an important part of pharmaco-
therapy and must be contemplated at the initiation
of treatment. Criteria should be outlined at that
time, and may include definite time periods, a
certain level of functioning, or behavioral and
emotional changes agreed upon between child,
parent, and therapist. Termination may be preceded
by a series of planned vacations from appropriate
types of medication. For instance, if a short-acting
CNS stimulant is being given to control hyperac-
tivity at school which is recessed for the summer,
the medication may also be recessed. The recesses
may be as frequent as each weekend when the child
is not attending school. In any event, pharmacoth-
erapy should have a planned beginning and ter-
mination.

Comparison

Pharmacotherapy with children should be viewed
as a form of supportive therapy. As previously
stated, it of necessity involves an interrelationship
with a therapist, whether it be the physician or
another therapist. However, the use of medication
with the child can also be seen as behavioral
modification, for a change in behavior (R) can be
related to the administration of a pill (S). Medica-
tions may produce relaxation and thus function as
a form of relaxation therapy. Drugs have been used
to reveal preconscious thought, in much the same
way as hypnosis.

It must be understood, however, that the use of
medications should in no way substitute for more
definitive therapy. Thus if a phobic reaction is to
be treated effectively, intensive psychotherapy or
sophisticated behavioral modification should more
likely be the treatment of choice. The use of a
medication does not eliminate the need for the
development of a relationship between the therapist
and the child with serious ego impairment. The
school phobic and his family still require crisis
intervention directed to the entire family. Medica-
tion should in no way make it less important for
parents to acknowledge their involvement in their
child’s disturbance.

A note of caution about the use of medication
must be sounded. Its use can be that of an expedient
economic alternative to what are more costly forms
of therapy. It may also be used as an expedient



restraint, instead of expending the effort and time
thought to be more extensive than the potential
outcome warrants.

Because of these and other factors, there has
been criticism leveled suggesting that chemotherapy
as a restraint has become the primary mode of
treatment for families from lower socioeconomic
strata, excluding them from more appropriate or
definitive therapies. Every effort should be made to
provide a child with the treatment indicated by a
thorough diagnostic study of him and his family.
The type of expediency mentioned above has little
place in the delivery of psychiatric services.

On the other hand, many psychiatrists and ther-
apists given to single and often narrow therapeutic
approaches still deny children appropriate phar-
macologic relief from disturbance as they ply their
art. Even though other forms of therapy are being
conducted, the use of medication can be a useful
adjunct. Frequently medication allows the child to
be settled enough to make use of his therapist, or
alert enough to be aided through educational ap-
proaches. The child with aggressive outbursts may
not be acceptable in a group therapy situation until
his behavior can be controlled by medication. The
milieu in many hospitals or residential settings can
function only if certain symptoms within the pa-
tients are alleviated with medication.

Summary

All too often, medication is given after a very
cursory understanding of the problem. The follow-
up is then conducted in a perfunctory fashion, and
termination is left to the whim of the patient or his
parent. In this fashion, pharmacotherapy is merely
an expedient way of dealing with what usually is a
complex problem involving the child, his family
and his environment. The results are often poor, or
at best erratic. However, done within the context
outlined above of understanding the child, his
development, background, problems, family inter-
actions, and mental and physical status, the use of
medication can be a useful and predictable addition
to treatment.

As greater understanding of the neurophysiology
and neurochemistry of mental and emotional dis-
orders emerges, a more predictable objective view
of pharmacotherapy will follow. It is this function
and careful individual diagnosis and treatment
planning which will maintain child psychiatry and
the treatment of children’s behavior disorders in its
status as a medical specialty.
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Psychoactive Drugs Commonly Used With
Children

The following list consists of drugs commonly
used with children. It is not meant to be exhaustive,
but illustrative. As noted earlier, the medications
discussed here will not necessarily be lasting, but
characterize the current clinical use. Some drugs
are being used more on an experimental basis at
the present and will not be included. The descrip-
tion of the medications included in this chapter is
meant to highlight their clinical use and not discuss
their pharmacology.

CNS Stimulants

D-amphetamine. This medication has been used
primarily for treating children with the hyperkinetic
syndrome, especially the symptoms of hyperactivity
and short attention span. Some changes in school
performance have also been demonstrated, al-
though learning improvement does not seem to
show lasting changes. It has also been used in
enuresis, although not as effectively as imipramine.

Children from three years of age have been
treated with d-amphetamine at dosages beginning
at 2'2 mg. b.i.d. The response to the medication is
usually rapid and dramatic. A trial of two weeks
is characteristic, and adjustment upward to dosages
of 40 mg. per day in the older children is not
unusual to obtain an optimum result.

D-amphetamine produces side effects in most
children, but often children develop tolerance to
the side effects rather rapidly. The most problematic
and least tolerated side effect is an adverse reaction
that produces extreme agitation, and with this, the
medication should be stopped. More commonly
there is sleeplessness (although drowsiness has been
described), loss of appetite, whininess, nervousness,
and occasionally diarrhea. Growth suppression has
been described with the use of d-amphetamine at
dosages of 20 mg. per day or more over prolonged
periods of time. Paranoid psychosis has been de-
scribed with high doses of d-amphetamine or with
sudden withdrawal of the medication. There are no
major contraindications for its use, except for
psychosis, which is usually worsened by CNS stim-
ulants.

Methylphenidate. This medication has been used
with hyperkinetic children, much as d-ampheta-
mine. Side effects from methylphenidate are said
to be milder and thus make its use more attractive.
Interestingly, some children who will not respond
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to d-amphetamine may respond to methylpheni-
date, and vice versa. Needless to say, one should
try both medications prior to moving to another
class of medications. This drug has been used as
an appetite suppressant and antidepressant with
adults, but has no place as this in the treatment of
children.

Dosages of methylphenidate commonly begin at
10 mg. b.i.d., but again, can be adjusted upward.
Levels of 80 mg. to 100 mg. per day have been
used, but going above that limit should be done
with extreme caution, trying not to exceed 4/2 mg.
per kilogram per day. Again, children at a preschool
level have been placed on this drug.

Side effects are similar to d-amphetamine, but
thought to be fewer. Occasionally, methylphenidate
causes nasuea, but it does not usually cause diar-
rhea. Growth suppression has been noted with the
use of this medication at dosages of 40 to 50 mg.
per day and higher over prolonged periods of use.
No major contraindications are noted other than
previously mentioned.

Magnesium Pemoline. This medication is some-
what of a newcomer to the marketed CNS stimu-
lants and is used primarily for children with hy-
perkinesis. At first it was thought to have fewer
side effects, and being a long-acting drug, could be
given once a day. So far, studies have shown it to
be in the same range of effectiveness as the other
two CNS stimulants.

The dosages are often given once a day at levels
of 25 to 50 mg. per day. Dosages of as high as 125
mg. per day have been used. This medication has
not been used with the very young child.

The side effects of magnesium pemoline are
similar to those of the other CNS stimulants,
although no one has noted growth suppression
with it. There are no major contraindications other
than previously noted.

Antipsychotics
Phenothiazines

Chlorpromazine. This, the oldest of the major
tranquilizers, has had a long use with children for
a variety of symptomatology. At the present, how-
ever, its main use is that of an antipsychotic agent
and directed at such symptoms as bizarreness,
silliness, agitation, delusional thinking, hallucina-
tions, uncontrolled aggression, and other psychotic
symptoms, but also has a use in children who are

exceptionally aggressive, along with being hyper-
active. This medication is often used adjunctively
in the treatment of anorexia nervosa, especially in
the hospitalized patient.

The medication has been used with children of
all ages, including preschool children. Dosages
usually range from 20 to 100 mg. per day, although
as much as 200 mg. per day has been given, usually
on a b.i.d. or a q.i.d. schedule. In the adolescent,
dosage schedules follow those of adults. Below
twelve, 0.25 mg. per pound b.i.d. or q.i.d. should
not be exceeded. Chlorpromazine has been used
intramuscularly in children. The dosage here nor-
mally does not exceed 40 mg.

The side effects of chlorpromazine are well
known. Most inhibiting to its use in children is a
sedative effect, making continuing cognitive devel-
opment precarious. Children also experience diz-
ziness, dry mouth, evidence of orthostatic hypoten-
sion, photosensitivity, and extrapyramidal signs.
Anti-Parkinson drugs have been utilized in children
to eliminate or control the latter. Leukopenia has
been noted, but laboratory studies do show an
initial depression that after a week or two remits
and normal white counts are seen again. Unrem-
itting leukopenia is an indication to stop the med-
ication. Liver difficulties have also been noted.
Convulsions have occurred only rarely.

However, the use of any of the phenothiazines is
questionable in the treatment of a child with a
convulsive disorder.

Thioridazine. The use of this medication is pri-
marily for children with psychotic symptomatology.
However, it has been used as an anxiolytic agent,
and in children with hyperactivity because of a
described energizing effect. The dosages range from
20 to 100 mg. per day given in four doses. This
medication has also been used with the very young
child. Side effects with thioridazine are much the
same as all phenothiazines, but there seems to be
less in the way of extrapyramidal signs. Leukopenia
and liver problems are much less frequent.

Fluphenazine. This medication has been used to
treat psychotic manifestations in children also. It
is often considered after a trial of the two previ-
ously mentioned phenothiazines.

Dosage levels are considerably less with this
medication and are in the range of 0.25 mg. to 2
mg. b.i.d. It has been used at somewhat higher
levels also. This medication has not had wide use
with the very young child.

The side effects are typical of phenothiazines,
although the extrapyramidal signs may be more
pronounced than with thioridazine. Tardive dyski-



nesia has been noted to occur in children treated
with this medication.

Trifluoperazine. This medication is used with the
psychotic child and has also been used with the
hyperactive or agitated child.

Dosage levels range at the 1 mg. to 2 mg. b.i.d.
level, although somewhat higher dosages are used
in older children or adolescents. It, too, has not
had wide use with very young children.

The extrapyramidal signs are greater with tri-
fluoperazine, although drowsiness is less. The other
side effects are much like the others.

Thioxanthenes

Thiothixene. This medication, along with chlor-
prothixene has also been used with children pre-
senting psychotic symptoms and uncontrollable or
aggressive behavior. They are, however, a derivative
of the phenothiazines.

Dosages of thiothixene range on the average
from 6 to 30 mg. per day, and it has not been used
on the very young child.

Side effects are much like those of the phenothi-
azines. The advantage to this medication is the
slight sedative effect and lessened extrapyramidal
signs in children.

Butyrophenones

Haloperidol. This medication is used alternatively
to phenothiazines in the treatment of psychotic
manifestations in children and adolescents. It seems
especially effective with the aggressive and assaul-
tive behavior encountered in these children. It also
has a good effect on withdrawal or isolated behav-
ior. Haloperidol has been shown to have a surpris-
ingly good result with children demonstrating
Gilles de la Tourette syndrome.

Dosages range from 0.5 mg. b.i.d. to a total dose
of 16 mg. per day. The medication should be started
at a low dose such as 0.25 mg. b.i.d. and worked
up by 0.5 mg. increments until the desired effect is
attained. It has not had wide usage with the very
young child.

The side effects are much like those of the
phenothiazenes. However, drowsiness is generally
less. Extrapyramidal signs and photosensitivity can
be more pronounced with Haloperidol.
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Anxiolytics
Benzodiazepines

Chlordiazepoxide. This medication has had fairly
long use as a minor tranquilizer in the treatment of
anxiety symptoms in children. Typically, the nerv-
ous child, the fearful child, or those with sleep
problems, are treated with this medication. It
should be understood that these symptoms are
most often best treated by psychotherapy or be-
havioral techniques. Results with medication in
these types of disorders have been less dramatic
than those mentioned earlier. Chlordiazepoxide has
been tried with hyperactive children, but the results
are not dramatic.

Dosages of chlordiazepoxide are usually 5 to 10
mg. b.i.d. on the average, but do range to use at
the same dosage on a q.i.d. schedule.

Side effects often include drowsiness, which is
probably the most inhibiting factor in the use of
chlordiazepoxide. Children have also been known
to have nausea, ataxia, agitation, and in rare in-
stances, syncope.

Diazapam. This medication has a shorter history
than its close relative above. It is, however, about
twice as potent and is used for the same symptoms.

Dosages run about half of that of chlordiaze-
poxide at 2 to 5 mg. b.i.d. Because of its slow-
acting effect, it is usually given on a b.i.d. schedule.

Side effects are those of chlordiazepoxide. Some
greater ataxia has been noted, and on rare occa-
sions, syncope has been noted.

Antihistamine Sedatives

Hydroxyzine. The anxiety symptoms of sleep-
lessness, fearfulness, and nervousness are often the
target of this medication. It has had a long history
of use and has even been tried reasonably ineffec-
tively with hyperactive children.

Dosages of 10 to 20 mg. b.i.d. in children under
six years have been used, and in children over six
the dosages range from 25 to 50 mg. b.i.d.

Side effects consist primarily of sedation and dry
mouth.

Diphenhydramine. This antihistamine has also
had a long history of use in child psychopharma-
cologic treatment. However, results with its use
have not been well delineated. It has been fre-
quently used for its sedative quality in sleeplessness
in the very young. It has been used with the fearful,
nervous, and hyperactive child.
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It is given in dosages of 10 to 20 mg. t.i.d. and
as much as 100 mg. per day in older children. As
a sedative, it is frequently given in doses of 25 mg.
h.s., or in older children 50 mg. h.s.

Antidepressants
Tricyclics

Imipramine. The present limited use of antide-
pressant medications for depression in children
parallels the reawakened interest in this disorder in
children. The depressive affect or its equivalents,
including irritability, aggressiveness, self-destructive
behavior, or others may all be indications for
treatment with imipramine. Imipramine has also
been utilized for children with hyperkinetic syn-
drome. School phobia has been another indicated
use for this medication. Finally, imipramine has
had long use in the treatment of enuresis.

Dosages are usually in the range of 1 to 2 mg.
per kilogram per day. This translates into a range
of 10 to 60 mg. for younger children and 25 to 100
mg. for older children. This is often initiated on a
q.i.d. schedule. For enuresis the dosage is given at
bedtime, starting at 25 mg. for children under
twelve and 50 mg. for children over twelve. These
dosages may be increased to 50 mg. in the younger
child and 100 mg. in the older child. Since these
drugs are slow-acting, two weeks may be required
for an adequate trial.

Side effects include dry mouth, insomnia, dizzi-
ness, urticaria, excess perspiration, and hyperten-
sion. Recently reports of EKG changes at higher
levels have limited the dosages of imipramine with
children and require monitoring if used especially
for longer terms. Leukopenia and liver problems
have been reported with imipramine.

Amitryptiline. This medication has primarily
been used in children with school phobia and older
children or adolescents with depressive symptom-
atology. It is somewhat shorter acting than imipra-
mine and earlier results can be expected.

The dosages of this medication do range from
25 to 100 mg. per day given in a variety of patterns
including single doses at bedtime.

The side effects are similar to imipramine. The
compound likewise has an affinity for the myocar-
dium, and caution in the use of it should be
exercised.

Nortryptiline. This compound is similar in all
ways to amitryptiline.

MAO Inhibitors

These compounds have found little use in the
United States because of the seriousness of their
side effects.

Lithium Salts

Lithium Carbonate.This medication has found
some use, especially in adolescents and older chil-
dren in controlling agitation, mania, and other
similar behavior. It has also been used in the
agitated psychotic child. Investigators, especially in
Europe, feel content in diagnosing cyclical affective
disorders in children and find fairly broad use of
lithium carbonate.

Dosage is primarily determined on the basis of
maintaining blood levels from 0.5 mEq/L to 1.5
mEq/L, but usually around 1.0 mEq/L. Dosages
from 50 mg. to 1,800 mg. per day in divided doses
have been reported.

Side effects of lithium can be serious, and its use
must be carefully monitored on an inpatient basis
to begin with. Gastrointestinal symptoms, includ-
ing diarrhea, occur, while tremors, excess thirst,
and polyuria are also problems. Thyroid problems
have arisen with its use. Depression can occur with
the use of lithium carbonate. Toxicity produces
convulsions, coma, and death. Leukocytosis is de-
scribed with lithium, and if persistent, should con-
traindicate the medication’s use.

Anticonvulsants

Diphenylhydantoin. This medication has been
used with children who have uncontrolled behavior
or aggressive outbursts, specifically where the EEG
findings indicate some convulsant activity.

The dosage is in the range used for the anticon-
vulsant effect of the medication, 50 mg. to 200 mg.
per day in divided doses.

The side effects include anorexia, nausea, gum
hyperplasia, epigastric pain, hirsutism, skin rash,
lymphadenopathy, and ataxia, when one reaches
toxic levels.

Phenobarbital. This medication has little use in
childhood emotional disorders, except as an anti-
convulsant. The incidence of serious agitated re-
actions is quite high.



References

Alderton, H.R., and B.A. Hoddinott. (1964). A controlled
study of the use of thioridazine in the treatment of
hyperactive and aggressive children in a children’s
psychiatric hospital. Can. Psychiat. Assn. J. 9:239-
242.

Annell, A-L. (1969) Manic-depressive illness in children
and effect of treatment with lithium carbonate. Acta
Paedopsychiat. 36:292-301.

Arnold, E., P. Wender, K. McCloskey, and S. Snyder.
(1972) Levoamphetamine and dextroamphetamine:
Comparative efficacy in the hyperkinetic syndrome.
Arch. Gen. Psychiat. 27:816-822.

Bakwin, H. (1948) Benzedrine in behavior disorders for
children. J. Pediat. 32:215-216.

Bender, L., and F. Cottington. (1942) The use of amphet-
amine sulfate in child psychiatry. Am. J. Psychiat.
99:116-121.

Bradley, C. (1937) The behavior of children receiving
benzedrine. Am. J. Psychiat. 94:577-585.

Bradley, C. (1950) Benzedrine and dexedrine in the treat-
ment of children’s behavior disorders. Pediatrics 5:24-
37.

Campbell, M. (1975) Psychopharmacology in childhood
psychosis. In R. Gittleman-Klein, ed., Recent Ad-
vances in Child Psychopharmacology. New York: Hu-
man Sciences Press

Campbell, M., B. Fish, J. Korein, T. Shapiro, P. Collins,
and C. Koh. (1972) Lithium and chlorpromazine: A
controlled crossover study of hyperactive severely
disturbed young children. J. Aut. Child. Schizo. 2:234-
263.

Campbell, M., B. Fish, T. Shapiro, and A. Floyd. (1970)
Thiothixene in young disturbed children: A pilot
study. Arch. Gen. Psychiat. 23:7-72.

Cantwell, D.P., ed. (1975) The Hyperactive Child: Diag-
nosis, Management and Current Research. New York:
Spectrum Publications.

Carr, W.L. (1906) Practice of Pediatrics. New York: Lea
Brothers and Co.

Chapin, H.D., and G.R. Pisek. (1911) Diseases of Children.
New York: William Wood & Co.

Chessick, R., and R. McFarland. (1963) Problems in
psychopharmacologic research. J.A.M.A. 185:237-241.

Claghorn, J.L. (1972) A double-blind comparison of halo-
peridol (Haldol) and thioridazine (Mellaril) in outpa-
tient children. Curr. Ther. Res. 14:785-789.

Conners, C.K., and L. Eisenberg. (1963) The effects of
methylphenidate on symptomatology and learning in
disturbed children. Am. J. Psychiat. 12:458-464.

Conners, C.K., L. Eisenberg, and A. Barcai. (1962) Effect
of dextroamphetamine on children. Arch. Gen. Psy-
chiat. 17:478-485.

Conners, C.K., E. Taylor, G. Meo, M. Kurtz, and M.
Fournier. (1972) Magnesium pemoline and dextroam-
phetamine: A controlled study in children with mini-
mal brain dysfunction. Psychopharmacologica 26:321-
336.

PHARMACOTHERAPY 75

Cunningham, M.A., V. Pillai, and W.J. Rogers. (1968)
Haloperidol in the treatment of children with severe
behavior disorders. Brit. J. Psychiat. 114:845-854.

Cutts, K.K., and H.H. Jasper. (1939) Effect of benzedrine
sulfate and phenobarbital on behavior problem chil-
dren with abnormal EEG. Arch. Neur. Psychiat.
41:1138-1145.

Cytryn, L., A. Gilbert, and L. Eisenberg. (1960) The
effectiveness of tranquilizing drugs in supportive psy-
chotherapy in treating behavior disorders of children:
A double-blind study of eighty outpatients. Am. J.
Orthopyschiat. 30:113-129.

Cytryn, L., and D.H. McKnew, Jr. (1972) Proposed clas-
sification of childhood depression. Am. J. Psychiat.
129: 149-155.

Cytryn, L., and D.H. McKnew, Jr. (1974) Factors influ-
encing the changing clinical expression of the depres-
sive process in children. Am. J. Psychiat. 131:879-881.

D’Amato, G. (1962) Chlordiazeproxide in management
of school phobia. Dis. Nerv. Syst. 23:292-295.

Dyson, W.L., and A. Barcai. (1970) Treatment of children
of lithium-responding parents. Curr. Ther. Res. 12:286~
290.

Engelhardt, D.M., P. Palizos, J. Waizer, and S.P. Hoffman.
(1973) A double-blind comparison of fluphenazine and
haloperidol in outpatient schizophrenic children. J.
Aut. Child. Schizo. 3:128-137.

Faetra, G., L. Dooher, and J. Dowling. (1970) Comparison
of haloperidol on fluphenazine in disturbed children.
Am. J. Psychiat. 126:1670.

Fish, B. (1960) Drug therapy in child psychiatry: Phar-
macologic aspects. Comp. Psychiat. 1:212-227.

Fish, B. (1968) Drug use in psychiatric disorders of
children. Am. J. Psychiat. Suppl. 124:31-36.

Fish, B., and T. Shapiro. (1965) A typology of children’s
psychiatric disorders: I. Its application to a controlled
evaluation of treatment. J. Am. Acad. Child Psych.
4:32-52.

Fish, B., T. Shapiro, and M. Campbell. (1966) Long-term
prognosis with the response of schizophrenic children
to drug therapy: A controlled study of trifluoperazine.
Am. J. Psychiat. 123:32-39.

Fisher, S. (1959) Child Research in Psychopharmacology.
Springfield, Ill.: Charles C. Thomas.

Forster, F. (1961) Evaluation of Drug Therapy. Madison:
University of Wisconsin Press.

Frommer, E.A. (1967) Treatment of childhood depression
with antidepressant drugs. Brit. Med. J. 1:729-732.
Garfield, S.L., M.M. Helper, C.S. Willcott, and R. Muffly.
(1962) Effects of chlorpromazine on behavior in emo-
tionally disturbed children. J. Nerv. Ment. Dis. 135:147-

154.

Gatski, R.L. (1955) Chlorpromazine in the treatment of
emotionally maladjusted children. J.4.M.A4. 157:1290-
1300.

Ginn, S.A,, and L.B. Hohman (1953) The use of d-
amphetamine in severe behavior problems of children.
South. Med. J. 46:1124-1127.

Gittelman-Klein, R., and D. Klein. (1970) Controlled



76  ZRULL

imipramine treatment of school phobia. Arch. Gen.
Psychiat. 25:204-207.

Greenblatt, D.J.,, and R.I. Shader. (1974) Benzodiaze-
pines. New Eng. Med. J. 291:1011-1015.

Huessy, H., and A.L. Wright. (1970) The use of imipramine
in children’s behavior disorders. Acta Paedopsychiat.
208:1613-1614.

Knobel, M. (1962) Psychopharmacology for the hyperki-
netic child. Arch. Gen. Psychiat. 6:198-202.

Kraft, ILA., .M. Marcus, W. Wilson, D.V. Swander, N.W.
Rumage, and E. Schulhoffer. (1959) Methodological
problems in studying the effect of tranquilizers in
children, with specific reference to meprobamate.
South. Med. J. 52:179-185.

Laufer, M.W., and E. Denhoff. (1957) Hyperkinetic behav-
ior syndrome in children. J. Pediat. 50:463-474.

Lindsley, D.B., and C.E. Henry. (1942) The effect of drugs
on behavior and the EEGs of children with behavior
disorders. Psychosom. Med. 4:140-149.

Lucas, A. (1967) Gilles de la Tourette’s disease in children,
treatment with haloperidol. Am. J. Psychiat. 124:147-
149.

Lucas, A.R., P.E. Kauffman, and E.M. Morris. (1967)
Gilles de la Tourette’s disease: A clinical study of 15
cases. J. Am. Acad. Child Psychiat. 6:700~722.

Lucas, A.R., H.S. Lockett, and E. Grimm. (1965) Ami-
tryptiline in childhood depressions. Dis. Nerv. Syst.
26:105-110.

MacLean, R.E.G. (1960) Imipramine hydrochloride (Tof-
ranil) and enuresis. Am. J. Psychiat. 117:551.

McAndrew, J.B., Q. Case, and D. Treffert. (1972) Effects
of prolonged phenothiazine intake on psychotic and
other hospitalized children. J. Aut. Child. Schizo. 2:75.

Mendelson, W., N. Johnson, and M.A. Stewart. (1971)
Hyperactive children as teenagers: A follow-up study.
J. Nerv. Ment. Dis. 153:273-279.

Millichap, J.G. (1968) Drugs in management of hyperki-
netic and perceptually handicapped children.
J.A.M.A. 206:1527-1530.

Millichap, J.G. (1974)Drugs in management of minimal
brain dysfunction. Ann. N.Y. Acad. Sci. 205:321-334.

Millichap, J.G., and E.E. Boldrey. (1967) Studies in hy-
perkinetic behaviors: II. Laboratory and clinical eval-
uations of drug treatments. Neurology 17:467-471.

Minde, K., G. Weiss, and M. Mendelson. (1972) A five-
year follow-up of 91 hyperactive school children. J.
Am. Acad. Child Psychiat. 11:595-610.

Molitch, M., and A K. Eccles. (1937) The effect of ben-
zedrine on the intelligence scores of children. Am. J.
Psychiat. 94:587-590.

Moskowitz, H. (1971) Benzedrine therapy for the mentally
handicapped. Am. J. Ment. Def. 45:540-543.

Oettinger, L. (1962) Chlorprothixine in the management
of problem children. Dis. Nerv. Syst. 23:568-571.

Pasamanick, B. (1951) Anticonvulsant drug therapy of
behavior problem children with abnormal electroen-
cephalograms. Arch. Neur. Psychiat. 65:752-766.

Pilkington, L. (1916) Comprehensive effects of lithium and
taractan on behavior disorders of mentally retarded
children. Dis. Nerv. Syst. 22:573-575.

Piuk, C.L. (1963) Clinical impressions of hydroxyzine and
other tranquilizers in a child guidance clinic. Dis. Nerv.
Syst. 24:483-488.

Pouissant, A.F., and K.G. Ditman. (1965) A controlled
study of imipramine (Tofranil) in the treatment of
childhood enuresis. J. Pediat. 67:283-290.

Poznanski, E., V. Krahenbuhl, and J. Zrull. (1976) Child-
hood depression: A longitudinal perspective. J. Am.
Acad. Child. Psychiat. 15:491-501.

Poznanski, E., and J.P. Zrull. (1970) Childhood depres-
sion: Clinical characteristics of overtly depressed chil-
dren. Arch. Gen. Psychiat. 23:8-15.

Report of the Conference on the Use of Stimulant Drugs
in the Treatment of Behaviorally Disturbed Young
School Children. Psychopharmacol. Bull. 7:23-29.

Safer, D., R. Allen, and E. Barr. (1972) Depression of
growth in hyperactive children on stimulant drugs.
New Eng. J. Med. 287:217-220.

Satterfield, J., D. Cantwell, and B. Satterfield. (1974)
Pathophysiology of the hyperactive child syndrome.
Arch. Gen. Psychiat. 31:839-844.

Schnackenberg, R. (1973) Caffeine as a substitute for
schedule II stimulants in hyperkinetic children. Am.
J. Psychiat. 130:796-798.

Shapiro, A.K., E. Shapiro, H. Wayne, J. Clarkin, and
R.D. Brunn. (1973) Tourette’s syndrome: Summary of
data on 34 patients. Psychosom. Med. 34:419-435.

Shaw, C.R., H.J. Lockett, A.R. Lucas, C.H. Lamontagne,
and E. Grimm. (1963) Tranquilizer drugs in the treat-
ment of emotionally disturbed children: 1. Inpatients
in a residential treatment center. J. Am. Acad. Child
Psychiat. 2:725-742.

Simeon, J., B. Saletu, M. Saletu, T.M. Itil, and J. Da
Silva. (1974) Thiothixene in childhood psychosis. In
1.S. Forrest, S.J. Carr, and E. Usdin, eds., Phenothia-
zines and Structurally Related Drugs: Advances in
Biochemical Psychopharmacology. New York: Raven
Press.

Tarjan, G., V.E. Lowery, and S.W. Wright. (1957) Use of
chlorpromazine in two hundred seventy-eight men-
tally deficient patients. J. Dis. Child. 94:294-300.

Weiss, G., E. Kruger, U. Danielson, and M. Elman. (1975)
Effect of long-term treatment of hyperactive children
with methylphenidate. Can. Med. Assn. J. 112:159-165.

Wender, P.H. (1971) Minimal Brain Dysfunction in Children.
New York: Wiley-Interscience.

Wender, P.H. (1975) Speculations concerning a possible
biochemical basis of minimal brain dysfunction. Int.
J. Ment. Health 4:11-28.

Werry, J.S. G. Weiss, V. Douglas, and J. Martin. (1966)
Studies in the hyperactive child III: The effect of
chlorpromazine upon behavior and learning ability. J.
Amer. Acad. Child Psychiat. 5:292-312.

Winsberg, B., 1. Bialer, S. Kupietz, and J. Tobias. (1972)
Effects of imipramine and dextroamphetamine on
behavior of neuro-psychiatrically impaired children.
Am. J. Psychiat. 128:1425-1431.

Winsberg, B., S. Goldstein, L. Yepes, and J. Perel. (1975)
Imipramine and electrocardiographic abnormalities in
hyperactive children. Am. J. Psychiat. 132:542-545.



Zimmerman, F., and B. Burgermeister. (1958) Action of
methylphenidate and reserpine in behavior disorders
in children and adults. Am. J. Psychiat. 115:323-328.

Zrull, J.P., J.C. Westman, B. Arthur, and W.A. Bell. (1963)
A comparison of chlordiozepoxide, d-amphetamine
and placebo in the treatment of the hyperkinetic
syndrome in children. Am. J. Psychiat. 120:590-591.

Zrull, J.P.,, J. C. Westman, B. Arthur, and D.L. Rice.

PHARMACOTHERAPY 77

(1964) A comparison of diazepam, d-amphetamine,
and placebo in the treatment of the hyperkinetic
syndrome in children. Am. J. Psychiat. 121:588-589.

Zrull, J.P., J.C. Westman, B. Arthur, and D.L. Rice. (1966)
An evaluation of methodology used in the study of
psychoactive drugs for children. J. Am. Acad. Child
Psychiat. 5:284-291.



Copyright 1980, Spectrum Publications, Inc.

Treatment of Emotional Disorders in Children and Adolescents

CHAPTER 7

Brief Psychotherapy

Introduction

The practice of brief psychotherapy with children
varies with the relatively few practitioners who
employ it in both form and content. It is a prag-
matic treatment approach based on several theo-
retical orientations and utilizing multiple methods
and techniques. Nevertheless, a number of elements
generally are recognized as fundamental to this
psychotherapeutic approach:

Duration: Brief psychotherapy is time-limited. It
is brief relative to more traditional, open-ended
dynamically oriented psychotherapies. Its duration
may vary from 3 hours (Shulman, 1960) to as long
as 6 months (Proskower, 1969) depending on the-
oretical formulation and technique, or external
time constraints, such as the departure of therapist
or patient, limitations of insurance coverage, or
clinic policies.

Focus: In time-limited psychotherapy, therapist
and patient must focus on specific issues and de-
velop particular goals consistent with the realities
of time and psychopathology. While all psycho-
therapists should define goals and assess progress
toward them, this is an essential element of brief
psychotherapy (Rosenthal and Levine, 1971; Parad
and Parad, 1968).

Reality, ““Here and Now" Orientation: Time-lim-
ited therapy does not allow lengthy excursions into
the patient’s past for detailed analysis of early
conflicts. The patient’s past is explored, but pri-
marily to understand and relate it to present life
situations. Brief therapy concentrates on present,

Alan J. Rosenthal

“here and now” issues, both interpersonal and
intrapsychic. This is not to say that brief therapy
is limited to crisis intervention or symptom re-
moval. It may focus on more chronic conflicts as
well, but does so with a present, reality oriented
approach.

Family-Oriented Approach: Brief therapy with
children, because of the child’s obvious dependence
on significant others for growth and development
and for meeting physical and emotional needs,
requires a family-oriented approach. In this sense,
it moves beyond “individual psychotherapy.” Par-
ents and other family members must be involved
in the brief therapy process, as much or even more
than the child himself. Flexibility in involving other
family members as indicated by the treatment focus
and goals is a significant feature of this therapeutic
approach and will be discussed later.

History

The development of brief therapy, with adults as
well as with children and families, has probably
been hindered by a widespread bias among mental
health professionals that the most valuable and
preferred mode of treatment is long-term psy-
choanalytic psychotherapy. Other treatment mo-
dalities, including brief therapy, often have been
relegated to positions of second-class or inferior
status. Actually brief psychotherapy was practiced
by Freud and his followers, and has been encour-
aged by many psychoanalytic and psychiatric prac-
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titioners and writers—Breuer and Freud (1957),
Fenichel (1954), and Alexander (1951), to name only
a few. In 1941, the Chicago Institute for Psycho-
analysis examined the topic in a national scientific
meeting on brief psychotherapy. This approach
received further emphasis as emergency and brief
therapy achieved importance to the military during
World War II (Kardiner, 1941), and as a result of
Lindemann’s development of crisis intervention
techniques in the 1940’s (1944). Since that time, the
use of brief psychotherapy has continued to in-
crease, particularly with adults. Numerous articles
and volumes have been written about the topic
(Wolberg, 1965; Small, 1971; Barton, 1971; Lewin,
1970; Phillips and Weiner, 1966), and brief therapy
has become a more accepted treatment modality in
general psychiatric practice.

Although practiced in community child guidance
clinics for many years, therapy of relatively short
duration with children was not originally identified
as “brief therapy.” From the reports of a number
of early practitioners, it appears that at least some
of the child psychotherapy they employed was
relatively brief—that is, up to 6 months in duration.
Witmer (1946) compiled reports of several session-
by-session case studies by different child therapists
handled within a 6-month period. Blanchard (1946),
Rank (1946), and Allen (1946) in particular report
cases treated within 20 sessions. Allen (1942) also
describes a number of cases that he treated with
relatively short-term therapy in Psychotherapy with
Children, published in 1942. Early reports by Sol-
omon (1948) and by Levy (1939) describe techniques
in play therapy particularly applicable to brief
therapy.

In addition to these reports, many community
clinics and social service agencies, confronted with
large caseloads and long waiting lists, have em-
ployed this technique for years, and some have
reported successful results with brief therapy (Phil-
lips and Johnston, 1954; Alpern, 1956). Labeled as
such, brief psychotherapy with children and fami-
lies has been used at least since 1949 (Bruch) but
while sporadic reports in the literature advocated
its use in the following decade, it was not until the
1960’s that reports of its success appeared with
more frequency (Shulman, 1960; Cytryn, Gilbert,
and Eisenberg, 1960; Coddington, 1962; Kaffman,
1963; Kennedy, 1965; Hare, 1966; Mackay, 1967,
Springe, 1968; Lester, 1968). These and other studies
have begun to focus on treatment techniques in
brief therapy with children (Rosenthal and Levine,
1971; Parad and Parad, 1968), types of problems
treated with this modality (Lester, 1968; Rosenthal

and Levine, 1970), and evaluation of treatment
outcome and therapeutic results (Phillips and John-
ston, 1954; Kaffman, 1963; Kennedy, 1965; Hare,
1966; Rosenthal and Levine, 1970; Shaw, Blumen-
feld, and Senf, 1968; Phillips, 1960).

As pressures in community mental health in-
crease for expanded treatment services to broader
populations and larger numbers of emotionally
disturbed children and families, reports of the use
of brief therapy also increase. More recently, a
volume devoted entirely to brief therapy with chil-
dren and their parents has been published (Barton
and Barton, 1973). This modality now appears to
be developing a more recognized position in child
and family psychotherapeutic practice.

Theoretical Contributions

As a pragmatic approach, brief therapy draws
upon a variety of psychological schools of thought,
and utilizes interventions from widely diverse the-
oretical orientations. While brief therapy is not
synonymous with crisis intervention, its effects are
based partially on elements of crisis theory. The
child’s and family’s greater motivation for change,
and the greater fluidity of intrapsychic and inter-
personal dynamics during times of crisis allow the
opportunity to effect change more rapidly (Berlin,
1970, Waldfogel, Tessman, and Hahn, 1959). Effec-
tive brief therapy provides aid at times of stress
when pressure to alter behavior, relationships, and
maladaptive patterns is at a peak.

Brief therapy emphasizes the self-healing capac-
ities of children and families (Phillips and Johnston,
1954; Barton and Barton, 1973). While areas of
conflict and pathological behaviors are explored
and interpreted with a view toward change, the
family’s psychological strengths receive significant
attention and support (Rosenthal and Levine, 1971;
Berlin, 1970, Barton and Barton, 1973). Adaptive
coping mechanisms are encouraged and developed,
and family members learn to use these in response
to present and future stress. Brief therapy places
explicit responsibility for dealing with problems
upon the child and parents. As family members
learn to cope with and overcome current conflicts,
they are also guided in anticipating and successfully
preventing or managing future conflicts. Recogni-
tion of the family’s basic capabilities to manage its
situation, and with the therapist’s interventions,
allowing their psychological strengths to maintain
the self-healing process, are basic to the practice of
brief psychotherapy.

Other theoretical bases of brief therapy also



relate to its reality, here-and-now orientation. Brief
therapy is a directive process in which the therapist
actively intervenes in family members’ relationships
and behavior. Directive guidance can precipitate
behavioral change, and it is well documented that
persisting changes in affect, psychodynamics, and
intrapsychic and interpersonal patterns can follow
such brief therapeutic contacts (Wolberg, 1965; Phil-
lips and Johnston, 1954; Kaffman, 1963; Berlin,
1970; Thomas, Chess, and Birch, 1968; Kelleher,
1968; Malan, 1963; Heinicke and Goldman, 1960;
Psychiatric News, 1975). Affective insights may oc-
cur after the brief therapy process, and help to
maintain the behavioral changes that began during
the process itself. This does not imply that brief
therapy will “cure” all present and future psycho-
logical distress. On the contrary, many families will
experience additional stress as their development
progresses, as children enter new developmental
stages, as parents age, as economic, vocational,
and sociocultural shifts occur, as unforeseen trag-
edy strikes. These later periods of stress may re-
quire additional brief therapy, usually not as
lengthy as the initial course, to resolve the issues
involved and to guide the family back to independ-
ent functioning. Further, the need for additional
brief therapy does not imply its failure initially.
Families vary in their abilities to cope with stress,
and many will require periodic “booster’ sessions
of therapy following the initial course of brief
therapy to manage later crises. This approach
allows for therapeutic contact over a longer period
of time, and avoids the implication of failure for
those requesting additional therapeutic assistance.
Brief therapy employs techniques from varied
theoretical positions. Intrapsychic conflicts of child
and parents are explored and interpreted directly.
Interpersonal relations, parent-child, marital, and
others are analyzed in detail. Directions for im-
proving communication, relationships, feelings, re-
duction of symptoms, and developing methods of
reinforcing and maintaining improvement are pro-
vided. Brief therapy utilizes theory and interven-
tions of analytically oriented psychotherapy, behav-
ior modification (Werry and Wollershein, 1967,
Wagner, 1968), communication theory, Gestalt ther-
apy, marital and family therapy, educational ap-
proaches (Barton and Barton, 1973), and others.

Applicability

Controversy exists over the indications and con-
traindications for brief therapy. Many emotionally
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disturbed children and families are not responsive
to traditional long-term psychotherapy. Brief ther-
apy may be indicated for these families. Long-term
psychotherapy may be inappropriate for some be-
cause of particular educational, sociocultural, or
attitudinal and personality characteristics, or be-
cause of particular types of psychopathology—for
example, certain characterologic or conduct disor-
ders. In such situations, a brief, directive therapeu-
tic approach, with regular follow-up, may be useful.

These indications for brief therapy, however, are
indications by default. Conversely, it has been
argued that all children and families requesting
treatment should receive brief therapy initially, and
only after determining this is insufficient should we
commit ourselves to lengthier approaches (Barton
and Barton, 1973). Nevertheless, particular situa-
tions do appear more conducive to brief therapy
approaches than others. These situations may relate
to the child and family, to the therapist, or to the
external environment itself.

The Child and Family
Prevention

The so-called normal problems of child and
family development that may reveal themselves in
primary prevention services can usually be man-
aged in a brief therapy setting (Barton and Barton,
1973; Augenbraun, Reid, and Friedman, 1967). Par-
ent or child discussion groups or individual family
consultations can provide the support, direction,
and insight necessary for most families to cope
with the situation successfully (Barton and Barton,
1973). Programs in secondary prevention, which
emphasize the early identification of problems, may
also uncover situations appropriate for brief ther-
apy. The milder the presenting problems and the
shorter their duration, the greater is the indication
for brief therapy. In addition, prevention programs
for target populations, such as mothers and infants
at risk because of complications of pregnancy,
prematurity (Caplan, Mason, and Kaplan, 1965),
birth trauma, deprivation, and others can identify
potential or beginning conflicts which might be
managed in a brief therapy setting.

Acute Crisis

As mentioned previously, family crises provide
an opportunity for change; individuals are in dis-
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tress, relationships and psychodynamic mecha-
nisms are more fluid, and motivation for change is
usually high. Brief therapy is an appropriate ap-
proach during and following these crises (Berlin,
1970). Brief therapy programs may provide out-
reach services to target populations in crisis, such
as families experiencing severe illness or death,
divorcing families, and those experiencing other
types of social or personal distress. Separation
from or loss of a family member are particular
indications for brief therapy (Kliman, 1971). As will
be discussed later, termination, with its related
aspects of separation and loss, is a major issue in
the process of brief therapy. Because of this em-
phasis, brief therapy is a useful approach to help
the child and family cope with a separation or loss
experience. o

Childhood Adjustment and Neurotic Problems

A wide variety of behavioral problems in child-
hood can be treated with brief therapy. This ap-
proach has been effective in cases of phobic, par-
ticularly school phobic (Kennedy, 1965; Waldfogel,
Tessman, and Hahn, 1959), depressive, withdrawn,
or aggressive or regressive behavior;, with delin-
quent, ‘‘hard-to-teach” children (Minuchin, Cham-
berlain, and Graubard, 1967; Gordon, 1970), and
with problems of drug abuse (Gottschalk et al.,
1970); in families with parent-child conflicts (Phil-
lips and Johnston, 1954) or with marital discord,
but with a reasonable degree of family and envi-
ronmental stability (Rosenthal and Levine, 1970).
More severe symptomatology and more chronicity
of child or parental problems are associated with
a less favorable prognosis in brief therapy and
constitute a lesser indication for its use (Rosenthal
and Levine, 1970; Barton and Barton, 1973)

More Severe Disturbances

While more severe and chronic disturbances have
a poorer prognosis in brief therapy, it may be quite
appropriately used when the focus and goals of
therapy are carefully and realistically selected and
pursued. Families with a psychotic child, a signifi-
cantly mentally retarded child, severe marital dis-
cord or parental psychopathology, or multi-prob-
lem families can benefit from brief therapeutic
interventions focused on a specific area of difficulty

or recent crisis situation (Argles and Mackenzie,
1970). In such cases of course, continued care and
therapeutic contact usually are required. These
families may receive ongoing care from a social
service or child treatment center, while more inten-
sive but brief therapy is reserved for them during
times of particular stress or for particular focal
issues.

Other Family Indications

In addition to the above clinical situations, sev-
eral individual and family characteristics have been
identified which are associated with a favorable
prognosis in brief therapy.

Motivation. As mentioned previously, motivation
for change is a significant factor in successful brief
therapy (Rosenthal and Levine, 1971; Berlin, 1970,
Waldfogel, Tessman, and Hahn, 1959). Motivation
is often strong during an acute crisis, but whether
the difficulties are acute or chronic, the child’s and
parent’s desire for therapeutic change is an indica-
tion for brief therapy

Parental Flexibility and Capacity for Change.
Regardless of their expression of motivation, pa-
rental personality structure and capability for shifts
in behavior and attitude are critical factors in brief
therapy. Their presence is an indication for its use
(Lester, 1968).

Developmental Progression of Child. The child
who has the capacity to move through develop-
mental stages without severe blocks or fixations in
development, with relatively stable early attach-
ments, with the ability to relate reasonably well,
and without incapacitating handicaps or illness,
has a more favorable prognosis in brief therapy
(Lester, 1968).

Parental and Family Stability. While parental pa-
thology and marital discord are not in themselves
contraindications to the use of brief therapy, some
degree of stability in parents and family structure
is important in its use. A background of impending
divorce or family dissolution, chronic ambiguity
about the child’s placement or living situation, or
other factors indicating an uncertain or unstable
family structure may not allow a sufficiently firm
foundation on which to develop psychotherapeutic
change (Rosenthal and Levine, 1970). Of course, an
acute situation of instability, as may occur in di-
vorce, illness, or death, may be a clear indication
for the use of brief therapy to help the child and
family cope with the crisis and regain some stability.



The Therapist

Motivation of the therapist for brief therapy is
associated with a favorable outcome in this ap-
proach (Rosenthal and Levine, 1970, 1971). A num-
ber of reports indicate that therapists who believe
that only a brief period of time is necessary for
treatment are successful in brief therapy (Frank,
1961). Therapists who remain skeptical of the ap-
proach because of past training, experience, peer
pressures, clinic policies, and so forth are less
successful in spite of attempts to employ brief
therapy. Lower therapist motivation is associated
with brief therapy failures, and referrals for further
treatment following the brief therapy period (Ro-
senthal and Levine, 1971).

Therapist style in conducting therapy is a further
factor in successful brief therapy. Therapists with
inactive, non-directive, or relatively inflexible styles
have less success with brief therapy. Therapeutic
flexibility and an active, often directive approach
are associated with a more favorable treatment
outcome (Rosenthal and Levine, 1970; Barton and
Barton, 1973).

The Environment

Stability of the family’s external environment is
a further factor associated with successful brief
therapy. As well as a predictable family structure,
predictability in the family’s living situation, hous-
ing and neighborhood, economic situation, and
social structure form a firm base upon which
therapeutic change can occur.

Complications and Contraindications

The potential complications of a brief therapy
approach result from inexperience with the method
or absence of adequate supervision, or from errors
in evaluation and development of therapeutic goals.
Brief therapy is not an arbitrarily abbreviated form
of traditional long-term psychotherapy. It has a
particular set of methods and techniques, and
inexperience or failure to become familiar with
them may lead to therapeutic disappointments.
Supervision or peer consultation will help to avoid
a variety of pitfalls in the brief therapy process:
assessment of family and therapist motivation;
selection of treatment goals; issues of termination;
transference and future planning. In addition, reg-
ular peer consultation provides stimulation and
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reinforcement for the therapist to continue the
practice of brief therapy. Without such reinforce-
ment, therapists frequently revert to more com-
fortable, less intense, open-ended therapy based on
past training and experience.

Rapid evaluation and setting realistic treatment
goals are crucial to the brief therapy process. Errors
in evaluation of the child and family may result in
inappropriate treatment goals, beyond the capabil-
ity of the child or family to achieve. Even more,
urging the family toward goals beyond their capac-
ity may push them into deeper difficulties or de-
spair. These potential complications are avoidable
however, given sufficient therapist preparation and
adequate consultation as the brief therapy process
progresses.

Brief therapy is contraindicated when the poten-
tial for achieving therapeutic goals during the treat-
ment period is low. Such situations may include
severe and chronic psychosis; significant mental
retardation; the need for institutionalization; ab-
sence of early, stable attachments; lifelong severe
characterologic problems; absence of any family or
environmental stability; absence of family motiva-
tion; absence of therapist motivation (Rosenthal
and Levine, 1971; Kaffman, 1963). Lester (1968)
identifies developmental retardation, an internal-
ized and complicated neurotic structure, multiple
phobias, and characterologic disorders as situations
having an unfavorable prognosis in brief therapy
with children and families; these disorders consti-
tute a relative contraindication to its use.

Brief therapy may be useful even with children
and families with these difficulties (with the excep-
tion of absence of motivation), provided limited
and realistic therapeutic goals are set (Kaffman,

1963).

Methods
Time Limit

A specified period of time in which formal ther-
apy will occur is basic to the practice of brief
therapy. The time period may be similar for vir-
tually all children and families selected for this
approach (Rosenthal and Levine, 1970), or it may
be individually determined depending on each fam-
ily’s problems and needs (Proskower, 1969). The
existence of limited time places a certain therapeu-
tic pressure (Rosenthal and Levine, 1971) or expec-
tation for improvement on both the therapist and
family. If guided appropriately by the therapist—
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that is, not allowed to become excessive or de-
manding—this pressure appears to enhance the
therapeutic process itself. Preset time limits in
therapy have been associated with favorable treat-
ment outcome, fewer dropouts from therapy, and
greater patient motivation. (Parad and Parad, 1968).

The therapist must specify explicitly the nature
of the time limit to the family as treatment begins.
Their agreement and cooperation to work on ther-
apeutic issues within this time frame form the basis
of the treatment contract.

Treatment Focus and Goals

As mentioned previously, brief therapy must be
goal-oriented (Proskower, 1969; Rosenthal and Lev-
ine, 1971; Parad and Parad, 1968; Mackay, 1967).
Given a limited time period for therapy, a rapid
child and family evaluation and delineation of
problem areas are essential. Based on this evalua-
tion, which should include both psychodynamic
and behavioral formulations, therapeutic goals
which become the focus of the brief therapy are
selected.

The selection of treatment goals in brief therapy
may involve selecting out inappropriate therapeutic
goals as well. Particular aspects of family psycho-
pathology may be unrelated to the presenting prob-
lems and may be unsuitable for treatment in a brief
therapy setting. Such psychopathology is some-
times evident during the initial family evaluation
or is uncovered later in the brief therapy process.
The therapist may have to avoid dealing with this
psychopathology in order to focus sufficiently on
the brief therapy treatment goals. Of course, treat-
ment goals can and should be altered if other
psychopathology becomes more prominent and
pressing. In any event, additional treatment follow-
ing or outside of the brief therapy should be
recommended if indicated.

At this point the family is informed, in frank
language they can both accept and understand, of
the therapist’s evaluation and treatment focus or
goals. Often, and particularly when family moti-
vation is high, the evaluation is consistent with the
family’s view of their difficulties, and delineating
treatment goals becomes a shared process, begin-
ning a collaborative relationship between therapist
and family. When the evaluation is inconsistent
with the family’s perceptions or attitudes, the ther-
apist may delineate acceptable formulations and
treatment goals; at the same time, he may also
propose, tactfully but directly and with sufficient

explanation, additional formulations or treatment
goals which he and the family may wish to pursue
as therapy progresses. When such formulations are
reasonably accurate, families, in our clinical expe-
rience, either perceive them as sound or are willing
to consider them further in therapy. Reluctance to
consider particular formulations, while perhaps
indicating resistance, should also raise suspicions
of erroneous formulations or questionable moti-
vation for therapeutic change.

Formulations presented to the family by the
therapist may be intrapsychic, interpersonal, com-
municational, or behavioral and symptomatic.
Similarly, treatment goals may focus on any or
several of these levels. While a focus on presenting
symptoms and “here-and-now’’ problems is essen-
tial, approaching underlying psychopathology,
either intrapsychic or interpersonal, is frequently
indicated and useful. Therapeutic intervention with
both symptoms and underlying psychopathology
in a brief therapy setting can effect significant
behavioral and attitudinal changes and often has
lasting therapeutic benefit (Wolberg, 1965; Phillips
and Johnston, 1954; Kaffman, 1963; Berlin, 1970).

Rapport

The development of rapport or positive transfer-
ence is an important feature of most psychotherapy,
but is essential in brief therapy (Proskower, 1969;
Rosenthal and Levine, 1971; Shaw, Blumenfeld, and
Senf, 1968). With limited time, the early establish-
ment of rapport and a therapeutic alliance are
necessary if the collaborative work of therapist and
family is to occur. The sharing of a treatment focus
and goals is the beginning of the therapeutic alli-
ance, and maintaining this positive relationship is
crucial in the brief therapy process.

Therapist Activity

Brief therapy is characterized by active, often
directive interventions (Rosenthal and Levine, 1971;
Wagner, 1968). Conveying formulations and setting
treatment goals with the family is an active process,
and the therapist maintains this stance throughout
the brief therapy period (Rosenthal and Levine,
1971; Barton and Barton, 1973). The therapist’s
activities may include interpretations and confron-
tations, based on formulations and goals, as well
as support, advice and direction.

The therapist must utilize his rapport with the



family, the limited therapy time period, the family’s
motivation, and their collaborative definition of
treatment goals, to urge them into active partici-
pation in the therapy process both within and
between therapy sessions. Family members are re-
quested to undertake homework assignments re-
lated to their particular difficulties and treatment
goals. Homework may involve family members
consciously attempting to change a piece of behav-
ior; structuring discussion of a conflictual issue;
reading materials in child development (Fraiberg,
1959), temperament and parent-child ‘‘fit”
(Thomas, Chess, and Birch, 1968; Chess, Thomas,
and Birch, 1965), family communication (Gordon,
1970), behavior modification (Patterson and Gul-
lion, 1968; Patterson, 1971; Smith and Smith, 1966;
Becker, 1971), and parent-child relationships (Gin-
ott, 1965; Salk, 1973); restructuring tasks and activ-
ities at home to alter stereotypic patterns of behav-
ior; or assigning activities to enhance parental and
marital relationships.

Behavioral change may precede emotional and
attitudinal change (Wolberg, 1965; Phillips and
Johnston, 1954; Kaffman, 1963; Berlin, 1970;
Mackay, 1967; Kelleher, 1968; Malan, 1963; Heinicke
and Goldman, 1960; Psychiatric News, 1975). As
motivated family members engage in new behav-
iors, albeit somewhat structured and mechanical at
first, their hope and desire for further change is
enhanced, and the process becomes self-reinforcing.
During therapy sessions homework assignments
are reviewed, particularly the interpersonal encoun-
ters of family members, always relating them to
treatment formulations and goals. Reviewing fail-
ures of homework assignments often leads to pro-
ductive exploration of other intrapsychic, charac-
tefologic, and interpersonal issues. Modifying
difficult assignments to become more manageable,
exploring affective levels in carrying out assign-
ments, and reviewing successful assignments, em-
phasize the responsibility family members must
take themselves in the therapy process.

In developing and assigning homework tasks,
the therapist must assess the psychological
strengths of the child and parents, and help them
to utilize these strengths in coping with their diffi-
culties. Emphasis on psychological strengths, cop-
ing mechanisms, and adaptive interactions further
places therapeutic responsibility on the family
members, enhances independence and self-esteem,
and fosters a self-healing process that can continue
beyond the brief therapy period.

In the process of brief therapy, the therapist
should:
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1. Provide insight and education into the origins
and factors maintaining psychopathology—
intrapsychic, interpersonal, communicational,
symptomatic, or environmental reinforce-
ment.

2. Begin a process of therapeutic change through
structured, assigned behavioral tasks for fam-
ily members.

3. Gradually shift responsibility for maintaining
and expanding behavioral change to the fam-
ily, helping them to utilize psychological
strengths, and adaptive coping mechanisms,
whether old or new.

4. Anticipate with the family potential pitfalls or
future times of crisis, and plan adaptive re-
sponses if not the prevention of problems,
based on the insights and new behaviors
learned and practiced during the brief therapy
period.

While differing views exist, our own preference
for a single therapist, as opposed to co-therapists
conducting brief child and family therapy is sup-
ported in the literature (Kaffman, 1963). The single
therapist can more easily maintain a cohesive view
and consistent approach in the brief therapy pro-
cess, and can avoid the often time-consuming but
necessary coordination of collaborative confer-
ences. With this in mind, peer group consultation
for the therapist becomes even more important.

Termination

Because of the time limitation, termination is a
central issue throughout the brief therapy process
(Rosenthal and Levine, 1971; Mackay, 1967). It is
introduced during the initial session as the time
limit is explained. For many families requesting
psychotherapy, loss or anticipated loss is a signifi-
cant dynamic feature of their concerns or difficul-
ties. Termination in brief therapy is handled as a
reality issue, but where appropriate, also as a
representation of previous significant loss. The
therapist reminds the family of the approaching
termination throughout the brief therapy period,
and actively explores related feelings and behavior.
Final sessions should include some review of the
therapy, insights or knowledge gained, new atti-
tudes or patterns of behavior developed, and prog-
ress in approaching the goals of treatment. Future
difficulties should be anticipated with the family,
with preparation for coping with potential crises.

Finally, brief therapy should not be viewed, nor
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perhaps should any psychotherapy, as marking the
end of emotional upsets or crises in an individual’s
or family’s life. Hopefully, the family will be better
able to handle crises after therapy, but they may
require *“‘booster” sessions to reinforce insights and
behavior. Returning for further sessions is not
necessarily a failure of brief therapy, and the op-
portunity to return if additional family crises arise
is an integral part of the brief therapy process
(Rosenthal and Levine, 1971; Kerns, 1970).

Therapy Structure
Length and Frequency

While variations exist according to therapist pref-
erence and the nature of the family psychopathol-
ogy, brief therapy generally has a time limit of
between 2 and 6 months (Proskower, 1969), with 3
months being a commonly used period (Rosenthal
and Levine, 1970; Parad and Parad, 1968).

Frequency of therapy sessions is one to two hours
per week, including sessions with the child, parents,
or the entire family. For adequate evaluation, indi-
vidual interviews with the child and each parent,
as well as with the parents conjointly are helpful.
Following the evaluation, family members selected
to be involved in further therapy sessions depend
on the treatment focus and goals.

Family-Oriented Approach

As well as selecting particular goals during the
brief therapy process, the particular family mem-
bers to be involved in the therapeutic sessions also
require selection. This, of course, depends on the
case formulation and treatment goals. The focus of
therapy may be on marital difficulties, in which
case the parents would be involved in most sessions.
If parent-child relationships and child management
are central issues, the parent and child would be
involved, both individually and conjointly. The
therapist must maintain a good deal of flexibility
in providing therapeutic sessions for individual or
combinations of family members as the treatment
goals indicate.

A family-oriented approach is usually main-
tained in brief therapy, and family members other
than the child presented as the identified patient
are seen as often or more often than the child
himself (Rosenthal and Levine, 1970; Barton and

Barton, 1973). The issues addressed during therapy
reflect a family orientation, and usually consist of
such topics as child-rearing practices, family com-
munication, parent-child relationships, marital re-
lationships, sibling rivalries, and child or parent
intrapsychic conflicts that affect other family mem-
bers (Rosenthal and Levine, 1971).

Other Activities of the Therapist

During the brief therapy process, other activities
by the therapist are appropriate to stimulate ther-
apeutic change during treatment, and to maintain
it following termination. For example, the use of
medication indicated for symptomatic treatment of
hyperkinesis, anxiety, and other symptoms may
enhance the brief therapy process (Cytryn, Gilbert,
and Eisenberg, 1960).

Other simultaneous activities often involve some
form of environmental manipulation. They may
involve brief consultations, by telephone or office
visit, with supportive individuals significant in the
child’s and family’s life—pediatricians, clergy, close
relatives, associates, welfare workers, etc. School-
teachers or counselors may be valuable allies in
providing therapeutic approaches for the child in
his class and school activities (Heinicke and Gold-
man, 1960). Any individuals sufficiently involved in
the family’s life who can provide ongoing support
for therapeutic change may be included, with the
family’s approval, through brief consultation in the
therapeutic process.

Depending on the therapeutic goals delineated,
other activities during and following brief therapy
may be indicated. Structured peer group activities
for the child, outside-of-home activities for the
single parent or the marital couple, and total family
activities may help to support and maintain ther-
apeutic change begun during the brief therapy
period.

Follow-up

Follow-up appointments after the termination of
brief therapy may be scheduled for several pur-
poses. Obviously, 2 to 3 months of therapy will not
fully resolve the difficulties that many children and
families face upon entering treatment. The oppor-
tunity for follow-up visits becomes important if
further crises in the family arise, or if some aspects
of changes made during therapy require further
reinforcement. Often one to three further visits,



several months following the brief therapy, is suf-
ficient to accomplish this.

Follow-up visits may also be used as check-up
appointments to assure that therapeutic changes
are continuing. Family members often require
structured guidance in maintaining behavior
change, at least for a period of time before these
changes become more internalized. One or two
“checks” may provide this guidance, prevent ther-
apeutic deterioration and stimulate further thera-
peutic movement. These follow-up appointments
are useful as well in evaluating the longer term
benefits of brief therapy. Occasional appointments
or at least some contact (telephone or mail) with
the family over a year or longer following brief
therapy may satisfy any or all of these reasons for
follow-up.

The following clinical vignettes illustrate these
techniques of brief therapy:

Case #1:

Dennis, an 11 year old boy, and his parents
presented themselves at the clinic because Dennis
had run away from home and threatened to kill
himself. This incident was precipitated by the par-
ents’ preparation for departing on a planned week-
end vacation. Dennis and his sister were to remain
at home. The initial interviews with Dennis indi-
vidually, and with his parents as a couple, elicited
the following historical and dynamic information.

Separation had been a difficult issue in the his-
tory of this family. Neither parent had completely
resolved the conflicts around separating from his
and her own parents. When they met and married
they formed an almost inseparable bond them-
selves. Dennis’ birth precipitated a severe crisis in
the family as he literally came between his parents
and interrupted their relationship. His father re-
acted with jealousy and resentment. His mother
was torn between giving to her infant son and to
her husband, with the result that she felt inadequate
both as a mother and a wife. A period of stormy
marital conflict ensued, but gradually diminished
as Dennis developed. Nevertheless, father’s resent-
ment and mother’s inadequate feelings remained.
These reactions resulted in Dennis’ parents being
unable to separate from him during his first three
years of life. Separation problems emerged as Den-
nis entered nursery school, and again as he entered
public school, but were not long-lasting. The family
always took vacations together, and the parents
infrequently left their children.
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On the rare occasions they did leave the children,
Dennis’ reaction was one of severe protest. His
runaway and suicide threat was the most severe of
these and alarmed his parents so that they sought
professional help.

On the basis of this information, the issue of
separation was identified by therapist and family
as a central focus of therapy. During the ten-week
brief therapy period, a number of treatment goals
related to ‘“‘separation” were delineated, and ther-
apist and family attempted to approach these col-
laboratively. During individual and conjoint ses-
sions with Dennis’ parents, his father’s jealousy
and resentments and his mother’s feelings of inad-
equacy and ambivalence about separation were
identified. From these discoveries, the parents re-
solved to redevelop their own identities and rela-
tionship as a marital couple and through the pur-
suit of some individual interests. Mother began an
adult education class she had been interested in for
some time. The parents began to explore new
activities as a couple, apart from their children.
These included both recreation and discussion of
conflictual areas between them. These activities
were initially homework assignments, carefully
structured with the therapist’s help. As the parents
continued and grew more comfortable with these
“new” activities, their structure and careful plan-
ning became less important for their continuation.

Dennis himself expressed ambivalent feelings
about the issue of separation. He had strong urges
to achieve more independence with his peer group,
but had misgivings about his ability to relate to
them, in part a result of his mother’s difficulty in
allowing him to develop more independence and
self-sufficiency. Dennis had a strong interest in
animals, and after some discussion, his parents
allowed him to join the school biology club. This
involved after school meetings and a number of
evening and weekend field trips. With this begin-
ning, Dennis established a few new friendships, one
of which led him into two other peer activities,
soccer and bicycling. These experiences led to fur-
ther peer interactions, and helped Dennis to estab-
lish some greater independence.

The process of termination with this family re-
generated their feelings of separation and loss. The
therapist related these feelings to the central issues
of the therapy as another example of managing
separation situations. During the course of the
therapy, increasing responsibility was placed on the
family to discover and implement methods of hand-
ling their concerns. As the progress of therapy was
reviewed during the termination process, it became
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more evident to the family the degree of responsi-
bility they had taken, and that their dependence
and initial dismay at “losing” their therapist was
an over-reaction. Therapy was terminated as the
parents planned and took a week’s vacation by
themselves without protest or problems with them
or the children.

The family members were free of symptoms at
termination, had significant insights into the dy-
namic issues they faced, and had developed a
number of successful coping mechanisms to man-
age present and future difficulties. A follow-up
appointment was scheduled two months later, at
which time further therapeutic progress was evi-
dent. Dennis’ independence and peer relationships
had improved, and the parents were pleased with
the continued development of their own relation-
ship. About 6 months later, the family called be-
cause of a minor crisis. Dennis had arranged to
spend a month vacationing with a friend and his
family, but became uncertain about leaving a few
days before departure. After a 15 minute telephone
consultation with the therapist, the family was able
to discuss and resolve the situation themselves.
They reviewed the separation issues, determined
that they had some ambivalence about the trip
themselves, and dealt with their concerns about it.
They were able to resolve the issues and Dennis
left on the trip comfortably. After one week, Dennis
called his parents long distance and “wondered” if
he should return home early. His parents assured
him that all was well with them and he was able to
finish the vacation successfully. The parents called
4 months later to indicate continued progress in
these areas. Although they realized future circum-
stances involving separations might generate prob-
lems again, they felt they could recognize these as
they arose and manage them satisfactorily.

Case #2:

Timmy is a 5-year-old boy whose parents visited
the clinic because of their concern about his dress-
ing up in his 3-year-old sister’s clothing. Timmy
had done this infrequently but intermittently over
the past two years, usually in the privacy of his
bedroom. His parents initially tried to ignore it,
and then became disapproving, but not punitive of
this behavior. Although he had no effeminate char-
acteristics, they requested an evaluation because of
this concern about his sexual development.

The parents were interviewed jointly in the initial
evaluation, and Timmy was seen individually in a

play diagnostic session. The therapist was im-
pressed by a variety of evidence during the play
session that Timmy’s identifications and gender
role were developing along masculine lines. At the
same time, his play indicated a great deal of
generalized aggressive and angry affect. During the
next meeting with Timmy’s parents, a number of
formulations and treatment goals, based on infor-
mation from these evaluation interviews were de-
lineated.

The therapist informed his parents that while
Timmy appeared to be developing along masculine-
oriented lines, another issue that impressed him
which they had not raised previously, and one that
might be related to the dressing up, was Timmy’s
excessive angry and aggressive feelings and behav-
ior. Both parents immediately confirmed this
impression and stated that while they had some
minor concerns about his dressing up, they were
more often quite disturbed by his very aggressive
behavior with other children, particularly his sister
and other girls.

The parents and therapist together formulated
hypotheses about Timmy’s behavior. Timmy’s
father was raised by controlling, dominating par-
ents who inhibited his expressions of anger and
assertiveness. He was determined that Timmy
should develop traits of assertiveness, and regularly
reinforced his aggressive and defiant behavior,
often failing to set appropriate limits. Timmy’s
mother identified with her own rather perfection-
istic mother, and tended to overcontrol Timmy
with excessive demands and expectations. These
often inconsistent parental messages contributed to
Timmy’s aggressive behavior toward others. To
further complicate the situation, Timmy’s younger
sister was the apple of his father’s eye. His resent-
ment, jealousy, and both rivalrous and envious
feelings resulted in anger and aggressiveness on one
hand, and dressing up to be like his sister on the
other. Several areas of conflict in the parents’
relationship also emerged as we discussed their
personality characteristics and manner of relating
to each other.

With these formulations, several treatment goals
were identified: to help his father develop more
appropriate reinforcement and limit setting for
Timmy; to help his mother relinquish some of her
over controlling approach, and allow Timmy more
autonomous choices within appropriate and con-
sistent limits; to help both parents relate to Timmy
with more warmth and empathy, recognizing his
feelings and frustration; to explore the parents’
inconsistencies in child management as well as their



relationship with each other, with a view toward
beginning indicated therapeutic intervention.

The parents were assigned readings in parent-
child communication and relationships, in child
development, and in child management and behav-
ior modification. They were helped to develop
reinforcements for appropriate behavior at partic-
ularly difficult times for Timmy and the family—at
dinner time, bedtime, and while playing with his
sister. Consistent limits and reinforcement helped
his mother to avoid overcontrol, and his father to
avoid encouraging Timmy’s defiance and aggres-
siveness. At the same time, the parents began to
communicate and relate more positively with
Timmy, recognizing and accepting his anger and
frustration. Their time with him began to be more
enjoyable rather than being taken up with continual
parent-child conflicts. As the parents applied ap-
propriate reinforcements and began to meet
Timmy’s emotional needs for acceptance and au-
tonomy, his defiance and aggressiveness both de-
creased significantly. Increased activities with
Timmy’s peer group also promoted this improve-
ment. Further, the difficult experience of altering
their behavior in these ways forced both parents to
examine their own personal relating styles with the
children and with each other. In several ways, the
mother’s overcontrol and the father’s inhibition and
tendency toward passive-aggressiveness (including
subtly encouraging his son’s defiance) resulted in
significant stress in their marriage. The parents
began to examine these issues during the brief
therapy period, and following it entered couples’
therapy elsewhere to improve their marital rela-
tionship.

While most of the sessions during the nine-week
brief therapy period involved the parents, both
individually and as a couple, several hours were
spent with Timmy in play therapy, exploring his
feelings of anger, aggressiveness, and jealousy. With
some directive guidance and suggestions, Timmy
began to discover alternative behaviors for express-
ing his angry feelings, and had the opportunity to
strengthen them as his parents altered their ap-
proach with him in relating and reinforcement.
Timmy’s parents were enthusiastic about the
changes in the family, and were reinforced them-
selves to continue to work on and maintain them.
Follow-up telephone calls indicated that Timmy’s
improvement persisted and the parents had made
progress in a brief course of marital couple therapy.
About two months after the brief therapy, Timmy
once again experimented with ‘“‘dressing up”; he
soon lost interest in this as his other needs were
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being met however, and there have been no further
reports of this activity.

Case #3:

Sara, seven years old, and her parents were
referred to the clinic by her school teachers because
of her disruptive behavior. Although quite petite,
Sara virtually terrorized others in her class with
rages of screaming, throwing books, and overturn-
ing desks. She was regularly sent to the principal’s
office and her mother called to take her home. Her
rages appeared associated with having to follow
teachers’ directions and with academic frustration.
While having high intellectual capabilities, she was
performing well below her potential academically.
Sara also had great difficulties in relating to other
children and her controlling behavior alienated
most of her peers.

Sara is an only child, and her parents had had
difficulties with her for several years. Her school
problems in fact had existed since nursery school.
Her father, a lawyer, was a strict disciplinarian who
expected and demanded high levels of adult-like
behavior from his intelligent, somewhat precocious
daughter. Her mother, a former school teacher,
tended to ignore any misbehavior by Sara until it
reached an intolerable level. She then over-reacted
with screaming rages, often throwing and breaking
plates and utensils. During a play diagnostic session
Sara, while relating well to the therapist, was both
manipulative and controlling, and had difficulty
conforming even to limits of time and space. Each
parent, during evaluation sessions with them, dis-
played evidence of significant individual psycho-
pathology. Sara’s father was often bothered by
obsessive-compulsive symptoms and tended to have
mildly paranoid thoughts. Her mother was signif-
icantly depressed and felt overwhelmed in her daily
life.

In attempting to develop formulations and treat-
ment goals with the parents, the therapist pointed
out several obvious relationships between the par-
ents’ behavior, their expectations of Sara, and
inconsistencies in handling her, and Sara’s disrup-
tive and manipulative school behavior. The parents
were willing to acknowledge these relationships,
but were quite resistant to any further examination
of their own personality characteristics or interper-
sonal relations. They tended to see the situation
largely as Sara’s problems, and requested help to
change her behavior. The therapist agreed that
therapy with Sara was indicated and that he would



90 ROSENTHAL

be willing to begin with this, but also explicitly
stated his belief that parent-child interactions and
parental personality characteristics contributed to
the situation. He urged regular sessions with the
parents to ‘“‘coordinate” the treatment approach
and to explore their parent-child interactions fur-
ther. The parents agreed to this and therapy began.

Sara was seen in play therapy once a week for
the 12 week brief therapy period. Sara’s father had
three individual sessions; her mother had six ses-
sions, and the couple was seen jointly for the final
two sessions. Although father’s resistance remained
high, he was able to accept, in the individual
sessions, that his high expectations of Sara contrib-
uted to her frustration and anger at being unable
to accomplish goals immediately, her fear of failure,
and her consequent resistance to take directions
and her need to control others. With support,
father was able to reduce some of his demands on
Sara, and to tolerate less than perfect performance
from her. While he did alter some of his behavior
in this way, which clearly helped in Sara’s gradual
improvement, he remained resistant to further ther-
apy and refused further individual appointments.
Sara’s mother on the other hand seemed to welcome
the opportunity for individual therapy sessions.
She accepted readily therapeutic intervention for
her depression and was eager for guidance to
improve her relationship with her daughter. Read-
ings in parent-child communication and in child
management helped her to develop more appro-
priate approaches in relating to Sara, both in
general interactions and limit setting. Increased
confidence in these areas encouraged her to begin
to communicate more openly with her husband
about their relationship as well as about their
handling of Sara’s difficulties. Her husband ac-
cepted her attempts to communicate, and their
relationship began to develop more openness and
warmth. The final two sessions of the brief therapy
period included additional support and guidance
for their therapeutic progress in this area.

Play therapy for Sara consisted of gradual at-
tempts to challenge her need for total control and
help her to accept appropriate limits more com-
fortably, using her positive relationship with the
therapist to reinforce these difficult changes for her.
Her anxiety at loss of control and accepting limits
began to decrease in the therapy sessions, and with
simultaneous support by her parents and teachers,
this began to generalize to home and school situ-
ations as well. The therapist consulted with Sara’s
teachers once at school and twice by telephone to
help them provide similar therapeutic approaches.

As these changes developed, she began to improve
academically, and to tolerate more sharing relation-
ships with her peer group, which further reinforced
the changes she, her parents, and her teachers were
making. Follow-up visits were scheduled every six
to eight weeks for six months, and several further
telephone conversations with Sara’s teachers were
held. While her course was uneven, she continued
to show improvement as her school and peer
relationships improved. It is anticipated that Sara’s
parents will continue to require periodic consulta-
tions as further issues in her development and in
their own relationship arise.

Comparison

Other Therapeutic Modalities

The use of brief therapy with children and fam-
ilies does not preclude their involvement in more
traditional long term psychotherapy, nor in any
other type of treatment. At times in fact a course
of brief therapy will stimulate a family member’s
desire to enter additional therapy for further per-
sonal insight, change and growth.

The question of need for other therapy for the
child and family following the brief therapy period
is complicated. Many feelings are generated by
termination, both within the therapist and family
members. Feelings of loss, sadness, abandonment,
guilt, dependence, return of symptoms, or others
may influence therapist or family to press for
further therapy. This decision of course must be
made on the basis of therapeutic need, rather than
because of transference or counter-transference is-
sues. In these cases, peer group consultation for
the therapist can be quite helpful to perceive the
issues involved and reach a clinically indicated
decision. If further therapy is indicated, it is pos-
sible of course to contract for a further brief
therapy period, again with specific goals and treat-
ment focus.

Comparative Evaluation

The evaluation of treatment outcome in psycho-
therapy presents numerous methodological diffi-
culties. Volumes which review psychotherapy out-
come studies repeatedly point out their limitations
and inadequacies (Meltzoff and Kornreich, 1970;
Stollak, Guerney, and Rothberg, 1966). Relatively



few studies of therapeutic results of brief therapy
with children and their families exist, and those
that do have numerous methodological problems.
While partially limited by lack of adequate controls,
by global or general assessment criteria, or by
inadequate follow-up, a number of studies do pro-
vide useful indications of the efficacy and results of
brief therapy.

Maher and Katkovsky (1961) reported improve-
ment in nervousness, fighting, and destructive be-
havior in children and their parents receiving three
or less hours of semi-directive therapy. When com-
pared with an untreated control group, other symp-
toms or behavioral difficulties were not improved.
Coddington’s experience in pediatric practice indi-
cated that the majority of cases referred to him for
psychotherapy could be successfully managed by a
brief, direct type of psychotherapy (Coddington,
1962). Brief family therapy by Kaffman was re-
ported successful in 75% of 29 cases treated (Kaff-
man, 1963). Success was based on the disappearance
of the presenting symptoms or problems. Kaffman
suggests that brief therapy is indicated when mo-
tivation is high, when emotional conflict has not
been internalized, and when a positive relationship
can be developed with the therapist.

School phobia has been successfully treated with

brief treatment according to a number of reports
(Kennedy, 1965; Psychiatric News, 1975; Minuchin,
Chamberlain, and Graubard, 1967). Success is
measured by the child’s prompt return to school.
Success rates of 80% to 90% in this condition are
not unusual provided that treatment is initiated
early, that is, while symptoms are acute and family
motivation is high.
- Other studies of treatment outcome in brief
psychotherapy with children report success rates of
70% to 80%. Hare (1966) was able to achieve a 72%
improvement rate with unselected cases in a child
guidance clinic. Shaw, Blumenfeld and Senf (1968),
Eisenberg, Conners and Sharpe (1965), Nebl (1971),
and Lessing and Shilling (1966) report similar re-
sults, and indicate that improvement is maintained
in most treated children during follow-up periods.
In studies by Phillips (1960) and Phillips and John-
ston (1954), children and their parents treated with
brief therapy have even higher improvement rates
than those treated with conventional long term
therapy.

Our own studies (Rosenthal and Levine, 1970,
1971) as well as these others suggest that brief
therapy with children and their parents is as effec-
tive as long term psychotherapy when measured by
improvement of presenting symptoms and ongoing
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conflicts. Further, they indicate that beneficial re-
sults are sustained during follow-up periods of one
to two years. These success rates however, are
achieved under particular conditions. The authors
emphasize the structure of brief therapy with chil-
dren and the factors leading to its success (Phillips
and Johnston, 1954). Among the factors cited re-
peatedly in these reports are family motivation,
acuteness of problems, therapist motivation, some
measure of family stability, clearly defined time
limits, therapeutic goals and focus of treatment,
working intensively with parents as well as children,
and supporting healthy psychological mechanisms
in the family to enable the development of success-
ful coping for the future.

While more methodologically sophisticated ap-
proaches are needed in treatment outcome studies
of brief therapy with children, numerous reports
provide evidence of its efficacy and beneficial re-
sults. Given proper patient selection, appropriate
therapist motivation and style, and structure of the
brief therapy process, this approach holds great
promise in reaching many more emotionally dis-
turbed children and families.

Summary and Conclusion

Rationale

Estimates of emotional disturbance in childhood
and adolescence range from 10% to 20% (Joint
Commission on Mental Health of Children, 1969;
Gorman, 1969; Tarjan, 1969). Only 10% of those
requiring psychotherapeutic intervention actually
receive it (Alderton, 1969). It has become increas-
ingly clear that the ranks of professionals are
insufficient to meet the mental health needs of
children in our society. Traditional treatment ap-
proaches cannot provide the intervention necessary,
and a variety of alternate methods of delivering
mental health care have been explored. Brief psy-
chotherapy is one such method.

The community mental health movement has
helped to bring mental health care to many seg-
ments of our child population. With the need and
demand for services far exceeding the capacity to
provide them, however, waiting lists in community
clinics remain lengthy. Many children and families
must wait long periods of time for an opening for
evaluation or treatment. Brief therapy is one ap-
proach to delivering services more rapidly, decreas-
ing the waiting list, and providing intervention
closer to the time of the family’s request for service.
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Community clinics often experience high drop-
out rates—that is, patients leaving therapy after a
few visits (Frank et al., 1957; Freedman et al., 1958).
Presumably many of these patients do not respond
to traditional insight-oriented, open-ended therapy.
Many others, although they remain in treatment,
do not improve with this therapeutic approach.
Brief therapy, as an alternative approach to patients
for whom traditional psychotherapy is inappro-
priate or ineffective, has been shown to reduce
dropout rates (Parad and Parad, 1968) and maintain
ongoing though intermittent therapeutic relation-
ships with resistant patients.

Brief therapy also has an important role in
programs of primary and secondary prevention.
Exploring issues of child development, parent-child
relationships, and parenting skills with individual
or groups of families often uncovers potential or
relatively minor conflict areas (Barton and Barton,
1973; Thomas, Chess, and Birch, 1968; Augenbraun,
Reid, and Friedman, 1967). Approaching these in
the context of a discussion group or of brief
individual consultations may help to prevent the
development of more serious conflicts later.

B. Advantages

Clinical experience indicates that children and
families readily accept brief therapy, and in fact
that this approach results in fewer dropouts from
therapy (Parad and Parad, 1968). Offering therapy
immediately after the family applies for service,
when motivation is high, is an important factor in
this. Following the evaluation and the decision that
brief therapy is indicated, the family should be
informed of the time limit, the focus on particular
treatment goals, and the collaboration during the
therapy process of therapist and family. The family
must understand the responsibility they will be
asked to assume during the therapy—attempting
behavior changes, completing homework assign-
ments, and confronting issues in therapy that may
be uncomfortable or even painful. At the same
time, the fact that particular difficulties and treat-
ment goals can be approached in a three month
period with intensive work, casts an optimistic and
hopeful tone over the therapy and may enhance
motivation further. It must be explained, of course,
that problems will not disappear or “be cured” in
a three month period, but that the family may gain
insights into them and develop the coping mecha-
nisms to handle them themselves in the future.

Brief therapy also has the advantage of economy,

both from the family’s and from the therapist’s
standpoint. For the family in therapy, the point of
termination is known; families can plan for the
financial expense of therapy and predict the time
involved. Families may return for follow-up visits
as needed, but usually without the uncertainty of
an open-ended financial or time commitment.

Viewed by the therapist, brief therapy is an
efficient as well as effective approach. Treatment
goals must be explicitly and clearly specified. The
time limit exerts its “‘therapeutic pressure’ toward
achieving these goals. The family is given direct
responsibility for change within the therapy and
afterward. Family members in a sense become
“therapists” with each other to maintain and ex-
pand gains made during the brief therapy process
(Kliman, 1971).

In addition, a brief therapy approach allows for
the extension of therapeutic services. More families
may be seen in therapy, waiting lists may be
reduced and waiting periods for therapy dimin-
ished. While the greater practice of brief therapy
would not in itself resolve the problem of the many
untreated emotionally disturbed children and fam-
ilies, it would provide an additional approach to
reach more of them therapeutically.

C. Conclusions

As issues in community mental health and health
care delivery have achieved prominence, brief fo-
cused therapy with children and families has
emerged as a useful and beneficial approach in
psychotherapeutic practice. For many therapists,
brief therapy requires a new orientation (Heinicke
and Goldman, 1960). As described here, it requires
an intensive and pragmatic approach, utilizing the-
ory and active techniques from numerous and often
diverse areas of psychology and psychotherapy.
Consequently, brief therapy offers difficulties or
complications that may not be encountered in long-
term open-ended psychotherapy. Rather than a
second-class approach to be practiced by the in-
experienced, brief therapy is the treatment of choice
for many, and its intensity and complexities are
best handled by the more experienced clinician who
has the opportunity for regular peer consultation.

Brief therapy recognizes the family’s health, psy-
chological strengths, capabilities and responsibility
for maintaining and continuing therapeutic prog-
ress during and following the brief therapy process.
Its successful practice requires a brief therapy “set”



(Rosenthal and Levine, 1970, 1971) or orientation
by both therapist and family. The elements of this
set must include:

therapist motivation

family motivation

“therapeutic pressure” of time-limited therapy
collaborative effort in defining the therapeutic
focus and working toward specific treatment
goals

e encouraging family responsibility for thera-
peutic progress

here-and-now, reality orientation

rapidly developed therapeutic alliance
termination as a central issue of therapy
flexible, family-oriented approach

therapist activity in directing and structuring
the therapy, and developing adaptive family
coping mechanisms

e follow-up contacts and the opportunity to
return if further stress or family crises arise.

‘While brief therapy is not a panacea for the
emotional ills of children and families, it clearly
offers the promise of an effective as well as efficient
psychotherapeutic approach for many of our emo-
tionally disturbed. With continued recognition and
acceptance by child and family psychotherapists,
brief therapy will provide relief for many more of
the large number of emotionally disturbed families
in our society.
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Treatment of Emotional Disorders in Children and Adolescents

Introduction

Play is a universal activity of childhood that has
definite purposes. One of the most firmly estab-
lished principles of psychology is that play is a
process of development for a child. Through play,
children develop their intellectual, emotional, per-
ceptual-motor, and social skills. According to Pi-
aget (1969), active experimentation and repetition
in play enables children to “mentally digest” and
assimilate novel situations and experiences. White
(1966) stresses that problem-solving and compe-
tence skills develop through play activities. Chil-
dren deal with daily experiences by creating similar
situations in play and then mastering these events
by experiment and planning. In play the child is in
control of the happenings, and there is less anxiety
because it is a low-risk situation. Erikson (1963)
also views play as a kind of “‘emotional laboratory”
in which the child learns to master his environment
and come to terms with the world. Psychologists
and educators now take play very seriously and are
actively engaged in extensive research to uncover
further its potential for normal child development.
In recent years there have been a number of
excellent volumes reviewing and synthesizing the
literature on the psychology of play (Millar, 1968,
Ellis, 1973) and presenting a sampling of the prime
contributions (Bruner et al., 1976).

Apart from its obvious growth-producing role,
play has an equally powerful therapeutic value for
children with emotional or behavior problems.
Erikson (1963) states that to “‘play it out” is the

CHAPTER 8

Play Therapy
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most natural and self-healing process in childhood.
Among the curative powers of play are the follow-
ing: it releases tensions and pent-up emotions; it
allows for compensation in fantasy for loss, hurts,
and failures; it facilitates self-discovery of more
adaptive behaviors; it promotes awareness of con-
flicts revealed only sumbolically or through dis-
placement; and it offers the opportunity to reedu-
cate children to alternate behaviors through role-
playing or storytelling. The therapeutic usefulness
of play is also based on the fact that play is the
child’s natural mode of self-expression, just as talk
is the natural form of communication for the adult.
Ginott (1961) noted that ““the child’s play is his talk
and toys are his words.” Play also represents a way
of establishing rapport and friendly contact with a
child, since it is an activity that is interesting,
enjoyable, and natural to children. Thus play can
be used as a medium for achieving such external
goals as building a relationship, setting limits, or
applying reinforcement contingencies. On the other
hand, it can be used for its intrinsic therapeutic
processes such as catharsis, problem-solving, and
assimilation of stressful experiences. Both as a
medium and a process then, play has unique ther-
apeutic functions. Both aspects of play therapy will
be discussed in this chapter.

In a recent article, Nickerson (1973) listed the
following reasons why play activities remain the
main therapeutic approach for both individual and
group work with children:

1. Play is a child’s natural medium for self-
expression, experimentation, and learning.
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2. Feeling at home in a play setting, the child
can readily relate to toys and play out con-
cerns with them.

3. A play medium facilitates a child’s commu-
nication and expression.

4. A play medium also allows for a cathartic
release of feelings, frustrations, and so on.

5. Play experience can be renewing, wholesome,
and constructive in a child’s life.

6. The adult can more naturally understand the
child’s world by observing him at play, and
can more readily relate to the child via play
activities than through an entirely verbal dis-
cussion.

History

Sigmund Freud was the first therapist to recog-
nize the value of play for uncovering a child’s
unconscious conflicts, wants, and desires. He first
used play in treating the famous case of ‘“Little
Hans,” a boy whose father was worried about his
sudden fear of horses. The father observed the
boy’s play, dreams, and talk while Freud interpreted
the meanings of these expressions to the father. It
is not surprising, then, that child psychoanalysts
were the early pioneers in the use of play for the
diagnosis and treatment of childhood emotional
problems. Hermine Hug-Hellmuth, a psychoanal-
ytically-oriented educator, began using play as part
of her treatment of children in 1920, but it was not
until some ten years later that Melanie Klein and
Anna Freud formulated the theory and practice of
psychoanalytic play therapy. Although both women
adhered to an analytic framework, their use of play
differed substantially in actual practice. In partic-
ular, their use of interpretation varied greatly, as
will be discussed later.

In the early thirties, two other approaches to
play therapy appeared—namely, nondirective and
structured therapy. About this time Slavson (1947)
combined nondirective and group approaches with
preadolescent children so as to allow them to work
out their tensions and anxieties in games and
activities within a group context. The nondirective
approach is based on the philosophy of an early
student of Freud—Otto Rank—who stated that
constructive drives toward growth, development,
and self-realization are inherent in human nature
and can be counted on to produce change when
given the opportunity for expression. The psychi-
atrist Frederick Allen espoused Rank’s philosophy
and applied it to the playroom, wherein he tried to

develop an accepting, warm, and respectful rela-
tionship with a child (Allen, 1934). Carl Rogers
later articulated the nondirective approach in
greater detail, and Axline (1947a) wrote extensively
of her use of this strategy with children. Axline
stated that play is therapeutic because of the free-
dom of expression and growth it offers the child
within the context of a safe, secure relationship
with the therapist.

Structured play therapy involving the use of
structured play materials and situations also ap-
peared in the early thirties. David Levy (1939)
began reporting success with his method of “‘release
therapy,” wherein he structured the play situation
so as to encourage the child to reexperience trau-
matic events and release pent-up emotions and
anxieties. Hambidge (1955) later termed this ap-
proach “structured play therapy.”

Since the importance of setting limits was mini-
mized by the previous approaches, Bixler (1949)
and Ginott (1959) asserted that the early and con-
sistent setting of limits in play therapy is just as
important as establishing a warm relationship or
interpreting underlying conflicts. By “saying what
you mean and meaning what you say,” they felt
that the therapist can make authority a positive in
the playroom. Finally, behavior therapy methods
became popular in the playroom beginning in the
early sixties. Behavior modification procedures,
especially the contingent application of rewards for
prosocial behaviors, are now used extensively in
both individual and group play situations. Clearly,
the trend of late is for therapists to become much
more active and directive in the playroom.

Applicability

Since play is the universal language of childhood,
the therapeutic use of child’s play is common with
children of all ages (two to adolescence) and dif-
fering types of problems (normal situational reac-
tions to severe retardation and psychosis). Because
boys and girls from all socioeconomic levels love
to play, an inability to play has been found to be
an index of severe emotional disturbance. The type
of play encouraged in therapy should of course be
suited to the child’s current level of functioning.
The infant and toddler love sensory-motor play,
while the preschool and/or primary grade child is
more prone to pretend or make-believe play. Games
with rules and active physical activities are usually
the choice of the grade school child, while team
games are preferred by children age 10 and older.



With the possible exception of the highly verbal
child who may prefer to talk and the child too
inhibited to play, there are few contraindications to
the use of play therapy with children.

Flexibility seems to be the key to effective use of
play therapy—that is, one should match the play
therapy approach with the particular needs of the
child. With a wide assortment of approaches and
techniques currently available, the clinician may
find it rather difficult to decide which strategy is
best for an individual child. At the present state of
the art, one has to rely more on clinical judgment
and experience more than research data to resolve
this question. It has been this writer’s experience
that the psychoanalytic approach is best suited for
middle- or upper-class children who exhibit long-
standing neurotic disorders and little insight into
their intrapsychic conflicts. The structured play
therapy approach has been used effectively with
children who show emotional reactions to specific
environmental factors, such as sibling rivalry,
death, divorce, or other loss. The nondirective or
relationship method seems particularly appropriate
for encouraging insecure, inhibited, or withdrawn
children to gain self-confidence and trust in others.
The play or activity group approach is designed to
develop socialization skills in shy or aggressive
children. The limit-setting approach is best em-
ployed with impulsive, undisciplined children with
poor self-control, while the behavioral approach is
applicable to a broad spectrum of behavior prob-
lems. The behavior modification technique has
proven especially useful with habit and conduct
problems.

Major Approaches to the Therapeutic Use of
Play

Six major approaches to the therapeutic use of
play have been reported in the literature—namely,
psychoanalytic, structured, relationship, group,
limit-setting, and behavioral. These six main theo-
retical approaches or schools of thought will be
described in this section, beginning with the pi-
oneering efforts of the child analysts and ending
with the more recent applications of learning theory
principles to the playroom. Quite diverse in nature,
these approaches explain the therapeutic changes
that occur during the play sessions in terms of
different psychological processes and levels of
psychic functioning. Also noteworthy is the fact
that several approaches focus on the content and

PLAY THERAPY 97

inherent therapeutic processes of play itself, while
others use play primarily as a medium through
which to apply other interventions. For this reason
the term “therapeutic use of child’s play” seems a
more apt way of classifying the six major ap-
proaches than the more popular term “play ther-

’

apy.

Psychoanalytic Approach

In general, the psychoanalytic approach to play
emphasizes the use of the therapist’s interpretation
of a child’s words and actions, as well as the
analysis of the transference relationship, to help
children achieve insight into their unconscious con-
flicts. Melanie Klein (1937) was the first analyst to
use interpretation frequently in the psychoanalysis
of children and to explore deeply their unconscious.
Through play activities she encouraged the child to
express fantasies, anxieties, and defenses which she
then interpreted. Klein felt that an analysis of the
child’s transference relationship with the therapist
was the main way to provide insight into the child’s
underlying conflict. By analyzing how the child
transfers to the therapist earlier experiences and
feelings toward his parents, psychoanalysts attempt
to understand the child’s psyche and reveal this
insight to the child. Thus Klein might try to
interpret a sign of negative transference by stating,
“You’re afraid of what I might do to you when we
are alone like this?”’ In addition to transference,
Klein would interpret the hidden meaning of a
child’s use of toys; for example, she might suggest
that by putting a doll representing a sister out of
the doll house, the child is expressing the desire to
be alone with the parents and to be an only child
again. If the father doll is then put out of the room
Klein might interpret this as meaning that the child
wants the father out of the way so he can have his
mother all to himself at times. Cars colliding might
be interpreted as some sexual activity between a
child and a friend. The validity of an interpretation
is inferred from the child’s reaction; a telling look,
a roguish smile, or a vehement denial may be taken
as confirmation that the interpretation is on target.

Believing play to be the medium in which chil-
dren express themselves most freely, Klein stocked
the playroom with a wide variety of toys and
materials designed to promote self-expression—
particularly about the family situation. She advo-
cated keeping toys simple, small, unstructured, and
nonmechanical. Typically she would offer the child
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freedom to select toys representing the common
interests of childhood: little wooden men and
women, animals, cars, houses, balls, marbles, and
other types of creative materials—paper, scissors,
plasticine, paints, and pencils. She kept each child’s
playthings locked in a drawer that was part of the
private and intimate relationship between child and
therapist. Although Klein did not allow physical
attacks on herself, she did encourage the child to
express deep-seated hostilities in other ways includ-
ing verbal attacks on the therapist. She did not
show annoyance at verbal assaults but would in-
terpret their deeper motives so as to keep the
situation under control.

In contrast to Melanie Klein, Anna Freud (1946)
used interpretations much more sparingly. She em-
ployed play to a considerable extent during the
early stages of treatment to get to know the child
and to influence the child to like her. She would
supplement play observations with information
from parents in order to gain a broad perspective
on the child’s problem. Only after she had gained
extensive knowledge about a child would she offer
direct interpretations to the child concerning the
real meaning of the play behavior. Although Anna
Freud now believes that a transference neurosis is
possible in the treatment of children, she continues
to bel.:ve that it cannot be equal to the adult
variety (Freud, 1965). Moreover, Anna Freud is
careful to note that psychoanalytic treatment is not
suitable for all types of children. It may be con-
traindicated for the psychotic and for children who
have a marked difficulty in establishing a relation-
ship due to severe emotional deprivation in early
life. The presence of severe infantile neurosis and
verbal facility are regarded as two prerequisites for
analytic treatment. Since children are typically seen
in analysis three or four times a week for an
extended period, parents must have high motiva-
tion for treatment and ample financial resources.
Most analysts now treat most latency age children
(age 7 to 11) and often supplement play with such
constructive projects as playwriting and drawings.

Anna Freud disagreed with the use of interpre-
tations by Klein, which she felt to be excessive and
extreme. Klein would see symbolic meanings, es-
pecially sexual meanings, in a great many play
activities. For example, Klein would state: “In his
[Egon’s] case, as in all analyses of boys, making a
cart move along meant masturbation and coitus,
making carts hit together meant coitus, and com-
parison of a larger cart with a smaller meant rivalry
with his father or his father’s penis.” (Klein, 1937,
p. 26). Anna Freud, on the contrary, believes that

play may not necessarily be symbolic of anything.
A child could enjoy making a tower just because
he recently saw one.

Among the criticisms of the psychoanalytic play
technique are that interpretations are difficult to
make accurately and that they often impede the
development of a therapeutic relationship. It has
also been said that children’s capacity for insight
into hidden meanings is limited, and that insight
alone rarely leads to constructive behavior change.
On the other hand, child analysts report that they
have found even very young children to possess an
insight ability that is greater than that of adults.
Analysts also find that interpretations often help a
child gain insight into repressed feelings and mo-
tives, which frequently lead to the development
and anticipation of new adaptive modes of behav-
ior. In comparison with other methods, the psy-
choanalytic use of play is both active in the sense
of offering interpretations and nondirective in the
sense of not attempting to reeducate or pressure
the child towards alternate courses of action.

Structured Approach

Levy (1939) stimulated considerable interest in
this method by reporting success with children
between the ages of two and ten with “release”
therapy. Rather than allowing children to play
freely with a wide variety of toys and materials,
Levy controlled the play by selecting a few definite
toys which he felt the child needed to work out a
particular problem. The probable cause of a child’s
difficulty was determined from the case history. For
instance, if Levy noted that a specific event such as
watching a monster movie seemed to precipitate
night terrors, he would help the child release his
fears and anxieties by playing with toy monsters in
the therapy sessions. The child is asked to say what
the dolls are thinking and feeling during the play.
This controlled situation may be repeated several
times to allow release of pent-up feelings. The
therapist notes or reflects the feelings that the child
expresses both verbally and nonverbally in play.
Moreover the therapist plays with and sometimes
for the child in order to bring out and release the
assumed emotions.

Three forms of release therapy have been devel-
oped: 1.simple release of instinctual drives by
encouraging the child to throw objects around the
playroom, burst balloons, or suck a nursing bottle;
2. release of feelings in a standardized situation
such as stimulating feelings of sibling rivalry by



presenting a baby doll at a mother’s breast;
3. release of feelings by re-creating in play a partic-
ular stressful experience in a child’s life. To illustrate
the latter form of release therapy, Carl Rogers once
advised his daughter to use release play therapy at
home when his 1'%-year-old granddaughter exhib-
ited a strong fear of a specific situation (Fuch, 1957).
The granddaughter became extremely frightened of
bowel movements after experiencing painful elim-
inations in infancy due to rectal fissures. Since
medical tests revealed no current organic difficulty,
Rogers advised his daughter to encourage the child
to express her fears in play. The mother set aside
a special time and place each day to play with the
child and provided the following play objects:
family dolls, brown clay, toy toilet, diaper, baby oil
and cotton, and a nursing bottle. The mother
refrained from initiating or directing the play in
any other manner; instead, she tried to reflect the
child’s feelings and understand the child’s thoughts
and motives. After a few days of play therapy the
child stopped fussing about doing BMs and soon
conquered her fear of elimination. Her mother
reported that the child’s anxieties about bowel
movements never reappeared. This case demon-
strates that the specific fears and anxieties of nor-
mal children can be treated effectively by release
play therapy conducted by parents in the home.

According to the psychoanalytic theory of play
(Waelder, 1933), children frequently use play to
repeat specific experiences that are too large or
difficult to assimilate immediately. The process of
repetition is an important element in release ther-
apy because by repeatedly playing out a difficulty
or loss the natural slow healing process of nature
can take place. By play repetition a child can relive
and gradually assimilate a stressful event and in-
tegrate it rather than denying or being over-
whelmed by it. In play a child has control of the
situation, so events seem less overpowering and
can be mastered. Play allows a child to vicariously
try out new roles or possible solutions, anticipate
the future, and generally become an active problem
solver. Through play repetition a child passes from
passivity to activity and thus psychically masters
the impressions that were originally received in a
merely passive manner. Moreover, play tends to
relax a tense child and allow for substitute sources
of gratification in fantasy.

Hambidge (1955) maintains that repetition is the
single most important factor in structured or re-
lease therapy because only by repeated exposure to
a stimulus will the child gradually show the follow-
ing three signs of successful release therapy:
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1. directly manipulate the dolls rather than tell
them what to do; 2. become so absorbed in play
that he or she is oblivious of surroundings; and
3. play out primary impulses such as aggression
rather than stop out of defensiveness.

Apart from the cognitive processing that occurs
through repetition, it is well known that simple
repetition or reexperiencing of a stressful event
allows for release of tension. Over fifty years ago
Josef Breuer discovered the principle of catharsis.
He observed that mental patients who were able to
recall the origins of a symptom and to give unin-
hibited expression to the accompanying emotions
were greatly improved in their overall adjustment.
Expression of emotions tends to give a feeling of
release from both physiological and psychological
tension, and this good feeling gives one courage to
attack problems so that creative energy is activated.
Playing out or talking out intense emotions also
lessens the likelihood one will act out hurt feelings.
This emotional purging has come to be recognized
as one aspect of a more general process in which
the patient—with the accepting, encouraging, and
supportive friendship of the therapist—is helped to
give full expression to previously bottled-up con-
flicts, fears, and anxieties. This general process is
called ventilation, and it seems to account for a
significant portion of the total therapeutic impact
of all psychotherapies (Schofield, 1964). It is well
known that simple repetition or reexperiencing of
a stressful event allows for release of tension.

In summary, structuring a child’s play so he
reexperiences a stressful situation not only allows
for a release of pent-up emotions but also assists
the child to cognitively assimilate the event and
master it. In general it takes frequent repetition of
the stimulus for this working-through process to
occur. The encouragement of a supportive therapist
or parent is needed to get the child to keep facing
strong hurtful emotions and gradually overcome
them.

A pitfall to avoid in release therapy is to come
on too strong so that emotional “flooding” oc-
curs—that is, a release of a massive amount of
negative feelings so that the child is overwhelmed
and regresses or disintegrates. Structured or release
therapy should only be employed when a positive
therapeutic relationship is firmly established and
the child is judged to possess sufficient ego strength
to tolerate an emotional upheaval. It should be
recognized that the feelings of troubled children
are quite deep and powerful. It has been found, for
instance, that emotionally disturbed children differ
from normal children not in the content of their
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play (normal children reveal just as many blood-
thirsty killings and mutilations) but in the intensity
of negative feelings. Moustakas (1955) observed that
normal 4-year-olds expressed more open and direct
hostility to their siblings than the disturbed group,
but the intensity ratings for such expressions were
significantly higher for the latter.

A major advantage of structured play therapy is
that it increases the specificity of treatment. It can
save hours of time by not indulging in periods of
diffuse, haphazard, and uneventful therapy. As a
result, the most recent trend in play therapy is
toward the use of structured techniques to encour-
age a child to express emotions without undue
delay. Among the more recent techniques for struc-
turing play therapy are the mutual storytelling
technique (Gardner, 1971), and dramatic or role-
playing techniques such as costume play therapy

(Marcus, 1966) and hand puppets (Woltmann, 1972).

Most play therapists now incorporate a mixture of
free and structured play in their work with children.

Relationship Approach

Rooted in the writings of Otto Rank, Frederick
Allen, and Carl Rogers, nondirective therapy em-
phasizes the importance of the relationship between
therapist and child. The therapist endeavors to
create a playroom atmosphere in which the child
feels fully accepted, respected, and understood. In
this way it is felt that the child is free to experience
and realize his own inner world and activate his
self-curative powers and innate potential for
growth. Self-awareness and self-direction by the
child are the goals of this approach. The therapist
operates by avoiding criticism, advice, interpreta-
tions, and directions; rather, the child is provided
with a well-stocked playroom and given the free-
dom to play as he wishes or to remain silent. The
therapist is not a passive onlooker but actively
observes and reflects the child’s thoughts and feel-
ings and tries to understand empathically the world
from the child’s perspective. Thus, empathy,
warmth, genuineness, encouragement, and listening
skills are the key aspects of this new child-adult
relationship.

A basic premise of nondirective therapy is that
when a child’s feelings are expressed, identified,
and accepted, the child can accept them more and
is better able to integrate and deal with them. The
therapist helps by not only providing toys and
materials that elicit self-expressions but by reflect-
ing or being a mirror to the feelings of the child

and accepting these negative feelings so the child
can also accept them without thinking himself
abnormal or ““bad” because he has them.

The therapeutic process in play seems to pass
through four distinct phases. At first the child
exhibits diffuse, undifferentiated emotions that are
very negative in nature. Thus disturbed children
either want to destroy everything or to be left alone
in silence. As the therapeutic relationship grows,
the children are able to express anger more specif-
ically, such as towards a parent or sibling. When
these negative feelings are accepted, the child begins
to accept himself more and feel worthwhile. This
leads to the third stage, wherein the child is able to
express positive feelings. He shows considerable
ambivalence in this stage, so that his kindly feelings
are interspersed with hostile ones. He will hug a
doll one moment and yell at it or attempt to hurt
it the next. The ambivalent feelings tend to be
intense and irrational in the beginning, but as the
positive emotions become stronger, the child enters
the final stage, in which he is able to separate and
express more realistically his positive and negative
emotions.

According to Axline (1969), the eight basic prin-
ciples which guide the nondirective therapist are
simple:

1. The therapist must develop a warm, friendly
relationship with the child as quickly as pos-
sible.

2. The therapist must accept the child exactly as
he or she is.

3. The therapist must be permissive and allow
the child freedom to express feelings com-
pletely.

4. The therapist reflects back the child’s feelings
to help the child gain insight into his own
behavior.

5. The therapist shows a deep respect for the
child’s ability to solve his own problems when
given the opportunity. Responsibility for de-
cision-making and change is left with the
child.

6. The therapist does not attempt to direct a
child’s behavior or conversation in any way.
The child takes the initiative and the therapist
follows. The child is in charge in the play-
room.

7. The therapist does not attempt to hurry the
therapy, which is seen as a gradual process.

8. The therapist sets only those limits necessary
to make the child responsible for the relation-
ship.



In recent years Moustakas (1966) has stressed the
importance of genuineness or authenticity in the
therapist-child relationship. In the existential tra-
dition he highlights the need to tune in to concretely
felt here-and-now experiences in the relationship.
For example the therapist should try to own and
express personal reactions; the therapist might say,
“I’'m happy about that. How do you feel about it?”
In this way the child is helped to differentiate his
own feelings, find meaning in his life, and to
discover his unique selfhood. Loss of self, accord-
ing to Moustakas, is the central problem of the
disturbed child. Moustakas currently calls his form
of relationship therapy *‘experiential or existential
child therapy.” Rather than playing a role, the
therapist communicates his or her real self to the
child.

Relationship therapy is based upon a particular
theory of personality which assumes that an indi-
vidual has within himself not only the ability to
solve his own problems but also a growth force
that makes mature behavior more satisfying than
immature bahavior. Once a child experiences a
relationship in which he feels accepted, respected,
and understood, his creative forces are released
which drive him towards a full, healthy, self-di-
rected life. According to Axline (1969, p. 74): “The
relationship that is created between the therapist
and the child is the deciding factor in the success
or failure of the therapy.” Research has supported
this position that the most important aspect of
effective psychotherapy is the interpersonal skills
of the therapist, the relationship itself rather than
techniques. The critical interpersonal skills of the
therapist seem to be empathy or the ability to “be
with” the child, nonpossessive warmth, and genu-
ineness or coming across as a real person (Truax
and Carkhuff, 1967).

Because of the apparent simplicity of the con-
cepts and the popularity of the writing of Axline
and others, nondirective counseling has come to be
regarded as the approach to play therapy. This is
unfortunate because it tends to encourage the forc-
ing of children into a rigid mold rather than flexibly
selecting methods to fit the needs of the child.
There are signs, however, that many therapists are
now attempting to accelerate the nondirective ther-
apy process by introducing structured techniques
at selected intervals. Another trend in nondirective
play therapy is to train paraprofessionals, such as
parents (Stover and Guerney, 1967) and college
students (Linden and Stollak, 1969), to be play
therapists. Preliminary studies by Guerney and
Stollak indicate that it is possible to train a wide
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variety of people to use nondirective methods with
children.

Group Approach

Most group therapies for children, up to adoles-
cence, include some aspect of play. Children re-
spond well to some type of play period or feeding
situation during the therapy session. Talking about
problems just does not seem interesting enough
and does not drain off enough physical energy, so
at some point in therapy, active physical activity
becomes necessary.

Applying a nondirective approach to the group
situation, Slavson (1947) experimented with group
psychotherapy with preadolescent children (ages 7
to 14). As opposed to talk or interview methods,
these were activity groups for children to release
emotional and physical tensions through games
and arts and crafts projects wherein few limits were
set. The therapist modeled prosocial acts by such
behaviors as cleaning up the room at the end of
the session. Activity group therapy seems particu-
larly appropriate for children with poor social skills
because peer group pressure is often a more pow-
erful influence than adult interactions at this age.

In 1950, Schiffer (Rothenberg and Schiffer, 1966)
adapted activity group principles to younger chil-
dren in early latency (ages 6 to 9). In this “thera-
peutic play group” approach the leader had to be
more involved and less permissive so as to prevent
intense acting-out behaviors. Still, the leader tol-
erated considerable emotional release and inter-
vened only when the frustration tolerance of any
child or of the group was being overly taxed, or to
protect the children from injury. A maximum of
six children met with the therapist for an hour a
week in a playroom. Typically a child remained in
this surrogate family environment for two or more
years so that the child could gradually "work
through deep-seated tensions and anxieties. Careful
attention was paid to group composition so that a
therapeutic mix of aggressive and shy, withdrawn
children was achieved. Refreshments were served
at each meeting and play, game, and craft activities
were selected for their expressive qualities and
ability to promote social interaction.

The unique aspect of this play group approach
as opposed to individual therapy is that the child
has to learn to share an adult with other children.
The theory and practice of group psychotherapy
with children will be discussed further in another
chapter of this book.
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Limit-setting Approach

The limit-setting approach to play sessions re-
gards the setting of limits as the major rather than
minor part of the therapeutic process. By restricting
a child’s behavior, it is felt that you give him a
sense of security, preserve his sense of reality, and
maintain the physical and psychological well-being
of the child and therapist. Bixler (1949) and Haim
Ginott (1959) have been the leading advocates of
limit setting in play therapy.

In regard to the actual practice of setting limits,
there is general agreement among therapists that
limits should be minimal in therapy. Most child
therapists will set some limits on blatant physical
aggression, such as kicking the therapist, marring
walls, and throwing or breaking objects. A survey
of play therapists (Ginott and Lebo, 1963) revealed
that the most widely used limits concern the pro-
tection of playroom property (breaking windows,
furniture, and fixtures and painting walls or doors),
child’s safety (drinking dirty water and climbing on
high sills), therapist’s safety (attacking the therapist
or painting his clothing), and socially unacceptable
behaviors (urinating and defecating on the floor
and cursing at passers-by).

Most play therapists will also insist that the child
remain within the playroom during the session and
leave when the time is up. On the other hand, child
therapists tend to allow children to verbalize pro-
fanities, write four-letter words, draw obscene ob-
jects, and use racial slurs.

Limits or playroom rules should be well defined
in the therapist’s mind so that the line between
acceptable and unacceptable behavior can be
quickly and clearly spelled out. It seems best to
establish limits on an all-or-none basis; for example,
the rule should be ‘“No hitting the therapist” as
opposed to the vague “No hitting the therapist so
as to hurt him.” All-or-none limits are easier to
distinguish and generate more security on the part
of both therapist and child. There is general agree-
ment among child therapists that limits should not
be posted or set in advance; rather, they should be
communicated immediately when the child begins
or threatens to break them. In this manner the
child learns what he is permitted to do as he
explores and tests the limits of this new relationship.
An honest explanation of the reason for a rule
should be offered the child when the limit is first
introduced (Straughan, 1964)

Therapists differ with respect to the actual
method one should use to set limits. Some try to
distract the child when he begins to act up by

directing his attention to other play activities.
Others will quickly terminate the play session after
certain unacceptable behaviors. Bixler (1949) rec-
ommended a graduated, three-step sequence for
enforcement, with the latter steps initiated only if
the earlier ones are ineffective. First the therapist
should reflect the desire or attitude of the child
when his behavior exceeds the limit: “You are very
angry and you would like to hit me because I will
not let you take the crayons home.” Next the
therapist should verbally express the limit in a clear
way: “You may not hit me, but you may hit the
Bobo.” Bixler has found that the majority of
children cease their misbehavior at this point. Fi-
nally, the therapist should control the child’s be-
havior by physical means, such as holding the
child’s hands while firmly sitting him in a chair. If
the child continues to fight, the therapist should
put the child out of the playroom and end the
session. In enforcing limits it is important for the
therapist to exhibit a nonjudgmental, nonpunitive
attitude wherein disapproval is expressed toward
the child’s behavior but acceptance is shown to-
ward’s the child’s attitude, motives, and feelings
(Ginott, 1961).

In conclusion, it should be clearly recognized
that not to enforce a limit is to invite more aggres-
sive antisocial acts in the future. Clinical experience
indicates that children want to have their antisocial
behavior controlled and express relief when limits
are firmly and consistently enforced. A number of
nondirective therapists maintain that no predeter-
mined set of limits can ever be applied in therapy
because one must flexibly apply limits based upon
the needs of the individual case. Each therapist
must think this issue out, because the clearer and
more confident one is in this regard, the easier and
more successfully one will use limits. Certainly
limits (discipline, authority) are part of therapy
itself, especially for the aggressive child, and not
some adjunct, peripheral issue that is of little
import. Experience indicates that your relationship
with a child will be strengthened in the long run if
you can effectively limit certain behaviors while
showing understanding and acceptance of the
whole child.

Behavioral Approach

Basically, behavior therapy refers to the system-
atic application of learning theory principles to the
modification of deviant behavior. It embraces a
variety of techniques, including positive and nega-



tive reinforcement, modeling, and reciprocal inhi-
bition. Behavior therapy works on changing pres-
ent maladaptive behaviors and does not attempt to
understand past causes. No emphasis is placed on
energy release or expression of feelings. The basic
assumption of learning theory is that behaviors
represent responses learned in relation to specific
stimulus situations. It is felt that symptoms can be
unlearned and this process will not result in symp-
tom substitution. In addition to unlearned mala-
daptive behaviors, behavior therapists make an
active effort to teach or reinforce a child to engage
in more constructive alternative courses of action.

The last two decades have witnessed a mush-
rooming of behavior therapy work with children.
When treatment involves unlearning maladaptive
behaviors and relearning more appropriate behav-
ior, this treatment has come to be termed behavior
therapy. In the playroom, operant conditioning
methods are typically employed whereby the ther-
apist will ignore deviant behavior and give concrete
(candy, tokens, toys) and social (praise) rewards for
prosocial behaviors. Working with a mother and
daughter in a playroom, Russo trained the mother
to give no attention to the children’s temper out-
bursts and to reward cooperative acts by verbal
praise and by such overt behaviors as enthusiasti-
cally joining in the activity (Russo, 1964). To ensure
generalization of treatment effects, behavior ther-
apists prefer to train parents and peers to use
operant techniques with the target child in a play
situation. Play is used in this approach as a means
of eliciting desired behavior and applying other
therapeutic processes, not as a therapeutic end in
itself.

Behavior therapy has been found to be suited to
a wide variety of behavior problems in children. It
can be used effectively with children who exhibit
intellectual, cultural, and language difficulties. Be-
havior therapy seems best for childhood disorders
that result from faulty learning and manifest them-
selves in specific symptoms, such as phobias, steal-
ing, bedwetting, or soiling.

Play Materials

It is advantageous to have an attractive, well-
stocked play therapy room set aside, but this is not
absolutely necessary. The room should be well-
lighted and brightly colored, and have a sink,
protected windows, a one-way mirror, and audio
or videotape capabilities. It is possible, on the other
hand, to conduct play therapy in a corner of an
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office (Durfee, 1942) or to pack essential toys in a
portable suitcase (Cassell, 1972). Thus play therapy
is an extremely flexible modality that can be
adapted to very small budgets and facilities.

The selection of play materials is an important
consideration if play is to be used therapeutically.
Certain toys and materials have been found to
elicit more self-expression of thoughts and feelings
than others, and specific toys (checkers, cards) have
been found to elicit cooperative social behaviors
while others (crayons, jigsaw puzzles, clay) tend to
result in isolate play (Quilitch and Risley, 1973). An
inadequate selection of toys in terms of the child’s
age and level of maturity can drive the child from
the playroom and seriously hamper the therapeutic
process. In general, toys should be kept simple,
durable (nonmechanical), and unstructured, capa-
ble of being adapted to many roles and purposes.
The toys should be familiar to the child and within
his cognitive and manipulative skills. Strange, un-
familiar toys tend to produce “novelty shock,”
while overdifficult materials generate anxiety and
defensiveness.

A wide variety of toys and materials in good
condition should be available on easily visible
shelves so that the child can select in accord with
his own interests. Play materials that have been
used with some degree of success include: 1. dra-
matic toys (doll house; doll family; puppets, small
animals; countryside objects such as trees and
fences; cars; and costumes); 2. visual expressive
materials (paints, easel, crayons); 3. manipulative
materials (blocks, peg-pounding set, Bobo, plasti-
cine or clay, sand and water); 4. games (table
games, cards, checkers); and 5. special-purpose toys
(nursing bottle).

Play Therapy Research

Although few in number, the available outcome
studies of play therapy have yielded positive results.
Seeman, Barry, and Ellinwood (1964) found that
teachers and classmates perceived children who
received individual, nondirective play therapy as
significantly less maladjusted after therapy. Dorf-
man (1958) studied personality outcomes of non-
directive play therapy, using both the own control
and matched control techniques. Her findings in-
dicated significant positive changes associated with
play therapy. Axline (1947b) found that as a result
of play therapy, significant improvement in reading
performance occurred.

The most recent trend has been to study therapist
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variables related to successful play therapy. Stover
and co-workers (1967, 1971) found, for example,
that mothers receiving training in nondirective play
therapy exhibited more reflective statements, gave
fewer commands, and increased empathy and in-
volvement with their children in the play sessions.
In addition, children of trained parents increased
their verbalizations of negative feelings toward
their parents, while control children did not. Lan-
disberg and Snyder (1946) found that young chil-
dren (ages 5, 6) increased their expressions of
feelings during play therapy and conclude that for
the younger child the value of play therapy may be
cathartic. Other studies have shown that clients of
behavior therapy and psychotherapy tend to agree
that the personality of the therapist is the most
important factor in treatment. Sloan and co-work-
ers (1977), for instance, conclude that behavior
therapy clients place more emphasis on the thera-
peutic relationship (trust, understanding, encour-
agement) than do the behavior therapists them-
selves.

Notwithstanding the outcome and process stud-
ies conducted to date, we still cannot state with any
degree of certainty that a specific play therapy
approach is superior to other approaches with
children exhibiting certain problems. The crucial
question remains: what kinds of childhood prob-
lems are best treated by what kinds of therapy, by
what kind of therapists, and under what conditions.
With respect to play therapy, we need a much
broader base of process and outcome studies before
we can begin to answer this question

Summary and Conclusions

Since play therapy capitalizes on a child’s most
natural medium of self-expression and way of solv-
ing problems, it remains one of the prime methods
of individual child therapy. Quite multifaceted in
nature, play therapy currently encompasses six
different approaches: psychodynamic, structured,
relationship, group, limit-setting, and behaviorial.
Some of these major approaches tap the natural
self-curative powers of play, while others use play
primarily as a medium for the application of other
therapeutic processes. There is growing realization
that the content of play can be utilized to achieve
a number of therapeutic goals including: release of
pent-up emotions; insight into hidden meanings
and motives; substitute source of gratification; a
sense of control and mastery of one’s life; re-
creation of problem situations so one can accept,

work through, and find alternate solutions; reedu-
cation by means of role-playing and behavior re-
hearsal; a sense of adventure and excitement; and
opportunity for a child to relax and enjoy life.

A common element in all forms of play therapy
is the use of the therapist-child relationship. There
is general consensus that the first task of the
therapist is to establish a friendly, accepting, and
trusting relationship with the child. Empathy,
warmth, and genuineness seem to be the key ther-
apist variables underlying a positive relationship.
Coupled with this special relationship is the need
to establish and consistently enforce limits on the
child’s behavior in the playroom. Some therapists
consider limit-setting to be the key aspect of suc-
cessful therapy with acting-out children.

Among the recent trends in the field of play
therapy is the greater use of structured play therapy
techniques. Costumes, puppets, family dolls, and
storytelling are commonly used now to promote
self-expression by the child and thereby expedite
the therapeutic process. Another trend involves
training and supervising members of a child’s nat-
ural environment (parents, peers, and college stu-
dents) to be play therapists for a child. In this way
it is hoped that the therapeutic gains will generalize
to the child’s local community.

Play therapy is still 4 young field, and as a result
suffers from a number of growing pains. Due to
the popularity of the writings of Axline and Mous-
takas, many professionals equate play therapy with
nondirective counseling. As a result they view play
therapy as a rather passive, diffuse, even frivolous
process that should not be taken too seriously.
Also, few play therapists have been trained in more
than one approach, so they lack the skills necessary
to apply play therapy strategies differentially based
upon the needs of the individual child. Moreover,
much more extensive and well-controlled research
needs to be conducted on both the process and
outcome variables (including long-term follow-up
studies) of play therapy.

On a more positive note, there is a considerable
body of literature regarding both the theory and
clinical practice of play therapy. A recent handbook
on play therapy by this writer (Schaefer, 1976)
presents a comprehensive overview of the clinical
literature, as well as a description of the six major
approaches to the therapeutic use of child’s play.
There has also been a dramatic increase of late in
empirical studies on the relationship between play
and normal child development. Clearly the poten-
tial of play for psychic growth and healing has
barely been tapped to date. Although a number of



the positive functions of play are now known,
many others are yet to be discovered. In sum, play
therapy is a multifaceted, ever-evolving field that
remains as exciting to study and practice as ever.
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Treatment of Emotional Disorders in Children and Adolescents

CHAPTER 9

Group Therapy with
Children and Adolescents

Introduction

“I’m scared. My dream scared me.”

“Tell us about it and stay in the present tense—
like ‘I am ... ”

“I am driving a huge truck that weighs 30,950
tons. The whole back end is an atomic bomb. I
have to drive it into a mountain. The mountain is
like a cone, like a fish-head. It can open up and
swallow even the Empire State Building. So I drive
my truck into it. Then I jump out just in time, and
it is swallowed up in the mountain, and it blows
the whole mountain all to pieces.”

Vincent, age 10, looked around, as if to check
out with his group-mates how they would deal with
his dream. Mark, also 10, commented at once that
he’d be real scared to blow up a mountain. Of the
four other latency age boys in the group, several
began hitting at each other and one dangled his
hands in front of the video camera.

“Vincent, be the big truck and tell us how you,
the truck, feel.”

“Okay, I’'m big. I'm real fast. I head right into
the mountain.”

“I’m real strong. ’'m mad at the mountain.”

And, so into the dream. Brantly became more
agitated and stuttered out that lots of people would
get hurt. “I don’t like that.”” After about 7 to 10
minutes of these interactions, the leader com-
mented that Vincent’s mother, with whom he did
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not live and who was grossly psychotic intermit-
tently, surely seemed like a swallowing monster a
lot of the time. Also, he might well want to blow
her up.

“What’s wrong with this family is that they won’t
discipline us,” 14-year-old Helen said.

Her father dropped his jaw, grew apoplectic, and
stuttered, “Why, you twerp! I've told you a thou-
sand times what to do.”

“No, you haven’t, you think you have. In any
other family you couldn’t get away with calling
your parents ‘stupid.’ It’s like they’re afraid to
discipline us or something.” Her aggressively hos-
tile, intensely manipulative behavior within her
family signaled for someone to take charge.

Helen continued this vein in her peer group of
seven 13- to 14-year-old girls who met once each
week with two female leaders. Each entered this
group after structured family sessions to obtain
treatment contracts that clearly delineated the ex-
pectations, overt and covert, of all involved. Helen,
who rarely missed a group session once she began,
recognized and accepted the group’s response to
her behavior. *‘Helen, you just aren’t going to run
us the way you do your parents. We don’t have to
take your crap. So shut up about what Lou [the
co-leader] just said.” Helen flushed but really
seemed relieved and quieter when she slumped
back in her chair.

In subsequent family sessions, at about 6-week
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intervals, her parents reported their own enhanced
assertiveness and sense of greater responsibility for
consistency of discipline. They mentioned that He-
len seemed different nowadays.

“I smoke dope because I like it. Nothing wrong
with me.” Dave looked around his group of eight
adolescent boys and girls belligerently, as if defying
anybody to tell him anything else could be in-
volved.

Marian responded with her shrill voice, “You
know damn well you kid yourself that that’s the
way you do your own thing. You do it because it
drives your parents up the wall, and you think the
guys at school will take you in.”

What happens in these groups that reflects simi-
larities in therapeutic techniques and in group
dynamics? Which ones (or do all?) offer the most
challenge to the beginning group therapist? Or the
advanced one? Do you see yourself as leader of any
of these groups?

As you can perceive, group psychotherapy of
children and adolescents fails to fall into the pat-
terns we traditionally know for adults. There exists
a different ambiance, outlook, and set of expecta-
tions in doing these kinds of group therapy. What
are some of the qualities required of a therapist to
do group therapy with children or adolescents? Do
they differ from those needed to do adult group
psychotherapy?

How do these and other types of children/ado-
lescent group psychotherapy fit the criteria for
Yalom’s (1975) curative factors in group therapy?
Do the standards for patient selection involve
factors more multiple and complex, say, as com-
pared with adult patient selection?

What roles do parents, teachers, and others in-
timately involved in the caretaking and stroke-
giving of youngsters play in their recovery once the
boy or girl is found to be disturbed? Does group
therapy of parents, for example, afford boys and
girls opportunities for retrieving appropriate de-
velopmental paths and patterns?

As always, what does group therapy offer in
comparison with more traditional dyadic psycho-
therapy? Does group therapy of youngsters differ
significantly from family therapy, in which the child
or adolescent will be part of a special group, the
family? Since the child or adolescent is usually still
very much part of his nuclear family, in what ways
do his group therapy experiences fit in with the
open energy system in his family?

Along with these questions, there remain the
controversial areas of diagnosis, psychodynamics,

internalization of conflicts, structuralization, and
transferences: how are these and correlated phe-
nomena described and handled in group psycho-
therapy of children and adolescents?

Countertransference, both negative and positive,
are more inherently likely in this type of group
psychotherapy than with adults, since greater and
more stressful pushes and pulls arise from the
sucking bogs of the complications and involve-
ments of adolescence and childhood. This group
psychotherapy intertwines with the child, his family,
his school and teachers, possibly the probation
department, and other sectors which add to the
administrative and therapeutic burdens of the ther-
apist. Sometimes a leader feels mired more than
admired, so that he finds himself negatively antic-
ipating the next session. The therapist needs to be
self-scrutinizing and vigilant for these negative
countertransference signals.

This chapter looks at these and many other
facets. We ask you to keep them and other questions
in mind as you peruse this material. The practice
of group psychotherapy of children and adolescents
tends to assail stereotypical, therapeutic leader
behavior and makes demands of time, patience,
knowledge, and skills more vigorously and trench-
antly than does adult group psychotherapy.

What do the above examples (and a number of
others which could have also been illustrated) have
in common? How do they differ? What changes
occur with different patient ages, if that is a way of
deciding on patient selection and on technique?
Immediately, we see that these and other groups
have an age factor built into patient selection.

Patient Selection

Most therapists in this field begin with the as-
sumption that different ages have different devel-
opmental-behavioral configurations and thus even
different emphases in problems common to all of
youth: school performance, discipline difficulties at
home, neurotic traits, and so forth. More perhaps
than any other factor, the characteristics of the
different developmental stages have influenced the
growth of group psychotherapy techniques. Be-
cause the standard diagnostic nomenclature inad-
equately discriminated among the psychiatric dis-
orders of childhood, therapists grouped children
by age and then by the nature of presenting diffi-
culties. Since they assumed children could not
adequately utilize verbalization meaningfully much
before puberty or adolescence, play and activities



dominated their approaches. Aside from psychotic
children and several types of sexual deviates, the
categories that appeared were: (1) preschool and
early school age, (2) late latency, ages 9 to 11, (3)
pubertal, ages 12 and 13, (4) early adolescence, ages
13 and 14, and (5) middle adolescence through late
adolescence, ages 14 to 17. (Kraft, 1968; Soble and
Geller, 1964).

Once you decide which age group interests you,
a first step would consist of asking yourself why. Is
it because patients in that grouping are more
available to you? Do you have some predilection
or leaning in that direction, perhaps from your
own memories and autobiography? In any case,
self-scrutiny here, as in most of psychiatry, offers a
basic and significant input.

Curative factors operate only under circumstan-
ces and sets favorable and not inimicable to their
existence. If, for example, patient selection is faulty,
and the leader puts several grossly psychotic or
sexually deviant children into a latency age group
of boys and girls, he lessens his effectiveness. Thus
ordinarily one excludes from an outpatient group
the grossly psychotic, very active sexual deviates,
children who are murderers or extremely assaultive,
the extreme sociopaths, and low-functioning retar-
dates. Inevitably some exceptions arise, either
ffrom expediency or from a therapist’s experimental
bent. We must always keep in mind, however, that
ultimately the clinician must decide on the basis of
his self-knowledge, the external circumstances, and
his clinical hunches whether to include a child who
would ordinarily be excluded.
~ Now, with those variables answered to your
satisfaction, how do you go about selecting the
patients? First, will you mix genders? Will you try
for homogenous or heterogenous symptom pres-
entations? Will you utilize IQ as a valuable selective
factor? Will your site and setting influence the
group population unduly? Clinics, the parents’
ability to pay, third-party payments, private prac-
tice: these and other vectors figure into your sec-
ondary and tertiary considerations subsequent to
your initial decision.

As part of your beginning thinking and feeling
that concluded with your decision to do a group,
you might well review the indications and contrain-
dications for such a therapeutic measure.

Indications

Very few disturbed children would not benefit at
some point from a group therapy experience. This

GROUP THERAPY 111

seems evident if we accept the wide range of
diagnostic categories for which, to date, groups
have been used. As always, sound clinical judgment
determines when to use group therapy. For example,
one therapist may conclude that group therapy
might not be indicated for a severely neurotic
youngster of six, at least not before a period of
intensive individual therapy. At the same time, the
experience of some therapists demonstrates that
concomitant group participation augmented indi-
vidual therapy. In general, if basically adequate
group therapy is available for a certain age child,
then you should seriously consider it as part of that
child’s total treatment recommendation.

Criteria for group psychotherapy of children
demonstrate less clarity than they possess for
adults. Most types of group therapy for children
and adolescents seem ego syntonic. At their meet-
ings, the children usually avoid unconscious ma-
terial, as they focus on here-and-now productions
that often seem superficial and banal. This patient
population, however, involves itself intensively in
expected and usual life patterns, as well as in each
patient’s life with his own growth, development,
and consolidation of ego functions well in the
foreground. Multiple reasons rest behind referral
to group psychotherapy. Comparatively few rea-
sons exist for not referring a child to a group (as
either a main or an adjunctive procedure). Thus
exclusion criteria dominate the process of selection
except when training and theoretical bias skew the
therapist’s viewpoint against group psychotherapy,
so that he does not consider it at all in his treatment
recommendations.

Contraindications

Contraindications to using a group method rest
on your clinical judgment. The major factor is your
impression as to the patient’s ability to tolerate
stress. Severely borderline adolescents sometimes
find outpatient group treatment too stressful, al-
though they might well be able to handle it as part
of a total inpatient regimen. We utilized an office
setting for schizophrenic boys in their early teens
who did well; and they did even better when we
added patients who were comparatively only mildly
upset. The therapist’s acumen and skill remain
overriding factors in deciding what contraindica-
tions obtain beyond the exclusion criteria men-
tioned above.

Data exchange for living, especially in the to-
and-from transmission with the child’s parents and
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other caretaking persons, strongly affects the be-
havioral patterns of children and adolescents. No
one set of techniques replies to the varied needs of
the different age groups nor to the reported expe-
riences of a number of investigators. You will then
presumably decide what your own internal and
external forces dictate for you. Perhaps a brief
historical review will add perspective to your en-
terprise.

History

Group therapy in general and with adults began
with Pratt’s work in 1907 in Boston. In Europe,
Adler initiated group methods in his child guidance
clinics in 1918. A gap of 16 years intervened until
Slavson, in 1934, originated activity group therapy
with latency age children. Early on, Slavson and
his students differentiated group psychotherapy
from children participating in group activities such
as camping and scouting. They believed group
psychotherapy implied the presence of an objec-
tively stated theory of personality and behavior,
and that its implications afforded testing opportun-
ities. Accordingly, the leader acted and spoke from
his theoretical position, usually utilizing deliber-
ately designed situations for the group. As a cor-
ollary, the investigators assumed the behavior of
the children in group comprised responses to the
treatment.

The clinicians doing activity group psychother-
apy, as well as later forms of group therapy for
children based their work on classical psychoanal-
ytic theory as exemplified by Bender’s (Bender and
Waltman, 1936) use of group therapy with children
on a hospital ward in 1936. Once additional, basic
therapeutic group techniques became known, ther-
apists utilized other factors: various age groupings
of children required different methods of treatment.
Adolescent work required other important consid-
erations. Also, settings in which patients were
treated influenced the choice of techniques; these
included residential treatment centers, public
schools, pediatric specialty clinics, units for delin-
quents, and hospitals.

By the 1950’s, therapists experimented with elab-
orations and variations of technique, although still
within the basic framework of psychoanalytic the-
ory. Adolescent group psychotherapy expanded be-
yond its initial confinement to situations for delin-
quents and inpatient units, and clinicians used it in
a wide range of outpatient settings, including pri-
vate practice. The cultural and social phenomena

of the mid and late 1960’s flooded clinical facilities
and their staffs with new and often different pa-
tients, unusual phenomena, and novel treatment
challenges (Sadock, 1975). The adolescent and
youth counterculture, new and old role expansions
in femininity and masculinity, and the many byways
of drug abuse pressed the psychiatric caretakers to
reexamine their therapy procedures. Many of these
issues remain, and the emerging methods still need
to be refined for eventual utilization in routine
situations.

Interview-activity techniques appeared (Duffy
and Kraft, 1966-67;, Kraft, 1961) with variations,
such as interactional emphasis, employment of
selected encounter group techniques (Kraft and
Vick, 1973; Rachman, 1971), transactional analysis
methods, psychodrama exercises, modified mara-
thon regimes, Gestalt modalities, and behavioral
therapy programs. Along with this stimulating ex-
perimentation, there was a state of concomitant
confusion; this has not yet been replaced by any
truly systematic synthesis.

Theoretical Considerations

In general, group psychotherapy accommodates
itself to a number of theoretical positions and their
subsequent variations of techniques. Now, newer
formulations, such as reality therapy, Gestalt ther-
apy, and transactional analysis, nudge the tradi-
tional dominance of Adlerian concepts, classical
psychoanalytic principles, and client-centered psy-
chotherapy. Yet if one examines closely the concep-
tual frameworks of therapists, certain assumptions
tend to be found in common. These include Freud-
ian constructs of the mind (such as the ego and the
defenses), psychic determinism (which coexists
more and more uneasily with a philosophical alle-
giance to the free will of other theoreticians),
infantile sexuality, and the unconscious.

Along with these notions, we find an additional
factor extremely important for work with children.
Activity—such as artwork, play, dancing, gestures,
and interactions—allows the inner fantasies of the
child to seek expression and resolution in devel-
opment, in family transactions, and in other aspects
of growth-promoting adaptation (Schacter, 1973).
The child exerts his will and engages in family
power plays to further his constant search for need
gratification within his time-space complex. To the
perceptive therapist, the behaviors of the child
reveal and communicate content, whose meaning
is inferred within the therapist’s theoretical orien-



tation. To deal with the healthy as well as the sick
(distorted) complexities of the child’s behavior calls
for special skills and empathic qualities. From his
background and his training, the therapist evolves
his individualized treatment style.

Development also plays a cogent role in all
treatment considerations. All therapy, and espe-
cially group psychotherapy, attempts restoration of
the child as closely as possible to his own path of
individuation and normal development. At most
stages of childhood and adolescence, positive peer
interactional experiences promote such growth.

Additional Theoretical Contributions

A child processes the data of forces that he uses
for development, and he often seems overwhelmed
by rapidly oscillating, changing inputs, so that he
lacks adequate dwelling, reflective, and associative
time for purposive decision making. A therapist
assumes responsibility in group psychotherapy of
children and adolescents for helping the patient sift
and sort out faddish messages. Gibson (1973) point-
edly tells us that “we have arrived at the stage
where the time required to make decisions (i.e.,
assemble and examine all necessary information),
even simple ones by human beings, is considerably
longer than the time required to transmit the
information over a communication system.” He
further makes the point that either valid or mis-
leading information gets transmitted with equal
ease and fidelity. In life, and in group psychother-
apy, more and more time becomes allotted to
securing accurate information, be it cultural, inter-
personal, and/or intrapsychic, in order to aid in
reality-oriented decision-making.

As children develop, they learn to operate in
varying systems, their changing behavioral patterns
call for rearrangements of equilibria. In their group
psychotherapy experience, they find settings and
techniques with which to glimpse at varying levels
of abstraction the roles of their family, which is
primarily that of a message center and information
processor. The systems of negotiation then become
the focus rather than the individual psychopathol-
ogy, as in negotiations with the small group, in-
cluding the family, and larger interest groups, such
as scouts. The group leader and the group itself
confront this structured segment of their lives pri-
marily in the here-and-now of the group session.

The leader’s operational assumptions and his
definitions of how people function determine how
he handles these transactions. He may construe a
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child’s behavior in the group as the resultant of
intrapsychic and social forces. He could then point
out to that child and to the group how the family
system elsewhere required the patient to be dis-
turbed in order to maintain family balance. In
group interaction it is quickly evidenced that the
patient demonstrates the schisms, secret alliances,
and power plays of his family of origin (Melville,
1973). Combating this trend, especially with chil-
dren and adolescents, is the built-in capacity for
identification as part of growth. Bandura (1969)
describes modeling behavior and its importance in
personality formation. A study by Patterson and
Anderson (1964) postulated that peers serve as
effective agents to provide social reinforcers. As a
therapy group anneals and grows, group values
permeate the behavior of the patient. These serve
to counter the nonadaptive family-sponsored be-
haviors. The latency child also takes in data from
his social, educative, and group experiences. Under
normal circumstances this will enhance his indus-
triousness and transfer sufficient libidinal energy to
out-of-home activities to lead him somewhat from
the family canopy.

Early on, children and parents sense this; they
feel buffeted. Diminished time together reduces
their ability to monitor and filter the bombardment
of overt and covert stimuli. These include both
information for rational decision-making and sub-
liminal messages designed not to inform but to
influence. The family must fulfill the tasks of pro-
viding emotional support to its members and of
training the children in competency (age and gender
adequate control of the body and the symbolic
environment). These functions falter amid the wel-
ter of megamachine living (Mumford, 1972). In-
creased tension and decreased control lead to faulty
communication, especially in the interpersonal
areas, and in time, to familial disorganization. The
family offers the child initial training in adaptation
at one level of a hierarchical organization into
which he will gradually fit. Survival, however, may
not be equivalent to health.

Setting and Its Practical Considerations

To return to the more technical aspects of your
adventure into the group experience, the settings
for therapy deserve discussion. Settings vary widely,
yet must be consistent with the practicalities of the
therapist’s working arrangements. Often, this re-
quires a room whose primary purpose is to service
group functions, with durable furnishings and an
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unencumbered carpeted and undercushioned area
of a minimal size of 8 feet by 10 feet. Some
therapists use sturdy chairs and perhaps a strong,
low central table, whereas others prefer a rather
bare room. They may have tools, models, games,
or other artifacts available to the group. As with
the basic rule that the therapist does not permit
injuries to self or to others in the group and doesn’t
allow destruction of furniture, lights, or windows,
he also clearly delineates what will be permitted
and what will not be allowed in the use of tools,
furniture, food, audiovisual instruments, and the
like.

The literature is not sufficiently explicit about
those practical details that the beginner learns with
difficulty. For example, the optimal size for a group
tends to be 6 to 8 children. In deference to usual
school circumstances, most groups for school-aged
children meet in the mid to late afternoon, although
some therapists report that Saturday mornings
work out well (Brandes, 1971).

The sessions with younger children tend to be
weekly, lasting one hour or even less, except in the
use of classical activity group psychotherapy, where
the time is 1% hours or more. In those cities with
urban sprawl and poor public transportation, this
means a parent, usually the mother, brings the
child and waits for the group to end. Clinics often
utilize this opportunity for a mothers’ group or
some other work with the mother, which proves
more complex for the privately practicing child
clinician.

The group usually takes 5 to 10 minutes to settle
into its work. The children, especially boys, ex-
change information, boasts, taunts, and challenges.
The therapist has the option of several approaches
for openings, which children quickly pick up on
(with comments, usually derogatory) and then ac-
cept. This may reflect the interest of the therapist,
who, for example, might inquire about dreams
occurring since the last session or about those
emotional events that might have stirred anyone in
the past week.

In effect, this encourages the group to be an
activity-interactional type with emphasis on ver-
balizations. In contrast, others may want the chil-
dren to do things together (such as games) and
deemphasize their more personal and possibly in-
trospective verbal productions. The last 10 to 15
minutes of the session could entail some free or
organized play activity involving all the members.
Some therapists find this an extremely useful means
of ascertaining other facets of the children. For

example, 15 minutes of kickball on a nearby play-
ground can elucidate productive interactions, re-
vealing body-damage concerns, skills, and compet-
itiveness. Having food to share (doughnuts, pop-
corn, cookies, cokes, or milk) enables observation
of how food is used with each other and individ-
ually.

Whether to have more than one therapist is best
answered with reference to the overall setting:
private office, clinic, or inpatient. Most reports
suggest two therapists, preferably of opposite gen-
der. Within broad limits, each therapist can hew to
his own therapeutic approach and the children
handle the differences nicely.

The major emphasis emanating from the thera-
pist is confidentiality and seeing the child as a
person, not a culprit delegated to the therapist for
correction and change. When indicated, he protects
the weak child from the overly aggressive ones by
taking the heat off verbally or by actually physically
intervening. He intervenes at times in other circum-
stances, as with contagion of excitement, by point-
ing out the group process underlying the turmoil.
At other points he may be authoritative in forcibly
telling someone to sit down or to halt what he is
doing until the emotional elements behind it are
explored.

We usually tell the children that none of their
verbalizations will undergo censure. Beginning
about 1968 we added that drug usage (marijuana,
alcohol, LSD, etc.) would not be allowed in the
sessions. The therapists reserved the responsibility
and the attendant freedom to notify the parents if
a serious matter arose that significantly affected
health, such as suicidal behavior. The children in
turn will be notified of telephone calls or other
contacts their parents make with the therapists
about them. The therapists explain too that they
are trying to get the parents better to understand
them and to change situations; in the service of
that goal, many therapists feel free to tell parents
of the general concerns of the patient, while not
quoting his words per se. Although some children
test out these regulations, especially the latter, no
one seriously bothers to oppose them.

Curative Factors

Let us examine for this field of group therapy
what Yalom (1975) describes as the curative factors.
These vectors listed below play significant roles in
this type of psychotherapy. Please keep in mind



that the reality and developmental features of chil-
dren and adolescents (such as a real dependency
on parents) may create alterations.

1. Instillation of hope. In adults the phenomenon
of placebo effect remains basic to this. In children,
however, assessment difficulties become apparent,
for many children do not see themselves as troubled
or as not coping adequately. We find that adoles-
cents seem better able to view themselves as needing
to change and being capable of change, and thereby
given to hope. Once young children do get involved
with group, hope (of sorts) begins to manifest itself
in combination with other curative factors.

2. Universality. Since children and adolescents
seek peer conformity, they find the group im-
mensely reassuring as they discover others of like
age with feelings and experiences similar to their
own,

3. Imparting of information. As is observed be-
low, clinical judgment always determines when,
how much, and what should be said. Thus at times
with an adolescent group the therapist might well
utilize didactic information, such as concepts of
dyadic relationships; and with younger age patients
the leader might at times intrigue them with infor-
mation from science, biology, or other fields (e.g.,
dinosaurs—their habitat and their behaviors).

4. Altruism. Even with the counterculture surge
“‘to do one’s own thing,” for the child or adolescent,
to do something for others still fosters good feelings
in both doer and recipient. The patients might not
see their interactions as altruistic, yet they do utilize
this in the group process.

5. Corrective recapitulation of the primary fam-
ily group. We find a most interesting facet of child
and adolescent group psychotherapy exists in the
more immediate applicability within the patient’s
primary family of what he learns now in the group.
Again, as with most therapy with children and to
a lesser extent with adolescents, the patients relive
the distortions of their original family experiences
in portions of their present group experience. These
corrective experiences also occur in the lower levels
of awareness.

6. Development of socializing techniques. Social
learning plays a large role in a number of different
kinds of child and adolescent group psychotherapy.
Modeling of the therapist’s behavior as well as that
of other group members often occurs. Deliberate
use is made of this tendency in varying formats,
especially in groups for the retarded and for pub-
ertal and early adolescent girls. Children con-
sciously and deliberately watch each other as the
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group goes along, and then they will often pick out
the current *“‘hero” to emulate. Sometimes parents
complain about new behavioral tactics and new
language, especially more basic words, that their
child enacts and quotes from his group.

7. Imitative behavior. This includes role model-
ing, as above, but in the sense that the patient will
observe how one group member deals with emo-
tional situations which he himself must also en-
counter. He then imitates the model, with “It
worked for him, so why not for me?”’ With children
and adolescents, role playing in brief psychodra-
matic exercises and other activities often leads to
experiences in behaving a certain way, as demon-
strated by others in the group. What works then
tends to become incorporated into a behavioral
repertory, especially when the patient practices first
in the group with its vociferous comments and
approval.

8. Interpersonal learning. Since the range of
group structures is so much greater for the child
population, this factor presents evaluation difficul-
ties, especially if we compare them with adult
groups. Evidence emerges, especially from adoles-
cent groups, that patients do become aware of their
own behaviors, appreciating some of their qualities,
and sensing their effects upon others in the group.
Generally, our youths develop more rewarding re-
lationships with peers and often even with parents.

9. Group cohesiveness. Although not often ver-
balized, this factor soon appears. In outpatient
settings where the parents support their attendance,
the children tend not to miss sessions; the resulting
continuity provides a good basis for cohesiveness.
The “group” becomes quite important to the mem-
bers, usually with a core who attend regularly and
with a few who are more peripheral and less
regular. An interesting finding, in interviewing pa-
tients years later, is how often they remember the
group and members, but not the therapist.

10. Catharsis. Under appropriate conditions, it is
helpful for children and youth to express strong
emotions, especially when hostile to authority fig-
ures. However, it is probably the interpersonal
process involved in the group more than the “re-
lease” of feelings that enables the patient to utilize
the experience for growth.

11. Existential factors. So many children see their
parents and other grown-ups as unfair and unjust
that the fact of their inherent dependency becomes
lost amid their distortions. Facing life alone, for
example, has limited meaning to 8-year-olds. Prob-
ably a sense of being responsible for one’s behavior
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is the most meaningful of Yalom’s five items of
existential factors. In any case, these factors have
less applicability in groups for younger patients,
the retarded, and for the mild behavior disorders.

Techniques

In recent years, therapists have made increased
use of group psychotherapy within such settings as
hospitals, private offices, and community clinics.
Experimentation in this field has expanded as well.

We now return to the different age levels and the
group treatment methods appropriate to them. The
paragraphs that follow will emphasize a pragmatic
discussion of the major modalities employed for
each developmental period.

Preschool and Early School Age Groups

Most of the work during the preschool years
utilizes play therapy with or without accompanying
supervised observational interaction by mothers.
The therapist aims at individual emotional expres-
sion with the materials, as in one-to-one treatment,
but with the process facilitated by peer interactions.
When indicated, interpretations are used in keeping
with the theoretical proclivities of the therapist
(Ginott, 1961; Slavson, 1950; Slavson and Schiffer,
1975). The mothers may observe and/or meet as a
parallel group with another therapist. This tends
to emphasize their cognitive grasp of their child’s
problem, and to enhance their understanding and
skills in parenting.

The therapist usually structures the situation by
using a specific approach, such as artwork puppets
(Bender and Waltman, 1936), or a permissive play
ambiance. Children project their fantasies onto
puppets, and they find a means to express their
feelings, an experience of considerable value. The
child utilizes the group setting perhaps more as a
site for the observation and imitation of others
than as an opportunity for direct interactions.

A useful tool for infants to 3-year-olds is Niel-
son’s method (1970). This is conducted in a family
living project in which the mothers sit in a group
with a therapist while watching their own children
interacting with school personnel and with one
another. The focus of these informal, leisurely
meetings is on the nature of play, and on its role
and importance in the child’s development. Hope-
fully, other workers will study this in different
settings, such as Sunday school nurseries or day
care centers.

Hansen, Niland and Zani (1969) used modeling
theory to show that socially isolated, early elemen-
tary students of low socioeconomic background
would respond well to peer “models.” When com-
pared to control groups, they retained their gains.
Behavioral intervention of this sort interrupted
their somewhat fixed interactional repertories.

Play group therapy emphasizes the propensities
of the children to interact with one another and
the therapist in a permissive playroom setting.
Slavson suggests a woman therapist who would
induce the children to produce verbal and played
out fantasies; she would also use active restraint
when the children translated excessive tension into
hyperkinetic patterns. The room offers the tradi-
tional artifacts of toys, water, plasticine, toy guns,
and a doll’s house. Children usually respond by
reproducing their home difficulties and acting out
aggressive impulses. By catalyzing each other, the
children obtain libido-activating stimulation from
their play materials.

Group play therapy effects basic changes in the
child’s intrapsychic equilibrium in his capacity for
relationship, and in his reality testing through ca-
tharsis, insight, and sublimation (Ginott, 1961). The
child finds significant opportunities to change in a
positive direction as he identifies himself with other
group members and with the therapist. Ginott
(1961) places little emphasis on the group as a unit,
since each child assumes the focus of the therapy.
Frequent shifts occur in the play relationships,
attachments to toys and peers, and the subgroups
that come and go.

Haizlip, McRee, and Corder (1975) found that
only one of ten randomly selected clinics provided
group therapy for the younger child. In those that
they studied as well as in their own program, staff
resistance was expressed in terms of theoretical
issues and a lack of referrals; underlying these were
more basic anxieties deriving from insufficient ex-
perience with this age group.

There are reports of programs (Lovell, 1973;
Poole and Ruck, 1972) with children under five in
general hospital physiotherapy units. These were
retarded children with histories of insufficient en-
vironmental stimulation and/or minimal cerebral
damage. The groups utilized maternal participation
with staff to help the children control behavior,
enhance mobility, and increase peer communica-
tion.

A basic requirement for selection as a group
member is the presence of social hunger, a need to
be liked and to be accepted by other children. If
the child had never experienced a primary relation-



ship with a mother figure, Ginott (1961) excluded
him and referred him for individual psychotherapy.
He also rejected children who felt murderous to-
ward their siblings, sociopathic youngsters, those
with perverse sexual experiences, extremely aggres-
sive patients, and habitual thieves. The symptom
picture of those who were selected included: phobic
reactions, effeminacy in boys, excessive shyness and
withdrawal, separation anxiety, and the milder pri-
mary behavior disorders.

Speers and Lansing (1965) went beyond these
criteria and utilized group therapy along with art
therapy and parent group therapy for autistic chil-
dren. They began with four children under the age
of five who showed withdrawal from reality and
severe disturbances in self-identity. Among these
children, language deficits, lack of bowel and blad-
der control, severe sleeping and eating disturb-
ances, and stereotyped behavior were prominent.
The investigators reported that within their group
setting these psychotic children were able to change
through obtaining the rudiments of self-identity. At
the outset, the physical and psychological closeness
of the group members panicked some of the chil-
dren; over time, however, it helped them establish
relationships. After the austistic defenses had been
repeatedly penetrated, a group ego developed much
in the form that E.J. Anthony had originally de-
scribed for older children in group therapy. This
provided part of a therapeutic symbiosis for each
patient. Safety in the group fostered emancipation
from the sick relationship with the mother.

Another variation of group therapy has been
employed for preschool youngsters with special
disability problems, such as retardation, brain
damage, and cerebral palsy. The usual emphasis
was to offer the child opportunity for age- and
ability-appropriate activities, especially communi-
cation with peers. An essential ingredient of such
groups was the active involvement of the mothers;
the end result was to enhance both the physical
care of the child and their communication with
him (Flint and Deloach, 1975; Poole and Ruck,
1972).

We can move on to see how these considerations
fit in with the next age level appropriate to group
therapy.

Latency Age Groups
The basic techniques for this age group were

discussed above in the section on settings. We wish
to emphasize here that in addition to activities and
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play, verbalization techniques enhance group ex-
perience. In this fashion, activity-interview group
therapy differs from the “pure” activity type in
that the therapist actively intercedes and interprets
to the children the meanings of both their verbal
productions and their actions. These groups are
able to accept more severely disturbed youngsters.
The therapist encourages the telling of dreams, the
expression of dynamically laden material, and peer-
to-peer interpretations.

Composition of the Latency Group

Most of the time late latency children (ages 9-11)
undergo activity-interview therapy rather well.
When the flow of patients permits, you can place
girls as well as boys in the group, for, as is generally
the case, in work with latency children the sex ratio
runs about three boys to one girl. As a result,
finding enough girls becomes a problem for these
groups. If possible, you should have about equal
numbers of each sex, for the girls act as a modu-
lating influence and diminish the extremes of the
boys’ behavior. Selecting the patients depends more
on the overall structure of the group than on the
characteristics of each patient. Six is the optimum
number of group members, although some thera-
pists (especially if they operate with co-therapists)
undertake eight members.

The leader’s gender doesn’t seem to produce any
significant differences. Sometimes the therapist
talks to, or with, and sometimes for the children.
As they relate their daily experiences, when they
make comments about their parents or discuss their
interactions with other group members, the thera-
pist occasionally offers psychodynamic generaliza-
tions (Schamess, 1976). The therapist’s discipline of
origin may be any of the traditional fields, or he
may come from the newer paraprofessional training
programs in mental health. A co-therapist of the
same or opposite sex can be useful in these groups,
as Laybourne reports a creative use on a pediatric
ward (Laybourne, Shupe, and Sikkema, personal
communication).

It is helpful to differentiate types so as not to
include more than a limited number of withdrawn
and taciturn members. Also, such groups fail to
function adequately if they include the incorrigible
or psychopathic child, the homicidal child, and the
child with overt sexual deviance. For example, a
child prostitute or molestee can upset his co-pa-
tients and their parents—when the word spreads.
Severely threatened, ritualistic, socially peculiar
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children who cannot establish effective communi-
cation with other group members at any useful
level do poorly in these groups; they do better if
placed in more homogeneous groups with their
own kind. Too many retardates in the group impede
interaction and tend to enhance motoric patterns
for all the group members. On the other hand,
children with physical deformities, protruding
teeth, tics, or behavior based on maturational brain
dysfunction generally find the group situation help-
ful. Groups respond supportively when its members
perceive the victim’s sensitivities and feelings as one
or two patients vehemently taunt them about their
disabilities.

As freedom of expression and activity evokes
responses among the members, different roles
emerge. We find the instigators, who enable the
group to stay alive dynamically; the neutralizers,
who, in response to their stronger superegos, keep
impulsive acts down and help regulate behavior;
the social neuters, who seem impotent to accelerate
or impede the flow of group activity; and the
isolates, who are so neurotically constricted that
they initially find the group too frightening to join
in its activities.

In general, within the group, the child reproduces
his customary and usual adaptational patterns. For
example, all his life he may have utilized helpless-
ness to elicit dependency fostering and psycholog-
ical feeding responses from adults and peers. In the
group, however, he is likely to find peers and the
therapist ““failing” him.

The therapist’s neutrality impedes these charac-
teristic patterns; in time he creates enough frustra-
tion to initiate different behavior. Similarly, the
provocative, extremely aggressive child finds no
rejection or punishment for his behavioral distor-
tions; instead, he meets with acceptance and con-
trols. In time, he also reacts differently to the
therapist and to his fellow group members.

Frequently therapists report that latency age chil-
dren become caught up in irrepressible behavior
with strong contagious elements. Impulsive, acting-
out children usuallly cow their more inhibited,
conforming group-mates, though sometimes even
these more reserved children catch on and join the
bedlam. A recent report (Strunk and Witkin, 1974)
recounts such an experience. The therapists cope
with it by eliminating the play period and its
regressive magnetism; instead, they take a very
active role in an hour-long discussion session and
emphasize self-control as a value. Their work illus-
trates what often occurs—i.e., given clearly defined
limits and expectations, the children in a therapeu-

tic group will feel more comfortable and adopt
more age-appropriate behavior.

A related technique, with the primary emphasis
on the associative element rather than on the
activities involved, is the club formed by the chil-
dren themselves (Celia, 1970; Lieberman, Yolom,
and Miles, 1973; Olsson and Myers, 1972). The
members name the club, determine its goals, and
elect its leadership. The very fact that the club is
chosen, not imposed, generates enthusiasm and
enables members to participate actively in the
therapeutic process itself—as agents rather than
“patients.” The club forms a therapeutic milieu
that allows members to face competitors and to
dramatize conflicts which, without the support of
an integrated group, might have destroyed them.
Parental participation is sometimes encouraged.
Therapeutic clubs have been successful with dis-
advantaged children of minority groups, with psy-
chotic children, and with severely disturbed pub-
ertal boys. The reported results include the
strengthening of impulse control, reality testing,
and self-esteem, and the improvement of object
relations.

Most therapists agree that the function of group
psychotherapy at this age is to aid the organization
of drives into socially acceptable behavior modes
(Sand et al., 1973). The child enhances his coping
patterns as well as finding his place in the group.
Thus, beyond certain fundamental rules established
by the therapist, children develop their own group
behavioral standards. These take forms that are
both open and explicit, as well as covert and
concealed, a pattern that holds true for all group
process.

In some groups videotaping of the initial 20
minutes of the group interview has been utilized.
Dreams, negative and positive reports about any
aspect of the children’s lives, and specific comments
about what the therapist defines as each child’s
major problem area might be recorded. Then, if
meaningful material emerges, the group reviews the
tape and any further material which enters is also
noted. The TV equipment usually presents no
deterrent to group process (Melnick and Tims,
1974), even if it is in the same room.

Behavior modification approaches (Pratt et al.,
1975) to the latency child vary in terms of the
nature of the proffered rewards, the extent to which
they are provided and how they are used. Rose
(1972) developed an extensive program based on
earning points that could be translated into mate-
rial rewards. His patients reflected varying kinds of
emotional problems. In such a program the thera-



pists must find the details and exigencies of such
an approach rewarding for themselves as well;
otherwise they would be better advised to utilize
the more traditional group procedures. A variation
of this counter-condition is test anxiety through
Wolpe’s systematic desensitization procedures in a
classroom setting (Barabasz, 1973; Stamps, 1973).

An increased interest in sexual disconformities in
adults has led to efforts to change the life-styles of
effeminate boys, aged 4-9. No work appears on
similar projects with masculine girls, if in fact they
can be identified as such. Green and Fuller (1973)
describe a first effort in working with seven effem-
inate boys concomitant with a mothers’ group, a
fathers’ group, individual psychotherapy each for
mother, father, and boy, and a home-based token
economy system for reinforcing masculine behav-
ior. This total push produced reductions in effem-
inate patterns and an increase in closeness of the
father-son relationships. The team believed the
group experiences proved essential for the boys
and for parents.

Group therapy for boys with absent fathers
(Sugar, 1975) strives to meet their unresolved de-
pendency and other oral conflicts, their oedipal
distress at replacing the father, and the associated
general authority conflicts. Obviously, the therapist
must be male and able to bear up well and respond
flexibly to both the overt and even more powerful
covert demands such a group makes upon him.
Sessions with mothers and sons helped highlight
the core problems; optional ways of handling them
could then be offered.

Activity-interview techniques can be modified
especially for girls. In late latency with its overlap
with early pubescence, girls readily discover com-
mon problems and concerns, which center about
maturational problems and quests, such as cloth-
ing, makeup, boys, closeness with fathers, and
physical changes. Change in such girls reflects both
inherent and social maturational factors along with
group cognitive and experiential learning. One
study (Shere and Techman, 1971) utilized repeated
Rorschach testing to assess progress and found
positive changes in the girls’ records.

In working with latency age children, primarily
boys, and especially those who are hyperactive, the
tuerapist often ends up letting the members have
at it with movement (Cermak, Stein, and Abelson,
1973; Egan, 1975). Sometimes, if allowed to get very
involved in activities, the group gets physically out
of control. Schachter (1973) attempts to harness
this by suggesting that games stimulate emotional
responses as in real-life situations. When the ther-
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apist perceives such an expression of feelings, he
can freeze the action and have the participants stop
and get in touch with the feelings. Similar work
has also made use of TV tapes and replay to
enhance the recognition of the feelings being dis-
cussed (VanScoy, 1972).

Group therapy in school settings has been con-
troversial. Some therapists contend that group per-
missiveness carries over to classroom behavior,
creating separation and dissonance. Pasnau, Wil-
liams, and Tallman (1971), after twelve years of
experience, suggest this does not necessarily occur.
Teachers can be used as leaders under continuing
supervision and friendly psychiatric liaison is en-
couraged by this. Moreover, small activity groups
provide a service to children as a bridge between
classroom and clinic (Harris and Trujillo, 1975).
Schiffer (1969) describes over twenty years of work
with therapeutic play groups in elementary schools.
He sees the group following a psychodynamic
evolutionary time table over several years; it de-
velops from a preparatory to a therapeutic to a
reeducative and finally to a termination phase.

Anderson and Marrone (1976) describe nine years
of experience in a program that utilized teachers as
well as others: “Many teachers can be brought to
a level of competency in dealing with emotionally
disturbed children in the group therapy process

... " They suggest the model works also for
normal children in affectively-oriented educational
programs.

In the form of group counseling, group therapy
lends itself readily to school settings. DeLara (1969)
uses gender and problems as criteria for the selec-
tion of homogenous groups of six to eight students
which meet once a week during school hours. Six
to eight students might gather over a time span of
two to three years. The commonality of the pre-
senting problems underlie the ultimate success of
the groups. Groups of retardates fit this classifica-
tion (Etters, 1975).

Yet, contrary to other school group therapy re-
ports, Minde and Werry (1969) found that intensive
group treatment of a verbal nature in a low soci-
oeconomic neighborhood school demonstrated no
overall treatment effect. Other inner-city work
shows mixed results. Barcai’s work demonstrated
that children were capable of acquiring verbalizing
skills when taught carefully in a remedial manner
(Barcai et al., 1973).

In clinic and school settings, where large num-
bers of children need to be processed or screened,
various group screening methods have been de-
vised. In the procedure used by Gratton and Pope



120 KRAFT

(1972) the three investigators put five to six children
into a diagnostic group for an hour a week for
three weeks. They also conducted weekly group
psychotherapy for twelve weeks with two groups
of five children each. This was carried out in
keeping with play therapy models with the goals of
modifying the child’s classroom behavior. Their
work, and that of others, indicate that group
techniques can be applied to school settings in
flexible ways in order to achieve limited goals of
social behavior alterations. Rhodes (1973) found
that conventional verbal treatement along with
clear behavioral limits worked well in a short-term
(six to eight sessions) program when carried out by
very active therapists in an elementary school set-
ting. The therapy directed itself to exploring the
child’s classroom difficulties and to gathering in-
formation for further referrals.

In a day hospital setting, Kraft and Delaney
(1968) utilized what can be called ‘‘discovery” ther-
apy, employing a form of dance-movement therapy.
If offers an opportunity for the child to function
with others in a literally hamonious fashion so that
through rhythmic and expressive movements posi-
tive relationships emerge between individuals and
the group as a whole. Feelings of isolation and
alienation diminish as the group members sponta-
neously share their feelings actively and aestheti-
cally. The casual and enjoyable associations that
come about through their rhythmic movements
allow the children sufficient individual freedom to
permit their dancing and moving by themselves
without feeling that they disrupt group activity.
The changing actions of the group bring on one-
to-one relationships as well as group relationships.
These result in a sense of acceptance and influence
on others that bolsters feelings of independence
and self-esteem. This enhanced sense of personal
strength and identity often provides the first steps
toward participation in other forms of individual
or group therapy.

The rhythmic movements make it possible to
express emotions in ways that hurt no one; at the
same time they allow for the discharge of tension.
This leads to relaxation and the freedom to go on
to other things. Rhythmic action allows expressive
behavior without great physical strain. It provides
control over emotion rather than allowing the
emotion itself to take control. Movement commu-
nication makes use of the natural kinesthetic re-
sponses to musical rhythm and leads to satisfying
structured action. In responding to rhythm, the
child becomes aware of his body; it moves in time
and space and in a way that he wants it to. For

children who have difficulties in relating directly to
what is outside of the self, this technique allows
them a combination of relationship and shared
action which occurs in the here and now. The
movements transcribe themselves into functions
that are at once expressive and reality-oriented.

In group dance therapy, physical movement al-
lows the children a means of ‘“‘speaking” with each
other, a method of tuning into and sharing what
people are ‘“‘saying” with their actions. Movement
communication establishes direct relationships,
makes initial contacts, and offers access to sharing
the experience of feelings. This provides an oppor-
tunity for “working through,” of obtaining emo-
tional release with symbolic body action via the
rhythmic, expressive, physical movements of the
group. Being in a group feels safer and more
conducive to individual risk-taking.

Art therapy is another relatively new technique
employed in group therapy. Once again, providing
the patient with the opportunity to speak freely
and to express himself while occupied with an
activity—in this case, an art or a craft—has proved
to be of great value. Socialization is enhanced
through the group, and patients are able to express
emotional conflicts symbolically through artistic
productions. Such material helps the therapist clar-
ify the diagnosis. Family participation can be en-
couraged, or may occur spontaneously. Art therapy
thus helps to reestablish lines of communication
within the family. This is particularly likely to occur
when the therapeutic group becomes the family
itself rather than a children’s group. Originally, art
therapy relied heavily on psychoanalytic concepts;
at present, other theoretical constructs serve as the
bases for interpretation and diagnosis. This thera-
peutic form has become an increasingly common
technique in psychiatric hospitals, clinics, and spe-
cial schools. Art therapy is especiallly valuable with
younger children; for them it is a more ‘“‘natural”
mode of expression, and they find it easier to say
graphically what they lack the ability to commu-
nicate verbally.

Pediatric hospitals or pediatric wards of general
hospitals have been utilized for group support and
brief therapy. This has been demonstrated at cancer
centers by Adams (1976). Almost any affliction
lends itself to this process for its limited goals.

Pubertal Groups

Similar group therapy methods can be used with
pubertal children, who are often grouped by gender.



Although their problems resemble those of late
latency children, they are also beginning to feel the
impact and pressures of early adolescence. This is
especially true of girls. In a way, these groups offer
help during a transitional period.

Group structure appears to satisfy the social
appetites of preadolescents, who tend to compen-
sate for feelings of inferiority and self-doubt by the
formation of groups. This form of therapy takes
advantage of the “natural” pressure toward social-
ization during these years. Since children of this
age experience difficulties in conceptualizing, pub-
ertal therapy groups tend to use play, drawing,
psychodrama, and other nonverbal modes of
expression. The therapist’s role is active and direc-
tive, as opposed to the more passive role classically
assigned him (Crowdes, 1975).

Activity group psychotherapy has been the rec-
ommended type of group therapy for preadolescent
children (Soo, 1974). The children are usually of
the same sex and with not more than eight to the
group. They are encouraged to act freely in a
setting especially designed and planned for its
physical and milieu characteristics. Slavson (Slav-
son, 1950; Slavson and Schiffer, 1975) pictures the
group as a substitute family in which the passive
neutral therapist becomes the surrogate for the
parents. He assumes different roles, mostly in a
nonverbal manner as each child interacted with
him and with other group members. More recently,
however, therapists regard it as a form of a peer
group, with all its attendant socialization processes,
rather than as a reenactment of the family.

Activity therapy involves games, structure forms
of play, and projects which must be planned and
carried out. For children with neurotic-type diffi-
culties, the work is designed to achieve maximal
elicitation of fantasies and expression of feelings
about others. In order to reduce the potential for
frustration and failure, the equipment supplied the
child is minimal. Anxiety, however, is allowed to
develop, and the therapist works to help the group
members cope with it. In the ego-impaired group
the sessions are highly structured and anxiety is
reduced to a minimum, although the structure is
progressively loosened as their frustration tolerance
rises. For these children, all destructive behavior is
actively discouraged. In the neurotic-type groups,
on the other hand, limit setting is maintained only
to protect personal safety and to prevent property
damage.

This therapeutic medium can help children with
deficient and distorted self-images, inadequate role
identifications, habit and conduct problems, and
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mild psychoneuroses. Neurotic traits that may be
present in behavior disorders as exemplified by the
passive, dependent, infantilized child, tend to alter
as these personality traits persistently fail to achieve
satisfaction, are worked with, and are gradually
replaced by other behaviors.

The group procedure has been used as a diag-
nostic tool in child guidance work; small, short-
term groups when brought together provide data
on peer interactions. In effect, the clinic sets up a
group milieu to furnish the staff with pertinent
observations, observations of the patient’s behav-
ior, while concomitantly engaging the child in a
therapeutic experience (Churchill, 1965).

In selecting patients, one can strive for homo-
geneity; for example, brain-damaged youngsters
can be placed in one group and neurotic children
in another, where both groups are modifications of
activity group therapy. The neurotic group empha-
sizes the verbalization of fantasy and the expression
of feelings. The ego-impaired group devoted itself
to structured physical activity and to carefully
designed group discussions about current events
(Gerstein, 1969).

Another form of homogeneity is to give group
treatment in an outpatient clinic to patients, usually
boys, who have been recommended for residential
or day treatment. The children gain impulse con-
trol, enhanced reality testing, and elevated self-
esteem (Lilleskov et al., 1969).

Psychiatric inpatient facilities offer other oppor-
tunities for selecting fairly homogeneous popula-
tions; yet even here the therapist cannot use only
one procedure as the basic treatment process. He
must match his armamentarium of techniques flex-
ibly to the behavior patterns of the group members
(Josselyn, 1972; VanScoy, 1971). In most latency
groups that are not designedly varieties of activity
therapy, the therapist involves himself in determin-
ing goals and structures of the therapy, and actively
pursues topics or activities.

Egan (1975) suggests a modification in the form
of activity discussion group therapy. Certain dy-
namisms occur in the groups: first, identification
with the therapist, with group members, and with
the group as a ““family.” Second, reinforcement and
other behavioral techniques modify behavioral pat-
terns. Third, direct (verbal) or indirect or derivative
insight develops. In contrast to routine activity
group therapy, the physical characteristics of the
room include gymnastic and other equipment,
which discourage practitioners who occupy
cramped quarters.

When boys (especially those in residential treat-
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ment) reach the preadolescent age range, their
aggressive feelings often perplex them and drive
them to impulsive actions; group therapy, especially
when it is combined with other techniques, can
help in many ways. It affords opportunities for
positive interpersonal transactions that can serve
to diminish their basic mistrust, it provides ways
to enhance low self-esteem, and it can affect de-
pendency-independency conflicts for the better.
Bardill (1972) utilized behavioral contracting as a
means of scheduling the exchange of positive re-
inforcements. Great pains were taken to clarify
explicitly the expectations of each party to the
contract. Points were awarded for certain specified
behaviors during therapy.

In contrast to the residential setting, Barcai et
al. (1973) worked in a school setting with fourth-
and fifth-grade students from a low socioeconomic
area. The goal of the undertaking was to increase
the students’ school achievements. The therapist
set up groups, counseling, remediation, and art.
They found that performance improved differen-
tially in relationship to the specificity of interven-
tions used and the climate of the classroom. They
hypothesized that underachievement could be tied
to lack of reward for language-oriented communi-
cation in their homes. Hence, specific interventions
would effect more change than generalized interest
and care. Their work agrees with findings reported
elsewhere of the generalization effects of psychol-
inguistic remediation programs (Battin and Kraft,
1968).

To show that the specificity of intervention, when
insistent and constant, plays a major role in change
are experiences with a transactional analysis (TA)
approach with a late latency group of boys and
with groups of 13-year old girls and with the 14-
year old girls in a clinic setting. In this technique
the initial interviews occupy an important place.
At this point, the therapists set up contractual
guidelines with the parents. They are told how
much involvement there will be for them with the
leaders, and what types of data will be given to
them about what their child does and says in the
group. A commitment is usually obtained from the
patients for at least a 3-month group stay before
they make any decision about terminating therapy.
One successful modality for this is a 4-session series
of family meetings (Parker, Hogan, and Kraft,
1977). This has been used in both all-girls and all-
boys groups. Strong emphasis is placed on the
confidentiality that the therapists will enforce for
themselves, and the patients for themselves. It is
made clear, however, that there will be an active

response to any hints about destructive behavior a
patient plans to direct at himself or at others. If
there are data whose seriousness requires telling
the parents, as when a girl is not certain but that
she might be pregnant, the patient is urged to tell
them herself, usually in a family session. She can
do this along with the therapists’ help, with tutoring
and protection.

It is stated as well that the therapists are available
to patient and parents at all times: any hour and
any day.

The child is asked: “Why are you here? What is
it you want to change about yourself? What is it
you’d like to see altered in your family?” The
therapy contract is then constructed on the basis
of his replies. When resistances emerge (“Talk to
my parents; they send me and pay for it”), in this
TA framework it is assumed that the rebellious
adapted child ego state prevails; it is stroked, and
the contractural negotiations proceed. The children
catch on quickly to the ego-states paradigm and
work astutely with game classification, both on
each other and the therapists. This approach is
used consistently with them, endeavoring to achieve
symptom amelioration and behavioral change.

In sum, when the physical situation of the office
permits in latency and puberty, activity groups
provide an opportunity for an emotionally correc-
tive experience. This is accomplished by utilizing a
highly permissive setting to encourage freedom of
expression of pent-up feelings along with regression
(Singer, 1974). Interview activity and other variants
along the spectrum of therapeutic techniques also
provide opportunities for effective experiential in-
sight. Consistency, warmth, flexibility, and empathic
qualities of the therapist, coupled with adequate
knowledge of personality theory and of therapeutic
techniques, provide the ingredients for good group
therapy in this and other age bands.

Parent Groups

As is true with most treatment procedures for
children, parental difficulties present obstacles.
Sometimes uncooperative parents refuse to bring
a child or to participate in their own therapy; in
certain cases, severely disturbed parents use the
child as their channel of communication to work
out their own needs. Then the child finds himself
in the intolerable position of receiving positive
group experiences at the clinic that create havoc at
home.

Parent groups have, therefore, been a source of



valuable aid to the children’s group therapy (Ep-
stein, 1970). The parent of a child in therapy often
has difficulty in understanding the nature of his
child’s ailment, in discerning the line of demarca-
tion between normal and pathological behavior, in
relating to the clinical establishment, and in coping
with feelings of guilt. A parents’ group assists them
in these areas. More than that, it helps members
formulate guidelines for action. Participation in
discussion groups has been valuable for mothers of
disadvantaged children; as mothers acquired
changed attitudes and new understanding of their
children, this in turn improved the behavior of the
children. In fact, in one group the most lasting
changes in the younger children occurred when the
changes in parental attitudes were greatest. By the
same token, the greatest failures occurred where
the mothers were least influenced. In the commu-
nity at large, parent groups were designed to further
understanding of preschool development and emo-
tional needs. Health personnel then tried to interest
the mothers to join, but their efforts were largely
in vain.

Pasnau et al. (1976) utilized a parallel, con¢omi-
tant parents in a couples group to their group of
neurotic latency boys. They emphasize the impor-
tance of the parents’ meeting being at the same
time and place. They suggest this format enhances
a focus on family interaction, diminishing the iden-
tified patient syndrome, that it adds to a family
model—e.g., pointing out that the parents have a
separate relationship from the children.

Kernberg and Ware (1975) use a group workshop
technique to teach parents and also child care
personnel about child development. This brought
basics for ‘“‘empathic understanding for children,
namely, to get in touch with the child within
oneself.”

An interesting variation has been described by
Bellucci (1975) who initiated group treatment for
newly placed adopted children, ages 10 to 13, who
had been shifted through at least five foster homes.
They used the techniques of short-term content-
oriented sessions, emphasizing support, clarifica-
tion, interpretation, and didactic material.

Fishman and Fishman (1975) explored a group
approach to teaching behavior modification prin-
ciples and techniques to mothers of physically
handicapped children. Their results in this brief
therapy proved encouraging for further usage of a
group adaptation of the child management training
approach. A similar concept underlay work by
Flint and Deloach (1975) with parents of handi-
capped children in the form of small and large
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group sessions with a lecture-discussion format. A
dissimilar approach to the same purposes by Kelley
(1974) was used in an inner-city school with the
parents in open-ended discussion-centered groups.
Other reports (Rinn et al., 1975; Schaefer, Palkes,
and Stewart, 1974) add to the general upsurge of
interest in groups for parents education to help
disordered children.

Adolescent Groups

In early and middle adolescence, boys and girls
tend to differ in social awareness and responsivity.
Therapists assume that the main streams of emo-
tional striving are present in both genders and run
throughout these two periods. However, as the
youth acquires more social tools within his peer
group and with adults, the strivings are expressed
and handled somewhat differently. Adolescent de-
viancy proceeds by characteristic stages that seem
to occur and be gone through as if of necessity.
This has been studied extensively; unfortunately,
each observer attaches significance to only one
element or another that commands his attention.
Goldberg (1972), for example, suggests in the search
for identity that some adolescents lack the ability
to love adequately, thereby feeling that they miss
out on something. As a result of this lack, they use
other people primarily in the service of their own
narcissism rather than as objects loved for their
own qualities.

As Josselyn points out (1972), peer identity pro-
cesses are important keys to the successful transit
of latency and adolescence. In the teens especially,
the youngster’s recognition of “himself as a child
of his past and an adult of his future” becomes
fundamental to maturity. For the normal youth, the
turmoil of adolescence is the process of abandoning
his childhood patterns for adult ones.

When cultures undergo rapid and massive
changes, the trial and error necessary for learning
and growth become hindered; there is simply not
enough time and opportunity. The current almost
total emphasis on twosomes ‘‘going steady,” in
contrast to multiple dating, adds to the difficulties
of learning about one’s self through brief and
varying heterosexual encounters. Therapeutic ef-
forts that employ mixed gender groups offer op-
portunities for some degree of honest experimen-
tation with feelings and thoughts (Berkowitz, 1972;
Brandes, 1971; Singer, 1974; Soble and Geller, 1964).

Drugs usually fail as a pathway to insightful
growth. Theoretically, the deep drug user seeks
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oneness with the universe, or he spends hours
searching for himself in an unshackled inner world
to provide overall meaning to existence (Bratter,
1974; Rachman, 1971). By way of contrast, peer
group affiliations offer an opportunity for identifi-
cation, working on self-esteem, devices to enhance
ego strength, personal consistency, and a feeling of
environmental mastery. Again, when the adolescent
fails to obtain these structural elements in his
family, he sometimes can retrieve his lost oppor-
tunity through group psychotherapy. Working in
this helpful psychosocial therapeutic context, he
heads on more directedly to adulthood.

Today, over a decade later many an adolescent
embraces the counterculture mores and strictures,
summed up in “Do your own thing!” Ironically, as
with drug use, he again places himself in situations
where there is less opportunity for growth. To the
extent that he adheres rigidly to the countergroup,
gains in separateness and independence are less
likely to occur. When girls’ groups were formed
(Kraft and Vick, 1973), they presently developed a
degree of cohesiveness that came in direct conflict
with the call of the countergroups. This was espe-
cially true when the latter were involved with
extensive drug usage. Interestingly, the clamorous
craving for excitement that is so characteristic of
these patients (Rosenthal, 1971) was satisfied by the
use of encounter and other modalities in the group.

Techniques of group therapy with adolescents
vary rather widely; usually they correlated with the
therapist’s background and present outlook. In
1955, Ackerman readily placed both genders, rang-
ing in age from 15 to 23, in the same group. Each
of his patients had previously undergone individual
psychotherapy, and the group therapy experience
supplemented it. Ackerman suggested that the
group functioned to “provide a social testing
ground for the perceptions of self and relations to
others.” He emphasized the importance of nonver-
bal behavioral patterns as material for group dis-
cussion.

Subsequent reports tended to agree that group
therapy dealt more with conscious and precon-
scious levels than did the individual intensive, more
deeply introspective approach. Hulse (1960) listed
clarification, mutual support, facilitation of cathar-
sis, reality testing, superego relaxation, and group
integration as ego-supportive techniques. Adoles-
cent group therapy provides constructive experi-
ences, support for youth’s attempt to behave dif-
ferently, opportunities to look at his problems in
everyday life, and a chance to see how he impacts
on others (Berkowitz and Sugar, 1975).

Composition of the Adolescent Group

Group therapy with adolescent patients can be
conducted in an outpatient clinic (Hodgman and
Stewart, 1972), private office, hospital (Herrick and
Binger, 1974; Lewis, et al., 1970; Masterson, 1972;
Rizzo, Ossario, and Saxon, 1975), or in special
settings, such as a detention home, with modifica-
tions appropriate to the setting (Sugar, 1975). The
setting itself strongly influences the total group
process. One group format is that of an open-ended
interview-interaction. The preferred number of
adolescents for these groups is eight to ten; circum-
stances often require the screening of perhaps 30
or more youths in order to produce a group of 15.
Of these, about six will form a core group with
constant attendance and effort; another three or
four will constitute an intermediate group who
attend more than they miss; and the remainder will
make up a peripheral group who attend occasion-
ally. Attendance and therapeutic achievement be-
come difficult to predict for the individual patient,
since these factors do not seem to relate to age,
presenting problem, and diagnosis. Some therapists
suggest separation of patients in early (ages 13 and
14), from later adolescent patients, since boys of 13
and 14 and 17-year-old girls live in quite different
worlds and find one another difficult to deal with
in these groups. Robinson (1970) used role play
with retarded adolescent girls in a vocational school
setting to teach appropriate job behavior and to
enhance their management of interpersonal rela-
tionships.

Here again, the diagnostic categories fail to
distinguish among patients sufficiently to serve as
guideposts to patient selection. Certain behavioral
patterns—such as overt homosexuality, a flagrant
sociopathic history, drug addiction, and psy-
chosis—contraindicate inclusion in these groups.
However, group techniques for these patients do
exist, particularly with alcoholism, homosexuality,
and drug addiction, but they require special con-
ditions (Bratter, 1973).

Aims and Techniques

Mixed group psychotherapy offers the adolescent
an opportunity to relearn peer-relating techniques
in a protected and supported situation (Shapiro
and Berkowitz, 1975). Under favorable circumstan-
ces, diminution of anxiety over sexual feelings and
consolidation of sexual identity can be expected to
occur. In time, as he begins to participate in the



group interaction, the youth feels the pull of group
cohesiveness. He reacts to the group’s pace and its
changes. The group shifts its content level fre-
quently and rapidly, often within a single session.
In the course of this he experiences relationship,
catharsis, insight, reality testing, and sublimation.
The boy or girl presently begins to identify himself
with other group members and often with the
therapist. In the course of these processes, the
mechanism of identification affords him major op-
portunities for therapeutic gain. The individual
adolescent constitutes the focus of treatment, but
he/she and the therapist are continually involved
with the group as a sounding board and testing
ground.

Inevitably, the adolescents employ numerous di-
versionary tactics to avoid discussing threatening
subjects. One favorite maneuver changes the focus
by a question or a comment about some unrelated
topic. Sometimes diversion masks itself behind
physical activity, such as throwing a gum wrapper
at the wastebasket or showing the others a picture
in-a textbook. As the group persists in time and
shared experiences, these and other behaviors fre-
quently evoke precise confrontations and/or inter-
pretations from other group members; if not, the
therapist calls attention to them.

Several investigators (Duffy and Kraft, 1966-67;
Kraft, 1961; Marvitt, Lind, and McLaughlin, 1974;
Schulman, 1956) comment that the therapist must
be active, ego-supportive, and in control of the
group situation at all times. Cautiously given inter-
pretations avoid a patient misconstruing the inter-
pretation as personal criticism. Such interpretations
frequently focus on reality rather than on symbol-
ism. They involve simple direct references to basic
feelings; statements about the unconscious intent
of behavior can be made when the meaning lies
quite close to awareness.

The therapist can be of either gender. Co-thera-
pists and observers do not deter group process and
interaction. When the co-therapists are of different
sexes, differential responses emerge to each.
Leadership involves goal identification for the
group, showing the group how to function, keeping
it task oriented, furthering its cohesiveness, serving
as a model, and representing a value system. In
carrying out these tasks, the leader may offer
clarification of reality, analysis of transactions, brief
educational input, empathic statements acknowl-
edging his own feelings as well as those of the
members (Weiner and King, 1977), and at times,
delineating the feeling states at hand in the group.

The content of the discussions varies enormously,
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ranging over school examination, sibling competi-
tion, parental attitudes, difficulties with self-con-
cepts, and sexual concerns. Sexual acting out or
impulse eruption rarely occur. For most paitents,
brief group responses to significant experiences that
the patient narrates fulfill his needs, for he can
return to the subject later if necessary. The group
usually prefers short discussions, since the anxiety
level is too high to dwell on a significant topic at
length.

One valuable type of therapy is the encounter
group. Here the emphasis falls on intense activity,
and the therapy utilizes psychodrama, role play,
and other more active forms of interaction (Kraft
and Vick, 1973; Miller, 1973; Olsson and Myers,
1972; Osario, 1970; Vick and Kraft, 1973). The raw
material offers numerous opportunities from which
insight can develop. The group becomes the vehicle
for heightened emotional interaction between ther-
apist and patient and between patient and patient.
Encounter techniques insist that it is not enough
merely to be present while a patient goes through
some emotional turmoil; in order to increase group
interactions, the leader expects the group to expe-
rience and share the feelings of each member. A
key concept is “free role experimentation.” This
facilitates the resolution of the adolescent ego
identity crisis by allowing the adolescent to exper-
iment with a wide variety of feelings, thoughts, and
behavior in the group setting. Group cohesion is
fostered, however, by common emotional experi-
ences, in which all share, by field trips undertaken
together, and by other group activities. One of the
most useful of these is the camping trip, which is
popular with adolescents and serves to bind them
together (Leatherman and Nehring, personal com-
munication).

Recently minithons have been tried with a mixed
group of adolescents. This consists of meeting for
four to six hours of the usual group session, a 30-
to-45-minute break is taken for food and stretch,
and the group then resumes for several additional
hours. Essentially, the longer time allows for more
intensive exploration of a number of topics without
everyone succumbing to malaise and fatigue.
Greater depth and more intensity to themes seem
to happen.

Transactional analysis is being used increasingly
with adolescent therapy groups. It emphasizes
treatment directed toward specific goals, which are
defined in terms of observable change in behavior,
as well as attitudinal changes. The concepts of
transactional analysis provide a common vocabu-
lary and frame of reference that are readily intel-
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ligible and acceptable to adolescents and preado-
lescents and that can be the focus of group
discussions and analysis. Group members learn to
detect “games” in their own behavior and those of
others, to analyze transactions, and to put into
practice various techniques which enable them to
solve “crossed transactions” and to acquire *“‘strok-
ing.”

For example, a very common transactional inter-
play or game is “kick me,” which involves the
adolescent offering some verbal or behavioral hook
or ploy to a peer or adult. The other person then
responds in a predictable fashion which consists of
some sort of put-down or criticism of the adoles-
cent, who then righteously feels badly and of-
fended. The leader and/or group members point
out how he has maneuvered himself into this to
obtain a negative stroke, since he feels undeserving
of straight or positive strokes, which are egosyn-
tonic, and supportive actions or verbalizations.

Ulterior transactions are those in which the true
message is covert and perhaps subtle. Adolescents
love to detect these in their peers, parents, and
authority figures. One such incident involved an
adolescent girl who kept telling the group she did
not behave enticingly to boys or to her father, but
the group picked up her tone and manner, which
conveyed the sexual seductiveness she really por-
trayed. Behavior is changed primarily by increasing
the groups members’ understanding of themselves
and of each other. Transactional analysis uses role
play, Gestalts, psychodrama, and other group ther-
apy techniques involving verbalization and analy-
sis, and relies as well on verbal contracting, in
which the patient specifies the goals toward which
he will work and the length of time he expects it
will take him to achieve them.

Behavioral contracting is a technique which in-
volves scheduling the exchange of positive rein-
forcements between two or more persons. Although
in many ways similar, transactional analysis differs
from behavior modification’s original “‘black box”’
basis. A good contract fulfills five requirements: (1)
the privileges each party expects for fulfilling his
responsibilities; (2) the responsibilities essential to
securing each privilege; (3) a system of sanctions
for failure to meet responsibilities; (4) a bonus
clause; and (5) a feedback system to keep track of
reinforcement given and received (Rose, 1972). It is
crucial that the expectations of each party to the
transactions be clearly understood.

The theory of modeling shows that adolescents
will respond to new stimulus situations in a manner
consistent with that of the models even if they had

never observed the models responding to these
particular stimuli. Modeling influences thus pro-
duce not only specific mimicry, but also generative
and innovative behavior. Group therapists working
with disadvantaged children succeeded in introduc-
ing “‘star” students into the group and encouraging
the members to model some aspects of their be-
havior on that of the “stars.” Peers have also been
used as agents who dispense social reinforcers. This
has resulted in significant change in the behavior
of group members, especially when reinforced by
friends rather than by nonpreferred peers.

In brief, the tendency to regard the group as an
object acted on by the therapist is now giving way
to a trend to view the group itself as an active
therapeutic factor. Transactional analysis, encoun-
ter therapy, modeling, and peer reinforcement all
seem to be part of this trend.

Group Therapy for Delinquent Adolescents

In Western society, many special caretaking facil-
ities have been devised for children and adolescents.
In many instances group psychotherapy techniques
have been adapted to these different settings.
Among others, the delinquent has received a good
deal of attention, including group work field work-
ers who work directly with neighborhood gangs
and group psychotherapy with probationers.

The customary procedures for group psycho-
therapy require modification when employed for
delinquent adolescents, as these changes are in
response to the contingencies arising from the
character disorders of the delinquents. These ado-
lescents differ in their dyssocial patterns from those
who violate the legal, moral, and social values of
the community during an adjustment reaction of
adolescence or a transitional neurotic acting-out
incident. The adolescent with a delinquent char-
acter structure persistently truants, steals, vandal-
izes, runs away, or engages in other activities which
usually mean removal to an institution.

Institutional Group Therapy

Schulman (1956) pointed out that the complexi-
ties of group psychotherapy are increased by the
characterological antagonisms and chronic un-
cooperativeness of delinquent patients. These fac-
tors combine with those inherent in institutional
settings to make it difficult to study the role of
group therapy for the antisocial adolescent. Psy-



chotherapists have pressed for the humanization of
institutions, and whenever possible, for the use of
alternatives such as homes and halfway houses.

Several reports indicate favorable results with
this group of patients (Brandt, 1973). In Gersten’s
1951 study, group psychotherapy with male delin-
quents in an institution resulted in improved intel-
lectual and school functions. Psychological tests
indicated some enhancement of emotional maturity
(Gersten, 1951). Another report by Thorpe and
Smith in 1952 described sequential steps in the
youngsters’ responses. At first there were episodes
of testing, and later a series of acceptance opera-
tions. In 1954, Peck and Bellsmith used group
methods for delinquent adolescents with reading
disabilities. Richardson and Meyer (1972) used the
peer group as a catalyst for change by encouraging
a high level of interaction within various autono-
mous groups. In some instances, they used the
therapist roles to harass the patient in his “hot
seat,”” and had the group itself verbally pummel
the transgressor until he “gave out” to the group.

Schulman (1956) emphasized a threefold purpose
in blending psychotherapy into the totality of care
for these patients: (1) intellectual insight and reality
testing occur in the group milieu; (2) alloplastic
symptoms and superego development can be ob-
served; and (3) the group situation readily tests the
developmental stage of new attitudes, since the
patient continues to perform in a homogenous
group of delinquents.

These character distortions use aggression pre-
dominantly to reduce internalized anxiety. The de-
linquents show a weak ego structure and a defective
superego. Schulman suggested that their inherent
difficulty with society and its authority symbols
serves as the nidus for a therapeutic relationship.
Modifications of the traditional therapist-patient
relationship can then allow the delinquent to de-
velop a shallow emotional attachment. Schulman
initially used variations in activity and unexpected
refreshments; later he modified this to focus on the
authority-dependency relationship built into the
institutional situation. From the beginning, the
adolescent knows that his getting out of the insti-
tution depends on the therapist, who then assumes
a certain omnipotence and thereby becomes a
person with whom the youngster can identify. As
the therapist continues to evoke a sense of early
life experience for the adolescent—but without the
inconsistencies, exploitations, and dishonesties that
were formerly present—he becomes somewhat of
an ego-ideal for the embryonic superego.

Other therapists challenge this type of therapy
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precisely because it is based on the authority-de-
pendency relationship. As they see it, the goal for
the patient is real autonomy, not merely good
adjustment to the institution; they stress that the
delinquent’s release must depend on him. They
strive to present a leader role characterized by
permissiveness and support, and at times their
stance may be contrary to the overall patterns of
the institution. However, they maintain that despite
their stated aims, these institutional arrangements
do not so much prepare the delinquent for life in
society as incapacitate him. Thus the permissive
approach in their view promotes therapeutic read-
iness.

Schulman and others described the sexual preoc-
cupations of adolescent female delinquents; they
assert that the therapist needs to control this in
order to avoid group deterioration through contin-
uous perseveration. This sort of deterioration oc-
curs in the male group as well, often with the onus
falling on some group scapegoat. Directed discus-
sion by the therapist can change the tone of the
session and/or block group disintegration.

Among the many variables that need to be
examined, one of the most pertinent seems to be
the duration of the group therapy process. Gener-
ally, the longer the group can function effectively,
the better the chances for positive change among
its members. Other techniques employing audiovis-
ual methods such as videotapes are beginning to
be employed and show considerable promise.

Resistances in both adolescent and children
group therapy have been studied by Marshall
(1972). He views as resistance lengthy silences,
stereotyped and repetitive talk and play, and objec-
tions and refusal to attend sessions. Marshall ad-
vocates *joining” techniques, such as hypervalua-
tion, which means going along, for example, with
the melancholy death preoccupations of an early
adolescent, getting more and more details, and
relating them to current interest in death and dying.
He refers to eight or nine other techniques of
joining which help when there was little or no
“verbalized anxiety and the use of denial, projec-
tion, and all-encompassing repression was central.”

Inpatient settings provide more complex situa-
tions, and the group method in turn must work
differently in order to achieve the *“‘genuine inter-
nalization of positive treatment goals by a majority
of members” of the group (Lewis et al., 1970). One
agency turned to a very forceful use of the group.
The patients met four times a week and focused
strongly on restrictions. When one member engaged
in significantly deviant behavior—e.g., a suicidal
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attempt or physical assault—three requirements
had to be met: (1) each member had to explore his
own role in the deviance of his confrere; (2) every-
one’s feelings about the incident and its perpetra-
tion had to be expressed openly; and (3) the group
then helped the patient by showing him alternative
paths for handling his feelings. Working in a private
intensive-care hospital, Masterson found psychoan-
alytic group therapy very “effective in reinforcing
control of behavior and focusing the patient’s con-
sideration of therapy as an instrument to deal with
his problems” (1972). They confronted behaviors in
the group, thereby enhancing input that was dealt
with much more intensively and deeply in the
concomitant individual therapy.

In view of the opportunity they afford for more
controlled conditions, residential treatment units
have been used for specific studies in group therapy,
such as behavioral contracting (Hauserman, Zwe-
back, and Plotkin, 1972; Rawling and Gauran,
1973). Bardill (1972) used such a setting as a site for
the exchange of positive reinforcements among
preadolescent boys with severe concerns in basic
trust, low self-esteem, and dependency conflicts. In
contrast to this planned, specific behavioral modi-
fication approach is the work of Celia in Brazil.
There a group club was used as a means for group
interaction and the integration of individuals. Ac-
cording to the reports, the children formed their
club, used its structure to face competitors, dra-
matized conflicts, and corrected fantasy by reality
outreach (Celia, 1970). Osario (1970) utilized a
similar technique with psychotic children in form-
ing a therapeutic community or home. He believed
this model involved the children more than a
therapeutic schoolroom model. In time the thera-
peutic club, which incorproated group therapy as
a part of its program, became the axis around
which patients and team acted in the therapeutic
task of reintegrating the child.

Lordi (1975) emphasizes new trends of consumer
“rights,” so he utilizes group methods in his inpa-
tient adolescent therapeutic community. He sees it
as a workshop in which the therapy team and
adolescents meet 5 days a week to interact and to
deal with overt and covert issues and agendas.”

Social group homes resemble formal residential
treatment units work homes (Tietz and Ramer,
1970). Since these children in these settings repre-
sent the consequences of psychological assaults,
supportive group therapy offers them the oppor-
tunity to ventilate. In addition, this modality pre-
sents these children with an opportunity to enjoy
sharing activities and developing skills.

Pregnant adolescents who plan to deliver derive
benefit from a group experience, which, by defini-
tion, through circumstance, has a time-limited
quality. The problem of pregnancy soon becomes
involved with widening ranges of other factors and
forces predominantly unknown to the young girl
prior to this new experience. Essentially, several
therapists (Black, 1972; Kaufman and Deutsch,
1967) report that medical management of these
youngsters, who are more prone to difficulties in
pregnancy, becomes easier. Effective programs re-
duce excessive weight gain and toxemia and in-
crease the capacity to care for herself, the baby,
and accordingly, subsequent pregnancies. Gold-
man, Murphy and Babikian (1973) involved eight
poverty-level Puerto Rican and black females in
twenty short-term, goal-directed group meetings.
A control group and this group’s dropouts dem-
onstrated longer labors than the group members.

The Role of the Therapist

The traditional passive role of the therapist has
come under attack increasingly (Phelan, 1974). En-
counter therapy, for instance, incorporates several
“active” techniques, such as environmental inter-
vention, to foster a positive transference to the
therapist, to motivate group members to attend
sessions, and to stimulate positive, meaningful, and
concerned encounters between the therapist and his
group. Transactional analysis requires an active,
intervening role for the group therapist, and the
very nature of contractual techniques assures that
he will state his expectations and premises in a
manner that would ordinarily be proscribed by a
classic psychoanalytic posture. Some argue that the
therapist should in fact impress his individual tastes
and personality upon the techniques he uses. There
is increasing agreement that the therapist can and
should use positive rewards and reinforcement, and
many of the techniques outlined above are based
upon this premise. Thus the therapist actively di-
rects the group and may even be expected to
provide it with a model (Spruiell, 1975).

Another aspect of the therapist’s task is specific-
ity of intervention. Therapists upholding the value
of the specific, highly directed intervention main-
tain that it is not enough for them to project a
benevolent, supportive, and permissive presence.
One comparison found that specific intervention
and direct rewards had a more effective impact on
the achievement of children from a low socioeco-
nomic area than did undirected “love and care.”



Specific intervention on the part of the therapist
necessarily involves the projection of his values and
expectations upon the group; to the extent that he
does this, as Azima cogently points out, it is his
responsibility to be aware of his countertransfer-
ence (1972).

Especially with the onslaught of growth centers
and new roles for therapists in touching, commun-
ing, and confessing with their patients, self-disclo-
sure by the leader becomes a serious topic. Self-
disclosingness per se is of little value in promoting
openness by patients or in ameliorating treatment
results (Weiner and King, 1977). Lieberman’s 1973
study shows that what is disclosed and under what
circumstances are of greater importance. He found,
for example, that self-disclosingness was useful
when it conveyed personal interest and positive
feelings and was part of a larger cognitive frame of
reference. It was destructive when it conveyed
negative feelings at a time when there was little
support and no real cognitive frame of reference.

Leadership, preferably with male and female co-
therapists, involves developing cohesiveness, iden-
tifying goals for the group, showing the group how
to function, keeping the group task-oriented, serv-
ing as a model, and representing a value system. In
carrying out these tasks, the leader may offer
clarification of reality, analysis of transactions, brief
educational input, empathic statements acknowl-
edging his own feelings and those of members, and
at times delineating the feeling states at hand in
the group.

Preparation

Customarily, in office settings, the group meets
once a week. Often mechanical problems, including
travel to and from the group, confine the members
to that pattern. Other settings, such as inpatient
units, may hold meetings with greater frequency if
indicated by therapeutic considerations. There is
little data about office or clinic practice with groups
that met more than once a week.

Simultaneous Practices

The major questions here involve parents, other
caretakers, and sometimes siblings. Often the ther-
apist and the appropriate school persons need to
collaborate, especially when the child has a history
of rebellions and acting-out behavior. Ideally, the
vatient’s family should participate in the therapeu-
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tic process, even if only episodically (such as once
monthly, or every two to three months). In reality,
this often proves difficult. An alternative is to
utilize parent group meetings at one-to-three-
month intervals for the parents to compare notes
and selves. (This assumes the father and/or mother
is not in some type of formal therapy.) Family
therapy, which includes the presence of the patient,
also aids in the treatment.

Economic Factors

Obviously, in an office setting a group experience
provides care at less cost than does individual
therapy. Paraprofessional training programs sug-
gest that these personnel can be utilized to offer
even lower unit cost care than do the professionals.
With the ever-increasing number of children need-
ing help and with inflation and other economic
factors disrupting the traditional pattern of provid-
ing care, more pursuit and use of group psycho-
therapy is in order for children and their families.

Follow-Up Patterns

As indicated above, the family system often has
used the child as the scapegoat or as the emotional
radar signal for its hidden interactional discom-
forts. Presumably, the child’s therapy, often coupled
with some form of family intervention, has altered
the family’s patterns enough that follow-up proce-
dures can be instituted. Some therapists make clear
to the child he is free to return to the group for a
visit or to attend to other problems that might
arise subsequently.

After children leave the group, it is wise to see
them individually two or three times at intervals of
perhaps three or four months to check on progress
and any possible regressions. Interval histories
from parents covering the original and associated
problems over the same period also prove useful.
In sum, the family knows that problems can reoc-
cur or surface in other ways, so that the child and
the parent remain vigilant, especially for the six to
twelve months after the child terminates the group.

Evaluation

The results of group therapy with children are
difficult to evaluate. Several reports using control
groups show favorable results with nondirective
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play therapy, and with specific intervention group
therapy for underachievers, and even for delin-
quents. Milieu therapy has resulted in striking
improvement with ghetto children. It has also been
a basic modality with childhood psychoses. Eval-
uating the results of group psychotherapy with
children proves as difficult as assessing the outcome
of their individual psychotherapy. Abramowitz
(1976) reviewed empirical outcome research on
children’s activity, behavior modification, play and
verbal groups and failed to find convincing evi-
dence of effectiveness. At this point, impressionist-
ically, it can be reported that children seem to feel
unconditionally accepted by the therapist and the
group members. The child gains the impression
that ““failures” are part of his development as a
person. The child has obtained some inklings or
more definitive insights into himself and his family’s
systems for handling life’s stresses. He has experi-
enced, sometimes with cognitive awareness, group
cohesion and his own growth responses to it.
Feelings of anxiety, inferiority, guilt, and insecurity
find relief. Usually, years later he recalls the group
and its happenings more than he recalls the thera-
pist, often not even remembering the therapist’s
name. This finding emphasizes the overall value
and productivity of the experiential nature of group
psychotherapy.
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CHAPTER 10

Psychodynamically Oriented

Current formulations about the family reflect
divergent theoretical assumptions and emphasize
different dimensions and levels of family function-
ing. The diversity of concepts is so great that even
attempts to classify theories of family therapy show
marked differences (Meissner, 1964; Beels and Fer-
ber, 1969; Offer and Vanderstoep, 1975; Ritterman,
1977). Perhaps the only prevailing viewpoint that
has general endorsement is that there is no one
accepted theory of family therapy (Meissner, 1964;
Bell, 1975).

It is also erroneous to view family therapy as a
particular set of techniques. Just as there is a
variety of theories, so there is a multiplicity of
clinical practices, all of which fall under the general
rubric of family therapy. Practitioners differ on
issues of diagnosis, areas for intervention, tech-
niques, and goals of treatment. From their survey
of family therapists, the Group for the Advance-
ment of Psychiatry (1970) concluded that family
therapy is not a treatment method in the usual
sense, in that there is no agreed-upon set of pro-
cedures.

In the light of this profusion of viewpoints and
practices, can we justifiably define family therapy
as a distinctive orientation? A number of writers
have considered this question, and arrived at a
similar conclusion. Despite the variety of ideas and
practice in the field, a common assumption is
shared by all family therapists. This is the notion
that psychopathology resides in family systems

Family Therapy

Rodney J. Shapiro

rather than within individuals, and that any inter-
ventions designed to effect change in the family
relationship system rather than an individual may
be deemed family therapy (Bell, 1975; Foley, 1974;
Minuchin, 1974b; Olson, 1970; Shapiro, 1976).

Family treatment of children and adolescents is
virtually synonymous with family therapy per se,
since the term “family” invariably denotes parents
and offspring. A comprehensive survey of the entire
field is not possible within the confines of a single
chapter. I have therefore confined myself to a
consideration of the most relevant areas of family
therapy, and excluded many topics of interest not
directly related to work with children and adoles-
cents. Material on marital therapy has been omitted
unless related to issues of parent-child relation-
ships. Furthermore, the theories and treatment
methods described in this chapter stem almost
exclusively from studies of families in which pre-
senting problems relate to children and adolescents
rather than to adults.

The Development of Family Therapy

A number of writers have been struck by the
serendipitous beginnings of family therapy. As early
as 1949, John Bowlby noted that problems pre-
sented by a child often reflected tension between
members of the family. Fortuitously, John Bell came
across Bowlby’s (1949) paper and mistakenly as-
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sumed that Bowlby in fact worked with whole
families. This gave Bell the incentive to try what
seemed like a radical maneuver, and he began
attempting to involve whole families in the treat-
ment of children and adolescents (Bell, 1975). Jack-
son and Weakland (1971) have described how they
stumbled upon family treatment in the course of
their research on schizophrenia.

In fact, though, no single individual or group
can claim to have invented family therapy. The
notion of working with whole families occurred
independently to several clinicians and researchers
during a short span of years in the 1950’s (Olson,
1970). The concurrent and widespread indications
of interest in the family point to the emergence of
a Zeitgeist at that point in psychiatry that made
possible a conceptual shift from the individual to
the family unit. Antecedents of family therapy can
be traced to the development of social psychiatry,
major modifications in modern psychoanalytic
thinking, and dissatisfaction with traditional child
psychotherapy.

Sociologists were interested in the study of the
family decades before the advent of family therapy
(see, for example, Burgess, 1926), but their work
had minimal impact on the mental health profes-
sions. It was the emergence of social psychiatry in
recent years that provided a new perspective for
research and clinical practice. Recognition was
given to the significance of cultural forces and
social settings in determining as well as ameliorat-
ing psychiatric disorders (Leighton, 1960; Spiegel,
1971). Interest was generated in studying social
factors, particularly the social structure of the
community, the effect of groups on individual be-
havior, and principles of communication (Ruesch,
1965). With a new awareness of the psychiatric
implications of social organizations and social
roles, the groundwork was prepared for the inevi-
table focus on the family as the primary social
habitat of psychopathology.

A post-Freudian movement developed in reaction
to the traditional focus on biological drive theory,
and increasing emphasis was placed on the signifi-
cance of social and cultural determinants of behav-
ior (Horney, 1939; Fromm, 1941; Sullivan, 1953a).
Analytic thinking progressively shifted to an inter-
personal conceptualization of mental illness (Sul-
livan, 1953b) and the formulation of psychotherapy
as a corrective interpersonal experience (Fromm-
Reichmann, 1950). Erikson’s (1950) developmental
theory integrated individual maturational processes
with the social and cultural environment, and his
ideas strongly influenced theorists and clinicians.

Interest in social roles and family structure fueled
research and clinical studies related to the etiology
of mental disorder in children. In the 1940’s and
1950’s an outpouring of research centered on the
question of how family structure *“‘causes” mental
illness. Determinants of child pathology were
sought in such factors as sibling order and rank,
and the influence of specific parental personality
traits. By far the greatest emphasis was on the
‘“‘pathogenic” mother. Treatment of the mental pa-
tient was strongly influenced by studies such as
David Levy’s (1943) study of maternal overprotec-
tion, and Frieda Fromm-Reichmann’s (1948) con-
ceptualization of the ‘“‘schizophrenogenic mother.”
Most psychodynamic approaches to mental disor-
der assumed the noxious influence of “bad” moth-
ering to be the key predisposing factor for produc-
ing pathology in offspring.

Interest in the mother-child relation was based
on a one-sided premise (the mother’s effect on the
child) rather than the interaction (the relationship)
between the two. Nevertheless, these studies did
represent a shift from the narrow intrapsychic view
to a recognition of interpersonal determinants of
child pathology. The focus on parent-child inter-
action was broadened to a family perspective with
the spate of research studies on schizophrenia in
the early 1950’s. These investigations generated
significant concepts of family functioning, and will
be considered in a later section of this chapter.

The shift in theory from the individual child to
the parent-child relationship to the family unit was
paralleled by a similar movement in the practice of
child psychotherapy. The first step occurred in the
1920’s when the child guidance movement intro-
duced the practice of including parents in the
treatment of the child (Pattison, 1973). Care was
then taken to avoid designating the parents as
patients, even though they (usually only the
mother) might receive counseling. The practice of
child psychiatry has been influenced by this child
guidance model, so that the separate treatment of
parent and child is now commonplace. Primary
importance is attached to treatment of the child, as
reflected in the custom of assigning the therapist
role to a psychiatrist, whereas the treatment of the
parent is implicitly of secondary importance and
hence assigned to a social worker or other “lower-
status” helper.

Dissatisfaction with the traditional practice of
child therapy inspired the consideration of alter-
native methods and led to experiments with family
treatment. John Bell (1975) is generally regarded as
one of the pioneering family therapists. He started



working with whole families in an endeavor to
provide more effective help for children than
seemed possible with individual therapy. He was
inspired to make this move by Bowlby’s (1949)
recognition of the family locus of problems pre-
sented to child guidance clinics.

Nathan Ackerman was also motivated by disen-
chantment with prevailing practices of child ther-
apy. In one of his early papers, he pointed out the
shortcomings of traditional child-parent tandem
therapy as practiced in child guidance clinics (Ack-
erman, 1954). He noted that the separate treatment
of the mother tends to reinforce two opposite
trends. Either the mother uses the sessions to focus
exclusively on the child rather than deal with her
own problems, or else she focuses on herself only
and lets the therapist take responsibility for the
child. Ackerman noted that these were polar forms
of resistance, and that such traditional treatment
practices ignored the relationship between the
mother and the child.

About the same time that Bell and Ackerman
were putting their ideas into practice, other re-
searchers and clinicians were independently stum-
bling upon the value of treating whole families.
Olson (1970) succinctly describes the early work of
such trailblazers as Bowen, Wynne, Boszormenyi-
Nagy, and Don Jackson. As their writings were
disseminated, the practice of family therapy devel-
oped into a major movement within the mental
health professions.

The Influence of Systems Theory

The most singular theoretical assumption in fam-
ily therapy is the formulation of the family as a
system operating in accordance with the principles
of general system theory. This theory, though based
on biological principles, is particularly relevant for
psychiatry (Bertalanffy, 1968).

Traditional psychiatry and psychology viewed
the organism as a closed system—that is, a system
considered to be isolated from its environment.
System theory views the organism as essentially an
open system—that is, a system that maintains itself
in a constant exchange of matter with the environ-
ment; it is a continuous inflow and outflow process.
By implication, the individual organism cannot be
separated out of its environment, but has to be
studied as part of a general context. A second
crucial proposition of general system theory is the
shift from the notion of linear causality to circular
causality. Again, traditional psychiatric theory is
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based on an underlying assumption of linear caus-
ality—that is, a particular event gives rise to a
particular consequence. A systems approach posits
feedback processes to explain the maintenance of
organismic functioning, in which an event A affects
an event B, which in turn affects A, and so on, in
circular fashion.

Several theorists adopted or modified principles
of systems theory in order to develop a framework
with which to understand family interaction and
effect changes in family system (Jackson, 1965;
Haley, 1959; Watzlawick, Beavin, and Jackson, 1967).
One of the most significant derivations of system
theory is the concept of family homeostasis (Jack-
son, 1957). The interacting dynamics of the family
system tend toward the maintenance of a state of
equilibrium. By implication, the system is resistant
to changes that threaten to disrupt such equilib-
rium. This explains why attempts to change family
members—for example, by means of psychother-
apy—are resisted by the total family unit. To ensure
the preservation of equilibrium, family interactions
are monitored and modified by a constant flow of
information, and this necessitates complex mecha-
nisms of communication.

Communication Theories

Research on family communication stems from
an initial project on general characteristics of com-
munication.that was directed by Gregory Bateson,
and included Haley, Weakland, Jackson, and others
(Weakland, 1976). This collaborative venture
yielded many subsequent studies, with findings that
have had great significance for the study and treat-
ment of families.

A cardinal proposition is that a message cannot
be interpreted in itself, but must always be related
to the social context in which it is occurring—for
example, the relationship between the communi-
cators, the setting in which it occurs, and so on.
Another significant theory is that all messages have
two components—a quantity of information (re-
port) and a directive (command) to the receiver
(Watzlawick, Beavin, and Jackson, 1967). These
ideas have important implications for clinical prac-
tice. In order to understand interactive processes,
the therapist has to go beyond merely understand-
ing the content (reports) of communication, and
also detect the (often underlying) directive impli-
cations of the messages.

Perhaps the best-known concept to emerge out
of this fruitful era of communication research, is
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what has become known as the double-bind theory.
In studying families of schizophrenics, Bateson and
his colleagues (1956) observed a typical pattern of
communication in such families. The communica-
tor (invariably a parent) would repeatedly send two
concomitant messages to the identified patient. The
first message is a negative injunction implying that
a punishment will follow noncompliance with a
particular demand. A second message (usually non-
verbal) demands a response that conflicts with the
first demand, yet also conveys the threat of punish-
ment for noncompliance. A choice is forced upon
the receiver by a third injunction that prevents the
“victim” from avoiding the situation. The only
possible responses to a double-bind predicament
are necessarily irrational or a refusal to respond
(withdrawal), both of which characterize schizo-
phrenic interpersonal behavior. The original impli-
cation of the double bind as an etiological factor
in schizophrenia was overly simplistic. Modifica-
tions of the concept have shifted to a view of the
double bind as a significant interactional process
that occurs widely and is not sufficient to account
for schizophrenia (Bateson, 1972).

The double-bind hypothesis is valuable for the
clinician who works with children and families, in
that manifestations of such communication traps
are frequent in disturbed families. Whether or not
the double bind leads to or maintains severe psy-
chopathology, there is no question but that it is a
form of victimization, and an understanding of this
process enables the therapist to intervene and res-
cue both parent and child from this repetitive mode
of interaction.

Other premises arising from communication the-
ory have had particular relevance for the treatment
of families. One basic assumption is that all behav-
iors occurring in a social system are an outcome
of, or function of, communicative interaction. In
other words, behavior is communication, or com-
munication is behavior (Watzlawick, Beavin, and
Jackson, 1967; Weakland, 1976). It follows from this
that “problems” have to be viewed as communi-
cations. A problem is some perceived behavior that
arouses a negative reaction in the perceiver. The
clinical implication of this view is that the therapist
has to help the family reformulate problems from
difficulties revealed by one person into interper-
sonal events related to two or more persons.

Therapists influenced by communications theory
place significant emphasis on observable commu-
nication in working with families. They devote a
great deal of attention to statements and actions as
these occur in the sessions, rather than delving into

individual thoughts, ideas, and feelings, particu-
larly as these relate to past experiences. The family
is observed in the here and now, and data is
accumulated on patterns of interactive communi-
cation.

The communication group of therapists do not
give credence to issues of diagnosis and individual
psychopathology. It is considered irrelevant to ask,
“What is wrong with this patient?” Instead, it is
pertinent to ask: “What is going on in the interac-
tion system of this family that produces the behav-
ior that is seen as a problem?”’ Attempts to identify
original causes or the roots of a problem are
regarded as redundant and prone to error.

The Concept of Scapegoating

Perhaps the most widely accepted assumption in
family therapy is that the emotionally disturbed
child is a “scapegoat” in the family system. This
viewpoint has been lucidly developed by Vogel and
Bell (1968). Their central thesis is that in disturbed
families the scapegoating of a particular child
serves to unify and preserve the group. Conflict
between the parental couple creates tension which
is discharged by deflecting hostility or attributing
emotional problems to the scapegoat. Vogel and
Bell point out that the scapegoat in disturbed
families generally tends to be a child or adolescent,
because he or she is in a relatively powerless
position compared to the parents and is young
enough to mold for the role. It is also likely that
a child will be chosen, because the continued
functioning of a parent is more essential to the
survival of the group than that of a child.

One of the thorny questions in family therapy is
why a particular child becomes the scapegoat.
Several writers have speculated on this, and the
general consensus is that the determinants leading
to selection of a particular scapegoat are complex
and may include circumstantial factors. For exam-
ple, a child may be selected merely by virtue of his
physical appearance, some biological defect, sibling
order, or simply being born at an inopportune
period of family life. Any one of such circumstan-
tial factors may elicit hostility and conflict in the
parents, and therefore make the child susceptible
for scapegoating.

Vogel and Bell point out that parents are incon-
sistent in relating to the scapegoat. They explicitly
disapprove or complain about the child’s behavior
or problems, yet implicitly they encourage and
reinforce a continuation of the child’s difficulties.



Novak and van der Veen (1970) believe that the
scapegoat theory put forth by Vogel and Bell is too
one-sided. They reject the notion that the child is
simply selected by the parents as a target for their
problems, and argue that a more interactive process
determines scapegoating. The selection of the par-
ticular child as a scapegoat is likely to depend not
just on the parent’s selection process but also on
the personality of the child. For example, a child
who is oriented toward emotionality, dependency,
and personal involvement is more likely to become
the focus of parent’s problems. In fact, this argu-
ment is like the chicken and egg dilemma, since it
could be equally well contended that the child
became emotional, dependent, and involved be-
cause the parents selected him or her in the first
place. As we shall presently see, though, the con-
cept of one family member being identified as the
locus of the problems, in order to maintain the
unity of the group, is an underlying assumption in
all theories of family therapy.

Family Studies of Schizophrenia

Over the past two decades a great deal of data
has accrued from research and clinical studies of
disturbed families, particularly families containing
a schizophrenic member. Most of these investiga-
tions, conducted on families of adolescents and
young adult patients, contributed a good deal to
our knowledge of parent-offspring interaction and
therefore have functional value for the therapist.

Wynne and his colleagues based their work on a
psychodynamic view of schizophrenia, and at-
tempted to identify a characteristic structure of
roles in families that produce schizophrenics
(Wynne et al., 1958; Ryckoff, Day, and Wynne,
1959). Wynne started with the premise that all
humans have a fundamental need to relate to
others, as well as a lifelong striving to develop a
sense of personal identity. He identifies three forms
of relating, each of which attempts to achieve a
solution for the needs of both relating and identity.
These three solutions are referred to as mutuality,
nonmutuality, and pseudo-mutuality. Nonmutuality
is characteristic of superficial institutionalized re-
lationships (such as ephemeral business relations),
but mutuality and pseudo-mutuality have particu-
lar significance in intimate relationships. Mutuality,
as the term implies, describes relationships in which
there is a mutual recognition of difference (diver-
gence), and such relationships are prone to change
and growth. In contrast, pseudo-mutuality is char-
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acterized by an intense need for fitting together at
the cost of not permitting differentiation of the
identities of the persons in the relationship. Pseudo-
mutual relating is characteristic of families in which
schizophrenic pathology develops. In such families,
differentiation (divergence) is blocked by adherence
to an inflexible organization of roles. Relationships
are rigidly controlled, growth is stifled, and the
threat of separation that might eventuate from
individuation is thus averted.

In a series of carefully designed studies, Wynne
and Singer tried to determine and quantify the
relation between thought disorders in schizophrenic
offspring and the communication styles of their
parents (Wynne and Singer, 1963a, 1963b; Wynne,
1968; Singer and Wynne, 1965a, 1965b). Their col-
laboration has produced valuable insights into the
subtle patterns of thought and communication in
families with a psychotic member. Evidence from
projective testing and observations of family inter-
action indicate that parents in these families show
stylistic communication deviance, particularly in
the areas of shared attention and meaning. The
failure of these parents to establish and maintain
shared foci of attention necessarily creates confu-
sion and frustration in others with whom they
transact. These findings fit compellingly with clin-
ical impressions in treating severely disturbed fam-
ilies. My own experience, and familiarity with the
work of many colleagues, points to a characteristic
difficulty for the therapist in working with such
families. The rigidity of defenses, the superficial
level of interaction, the inability to pursue any one
topic to a satisfactory conclusion, the resistance to
expressing genuine autonomously conceived ideas
and feelings, the ever-present pressures to conform
to parental views—all these form a clinical com-
posite that presents an enormous challenge to the
therapist who hopes to make an impact on the
system.

Lidz and his co-workers have also conducted
extensive investigations on the families of young
adult schizophrenics in order to determine what
characteristics in such families seem pertinent to
the production of a schizophrenic member. No
single factor common to all these families seemed
to account for the presence of schizophrenia;
rather, all these families experienced a variety of
dysfunctions in almost all areas of family life (Lidz,
1972). Thus the mothers of the patients all evi-
denced psychological disturbance, but to varying
degrees and with very different types of psychopa-
thology. Of extreme significance, however, was the
finding that the husbands were equally disturbed,
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though again without one specific type of pathology
(Lidz, Parker, and Cornelison, 1956).

Many of the families were described as being
either schismatic or skewed (Lidz et al., 1957).
Schismatic families were characterized by a state
of constant strife between the parents. Each spouse
undermined the worth of the other, and rendered
ineffective their functioning as marital partners and
as parents. In the families described as skewed, the
marriage comprised an imbalance, in that one
partner appeared to be strong and dominant while
the other seemed weak, dependent, and helpless.
This type of marriage is based on a trade-off. The
dominant spouse’s severe pathology goes unchal-
lenged, and is even supported by the passive mate
who can thus maintain a state of dependency. These
families characteristically display a superficial ap-
pearance of harmony that is similar to the phenom-
enon of pseudo-mutuality as described by Wynne
et al. (1958).

In studying the marital relationship in families
generating a schizophrenic offspring, certain critical
failures of parenting were noted by Lidz and his
workers. These parents failed to maintain appro-
priate boundaries between themselves and their
children, and this often led to incestuous problems
and gender identity confusion. Parents typically
seemed impervious to the emotional needs of their
children, and their shared distortions of reality
fostered irrationality in their children. Not surpris-
ingly, siblings other than the identified patient are
prone to become disturbed in this type of family
milieu (Lidz et al., 1971). It was found that siblings
of the same sex as the patient were more disturbed
than opposite-sex siblings of the patient.

While Lidz’s work is not remarkable for its
scientific rigor (Olson, 1970), his finding did have
significant impact on the development of family
therapy. He influenced the direction of studying
psychopathology in children by countering the
simplistic notion of the pathogenic mother. He
showed that there is no specific psychopathology
in a mother that can easily explain the etiology of
a severe disturbance like schizophrenia in a child.
Not only was no one-to-one deficit to be found
between mother and child, but he also brought
into the picture the crucial role of the father as a
source of influence, both in the parental relation-
ship and in his relationship with the children. Lidz
shifted from the influence of a single parent to the
more complex effect of the marital relationship as
the source of a pathology-producing milieu. Simi-
larly, the exploration of the sibling subsystem ex-
tended our notion of psychopathology to encom-

pass the whole family unit. This conception of
shifting from the individual to the relationship
system has become the hallmark of family therapy.

Bowen and his co-workers arranged for schizo-
phrenics and their families to live together in a
psychiatric ward. Over a period of four years, the
study and treatment of such families produced a
number of conclusions, some of which have
strongly influenced the course of family therapy
(Bowen, 1961, 1965, 1966).

The major concept in Bowen’s theory is the
“undifferentiated family ego mass,” by which he
means a quality of emotional oneness, as if the
whole family comprises a single ego. Such families
seem to present a fused cluster of egos, in which it
is hard to distinguish the psychological attributes
of one individual from another. Bowen sees a direct
relationship between lack of differentiation of fam-
ily members and severity of psychopathology. Con-
sequently he stresses the importance of achieving
greater differentiation in all family members as the
primary goal of therapy.

Bowen, like his contemporary Theodore Lidz,
relates the development of severe psychopathology
in the child to a conflicted parental relationship
rather than to a personality deficit in one or other
parent. The parents create a climate of emotional
fusion by triangulating a child into their relation-
ship in order to defuse the tension between them.
As the child becomes increasingly needed to sta-
bilize the marital relationship, an intense interde-
pendence develops between family members. The
developmental progress of the child is impeded by
strong opposition to any movement toward differ-
entiation and separation from the family.

Bowen (1966) also observed that marital relation-
ships in families of schizophrenics frequently reflect
an “overadequate-inadequate” reciprocity. One of
the spouses assumes a “‘sick’’ role (usually in ad-
dition to the triangulated child), manifesting a
variety of emotional difficulties, while the other
partner appears to function adequately. Bowen
views this pattern as another means of diluting
conflict between the couple, with the weaker spouse
submitting to the stronger to avoid a continuation
of hostilities. Whatever form the conflict takes, the
relationship between parents of schizophrenics is
invariably ungratifying and characterized by emo-
tional distance. Bowen (1965) coined the term
“emotional divorce” to define such marriages. The
partners collude in maintaining constant emotional
distance so that neither will feel threatened by the
fusion and loss of self experienced in states of
intimacy.



Although Bowen’s ideas were generated by
studying schizophrenics and their families, he as-
serts their validity for all forms of emotional dys-
function. The implicit assumption is that the char-
acteristics of schizophrenic families differ in degree
rather than kind from other types of disturbed
families. For example, he proposes a continuum of
differentiation, from ego fusion (extreme pathol-
ogy) to relatively complete differentiation (Bowen,
1965). Most personal difficulties can therefore be
attributable to an insufficient degree of ego auton-
omy, and family therapy (in Bowen’s opinion) offers
the most effective means to achieve greater differ-
entiation of the self.

Bowen’s ideas provide the groundwork for a
methodology of treatment. The desired goal of
greater differentiation is readily translatable into
therapeutic strategy. The therapist guides each fam-
ily member toward the adoption of an “I”’ position
to the rest of the family. Each person’s separateness
is stressed, and encouragement is given to the
expression of independent thoughts and opinions.
The notion of interlocking triangles gives the ther-
apist a perspective for understanding and modify-
ing the family system. Interventions can be devised
to obstruct habitual methods of interaction so that
new forms of relating can be developed.

The major target of parental triangulation is the
child, and Bowen therefore aborts this process by
the early exclusion of the child from treatment
sessions. The therapist can then focus on the pa-
rental relationship as the critical area for change.
The risk is that the therapist may also become
triangled. The skilled clinician actually utilizes the
parents’ attempts at triangulation by responding in
ways that force them to resort to other (and
healthier) means for resolving their conflicts. Since
the therapist is vulnerable to becoming triangled
by the parents, Bowen believes that the therapist
needs to maintain a necessary stance of emotional
detachment. In this respect Bowen differs markedly
from many family therapists who prefer to plunge
into an emotional involvement with the family.

In order for the parents to realize greater differ-
entiation, they are directed by Bowen toward a
careful exploration of their families of origin. Un-
derstanding the role that each parent had in his/
her own family sheds light on the perpetuation of
particular family dynamics. For example, the sib-
ling position of a parent in the family of origin
may explain the choice of particular sibling for
scapegoating in the current family.

The importance of exploring the extended family
derives from Bowen’s idea that pathology in a
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specific child is the result of a multigenerational
process of transmission (Bowen, 1966). Marriage
partners are generally similar in their level of
differentiation. If a child from such a union is
triangled, he/she may reach adulthood as an even
less differentiated person than either parent. Then
that adult finds a mate of comparable immaturity,
and a child of this union may become triangled
and prone to severe psychopathology. In practical
terms, the concept of generational transmission of
disorder requires that the therapist examine the
role of grandparents as part of the treatment of a
child, preferably by actually including them in
sessions where possible. The idea of exploring one’s
own family of origin is seminal in Bowen’s meth-
odology. He urges adult family members, as well as
trainee therapists, to actually visit members of their
extended families. They can thereby better under-
stand and change their own role-determined be-
haviors in relation to their families so as to realize
greater self differentiation and function more effec-
tively.

Bridging Psychoanalytic and Family Concepts

A significant number of the pioneering family
therapists were strongly influenced by their psy-
choanalytic training, despite their shift from an
intrapsychic individual perspective to a family ori-
entation. Among these are Ackerman, Bowen,
Wynne, and Lidz. While they give priority to a
social-system approach, these family therapists also
resort to psychoanalytic concepts when exploring
psychopathology or family relationships. On the
other side of the fence, so to speak, a significant
number of psychoanalysts give primary recognition
to intrapsychic determinants, but also draw on
family therapy concepts to facilitate their clinical
work with children and adolescents (Ehrlich, 1973;
Malone, 1974; Williams, 1975).

As both a child analyst and family therapist,
Charles Kramer is in the unusual position of de-
scribing the advantages of family therapy while still
maintaining the value of psychoanalysis. There is
an unfortunate tendency for inidividual therapists
(particularly analytically oriented practitioners) to
dismiss family therapy as superficial, and con-
versely for family therapists to dismiss the vast
storehouse of accumulated psychoanalytic knowl-
edge. Kramer does much to bridge these two
extremes. He has provided a carefully documented
reappraisal of child analysis in the light of his own
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experience in working with many families (Kramer,
1968a, 1968b). He cites the major shortcomings of
child therapy as stemming from the basic assump-
tion of psychoanalytic theory that psychopathology
(in the child) results from the internalization of
earlier object relations, and that by implication
current object relations are irrelevant for under-
standing or changing pathology. Because of this
fundamental assumption, the literature in psy-
choanalytic therapy by and large ignores the sig-
nificance of relationships such as those involving
parents, siblings, and grandparents. Moreover, con-
sideration is rarely given to the likelihood that
current symptomatology is being maintained by
the family system. ,

Kramer reflects a strong analytic bias in his
practice of family therapy. Treatment is directed by
therapist interpretations toward the goal of greater
awareness in family members of preconscious fan-
tasies, thoughts, and affect. He emphasizes family
therapy as a method of treatment, but also upholds
individual therapy as valuable, even as preferable
to family therapy in some circumstances (such as
with late adolescent patients). Because of his reli-
ance on interpretation and insight, and his contin-
ued endorsement of individual psychotherapy, Kra-
mer may be regarded as somewhat conservative by
the more zealous advocates of family therapy. Yet
his expertise as a child analyst lends him stature as
a serious champion of family therapy. He has
contributed significantly to the acceptance of family
therapy as a treatment method for children and
adolescents.

If some clinicians of analytic persuasion can
endorse family therapy, it gains credibility or at
least wins some recognition in psychoanalytic es-
tablishments. But the question as to whether family
theory and psychoanalytic theory are compatible
remains. A number of significant efforts have been
made to integrate selected psychoanalytic ideas
with current family theories. Neo-Freudian devel-
opments in object-relations theory have produced
rich insights concerning interpersonal behavior
(Fairbairn, 1953; Havens, 1973; Muir, 1975), and
have particular relevance for family therapy. An
outstanding example is the notion of projective
identification, which has gained wide currency
among marital and family therapists (Lloyd and
Paulson, 1972; Stewart et al., 1975; Zinner, 1976).
Projective identification was postulated as a defense
mechanism by Melanie Klein (1946), who described
it as a process in which parts of the self are split
off and projected onto another, with consequent
feelings of identification with that other person.

Zinner (1976) has emphasized the interactional
component of this defense mechanism. He postu-
lates that projective identification can be main-
tained only if there is willing collusion between the
subject and object, so that the object repeatedly
manifests those attributes that the subject has proj-
ected onto him or her. While this process is fre-
quently characteristic of marital interaction, it also
extends to relationships with children. It is common
for a scapegoated child or adolescent to be the
repository of projected disavowed attributes of one
or other parent. Zinner and Shapiro studied fami-
lies of disturbed adolescents and describe parental
views of the offspring as ‘“defensive delineations”
(Shapiro, 1968; Zinner and Shapiro, 1972). They
discovered that the adolescent patients felt bound
to behave in ways that actually supported their
parent’s distorted perceptions of them.

Boszormenyi-Nagy has developed a conceptual
framework designed to bridge individual psycho-
dynamic and family theory (Boszormenyi-Nagy,
1972; Boszormenyi-Nagy and Spark, 1973). A key
aspect of his theory is that family members are
bound by ties of loyalty and obligation. In place of
the usual homeostatic view of family interaction,
Nagy proposes a more complex and subtle mech-
anism of reciprocal obligations and ties of loyalty,
based on ethical principles of duty, fairness, and
justice. Failure to comply with obligations creates
guilt feelings, and guilt-laden loyalty issues are
often explanatory of otherwise seemingly irrational
behavior.

Boszormenyi-Nagy’s formulations have not been
widely adopted because of their complexity and the
difficulty which many therapists experience in
translating the dynamics of families they see into
such complicated and obscure terminology. Never-
theless, the concept of loyalty does have practical
implications of great value for the therapist. One
overriding implication is that the symptom pre-
sented by one family member can be understood
as a component of the family loyalty system. In
other words, the symptomatic member balances his
ledger of obligation to his family by supporting the
regressive needs of all the family members through
his symptomatic behavior. A major consequence
for therapy is that the patient becomes increasingly
guilty should he undergo symptomatic improve-
ment. In other words, to get “better” is to be
disloyal and harmful to his family. This line of
conjecture fits the common observation that the
improvement of one family member in psychother-
apy is resisted and often sabotaged by the rest of
the family.



Boszormenyi-Nagy’s loyalty concept also pro-
vides a better understanding of the multigenera-
tional family system. Each parent in a nuclear
family may be carrying a legacy of obligations and
loyalty ties to his/her family of origin that conflicts
with a full emotional commitment to the current
nuclear family. Often the spouse and children are
utilized in ways to help achieve resolution of obli-
gations to the family of origin. For example, if a
spouse has “failed” to gratify some vicarious am-
bition for his or her parent, this demand may then
be placed on one of the children in the new family
so as to help settle the account with the grandparent
generation.

An important component of Boszormenyi-
Nagy’s clinical work with families is the goal he
sets of helping family members become aware of
the network of obligations and loyalty bonds within
the nuclear family and between generations. Nor-
mative functioning is possible as one obtains an
appropriate balance of loyalty to oneself as well as
to one’s family. The therapist thus makes it possible
for the individual to compromise between needs
for autonomy and needs for relatedness.

Helm Stierlin has produced an extensive body of
literature directed primarily toward an integration
of family systems theory and psychoanalytic con-
cepts of relationships. His theoretical formulations
have come out of intensive clinical observations
and treatment of adolescents and their parents
(Stierlin, 1974, 1975a, 1975b). A central theme in his
writings is the experience of adolescents separating
from their families, a universal phenomenon that
graphically reveals characteristic modes of inter-
action between parents and adolescents. Stierlin
sees separation as the core developmental task for
both the adolescent and his family (1975a). His
analysis of the different relational patterns between
parents and children was based on studies of run-
away adolescents. Stierlin distinguished different
types of runaways (abortive, casual, and crisis), all
of whom are attempting to resolve a family diffi-
culty in allowing a normative process of separation.
The type of runaway attempt reflects a character-
istic mode of parent-child interaction, which in
turn reflects characteristic modes of husband-wife
interaction.

Stierlin distinguishes three transactional modes
of parent-child relationships: the binding, the del-
egating, and the expelling modes. He then relates
these modes to the quality of the parental relation-
ship. A centripetal type of marital relationship
characterizes partners who are glued to each other
and fearful of any separation; a centrifugal rela-
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tionship is one in which the partners are moving
apart from one another, and in which there is an
uprooted quality of relationship. Most parents of
adolescents choose one or other of these modes in
order to resolve the developmental problem of
middle-age years.

The transactional modes between adolescents
and parents reflect the relative dominance of either
centripetal or centrifugal relationship between the
parents. When centripetal forces dominate, the
characteristic mode of transaction is ‘“binding,” in
which case the whole family is bound together. This
mode of transaction is typical of nonrunaways or
only abortive attempts at running away. When
centrifugal forces dominate, they result in an ex-
pelling mode of interaction, usually reflected by a
casual runaway. When both centripetal and centrif-
ugal forces are strong this produces a mode of
“delegating,” in which the adolescent is sent out
on a “long leash” as a delegate for the parents’
vicarious needs. Such runaways are regarded as
crisis runaways.

Stierlin’s analysis of runaway behavior is ingen-
ious, though perhaps somewhat too facile and
categorical in light of the impressionistic nature of
the studies from which it derives. Nevertheless, his
formulations have appeal for therapists who value
both an individual and family orientation. By ex-
tending intrapsychic individual conflicts into a fam-
ily interaction mddel, he has demonstrated that
there is probably an artificial boundary between
individual and group dynamics.

Despite his philosophical proclivities, Stierlin is
also an excellent and pragmatic clinician. He gives
valuable suggestions for treating adolescents and
their families (1975b). For example, he cautions the
family therapist about typical countertransference
traps that arise in the course of therapy. He points
out that most therapists are tempted to side with
either the adolescent or the parents. A therapist
may easily sympathize with an adolescent who is
perceived as a victim of unsympathetic parents. It
has to be remembered that not only is the adoles-
cent victimized by the parents, but that he or she
also victimizes the parents. As a scapegoat for the
parents, the adolescent is in a strategic position to
control the parents through guilt, since his prob-
lems represent constant proof of their failure. By
siding with the adolescent, the therapist increases
parental guilt and hostility, and also supports more
acting out on the part of the adolescent. Conversely,
many older therapists tend to side with the victim-
ized parents, whom they see as being bullied and
manipulated by the adolescent. This may result in
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encouraging the parents to be less compassionate
and more victimizing, and the therapist conse-
quently loses a working alliance with the adoles-
cent. Finally, Stierlin cautions against the frequent
tendency of therapists to present themselves as
examples of effective parenting. This usually stems
from the competitive needs of the therapist and is
counterproductive. The parents’ already impaired
confidence is further diminshed, and their effec-
tiveness as parents is lessened.

Structural Family Therapy

The work of Salvador Minuchin and his col-
leagues has had far-reaching influence in the field
of family therapy, and has also had considerable
impact on child psychiatry, particularly with regard
to the treatment of psychosomatic disorders in
children and adolescents. Minuchin’s thinking can
be seen as a development of the sociological frame-
work proposed by John Bell (1975). Man is viewed
as always functioning in terms of a social context,
and an understanding of the overall context is a
prerequisite for understanding and modifying in-
dividual behaviors.

Minuchin’s method of treatment is known as
structural family therapy, and it is based on the
concept of changing the structure of a family
system. Family structure is the total system of
interactional patterns that operate between mem-
bers of a family, and these patterns reflect the
underlying rules of how each family member is
expected to relate with every other member (Min-
uchin, 1974a). Some transactional patterns are rel-
atively constant for all families, since they are
based on universal rules of family organization,
such as the power hierarchy that differentiates
parents from children. However, much more im-
portant from the therapy point of view is the
notion that each family has its own idiosyncratic
structural system. Patterns of mutual expectations
are developed in the course of the myriad events
and relationship negotiations that make up a fam-
ily’s history. Each family has its own unique devel-
opmental history, and the coalitions and splits that
prevail at any period of time would be reflected in
particular patterns of communication (Minuchin,
1974a; Camp, 1973).

Minuchin’s approach is based on the concept of
changing the structural organization of the family,
rather than any one individual, on the assumption
that a change of family structure forces a change

in the position of each family member in relation
to other family members, and the consequent al-
teration of interaction pattern modifies symptoms
or problems.

The notion of family subsystems and their
boundaries plays a central role in Minuchin’s meth-
odology. Every family adopts a system of decen-
tralization of functioning. Various functions are
differentiated and carried out through the subsys-
tems comprising the total unit. Subsystems can be
regarded as individual family members, dyads (pa-
rental couple, or parent-child), generation or sex
subsystems, and so on. A normatively functioning
family unit is one in which the subsystems function
collaboratively, but without undue interference be-
tween them. It follows, then, that clear-cut bound-
aries are imperative between subsystems in order
to make such functioning possible. When families
are not functioning adequately, the boundaries be-
tween the subsystems are either inappropriately
diffuse or inappropriately rigid. Diffuse boundaries
prevent clear differentiation and autonomous func-
tioning of subsystems, with a consequent confusion
of what is expected from which family member.
When the boundaries are overly rigid, there is a
notable lack of communication and cooperation
between subsystems.

The operation of diffuse or rigid boundaries
gives rise to family transactional styles that Minu-
chin terms enmeshed and disengaged family sys-
tems. Families cannot be categorized simply on the
basis of being either enmeshed or disengaged, since
most families have subsystems that may be one or
other at different points. For example, a father may
take a disengaged position at a certain period of
family life, while his wife and children are overly
enmeshed as a subsystem. At a later point the
parents may move closer and become enmeshed,
and the mother and children may disengage. Never-
theless, it is instructive to place different areas of
a family system on the continuum from disengaged
to enmeshed, in order to locate sources of greatest
difficulty. A tendency to either extreme of the
continuum denotes a dysfunctional area of family
structure, since a family is unable to effectively
adapt to internal or external sources of stress if the
subsystems are inefficient (Minuchin, 1974a, 1974b).

Minuchin has provided family therapists with a
lucid methodology of treatment that is logically
derived from his conception of family structure
(Minuchin et al., 1967; Minuchin, 1974a, 1974b). He
stresses the point that the therapist becomes part
of the family structure, and his behavior can there-
fore be used to promote change in the overall



system. Four phases of therapy are described. The
initial phase is concerned with making an accurate
assessment of the structure of a family (diagnosis).
The next step involves a determination of the goals
of treatment (what aspects of the structure need to
be changed). The therapist tests out and selects the
most effective strategies for a particular family,
which he then utilizes for ongoing treatment. The
final phase is an evaluation of the results of trying
these strategies.

Many of Minuchin’s techniques have been pop-
ularized in the frequent demonstrations of struc-
tural family therapy given by him and his col-
leagues. Typical examples include methods of
‘“joining” a particular family member, restructuring
the seating arrangement and interactional patterns
in order to modify existing boundary systems, and
skillfully getting the family to relabel symptoms to
transform them into interpersonal issues. These
strategies are fascinating to observe, particularly
since the effects of their deployment are readily
apparent when observing videotapes of the therapy
in process. Perhaps the most compelling evidence
of the effectiveness of Minuchin’s methodology is
the high degree of success that he and his colleagues
appear to be having with the application of struc-
tural family therapy to severe psychosomatic dis-
orders in children and adolescents (Minuchin et al.,
1975; Rosman, Minuchin, and Liebman, 1975; Lieb-
man, Minuchin, and Baker, 1974).

While Minuchin’s methodology of treatment is
generally regarded as sophisticated and creative,
his personal style of therapy tends to incur the
displeasure of psychoanalytically trained psycho-
therapists. His charismatic personality is used to
full effect to make impact on families, and his
methods of joining members may seem disconcert-
ingly contrived to less flamboyant therapists. For
example, Minuchin often introduces an issue to
explore during a session because Ae is convinced of
its importance, rather than allowing the family
time to interact and bring current concerns to the
surface. Other less forceful therapists are likely to
generate resistance by imposing directions on the
family, particularly if they are not in tune with the
real issues concerning a family at a particular point
in time. Nevertheless, the most enduring value of
Minuchin’s work is not his style of therapy, but
rather the principles of structural family therapy
that provide therapists with a framework for eval-
uating and treating families. Structural family ther-
apy is gaining increasing numbers of adherents
who attest to its effectiveness as a method of
treatment,
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General Treatment Principles

As we have seen, several of the major family
theorists have provided methodologies of treatment
based on their concepts. Bowen and Minuchin are
particularly noteworthy as contributors to the de-
velopment of treatment methods. There are also
several family therapists, known more for their
clinical skills than their conceptual viewpoints, who
have significantly influenced the practice of family
therapy. Such therapists include John Bell (1975),
who offers us details of his practice right down to
such matters as how he sets up his office for
interviews. Satir (1967) also provides valuable de-
tails of her work, although her success with families
may derive as much from the impact of her unique
personality as from her technical procedures.

Bell and Satir are particularly useful for learners,
since few family therapists explicate clinical tech-
niques in such detail, particularly in relation to
work with children in families. A notable exception
is a brief but well-documented guide for family
therapists authored by John Sonne (1973). Sonne’s
approach seems to derive from fundamental prin-
ciples of individual psychotherapy. For example, he
recommends that the therapist not provide much
structure to the family in order to better observe
patterns of behavior without contamination by
excessive therapist activity. This posture of the
therapist resembles the psychoanalyst’s exercise of
restraint. Another practice recommended by
Sonne, also based on long tradition, is to specify
an initial period of interviews (usually three) as
evaluational consultation family interviews that
lead to a disposition for treatment. Because of such
proposals, Sonne may be viewed as a conservative
family therapist. Yet novices would do well to
assimilate such carefully thought out methods
based on tried and true principles of psychotherapy.
Sonne’s work is a welcome antidote to some of the
facile and idiosyncratic practices that too often
pass for how-to-do-family-therapy training courses.

In an earlier publication, Sonne and his col-
leagues (1962) explored the phenomenon of the
absent-member in family therapy with families
containing a schizophrenic member. It is a common
occurence for one or more members of a family
either not to participate at all or to drop out at
some point in family treatment. Such events are
often passed off as insignificant by the family, and
all to often overlooked by the therapist. Sonne and
his colleagues found that the absence of a family
member is a critical situation in treatment, in that
it represents a major form of resistance to change.
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While the absent family member often appears to
be the healthiest family member, he or she is in
fact participating in the maintenance of family
pathology. While these observations were made on
families with schizophrenics, it seems likely that
the absent-member maneuver is a form of resist-
ance common to many families in treatment.

Carl Whitaker is perhaps the most admired and
influential clinician in the field of family therapy.
Demonstrations of his work (live and videotaped)
leave a deep impression on viewers. He has a rare
facility for unsettling entrenched family defenses,
for establishing rapport with difficult patients, and
for detecting the underlying core issue in a family
system. And yet Whitaker’s approach to families
has not been formulated into a particular method
of therapy that can be explained and taught. On
several occasions I have observed Whitaker work
with difficult cases, and shared astonishment and
admiration with my colleagues when he surprised
the family (as well as ourselves) with an interven-
tion that suddenly seemed to shift the direction of
the interview into an unusually productive area.
The effects of the intervention were always appar-
ent, but the rationale for the particular intervention
was usually obscure.

Whitaker is an inspiring therapist, but virtually
impossible to imitate. Even those trainees who
work directly with him frequently complain that he
is unpredictable and hard to understand (Napier
and Whitaker, 1972). In fact, the reason that it is
impossible to translate Whitaker’s therapy into
structured methodology is that he follows no con-
sistent system or method. He seems to rely on his
preconscious associations to the emotional climate
of the family as the route to the underlying dynam-
ics. This approach is heavily rooted in what is
commonly dubbed “the use of self.” Not only does
he intervene and react with little conscious inhibi-
tion, but he also readily shares personal fantasies
in order to facilitate movement in the sessions. His
work is rendered even more cryptic by the fact that
he deliberately attempts to confuse families in order
to unsettle their habitual styles of behavior (Whi-
taker, 1976a, 1976b). A favorite device of Whitaker’s
is to voice what seems to be obscure, irrelevant, or
even outrageous comments so that the family is
unsure whether he is rambling, somewhat crazy, or
putting them on. The apparent irrationality of his
utterances throws the family off guard; the covert
content of the message can then penetrate because
of their momentary lapse in defensiveness.

Although Whitaker’s style is highly personal and
idiosyncratic, he also advocates clear-cut principles

of treatment that have generalizable validity for
most forms of family therapy. These principles of
treatment have to do with what he refers to as the
structure of the treatment session (Napier and
Whitaker, 1972). It is essential that the therapist lay
down the ground rules for the session, particularly
regarding membership of family members. Should
the family resist by not turning up with all the
members he asked for, he will simply not meet with
them. He also determines whether or not to work
with a co-therapist as part of the treatment struc-
ture. On the other hand, he does not decide the
initial direction of a session, but rather leaves it to
the family to start talking, and he senses what the
issues are and responds accordingly.

Whitaker (1976b) aptly describes family therapy
as a political process. He refers here to the task of
establishing a relationship with the family, and
thereby gain a means of access in order to produce
change. One of the key factors in gaining a rela-
tionship with a family is immediately to succeed in
forming an alliance with the father, since in many
families it is the father who is the most resistant to
treatment.

Whitaker strongly endorses the use of co-therapy.
For his style of working co-therapy has particular
value, in that one therapist can allow himself to
become emotionally involved while the other can
rescue him when needed. The relationship of co-
therapists is complex and can foster psychological
growth in trainees. He also sees value in co-therapy
serving as a model relationship for families. Fur-
thermore, having a co-therapist makes it easier to
terminate appropriately with a family. A mutual
rewarding relationship between the therapists pre-
vents either one from establishing an excessive
emotional involvement with the family, and this
reduces the difficulty of separating when termina-
tion is necessary.

Whitaker’s work with families containing young
children is particularly illuminating. He is one of
the few family therapists who encourages the inclu-
sion of young children on a continued basis, and
who works directly with them in order to produce
changes in the family system. He lacks the inhibi-
tions that most therapists have in discussing certain
topics in front of young children. On the contrary,
Whitaker asserts that children can tolerate discus-
sion of any topic without dramatic repercussions
as long as the therapist is trying to be helpful rather
than simply provocative (Whitaker, 1976a). Whi-
taker has a gift for establishing facilitating rela-
tionships with children of all ages. This is because
he is not afraid to allow himself to be childlike,



and his interactions with young children frequently
serve to reveal the unconscious concerns of the
parents.

Many family therapists seem to have difficulty in
relating to young children. They typically avoid the
problem either by never including children on the
basis of their being too young, or by quickly
excluding them after one or two sessions with the
justification that change will be better effected
working directly with the marital pair. From nu-
merous discussions that I have had with a wide
range of family therapists, I have come to the
conclusion that few family therapists know quite
what to do when young children are present. Whi-
taker’s work is of particular value in that his
methods of relating to young children are learnable,
even though his flair for relating to children stems
in part from his personality style. For example, he
makes it a point of asking children many questions
that are relevant to their particular concerns. He
may talk with a two-year-old about a doll, teddy
bear, or security blanket, and a five-year-old about
bad dreams, cuddling with Mommy, or feelings
about Grandpa. Many family therapists, particu-
larly if they have not been intensively trained in
child therapy, are unaware of the concerns that
children have at different ages. Whitaker teaches us
that children are responsive when related to appro-
priately, and that they can provide rich material for
working therapeutically with the whole family.

Issues of Family Assessment and Diagnosis

It is axiomatic that one cannot solve a problem
unless one has some understanding or definition of
the problem in the first place. It is therefore difficult
to refute the necessity for a diagnosis of the prob-
lems presented by a family in order to help them
effectively. While few family therapists would object
to the need for evaluation, there is considerable
confusion as to what evaluation means in family
therapy.

It is questionable whether we can in fact utilize
the notion of diagnosis as traditionally conceived
in general psychiatry. Framo (1970) observes that
the premises of family therapy entail a view of the
total context of a family, so that it makes little
sense to use existing classifications of individual
diagnosis for evaluating family systems. However,
it has become commonplace for family therapists
to characterize families according to the diagnosis
of an individual patient, particularly when the
patient is an adolescent. This practice, criticized by
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Framo (1970) as crude and misleading, cannot be
excused on the grounds of notational simplicity
(abbreviating “family containing a schizophrenic”
to ‘“schizophrenic family”), since even the best-
known family researchers conceptualize whole fam-
ilies as schizophrenic or delinquent or psychoso-
matic on the basis of a diagnosis made on one
child or adolescent. What this situation seems to
present, in my opinion, is marked ambivalence
among family therapists toward the notion of di-
agnosis. While there is an appropriate rejection of
traditional nosological categories the need for di-
agnosis persists, and with no satisfactory substitute
available the temptation is to employ existing di-
agnostic labels.

Nathan Ackerman (1950, 1958), gave considera-
ble thought to the thorny question of diagnosis,
and his approach is perhaps most representative of
those family therapists who do attempt thorough
evaluations of families containing children or ado-
lescents. Ackerman recognized that traditional
adult categories of diagnosis are inappropriate for
children, particularly preschool children, because
of the incomplete personality development of the
children, as well as for adolescence, a period
marked by instability and change. While he stressed
the importance of evaluating the child in the con-
text of the family, he also gave credence to the
importance of exploring and noting characteristics
of the identified child and adolescent patient as
well. He proposes four broad categories of evalu-
ation for children or adolescents and their families:
the organization of the child’s personality here and
now; the child’s relationship with other family
members; developmental and clinical history of the
child; and the psychological characteristics of the
family as a group.

The task of child diagnosis is often dealt with by
simply allowing the passage of time to confirm
whether or not a particular problem is a transient
phenomenon. Adolescents represent a more chal-
lenging diagnostic picture in that they have already
developed complex personality organizations. Fur-
thermore, the period of adolescence is relatively
extensive, roughly from 12 to 21 years (Werkman,
1974). Generally, it is useful to subdivide the period
of adolescence into two or more developmental
phases (Werkman, 1974; Everett, 1976). The devel-
opmental task of early adolescence (13 to 16 years)
is the need for the adolescent to achieve a sense of
autonomy in the milieu of family bonds and peer
pressures. The difficulties of this task is exacerbated
by the turmoil caused by the sudden onset of
puberty and psychosexual impulses. Later adoles-
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cence (17 through 21 years) is usually concerned
with a further phase of growing autonomy, reflected
primarily in the development of heterosexual at-
tachment and disengagement from parental de-
pendency. In this phase, the college social matrix
often achieves unusual significance for late adoles-
cents experiencing their first major separation from
home (Sobel, 1968).

Some clinicians tend to overlook the diagnostic
significance of the family when the patient is a late
adolescent. What is often not appreciated is the
fact that parents are afiected, as much as the
teenager, by the changes inherent in adolescence.
Brown (1970) has described how the conflicts of
adolescents usually revive latent parental conflicts,
and these parental difficulties often become masked
by scapegoating of the adolescent. The adolescent
does not develop in a vacuum, the develomental
task of adolescence is one that is shared by both
the teenager and the family. It therefore makes
sense to adopt the viewpoint that adolescence is a
development task for the whole family.

While individual-oriented clinicians often neglect
the family dimension, many family therapists are
culpable of neglecting individual evaluations. Be-
ginning family therapists, in particular, may not
detect significant diagnostic clues in individuals. I
have seen more than one such therapist completely
miss signs of organic deficit, retardation, and psy-
chosis. One does not abandon a family perspective
if one utilizes existing guidelines for determining
important data about disorders reflected by a child
or adolescent (Lourie and Rieger, 1974; Werkman,
1974). Some skillful attention to individual diag-
nosis also has preventive value—for example, in
detecting severe psychopathology or potential psy-
chopathology in one or more siblings.

By and large, most family therapists adopt a
developmental approach to understanding the fam-
ily as a whole, as well as the identified patient in
particular. The reader can refer to various sources
for examples of such approaches (Ackerman, 1958,
1966; Satir, 1967; Bell, 1975). An excellent review of
various methods for classifying families has been
compiled by Fisher (1977).

Indications for Family Therapy

Confirmed family therapists do not characterist-
ically think in terms of whether or not family
therapy is appropriate, but rather consider whether
there is any possible reason why family therapy
should not be appropriate (Whitaker, 1975). The

individual therapist who is sympathetic to family
therapy would regard the latter as one optional
modality among several. The issue is complicated
by the developmental characteristics of children
and adolescents.

For children, the problem of age and maturity is
significant. If a young child is the identified patient,
the therapist will often suggest play therapy in
addition to family treatment, or family treatment
without including the child. As we have seen,
Whitaker (1976a) is one of few therapists who
encourages the inclusion of young children in fam-
ily treatment. Even well-known family therapists
such as Bell (1975) and Satir (1967) exclude children
from family therapy if they are too young. Reasons
given for excluding young children are that they
cannot comprehend a verbal form of treament and
that they are unable to tolerate the inactivity and
attention required for a full hour session. However,
most family therapists tend to include the identified
patient and siblings, no matter how young, for at
least several initial meetings, and then may con-
tinue without the youngest children. Including the
children for at least some sessions is important
because it provides the therapist with first-hand
observation of parent-child interaction.

More problematic is the issue of separate treat-
ment (instead of or in addition to family therapy)
for the adolescent identified patient. Many family-
oriented clinicians contend that, despite its effec-
tiveness, family therapy should not be the only
method of treatment for adolescents (Solow and
Cooper, 1975; Everett, 1976). The reason for advo-
cating separate treatment is that adolescents are in
the process of individuation and therefore need an
independent relationship to facilitate their growth.

Williams (1975) has carefully considered the no-
tion that disturbed adolescents, who need help in
resolving ambivalent ties, require a one-to-one re-
lationship with an adult outside of the family. He
believes, however, that such one-to-one therapy
would be neutralized by family resistance, and he
gives cogent reasons why family therapy is the
most appropriate form of overall treatment. The
major conflicts of adolescents are invariably re-
flected in the whole family rather than the patient
alone. The ambivalence concerning independence
is a problem within all members of the family.
Parents and siblings are just as threatened as the
adolescent by the implications of object loss and
separation inherent in achieving independence.
Similarly, the recrudescence of oedipal conflict
arouses anxiety about erotization of the parent-
child relationship in both the adolescent and the



parents. Finally, an important task for the adoles-
cent is the integration of the rage that he experi-
ences. Individual therapy precludes direct expres-
sion of anger that the adolescent feels toward his
family, whereas family therapy can successfully
allow the adolescent and family to *“fight” and
experience a safe resolution of the conflicts and
anger.

Engaging with Children and Adolescents

Family therapists are disinclined to include young
children in family meetings (Zilbach, Bergel, and
Gass, 1972). We have noted Whitaker’s insistence on
the value of including even young children, and he
has demonstrated the means for engaging verbally
with them. Not every therapist is able to adopt
Whitaker’s methods. However, there are other help-
ful strategies for engaging young children that are
easy to employ in family diagnostic and treatment
sessions.

Orgun (1973) suggests that since children under
ten years of age are uncomfortable in the office
setting, the early diagnostic interviews be done in
a playroom setting. He uses the child’s play activity
as a starting point for interpretation, and this leads
toward play activity as a form of communication
with family members. The most natural setting, of
course, is the child’s home, and home visits are
frequently employed and are well suited to family
observation and therapy (Behrens and Ackerman,
1956, Friedman, 1962).

Several workers have employed art and drawing
for evaluation purposes, and these techniques are
particularly attractive and engaging for children as
well as family members (Bing, 1970; Rubin and
Magnussen, 1974). Another method, adopted for
individual child play therapy, is the use of puppet
play for evaluating families with children between
5 and 12 years of age (Irwin and Malloy, 1975). The
use of art as a facilitator in the actual therapy
process also holds much promise, particularly in
terms of opening up focal areas of significant
conflict (Kwiatkowska, 1967).

It is obvious to most family therapists that
inclusion of the young child is important for at
least evaluation purposes. However, it is also val-
uable to include the child in at least some of the
ongoing therapy sessions. Guttman (1975) correctly
points out that the child may better help the
therapist understand the family system. For exam-
ple, the child often *“‘acts out” a family problem
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during a session. Bowen (1966) excludes the child
early in the treatment process in order to subvert
the tendency of parents to triangle the child into
their conflicts. Yet it could be argued that this is all
the more reason to include the child in treatment.
When the parents attempt to triangle the child into
their conflicts, the therapist can intervene effec-
tively because of the here-and-now revelation of
this family defense.

Children are apt to present management prob-
lems. Satir (1967) offers some helpful suggestions
for managing and yet including the children during
the treatment process. She stresses the importance
of the therapists making explicit some simple rules
so that the family and children are aware of these.
These may include rules against damaging of fur-
niture, talking out of turn, numbers of trips to the
toilet, and so on.

In establishing a therapeutic alliance with the
adolescent, the therapist has to avoid the trap of
siding with him/her against the parents. Such an
eventuality would diminish the respect of the ado-
lescent for the therapist, and would antagonize the
parents, with the likely result that family treatment
becomes impossible. Stierlin (1975b) has cautioned
therapists to avoid the polar positions of siding
either with the adolescent against the parents or
with the parents against the adolescent.

In certain respects the adolescent has an ambig-
uous role in the family treatment session. On the
one hand, he is striving to see himself as separate
from the rest of the family and many of his actions
are designed to prove this, but on the other hand
his distress is overwhelming evidence of how emo-
tionally involved he is with the family. The adoles-
cent is in transition between childhood and adult-
hood, and this ambiguous role is also reflected in
the family sessions. Some of his behaviors and
reactions may appear strikingly immature, yet the
adolescent yearns to be regarded as an adult mem-
ber of the family. The therapist has to be sensitive
to the confusion and ambivalence experienced by
the adolescent and therefore adopt a flexible stance
in relating to him or her. In my own experience,
the one quality of the therapist that is of most
value to the adolescent is that of fairness. Adoles-
cents are intimidated by judgmental authority fig-
ures, but this does not mean that the therapist
should appear as a ‘“buddy” either. What most
adolescents want from the therapist—and basically
what they want from their families—is an attitude
of nonjudgmental fairness. Since the therapist is
not emotionally embroiled in the family, he is in
the best position to provide this balance.
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Membership Requirements for Treatment

A common question that crops up in training
family therapists is whether to include all the
siblings of the identified patient, and whether to
include extended family members when available.
To omit siblings, at least from the initial sessions,
is a major error. The identified patient has a
complex relationship with his siblings that reveals
much about the family system (Bank and Kahn,
1975). The most compelling argument for including
siblings, however, is the unique advantage of family
therapy as a preventive treatment method. Meissner
(1970) has reviewed evidence that the nonsympto-
matic siblings of severely disturbed children may
frequently mask severe underlying disturbances.

Extended family members are seldom invited for
family meetings, since they rarely live in the same
household as the nuclear family. Generally, the
extended family members most significant are the
grandparents, since the marriage partners in dis-
turbed families are inevitably still engaged in un-
resolved difficulties with their own families of ori-
gin. The concept of a multi-generational transmis-
sion of behavior patterns has been proposed and
clinically demonstrated (Mendell and Fisher, 1956;

Bowen, 1966; Mendell, Cleveland, and Fisher, 1968).

Particular areas of struggle persist as themes from
generation to generation. The pathology mani-
fested in the identified patient is a difficulty that
has been running through that family for several
generations. Including the grandparents can there-
fore be helpful in understanding and treating the
characteristic difficulties of a family.

The roles of fathers in family therapy is a prob-
lematic issue. There is no question that it is as
crucial to include fathers as it is to include any
other family members in evaluation and treatment.
Pioneering studies in the fifties made us aware of
the significant role of fathers in contributing to
schizophrenic pathology in children and adoles-
cents (Lidz, Parker, and Cornelison, 1956), and
subsequent studies have confirmed the influence of
fathers in contributing to a wide range of child
disturbances (Lynn, 1974; L’Abate, 1975). Not only
are fathers instrumental in determining the nature
of family dysfunction, but they are also significant
as sources of resistance to treatment (Whitaker,
1976b). Forest (1969) studied the experience of sev-
eral family therapists, and concluded that the father
is the most difficult of all family members to engage
in the treatment process. This impression was cor-
roborated in subsequent research (Shapiro and
Budman, 1973; Slipp, Ellis, and Kressel, 1974).

Recently a large number of family therapists were
respondents to a questionnaire clearly demonstrat-
ing that fathers offered the most resistance to
family therapists (Berg and Rosenblum, 1977).

It is beyond the scope of this section to examine
the complex causes of resistance in fathers, partic-
ularly since many of these relate to broader issues
of the social role of adult males in society. However,
it is important to also caution the reader against
the fallacy of blaming the father alone for a family’s
resistance to treatment. From my own experience,
it is clear that families will influence a father’s
resistance depending upon their own needs. For
example, if a wife and children are positive in their
motivation for treatment, it is rare for a father to
take a totally oppositional stance; however, if a
mother is ambivalent, she will often use the father’s
more apparent resistance as an excuse for not
coming in.

Problems Treated by Family Therapists

Historically, family therapy is most clearly asso-
ciated with the study of schizophrenic offspring
and their parents, yet we lack any firm evidence of
its efficiency as a treatment method for psychotic
disorders. However, a number of other childhood
disorders that have proved inappropriate for or
resistant to individual therapy have been tackled
with varying degrees of success by family therapists.

Perhaps the most outstanding contribution of
family therapy has been in the area of childhood
psychosomatic difficulties. Minuchin and his col-
leagues have developed a conceptual model that
makes the nature of such disturbances explicable
in a family context, and provides a framework for
effective treatment (Minuchin et al., 1975; Rosman,
Minuchin, and Liebman, 1975). The theory holds
that characteristic family interaction patterns can
provide continual reinforcement for a psychoso-
matic illness. The thrust of structural family ther-
apy is to alter the structural organization of the
family so that the child cannot be triangulated by
the parents as a solution for their own interpersonal
conflicts. The structural approach has been used
mainly for the treatment of anorexia nervosa (Bar-
cai, 1971; Aponte and Hoffman, 1973; Wold, 1973;
Rosman, Minuchin, and Liebman, 1975), but it is
being extended to other severe psychosomatic ill-
nesses such as intractable asthma (Liebman, Min-
uchin, and Baker, 1974).

In their classic study of antisocial behavior in
children, Johnson and Szurek (1952) anticipated



some of the key concepts of family therapy. They
noted, for example, how the parents of these chil-
dren tended to condone the very behavior that they
were strongly condemning. Even more striking was
their conception of scapegoating, proposed years
before it became known through family theory.
Johnson and Szurek’s work facilitated the concep-
tual shift from the intrapsychic dynamics of the
child to the more complex perspective of dysfunc-
tional behavior as a function of parent-child inter-
action. Consequently, even dedicated psychoana-
lysts have come to acknowledge the crucial role of
the parents in understanding behavioral difficulties
in children, and to some extent may even include
the family or parents in the treatment process
(Reiner and Kaufman, 1960).

Family therapy is particularly well suited to the
treatment of behavioral disorders, since the inclu-
sion of the parents makes the reinforcing factors as
well as the potential solution directly accessible to
the therapist. Thus Safer (1966) was able to treat
lower socioeconomic class aggressive children, a
group typically unable to tolerate psychotherapy,
through direct involvement of their families. His
approach was based on providing structure and
direction to the family rather than reflecting feel-
ings or insights, and he claims he achieved a 40%
improvement rate. Speck (1971) offers some prac-
tical guidelines for working with families of acting-
out children. An important part of his therapeutic
goal is to help the parents achieve more executive
control over the child. He points out that such
children are usually ‘“parentified” and therefore
able to control the parents.

Friedman, Sonne, and Speck (1971) have assem-
bled several studies on sexual acting-out teenagers
that demonstrate a clear relationship between the
deviant behavior and family dynamics. Other stud-
ies have increased our understanding of the family
dynamics that create a disposition toward incest,
and family therapy seems to offer the most appro-
priate format for treatment of these problems
(Machotka, Pittman, and Flomenhaft, 1967; Eist
and Mandell, 1968; Gutheil and Avery, 1977).

Certain categories of child and adolescent prob-
lems are particularly resistant to traditional forms
of psychotherapy. Deaf patients are rarely seen in
individual therapy because of their resistance to
this mode of treatment. Shapiro and Harris (1976)
described the successful treatment of an extremely
resistant deaf female adolescent and her family, and
in reviewing a number of similar cases, concluded
that family therapy offers a hopeful approach for
problems of deaf children and adults.
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A family approach also facilitates treatment of
infants or very young children presenting severe
psychological problems. For example, Palazzoli and
co-workers (1974) employed family therapy to treat
a two-year-old girl with symptoms of anorexia
nervosa. Children who are too handicapped or
incapacitated to engage meaningfully in verbal
individual treatment can be helped by a family
approach that helps the parents deal more effec-
tively with these children. This approach has been
employed with families of mentally retarded chil-
dren, and children with severe physical handicaps
and organic deficits (O’Connor and Stachowiak,
1971; Hall and Taylor, 1971; Gayton and Walker,
1974).

Varieties of Family Treatment

Family therapy is generally understood to mean
a therapist (or co-therapists) working with a whole
family, or subdivisions (such as parents) of a family.
However, there are several important variations of
family therapy that merit consideration.

Multiple family therapy has been promoted by
Laqueur and his collaborators (1971, 1976) and has
achieved wide recognition. The procedure in mul-
tiple family therapy involves bringing together sev-
eral families, or parts of families, at the same time.
There are no fixed rules as to the number of
families required, membership from each family, or
number of therapists. The idea, very simply, is to
utilize a format much like group therapy, in which
families share feelings, attitudes, and information,
and provide feedback to each other, Multiple family
therapy seems particularly useful for families that
have difficulty in relating to institutionalized au-
thority figures. It has been shown that culturally
disadvantaged families and socially deviant adoles-
cents, who typically resist psychotherapists, re-
spond readily to this treatment approach (Bartlett,
1975). Multiple family therapy has also been used
to good effect with schizophrenic adolescents and
young adults and their families (Laqueur, LaBurt,
and Morong, 1971). This approach has less enforced
intimacy than individual therapy, and to some
extent family therapy, and it is therefore probably
experienced as less threatening by psychotic indi-
viduals and their families. One disadvantage is
created by the increased complexities of having
several family systems interacting at the same time.
It requires considerable sensitivity and knowledge
of group dynamics to detect the significant themes
common to all the families during a particular
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session. From what I have observed, therapists
appear to have less command of structuring the
treatment process in multiple family therapy than
in other forms of family therapy.

Network therapy is also well known,but less
widely practiced than multiple family therapy. In
network therapy, an attempt is made to get together
all members of the social networks to which an
identified patient belongs, including friends, ex-
tended family, neighbors, and so on. This method,
developed by Speck and others, is based on the
assumption that psychopathology derives from dis-
ruptions in the broader social network of the
particular patient and his family (Speck and Ruev-
eni, 1969; Speck and Attneave, 1971). It is not
possible to state how effective this approach is, and
the logistics of bringing in and working with large
numbers of persons seems to discourage many
attempts to utilize network therapy.

Multiple impact psychotherapy is a procedure
devised by MacGregor (1962). As the name implies,
multiple impact therapy involves multiple thera-
peutic interventions with a family. MacGregor used
a team of professionals, each of whom worked with
various family members. Sessions were held for
individuals, dyads, the whole family, and full team-
family gatherings. Intensively continuous therapy
was employed with each family over a period of
several days. The concept behind multiple impact
therapy is that powerful continuous interventions
at a point of crisis (when a patient is presented as
symptomatic) are most likely to influence the family
system to alter its usual defensive modes of inter-
action.

Techniques based on behavior therapy have been
applied with increasing frequency to family situa-
tions. The behaviorist accepts the specific problems
presented by family members (invariably the par-
ents) and will aim at modification of these present-
ing problems. This approach clearly avoids theo-
retical family therapy constructs of interaction, and
focuses on a technique of treatment rather than a
theory of family organization (Fisher, 1976).

The identified patient is usually a child or ado-
lescent brought to the attention of the therapist by
parents who are anxious about or displeased with
behavior regarded as strange or annoying (Hawkins
et al., 1966; Patterson and Brodsky, 1966; Patterson
et al,, 1967). One popular method of behavior
treatment is to *“train” the parents in techniques of
operant conditioning and other behavioral tech-
niques so that they can ‘“‘treat” the child in the
home environment (Wagner, 1973). Sometimes other
important adult figures in the child’s life are also

utilized as behavior therapists, most typically the
child’s teacher (Patterson, 1976).

Behavior therapy with families is essentially an
unchanged methodology based on behavior ther-
apy with individuals. It has simply been applied to
members of families, thereby introducing the term
“family” and the consequent confusion as to
whether or not this constitutes family therapy. The
situation is not very different from that of tradi-
tional parent counseling. The typical guidance
model consists of individual treatment of the child,
with some counseling for the mother or parents,
and yet this procedure is sometimes incorrectly
referred to as family treatment. As noted earlier,
the basic assumption in family therapy is that the
task is to alter the organization of the family
system, not modify the behavior of only one indi-
vidual member.

As a family therapist, I cannot help but have
reservations about the wisdom of applying behav-
ioral techniques to one member of a family. It is
not simply the possibility that the behavior thera-
pist misses the subtle relationship issues in the
family, but the real possibility that he may bring
about a semblance of conflict resolution at the cost
of increased scapegoating of the identified patient.
The behavior therapist accepts the scapegoated
patient’s behavior as deviant. Patterson (1976), one
of the leading figures in the field, states quite
explicitly that he advocates training parents and
teachers to employ behavioral techniques in order
to reduce “deviant” behavior in the child. The
family therapist, on the other hand, views the
child’s behavior as a reflection of a dysfunctioning
system, and therefore (paradoxically) adaptive in
terms of the particular family structure.

An Assessment of Family Theory

As noted earlier, family therapy lacks a uniform
and generally acceptable body of theory. By and
large, the field is divided between two conceptual
trends. On the one hand, there is a communality of
ideas among those who give priority to a systems
model of family theory; on the other hand, there
are those who give weight to theories of individual
psychodynamics as well as systems theory.

The first group comprises family therapists
known for their advocacy of communications the-
ory. These include Haley, Jackson, Weakland, and
Satir. In their conceptualizing and treatment
methods, they maintain a focus on the system
rather than the individual. They maintain that



family therapy should be confined to observable
here-and-now processes, and tend to discount in-
ferences about unconscious determinants, covert
feelings and thoughts, and historical causality. The
drawback with this model is that it achieves relative
purity of purpose at the expense of sufficient depth
to account adequately for the profound complexi-
ties of human relationships. This is reminiscent of
the simplistic thinking of early behavior therapists,
who also brashly denounced psychodynamic tra-
dition and restricted themselves to a rigid model of
psychotherapy.

On the other hand, attempts to integrate family
systems concepts with major psychoanalytic in-
sights is still very much in an uncertain stage of
development. While theorists such as Boszormenyi-
Nagy, Stierlin, Wynne, Lidz, and Bowen are mind-
ful of the need to understand and formulate the
complexities inherent in family interaction, they
have done so at the cost of generating overly
obscure terminology that is more impressionistic
than precise. One consequence of this lack of
precision has been the proliferation of a host of
ideas, many of which seem similar or overlap with
each other (Meissner, 1964; Olson, 1970). Thus
Bowen’s (1966) formulation of an “undifferentiated
family ego mass” overlaps to some degree with
such concepts as Stierlin’s (1974) “binding” mode
of interaction and Minuchin’s (1974a) concept of
“enmeshment”. Further examples are Lidz’s notion
of marital “schism and skew” (Lidz et al., 1957),
which is somewhat similar to Bowen’s (1961) “ov-
eradequate-inadequate reciprocity” and Wynne’s
(1961) analysis of ‘“alignments and splits” in the
family. ‘““Emotional divorce’’ (Bowen, 1965),
“pseudo-mutuality” (Wynne, 1958), and a ‘“‘centrif-
ugal” mode of interaction (Stierlin, 1974) all refer
to manifestations of emotional distance in families.

Clearly there is a need to reduce this conceptual
confusion and fragmentation. Instead of adding
new terms to the pool of family theory, theorists
would do better to clearly define and reduce the
number of existing concepts. Already there is some
indication that this is beginning to occur (Klugman,
1976).

Another unfortunate trend in the family field has
been the cavalier practice of proposing as theories
what are in fact no more than impressions, obser-
vations, or hypotheses. Olson (1970) has analyzed
a number of the best-known concepts and shows
that they do not warrant being called theories. As
an example, he demonstrates that the double bind
is a hypothesis rather than a theory. Bowen himself
admits that one of his cardinal ideas,the ‘“undiffer-
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entiated family ego mass,” is more clinically utili-
tarian rather than accurate (Bowen, 1966).

A controversial issue in family theory relates to
the derivation of most prevailing concepts. The
pioneering work of virtually all the major family
theorists was done on an extreme sample of the
population—namely, schizophrenics and their fam-
iliess—and the findings may not have applicability
to the general area of psychopathology. Yet thera-
pists like Bowen extend their concepts to all forms
of family dysfunction. Furthermore, most practic-
ing family therapists utilize existing concepts simply
because there are few satisfactory terms available
other than those derived from studies of psychotic
families.

While many of the family concepts are imprecise,
and not scientifically verified, they do have the ring
of phenomenological truth. Most family therapists
can attest to the common experience of calling to
mind a well-known family concept that seems just
right to describe a particular event during treatment
of a family. Trying to explain terms like *“pseudo-
mutuality” or “‘enmeshment” to a non-family ther-
apist is a difficult exercise in communication. How-
ever, such terms have a compelling validity when
one actually observes a family interacting in a
pseudo-mutual fashion, or when family members
answer for each other and say much the same
thing, the observer begins to experience a sense of
“enmeshment.” In other words, these family theor-
ists have put into words events that are hard to
define but really do occur. It is for this reason that
these concepts are in common use and survive,
despite their lack of precision. Clearly we are still
in a phase of observation and description in study-
ing families. What seems to be required now is a
more disciplined research methodology and an
insistence on unambiguous operational definitions
of family process. The work of Wynne and Singer
(1963a) on communication deviance represents one
of the few endeavors of striving for greater meth-
odological precision, and hopefully their example
will provide an incentive for others to follow.

Concluding Comments

It is reasonable to expect that if family therapy
is to have some enduring impact on the broad field
of psychiatry, this is most likely to occur in the area
of child and adolescent psychiatry. As we have
noted, family therapy developed out of attempts to
better understand and treat disturbances in chil-
dren. On a pragmatic level, too, it is more feasible
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to utilize family treatment for children or adoles-
cents rather than for adult patients. It seems logical
to invite parents to participate in the treatment of
a child. However, it is more difficult to persuade
an adult identified patient that a spouse and chil-
dren should be involved in the therapy. This pa-
tient’s resistance will likely be matched by family
members wondering what they have to do with
his /her treatment.

Since family therapy seems most closely allied to
the area of child psychiatry, it is fitting to conclude
with some reflections on the state of this relation-
ship. Understanding individual behavior in a con-
text of relationship systems is basic to family theory,
but is also having impact on traditional analytic
thinking. Judd Marmor (1968, p. 4), goes so far as
to state that the systems approach is revolutionizing
psychoanalytic thought. An increasing number of
traditional journals in child and adolescent psy-
chiatry are also reflecting interest in notions derived
from family studies and therapy.

Family therapy is currently experiencing a tidal
wave of popularity at psychiatric conferences and
workshops throughout the country. It is-also im-
possible to work in any progressive mental health
institution without at least some contact with fam-
ily therapy techniques and formulations.

Despite the marked visibility of family therapy,
and its theoretical significance, it is also true to say
that family therapy has not been welcomed in
traditional training institutions, particularly in
child psychiatry (Group for the Advancement of
Psychiatry, 1970; McDermott and Char, 1974; Shap-
iro, 1976). Child psychiatrists reflect a continuum
of attitudes toward family therapy ranging from
some concessions of its merits to outright opposi-
tion. There is a general agreement, though, that
family therapy and child psychiatry are currently
dichotomized.

Malone (1974) recognizes the gulf between the
two fields and acknowledges that most analysts
and child psychiatrists oppose family therapy, and
that the majority of family therapists reject analyt-
ically oriented child psychiatry. Kramer (1968a;
1968b) is one of the few clinicians who can claim
to straddle both camps. McDermott and Char
(1974) portray a situation of ‘“undeclared war”
between child and family therapy. They attack
family therapy in no uncertain terms, pointing out
what they regard as its major flaws. One of their
strong objections is that the family therapy move-
ment seems to have become ‘“‘antimedical.”

On the other hand, most family therapists are
critical of the individual intrapsychic model of

child psychiatry. Thus Whitaker (1975) states flatly
that in working with adolescents there are no
contraindications at all for family therapy, and he
cannot see the wisdom of individual therapy under
any circumstances. Montalvo and Haley (1973)
ironically describe a few positive features of indi-
vidual child therapy, but explain these as being due
to the fact that individual child therapy actually
influences the family system in minor ways, though
without the awareness of the therapist and family.

While serious advocates of family therapy and
individual (particularly psychoanalytic) therapy are
in opposition, a large number of practitioners from
both areas tend to subscribe to compromise posi-
tions. We have seen that Nathan Ackerman valued
traditional psychoanalytic and developmental con-
cepts for evaluation of the child and adolescent
and family. Many other pioneers of family therapy,
such as Lidz, Wynne, and Boszormenyi-Nagy, uti-
lized psychoanalytic as well as family constructs in
their theories, as we have already noted. Neverthe-
less, they give clear priority to family therapy as
their choice of treatment.

A number of individual therapists are supportive
of family therapy. Williams (1975) subscribes to the
value of family therapy for the treatment of ado-
lescents, but he carefully cites conditions in which
it is most appropriate, and by implication suggests
that there are situations in which it is not appro-
priate. Since his point of view corresponds most
closely with the mainstream of individual therapists
friendly to the family approach, it is as well to
indicate in brief what he regards as definite indi-
cations for utilizing family therapy with adoles-
cents. He declares that for assessment purposes, it
is always good to have family interviews in order
to enhance the understanding of adolescents. He
believes that family therapy can be used intermit-
tently in the course of individual therapy in order
to overcome points of resistance. Again, when an
adolescent in individual therapy is in a state of
crisis, a family meeting can be helpful. He also
advocates family interviews as definitely helpful
while an adolescent is hospitalized. Finally, he
suggests that in cases of emotional enmeshment of
the adolescent and family, family therapy is desir-
able.

In like fashion, Ehrlich (1973) posits a definitive
psychoanalytic approach to the practice of child
psychiatry, but does indicate the possibility of fam-
ily therapy proving useful as an adjunctive thera-
peutic procedure under certain circumstances. Sim-
ilarly, Reiner and Kaufman (1960) present a
psychoanalytic diagnostic and treatment approach



for delinquents, but concede the usefulness of fam-
ily treatment in order to influence the negative
effects of parental psychopathology on the delin-
quents. Perhaps the most representative of the
traditionally trained child psychiatrist relatively
receptive to family therapy, is the position of Spot-
nitz (1975). He attempts to distinguish the useful-
ness of several modes of therapy for different types
of disturbances in adolescents. For example, he
suggests that individual therapy is best indicated
for the emotionally overreactive adolescent; group
therapy is best for the narcissistic, schizophrenic,
and drug-prone teenager; and family therapy can
be used as part of a combination of treatment
modes (individual, group, and family) for severe
behavior disorders, character disturbances, and
cases of schizophrenia. Spotnitz views family ther-
apy as valuable, but as only one of an assortment
of possible techniques that can be used separately
or in combination with adolescents.

It is not uncommon for individual therapists to
acknowledge some value in family therapy but also
warn of difficulties or dangers with this approach.
Thus Augenbraun and Tasem (1966) believe that
family therapy is an ill-considered treatment for
extremely disturbed children, and that at best it
should be used to pave the way to individual
therapy for the child. Guttman (1973) also argues
that patients (particularly young adult psychotics)
may be too anxious to tolerate a family therapy
approach. This position is stated with conviction,
despite a notable lack of data to support this point
of view.

From this brief survey, it is clear that a dichotomy
does exist between family therapy and child and
adolescent psychiatry. However, the signs of accom-
modation are present and bode well for the future.
It would be premature to adopt an either/or posi-
tion at this stage of psychiatric development. An
integration of the rich heritage of psychodynamic
psychiatry with the newer dimension of family
therapy has not yet been achieved, but this clearly
is the challenge that is at hand and offers to yield
the best of both worlds.
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CHAPTER 11

Family Therapy:

Systems Approaches

Introduction

It is rare for symptomatic behavior to develop in
a vacuum. Instead, there are nearly always other
individuals involved in the process, usually “signif-
icant others” such as parents, siblings, and peers.
The conglomerate of the symptomatic person and
these significant others forms a system—an inter-
personal system. Such a system is nonsummative in
that it is more than the sum of each of the
individual personalities, but also includes their
interactions (Olson, 1970). The actors in the system
are to a greater or lesser degree interdependent.
Actions by one or more of them affect the others.
Some actions may change the system permanently,
while others result in only temporary alteration.
The extent to which this happens depends in part
on the power vested in the particular person(s)
taking the action—power deriving from at least
three sources: (a) external systems (e.g., society);
(b) history of the particular family system (e.g., a
predominantly patriarchal vs. matriarchal tradi-
tion); and (c) the needs of the family system for
survival and maintenance at a particular time (e.g.,
one member is more able to provide food or
laughter, and is at that point more powerful). In
general, parents have more power than their off-
spring, and older children more than younger.
Whatever the power distribution, however, the fam-
ily can be regarded as an interpersonal system that
is in many ways analogous to other cybernetic
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systems. It is of the nonlinear type (e.g., the rela-
tionship between A and B is cyclic rather than A
causing B), with complex interlocking feedback
mechanisms and patterns of behavior that repeat
themselves in sequence. If one observes a given
family long enough, such sequences can be ob-
served and particular phases within a sequence can
even be predicted before they reoccur. As a hypo-
thetical example, two parents may get into an
argument, their daughter cries, the parents stop
arguing and shift focus to the child, soon one
parent disengages from spouse and child while the
other stays involved with the child, the child even-
tually stops crying, the parents may not talk for
some time, they reengage later, another argument
ensues, and the pattern repeats itself. As with this
example, then, “symptoms’ can be viewed simply
as particular types of behaviors functioning as
homeostatic mechanisms that regulate family trans-
actions (Jackson, 1965; Minuchin et al., 1975). From
this perspective, a person’s problems cannot be
considered apart from the context in which they
occur and the functions which they serve. Further,
an individual cannot be expected to change unless
his family system changes (Haley, 1962); “insight”
per se is not necessary. Such a view is radically
different from and discontinous with individually
or intrapsychically oriented cause-and-effect expla-
nations of dysfunctional behavior. It is a new
orientation to human dilemmas (Haley, 1969).
This chapter will attempt to present the theoret-
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ical and operational facets of several approaches
to therapy that generally subscribe to the above
model of child and adolescent dysfunctioning.
These are the (a) strategic, (b) structural and (c)
triadic-based “‘go-between” modes.! They fall un-
der the rubric of what Madanes and Haley (1977)
have defined as the family “communication” ther-
apies, but for the sake of brevity and convention
will henceforth be referred to as “‘systems” ap-
proaches. The intergenerational family systems the-
ory of Murray Bowen will not be dealt with; it is
covered elsewhere in this volume. However, it
would be a gross disservice not to recognize the
importance of Bowen’s work for the other schools.
Although the content of his formulations is often
psychoanalytic, there has been no more influential
and seminal thinker in the field. All systems ap-
proaches owe him a debt for his ideas on such
matters as the transmission of symptoms across
generations, interpersonal triangulation, marital
and family fusion and differentiation, family reci-
procity, hospitalization of whole families, and the
notion that shifts in the behavior of at least one
member serve to change the total family system.

At the outset it should be stated that there is no
way that a chapter of this type can do justice to
these various schools. It is particularly hard to
present the intricacies, complexities, specific tech-
niques, and richness of their work. We must nec-
essarily be superficial—skimming the surface. For
a more intimate understanding, the reader is re-
ferred to the literature referenced herein, or to the
many excellent narrated videotapes and films dis-
tributed by the proponents. A better alternative
would be to enroll in one or more of the numerous
workshops conducted by each school.? Of course
the best way to learn is actually to try the treatment
of interest in an actual clinical situation—prefera-
bly with qualified supervision.

History

In the late 1940’s and early 1950s, a number of
people such as Nathan Ackerman, John Elderkin
Bell, and Murray Bowen were developing tech-
niques for treating emotional problems within the
family. The approaches discussed in this chapter
also had their historical antecedents during this
period, particularly with a 1952 communications
project launched in Palo Alto, California, by Gre-
gory Bateson which also included Jay Haley, John

Weakland, and William Fry. Concomitantly, Don D.

Jackson was starting to work with schizophrenics

and their families at the Palo Alto VA Hospital and
was developing the concept of family homeostasis.
He joined the Bateson project as a consultant in
1954. From this collaboration came the important
work which led to the double-bind theory of schiz-
ophrenia (Bateson et al., 1956). While the double
bind was originally associated with the early life
experience of the schizophrenic, the Palo Alto
group eventually determined that it also applied to
current situations—i.e., schizophrenic behavior was
a response to a present situation existing in the
family (Haley, 1972). These revelations, tied to-
gether with (a) communications and cybernetic
systems theory and (b) studies (by Haley and
Weakland) of Milton Erickson’s hypnotic and ther-
apeutic techniques, formed the basis for the ther-
apeutic work that developed later—i.e., the stra-
tegic approach. Haley’s (1963) influential book
Strategies of Psychotherapy, which deals with the
maneuverings of therapist and patient during in-
dividual treatment, also stems from this period.

In 1959, Jackson formed the Mental Research
Institute (MRI) and brought Virginia Satir aboard.
They were joined by Haley in 1962. Subsequent to
Jackson’s death in 1968, several others have served
as director of MRI, including John Elderkin Bell
and the present director, Jules Riskin. The MRI
strategic therapy work has primarily been carried
on by Weakland, Paul Watzlawick, Richard Fisch,
and Arthur Bodin.

Mara Selvini Palazzoli had been working from a
psychoanalytic perspective with anorexia nervosa
cases in Italy in the 1960’s, with particular interest
in the mother-child dyad. Her studies began to
expand to include the total familial context as it
related to the symptom, and she eventually started
treating whole families (1970; 1978). In 1967 she
established the Institute for Family Studies in
Milan. She was influenced early on by the studies
of Lyman Wynne and Margaret T. Singer on com-
munication patterns within families with a schizo-
phrenic member. Later figures of importance in-
cluded Bateson, Haley, Watzlawick, and others. In
1971 the institute was reorganized to include its
present four members—Luigi Boscolo, Gianfranco
Cecchin, Giuiana Prata, and Selvini. The group
began its work with families in which a young
member displayed schizophrenic patterns in 1972.

In 1967 Haley left Palo Alto to join Salvador
Minuchin and Braulio Montalvo at the Philadelphia
Child Guidance Clinic. Minuchin and Montalvo
had arrived there in 1965 from the Wiltwyck School
for Boys in New York. At Wiltwyck, they and other
associates had been developing techniques for



treating delinquent boys and their families, most
of whom were black or Puerto Rican (Minuchin et
al., 1967). (Guerin [1976] feels that this work was
partly influenced by the psychoanalytically oriented
family approach of Nathan Ackerman, although
some people think Ackerman was psychoanalytic
primarily in terminology, but more structural in his
actual therapeutic operations.) In Philadelphia,
these people worked with other staff to transform
a traditional child guidance clinic into a family-
oriented treatment center. They also collaborated
in the development of what came to be known as
structural family therapy and established a pro-
gram to train poor and black people to treat
families. In the early and mid-1970’s, Minuchin
devoted much of his time to the family treatment
of psychosomatic disorders, while Haley rekindled
his interest in the family therapy of youthful schiz-
ophrenics. In 1976, Haley left for Washington, D.C.,
to join the faculty of the University of Maryland
Medical School and establish his own family ther-
apy institute in conjunction with his wife, Cloé
Madanes.

Gerald Zuk was working with the mentally re-
tarded in the late 1950’s and became interested in
the family reactions to such children. In 1961, he
joined the staff of the Eastern Pennsylvania Psy-
chiatric Institute in Philadelphia, where he remains
to this day. In 1964, he organized the first national
meeting of experienced family therapists. He col-
laborated with the psychodynamically oriented
family therapy people at EPPI, such as Ivan Bo-
szormenyi-Nagy, David Rubinstein, and James
Framo, but began to shift more toward a systems
approach as time went on. Much of his early work
was with schizophrenics. His writings on a triadic-
based, go-between therapy emerged in the late
1960’s.

Strategic Family Therapy

Haley (1973b) has defined strategic therapy as
that in which the clinician initiates what happens
during treatment and designs a particular approach
for each problem. Strategic therapists take respon-
sibility for directly influencing people. They want
to enhance their power and influence over the
interpersonal system at hand in order to bring
about change. In fact, they are not as concerned
about family theory as they are with the theory and
means for inducing change. Prominent figures sub-
scribing to this approach are (a) the Mental Re-
search Institute group, including Weakland, Wat-
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zlawick, Fisch, and Bodin; (b) Jay Haley; (c) Mara
Selvini Palazzoli and associates in Italy; (d) Milton
Erickson; and (e) Richard Rabkin. Since the pur-
pose in this chapter is to cover family treatment,
the latter two will not be discussed; although they
see families and couples as the situation demands,
the preponderance of their work is with individuals.
However, Erickson’s influence (especially on Haley
and Weakland) as an originator of strategic therapy
cannot be overestimated; Haley feels that almost
all the therapeutic ideas applied in the approach
had their origins in his work in some form.*> (The
reader is referred to Haley’s [1967, 1973b] books on
Erickson and to Rabkin’s [1977] recent book for a
more complete understanding of their techniques.)
In the present context, we will restrict discussion
to strategic therapies which are undertaken pri-
marily within a family systems framework.

Theoretical Contributions

Some of the important concepts for this ap-
proach have been mentioned earlier, such as family
homeostasis, the double bind, nonlinearity of the
family system, existence of repetitive behavioral
sequences, necessity of viewing symptoms within
their context, and the need for family system
changes as a precursor for or concomitant of
individual change. In addition, strategic family
therapists see symptoms as the resultants or con-
comitants of misguided attempts at changing an
existing difficulty (Watzlawick, Weakland, and
Fisch, 1974). However, such symptoms usually suc-
ceed only in making things worse—for example, in
the case of the depressed person whose family
frantically tries and tries to cheer him up and he
only gets more and more depressed; thus the at-
tempt to alleviate the problem actually exacerbates
it. Further, individual problems are considered
manifestations of disturbances in the family. A
symptom is regarded as a communicative act that
serves as a sort of contract between two or more
members and has a function within the interper-
sonal network. It is a label for a sequence of
behaviors within a social organization (Haley, 1976).
A symptom usually appears when a person is “in
an impossible situation and is trying to break out
of it” (Haley, 1973b, p. 44). He is locked into a
sequence or pattern with the rest of his family or
significant others and cannot see a way to alter it
through non-symptomatic means.

Some of the other major concepts and theoretical
constructs developed by proponents of this ap-
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proach (reviewed in more detail elsewhere by Stan-
ton, 1980) are presented below.

Life cycle

Haley (1973b) and Erickson, endorsed by Weak-
land et al. (1974), have stressed the importance of
the family developmental process as a framework
for explaining symptomatology. All families
undergo normal transitional steps or stages over
time, such as birth of the first child, child first
attending school, children leaving home, death of
a parent/spouse, and so forth. These are crisis
points, which, although sometimes tough to get
through, are usually weathered by most families
without inordinate difficulty. Symptomatic families,
however, develop problems because they are not
able to adjust to the transition. They become
“stuck” at a particular point. As a prime example,
Haley cites the difficulty that families of schizo-
phrenic young people have in allowing them to
leave home. The “‘problem” is not the child, then,
but rather the crisis stage the family has entered.
It thus makes more sense to talk of families in
relation to where they are developmentally than to
try to define a family typology or a family symp-
tomat .logy.

Triads

Since the 1950’s a number of family therapists
have identified the triangle as the basic building
block of any emotional (interpersonal) system (Ma-
danes and Haley, 1977). When tension between
members of a two-person system become high, a
third person is brought into the picture. An emo-
tional system—e.g., a family—is composed of a
“series of interlocking triangles” (Bowen, 1966).
Haley (1971b; 1973a) has stressed the importance of
the triangle or triad for conceptualizing problems
and their treatment. Specifically, he notes that most
child problems include a triangle consisting of an
overinvolved parent-child dyad (a cross-genera-
tional coalition) and a peripheral parent. When a
child displays symptoms, the therapist should as-
sume that at least two adults are involved in the
problem and the child is both a participant and a
communication vehicle between them. In single-
parent families, a grandparent may be involved—
a three-generational problem.

Conflicts can cut across several levels in the
familial hierarchy. Haley typifies the psychotic fam-

ily as one in which grandparents cross generational
lines, parents are in conflict over a child, and a
parental child saves the “‘problem” child from the
parents. Haley posits that “an individual is more
disturbed in direct proportion to the number of
malfunctioning hierarchies in which he is embed-
ded” (1976, p. 117).

Theory of Change

A basic tenet of strategic family therapy is that
therapeutic change comes about through the “in-
teractional processes set off when a therapist inter-
venes actively and directively in particular ways in
a family system” (Haley, 1971a, p. 7). The therapist
works to substitute new behavior patterns or se-
quences for the vicious positive feedback circles
already existing (Weakland et al., 1974). The MRI
group has defined two kinds of change. First-order
change is the allowable sort of moving about within
an unchanging system in a way which makes no
difference to the group or family. Second-order
change is a shift that actually alters the system. An
example of the first might be a son living at home
and failing in school who quits his education and
gets fired from a series of jobs; his incompetence
remains constant, and he is still deemed unable to
take care of himself, albeit in a different field of
endeavor. However, if he leaves home, gets married,
or becomes successful in a respected occupation,
these could be examples of second-order change,
for the system itself and his role in it have changed.
To be successful, therapy must bring about second-
order change (Watzlawick, et al., 1974).

Applicability

Strategic therapists, since they assume treatment
for any behavioral problem or dysfunction must in
some ways be tailored to the people and situation
involved, would probably take the position that
their approach is not limited to any particular
symptoms. Of course, much of the earlier work
was done with schizophrenics (and Haley has con-
tinued this as a major interest), but succeeding
years have seen a plethora of problems dealt with
by strategic family therapists. The MRI group,
Haley, Selvini, and others have worked with cases
ranging widely in age, ethnicity, socioeconomic
status, and chronicity. The following is a sampler
of some of the disorders which have been treated
and written about from the strategic viewpoint:



aging, alcoholism, anorexia and eating disorders,
anxiety, behavior problems, crying, delinquency,
depression, drug addiction, encopresis, identity
crises, marital problems, obsessive-compulsive be-
havior, obsessive thoughts, pain, phobia, schizo-
phrenia, school problems, sexual problems, sleep
disturbance, temper tantrums, and work problems
(Alexander and Parsons, 1973; Haley, 1973b, 1976,
1979; Hare-Mustin, 1975, 1976; Klein, Alexander,
and Parsons, 1977; Parsons and Alexander, 1973;
Selvini Palazzoli et al., 1974, 1978; Solyom et al.,
1972; Stanton and Todd, 1979; Weakland et al.,
1974). In addition, Weakland (1977) has suggested
that this approach to therapy has been unnecessar-
ily overlooked in the treatment of physical illness
and disease. In short, that a particular problem has
not been treated strategically is not so much a
function of inappropriateness as that it simply has
not been tried.

Methods

This section will include aspects of treatment
which apply generally to all the strategic family
therapists, followed by discussion of techniques
that particular proponents emphasize or use more
exclusively. To begin with, strategic therapists are
concerned with techniques that work, no matter
how illogical they might appear. They care less
about “family dynamics” than about how their
interventions can bring about beneficial change in
the people involved, with due consideration for
their individual personalities. Strategic therapists
are also pragmatic and symptom-focused. Their
approach is essentially a behaviorally oriented,
“black box” one in which ““insight™ or ““awareness’
are not considered necessary or important for
change to occur. Understanding one’s motivations
is of little value if one doesn’t do something about
one’s problems. Perceptions and subjective ‘‘feel-
ings” are seen more as dependent than independent
variables, since they change with changes in inter-
personal relationships. Because repetitive sequences
in families exist in the present—i.e., they are being
maintained by the ongoing current behavior of the
family or people in the system—altering them
requires intervention in the existent process rather
than harking back to past events. The therapist
must find ways to stop the family’s “game without
end.” This cannot be done unless the therapist
takes deliberate action to alter it—being thoughtful
and reflective and merely sitting back and making
interpretations will generally not work. Nor should
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the therapist simply try to make the family “aware”
of the cycle by pointing it out to them, as this will
usually engender more resistance. All aspects of
the repetitive sequence may not have to be shifted,
but only enough of them to cause the symptom to
disappear (Hoffman, 1976).

Diagnosis in strategic therapy is done by making
an intervention—a therapeutic act—and observing
how the system, i.e., the family members, respond
to it. For example, the therapist may want to see if
a father and his son can relate comfortably in the
presence of the mother, so he requests that the two
males discuss some matter together. If the mother
interferes in this dialogue, the therapist has clarified
a problem area. By pushing a little harder and
concurrently supporting the mother, the rigidity of
the system can be tested further. This sort of
diagnosis is different from the conventional kind,
and is geared directly to the treatment effort. In a
sense, every therapeutic intervention has diagnostic
value, while every diagnostic move has therapeutic
potential. Further, the use of conventional diagnos-
tic labels can actually hamper treatment, because
they place the therapist in the position of support-
ing (a) the identified patient as the problem (rather
than the relationships within the system) and (b)
the idea that the identified patient or the symptom
is immutable. “Buying into” the system and the
family’s view can crystallize a problem and make
it chronic (Haley, 1976).

From the above, the reader should not be misled
into thinking that treatment quickly changes direc-
tion toward, say, problems of other members, such
as between parents. For the most part, strategic
therapists keep the focus on the identified patient
and his problem. If other problems are presented,
the tendency is to put off dealing with them until
the presenting problem is handled. At that time, a
recontracting can be undertaken to deal with ad-
ditional problems. Haley, in particular, holds to
this principle.

First contact with the family is generally taken
through several stages by the strategic therapist.
Following a “‘social” stage, the therapist inquires
about the problem—solicits information. In the
next phase, the family members are asked to talk
to each other, eventually leading to a stage where
goals are set and desired changes clarified (see
Haley’s [1976] excellent chapter on the initial inter-
view for further details of this process). Unlike
most other family therapy approaches (Madanes
and Haley, 1977), the idea here is to go with the
problem as defined by the family, again, even if
focus remains on the identified patient. This max-
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imizes the family’s motivation for change and in-
creases leverage toward that end. Strategic thera-
pists are very wary of getting caught in overt power
struggles. Thus they will employ skill and maneu-
vering to get covert control, but do so in the service
of the situation as defined by the family. They
accept what the family offers, since that is what it
is ready to work on, and then may use implicit or
indirect ways of turning the family’s investment to
positive use (Weakland et al., 1974). Further, the
problem to be changed must be put in solvable
form. It should be something that can be objec-
tively agreed upon—e.g., counted, observed, or
measured—so that one can assess if it has actually
been influenced.

Just as dynamic therapy is largely based upon
interpretations, the main therapeutic tools of stra-
tegic therapy are tasks and directives. This emphasis
on directives is the cornerstone of the strategic
approach. Much of the discussion that takes place
early in a session is aimed at providing information
necessary for the therapist to arrive at a directive
or task. Subsequent interaction might then center
on either how to carry the directive out or on
actually performing the task in the session. Haley
(1976) notes that the best task is “‘one that uses the
presenting problem to make a structural change in
the family” (p. 77). Further, a task is usually de-
signed to be carried out between sessions as a
means of using time more fully and generalizing
what transpires in the session to the outside world.
Per the example above, this might involve arranging
for father and son to spend at least half an hour
together during the upcoming week. Hoffman
(1976) notes that if the problem behavior is a
chronically pervasive one (e.g., a psychosomatic or
communicational disorder), a more effective tack
to take may be to focus on the management of the
problem rather than the problem itself. This usually
flushes out parental disagreement, so the task be-
comes one of getting the parents together so they
can make the child behave appropriately despite
his ““illness.”

Strategic family therapists tend to involve all
systems of import in the treatment process, in
addition to the immediate family. This could in-
clude grandparents, the school, the work situation,
or whatever. They don’t as a rule recommend
seeing a client alone in therapy because this requires
that the therapist be able to estimate from talking
to the individual what his situation is and what
effect interventions will have on those not present;
it is felt that the average therapist does not usually
have this skill and if he can avoid working at such

a handicap, he should (Haley, 1976). However, this
is not a hard and fast rule, and strategic therapists
(especially the MRI group) will see individuals,
parents, or couples alone as the situation demands.

Strategic therapists are also not prone to engage
in co-therapy as it is usually practiced, although
they routinely work with one or more colleagues
observing sessions from adjoining rooms; these
colleagues may help out at times and even enter
the room and take sides on an issue as a way of
facilitating a change in the process (see Weakland
et al., 1974, for further clarification).

In a sense, much of what goes on in strategic
therapy is to make explicit what has been implicit
within the family. For example, if it is found that a
parent has been surreptitiously providing a drug-
abusing child with drugs, a stftategic therapist might
attempt to negotiate a contract as to (a) how much
drug use is allowed, (b) when, and (c) who should
dole out the chemicals—just so long as it is above-
board and agreed upon; this would essentially be
a paradoxical move meant to stop the parent(s)
from abetting the drug-taking of their offspring.

Strategic therapists may make interpretations,
but they are rarely done to bring about “under-
standing” as much as to shift views of reality—to
“relabel.” They are directed more at process than
content. For example, in the aforementioned situ-
ation with father-son antagonism, the therapist
could state that since the father had not practiced
talking with his own father, he didn’t know how to
pass this kind of behavior on to his son; he had
had no model to learn from. In this case, the
veracity of the interpretation is not as important as
the change it is designed to bring about: that is to
say, it can be used as a means to facilitate father
and son talking together by (a) removing blame
from father, (b) giving him a nonaccusatory reason
for the difficulty he is having, (c) empathizing with
him, and (d) indicating that the present problem is
just a matter of practice—the implication being
that change is possible and may not even be that
hard to effect.

The tendency of people who practice this treat-
ment is to ascribe positive motives to clients. This
is primarily because blaming and negative terms
tend to mobilize resistance, as family members
muster their energies to disown the pejorative label.
For example, “‘hostile” behavior might be relabeled
as ‘“‘concerned interest” (Weakland et al., 1974).
Such an approach also has a paradoxical flavor, as
the family finds that its efforts to fight are redefined
(Haley, 1963). Another facet of this tack is that
simply defining problems as interactional or fami-



lial stumbling blocks serves to have them viewed
as shared, rather than loading the blame on one or
two particular people—this is a “we’re all in this
together” phenomenon (Weakland, 1977).

No chapter dealing with strategic therapy would
be complete without a discussion of the technique
of paradoxical instruction (Erickson, in Haley, 1967,
1973b; Frankl, 1960; Haley, 1963, 1976; Hare-Mustin,
1976; Watzlawick, Beavin, and Jackson, 1967, Wat-
zlawick, Weakland, and Fisch, 1974; Weakland et
al., 1974). To quote Hare-Mustin: “Paradoxical
tasks are those which appear absurd because they
exhibit an apparently contradictory nature, such as
requiring clients to do what in fact they have been
doing, rather than requiring that they change,
which is what everyone else is demanding” (1976,
p. 128). This has sometimes been called “prescribing
the symptom.” It is partly based on the assumption
that there is great resistance to change within a
family and a therapist entering their context is put
under considerable pressure to adopt their ways of
interacting and communicating. Succumbing to this
pull will render the therapist ineffective. In addi-
tion, the family resists the therapist’s efforts to
make them change. If, however, the therapist tells
them to do what they are already doing, they are
in a bind. Should they follow his instructions and
continue the prescribed behavior? They are thus
doing his bidding and therefore giving him undue
power; he gains control by making the symptom
occur at his direction. If they resist the paradoxical
instruction, and therefore the therapist, they are
moving towards “improvement” (and in the long
run also doing his bidding). The confusion that
occurs as to how to resist leads to new patterns
and perceptions and thus to change—at the very
least it can help to achieve a certain amount of
detachment from the disturbing behavior (Hare-
Mustin, 1976). In this way a directive that appears
on the surface to be in opposition to the goals
being sought actually serves to move toward them.
It is often couched to the family in terms of
‘““getting control” of the symptom—e.g., “If you
can turn this symptom on when you try, you will
be able to control it, instead of it controlling you.”
The paradoxical directive can be given to the whole
family or to certain members. For example, one
could ask a boy who gets stomachaches when his
parents leave him alone to try to get sick at a
particular time, while instructing the parents to go
outside the house together for at least ten minutes
at that same time. An alternative approach is to
instruct a rapidly improved client to have a re-
lapse—once again to ‘“‘get control”; this move
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“anticipates that in some patients improvement
may increase apprehension about change and meets
this danger by paradoxically redefining any relapse
that might occur as a step forward rather than
backward” (Weakland et al., 1974, p. 160). Finally,
Haley (1976) has outlined eight stages in undertak-
ing a paradoxical intervention: (1) a client-therapist
relationship defined as one to bring about change;
(2) a clearly defined problem; (3) clearly defined
goals; (4) the therapist offers a plan, usually with
rationale; (5) the therapist gracefully disqualifies
the current authority on the problem—e.g., spouse
or parent; (6) a paradoxical directive is given; (7)
the response is observed and the therapist continues
to encourage the (usual) behavior—no ‘‘rebellious
improvement” is allowed; (8) the therapist should
avoid taking credit for any beneficial change that
occurs, such as symptom elimination, and may
even display puzzlement over the improvement. He
has stated (1963) that the basic rule seems to be
““to encourage the symptom in such a way that the
patient cannot continue to utilize it” (p. 55). Some-
times this can be done by making the cure more
troublesome than the symptom itself, such as by
prescribing an increase in the frequency or intensity
with which the symptom is to occur.

The Brief Therapy Center Approach

Since 1967 the MRI group has been developing
a brief treatment (ten-session) model for treating a
multitude of problems (Weakland et al., 1974). The
MRI approach employs all the methods discussed
so far in this section. In addition, there are aspects
of this innovative program that deserve to be
mentioned. People are viewed as developing “prob-
lems” in two ways: either they treat an ordinary
difficulty as a problem, or they “treat an ordinary
(or worse) difficulty as no problem at all—that is,
by either overemphasis or underemphasis of diffi-
culties in living” (p. 148). The therapy approach
that the MRI group uses is in some ways low-key,
even if it is strategic. For instance, they feel that
behavioral instructions that are carefully framed
and made indirect, implicit, or apparently insignif-
icant are more effective; they tend, therefore, to
suggest a change rather than order it. In this way
they differ from Haley, who at times may be more
forceful in giving directives. They also tend to
proceed in a step-by-step approach to eliminating
a symptom, looking for minor, progressive changes
rather than sweeping ones—they prefer to “think
small” because in their experience it tends to work
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better. Paradoxical instructions are a mainstay of
the method and are considered the ‘“‘most impor-
tant single class of interventions” in their treat-
ment.

The (Milan) Institute for Family Study Approach

This group has developed a kind of “‘long, brief”
family therapy for treating such problems as an-
orexia, encopresis, and in particular, families in
schizophrenic transaction. Cases are seen by a
heterosexual team of co-therapists, and observed
concomitantly by another, similar team. Ten, and
sometimes up to twenty, sessions are usually in-
volved, normally spaced one month apart from
each other. (This interval was instituted because
many of the families had to travel hundreds of
miles for treatment, and also because it actually
seemed to work better—a kind of “incubation”
period between sessions proved more effective.)
The first session includes all members of an im-
mediate family living together, as do most succeed-
ing sessions. Sessions follow a more or less standard
format including (a) information giving and dis-
cussions that allow observation (without comment)
of the family’s transactional style; (b) discussion of
the session in a separate room by the co-therapists
and observers; (c) rejoining the family by the
therapists in order to make a brief comment and
a (usually paradoxical) prescription; (d) a post-
session team discussion of the family’s reaction to
the comment or prescription, along with formula-
tion and writing of a synopsis of the session.

More important than the simple mechanics of
this approach, however, are at least two techniques
which are their trademarks. The first of these is
positive connotation. The idea here is that all symp-
toms are highly adaptive for the family and should
be connotated positively. In a sense, everything that
everybody does is for good reason and is under-
standable; this orientation is not unlike that devel-
oped separately by Boszormenyi-Nagy and Spark
(1973) and Stanton and Todd (1979). Criticism is
never voiced because it simply mobilizes the family
to make negative or depressive maneuvers which
render the therapist impotent. Selvini Palazzoli et
al. (1974) note that through positive connotation
“we implicitly declare ourselves as allies of the
family’s striving for homeostasis, and we do this at
the moment that the family feels it is most threat-
ened. By thus strengthening the homeostatic tend-
ency, we gain influence over the ability to change
that is inherent in every living system.” (p. 441). In

other words, total acceptance of the family system
by the therapists enables them to be accepted in
the family game—a necessary step toward changing
the game through paradox (Selvini Palazzoli et al.,
1978).

Perhaps the most distinctive and creative feature
of the Milan group’s approach is its handling of
paradoxical instruction. They have carried this
technique to new heights. Rather than limiting
themselves to directives pertaining primarily to the
symptom or the identified patient, they try to give
prescriptions which include the whole family system.
For example, they might direct all members to
continue the specific symptom-related behavior
patterns they have heretofore engaged in. Granting
that the family may resist exhortations to do some-
thing different—to change—Selvini and associates
turn this resistance back on itself. It is hard, in
such a brief presentation, to capture the dramatic,
even startling, directives they come up with. One
such might be to have the children become parents
to their parents. Another might be for the therapists
to publicly prescribe for themselves the task of
doing their utmost to become, for a parent of the
identified patient, the (grand)parents that had dis-
appointed him in early life; but this time they will
avoid the (grand)parents’ mistakes. Or the thera-
pists might declare total impotence, having “no
idea what to do.” This is a way of forcing the
family to do something, anything, different, in
order to retain their adversaries (the therapists)
and keep the game going. Such interventions are
based on hypotheses about the function of a prob-
lem in a family and are made in order to test these
hypotheses. The family’s reaction then become the
litmus whereby a given hypothesis is confirmed or
not. Often this is a trial-and-error process, as all
interventions of this sort cannot be expected to hit
home every time. Selvini Palazzoli et al. (1974, 1978)
emphasize, in addition, that each family is different,
so that the prescription will vary from case to case
and must be appropriately tailored. They found it
rarely helpful to try to transpose to later situations
prescriptions which had been successful with earlier
cases.

The question does arise as to how widely appli-
cable is the approach of the Milan group. In
addition to being able to maintain a creative,
simpatico, relatively noncompetitive therapeutic
team—in itself no mean achievement—they have
operated in a therapeutic context that has distinc-
tive features. Many of the families travel great
distances to be treated by not one, but four, pres-
tigious psychiatrists, providing the latter with a



certain amount of built-in clout and power. Also,
the respect and status accorded the *“doctor” may
be greater in Italy than in many other countries.*

Haley’s approach

Again, the general material presented earlier
applies to the therapy that Jay Haley performs and
supervises. There are, however, certain principles
and treatment situations to which he has given
particular attention and emphasis, and some of
these will be briefly covered here.

Haley was one of the first to clarify the means
by which conventional mental health institutions
were not providing effective treatment. This arose
from his early experience with schizophrenics in
which identified patients would improve in the
hospital, return home, and suffer rapid relapse. He
noted that the hospital served to perpetuate a
pattern that interfered with effective cure. If the
identified patient improved while out of the hos-
pital, a crisis occurred in the family, the person was
rehospitalized and stabilized, and change could not
come about (Haley, 1970, 1971a). Over the years
subsequent to this early exposure, Haley has
worked with the families of severely disturbed
young people and through trial and error has been
developing a model for treating them. Much of the
problem revolves around the person (a) leaving
home, or being allowed to do so, and (b) becoming
competent and individuated (Haley, 1973b; Hoff-
man, 1976). He notes that these parents often
display a terror of separation. An important prin-
ciple is for the therapist to have maximum admin-
istrative control of the case, including medications,
rehospitalizations, etc. The general therapeutic
strategy is to be fairly authoritarian and less ex-
ploratory, especially at the beginning of treatment,
since this is usually a time of family crisis (Haley,
1976). He particularly wants to get the parents to
hold together and be firm about their offspring’s
behavior—to weather a crisis together—so that the
change will “take hold.” He warns therapists
against dealing with the parents’ relationship and
marriage per se until improvement is brought about
in the child, since “rushing to the marriage as a
problem can make therapy more difficult later”
(1976, p. 141). At this writing, Haley is preparing a
book (1979) that will clarify this treatment model,
although some of the material has already been
presented via edited videotapes.

In his recent book, Problem-Solving Therapy,
Haley (1976) discusses the stages that therapy goes
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through. These may involve several shifts. For
example, it is sometimes better in a single-parent
family to deal with the grandmother first and then
the mother, before the child’s problem can be
confronted. An important concept also is that
intermediate stages may have to be as aberrant as
the presenting stage, before a “normal” adaptation
can be achieved. For instance, if a father and
daughter are too involved with each other and the
mother is peripheral, an intermediate step might be
to try to get mother and daughter to spend an
inordinate amount of time together, while partially
excluding father, before finally shifting to a point
where the involvement of each parent with the
child is roughly equivalent. This is going from one
problem stage to another problem stage before
heading for a *“normal” stage. In other words, the
therapist may not be able to go directly from the
problem at the outset to a “cure” arrangement at
the end.

One of the earlier dictates of family treatment
was to “spread the problem” among the children
in the family, often by noting that the siblings have
problems too. Haley cautions against this because
he feels it only succeeds in making the parents feel
worse. They may end up by increasing their attack
upon the problem child because he has caused
them to be put in a situation in which they are
accused of being even more “awful” for fostering
a second problem child.

Behaviorally oriented therapists and others have
decried for years the notion of symptom substitu-
tion—i.e., the idea that if you remove one symp-
tom, another will pop up in its place. Haley agrees
with them on this, but rephrases it. He sees the
issue as one of symptom salience. People may come
in with several problems, but choose to work on
the most bothersome first (or they may have several
but only mention the one). If that problem is
eliminated, they may request to deal with the
second priority problem, etc., until all are atten-
uated or eliminated.

Outcome

Despite the widespread attention and application
that strategic therapy has received, there is not a
great deal of therapy outcome research specifically
on this approach. The family crisis therapy of
Langsley, Machotka, and Flomenhaft (1971), did
use many techniques similar to those of the MRI
Brief Therapy Center. Their results from an 18-
month follow-up showed that family crisis therapy
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as an alternative to hospitalization cut in half the
number of days patients spent in the hospital
compared to controls who were hospitalized ac-
cording to standard procedures; the cost was also
one-sixth as much. In one of the best studies in the
literature, Alexander and Parsons (1973; Parsons
and Alexander, 1973) compared a behaviorally ori-
ented family therapy based on systems theory
(Haley, 1971b; Watzlawick, Weakland, and Fisch,
1967) with three other approaches to treating delin-
quency: a client-centered family approach, an ec-
lectic-dynamic approach, and a no-treatment con-
trol group. Results for the systems treatment were
markedly superior to the other groups—recidivism
was cut in half;, the remaining three treatment
conditions did not differ significantly from each
other. Equally important, a three-year follow-up
(Klein, Alexander, and Parsons, 1977) showed that
incidence of problems in siblings was significantly
lower for the family systems treatment—a clear-cut
case of primary prevention. In another study, the
MRI group (Weakland et al., 1974) performed short-
term follow-ups on 97 of their cases drawn from a
broad spectrum of problems or disorders and found
approximately three-quarters (72%) of them were
either successful (40%) or significantly improved
(32%). These results are higher than the gross
improvement rates of 61-65% noted for non-family
individual therapy (Bergin, 1971), and are more
striking when one considers that no cases went for
more than ten sessions. However, the lack of con-
trol or comparison groups does limit the conclu-
sions that can be drawn, and it is also difficult to
accept without reservation their allusion that the
success rate for schizophrenics was as high as for,
say, work problems. In a study of the effectiveness
of family therapy with drug addicts (Stanton, 1978;
Stanton and Todd, 1979; Stanton et al., 1980), family
treatment more than doubled the number of days
free from drugs compared with a standard metha-
done program,; this study used a combination of
Haley’s approach to treatment with Minuchin’s
structural approach, although the emphasis was on
the former. Finally, Haley is gathering outcome
data on his work with youthful schizophrenics, but
although the data look promising, it is not clear
when they will be published.

Structural Family Therapy

The structural approach to family treatment
grew out of the earlier work of Minuchin, Mon-
talvo, and others at Wiltwyck plus Haley’s later

collaboration when all of them were in Philadel-
phia. In recent years, structural therapy has gath-
ered a considerable following, due primarily to the
great many workshops, presentations, and training
videotapes sponsored or developed by its propo-
nents, and also to the publication of Minuchin’s
(1974a) foundational book, Families and Family
Therapy. In the structural viewpoint the family is
seen as an open, sociocultural system in transfor-
mation—i.e., it progresses through developmental
stages (as discussed earlier). The structural thera-
pist regards an individual within his social con-
text—as he interacts with his environment. Thus
changing the structure or organization of the con-
text changes the positions of the members within
it and consequently alters their experience. Their
complementary demands are modified.

Theoretical Contributions

The focus in structural therapy is less on theory
of change than on theory of family. The structural
model per se is not particularly complex, theoreti-
cally. The most primary concept is that of bounda-
ries, whether between individuals or groups of
individuals within a family. Of particular import
are the boundaries between family subsystems—
these boundaries are the “rules defining who par-
ticipates and how” (Minuchin, 1974a, p. 53). Most
problems arise when the boundaries that define
intergenerational subsystems are stronger than
those which define generational subsystems. An
example of this is when the boundary separating a
parent-child dyad from a dyad formed by the other
parent and a second child is more solid than the
boundary separating the two parents from the
children; the coalitions in this case are one parent-
child subsystem versus another parent-child sub-
system. Just as often, only one child could be
involved and the system could be stuck in a “rigid
triad,” where the child detours or deflects parental
conflicts.

A central concept in structural therapy is the
continuum of enmeshment-disengagement. These
are the extremes of boundary functioning within
families. The enmeshed family is overly tight, and
children are allowed little or no autonomy. If the
integrity or “closeness” of the system is threatened,
the enmeshed family responds rapidly and defen-
sively. Further, behavior change or reaction to stress
in one member reverberates throughout the system.
The heightened sense of belonging in these families



comes at the cost of individual independence (Min-
uchin, 1974a).

In disengaged families, members may function
autonomously, but there is little loyalty and a
distorted sense of independence. They cannot re-
quest support when needed, and lack a capacity for
interdependence. In such families, parents abdicate
their authority and other members tend to operate
within their own, separate little domains, relative
to the rest of the family. Stresses in one member do
not readily affect the others (Minuchin, 1974a).

Some of the most important work to come out
of the structural camp is in the area of psychoso-
matic illness in children and adolescents (Minuchin
et al., 1975, 1978). An open systems (multiple feed-
back) model has been developed in which the
symptom is seen to serve a function in maintaining
dysfunctional patterns within the family. It is a
nonspecific model in that different symptoms
(asthma, anorexia nervosa, and labile diabetes mel-
litus) can arise in similar family systems, thus
implying that treatment goals for these families will
be similar; despite the specific kind of symptom,
most will require a similar kind of restructuring.
Five characterisitics are noted for these families:
(a) they are very enmeshed; (b) they tend to be
overprotective; (c) a good deal of rigidity and
resistance to change is common; (d) there is con-
siderable avoidance of overt conflict within the
family; and (e) the identified patient is involved in
parental conflict (Liebman et al., 1976). Minuchin
et al. (1975) state that three conditions are necessary
(but not independently sufficient) for development
and maintenance of such disorders in children: (1)
a family organization that encourages somatiza-
tion; (2) the child is involved in parental conflict;
and (3) a preexistent condition of physiological
vulnerability. A striking example of how the psy-
chosomatic child responds to stresses affecting the
family and becomes a conflict-detouring mecha-
nism has been presented by Minuchin (1974a) and
Minuchin, Rosman, and Baker (1978). Plasma-free
fatty acid (FFA) levels (which indicate emotional
arousal) were monitored for all members of a
family while the children observed their parents in
a stressful situation. The children watched through
a one-way mirror and later entered the room. When
the children were in the room the parents’ FFA
levels dropped, while the children’s levels increased.
The identified patient’s level stayed high for a
prolonged period. In an analysis of this and eight
other cases, Rosman® obtained a correlation of —
.92 between FFA levels for the most labile parent
and the identified patient. This evidence supports
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the notion of the function of the symptom within
the family and also underscores the idea of a family
being more than its parts—the process extends
across physical boundaries and makes the family
a physiologically interdependent system.

Applicability

In the structural approach, the person is viewed
as interacting with his context—both affecting it
and being affected by it. Thus the structural frame-
work applies to most human “emotional” prob-
lems. Some writers have criticized this approach as
being too crisis-oriented, active, and confronting to
be applied with, say, intellectualizing upper-middle-
class families. This idea appears to be based in part
on the various videotapes and films that have been
produced on structural therapy; most of them are
with lower- or working-class families or with fam-
ilies who are severely dysfunctional. However, it
has always been a structural tenet that the princi-
ples and techniques must be modified in their
presentation in order to adapt to family style and
values. Minuchin (1974a) has noted that for therapy
to succeed the therapist has to be able “to enter
the system in ways that are syntonic with it. He
must accommodate to the family, and intervene in
a manner that the particular family can accept” (p.
125). This writer has observed many structural
therapists—inluding Minuchin—working with in-
tellectualizing families and has concluded that the
criticism derives primarily from lack of information
and is really not well founded. In other words,
structural therapists treat people at all economic
levels and from all ethnic groups, despite their
development of techniques with poor and minority
families. Some of the disorders which structural
therapists have treated and written about are: an-
orexia nervosa, asthma, behavior problems, delin-
quency, diabetes, drug addiction, elective mutism,
encopresis, hyperactivity, mental retardation, min-
imal cerebral dysfunction, problems of the poor,
preschool problems, psychogenic pain, schizophre-
nia, school avoidance, and school problems (An-
dolfi, 1978; Aponte, 1976a, 1976b; Aponte and Hoff-
man, 1973; Baker et al., 1975; Berger, 1974, 1976;
Combrinck-Graham, 1974; Fishman, Scott, and
Betof, 1977; Jemail and Combrinck-Graham, 1977,
Liebman et al., 1974a, 1974b, 1974c, 1976a, 1976b;
Minuchin, 1974a; Minuchin et al., 1967, 1975; Mos-
kowitz, 1976, Rosenberg, 1978; Rosenberg and
Lindblad, 1978; Rosman et al., 1975, 1976; Stanton,
1978; Stanton and Todd, 1979; Stanton et al., 1980;
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Umbarger and Hare, 1973). However, there has not
been much structural writing, theory, or clinical
work in the areas of either schizophrenia or marital
therapy; it has also, for the most part, been aimed
more at children and adolescents than adults.

Methods

To avoid redundance, it should be noted that
both the structural and strategic schools subscribe
to the following (previously discussed) aspects or
methods of treatment: emphasis on the present
rather than the past, pragmatic view of treatment,
symptoms seen in context, symptoms are both
system-maintained and system-maintaining, thera-
pist should be active, repetitive behavioral se-
quences are to be changed, the family life cycle and
developmental stage are important, diagnosis is
obtained through intervention, use of task assign-
ment, and use (or not) of interpretation. Both
approaches hold to an implicit faith that people
can be educated and can change if treatment brings
about a new experience for them; in other words,
new and alternative ways can be learned. Except in
cases with life-threatening potential such as anor-
exia, structural therapists are not as symptom-
focused as strategic therapists, but they are much
more symptom-oriented than psychodynamic ther-
apists. They also see therapy as progressing through
the kinds of stages discussed earlier for Haley
(1976). They tend to devote a considerable amount
of energy to ‘“‘joining” parents positively and re-
ducing parental guilt over the child’s problem; this
is because blaming parents only ignites them to
battle against the therapist and thus directly un-
dermines beneficial change. Structural therapists
may not be as specific as strategic therapists, but
they do want to negotiate a therapeutic contract
on the nature of the problem and the goals for
change (Minuchin, 1974a).

In structural family therapy the tendency is often
to move in fast to break up family dysfunctional
patterns. The diagnostic process involves joining
and knowing a family—accepting and learning its
style in a sort of blending experience. The therapist
accommodates and adapts, thus gaining a subjec-
tive knowledge of the transactional patterns. From
there he can probe for flexibility and change, with
an eye toward transforming the system. He may
join certain subsystems in order to strengthen them
(e.g., getting a browbeaten wife and daughter to
speak up by asserting that ‘“‘the women in this
family have some important things to say”). Re-

actions to such restructuring help to give the ther-
apist a more complete picture. Throughout he is
trying to stay both within and without the system.
He accommodates, but retains enough independ-
ence both to resist the family’s pull and to challenge
it at various points. His diagnosis will less likely be
a single term than a sentence that implies a direc-
tion for treatment—e.g., “the girl’s encopresis is
covertly supported by father to keep mother busy
so that she isn’t always cleaning up after him.”

This approach focuses on the family hierarchy,
with parents expected to be in charge of their
offspring; the family is not seen as an organization
of equals. This emphasis distinguishes it from the
other approaches, and leads to a therapy aimed at
(a) differentiating subsystems within enmeshed
families, or (b) increasing the flow among subsys-
tems when families are disengaged (Madanes and
Haley, 1977).

More empbhasis is placed on nonverbal than ver-
bal behavior in structural therapy. Patterns such as
“who speaks to whom” are important to identify,
despite the content of the message. Also, the ther-
apist uses many nonverbal techniques, particularly
to establish boundaries. These could include sepa-
rating parents from children by chair placement,
seating oneself between an intrusive parent and
another dyad, asking a family member to watch
from an observation room, etc. Boundaries can
also be made more permeable by getting disengaged
members of subsystems to relate differently. The
therapist might ask a member to “see if you can
get your father to talk to you.” If it doesn’t work,
the therapist could press again with “The way you
are going about it isn’t working. Can you try a
different way, a way so that he might be able to
hear you better?”’ The point here is that the content
of the dyadic communication is less important than
the process whereby disengaged entities are reen-
gaged, consequently altering the structure of the
family at that point.

Structural therapists think to a great extent in
visual, spatial terms. Conceptualizing a treatment
plan usually involves a sort of map with symbols
for diffuse, clear, and rigid boundaries, affiliations,
overinvolvement, conflict, coalitions, and detour-
ing. While a given map depicts only a momentary
status of a family, it can help the therapist to
diagnose and also define what interventions are to
be made. A typical sequence of maps would show
at least three stages: present status, status expected
after first structural intervention, and final status
for the treatment or for a particular session. A
therapist may enter a session with such a schema



in mind. Unlike the MRI group, structural thera-
pists consciously try to revise relationships during
sessions, while the family is sitting in the room
(Hoffman, 1976). They also want to make an event
such as a marital battle “live” again, perhaps by
reenacting it rather than talking about it. Further,
Minuchin usually refuses to let a family member
talk about members who are present in a session—
he does not like people to speak for or about others
in a way that squelches individuality.

There is an essential aspect of structural therapy
that differentiates it from the strategic kind, espe-
cially that practiced at MRI. (Haley falls in a
position midway between the two.) In a sense, it
relates to the ways in which theory dictates, and is
also consistent with, practice. The strategic thera-
pist highlights the symptom and what goes on
outside the treatment setting. He is concerned with
the behavioral sequences that occur, without special
note (theoretically) as to either their origin within,
or the way they delineate, the family structure. He
can even be somewhat personally “distant” in a
session and still be consistent with his theory. In
contrast, the structural therapist must use himself
within the session to be theoretically consistent.
This is because practically anything that is said or
done by a family member has a structural mes-
sage—i.e., it identifies a structural “‘rule. ’Nearly
every statement carries a message of agreement or
disagreement and is directed toward a person or
persons; it thus denotes closeness or distance and
defines some sort of subsystem boundary. A mother
telling her daughter to leave her younger brother
alone might imply mother-daughter distance and
mother-son closeness. A father’s disagreement with
a therapist’s suggestion that he spend more time
with his family could be seen as an indication of
distance between father and the other members,
and also distance from the therapist who has
momentarily sided with the rest of the group. Thus
it is incumbent upon the structural therapist not
only to note the ‘“who-to-whom” aspect of mes-
sages, but also to increase intensity, change seating
positions, and make other moves that challenge or
restructure the family. He cannot sit back indefi-
nitely, letting the structure unfold and reinforce
itself, and still accomplish his purported objectives.
He must intervene directly, within the session, in
accordance with his theory. If he did not take such
actions, the family structure, as manifested both by
the order and the intended target(s) of its sequential
behaviors, would remain unchanged.®

It should be understood that the structural ther-
apist is not trying to wrench family members apart
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and make each stand emotionally naked and alone.
The whole idea of restructuring is to shift supports
around, recognizing that people will not move to
the unknown in a situation of danger. The healing
potential of the family is assumed, and supports
are provided to facilitate movement (Minuchin,
1974a). For example, working directly to separate
an unmarried, overinvolved mother and her son
will usually not succeed unless she can get support
from other quarters, such as from her own siblings,
friends, boyfriends, work associates, and so forth;
in this case the first step might be to bolster these
natural supports before attending to the mother-
son enmeshment.

Minuchin (1974a, 1974b) defines the goal of ther-
apy as inducing a ‘“more adequate family organi-
zation” of the sort that will maximize the growth
potential in each of its members. He notes that
people will change for three reasons. First, their
perception of reality has been challenged. Second,
alternative possibilities are presented that make
sense to them. Third, once alternative transactional
patterns have been tried out, new relationships
appear which themselves become self-reinforcing.

Structural therapists for the most part deal with
those members of a family who live within a
household or have regular contact with the imme-
diate family. Rarely, for instance, are grandparents
brought to treatement if they live some distance
away or are not in touch. The general idea is to
involve in treatment those interpersonal systems
that have regular or daily impact on the problem.
This would probably include schoolteachers, coun-
selors, and principals if the presenting problems
were school-related (Aponte, 1976a).

Compared with other psychotherapies, structural
family therapy tends, like strategic therapy, to be
brief. Six months of regular treatment is considered
to be somewhat lengthy. In this approach, the
preference is to bring a family to a level of “‘health”
and then stand ready to be called in the future, if
necessary. Such a model is seen to combine the
advantages of short- and long-term therapy (Min-
uchin, 1974b).

The structural group does not limit its members
to any one profession. Indeed, they have intensively
trained hundreds of people from various fields
(Flomenhaft and Carter, 1977). As mentioned ear-
lier, they also established a program for training
poor people from minority groups to become ther-
apists (Haley, 1972). What they do prefer, however,
is a person who is unafraid to take action and not
desirous of a co-therapist (since co-therapy per se
is rarely practiced). The people who have most
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difficulty in learning this approach are those who
come from an individually and psychoanalytically
oriented background. The system for training that
has been developed is highly teachable and is
supplemented by videotapes and films. In 1974, the
Center for Family Therapy Training was established
at the Philadelphia Child Guidance Clinic under
the direction of Salvador Minuchin. Training people
to be family therapists has been a major activity of
Minuchin and a number of his colleagues over the
past several years.

Outcome

The major outcome research done on a structural
model has been with psychosomatic problems (an-
orexia, asthma, diabetes) and drug addiction. Con-
sidering the usual rates of 40-60% improvement on
follow-up for anorectics, the structural therapy rate
of 86% complete recovery from both the anorexia
and its psychosocial components (follow-ups
ranged from 1% to 7 years) is quite striking (Min-
uchin, Rosman, and Baker, 1978; Rosman et al.,
1976). Another study mentioned earlier combined
the Haley and structural approaches in dealing
with drug addiction. In a six-month post-treatment
follow-up of the addicts, those engaged in family
therapy had twice the average number of days free
from heroin and opiates compared to regular meth-
adone treatment—i.e., 80% versus 36% (Stanton,
1978). Gurman and Kniskern (1978) have reviewed
over 200 outcome studies of family and marital
therapy. They state that of the nonbehavioral mar-
ital-family studies, the ‘“most impressive results”
have emerged with structural family therapy. De-
spite lack of control groups for the psychosomatic
research, they note that the ‘“seriousness, even life-
threatening nature, of the psychosomatic disorders
studied in the uncontrolled investigations and the
use of highly objective change measures (e.g.,
weight gain, blood sugar levels, respiratory func-
tioning) constitute, to us, compelling evidence of
major clinical changes in conditions universally
acknowledged to have extremely poor prognoses
untreated or treated by standard medical regimens”
(p. 832).

Triadic-based, ‘‘Go-between” Family Therapy

This is the approach primarily developed by
Gerald Zuk and will hereafter be referred to as
“go-between” therapy. There is some difficulty in

classifying this approach relative to the strategic
and structural models. It is not at the level of a
*“school,” but is more the personal brand of therapy
of a skilled, innovative, systems-oriented clinician
who has been active in the field for many years. It
is also not a subset of the other schools, but in
many ways falls in a position between them. Its
inclusion here is mainly to provide a more well-
rounded picture of family systems therapies.

There are a number of basic similarities between
go-between therapy and other systems approaches.
Like the strategic and to some extent the structural
models, it (a) focuses on the sources of leverage
and power in the family, (b) is conceptualized in
positive and negative feedback terms, (c) devalues
insight as explanatory of change, and (d) empha-
sizes the forms of negotiation that occur in family
therapy both between therapist and family and
within the family itself (Zuk, 1971). Again, such
notions as “transference” and subjective “feelings”
are not given primary attention.

Theoretical Contributions

Zuk has introduced a number of concepts to the
family therapy field. Since the mid-sixties, he has
stressed the importance of a triadic (versus dyadic)
view of families and their treatment, noting that
most previous approaches had limited their views
to collections of dyads such as mother-child, father-
child, father-mother, etc. Zuk notes the great dif-
ference between two-person and three-person re-
lationships, as the dyad (or even a series of dyads)
excludes the effect of the third party on the rela-
tionship between the first and second (Zuk, 1966,
1971). On this point his thinking is in harmony with
a number of others in the field such as Bowen,
Haley, Minuchin, and Satir. Zuk has set for himself
the task of defining rules and relationships govern-
ing systems of more than two people.

Pathogenic Relating

This refers to a kind of process that goes on
within a family. It is identified by the therapist in
an interview. The extent to which it exists is judged
by the therapist from his observation of “‘tension-
producing, malevolent, intimidating patterns of
family members toward each other and the thera-
pist” (Zuk, 1975, p. 15). Pathogenic relating is a
destructive process and includes such interactions
as the silencing of a member by the family (‘“si-
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